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Introduction to Assessment with 
African American Clients

The Cultural Sensitive Movement (CSM) 
emerged nearly 40 years ago (Sue 1977a, b; 
Constantine and Sue 2005) and ample scholarly 
activity on the topic of cultural sensitivity has 
materialized since. In fact, in 1990 the Ameri-
can Psychological Association (APA) devel-
oped cultural competency guidelines and then 
revised them in 2002. While all six guidelines 
are relevant to this book, Guidelines 2 and 5 are 
particularly relevant here. Guideline 2 is as fol-
lows: Psychologists are encouraged to recog-
nize the importance of multicultural sensitivity/
responsiveness, knowledge, and understanding 
about ethnically and racially different individ-
uals. In this book we provide an overview of 
African American cultural characteristics that 
are relevant to psychological assessment and 
evaluations. We also provide specific guide-

lines for clinicians and researchers who work 
with African American clients and this aligns 
with Guideline 5. Guideline 5 specifies that 
Psychologists strive to apply culturally–ap-
propriate skills in clinical and other applied 
psychological practices. This guideline com-
bined with the mental health field’s shift to-
wards evidence-based practice and stance that 
expert opinions should be grounded in science 
and based upon methodologically sound data 
(Lilienfeld and Landfield 2008) make it clear 
that specific guidelines that are rooted in sci-
ence and theory for identified cultural groups 
are highly necessary.

As indicated above, the mental health field 
is increasingly oriented toward evidence-based 
practice (Lilienfeld and O’Donohue 2007; Ol-
lendick 2012) not only with regard to treat-
ment of psychological disorders but also with 
regard to assessment. In fact Hunsley and Mash 
(2007) specified that evidence-based assess-
ment (EBA) emphasizes the use of research 
and theory to guide the selection of assessment 
domains, the manner in which the assessment 
is administered, the measures used, and the as-
sessment process. These authors also called for 
the development of EBA guidelines, empha-
sized the importance of diversity, and called 
for dissemination of accurate and current infor-
mation on EBAs. The crux of this book is the 
timely development of empirically based (and 
where empirical evidence is absent theoretical-
ly derived) recommendations for assessments 
with African Americans.
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Organization of the Book

In this book we called upon experts to identify 
the range of psychological assessments admin-
istered by clinicians and to discuss these mea-
sures as they pertain to the African American 
client. This book contains chapters that empha-
size specific assessment domains (e.g., person-
ality, self-report, IQ, etc.); where appropriate 
chapters relevant to a certain types of psycho-
logical assessment (e.g., forensic, neuropsy-
chological, school-based, etc.); and chapters 
specific to many of the major diagnostic cat-
egories (e.g., eating disorders, mood disorders, 
etc.) in the Diagnostic and Statistical Manual 
of Mental Disorders IV-Text Revision (DSM-
IV-TR: APA 2000). As we were preparing this 
book the DSM-5 came to press. However, we 
opted to focus on the DSM-IV-TR as only now 
that the DSM-5 has been released, will research 
on assessment measures begin to be conducted 
on measures that align with diagnostic catego-
ries housed within the DSM-5.

Each chapter contains a general overview of 
cultural considerations that should be made with 
African American clients as they relate to the di-
agnostic category in question. An overview of 
the most commonly used and/or frequently re-
searched assessment measures and the research 
that has been conducted on these measures with 
African American participants is also included 
in each chapter. It is important to note that the 
African American population merits a number of 
specific considerations. These are detailed with-
in the remained of this chapter and in Chap. 2. 
In deed the ability to identify experts who felt 
they had sufficient empirical evidence to present 
recommended considerations for African Ameri-
cans was not always possible. As an example of 
this difficulty, the original proposal for this book 
contained chapters related to the assessment of 
sexual dysfunction and the use of projective as-
sessments with African Americans, but authors 
solicited for these chapters cited a lack of suf-
ficient empirical evidence for these domains and 
thus these chapters were ultimately omitted from 
this book.

Cultural Considerations When 
Working with African Americans

In addition to the assessment-specific chapters 
contained in this book, Chap. 2 (Brown et al. 
2014) offers an overview of the cross-cultural 
considerations that should be made when con-
ducting psychological assessments or evalua-
tions with African American clients. While this 
section of this introductory chapter is not intend-
ed to provide a thorough overview of these con-
siderations, we felt it necessary here at the outset 
to highlight the unique nature of this group and 
its relevance to psychological assessment. Be-
fore we proceed, it is important to discuss the 
use of terminology frequently used in this book. 
While the terms “Black ” and “African Ameri-
can” often appears to be used interchangeably 
in this text, where possible we used terminol-
ogy consistent with the original scholarly source 
from which the content we are discussing was 
pulled. Typically, the terms “Black” and “Af-
rican American are used to distinguish persons 
of African descent who have immigrated to the 
USA (i.e., they were not born in the USA) from 
those who were born in the USA (i.e., African 
Americans: Brown et al. 2014).

According to census.gov (2013) African 
Americans constituted 13.1 % of the population 
in 2012. Despite that this group represents a sub-
stantial part of the US cultural panorama, it is clear 
that this group has been largely underrepresented 
in the literature (Coley and Barton 2004). This 
may be due to distrust of the medical/scientific 
community, poor access to care, poor recruiting 
strategies, etc. (Shavers-Hornaday et al. 1997). 
Indeed in providing culturally sensitive services 
to African American, it is important to possess 
background knowledge of the historical events 
that have shaped the attitudes toward health and 
healthcare providers that predominate among this 
group (for a detailed account of such historical 
events, see Hargrave 2010). Specifically African 
Americans may be suspicious of and reluctant to 
trust healthcare providers because of experiences 
with prejudice and discrimination by healthcare 
providers. This mistrust may due to misdiagnosis 
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and clinical bias both of which occur frequently 
in the psychiatric assessment and development of 
treatment plans for African American (Hargrave 
2010). Thus the assessing clinician may wish to 
ensure that rapport has been established and keep 
in mind that test-taking attitudes can impact per-
formance and response style.

Using Theory and Research  
to Guide Assessment

As indicated at the outset of this chapter Hunsley 
and Mash (2007) specified that EBA emphasizes 
the use of research and theory to guide the assess-
ment process. This aligns well with overarching 
goal of this book, which was to provide EBA rec-
ommendations for use with African American cli-
ents. It is important to note however that in many 
cases (depending on the assessment domain or 
disorder of interest) research on this population 
was sparse. For example, a review of 60 years 
of personality assessment research demonstrated 
that only 6 % of participants were identified as 
ethnic or racial minorities (Holaday and Boucher 
1999). Despite that this review is over 10 years 
old, given the population of African Americans 
in the USA and that the cultural sensitivity move-
ment emerged nearly 40 years ago, it is discern-
ing that ethnic minorities have not been included 
in the research at a higher rate. Thus, where data 
is absent we turned to theory to guide the devel-
opment of appropriate guidelines.

In sum, while not ideal, at times clinicians and 
researchers may need to use their knowledge of 
African American cultural characteristics and 
hypothesize how these cultural characteristics 
may influence symptom presentation and/or per-
formance on specific measure. These hypotheses 
can then be used to guide the interpretation of 
test results and/or recommendations based on an 
assessment. Within this text where direct recom-
mendations based on empirical evaluations of 
specific measures cannot be made (due to an ab-
sence of empirical literature), a theoretical posi-
tion may be taken and African American cultural 
values may be considered in light of the construct 

being assessed. While in general clinicians and 
researchers should avoid making recommenda-
tions based on anthropological assertions that 
have not been empirically investigated, for mea-
sures that have high face validity this may be a 
reasonable approach to take when empirical data 
is absent (Leany and Benuto In Press).

Racial and Ethnic Concordance

Racial and ethnic concordance refers to concor-
dance between a client/patient and the healthcare 
provider. A primary focus of the research on con-
cordance is related to perceived quality of care 
and its relationship to utilization (an exemplar 
of this research can be seen in Saha et al. 1999). 
Saha, et al. reported better outcomes when the 
doctor–patient race/ethnicity was concordant, 
and also reported a better utilization of health ser-
vices (e.g., preventative care). As psychologists 
(even those not of a Gestalt or CBT orientation), 
we can hopefully appreciate the impact of this 
perception on behavior (as well as a measure of 
cognition). In addition to the emphasis on patient 
perceptions, when searching outcome data as it 
relates to the concordance between patient and 
clinician ethnicity and race (even when utilizing 
a key term of psychologist rather than physician) 
results were heavily weighted (almost exclusive-
ly) towards medical domains. Because of these 
perceptions and corresponding improvements, a 
primary concern heralded in the literature is the 
shortage of physicians who are of the same race 
or ethnicity as the clients they serve (Komaromy 
et al. 1996), and a resulting overrepresentation of 
same race/ethnicity patients on those physicians 
caseload as well as the number of those patients 
who utilize government subsidized health insur-
ance (e.g., Medicaid and Medicare). This pres-
ents a challenge not only for the medical field, 
but if one assumes this trend holds true for mental 
health clinicians, there is also a disparity between 
patients and available clinicians that identify as 
African American (Komaromy et al. 1996). In-
deed a number of studies identified subtle biases 
that may negatively impact rapport (Dovidio 
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et al. 2008). Ultimately Dovidio et al.’s evalu-
ation of the empirical literature revealed that 
there was a greater occurrence of longer visits 
for race concordant contacts, but disproportion-
ately less conversation for the clinician as well 
as less encouragement for patient involvement in 
treatment decision making (specifically when the 
clinician was White and the patient Black) when 
racial concordance was absent, with the latter 
condition yielding less information provided to 
the clinician, and poorer outcomes (e.g., less uti-
lization of preventative services and poor follow-
up care).

While the clinician cannot change his or her 
own race or ethnicity to meet client needs, clini-
cians can educate themselves by increasing their 
expertise regarding the cultural characteristics of 
the racial and ethnic groups with whom they in-
teract (the fact that you have picked up this book 
suggests a willingness to take that step). This 
is in alignment with Guideline 2 of the multi-
cultural guidelines put forth by the APA, which 
specifies that psychologists should recognize 
the importance of being culturally sensitive and 
understanding ethnically and racially difference 
individuals.

Further, there are common factors that rel-
evant to any assessment regardless of the eth-
nicity or race of the client. For example, Mul-
vaney-Day et al. (2011) provided examples and 
context for some African American patients’ 
expectations of a mental health clinician. Their 
research identified patient themes that empha-
sized listening, understanding and a desire for 
the clinician to find a way to “bridge the gap” 
for obvious differences (described as not only 
racial differences, but those of socioeconomic 
status, e.g., education). The qualitative reports 
from the Mulvaney-Day et al. (2011) study sug-
gested a less directive approach was desired and 
that, while those patients in the study reported a 
respect for the professional’s opinion. In particu-
lar, when the clinician was not of the same race 
as the patient, the patient had greater expecta-
tions that they be appropriately seen as an indi-
vidual and be allowed to describe their unique 
circumstances or position. Thus, the aforemen-

tioned research suggests that, in particular, when 
there is a racial discrepancy between the patient 
and clinician, a clinician must be willing to take 
the additional time to not just collect information 
for objective assessment, but also listen to what 
may seem like ancillary information in order to 
“bridge” the gap between patient and clinician. 
The clinician must also recognize that there is 
evidence of implicit behaviors that can result 
in suboptimal doctor–patient relationships, and 
thus be more cognizant of this potential in order 
to be purposeful in efforts to reduce this potential 
(e.g., checking for understanding of recommen-
dations, encouraging of patient decision-making, 
avoiding cutting short the evaluation, etc.).

Education and Economic Status Count: 
Using Adjusted Norms

As illustrated throughout this text, disparity in 
performance on psychological assessments has 
been demonstrated across multiple domains. 
While, the field of psychology has a notorious 
history of biased assessment for intellectual as-
sessment of African Americans (Anglin and 
Kwate 2009) a number of current iterations of 
psychological assessment instruments have 
made purposeful efforts to include samples that 
are more representative of the US population and 
that incorporate a broader range of educational 
and economically diverse groups across race and 
ethnicity.

The chapters on IQ and Neuropsychological 
assessment represent the bulk of the discussion 
of differential performance for African Ameri-
cans, in particular as compared to their Cauca-
sian counterparts. Many of the works identified 
in those chapters describe a reduction of bias that 
occurs when one uses education and economic 
status based norms (Heaton et al. 2003Taylor and 
Heaton 2001). These norms do much to improve 
psychometric properties for measures of intel-
lect and neurocognitive abilities, but there is still 
emerging data that suggests we could do more 
to account for additional, more subtle variables 
such as the quality of education (Manly et al. 
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2002; Manly et al. 2004; O’Neill 1990). It should 
be noted, that specific to neuropsychological as-
sessment, the method of assessment for premor-
bid intellectual functioning can be problematic. 
Research for this domain has shown problems 
of disparity between reported educational attain-
ment and comparable performance on achieve-
ment-based measures of premorbid functioning 
(Baker et al. 1996; Manly et al. 2002). While 
many of the personality based measures and fo-
rensic tools describe comparable psychometric 
data, when using age and education as well as 
race-based norms, there are the aforementioned 
limitations for intellectual and neuropsychologi-
cal assessment. Thus, it is important for the clini-
cian to be aware of the availability and limita-
tions of normative comparison groups, in partic-
ular for these two domains, as the consequences 
are much higher than they would be for a diag-
nosis of depression or an anxiety based disorder. 
Consequently, relevant chapters discuss the limi-
tations of various measures and their available 
norms as well as provide recommendations for 
the clinician.

Clinician/Rater Bias

In addition to problems related to normative 
data, there is also literature that documenting 
clinician and rater bias, unrelated to choice of 
norms. This data suggests that there is a tenden-
cy to overdiagnose African Americans with psy-
chotic disorders, including schizophrenia, usu-
ally attributed to a misattribution of behaviors 
(e.g., spirituality and religiosity) as symptoms 
of psychosis (Neighbors et al. 2003), and that 
this is most likely to occur in hospital settings 
(Neighbors et al. 1999; Neighbors 2003) as well 
as when a clinician does not rely on a standard-
ized measure of assessment (e.g., a structured 
or semistructured interview; First et al. 2002). 
In addition to a misattribution of symptoms by 
the clinician, the culture may communicate in-
formation that is not specifically clinician or 
rater bias, but a phenomenon that may create a 
response bias by the examinee.

Researchers have reported a “stereotype” 
effect in which the participants performance 
is unduly influenced by societal influences of 
both overt and covert racism, that result in the 
examinee responding in a manner that supports 
these stereotypical values (e.g., decreased perfor-
mance on achievement and academic based as-
sessments that rely heavily on performance for 
tasks that are most salient for those of the domi-
nant culture; Steele and Aronson 1995; Thames 
et al. 2013). It should be noted that these effects 
are not race specific, in that Steele (1997) was 
able to demonstrate a similar effect for White 
males. Further, as forensic based evaluations 
(e.g., competency and capacity) rely on mental 
health diagnoses and intellectual functioning, it 
too is impacted by these biases, with even higher 
stakes for misattribution of symptoms or diag-
nostics error.

In these instances, the recommendation is 
less straight-forward than a simple suggestion to 
apply race and education based norms, but, con-
sistent with the aforementioned APA guidelines 
2 and 5 discussed at the outset of this chapter, is 
rather a reminder to the clinician to be vigilant 
in their awareness of relevant literature. Further, 
the recommendations strongly encourage a direct 
inquiry about perceptions of racial equality and 
discrimination. Specific to the differentiating be-
tween potential symptoms of psychosis and faith 
or spirituality, in addition to the use of structured 
or semistructured interviews (like the SCID), the 
clinician should make direct inquiries about an 
individual’s spirituality and religion, and greater 
consideration to these factors should be made, 
when stakes are higher, such as for forensic evalu-
ations.

Summary and Conclusions: Trends 
and Themes in EBA with African 
Americans

Through the editing (and authoring) process a 
number of trends and themes were observed. 
The first is that individuals who work with Af-
rican Americans should at the very least have 
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background knowledge of the historical events 
that have shaped the culturally derived attitudes 
toward health and healthcare providers. Indeed, 
African Americans may present with distrust of 
healthcare providers and exhibit a preference 
for racial concordance. This leads us to our sec-
ond point, which is that there is ample evidence 
that clinicians can act in a biased manner when 
administering and interpreting test results. Thus 
practitioners should be aware of their own biases 
and find appropriate means to resolve them. The 
third point we make herein is that clinicians and 
researchers alike should strive to use empirical 
evidence where possible to guide the choices 
they make in terms of assessment choices, the 
use of norms (rather age-adjusted, education 
adjusted, or norms that are specific to African 
Americans), and where not possible clinicians 
may choose to use theoretical information to aid 
in their decisions. Lastly, as with any assessment 
no single test should be used to make any de-
cision. In fact, multiple sources of information 
should be gathered. Assessment should occur 
in a hypotheses-testing context whereby the cli-
nician administers test and collects data (e.g., 
through record review, collateral contacts, etc.) 
to support or refute test findings. Along these 
lines, clinicians should ensure that assessment 
practices examine the full-range of diagnostic 
criteria, with particular care to assess for symp-
toms that may be traditionally underreported 
in African American samples (e.g., cognitive 
symptoms of anxiety

As evidenced above and throughout this 
book, it is clear that clinicians and research-
ers must make cultural considerations when 
conducting psychological assessments or psy-
chological evaluations with African American 
clients. However, there remain advancements 
to be made in terms of EBAs for African Ameri-
cans. Thus, in alignment with Guideline 4 of 
the APA’s cultural competency guidelines we 
recommend that: Culturally sensitive psycho-
logical researchers are encouraged to recognize 
the importance of conducting culture–centered 
and ethical psychological research among per-
sons from ethnic, linguistic, and racial minority 
backgrounds.
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Cross-cultural assessment of psychological phe-
nomena is not a new endeavor. It has its roots 
in early anthropological studies that attempted 
to understand the nature of people through the 
study of different cultures (Butcher and Garcia 
1978). For anthropologists, a critical issue is 
figuring out how to ensure that, in the process 
of their investigations, they do not wittingly or 
unwittingly distort their field data to conform to 
preconceived expectations that are based on their 
own ethnocentric biases. This same issue con-
fronts mental health professionals who seek to 
assess clients who are culturally different from 
them. Stated differently, if the goal of assessment 
is to learn something about another person, how 
do we ensure that the approaches and instruments 
we use allow us to clearly and accurately under-
stand the clients worldview and level of func-
tioning rather than merely provide a reflection of 
our own worldview, biases, and expectations? To 
the extent that test takers select instruments that 

are valid in their own cultures but have not been 
shown to be valid in the client’s culture, the risk 
of clinical errors such as interpreting difference as 
deficit, over-pathologizing normality, overlooking 
symptoms, and misdiagnosis is magnified. These 
risks of clinical errors apply to the assessment of 
African Americans because, despite researchers’ 
and psychologists’ assumptions of homogeneity, 
the label “African American” includes people 
from many different national, linguistic, ethnic, 
racial, cultural, and social backgrounds.

Due to the African slave trade, African Ameri-
cans have been a major part of the US popula-
tion since the country’s founding, accounting for 
nearly 20 % of the US population counted in the 
1790 census (Kent 2007). Though the ending 
of the slave trade in 1808 considerably reduced 
the flow of Africans to the USA, changes in US 
immigration laws and technology, and societal 
unrest in African countries led to a seven-fold 
increase in the number of foreign-born Blacks 
between 1960 and 1980, and between 1985 and 
2005 their numbers tripled. According to re-
search compiled by Helina Faris of the Center for 
American Progress, an independent, nonpartisan 
educational institute, Black immigrants comprise 
8 % of the US foreign-born population; more 
than half come from the Caribbean, the bulk of 
the rest come from northern and sub-Saharan Af-
rica, and a small number come from Europe and 
Canada. Indeed Black immigrants account for 
more than one quarter of the Black population in 
New York, Boston, and Miami. Black immigrants 
enter the USA through multiple pathways. Most 
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(especially those from the Caribbean) arrive as 
legal permanent residents based on family ties; 
however, in 2009, 30 % of all Black African im-
migrants were refugees from Ethiopia, Somalia, 
Liberia, Sudan, and Eritrea, about 20 % entered 
through the diversity visa lottery program, and 
400,000 were in the USA undocumented (Faris 
2013).1

As with other immigrant groups, English is 
often not the first or primary language of Black 
immigrants. Although Caribbean-born Blacks are 
more likely to speak English at home than other 
immigrant groups, a fact that is not surprising 
when one considers that most are from former 
British territories and colonies, some Caribbean 
immigrants report speaking patois (an English-
based dialect that combines English with West 
African languages), French/French Creole, or 
Spanish at home. African immigrants are likely 
to speak an African language at home (e.g., Am-
haric, Bantu, Kru, Swahili), though two thirds are 
also proficient in English. However, African im-
migrants who are fluent in English report experi-
encing problems being understood because their 
accents are unfamiliar, a problem that interferes 
with their school performance and their ability to 
find employment and obtain promotions (Kent 
2007).

In terms of education, Black immigrants 
have more college education and higher rates 
of degree attainment than any other immigrant 
group in the USA, but because of discrimina-
tion they tend to earn low wages compared to 
similar educated workers, and, in 2011, had the 
highest unemployment rate of any foreign-born 
group in the USA (Faris 2013; Kent 2007). Black 
immigrants also tend to have traditional family 
arrangements. Census data from 2000 show that 
76 % of African immigrant children and 65 % 
of Caribbean immigrant children lived in two-

1 Whenever we use the term “Black African immigrant” 
or similar terms, it is because this is the term used by the 
author of the published work we are citing. Generally, 
when authors use these terms it is to distinguish persons 
of African descent who have immigrated to the USA (i.e., 
they were not born in the USA) from those who were born 
in the USA (i.e., African Americans).

parent households, compared to 44 % of African 
American children. Although they endeavor to 
adapt to the US culture, many African and Ca-
ribbean immigrants also seek to hold onto their 
immigrant identity, in part to distinguish them-
selves from US-born Blacks. Many speak their 
languages of origin at home, live in ethnic en-
claves, and maintain familial, social, and political 
ties to their countries of origin, and affiliate with 
US groups that provide a means of benefiting 
their particular ethnic communities. Most immi-
grant parents want their children to maintain the 
cultural values and heritage of their home coun-
tries; consequently, they teach their children their 
native language and culture, maintain their heri-
tage, and send their children to spend time with 
relatives in their home country.

Like most immigrant groups, foreign-born 
Black immigrants gravitate toward metropolitan 
areas where the job opportunities are greater and 
where they find existing communities of US-born 
Blacks (Kent 2007). Indeed, Black immigrants 
are dispersed throughout the USA, especially in 
New York, California, Florida, New Jersey, and 
Texas. Kent (2007) reports that the top ten states 
where African and Caribbean immigrants live 
are similar except that the African list includes 
Virginia and Minnesota and the Caribbean list in-
cludes Florida and Connecticut.

From 2000 to 2010, the Black population 
in the USA grew by 15.4 % and this growth is 
expected to continue into the next decade (U.S. 
Census Bureau 2012). According to the 2010 
US Census, self-identified Black people make 
up approximately 13.6 % of the US population. 
With the continued growth, it is imperative that 
psychologists acknowledge the potential role 
of ethnic/racial variation in their services and 
assessments. This chapter proposes that many 
commonly used psychological assessments may 
only be valid for the ethnic or cultural groups 
on whom they were developed. Considering 
the continued use of instrumentation developed 
by and standardized with European Americans, 
there are some important considerations and cul-
tural issues that should be considered when as-
sessing African Americans.
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General Assessment Considerations

When conducting assessments with African 
Americans, the main issue that should be con-
sidered is validity. According to Standards for 
Educational and Psychological Testing (Ameri-
can Educational Research Association (AERA) 
1999), validity is “the degree to which all the ac-
cumulated evidence supports the intended inter-
pretation of test scores for the proposed purpose” 
(p. 11). Bias, which occurs when the validity of a 
test score differs for a group of individuals (Guerra 
and Jagers 1998), and fairness, the standard that 
individuals should be assessed equitably (AERA 
1999), are often discussed in the context of testing 
with African Americans. Bias and fairness are is-
sues of validity; that is, the presence of bias or ab-
sence of fairness would detrimentally impact the 
validity of an assessment. Validity and the many 
other issues subsumed within validity should be 
considered at each part of the assessment process: 
assessment instrument selection, administration, 
and interpretation of assessment results.

Assessment Selection Depending on the pur-
pose of the assessment, inaccurate results can 
have significant implications for educational 
placement, diagnosis, or treatment interventions 
that could have a lasting impact on the client’s 
life (Padilla 2001). Evidence that the assessment 
measure that is being used accurately character-
izes the construct of interest (i.e., content valid-
ity evidence) is of significant relevance when 
selecting assessment instruments (Kaplan and 
Saccuzzo 2001). Many researchers agree that 
assessment instruments that have been “normed 
on majority group populations or developed 
using Eurocentric approaches cannot be indis-
criminately used with individuals who differ from 
the normative population” (Padilla 2001, p. 5). 
Therefore, when selecting an assessment instru-
ment to use, evidence related to the instrument’s 
generalizability to African Americans should be 
considered. Awareness of whether or not norms 
for African Americans have been established for 
the instrument is also important.

Another important consideration is the lan-
guage of the test. As Helms (1992) points out, 

White American English is considered to be the 
one and only standard that all Americans as-
sessed for intelligence in particular must meet. 
For African Americans who speak “nonstandard” 
dialects of English, it has been perhaps incorrect-
ly assumed that verbally-oriented intelligence 
scales are valid in assessing cognitive ability 
(Bracken and McCallum 2001). Some psycholo-
gists further claim that “traditional assessments 
of cognitive ability and written, oral language, 
and reading skills do not yield accurate results” 
(Gopaul-McNicol et al. 1998, p. 16). Addition-
ally, with the growing population of Black im-
migrants from African and Caribbean countries, 
clinicians may encounter clients whose first lan-
guage is not English.

Assessment Administration Issues of bias and 
fairness are essential to consider in assessment 
administration. There is an inherent power differ-
ential between clients and clinicians, with clini-
cians in the position of power (Ponterotto et al. 
2001). This power differential may be intensi-
fied in a cross-cultural situation with an Afri-
can American client and could introduce effects 
unrelated to the construct of interest that impact 
the assessment results.

Various examiner effects may impact clients, 
and could be sources of bias in assessments. The 
client’s level of familiarity with the clinician may 
influence performance on assessments, particu-
larly with clients of lower socioeconomic status 
(Skiba et al. 2002). Building and maintaining 
rapport is particularly important in cross-cultural 
assessments with African Americans. During as-
sessments, clinicians’ practice of maintaining a 
business-oriented, impersonal interaction style 
with African American clients may make clients 
feel uncomfortable or alienated (Dana 1996). 
Clients often do their own appraisal of clinicians 
to determine the clinician’s level of caring, au-
thenticity, and cultural understanding before be-
coming fully engaged in the assessment process. 
According to Dana (1996), if the client is content 
and comfortable following appraisal of the clini-
cian, “there will be attempts to personalize the 
relationship. The outcome of these overtures can 
lead to a task orientation if sufficient personal 
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regard has been established between client and 
assessor” (p. 476).

While examiner effects are important, there 
are also client effects that are imperative to be 
aware of and assess for when working with Af-
rican Americans, specifically cultural mistrust 
and stereotype threat. Cultural mistrust has been 
defined as the “belief acquired by African Ameri-
cans, due to past and ongoing mistreatment…, 
that Whites cannot be trusted” p. 299 (Terrell 
et al. 2009, p. 299). Although this mistrust may 
focus on particular people or groups of people, 
it could also generalize to institutions like the 
health care system. The extent to which the indi-
vidual being tested trusts the clinician influences 
the client’s engagement, cooperativeness, and ef-
fort in the assessment, which are factors that may 
impact accuracy of answers and performance on 
the assessment. Terrell et al. (1996) found that 
Black students with high levels of cultural mis-
trust scored lower on standardized intelligence 
tests. Similarly, there is some evidence that, es-
pecially for African American male college stu-
dents, there is an interaction between examiner 
race and cultural mistrust in predicting scores on 
the Wechsler Adult Intelligence Scale—Revised 
(WAIS-R). Terrell et al. (1981) found that those 
who were high on cultural mistrust and were test-
ed by a European American examiner had sig-
nificantly lower WAIS-R scores than those who 
were high on cultural mistrust but were tested 
by an African American examiner. These find-
ings may be related to minimal effort given by 
the test takers during evaluations because of the 
belief that the assessors held unfair views of them 
that would not change regardless of their effort 
or intelligence or a general distrust of the testing 
process. African Americans make up only a small 
percentage of mental health providers and asses-
sors so cultural mistrust may be very important 
in understanding testing discomfort, specifically 
with testing that is not self-administered.

Stereotype threat, the risk of confirming nega-
tive stereotypes in situations where stereotypes 
related to a group one belongs to are made sa-
lient, can also influence test performance for Af-
rican Americans (Steele and Aronson 1995). Fear 
of performing poorly that arises when stereotypes 

are elicited can create self-doubt and anxiety that 
have a detrimental impact on test performance. 
As a factor outside of the construct of interest 
that may influence the results of the assessment, 
stereotype threat presents the potential for bias.

Language can also be of concern in the admin-
istration of assessments. Mutual understanding 
between the provider and the client is necessary 
for accurate, effective assessment. It is especial-
ly important for providers to ensure that clients 
understand informed consent forms and all test 
instructions. It is also important for providers to 
understand the meaning of responses clients give 
during clinical interviews and other verbal forms 
of assessment. Paniagua (2005) provided an ex-
ample of sentences consistent with “nonstandard” 
dialects spoken by some African Americans that 
have two different meanings, but may be easily 
misunderstood: “My child sick” and “My child 
be sick.” While the first sentence indicates that 
the child is currently sick, the second sentence 
indicates that the child has an ongoing sickness. 
These responses would likely have different im-
plications for the mother’s stress level, and may 
result in different interpretations.

Assessment Interpretation During the assess-
ment interpretation stage, the related issues of 
predictive validity and selection bias should be 
considered for African American clients. Often, 
assessments are used as evidence to predict some 
future outcome; however, clinicians should use 
particular caution in interpreting results in this 
way for African Americans. Selection bias occurs 
when test scores predict outcome criteria differ-
ently for two groups. For example, it has been 
suggested that low scores on the Scholastic 
Aptitude Test (SAT), a college entrance exam, 
do not predict college performance for African 
Americans (Franklin 2007). Also, a study by 
Whatley et al. (2003) examining racial identity 
and Minnesota Multiphasic Personality Inven-
tory (MMPI) scores among Blacks has indicated 
that scores on the Immersion-Emersion subscale 
of the Racial Identity Attitude Scale-Black pre-
dict scores on MMPI scales four and nine. A 4–9 
MMPI code type is generally associated with 
antisocial personality disorder features, which 
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brings into question whether the MMPI may 
pathologize normal racial identity processes for 
African Americans (Whatley et al. 2003).

Cultural Issues

Culture is a broad term with multiple definitions 
but generally culture is defined as a social context 
where people share social norms, beliefs, values, 
language, and institutions (Guerra and Jagers 
1998). Culture has been considered an unimport-
ant, vague, and unsound construct that is often 
controlled for instead of studied (Jones and Rhee 
2004) but core cultural values are represented 
in affect expression, behaviors, and cognitive 
styles, which may then influence the results of 
psychological assessment. For example, African 
Americans have been found to have less linear, 
more circular concepts of time, which may af-
fect how they respond to timed tasks (Helms 
1992). Social expectations and the environment 
may also influence symptom presentation, mean-
ing attributions, and treatment seeking. “My 
nerves are bad!” and “My heart is heavy” are 
some examples of culturally influenced symp-
tom presentations that may be observed among 
African Americans. Neighbors et al. (2003) sug-
gested that racial differences in symptomology 
and emotional expression are uniquely challeng-
ing when implementing a categorical diagnostic 
system. Additionally, African Americans taught 
or socialized not to express emotion to people 
outside of their race may have difficulty sharing 
their feelings or seeking treatment from a Euro-
pean American.

Essentially every construct measured by psy-
chological assessments is influenced by culture. 
Unfortunately, there seems to be a general as-
sumption that constructs manifest identically 
and therefore can be measured identically for 
people of all cultural backgrounds. There is a 
Eurocentric bias in assessment research, which 
has impacted test construction and content (Dana 
2000). Many aspects of the assessment process 
are based on Eurocentric cultural beliefs and val-
ues, which can put African Americans, particu-
larly those who are more aligned with Africentric 

cultural values, at a disadvantage (Helms 1992). 
Individualism is a value that is apparent in as-
sessment. Eurocentric culture values individual 
achievement and holds individuals responsible 
for their own successes and failures (Helms 
1992). Interpretations of assessments from such 
a perspective may consider the person to be de-
fective in some way, discounting social factors 
and disadvantages that may impact functioning. 
Further, Africentric beliefs and values focus on 
communalism, and the idea that one’s assessment 
scores are representative of African Americans as 
a whole may influence assessment performance 
(Helms 1992).

Considering the consequences of both an ac-
curate and inaccurate assessment, it is impera-
tive for clinicians to understand and incorporate 
cultural contexts and nuances into assessment 
instrumentation and conclusions made from as-
sessments. The rest of this section will focus 
on a brief overview of pertinent cultural issues 
that may influence the assessment process when 
working with African Americans.

Ethnicity Differences To date, assessment 
research that investigates the heterogeneity of 
those labeled as Black or African American is 
limited. Black people of different ethnicities or 
immigration statuses including Caribbean Amer-
icans, recent immigrants from Africa, second or 
third generation immigrants, and descendants of 
African slaves have often been treated as if they 
are one homogeneous group even though there 
is some indication that these groups may have 
differential results with psychological assess-
ments. Specifically, Caribbean born Americans 
and US born Americans have been found to per-
form differently on cognitive performance tests 
(Byrd et al. 2005a; Gonzalez et al. 2007). Differ-
ent worldviews and systems of education could 
contribute to these findings but it is clear that an 
individual’s ethnic heritage is an important issue 
to consider and research when assessing people 
of African descent.

Education and Socioeconomic Status Educa-
tion attainment and socioeconomic status are 
highly related and are essential considerations 
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when assessing African Americans. Of African 
Americans that are 25 and older, about 82 % have 
a high school diploma and about 18 % have a 
bachelor’s degree. Additionally, a little over one 
quarter of African Americans are at or below the 
poverty level (U.S. Census Bureau 2012). There 
has been a focus on correcting assessment norms 
based on completed years of education but this 
approach has been found to overestimate the qual-
ity of African American educational experiences 
by assuming that getting a high school diploma 
at a well funded school with a small student-
teacher ratio is the same as getting a diploma at a 
grossly under-funded and overpopulated school. 
Recent studies suggest that reading skill may be 
a better indicator of educational experience (Byrd 
et al. 2005b; Manly et al. 2002; Ryan et al. 2005) 
and reading level has been found to attenuate 
racial differences between African Americans 
and European Americans on neuropsychological 
tasks (Manly et al. 2002; Rohit et al. 2007; Ryan 
et al. 2005).

Familial Structure The African American fam-
ily cannot be simply defined but it is clear that 
trends differ for African Americans compared to 
other ethnic groups. According to Census data, 
34 % of African Americans are married and 22 % 
are widowed, divorced, or separated. Addition-
ally, approximately 40 % of African American 
men and women have never been married, which 
is the highest proportion of any racial category 
(U.S. Census Bureau 2003). Nearly one half of 
African American families have a female leader 
only and 75 % of all African American children 
in the last two decades are likely to live for some 
portion of their childhood with only mothers 
(Bumpass and Sweet 1989). These characteristics 
may make some think that family is unimportant 
in this group (Moynihan 1965) but the opposite 
seems to be true. Nobles’ (1985) model of the 
African American family suggests that family 
is characterized by continual flexibility in the 
extended kinship, role flexibility, strong mother 
roles and family survival, emphasis on the chil-
dren/motherhood, communalistic socialization of 
children, spiritual over material values, respect 

for the elderly, and humanness. In clinical assess-
ment, it is quite possible for the closeness and 
communalistic nature of many African American 
families to be considered maladaptive, depen-
dent, or enmeshed.

Cultural Orientation Cultural orientation sub-
sumes constructs such as racial identity, ethnic 
identity, and acculturation. Particularly, African 
Americans can vary greatly as a function of how 
much they identify with their race, how impor-
tant their ethnicity is to them, and how much 
they have adopted the culture of the dominant 
society. Though research investigating the role 
of cultural orientation in assessment is in its 
infancy, there has been some indication that 
these constructs could influence assessment per-
formance. Acculturation in African Americans 
has been found to influence neuropsychologi-
cal assessment performance. Specifically those 
who endorse values and behaviors traditionally 
linked to African Americans have lower scores 
on measures of verbal skills (Manly et al. 1998), 
executive functioning (Kennepohl et al. 2004), 
psychomotor speed (Kennepohl et al. 2004), and 
memory (Manly et al. 1998). These findings may 
suggest that those who have adopted Eurocentric 
values and cognitive styles have an advantage on 
assessments. These results are not surprising in 
light of the fact that the development of the most 
commonly used psychological tests and clinical 
assessment instruments have often come from a 
Eurocentric worldview and standardized within 
European American populations.

Religiosity and Spirituality Both formalized 
religion and a general belief in a higher power 
have had a long standing role in the lives of many 
African Americans. African American culture is 
known to place a strong emphasis on religious 
beliefs and activities and strong religiosity has 
been viewed as an expression of African Ameri-
can cultural identity (Koenig et al. 2001; Levin 
et al. 1995). Spiritual beliefs or religious behav-
iors have the possibility of being misinterpreted 
and sometimes pathologized by clinicians who 
do not adequately assess how these behaviors 
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and beliefs may influence thoughts about mental 
health, emotional expression, or cognitive ability.

Recommendations for Assessing 
African Americans

The following recommendations are presented as 
strategies for enabling greater cultural sensitiv-
ity and competency when preparing, selecting, 
administering, and interpreting psychological as-
sessments for African Americans.

Preparation Phase The first recommendation 
may be the most important as well as the most 
difficult: Know thyself! It takes considerable self-
reflection and awareness to grasp how culture 
influences day to day lived experiences. Thus, 
the first step in understanding others as cultural 
beings is to uncover our own cultural norms, atti-
tudes, and traditions. Cultural self-assessment 
questions when working with African Americans 
could include: (1) What is my perception of Afri-
can Americans?, (2) What steps do I need to take 
in order to articulate these perceptions to develop 
more awareness?, and (3) What kinds of informa-
tion or resources do I need to acquire to increase 
my effectiveness with carrying out this assess-
ment? (Bromley 1998).

When preparing the full assessment battery, 
clinicians should research and incorporate short, 
clinician friendly questionnaires (with suggested 
follow up qualitative questions) that could be 
used to assess variation in sociocultural experi-
ences. Specifically, these questionnaires should 
not only include basic demographic information 
but they should be useful in gathering qualita-
tive information that can influence interpreta-
tion of the assessment. Important areas to assess 
include the client’s educational environment, 
cultural orientation, familial history, ethnicity, 
experiences with racism/discrimination, cultural 
mistrust, and the role of religion/spirituality in an 
individual’s life. Using interviews and culturally 
oriented questionnaires can also enrich an assess-
ment report by offering indicators of the client’s 
strengths or environmental mastery even if it 
does not directly measure what the standardized 

psychological measure is supposed to measure. 
This way, factors that promote African Ameri-
can resilience and mental health could also be a 
component of the assessment procedures. Also, 
additional measurement of reading level should 
be assessed to aid in choosing the appropriate as-
sessment instrument or as a lens for interpreting 
the results.

Assessment Selection First, assessment instru-
mentation should be chosen wisely and pur-
posefully. If possible, use multiple methods of 
assessment when constructing assessment bat-
teries for African Americans. Clinicians who use 
just one method of assessment are more likely to 
draw inaccurate conclusions (Meyer et al. 2001). 
Therefore, a combination of qualitative and 
quantitative methods that includes the use of a 
clinical interview with questions concerning the 
influence of cultural factors, behavioral observa-
tions, and/or one or more standardized or non-
standardized testing instruments is ideal (Ridley 
et al. 2001). Areas of psychological functioning 
should be assessed with various instruments and 
more data points may be needed to make more 
definitive inclusions. For example, clinicians 
could make it a regular practice to get observer 
data or to request permission to interview impor-
tant people in the client’s life. If standardized 
instruments are used, those that have been stan-
dardized with samples that included a substantial 
number of African Americans are preferred when 
available. The use of nonverbal intelligence mea-
sures may be preferred when the client’s dialect 
is of concern. For clients of African descent for 
whom English is not their first language, the use 
of measures that have been translated and back 
translated, when available, can be used. In some 
cases, it may be beneficial to use a professionally 
trained interpreter (Padilla 2001).

Assessment Administration It is unlikely that 
the client-provider power differential will become 
nonexistent, so it is imperative that providers rec-
ognize it and take steps to prevent abuse of that 
power. Similarly, level of familiarity with a cli-
ent is not something that can be changed within 
the context of an assessment session. However, 
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building rapport and trust through a culturally 
competent interview can likely be helpful in alle-
viating some of the effects associated with lack 
of familiarity and cultural mistrust. Examiners 
can help to attenuate the effects of stereotype 
threat by asking questions during the interview 
that get at multiple social identities for African 
Americans, as opposed to priming with questions 
that are solely associated with race and ethnic-
ity (Ambady et al. 2004). To deal with issues 
related to language, it is important to admit when 
there is uncertainty and ask for clarification. It 
is also helpful to check in with clients to ensure 
understanding. Creating an environment of open 
communication and asking clients if they have 
questions regarding the assessment can be effec-
tive mechanisms for building trust.

Nonverbal communication should be a central 
component of assessment with African Ameri-
cans. Clinicians should be sure to document 
nonverbal behavior and signs of apprehension 
during the evaluation process because these be-
haviors could be related to mistrust or culturally 
insensitive questions or stimuli. By documenting 
nonverbal behaviors and inquiring further about 
these behaviors after the evaluation phase has 
been completed, examiners may enrich their in-
formation about the client and begin to form an 
appropriate lens to later interpret the assessment 
results. Additionally, there may be regional nu-
ances that could only be uncovered with system-
atic recording of individuals’ reactions or inter-
pretations of items.

Assessment Interpretation Clinicians should 
examine research on the assessment measures 
used to determine if there is any evidence of 
selection bias with regard to African Americans 
and interpret assessment results accordingly. 
When a clinician has reached the point of consol-
idating the assessment information and results, 
the report should be as comprehensive as pos-
sible. Assessment reports should include cultur-
ally-relevant information about clients, including 
ethnic identity, religiosity, acculturation, and 
cultural mistrust. Also, given the culturally-rel-
evant information gathered about an individual, 
the examiners should include information about 

how the given test results could be related either 
directly or indirectly to cultural factors, personal 
strengths that the individual may have, as well 
as provide culturally relevant recommendations.

Conclusion

Although cross-cultural assessment of psycho-
logical phenomena is not a new endeavor and 
although the numbers of African Americans have 
been growing steadily, our ability to assess them 
in culturally appropriate ways has not kept pace. 
Instruments for the major constructs in psycholo-
gy—e.g., personality, intelligence, psychopathol-
ogy—tend to still be limited to those that have 
been developed on primarily European American 
samples. An overemphasis on internal validity to 
the virtual exclusion of external validity in the 
development of assessment instruments has led 
researchers to assume the generality of their con-
structs and instruments rather than demonstrating 
it. Researchers tend to deemphasize background 
characteristics and assume their assessment in-
struments and the theories that underlie them are 
universally applicable. We fail to follow good 
scientific principles when we assume that find-
ings from research on one population can be gen-
eralized to other populations; generality should 
be empirically tested and considerable research 
shows that when generality is tested, important 
ethnic and cultural differences are often found 
(Sue 1999).

The considerable national, linguistic, ethnic, 
racial, cultural, and social diversity among Af-
rican Americans has important implications for 
psychological assessment in several ways. First, 
it reflects that African Americans are a heteroge-
neous group, and not all of the people that get 
assigned that label identify with the label. Sec-
ond, the generalizability of the tests we use must 
be demonstrated rather than assumed. A hallmark 
of our scientific method is scientific skepticism, 
the view that one must question, doubt, and sus-
pend judgment until sufficient information is 
available (Sue 1999). As scientists, psychologists 
base their decisions on evidence rather than on 
prejudice, bias, or uncritical thinking. A third, 
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and related, implication is that the tests we use 
to assess African Americans must be valid for 
them. Remember that tests do not possess valid-
ity. Rather, the validity of a test is a contextual 
factor that depends on how and on whom the 
test is used. In other words, validity refers to the 
soundness and defensibility of the interpreta-
tions, inferences, and uses of test results. It is the 
interpretations and uses that are either valid or 
invalid; thus, a test can be valid for one purpose 
but invalid for another. Consequently, we cannot 
assume that a test developed for one group will 
be valid when used with another group. Indeed, 
no test is valid for all purposes or in all situations. 
People who work with African Americans must 
ensure they are using tests that are appropriate for 
them based on the sample on which the instru-
ments were standardized.
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Introduction

Even though the USA keeps growing more 
diverse every day, there is still a deficit in com-
pletely understanding how ethnicity and culture 
influence psychological assessment and more 
specifically, the interview process as well as 
diagnostic and treatment decisions (Aklin and 
Turner 2006). Symptom patterns associated with 
mental disorders do not manifest identically 
across cultures or people of different ethnici-
ties. For example, research suggests that African 
American (AA) and Hispanic patients tend to ex-
hibit more somatic and physical complaints when 
diagnosed with depression compared to Cauca-
sians (Brown et al. 1996; Myers et al. 2002). In 
addition, different kinds of hallucinations are 
manifested in people of different cultures (Bauer 
et al. 2011). Further, it is plausible that the phe-
nomenology of disorders differs across racial/
ethnic groups, resulting in some cultures view-
ing behaviors as pathological that others regard 
as normative (Lewis-Fernández et al. 2010). For 
example, some cultures that are far removed 
from the Western culture consider hallucinations 

and epileptic seizures as mystical gifts or higher 
powers of a religious nature.

The Diagnostic and Statistical Manual of Men-
tal Disorders Fourth Edition Revised (DSM-IV-R) 
acknowledged cultural differences in diagnosis 
by including an outline for preparation of cultural 
formulations, increasing the description of the 
client’s individuality by multidimensional data 
collection and amalgamation of a clinical pre-
sentation format, and including a glossary of cul-
turally bound syndromes (American Psychiatric  
Association 1994; Dana 2008). For example, 
among AAs “spell” refers to a trance state in which 
individuals can communicate with deceased rela-
tives and which is associated with brief periods 
of personality change (American Psychiatric As-
sociation 1994). The Diagnostic and Statistical 
Manual of Mental Disorders Fifth Edition (DSM-
5) also included a glossary of cultural concepts of 
distress. However, the glossary does not include 
cultural concepts of distress related to AAs. In ad-
dition, it updated the cultural formulation outline 
and added a Cultural Formulation Interview (CFI; 
American Psychiatric Association 2013).

These updates suggest that cultural issues 
now have more relevance for clinical diagnosis; 
moreover there is substantial research report-
ing the importance and influence of cultural and 
ethnic factors in psychological assessment, par-
ticularly in the clinical interview (e.g., Adebimpe 
1981; Neighbors 1989; Paniagua 2001; Trierwei-
ler et al. 2000; Aklin and Turner 2006; Grieger 
2008). The principal goal of the clinical interview 
is to gather information related to the problem at 
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hand. It represents an interpersonal interaction 
that aims to elucidate an individual’s feelings 
and attitudes about their symptoms and problem 
behaviors, while at the same time allowing the 
clinician to observe verbal and nonverbal behav-
ior. It is the best tool to gather information that 
that leads to a diagnosis and establishes the stage 
needed for a fruitful therapeutic relationship (rap-
port) (Aklin and Turner 2006; Turner et al. 2003). 
When working with AAs it is also the best tool to 
gather and incorporate relevant cultural and eth-
nic factors that might influence the assessment 
process, case conceptualization, and diagnosis.

Types of Interviews

Clinical interviews remain one of the most com-
monly used methods to assist in the diagnoses of 
an individual. There are three main types of clini-
cal/diagnostic interviews: open, structured, and 
semistructured.

Open Interviews

Open interviews permit clinicians to choose what 
questions to ask, the depth to which topics are ex-
plored, the length, or any other pertinent variable. 
They are advantageous in that the interview can 
be tailored to the specific concerns of the patient, 
they can be less time consuming, are generally 
easy to learn and administer, can be administered 
anywhere, the conversational nature aids rapport, 
and they allow for flexibility of depth of symp-
tom exploration. Open interviews risk intrusion 
of theoretical or personal biases, omission of im-
portant questions, variation of wording and ques-
tion tone, variability of the order in which the 
questions are asked, variation of the depth and 
style of recording, and often lack ratings to mea-
sure presence and severity of symptoms (Rogers 
2001). These variables can affect how patients re-
spond to diagnostic questions. In a seminal paper 
Ward et al. (1962) reached the conclusion that the 
majority of diagnostic variability is a result of the 
evaluations, not the patients. In his study, 62.5 % 
of diagnostic variability resulted from criterion 
variance, 32.5 % from information variance, and 

a scant 5.0 % from patient variance. Criterion 
variance refers to differences among clinicians 
in implementing standards for what is clinically 
important and when the diagnostic criteria are 
met. Information variance refers to differences 
among clinicians in the questions that are used, 
the observations made, and how the gathered in-
formation is organized. Patient variance refers to 
differences within the same patient that lead to 
significant discrepancies in clinical presentation 
and subsequent diagnosis. These sources of vari-
ance are likely to be present in open interviews. 
Adding variables such as culture, ethnicity or 
language barriers to the equation greatly risks 
further increased variability (Aklin and Turner 
2006). In a study by Strawoski et al. (1997), when 
a patient was of minority status, information vari-
ance was the cause of diagnostic disagreements 
in 58 % of the cases. Criterion variance was the 
cause of disagreement in 42 % of the cases and 
was not associated with race.

Structured Interviews

Structured interviews allow for a systematic 
evaluation by standardizing the specific language 
of clinical questions, the order of these questions, 
and the quantification of responses. All questions 
must be asked verbatim as it is instructed. Stan-
dard questions and optional probes are usually 
utilized (Rogers 2001). Structured interviews 
may be advantageous because they reduce patient 
variance and capitalize on systematic evaluation 
to reduce misdiagnosis. Their comprehensiveness 
is likely to abate missed diagnosis by removing 
a priori hypotheses from the interview process, 
and a high level of standardization is ensured. In 
addition, they allow for systematic comparisons 
to be made (across collateral sources, time, cli-
nicians, within the same patient, within settings, 
and within diagnosis; Rogers 2001). These quali-
ties make structured interviews the instrument of 
choice for research purposes. Such instruments, 
however, are lengthy, require advanced train-
ing, and their rigid guidelines cannot account for 
all possible eventualities. Structured interviews 
enhance information variance, sometimes at the 
cost of criterion variance (Rogers 2001).
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Semistructured Interviews

Semistructured interviews include guidelines 
that allow clinicians considerable flexibility 
while still assuring that a certain set of questions 
will be reviewed across clinicians and patients 
(Aklin and Turner 2006). They utilize standard 
questions, optional probes, and unstructured 
questions. Semistructured interviews tend to in-
crease criterion variance, sometimes at the cost 
of information variance (Rogers 2001). Aklin 
to structured interviews, semistructured inter-
views have the advantage of standardization and 
reduced variability. In addition, examiners may 
ask their own questions when diagnostic issues 
remain unresolved. To improve patient under-
standing, they allow for a more spontaneous and 
conversational interview, and they can be modi-
fied according to a client’s specific needs (Aklin 
and Turner 2006; Rogers 2001). Disadvantages 
include long administration time, extensive train-
ing requirements, and reliance on protocols. Re-
search shows that structured and semistructured 
interviews have better validity and reliability 
when assessing individuals that belong to an eth-
nic minority when compared to open interviews 
(Widiger 1997). Structured and semistructured 
interviews allow for systematic and comprehen-
sive coverage of symptoms by ensuring that spe-
cific criteria are met for diagnoses, and decrease 
variance resulting from differences in ethnicity 
and culture (Turner et al. 2003).

Cultural Considerations when 
Interviewing AAs

The following are important cultural factors spe-
cific to AAs that are important to consider in the 
diagnostic interview process, regardless of the 
type of interview utilized.

Socioeconomic Status and Population 
Characteristics

Currently AAs represent 13 % (38.9 million) of 
the total US population. Their poverty rate (13 %) 
is close to being two times higher than that of 

all households (25.5 %) and their unemployment 
rate (13.6 %) is almost twice as high (7.4 %) 
(U.S. Census Bureau 2010). Nearly 13 % of AA 
adults do not have a high school diploma (Fry 
2010). In addition, the median wealth of white 
households is 20 times that of AA households and 
nearly half of all prisoners in the USA are AAs. 
Prison inmates and people experiencing poverty 
are at high risk of developing a mental illness 
(NAMI 2004). These negative statistics are in-
fluenced by the disadvantaged position of AAs, 
racism, and poverty. However, these numbers do 
not represent the whole of the AA population in 
the USA. Most of the available literature is based 
on the economically disadvantaged portion of 
the AA population; therefore the diversity of this 
population is somewhat underreported (Holmes 
and Morin 2006; Sue 2013). For example, over 
38 % of AA households are middle class vs. 44 % 
of all households (U.S. Census Bureau 2010). 
All of these facts and statistics should be taken 
into account when conducting a diagnostic in-
terview with AAs; nevertheless they should not 
influence or bias the clinician’s judgment. Socio-
economic status (SES) is a particularly important 
variable to consider when assessing minorities. 
For example, many clinicians tend to perceive 
individuals of a lower SES as having more prob-
lems than individuals of higher SES (Bentacourt 
and Lopez 1993; Lindsey and Paul 1989; Robins 
and Regier 1991; Snowden and Cheung 1990). 
Using unstructured interviews increases the prob-
ability that these kinds of beliefs will negatively 
influence the clinician’s judgment and symptom 
interpretation (Garb 1997). Using structured and 
semistructured interviews could reduce this prob-
ability (Aklin and Turner 2003).

Racial Identity

Research suggests that members of cultural and 
ethnic minority groups go through a sequen-
tial process of racial identity (Sue 2013). For 
many AAs this process consists of an evolution 
from a non-Afrocentric identity to one that is 
Afrocentric. Cross (1995) presented a model of 
AA racial identity that involves the following 
stages: pre-encounter, encounter, immersion–



22 D. Zink et al.

emersion, and internalization. These stages are 
associated with differences in views related to 
the self and relationships with others, beginning 
with the acceptance of white culture and rejection 
or devaluation of black culture and ending with 
an appreciation and acceptance of both black cul-
ture and aspects of white culture (Sue 2013). AAs 
that are at the pre-encounter level are less prone 
to report racial discrimination, while those in the 
immersion stage are usually younger and least 
satisfied with societal conditions (Hyers 2001). 
In addition, AAs at the first stage tend to prefer 
a white counselor, whereas those in later stages 
prefer an AA counselor (Parham and Helms 
1981). Discussing racial identity during the inter-
view process and getting a picture of which stage 
the patient is in could help build the therapeutic 
relationship and reduce the possibility of misin-
terpreting answers to certain questions.

Racism, Discrimination, and 
Stereotypes

Clinicians, like every other person, could poten-
tially be racist towards a minority group or hold 
stereotypes or prejudices regarding a particular 
minority group. Diagnostic errors could be the 
result of direct racism or indirect racism. Indi-
rect racism refers to preconceived notions about 
a certain group (Aklin and Turner 2006). Further, 
clinicians should actively try to avoid engaging 
in microagressions. “Microaggressions are brief 
and commonplace daily verbal or behavioral in-
dignities, whether intentional or unintentional, 
that communicate hostile, derogatory, or nega-
tive racial slights and insults that potentially have 
a harmful or unpleasant psychological impact 
on the target person or group” (Sue et al. 2007). 
Even counselors with a significant background in 
cross-cultural practices may engage in micro-ag-
gressions against AA clients (Gushue 2004), and 
these micro-aggressions significantly impact the 
therapeutic working alliance (Constantine 2007).

Regarding discrimination, Approximately 
50 % of whites believe blacks have equal societal 
opportunities and 81 % of blacks believe more 
change is necessary (Pew Research Center 2010). 

Moreover, many AAs believe that racial profiling 
occurs frequently (Carlson 2004) and 43 % report 
there is a great deal of anti-black discrimination in 
the USA, compared to 13 % of whites. This lack 
of trust and feelings of discrimination towards 
the mainstream culture can affect perceptions 
of social and health systems among AAs (Miller 
et al. 2001). Further, generalizations about a cer-
tain ethnic or cultural group and perceptions in-
fluenced by stereotypes can negatively affect the 
diagnostic process (Whaley 1998). Common ste-
reotypes related to AAs include, but are not limit-
ed to: they are unmotivated for treatment, they are 
violent, hostile, and they are inferior or possess 
less intelligence (Devine et al. 1991; Monteith 
et al. 1996). Classic social psychology research 
regarding stereotypes, prejudice, and discrimina-
tion becomes relevant regarding the diagnostic 
interview of a minority group member. Accord-
ing to Nisbet and Wilson (1977) people are often 
unaware of the range of factors that can signifi-
cantly influence their judgments. Intergroup bias 
seems to be an important factor in this kind of 
subtle influence. Stereotypes and prejudice are 
activated so rapidly and spontaneously that they 
can color initial reactions and potentially bias 
the processing of subsequently encountered evi-
dence. This could have a negative impact on the 
outcome of a diagnostic interview, regardless of 
the type, if the clinician is unaware of the influ-
ence of his own stereotypes on his judgments. 
In addition to influencing people’s judgments, 
stereotypes can also influence people’s behavior. 
When stereotypes become activated they tend to 
elicit a corresponding behavioral response (au-
tomatic behavior; Dijksterhuis and Bargh 2001). 
For example, if a clinician consistently engages 
in less eye contact and hand movements with AA 
patients compared to whites, this could influence 
the AA patients responses to diagnostic questions 
and their level of engagement without the clini-
cian realizing it. Another manifestation of stereo-
types and prejudice at the behavioral level is the 
self-fulfilling prophecy (Darley and Fazio 1980). 
In an interracial interaction, this occurs when the 
biased expectations (driven by stereotypes) peo-
ple have regarding the other person lead them to 
behave in a way that will provoke the expected 
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kind of behavior. In a clinical interview a self-
fulfilling prophecy could lead the interviewer to 
a certain diagnoses despite of evidence suggest-
ing that it is false.

Minority group members also hold stereo-
types and prejudices and this can include beliefs 
about their own group (internalized racism). Ste-
reotype threat refers to apprehension experienced 
by members of a group that their behavior might 
confirm a stereotype. In classic study Steele and 
Aronson (1995) showed that when AAs were 
told that they were going to take an intelligence 
test they performed worse compared to whites. 
In contrast, when they were not told about the 
nature of the test no differences in performance 
were found. Mentioning that the test was diag-
nostic of intelligence triggered the stereotype that 
AAs are academically inferior to whites, which 
led to poorer performance. Clinicians have to be 
careful not to elicit this kind of reaction in their 
AA patients with the questions they ask. When 
assessing patients, vague and complicated symp-
toms and complaints, in addition to the clini-
cian’s poor cultural competence enhances stereo-
types in clinical settings. Because of this, mental 
health professionals tend to inappropriately link 
stereotypical beliefs and thoughts to AAs with 
mental illness characteristics, behaviors, and fac-
tors (Neighbors et al. 2003). Using structured 
and semistructured interviews diminishes the 
clinicians’ opportunities to include generaliza-
tions about a particular person or group and the 
influence of stereotypes when making diagnostic 
decisions (Aklin and Turner 2003). According to 
Devine (1989) automatic stereotypical reactions 
are likely to prevail unless they are suppressed 
by controlled process. Mental health profession-
als have the responsibility to evaluate themselves 
and realize what kind of stereotypes, prejudices, 
and racist beliefs they hold before attempting to 
serve a minority group such as AAs.

Language

It has been argued that the diagnostic bias inher-
ent in unstructured interviews are to a large ex-
tent mediated by a clinician’s freedom to fall prey 

to stereotypes and prejudice. These biases are 
to some extent reined in by a more regimented 
style in structured and semistructured interviews 
and greater cognitive focus may be dedicated to 
objective evidence of diagnostic relevance. Cli-
nicians are trained to pay close attention to lan-
guage. This makes intrinsic sense, as linguistic 
fluidity, direction of speech, content of speech, 
poverty of speech, fluidity, and so forth are all 
significant cues to making diagnostic distinc-
tions, many of which have great impact on the 
lives of a client. Given that language and culture 
are heavily intertwined, the importance of un-
derstanding the linguistic aspects of the client’s 
culture, and indeed unique subculture, cannot 
be overemphasized. Language is an important 
cultural factor that influences the outcome of a 
diagnostic interview. Language barriers and dia-
lects used could affect how a patient answers di-
agnostic questions. For example, if a clinician is 
not familiar with common slang terms used by 
AAs, something that the patient says could be 
misinterpreted. Language capabilities, use, and 
preference of the patient are also important vari-
ables to consider. Research suggests that these 
variables largely depend on SES (Al-issa 1995). 
Structured and semistructured interviews seem 
to reduce communication errors because they 
provide the clinician with prompts that have to 
always be read the same way and they are com-
monly dichotomously coded, leaving the clini-
cian less room to misinterpret verbal statements 
(Miller et al. 2001). Nevertheless, before using a 
structured or semistructured interview it should 
be considered whether the language that the in-
strument was developed with is appropriate for 
the particular patient being assessed.

Diagnostic Bias

Cultural bias in diagnosing psychiatric disor-
ders, when assessing minorities, have been often 
reported in the literature (Adebimpe 1981; Bell 
and Mehta 1980; Neighbors et al. 1999; 2003; 
Strakowski et al. 2003). A common criticism is 
that current diagnostic systems (e.g., DSM-5) 
were developed primarily for individuals with 
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a Western cultural background; therefore they 
fail to adequately include cultural differences 
that could impact diagnoses. Valid and reliable 
diagnoses are important for several reasons, in-
cluding, but not limited to establishing preva-
lence rates, prescribing appropriate treatment, 
and identifying individuals at risk for developing 
psychiatric disorders. In addition, there is con-
siderable stigma related to a psychiatric diagno-
sis, this may cause ethnic minority groups to be 
reluctant to access mental health services when 
more severe diagnoses are made (McGuire and 
Miranda 2008).

Regarding diagnostic bias towards AA patients 
there are several studies in the literature that re-
port that AAs are more likely to be diagnosed with 
schizophrenia (SZ) compared to whites (Barnes 
2008; Bresnahan et al. 2007; Minsky et al. 2003; 
Trierweiler et al. 2000; Strakowski et al. 1996), 
with some studies suggesting AAs are up to three 
times more likely to be diagnosed with SZ com-
pared to whites (Bresnahan et al. 2007; Eack et al. 
2012). In a classic review, Adebimpe (1981) sug-
gested the high rates of SZ diagnoses in AA were 
due to the following variables: cultural distance 
between patient and provider (e.g., differences 
in language, values, and expressions of distress), 
stereotypes of AA psychopathology (e.g., hostil-
ity, reluctance to get treatment), false-positive 
symptoms (e.g., flat affect, paranoia), and biased 
diagnostic instruments (not culturally sensitive). 
DeCoux Hampton (2007) expanded on these fac-
tors and suggested that several client-level, care 
process-level, and system-level variables likely 
contribute to diagnostic bias, with the manner in 
which care is accessed (system level) being par-
ticularly important. AAs tend to use emergency 
and acute care services more than other racial and 
ethnic groups; therefore greater symptom sever-
ity and acute psychotic episodes may increase the 
possibility of a diagnosis of SZ (DeCoux Hamp-
ton 2007).

Strakoswki (1996) examined the relative im-
portance placed on different symptom clusters 
when diagnosing SZ. AAs in this study had high-
er attributions of auditory hallucinations. Authors 
suggested that clinicians tend to diagnose SZ in 
AAs based in criterion A symptoms. In line with 

these results, Strakoswki (2003) examined diag-
nostic patterns in interviewers who were blinded 
and unblinded to race. Participants were 195 
inpatients with psychotic symptoms. The Struc-
tured Clinical Interview for DSM-IV-TR Axis I 
Disorders (SCID) III was utilized for diagnostic 
purposes. Results showed unblinded interviewers 
endorsed criterion A or auditory hallucinations in 
AAs, while blinded clinicians found no ethnic 
differences. The symptoms identified by blind-
ed and unblinded interviewers were similar, but 
unblinded clinicians reported higher rates of SZ 
among AAs (47 % compared to 17 % in whites). 
More recently, Eack et al. 2012 conducted a 
study that investigated whether the clinicians’ 
perception of the client’s honesty in report-
ing symptoms influenced diagnostic decisions. 
In this study the DSM-III-R Criteria Checklist 
(Janca and Helzer 1990) was used to determine 
psychiatric diagnosis. The DSM-III-R Criteria 
Checklist is a structured interview and checklist 
that obligates the clinicians to go through all Axis 
I diagnostic criteria before making a final diag-
nosis. The Brief Psychiatric Rating Scale (BPRS; 
Overall and Gorham 1962) was used to deter-
mine psychiatric symptomatology. In line with 
previous research AAs were diagnosed with SZ 
more than twice as frequently compared to Cau-
casians (45 vs. 19 %), in addition clinicians per-
ceived AA clients to be less honest than whites. 
Results indicated that diagnostic biases were 
substantially reduced after controlling for per-
ceived honesty. In line with these results, Trier-
weiler et al. (2000) examined clinicians’ attribu-
tions associated with diagnosing SZ. They used 
an open interview to determine diagnosis, and 
results showed that hallucinations and paranoid 
suspicious attitudes were more often attributed 
to AA patients, whereas elevated mood and the 
combination of negative symptoms and dysphor-
ic mood were more often attributed to non-AA 
patients. They concluded clinicians tend to use 
different criteria to diagnose SZ depending on the 
client’s race (Trierweiler et al. 2006). Consistent 
with these results, Neighbors (2003) reported cli-
nicians link symptom observations to diagnostic 
categories differently depending on the client’s 
race. In this study the sample was 665 psychi-
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atric inpatient AAs and whites. A shortened ver-
sion of the DSM-III-R Criteria Checklist was 
used to determine psychiatric diagnoses. Results 
showed AAs were somewhat more likely to be 
diagnosed with SZ while whites were much more 
likely to be diagnosed with bipolar disorder. In 
addition, loose associations, inappropriate affect, 
auditory hallucinations, and vague speech were 
more predictive of a SZ diagnosis in AAs than 
Caucasians. Even though, the frequency of these 
symptoms was the same in both groups, the im-
portance the clinicians attributed to them was dif-
ferent depending on race. This influenced wheth-
er a diagnosis of SZ or bipolar disorder was given 
(Neighbors 2003). In a similar study, Neighbors 
(1999) administered open and semistructured 
interviews to a sample of AAs and Caucasians 
psychiatric inpatients (291 patients for phase 1/
hospital and 665 patients for phase 2/research). 
Findings indicated that when patients were eval-
uated in a hospital setting using clinician-struc-
tured interviews (open) AAs were more likely to 
be diagnosed with SZ and less likely to be diag-
nosed with a mood disorder compared to whites. 
When the DSM-III-R Criteria Checklist was used 
to determine diagnosis the disparity in diagnosis 
across groups was still present, however it was 
largely reduced. These results suggest that the 
use of a semistructured diagnostic instrument 
can help reduce clinicians’ diagnostic bias due to 
cultural differences. Notably, in studies that used 
a semistructured interview to determine diagno-
sis (SCID III) to address clinicians’ subjectiv-
ity, AAs were still more likely to be diagnosed 
with SZ than whites, even though the disparity 
was sometimes reduced (Strakowski et al. 2003; 
Trierweiler et al. 2000). In contrast with these 
results, Jeste et al. (1996) examined racial dif-
ferences in the prevalence of SZ in a community 
sample of AAs and whites and found no differ-
ences based on the Brief Psychiatric Rating Scale 
(BPRS). Providing support for these results, in 
another study with 226 AAs, Latinos, and Whites 
with SZ, also using the BPRS for diagnoses, no 
racial differences were found in symptomatology 
(Bae and Breke 2002).

The influence of the clinician race in diagnos-
ing AAs with SZ has also been studied. Matthews 

et al. (2002) conducted a study with a large sam-
ple of inpatients with psychotic and mood dis-
orders that compared the diagnoses of culturally 
matched and unmatched patients and clinicians. 
AAs were diagnosed with SZ and schizoaffective 
disorder more often compared to whites, regard-
less of the clinicians’ race. In another study with 
234 inpatients, AA providers were significantly 
less likely to diagnose mood disorders in AA 
patients compared to non-AA providers (Trier-
weiler et al. 2005). In a similar study with 292 
inpatients, AA clinicians were significantly more 
prone to diagnose SZ when hallucinations were 
present and non-AA clinicians were more likely 
to diagnose SZ when negative symptoms were 
present (Trierweiler et al. 2006).

In a recent brief review regarding diagnostic 
bias among AAs, Escobar (2012) suggested that 
the higher rates of SZ diagnosis among AAs in 
the USA may be due to clinicians overevaluating 
psychotic symptoms and minimizing affective 
disturbances when making diagnoses. Further, he 
suggested that in diagnosing SZ clinicians’ bias 
may include factors of discrimination and stigma. 
White clinicians could perceive black patients 
with suspicion and fail to understand cultural nu-
ances that could give hints about other diagnoses 
(Escobar 2012).

There is considerable research literature sug-
gesting that AAs tend to be diagnosed with mood 
disorders less often than whites (e.g., Bell and 
Mehta 1980; Rollman et al. 2002; Breslauet al. 
2006; Jimenez et al. 2010; Williams et al. 2007). 
Jonas et al. 2003 examined racial differences in 
depression diagnoses in a sample that included 
over 7000 adults. Results indicated AAs were 
more likely to be diagnosed with dysthymia, 
while whites were more likely to be diagnosed 
with major depressive disorder (MDD). The Di-
agnostic Interview Schedule (DIS) imbedded in a 
larger battery was used for diagnostic purposes in 
this study. In line with these findings, Woodward 
et al. (2013) reported older whites and Caribbean 
Blacks had significantly higher lifetime preva-
lence rate of MDD than AAs. However, no racial 
differences were found in 12-month prevalence 
rate of MDD. This study used data form a large 
epidemiological study that utilized the Composite 
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International Diagnostic Interview (CIDI) for 
diagnostic purposes. In contrast with these find-
ings, studies conducted in primary care settings 
have found similar rates of depressive symptoms 
between AAs and whites (Brown et al. 1999; 
Diala et al. 2001; Oquendo et al. 2001). The dif-
ference in the rate of diagnosing depression be-
tween AAs and Caucasians could be related to 
several factors. One of them is the manifestation 
of depressive symptoms among AAs. AAs have 
been found to report more physical symptoms of 
depression instead of mood symptoms (Brown 
et al. 1996). Another factor is that there might be 
a higher prevalence of psychological protective 
resources among AAs, such as religion (Taylor 
et al. 2001; Chatters et al. 2008) and familial sup-
port (Chatters et al. 1985; Woodward et al. 2008). 
Further, research suggests that AA children are 
socialized to cultivate a high level of tolerance to 
unfair acts (e.g., racism, low SES, living in high-
crime neighborhoods; Thornton et al. 1990). This 
type of upbringing could result in a protective 
psychological resource that buffers the manifes-
tation of MDD.

Racial differences in the prevalence of post-
traumatic stress disorder (PTSD) have also been 
reported, with minorities, particularly AAs and 
Hispanics having a higher prevalence of PTSD 
compared to whites (e.g., Lonigan et al. 1991; 
Norris 1992; Green et al. 1990; Kulka et al. 
1990; Sutker et al. 1995). Graves et al. (2011) 
investigated the characteristics of PTSD in AAs 
in the primary care setting. They screened over 
700 AAs for PTSD using the SCID IV and the 
Clinician Administered PTSD Scale for DSM-IV 
(CAPS) and concluded that most AA adult pri-
mary care patients in this sample were either un-
dertreated or underdiagnosed. In a study that ex-
amined the influence of race in PTSD treatment, 
AAs were found to be significantly less likely 
to complete treatment compared to whites (Les-
ter et al. 2010). In contrast with these findings 
Monnier et al. (2002) conducted a study that ex-
amined racial differences in outpatients seeking 
treatment for PTSD at a Veterans Affairs Medi-
cal Center. Participants were 71 Caucasians and 
40 AAs and they were administered the CAPS in 

addition to an open clinical interview and other 
self-report measures for diagnostic purposes. 
Between racial groups no significant differences 
were found regarding anxiety, paranoia, disso-
ciation, SZ, depression, and PTSD symptomatol-
ogy. The researchers concluded that AAs and 
white veterans with combat-related PTSD did 
not differ in terms of severity and manifestation 
of symptoms. In a similar study using the CAPS 
that investigated symptom patterns and service 
use among AA and white veterans at a Veterans 
Affairs outpatient PTSD clinic, very few signifi-
cant differences among groups were found. This 
suggests that white and AA veterans do not differ 
in the manifestation of PTSD and in the use of 
services (Frueh et al. 2004). In a critical review 
regarding racial differences in combat veterans 
with PTSD, Frueh (1998), suggested that the 
disparity in rates of PTSD between racial groups 
could be a function of distinct rates of traumatic 
stressors and other preexisting conditions. In ad-
dition, the general paucity and methodological 
limitations in the empirical data in this body of 
research considerably limits the conclusions that 
can be reached.

Cultural Mistrust

There is a documented trend of cultural mistrust 
among AAs (Nickerson et al. 1994; Terrell and 
Terrell 1984; Whaley 2001a). Whaley (1998) 
conducted a study that examined the experi-
ence of paranoia in AAs from a cross-cultural 
perspective. Participants included 96 depressed 
patients, 65 patients with SZ-like disorders, and 
404 community members. Findings indicated 
AAs with and without a psychiatric diagnosis 
scored significantly higher on measures of dis-
trust and perceived hostility by others. The au-
thor suggested that mild paranoia was a result 
of cultural mistrust. Cultural mistrust is defined 
as guardedness toward the dominant culture 
related to discrimination experienced by AAs. 
It stems from a long history of discrimination 
and racism towards AAs and the previously de-
scribed long-held stereotypes and beliefs about 
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this minority group. In relation with this cul-
tural mistrust, AAs tend to underutilize mental 
health services compared to other ethnic and 
cultural populations (Whaley 2001b). AAs often 
might have negative feelings toward the men-
tal health system and varying degrees of mis-
trust regarding Caucasians in the mental health 
system. Mistrust of mental health could influ-
ence current perceptions among AAs and sub-
sequently affect the interviewing process (Aklin 
and Turner 2006). According to Whaley (1998) 
mild paranoia is higher in individuals of lower 
education and income and could be misinter-
preted as psychopathy by clinicians. Further, 
misinterpretation of paranoid symptoms related 
to self-esteem protection plays a major role in 
misdiagnosing depressed individuals as schizo-
phrenics. Among AAs cultural paranoia can be 
a nonpathological or normative behavior that 
functions as protection against racially based 
threats and discrimination (Ridley, 1984). Cul-
tural mistrust being misinterpreted by clinicians 
as a symptom of psychosis instead of depression 
may contribute to the higher prevalence of SZ 
and lower prevalence of MDD diagnoses among 
AAs (Whaley 1998). This mistrust brings to 
light a significant assessment concern. Such 
lack of trust may mean that those who seek help 
are likely to be those in more acute distress. This 
makes it challenging to assess the actual base 
rates in a population of certain disorders thus af-
fecting a clinician’s judgment of population base 
rates. Further, clinicians may misinterpret such 
mistrust as paranoia or noncompliance, even 
when structured or semistructured interviews 
are employed for diagnosis. Clinicians should 
be aware that many AAs may experience appre-
hension when going to receive services and not 
let this phenomenon influence their diagnostic 
decisions. Clinicians that recognize a distrust-
ful attitude in their patients should be flexible in 
their approach (Whaley 1997). Engaging in an 
honest conversation with the patients regarding 
their cultural values, experiences of racism, and 
mistrust could be helpful in building the thera-
peutic relationship and avoiding diagnostic er-
rors (Aklin and Turner 2006).

Brief Review of Commonly Used 
Structured and Semistructured 
Interviews

Structured and semistructured clinical interviews 
traditionally demonstrate good reliability in the 
diagnosis of mental disorders. Such interviews, 
however, require a great deal of clinical acumen 
to operationalize properly, and therein lies one 
of their weaknesses for cross-cultural diagnosis; 
clinicians have a long, well-documented history 
of overdiagnosing severe psychopathology, and 
notably psychotic disorders in AA clients (Bell 
and Mehta 1980; Neighbors et al. 1999; 2003; 
Strakowski et al. 2003). The importance of prop-
er use and interpretation of psychodiagnostic 
interviews cannot be overstated. The following 
are commonly used diagnostic structured and 
semistructured interviews for Axis I disorders 
available for clinicians to utilize with AAs.

Structured Clinical Interview for the 
DSM-IV (SCID)

The SCID (First et al. 2002) is considered by 
many as the gold standard for Axis I psychiat-
ric diagnoses. This semistructured interview is 
designed for use with adults who have an eighth 
grade or higher reading level. There are several 
versions of the SCID, with versions developed 
for use in research (SCID-I-RV) and clinical set-
tings (SCID-CV), although the shortened clinical 
version limits the diagnostic scope. The SCID-I-
RV is broadest in scope and allows subtype speci-
fication, severity, and course specifiers. There is 
a patient edition (SCID-I/P) designed specifically 
for individuals with psychiatric disorders in re-
search settings, as well as a nonpatient version 
(SCID-I-N/P) for use with participants who are 
not identified as having a psychiatric disorder. 
In addition, a draft version of the SCID has also 
been developed to cover childhood disorders 
(KID-SCID).

The SCID is a long, in-depth interview 
designed to screen for the great majority of 
DSM-IV diagnoses and strives to be unbiased in 
assessing diagnostic criteria. Administration time 
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is approximately 1–2 h, however subsections of 
the SCID may be used in isolation when specific 
diagnostic concerns warrant precise investiga-
tion. This being said, full SCID versions may be 
inefficient as a broad-range diagnostic tool out-
side the research environment. A thorough SCID 
interview by an experienced clinician will still 
take well over 1 h for most clinical cases. As we 
transition into the SCID DSM-5 version, a more 
in-depth screening module is used to reduce total 
administration time. This being said, it is unlikely 
that the SCID will become practical as a whole 
for administration outside the research setting for 
most clients.

In its many forms, the SCID is perhaps the 
most widely used diagnostic research instrument 
in the English language, and rightly so. It offers 
an efficient, yet thorough treatment of diagnosis 
for a multitude of Axis I disorders, is modular-
ized and thus can be tailored to fit the scope of 
the assessment, and is easy to learn and use for 
someone well versed in psychopathology. The 
SCID has been compared to clinically derived 
diagnoses (Shear et al. 2000) as a metric for 
validity of clinician diagnoses of nonpsychotic 
disorders in a large catchment study, and very 
low kappa coefficients (0.15) for overall agree-
ment between SCID and charted diagnoses were 
attributed to the SCID’s superiority as a diagnos-
tic method. Similarly, Steiner et al. (1995) found 
poor reliability for the DSIII-R version of the 
SCID when compared to clinical diagnoses, also 
touting the merits of structured interviews. As 
with many structured interviews, the SCID has 
acceptable-to-excellent interrater reliability, with 
adequate administrator training (Lobbestael et al. 
2011; Ventura et al. 1998).

Applications with AAs
Clinical judgment is a strong requisite when 
conducting semistructured interviews. The 
name “Structured Clinical Interview” belies 
the freedom a clinician has when making judg-
ments. As such, one can be lulled into a false 
sense of security when making diagnostic dis-
tinctions using the SCID and fail to take into 
consideration specific and highly relevant cul-
tural considerations that may prove important in 
the diagnosis, or rule-out, of any of a variety of  

mental disorders. Similarly, the structure of this 
diagnostic system is such that it cannot prevent 
the overinterpretation of the expression of psy-
chotic symptomatology as a function of race; a 
phenomenon frequently observed in the diag-
nostic literature. Research on prevalence rates 
of eating pathology demonstrates significantly 
different attitudes toward body image and mal-
adaptive eating patterns among AAs than among 
whites in the USA (Akan and Grilo 1995). Fail-
ing to consider the context in which a diagnostic 
criterion may or may not cause significant im-
pairment in social or occupational functioning 
risks misdiagnosis.

Few studies report on validity or reliabil-
ity measures of the SCID for AA clients. Those 
that do report a significant minority of AA cli-
ents also find (similarly to other studies of the 
SCID vs. other diagnostic strategies) abysmal 
concordance with clinical diagnoses given by 
open interviews (see Steiner et al. 1995). It is 
therefore challenging to tease apart the flaws in 
nonstructured clinical interviewing as opposed to 
those of a more structured interview format. The 
strong concordance between SCID diagnoses and 
those rendered by the MINI and CIDI (See Shee-
han et al. 1998, 1997) ameliorate much concern 
with regard to the SCID’s validity as a diagnostic 
instrument, though such lack of in vivo clinical 
concordance is grounds for pause.

The Diagnostic Interview Schedule (DIS)

The Diagnostic Interview Schedule version IV 
(DIS-IV; Robins et al. 1995) is a completely 
structured diagnostic interview developed to as-
sess current and lifetime presence of mental dis-
orders included in the DSM-IV. It is organized in 
19 diagnostic modules that cover a wide variety 
of Axis I disorders. Diagnoses include substance 
use disorders, SZ, mood disorders, anxiety dis-
orders, and a small selection of other disorders 
and those originating in childhood. The DIS 
can be administered by professionals and non-
professionals with 1 week of training. Admin-
istration time is approximately 2 h. Questions 
are read verbatim and no opportunity is given 
for unstructured questions. A training manual 
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that describes how to reliably code the clinical 
ratings of specific items is included (Robins et al. 
1991). Items are scored in a format that combines 
clinical relevance and possible etiology. In ad-
dition, interviewers have to make ratings about 
the onset, duration, and recency of symptoms. 
Some of the DIS’s fundamental characteristics 
are that it attempts to elucidate any organic etiol-
ogy (exogenous substances, medical conditions), 
it includes the Mini Mental Status Examination 
(MMSE; Folstein et al. 1975), and it allows re-
searchers to conduct comparisons across diag-
nostic systems through the inclusion of older 
DSM criteria, Feighner criteria, and Research 
Diagnostic Criteria (Rogers 2001).

The DIS was originally designed as a research 
tool for large epidemiological studies (Epide-
miologic Catchment Area Program) to assess the 
prevalence and incidence of mental disorders in 
the USA (Regier et al. 1984). Several computer-
ized versions of the DIS have been developed, 
although these have less diagnostic coverage. In 
addition, there is a shortened paper and pencil 
version that can be self-administered and covers 
depressive, anxiety, and alcohol-use disorders 
(Kovess and Fournier 1990). The DIS-IV has 
been translated into several languages, includ-
ing Spanish and Chinese, which makes it a good 
tool for cross-cultural applications and research. 
The DIS has well-established validity and reli-
ability for pre-DSM-IV diagnostic systems, mak-
ing generalization to current diagnostic systems 
challenging. Overall, research shows moderate-
to-good reliability and validity for the DIS (e.g., 
Helzer et al. 1985; Wells et al. 1988; Hesselbrock 
et al. 1982; North et al. 1997).

The DIS is limited in that it focuses more on 
etiology than symptom severity, it emphasizes 
diagnosis over symptom evaluation, and research 
suggests that it is vulnerable to response styles 
(Alterman et al. 1996, Cottler 1998; Rogers 
2001). The DIS demonstrates utility in screen-
ing large samples of people for undetected men-
tal disorders (epidemiological research), can be 
administered by nonprofessionals, and has been 
translated and validated in several languages. In 
addition, there is a children’s version of the DIS: 
the Diagnostic Interview Schedule for Children 
(DISC; National Institute of Mental Health 1991; 
Columbia DISC Development Group 1999).

Applications with AAs
Robins et al. (1984) conducted a large epide-
miological study using the DIS. Results from 
9543 participants indicated that AAs had a 
higher prevalence of mental disorders than those 
of other races across all three sites. Few other 
diagnostic differences were found inconsistently 
across sites. In most DIS studies racial differenc-
es in diagnoses or the utility of the tool with AAs 
was either not explored or was not the main focus 
of the study, even when AAs comprised a large 
part of the sample. North et al. (1997) conducted 
a study comparing the diagnostic utility of the 
DIS and an open clinical interview in two mental 
health clinics for homeless people; samples were 
75 and 69 % AA, respectively. Compared to the 
clinical interviews, diagnosis made with the DIS 
underdiagnosed antisocial personality disorder 
and overdiagnosed MDD. Alcohol-use disorders 
and SZ showed only small discrepancies related 
to the method of diagnoses. Chantarujikapong 
et al. (1997) compared the diagnostic utility of 
the DIS III and the Alcohol Dependence Ques-
tionnaire (ADS) in a sample of 143 homeless 
substance-abusing women, most of whom were 
AAs. Overall, the ADS showed acceptable agree-
ment with the DIS in this study across substance 
use, personality disorder, and PTSD diagnoses. 
More recently, Cook et al. (2010) estimated the 
12-month prevalence of psychiatric disorders 
and frequency of treatment seeking in 744 low-
income pregnant women. 57.5 % of the sample 
was AA and the DIS-IV was used to establish 
diagnoses. AA women were less likely than Cau-
casians to have at least one mental disorder, and 
Caucasians also had a higher prevalence of life-
time psychiatric disorders, particularly affective 
disorders, substance-abuse disorders, and atten-
tion deficit hyperactivity disorder (ADHD).

Schedule of Affective Disorders and 
Schizophrenia (SADS)

The Schedule for Affective Disorders and Schizo-
phrenia (SADS; Endicott and Spitzer 1978) is a 
long-standing semistructured interview with a 
strong presence in the literature. The SADS is 
established as a gold standard for the assessment 
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of its eponymous constructs. It contains modules 
for current and lifetime diagnoses. The SADS 
should be used by an experienced clinician with 
a strong background in diagnostic assessment, 
and may take from 45 to 75 min to assess for cur-
rent symptomatology, and an additional 15 min 
to 1 h for additional assessment of lifetime mood 
and psychotic episodes (Rogers 2001). Note that 
these times reflect administration of the modules 
in the order discussed.

Applications with AAs
Few of the many studies using the SADS have 
focused on AA clients. Some have demonstrated 
striking differences in diagnostic prevalence. In 
one such early study, Vernon et al. (1982) found 
that AAs and Mexican Americans had a rate 
of bipolar II disorder twice that of Caucasians. 
Other research using this measure has found that 
for bipolar I disorder, no such differences exist 
between Caucasian and AA clients, and that sui-
cidality is rated as being far lower by the SADS 
for AAs than for Caucasians (Dilsaver et al. 
1994). Other work has pointed out that being AA 
is predictive of a diagnosis of SZ using the SADS 
(Pavkov et al. 1989). There is a stark absence of 
recent comparative diagnostic research using this 
measure in the assessment of AA clients.

Though this measure has demonstrated great 
utility in the diagnosis of affective disorders and 
SZ spectrum disorders, it is somewhat limited in 
scope. Further, given the time investment neces-
sary, this measure may be best used when a thor-
ough characterization of a client’s affective or 
psychotic symptoms is warranted.

Present State Examination (PSE)

The Present State Examination (PSE; Wing et al. 
1967) is one of the most commonly used struc-
tured interviews within the International Classi-
fication of Diseases (ICD) framework; therefore 
it is more popular outside of the USA. The PSE 
focuses on the presence and description of any 
major disorder or symptoms and not on the as-
sociation of specific symptoms with clinical di-
agnoses (Wing et al. 1967; Rogers 2001). For 
example, symptoms of depression may be sub-

sumed in several diverse syndromes. The PSE is 
currently in its tenth edition and previous editions 
have varied significantly. This should be taken 
into account when reviewing its validity and reli-
ability studies. The PSE 10th ed. (PSE-10; World 
Health Organization 1994) has total of 1224 
items that evaluate from a descriptive perspec-
tive a wide variety of symptoms. Generally, the 
PSE has been shown to have moderately to high 
validity and reliability (e.g., Huxley et al. 1987; 
Mignolli et al. 1988; Lesage et al. 1991; Wilmink 
and Snijders 1989; Peveler and Faiburn 1990).

Applications with AAs
To our knowledge there are not any studies in the 
literature that investigate the validity of the PSE 
with the AA population or focuses on cultural as-
pects regarding AA; however the PSE has been 
widely used in cross-cultural research outside 
the USA (e.g., Hodiamont et al. 1987; Vasquez-
Barquero et al. 1987). It has been translated into 
40 different languages and it has been shown to 
be clinically useful in European countries (e.g., 
Garyfallos et al. 1991), English-speaking coun-
tries (e.g., Romans-Clarkson et al. 1990), and Af-
rican countries (e.g., Katz et al. 1988). In a cross-
national study of ten countries, results indicated 
that developing countries (e.g., India, Nigeria) 
had a higher incidence of brief psychoses than in-
dustrialized countries (e.g., Ireland, Japan, USA; 
Susser and Wanderling 1994). In Great Britain, 
people of African descent had a higher prob-
ability of being hospitalized or detained (Goater 
et al. 1999). In another study, Katz (1988) inves-
tigated cultural specific dimensions of psychotic 
disorders, in which Indian and Nigerian patients 
with SZ were assessed using the PSE. Indian pa-
tients showed more systematized delusions and 
olfactory hallucinations, whereas Nigerian pa-
tients showed more delusions of control, thought 
insertion, and visual hallucinations. Swartz et al. 
(1985) suggested that some symptoms were cul-
turally bound and therefore difficult to interpret 
meaningfully. The application and validation of 
the PSE with diverse cultures is one of its major 
strengths. Nevertheless, the fact that it is based 
on the ICD and the lack of studies specifically 
focused on AAs limits the use of the PSE for US 
clinicians.
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Schedules for Clinical Assessment of 
Neuropsychiatry (SCAN)

The Schedules for Clinical Assessment of Neu-
ropsychiatry (SCAN; WHO 1994) was devel-
oped under the sponsorship of the World Health 
Organization (WHO) and its main component 
is the PSE 10th ed. The three main aims of the 
SCAN are rigorous clinical observation, com-
mon clinical language standardized across dif-
ferent diagnostic systems, and accumulation of 
clinical knowledge (Wing 1996). The SCAN is 
comprised of 27 sections. The PSE-10 (described 
above) is the first 25 sections. The other two sec-
tions are the Item Group Checklist (IGC) and the 
Clinical History Schedule (CHS). The IGC is 
composed of 59 ratings defined in PSE-10 terms 
and based on secondary sources such as records 
or informant. The CHS is an optional section of 
88 items for the recording of childhood data, in-
tellectual functioning, social relationships, adult 
personality, clinical diagnoses, and physical ill-
ness. The SCAN is a very detailed structured in-
terview that contains standardized questions and 
optional probes.

Administration time is approximately 
60–90 min. SCAN interviewers are required to 
undergo intensive training prior to administra-
tion. The SCAN was intended to be used by men-
tal health professionals; however, it can also be 
administered by nonprofessionals that undergo 
extensive training and direct supervision (Rog-
ers 2001). Considering that the PSE is the major 
component of the SCAN, their purposes are 
similar in that the focus is on symptomatology 
and the description of clinical phenomena more 
than linking symptoms to a diagnoses. The valid-
ity and reliability of the SCAN have been shown 
to be moderate to high (e.g., Easton et al. 1997; 
Wing et al. 1998; Brugha et al. 1999; Farmer 
et al. 1993, 1996; Hapke et al. 1998).

Applications with AAs
To our knowledge there are no studies in the re-
search literature that focus on the effectiveness 
of the SCAN to evaluate AAs. Many of the reli-
ability and validity studies included black people, 
but ethnic differences were not examined or not 

reported. More studies are needed to address the 
utility of the SCAN with AA.

Composite International Diagnostic 
Interview (CIDI)

The CIDI was developed under the sponsorship 
of the WHO. It was based on the DIS and ex-
panded with questions from the PSE, but several 
items were modified to be more useful interna-
tionally. The main purpose of the CIDI was to 
facilitate cross-cultural epidemiologic and com-
parative studies. Further, it is a highly structured 
interview. Nonprofessionals can administer it 
after extensive training, and it is easily translated 
to different languages (Robins et al. 1988). In 
addition, the CIDI provides both DSM and ICD 
diagnoses. Administration time varies from 75 to 
105 min depending on the experience of the in-
terviewer. The current version of the CIDI (3.0) 
is composed of 42 sections that assess a wide 
variety of disorders included in the DSM-IV and 
ICD-10. There is a computer version available, 
the CIDI 3.0 Computer Assisted Personal Inter-
view (CAPI V21.1.3). The CIDI has been trans-
lated to several languages and training materi-
als are available in Arabic, Dutch, English, and 
Spanish (WHO, 2004). A CIDI Primary Health 
Care Version developed to address psychologi-
cal problems frequently seen in medical settings 
(Janca et al. 1994) is also available. The reliabil-
ity and validity of the CIDI has been shown to 
be moderate to high (Witchen et al. 1994; Pe-
ters et al. 1998; Cottler et al. 1997; Janca et al. 
1992). However, these studies frequently report 
on data across language versions and diagnostic 
frameworks, so they should be interpreted with 
caution. Nevertheless, this is expected consider-
ing the cross-cultural focus of the CIDI and the 
multiple versions that are available.

Applications with AAs
Hickman III et al. (2010) conducted a study in-
vestigating past-year mental illness among 3411 
adults identifying as Black Americans, with fam-
ily having lived in the USA for three generations. 
A modified version of the computer version of 
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the CIDI found lifetime prevalence of any men-
tal disorder was 36.9 %, the prevalence for past-
year mental disorders was 18.1 %, and the preva-
lence for past-month mental disorders was 4.7 %. 
low income and education were associated with 
high prevalence. Hickman III et al. also noted 
that divorced/separated or widowed status, and 
residence in the Northeast or Midwest predicted 
MDD for AA clients. Further studies on various 
samples of this database (Aranda et al. 2012; 
Woodward et al. 2013) have examined the preva-
lence of MDD in those 50–55 and older, and ob-
served that older AAs had lower rates of MDD 
than whites or Caribbean black participants, that 
higher age and lower disability for all groups 
was associated with lower MDD than younger 
age and more disability, and that non-Hispanic 
whites and women had the highest prevalence 
of MDD across groups. In another study using 
the same database along with samples from two 
other large databases, Chou et al. (2012) found 
that perceived racial discrimination was asso-
ciated with higher endorsement of psychiatric 
symptoms across racial minority groups. Nota-
bly, for AAs in this sample, higher rates of per-
ceived racial discrimination were associated with 
elevated PTSD relative to Asian Americans, and 
had significantly higher rates of discrimination 
than other groups.

These studies suggest that the CIDI is a use-
ful tool to assess AAs. However, there are very 
few studies that investigate the effectiveness of 
the CIDI compared to other interviews when 
assessing AAs. Green et al. (2012) conducted a 
study comparing DSM-IV diagnoses assessed by 
the CIDI and the Schedule for Affective Disor-
ders and Schizophrenia for School Age Children 
(KSADS). Findings indicated that the sensitivity 
of the CIDI varied by race/ethnicity for ADHD, 
agoraphobia, panic disorder, and PTSD. Fur-
ther, the specificity of the CIDI varied by race/
ethnicity for agoraphobia. In line with these re-
sults Alegria et al. (2009) reported that the CIDI 
was problematic for accurate PTSD diagnosis in 
racial/ethnic minority groups. More studies like 
these are needed to further investigate measure-
ment validity according to race and ethnicity.

Mini International Neuropsychiatric 
Interview (MINI)

As a diagnostic screening tool, the clinician-rated 
MINI (Sheehan et al. 1998) offers great utility 
and is indeed among the most widely used psy-
chiatric structured diagnostic interviews. It is a 
quick, robust tool for the assessment of current, 
past, and lifetime diagnoses of 17 common ICD-
10 and DSM disorders. Further, given its align-
ment with ICD-10 diagnostic categories, less 
may need to change for the MINI as the transi-
tion to the DSM-5 is made. In a series of vali-
dation studies (Sheehan et al. 1998), the MINI 
showed high negative predictive value (> .92) 
for all assessed diagnostic categories when 
compared with the SCID, and similarly (> .88) 
for the CIDI. This instrument also requires sub-
stantially less time to administer than either, has 
good-to-excellent kappa for the great majority 
of diagnostic criteria, and requires less training 
to properly administer than do many structured 
and semistructured interviews, such as the SCID. 
Two 120-min training sessions have been shown 
to be sufficient for raters with an undergraduate 
level education (Black et al. 2004; Gunter et al. 
2008). It is a well-validated measure translated 
into more than 30 languages and is thus a good 
tool for the assessment of English-as-a-second-
language clients.

Sheehan et al. (1997) assessed the validity of 
the MINI in relation to other gold standard struc-
tured diagnostic systems (SCID, CIDI), and for 
the majority of diagnostic categories found high 
agreement. This study, however, used an ex-
ceptionally homogeneous sample (96 % white), 
leaving much to the imagination for its validity 
within an AA sample.

Upon validation, the MINI demonstrated good 
interrater and test–retest reliability for the origi-
nal sample of participants (Sheehan et al. 1998, 
1997). Furthermore, good-to-great reliability 
coefficients were obtained in all studies noted 
above. Since robust demographic data were 
not presented, again, the reliability of this mea-
sure for the assessment of AA clients cannot be 
assumed.
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Applications with AAs
The MINI has demonstrated success in the 
classification of depression and rule-out of se-
vere psychiatric pathology in a small sample of 
low-income HIV-positive AA clients (Himel-
hoch et al. 2011). The MINI Kid has also been 
proven an effective screener for African child 
refugees in Austria (Huemer et al. 2011). There 
have been several studies demonstrating its ef-
fective use with Kurdish language speakers in 
Iraqi Kurdistan (Mitchell et al. 2011); Japanese 
language speakers in Japan (Otsubo et al. 2005); 
as a French and English socioculturally adapted 
version for asylum seekers in Geneva (Durieux-
Paillard et al. 2006); to assess depression and 
depressive symptoms in a group of breast can-
cer patients in Lagos, Nigeria (Popoola and Ad-
ewuya 2012); and for the assessment of ADHD in 
an Iowa state prison sample (Westmoreland et al. 
2010). The MINI is also used widely in clinical 
psychological and psychiatric practice around 
the world. Clearly then, this measure has demon-
strated great generalizability across translations 
and cultures with at most minimal alterations 
(see Durieux-Paillard et al. 2006).

Though there is a good deal (comparatively) 
of research extolling the use of the MINI with a 
broad range of culturally diverse clients, there is 
far less information specifically validating its use 
with AAs. Even studies such as those addressing 
African refugees in Austria or Africans in Lagos 
are only tangentially related to such persons in 
the USA, and leave room for acculturative differ-
ences in the manifestation and interpretation of 
psychopathology.

Scale for the Assessment of Positive 
Symptoms (SAPS)

The Scale for the Assessment of Positive Symp-
toms (SAPS; Andreasen 1984) is considered a 
gold standard rubric for the assessment of posi-
tive symptoms in psychopathology, notably in 
persons with SZ. It is also used in other forms of 
mental illness for which positive symptoms are a 
prominent aspect, such as bipolar disorder. It pro-
vides four separate subscales addressing domains 

of positive symptomatology commonly found in 
persons with psychotic disorders. Given its long-
standing use as a research and clinical tool, it is 
not hard to understand why this tool is considered 
by many to be a “gold standard.”

An excellent treatment of the reliability, valid-
ity, internal consistency, and score differentials as 
gained from well-trained administrators within a 
focused SZ setting is given in Chap. 16 of this 
volume, “Assessing Psychosis in African Ameri-
can Clients.”

Clinician Administered PTSD Scale for 
DSM-IV (CAPS)

The CAPS (Blake 1998) is a structured inter-
view that aims to assess DMV-IV PTSD criteria 
in detail. Each inclusion criteria is evaluated ac-
cording to frequency and intensity. Descriptive 
information is also inquired for relevant exam-
ples and to address inherent inaccuracy in self-
reporting. Further, current and lifetime episodes 
are evaluated. Administration time is ranges from 
approximately 45 min to 1 h. The CAPS can be 
administered by nonprofessionals with a moder-
ate level of training and extensive interviewing 
experience. The CAPS has been shown to have 
high reliability (Weathers et al. 1999; Fleming 
and Difede 1999) and validity (Davis et al. 2000; 
Weathers et al. 1999).

Applications with AAs
In two separate studies of AA and white ser-
vice members (Frueh et al. 2004; Monnier et al. 
2002), the CAPS did not demonstrate significant 
differences in anxiety, paranoia, dissociation, SZ, 
depression, and PTSD symptomatology between 
racial groups. Further, studies have assessed AAs 
with and without trauma exposure with the CAPS 
(Mellman 2009), have used the CAPS with the 
SCID to screen AA adults in primary care for 
PTSD (Graves et al. 2011), and have used the 
CAPS to diagnose participants with PTSD in a 
study examining the influence of race on CBT 
for PTSD (Lester 2010). The aim of the above 
entwined studies was not to evaluate the sensitiv-
ity of the CAPS to cultural factors or its validity 
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in diagnosing AAs. However, compared to other 
interviews the CAPS has been used more often 
with AAs and seems to be a effective diagnostic 
tool for this population.

Other structured and semistructured inter-
views that are available for clinicians to use in-
clude the Royal Park Multidiagnostic Instrument 
for Psychosis (RPMIP; McGorry et al. 1988), the 
Diagnostic Interview for Genetic Studies (DIGS; 
Nurnberger et al. 1994), the Clinical Interview 
Schedule—Revised (CIS-R; Lewis et al. 1992), 
the Psychiatric Diagnostic Interview (PDI; Oth-
mer et al. 1981), and the Polydiagnostic Inter-
view (PODI; Phillp and Maier 1986). These clin-
ical interviews are not as widely used as those 
described above and there is limited empirical 
information, especially concerning their use with 
AAs or in cross-cultural application. A review of 
these measures is beyond the scope of the current 
chapter. For a brief review of these tools and for a 
more extensive review of the most popular tools 
see Rogers (2001).

Conclusions and Recommendations

Currently there is a paucity of research regard-
ing the validity and accuracy of the aforemen-
tioned structured and semistructured interviews 
when used with minority populations, in par-
ticular AAs. Some of the instruments have been 
used with AA populations; however, there are 
very few studies that focus specifically on the 
cross-cultural validity and reliability of the in-
strument with AAs. Nevertheless, the structured 
and semistructured interviews reviewed in this 
chapter could potentially be helpful in reduc-
ing diagnostic bias due to cultural factors (cri-
terion and information variance). For example, 
structured and semistructured interviews ensure 
that a wide variety of symptoms are covered, 
standardize language, reduce the possibility of 
clinician stereotypes interfering because they re-
strict the range of questions, and also reduce the 
possibility of misinterpreting answers because 
many of the answers tend to be dichotomized. 
Several of the interviews reviewed seem to be 
very promising instruments that could be applied 

cross-culturally. Instruments such as the CIDI 
and the MINI were developed for cross-cultural 
applications. With the amount of research avail-
able it is not possible to conclude which inter-
view would be the best to use with AAs. How-
ever, most of the interviews presented have been 
used in studies that included AAs. It is difficult 
to draw clear conclusions from these studies due 
to the substantial differences in the samples used, 
instruments used, and also the version of the in-
strument used. Nevertheless, some of the struc-
tured and semistructured interviews that have 
been used more often with AAs are the SCID, the 
DIS, the CAPS, the CIDI, and the SAPS. On the 
other hand, because some of these interviews are 
so standardized (fully structured), they cannot be 
tailored to the particular cultural needs of a popu-
lation and questions cannot be modified accord-
ingly. In the case of PTSD, it has been suggested 
that fully structured interviews (e.g., CIDI) are 
differentially biased towards minorities because 
they are less able than semistructured interviews 
to take the cultural context of trauma and trauma-
related symptoms into account (Alarcon 1995). 
However, when using a semistructured instru-
ment the clinician has to be culturally component 
enough to be able to interpret the cultural context 
correctly. Considering the lack of research in this 
area, clinicians’ awareness of possible diagnostic 
bias and cultural competence seem to be essential 
to avoid diagnostic errors. If a clinician is cul-
turally incompetent a fully structured interview, 
such as the CIDI, would be more appropriate to 
use in order to reduce as much variance as pos-
sible. Nevertheless, a culturally incompetent cli-
nician should attempt to refer a minority client to 
somebody that is an expert in that client’s culture. 
If a clinician is culturally competent a semistruc-
tured interview, such as the SCID, that allows 
for the incorporation of questions about cultural 
and ethnic values and factors would be recom-
mended. For example, these questions could be 
added during the SCID overview. Another pos-
sibility is using both a structured interview and 
an interview that addresses cultural and ethnic 
factors. Grieger and Ponterotto (1995) devel-
oped a useful conceptual framework that can be 
integrated to the interview process or used as a 
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complimentary assessment with minority group 
members, including AAs. Based on the constructs 
of worldview and acculturation they developed 
the following components as being fundamental 
in culturally situating the client and conceptu-
alizing the client’s presenting problems within 
a relevant cultural context: the client’s level of 
psychological mindedness; the family’s level of 
psychological mindedness; the client’s and fami-
ly’s attitudes towards helping and counseling; the 
client’s level of acculturation; the family’s level 
of acculturation; and the family’s attitudes to-
ward acculturation. Grieger (2008) expanded this 
conceptual model by developing 11 categories: 
(1) Problem Conceptualization and Attitudes To-
wards Helping, (2) Cultural Identity, (3) Level 
of Acculturation, (4) Family Structure and Ex-
pectations, (5) Level of Racial/Cultural Identity 
Development, (6) Experiences with Bias, (7) Im-
migration Issues, (8) Existential/Spiritual Issues, 
(9) Counselor Characteristics and Behaviors, 
(10) Implications of Cultural Factors Between 
the Counselor and the Client, (11) Summary of 
Cultural Factors and Implications for Diagnosis, 
Case Conceptualization, and Treatment. Using a 
conceptual framework such as this can be help-
ful in acknowledging and identifying cultural 
and ethnic factors that can be influencing the 
diagnostic interview process with an AA client. 
Grieger (2008) presented a Cultural Assessment 
Interview Protocol, which contains a set of ques-
tions based on her conceptual framework. Ques-
tions such as these could potentially be integrated 
in a semistructured interview or asked separately 
(See Grieger 2008 for details) The DSM-5 also 
includes an interview to aid with the cultural for-
mulation that contains several useful questions.

Though semistructured interviews do indeed 
provide a good scaffold to support empirically 
based diagnostic decision making, they are just 
that: a scaffold. They do not remove the burden of 
well-honed objective clinical skill from the equa-
tion. It is imperative that a clinician understands 
his or her biases, the background of a patient, and 
does not rely on the instrument to provide con-
text for a unique person. Further, it is imperative 
that a clinician realize the extent to which many 
diagnostic considerations are indeed simply a 

measure of degree rather than always objective 
and self-evident. Considering the research re-
viewed in this chapter, when interviewing AAs 
cultural competence is essential. For AAs, the 
cultural sensitivity of the mental health provider 
is one of the most important characteristics. Cul-
turally sensitive counselors recognize that race 
or culture might play role in the patient’s prob-
lem. Culturally blind counselors tend to focus 
on aspects other than race when dealing with the 
presenting problem. Counselors that are cultur-
ally sensitive are seen as more competent by AAs 
than those who are culture blind (Pomales et al. 
1986; Want et al. 2004). Cultural competence in-
volves more than just awareness and practice of 
the considerations reviewed in this chapter. It is 
an ongoing process that includes formal training, 
self-education, consultations with colleagues that 
are more knowledgeable, use of collateral infor-
mation when conceptualizing cases, and attend-
ing workshops and continuing education pro-
grams.  U.S. Department of Health and Human 
Services. (2001) In addition, experience working 
with AA clients and immersion to experience the 
AA culture firsthand are fundamental.
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The results of psychological assessments often 
inform important clinical decisions. Therefore, 
cultural bias in personality assessment is an 
important concern. Racial bias of assessment 
measures and in the interpretation of testing 
results continues to be a concern when using 
self-report personality measures with Blacks and 
African Americans. According to the U.S. Cen-
sus (2013), Black Americans make up 13 % of 
the US population. The history of Africans in 
the USA of American includes over 200 years 
of slavery, the effects of which still have nega-
tive consequences for many African Americans 
today. Twenty-eight percent of Black Americans 
currently live in poverty, compared to only 9.8 % 
of non-Hispanic Whites (Denavas-walt et al. 
2012). In 2011, Black Americans earned the low-
est income of any other group when compared 
to other races and those of Hispanic origin. The 
unemployment rate for Black Americans (16 %) 
is higher than it is for other groups (U.S. Census 
Bureau 2012a) and a disparate number of Black 
Americans do not attain higher education (U.S. 
Census Bureau, 2012b). Black Americans are 
also incarcerated at disproportionate rates (U.S. 
Census Bureau 2011a). These data are impor-
tant for clinicians to consider because sociode-
mographic factors have been statistically linked 

to psychopathology (Aranda et al. 2012; Barnes 
2008; Gibbs et al. 2013; Regier et al. 1993). 
Indeed, socioeconomic status, Black race, and 
marital status are among the biggest risk factors 
for developing a personality disorder (Grant et al. 
2004).

Barnes (2008) found that African Americans 
admitted to a state psychiatric hospital were four 
times more likely to get a schizophrenia diagno-
sis than Caucasians, even after controlling for de-
mographic variables. On the other hand, African 
Americans were less likely to receive a diagnosis 
of major depressive disorder and bipolar disorder. 
Barnes (2008) attributes these discrepancies to a 
lack of cultural competence in diagnosing ethnic 
minorities and not actual differences in preva-
lence rates. This is consistent with data from the 
Epidemiologic Catchment Area studies which 
demonstrated differential relationships between 
psychiatric disorders and various demographic 
characteristics, such as age, gender, marital sta-
tus, race or ethnicity, and socioeconomic status 
(Regier et al. 1993). The authors found that the 
prevalence of any disorder was higher for African 
Americans than it was for any other race or ethnic 
group. However, when the odds ratios were ad-
justed for other demographic variables, the preva-
lence for psychiatric disorder in African Ameri-
cans was no different than in other groups, with 
the exception of severe cognitive impairment. 
The authors speculated that there were differenc-
es in educational experiences between the ethnic 
groups that were not well captured by their socio-
economic variable. The demographic variables 
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most associated with psychiatric disorder were 
socioeconomic and marital status. In addition, 
there is evidence that differences in sociodemo-
graphic variables are associated with differences 
in personality traits (Al-Halabí et al. 2010). Based 
on these findings, there has been concern that per-
sonality measures could overpathologize African 
Americans and other ethnic minorities because of 
cultural differences, but also because they tend to 
be overrepresented in low-socioeconomic status 
groups (Hall et al. 1999).

Cultural Considerations  
for Practitioners

Blacks in the USA may be immigrants from Africa 
or the Caribbean. These families may not have 
experienced slavery like African Americans have, 
but they may have similar experiences with rac-
ism and oppression. Mental health differences be-
tween African Americans and Caribbean Blacks 
are rarely studied. Instead, they are often grouped 
together in psychology research. The National 
Epidemiological Survey of Alcohol and Related 
Conditions is one of the only studies to investigate 
the prevalence rates of mental health disorders 
separately for African Americans and Caribbean 
Blacks (Gibbs et al. 2013). In this study, African 
Americans and Caribbean Blacks had equal or 
lower lifetime prevalence rates of Diagnostic and 
Statistical Manual of Mental Disorders—Fourth 
Edition (DSM-IV) Axis I disorders, but higher 
prevalence rates of personality disorders, com-
pared to non-Hispanic Whites. When African 
Americans and Caribbean Blacks were com-
pared, Caribbean Blacks had a higher 12-month 
prevalence of psychotic disorders and a lower 
lifetime prevalence of major depressive disorder, 
alcohol dependence, and drug abuse than African 
Americans. Although this study highlights the 
importance of considering African American and 
Caribbean Blacks as separate cultural groups, cur-
rently there is no published data that does so in the 
personality assessment literature. Therefore, the 
research presented in this chapter does not differ-
entiate between the two groups. Nevertheless, cli-
nicians should be sensitive to potential differences 

between African American and Caribbean Blacks 
in their clinical practice.

True for both African Americans and Carib-
bean Blacks, an individual’s unique racial ex-
periences will shape their world view, including 
their self-identity and behavior (Boyd-Franklin 
and Karger 2012). Additionally, with the in-
crease in biracial marriage, an individual’s racial 
identity is much more complex than the color of 
their skin. Racial beliefs and experiences can be 
passed down through families in order to instill 
racial pride, combat negative images, and prepare 
children for racism and discrimination, which 
are part of normal racial socialization (Boyd-
Franklin and Karger 2012). In addition, beliefs 
about racial experiences can change throughout 
an individual’s lifespan through the process of 
acculturation and reshaping their worldview and 
beliefs about self and others (Cross 1978).

Cross (1978) proposed a five stage model of 
normative Black acculturation: (a) Preencoun-
ter, (b) Encounter, (c) Immersion-Emersion, 
(d) Internalization, and (e) Internalization-Com-
mitment. Depending on where an individual is 
on this progression, they could experience self-
hatred, glorification of Black culture and destruc-
tiveness towards the dominant culture, flexibility, 
openness, or self-confidence. Therefore, there 
could be factors that can affect personality as-
sessment profiles that are influenced by normal 
racial socialization or the state of an individual’s 
acculturation status, potentially pathologizing a 
normative process for that individual.

In additional to racial socialization and ac-
culturation, the effects of racial discrimination 
should also be considered in the personality as-
sessment of African Americans. Racial discrimi-
nation has been shown to contribute a significant 
proportion of the variance in Blacks’ psychiat-
ric symptoms (Klonoff et al. 1999). However, 
clinicians must be careful not to interpret the 
functioning of African Americans as solely a re-
sponse to racism (Harrell 2000). A combination 
of racial discrimination, oppression, and poverty 
in the lives of African Americans has resulted 
in anger and rage among some African Ameri-
cans (Boyd-Franklin and Karger 2012). Some 
researchers have interpreted this to mean that 
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there is a higher incidence of psychopathic per-
sonality among African Americans compared to 
other racial and ethnic groups (Lynn 2002). How-
ever, others argue that antisocial behavior is less 
related to personality in Blacks, and more associ-
ated with other variables such as socioeconomic 
status and historical circumstance (Skeem et al. 
2003; Zuckerman 2003). Practitioners are urged 
to consider the potential effects of racial social-
ization, acculturation, and racial discrimination 
on personality profiles and not assume personal-
ity profile scores necessarily reflect stable traits.

Another important consideration for practi-
tioners is the validity of assessment measures. 
Using a personality assessment measure with 
African Americans assumes that the same traits 
can be used to describe personality in African 
American culture and the culture in which it was 
developed (McCrae and Terracciano 2006). In 
addition, a given score has to be similarly mean-
ingful for African Americans as it is for the other 
cultures. One way of determining the validity 
of a personality measure for use with a specific 
culture is to compare it to other measures that 
are validated for use with that culture (McCrae 
et al. 2005c). However, there are no personality 
measures developed and validated specifically 
for use with African Americans so clinicians will 
have to make their own informed decisions re-
garding which measures to use. The following 
sections will review the literature and make rec-
ommendations regarding the use of self-report 
personality instruments with African Ameri-
cans. The focus will be on the most widely used 
self-report personality measures, including the 
Minnesota Multiphasic Personality Inventory-2 
(MMPI-2), Millon Clinical Multiaxial Inventory-
III (MCMI-II), Personality Assessment Inventory 
(PAI), and NEO.

The MMPI-2

The MMPI-2 (Butcher et al. 2001; Butcher et al. 
1989) is one of the most widely studied and uti-
lized self-report personality measures (Hall et al. 
1999; Hall and Phung 2001; Kwan and Maestas 
2008). The MMPI-2 is a 567 true–false test, 

recommended for use with adults (18 years or 
older) who have at least a sixth grade reading 
level. The MMPI-2 is made up of many scales and 
subscales, some of which are better validated than 
others. It has several validity scales that assess in-
consistent (cannot say, variable response inconsis-
tency, true response inconsistency) and biased re-
sponding (infrequency, lie), as well as a scale that 
provides a correction factor for the over- or under-
reporting of symptoms (correction). There are also 
ten clinical scales that generally align themselves 
with Diagnostic and Statistical Manual of Mental 
Disorders (DSM) syndrome criteria. There are also 
a great number of supplemental and content scales 
that have been developed and normed by the pub-
lishers. There is a wealth of data on the Minnesota 
Multiphasic Personality Inventory (MMPI) from 
many years of research (e.g., Arbisi et al. 2002; 
Ben-Porath et al. 1995; Castro et al. 2008; Dana 
and Whatley 1991; Davis 1975; Frueh et al. 1996; 
Greene 1987; Hall et al. 1999; Harrison and Kass 
1967; McNulty et al. 1997; Timbrook and Graham 
1994; Walters et al. 1983; Whatley et al. 2003).

The original MMPI did not include African 
Americans in the normative sample (Graham 
2006), and thus one of the goals during the develop-
ment of the MMPI-2 was to obtain a large norma-
tive group that was representative of the national 
population to include African Americans (Butcher 
et al. 1989). The makeup of the normative sample 
was guided by the 1980 Census data, resulting in 
12 % of the sample being African American. Al-
though this sample was not matched on demo-
graphic characteristics, summary data for each of 
the ethnic groups included in the normative sample 
is presented in Appendix H of the MMPI-2 manual 
(Butcher et al. 1989). When one looks at the nor-
mative data it is evident that African Americans 
scored somewhat higher than Caucasians on most 
clinical scales, but that only scale 4 (Psychopatic/
Deviate) for women demonstrated a meaningful 
difference (Butcher et al. 1989; Greene 1987). 
Given that differences between African Americans 
and Caucasians on the MMPI were almost nonex-
istent when demographic variables were taken into 
account, the MMPI restandardization committee 
concluded that separate norms were not needed for 
African Americans (Graham 2006).
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In a sample of 106 African American and 131 
Caucasian undergraduate students completing 
both the MMPI and the MMPI-2, African Ameri-
cans scored significantly higher than Caucasians 
on both versions of the measure on scales 6, 8, 
and 9 (Goldman et al. 1995). The racial differ-
ences were reduced, particularly on the MMPI, 
after controlling for socioeconomic status, but 
remained statistically significant on scales 6 and 
8. Mean T scores were generally lower for both 
groups on the MMPI-2 compared to the MMPI, 
with mean scores for African American males 
showing the greatest reduction. The authors con-
cluded that the more diverse normative sample 
of the MMPI-2 reduces mean score differences 
attributable to race, but that the effects of racial 
socialization and alienation by the dominant cul-
ture are still evident.

A meta-analysis by Hall et al. (1999) exam-
ined the results of 31 years of MMPI and MMPI-
2 research. It included 25 studies of African 
American and Caucasian men and 12 studies of 
African American and Caucasian women. They 
found that African American men scored higher 
than Caucasian men on the L, F, and K validity 
scales, and clinical scales 1, 7, 8, and 9. Cauca-
sian men scored higher on clinical scales 2, 3, 4, 
5, and 0. African American women scored higher 
than Caucasian women on the L and F validity 
scales and clinical scales 1, 2, 4, 5, 6, 7, and 8. 
They scored lower than Caucasian women on 
scales K, 2, 3, and 9. The authors determined that 
the effect sizes associated with all of these differ-
ences were small and not clinically meaningful. 
None of the mean scale differences were greater 
than 5 T-score points.

MMPI Studies with the Normative 
Sample

The MMPI-2 normative sample was reexamined 
for bias against those of lower-socioeconomic 
status. Long et al. (1994) found that differences 
in MMPI-2 scores associated with income and 
education were small (less than 5 T-score points) 
and therefore not clinically meaningful. There 
were differences between scores on some of the 
validity scales that were equal to or greater than 

five points. Those is the low-socioeconomic sta-
tus levels tended to score higher on the F scale 
and lower on the K scale than those in the higher-
socioeconomic status levels. Despite these dif-
ferences, conclusions regarding test validity did 
not differ. An examination of extra-test charac-
teristics revealed that the MMPI-2 tended to un-
derpredict symptoms for lower-socioeconomic 
status participants and overpredict symptoms for 
higher-socioeconomic status levels. This directly 
contrasts the concern that the MMPI-2 would 
overpathologize lower-socioeconomic status in-
dividuals and therefore African Americans.

A subset of the MMPI-2 standardization sam-
ple and a clinical inpatient group were examined 
to determine the relationship between various de-
mographic factors and MMPI-2 scores (Schinka 
et al. 1998). The authors found that demographic 
variables contributed little incremental variance 
beyond that explained by the presence of psy-
chopathology for both the validity and clinical 
scales. Of all the demographic variables they ex-
amined, gender explained the most variance over 
other variables, including ethnic identification.

Timbrook and Graham (1994) also reexam-
ined a subset of the MMPI-2 normative sample 
to look for evidence of bias based on race. They 
found that African American men scored sig-
nificantly higher than Caucasian men on scale 8, 
even after the sample was matched for age, years 
of education, and total family income. When 
women were compared, the means for scales 
4, 5, and 9 were significantly higher for Afri-
can Americans than they were for Caucasians. 
However, the mean difference of all scores was 
less than 5 T-score points, suggesting that these 
differences were not clinically meaningful. The 
authors also investigated the validity of MMPI-
2 scores. They calculated how much MMPI-2 
scores predicted conceptually related extra-test 
information provided by participants’ partners 
for five of the clinical scales. Although not statis-
tically significant, the data demonstrated that the 
MMPI-2 tended to underpredict symptoms and 
problems of African Americans in the normative 
sample, the opposite of what was expected. The 
only statistically significant difference in predic-
tive accuracy was scale 7, which tended to under-
predict ratings of anxiety for African American 
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women. Based on these findings, the authors 
concluded that the MMPI-2 did not appear to be 
biased against African Americans.

MMPI Studies with Psychiatric 
Outpatient Samples

The validity of the MMPI-2 was examined in 
a sample of African American and Caucasian 
clients in a community mental health center 
(McNulty et al. 1997). Of the 684 participants 
in the sample, 123 were African American. Af-
rican American men scored significantly higher 
than Caucasian men on the L scale and the FRS 
(fears) content scale and African American 
women scored significantly higher on scale 9 
and the LSE (low self-esteem) content scale than 
Caucasian women. MMPI-2 scores were also 
compared with conceptually-related therapist 
ratings. No significant differences between ra-
cial groups were found in correlations between 
MMPI-2 scores and therapist ratings. The au-
thors concluded that although there were some 
mean scale score differences between the racial 
groups, the MMPI-2 was not biased against Af-
rican Americans in their outpatient mental health 
setting because of the similar relationships be-
tween extra-test variables and MMPI-2 scores 
for the two racial groups. Similar findings have 
been demonstrated in the only study examining 
the use of the Restructured Clinical Scales with 
African Americans (Castro et al. 2008).

The difference between the MMPI-2 scores 
of 88 African American and 118 Caucasian male 
combat veterans at a posttraumatic stress disor-
der (PTSD) outpatient treatment program were 
examined and it was demonstrated that African 
Americans scored higher than Caucasians on the 
F-K Index and scales 6 and 8 (Frueh et al. 1996). 
The two groups did not differ on separate mea-
sures of depression and PTSD symptoms, but 
African Americans scored higher on a measure 
of dissociation. The F-K index is a validity indi-
cator that detects faking bad profiles, though it 
is not as effective as the F scale (Graham 2006). 
Other measures of paranoia and psychotic symp-
toms were not used so it could not be determined 
if African Americans actually had more severe 

psychopathology than Caucasians. The authors 
hypothesize that the African American veterans 
in this sample may have exaggerated their symp-
toms in order to get help from a predominantly 
Caucasian hospital staff. A follow-up study con-
ducted by Frueh et al. (1997) evidenced no differ-
ences between African American and Caucasian 
combat veterans with a diagnosis of PTSD on 
any of the MMPI-2 scales. The two groups also 
did not differ on any of the additional measures 
of psychopathology.

Dean et al. (2008) examined scores on the Fak-
ing Bad Scale (FBS) in a sample of 190 psychi-
atric outpatients (23 % African American). They 
were concerned that non-White ethnic groups 
could elevate the FBS due to a tendency to report 
more somatic symptoms. However, there were 
no significant racial or ethnic differences on FBS 
performance in their outpatient sample.

MMPI Studies with Psychiatric 
Inpatients

Some researchers have concluded that the 
MMPI-2 is not biased against African Americans 
in psychiatric inpatient samples (Arbisi et al. 
2002; Stukenberg et al. 2000). Aribisi et al. 
(2002) examined the MMPI-2 scores of 229 
African American and 1558 Caucasian inpatients 
at a veteran’s affairs hospital and an urban medi-
cal center. They found that African Americans 
scored higher than Caucasians on one validity 
scale and several clinical, content, and supple-
mental scales, including Scales F, 4, 6, 8, 9, FRS, 
Depression (DEP), Health Concerns (HEA), 
Bizarre Mentation (BIZ), Anger (ANG), Cyni-
cism (CYN), Antisocial Practices (ASP), Family 
Problems (FAM), Negative Treatment Indicators 
(TRT), MacAndrew Alcoholism Scale—Revised 
(MAC–R), and Addiction Acknowledgement 
Scale (AAS). Caucasians scored higher on scale 
K. With the exception of scale K, all differences 
were greater than 5 T-score points and therefore 
clinically significant. However, these differences 
were generally consistent with extra-test char-
acteristics. The authors performed step-down 
hierarchical multiple regression analyses predict-
ing conceptually relevant clinical criteria to test 
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for potential test bias. Bias was found in several 
scales, including scales 2, 4, 8, 9, DEP, ASP, 
AAS, APS, and MAC–R; however, the effect 
sizes were at most small. Additionally, the bias 
was found in the opposite direction, with a slight 
underprediction of psychopathology in African 
Americans. The authors argue that the MMPI-2 
scales can still be interpreted the same way for 
both groups because (1) the MMPI-2 predictor 
scale still accounted for most of the variance in 
prediction for all of the criterion variables, (2) the 
mean differences between the racial groups on 
MMPI-2 scales were also apparent in the extra-
test variables, and (3) the effect size of race on 
prediction was consistently small.

More recently, a study with 1411 veteran psy-
chiatric inpatients (61 % African American) seek-
ing help for substance abuse problems showed 
evidence of a prediction bias such that the 
MMPI-2 tended to overpredict psychopathology 
in African Americans (Monnot et al. 2009). How-
ever, the effect sizes were small, accounting for 
3–5 % of the variance. The authors caution that 
the MMPI-2 may be a biased personality assess-
ment measure when working with certain popu-
lations (i.e., male veteran substance abusers).

Similar to previous studies, Munley et al. 
(2001) found that African American men scored 
higher than Caucasian men on the FRS, CYN, 
ASP, and BIZ scales in a veteran inpatient pop-
ulation. This sample consisted of 180 African 
American and 180 Caucasian matched pairs. 
The authors speculated that difference on the 
BIZ scale between the two races could be due 
to differences in cultural beliefs about visions, 
ghosts, and spirits. This finding was replicated in 
another study with veteran inpatients (Monnier 
et al. 2002). However, African Americans in the 
latter study were more likely than Caucasians to 
receive a psychotic disorder diagnosis based on a 
clinical interview.

MMPI Studies in Forensic Samples

In a sample of 137 Caucasian and 47 African 
American men undergoing court-ordered foren-
sic psychological evaluations, the mean scores on 

the MMPI-2 validity, clinical, and content, and 
substance abuse scales were remarkably simi-
lar for both African Americans and Caucasians 
(Ben-Porath et al. 1995). The only significant 
differences were found on the CYN and ASP 
content scales, with African Americans scores 
higher than Caucasians. Follow-up analyzes of 
individual items revealed that African Ameri-
cans tended to endorse more items that expressed 
skepticism of the good motives of others. They 
also endorsed more items suggestive of antisocial 
attitudes, such as disregard for the law. The two 
groups did not differ in their report of specific 
antisocial behaviors. Extra-test data were not 
available to examine whether or not the African 
American men in this sample actually have more 
cynical and antisocial attitudes than Caucasians. 
The groups were not matched for demographic 
characteristics, but the socioeconomic statuses of 
the groups were not statistically different. These 
results could be attributed to the effects of rac-
ism, resulting in more distrust of others.

A study with 217 male pretrial defendants 
(46 % African American) also demonstrated 
higher scores for African Americans on the CYN 
content scale compared to Caucasians (Shea 
et al. 1996). African American participants in 
this study also scored higher than Caucasians on 
Scale 9. In addition, African Americans scored 
lower than Caucasians on clinical scales 1, 2, 3, 
and 0, and content scales ANX, DEP, HEA, LSE, 
and social discomfort (SOD).

A forensic study with 51,486 inmates (55 % 
African American) found that American Ameri-
cans had a significantly greater number of invalid 
profiles compared to Caucasians (McNulty et al. 
2003). In particular, African Americans were more 
likely respond to items indiscriminately, by either 
responding randomly or generally responding true 
or false, which resulted in higher CNS and VRIN 
scores than Caucasians. This type of response 
style is associated with lower reading skills, atten-
tion problems, or uncooperativeness. There were 
no differences between the two racial groups relat-
ed to education level in this study, so the authors 
speculate that the discrepancy in response style 
between African Americans and Caucasians was 
associated with a difference in motivation.
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African Americans in a maximum security 
forensic inpatient hospital scored significantly 
higher than Caucasian forensic inpatients on the 
Overcontrolled-Hostility (O-H) scale (Hutton 
et al. 1992). The sample consisted of 136 Afri-
can Americans and 276 Caucasians. The authors 
warned that use of the O-H scale with African 
Americans could lead to a bias of labeling them 
as aggressive or violent. However, the O-H scale 
failed to correlate with behavioral indicators of 
overcontrolled-hostility for both racial groups, 
suggesting that it has questionable validity.

MMPI-2 Substance Abuse Studies

There is evidence that the MacAndrews alco-
holism (MAC) scale should not be used with 
African Americans because it fails to distin-
guish African American alcoholics from African 
American nonalcoholics (Walters et al. 1984, 
1983). Studies on the MAC scale have found 
that nonalcoholic African American men tend 
to score relatively high MAC scores, making 
it difficult to distinguish them from alcoholics 
(Walters et al. 1984, 1983). However, studies on 
the MAC scale have used military populations, 
so it is unclear if the results generalize to other 
populations. The MAC also has not been well 
studied in female populations (Graham 2006). 
In a sample of outpatients, the MAC had little 
practical use for classifying Caucasian, Afri-
can American, male, female substance abusers 
(Gripshover and Dacey 1994). The revised ver-
sion of the MAC scale, the MAC-R, only varies 
by four questions and has not been well tested 
with African American populations. However, 
one study with adolescent inpatients dem-
onstrated that accuracy of classification was 
similar for African Americans and Caucasians 
(Micucci 2002). Given the available research, 
extreme caution should be used when interpret-
ing high scores on the MAC-R with African 
American clients and efforts should be made to 
obtain corroborating information.

MMPI-2 and Acculturation

Utilizing unpublished MMPI data, it was demon-
strated that the acculturation status of 50 African 
American male college students predicted MMPI 
scale scores (Whatley et al. 2003). Acculturation 
was measured using the Racial Identity Attitude 
Scale—Black, Short Form (RIAS–B). Immer-
sion–Emersion scale scores of the RIAS–B pre-
dicted scores on scales 4 and 9. A 4–9 code type 
is frequently associated with antisocial personality 
attributes. This suggests that some of the variance 
in this code type could be associated with a norma-
tive racial identity pattern in which the individual 
adopts a more Afrocentric orientation. The RIAS-
B internalization scale predicted MMPI scores on 
scale 6. This suggests that internalizing African 
American culture and values, while maintaining 
openness and flexibility, could be associated with 
less distrust of others. Studies of this nature have 
not been conducted with the MMPI-2, but this 
study demonstrates the need for more research that 
investigates the relationship between the MMPI-
2 and normal psychological processes associated 
with African American identity.

Minnesota Multiphasic Personality 
Inventory-Adolescent (MMPI-A)

There is a dearth of cultural research on the 
MMPI-A, the adolescent version of the MMPI-
2. One study found that the MMPI-A was about 
equally effective at diagnosing substance abuse 
in 39 African American, 35 Caucasian, 3 His-
panic, and 2 mixed race psychiatric inpatient 
adolescents (Micucci 2002). In a forensic sample 
of 54 adolescent first-time offenders, African 
Americans scored higher on the repression scale 
than Mexican Americans (Gómez et al. 2000). 
African Americans also had a greater percent-
age (50 %) of within-normal-limits profiles than 
Mexican American (25 %). At this point, there is 
not enough research available on the MMPI-A 
to make recommendations regarding its use with 
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African Americans. It should be used with cau-
tion in this population and should not be the only 
measure utilized for diagnostic purposes.

Summary

The MMPI-2 is a widely used self-report mea-
sure of personality that is well researched in many 
different populations, including psychiatric inpa-
tients and outpatients, veterans, forensic popula-
tions, substance users, and nonclinical samples. 
There is evidence that African Americans score 
higher that Caucasians on most scales, particularly 
scales 6, 8, 9, FRS, CYN, ASP, and BIZ. How-
ever, these differences were typically small and 
nonsignificant after controlling for demographics 
and diagnoses. Educational differences may be as-
sociated with African Americans receiving higher 
scores on some of the validity scales. Several stud-
ies showed that MAC-R may not be a valid mea-
sure of substance abuse for African Americans; 
therefore, it is not recommended for use with this 
population. Researchers generally concluded that 
the MMPI-2 is a valid measure of personality for 
African Americans, but there is evidence that it 
may underpredict pathology in African Americans. 
There is an adolescent version of the MMPI-2, the 
MMPI-A, which has not been well researched 
with African American samples. Based on the 
available research, the MMPI-2 appears to be a 
valid measure of personality for assessing African 
Americans, but practitioners should be aware that 
scores may be an under prediction of true levels of 
psychopathology. The use of additional measures 
and sources of information are recommended to 
corroborate findings on the MMPI-2.

MCMI-III

The MCMI-III (Millon et al. 2006, 2009; Millon 
1994) was developed for use with clinical popu-
lations and should not be used with individuals 
who do not have mental health problems. It was 
developed based on a complex theory of person-
ality development and has been updated over 
the years to reflect advancements in personality 

theories, psychopathology research, and clinical 
data (Millon et al. 2009). The result is a mea-
sure consisting of 175 items that make up 11 
scales that assess clinical personality patterns 
(Schizoid, Avoidant, Depressive, Dependent, 
Histrionic, Narcissistic, Antisocial, Aggres-
sive, Compulsive, Negativistic, Masochistic), 3 
scales that assess severe personality pathology 
(schizotypal, borderline, paranoid), 7 scales that 
assess clinical syndromes (Anxiety Disorder, 
Somatoform Disorder, Bipolar: Manic Disor-
der, Dysthymic Disorder, Alcohol Dependence, 
Drug Dependence, Posttraumatic Stress Disor-
der), 3 scales that assess severe clinical syn-
dromes (Thought Disorder, Major Depression, 
Delusional Disorder), and 5 modifying indices 
that assess validity (Disclosure, Desirability, 
Debasement, Invalidity, Inconsistency). Unique 
to the MCMI is a sophisticated method of ac-
counting for individual scale elevations that ac-
counts for the interrelationships among the 
scales. This is accomplished via the Grossman 
Facet Scales that clarify elevations by identify-
ing personality processes and domains that con-
tribute to scale elevations, and a base rate (BR), 
rather than a T score, which is derived for each 
scale based on the prevalence of characteristics 
and patterns in the psychiatric population for a 
given personality disorder or syndrome. Scores 
range from 0 to 115 (Millon et al. 2009). For the 
personality disorder scales, a BR of 75 indicates 
the presence of a trait and a score of 85 indicates 
the presence of a disorder. A score of 75 on the 
clinical syndrome scales indicates the presence 
of a syndrome and a score of 85 indicates that 
a syndrome is prominent. Several changes were 
made to the MCMI with the publication of the 
MCMI-III, including the addition of two scales, 
changing 95 of the 175 items, and changing the 
items responses from a 3-point scale to a 2-point 
scale (Millon 1994). Despite these changes, it 
has been demonstrated that the MCMI-III has 
a similar factor structure to the MCMI and the 
MCMI-II, even with African American samples 
(Craig and Bivens 1998).

Research on the MCMI and its utility and 
validity with non-Caucasian groups has been 
conspicuously absent since the 1990s, with only 
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one study conducted since the publication of the 
MCMI-III. African Americans were included in 
the normative sample of the MCMI-III, but they 
were underrepresented in both the scale develop-
ment (8.7 %, N = 52) and cross validation (8.3 %, 
N = 33) samples (Millon et al. 2006). The MCMI-
III was recently renormed with a sample of 83 
African Americans (11.1 %) which is still not 
representative of the national population (Millon 
et al. 2009).

MCMI Studies with Black Norms

Separate norms for African Americans and other 
non-Caucasian samples were developed for the 
original MCMI, but they were based on small 
samples (Millon 1984). When the MCMI-II was 
published in 1987 it only contained norms based 
on sex, even though there had been no relevant 
published research that might have led to this 
modification (Davis et al. 1990).

The separate Black and Caucasian norms 
were later evaluated to determine their ability 
to distinguish male patients with a diagnosis of 
schizophrenia from those without a diagnosis 
of schizophrenia at a veteran’s hospital (Davis 
et al. 1990). It was determined that when the 
Black norms were used African Americans were 
identified as significantly more pathological that 
Caucasians, even after controlling for education. 
African Americans scored significantly higher on 
four out of the five scales examined, including 
the antisocial, avoidant, psychotic thinking, and 
Psychotic Delusions Scales.

Choca et al. (1990) had similar results using 
the Black norms with a sample of Caucasian and 
African American males who were psychiatric 
inpatients at a Veteran’s Affairs medical center. 
The participants were 235 African American and 
471 Caucasian males. The authors found that 
the MCMI was more likely to diagnose African 
Americans with all disorders, except for person-
ality disorders, and that African Americans had 
significantly different scores on 9 of 20 scales. 
African Americans scored significantly higher 
on the histrionic, narcissistic, antisocial, para-
phrenia, hypomania, alcohol abuse, drug abuse, 

and psychotic delusion scales. Caucasians scored 
significantly higher on the dysthymia scale. Pos-
sible bias was also found at the item level. When 
209 Caucasian and 209 African American par-
ticipants were matched according to psychiat-
ric diagnosis, it was demonstrated that the two 
racial groups responded differently to 45 of the 
175 items. However, a principal components fac-
tor analysis revealed that the factor structures 
for the two racial groups were identical. This led 
the authors to support the use of the MCMI with 
African Americans. They recommended that the 
Black norms be adjusted and hypothesized that 
the Black norms in the MCMI test manual (Mil-
lon 1984) did not adequately reflect the racial 
differences in the overall population. The authors 
also noted that due to few changes between the 
MCMI and the MCMI-II, the concerns regard-
ing racial bias are probably similar for both mea-
sures.

It was later determined that the Black norms 
were useful for distinguishing male psychiatric 
inpatients from a veteran’s hospital who self-
identified as angry or having psychotic symp-
tomatology (Greenblatt and Davis 1992). The 
participants were 778 Caucasian and 272 male 
psychiatric inpatients. The authors found that the 
MCMI was equally accurate in predicting angry 
and psychotic patients for both races utilizing the 
Black norms for African American participants, 
with both races exhibiting very similar scale el-
evations. The passive-aggressive scale best pre-
dicted anger and the avoidant scale best predicted 
psychosis for both races.

MCMI Studies with Combined Norms

Few studies have examined the use of the MCMI 
combined norms with African Americans, with 
only one study published since the 1990s. Studies 
on the older versions of the MCMI demonstrate 
that it may be biased against African Americans. 
It was found that the Drug Abuse scale was more 
likely to identify African American participants, 
narcissistic/antisocial subtypes, and those with 
more severe psychopathology, as drug abus-
ers (Calsyn et al. 1991). The authors cautioned 
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against the use of this scale. Similarly, Ham-
berger and Hastings (1992) showed that even 
after controlling for age, education, and employ-
ment status, African Americans scored higher 
than Caucasians on the Narcissistic, Aggressive, 
Paranoid, Drug, and Psychotic Delusion Scales, 
and warn that interpreting the MCMI scores of 
African Americans without considering the cul-
tural context could result in an over reporting of 
pathology for African Americans. They point out 
that experiences with prejudice and oppression 
and differential socialization could help explain 
differences between the personality test scores of 
African Americans and Caucasians. Additional 
research has showed that African Americans 
score higher than Caucasians on the Histrionic, 
Narcissistic, Paranoid, Drug Dependent, And De-
lusional Disorder scales of the MCMI-II (Munley 
et al. 1998). However, these differences became 
nonsignificant after a smaller subset of the racial 
groups were matched on Axis I discharge diagno-
sis and substance abuse comorbidity. The authors 
recommended that participants be matched for 
both Axis I and Axis II diagnoses in future re-
search. These studies demonstrate that the older 
versions of the MCMI, from which the current 
versions were developed, have had evidence of 
possibly overpathologizing African Americans.

In the only publication to examine the use 
of the MCMI-III with diverse groups, African 
American combat veterans did not have signifi-
cantly different MCMI-III personality profiles 
than Caucasian combat veterans (Ghafoori and 
Hierholzer 2010). However, these findings were 
based on a very small sample of African Ameri-
cans ( n = 12).

The Millon Adolescent Clinical 
Inventory (MACI)

The MACI (Millon 1993) is the adolescent ver-
sion of the MCMI-III and is intended for use with 
adolescents between the ages of 13 and 19. Un-
fortunately, it has not been well researched with 
diverse populations. One study examined the 
MACI profiles of 103 adolescent males (60.2 % 
African American) at a youth detention center 
(Stefurak et al. 2004). The authors found that 

there was no relationship between personality 
clusters determined by the MACI and participant 
race. The Millon Pre-Adolescent Clinical Inven-
tory and the Millon Adolescent Personality In-
ventory are also available, but neither has been 
evaluated with diverse populations.

Summary

The MCMI-III is a self-report personality mea-
sure developed for use with clinical populations. 
African Americans were not well represented in 
the development and standardization samples of 
this measure. Black norms were developed for 
the MCMI, but were not published for newer 
versions of the measure. In addition, its use with 
non-Caucasian samples has not been researched 
in recent years. Only one study has been pub-
lished since the 1990s and the publication of the 
MCMI-III, but this study included a very small 
number of African Americans in its sample. Re-
search with the MCMI and MCMI-II has dem-
onstrated that African Americans tend to score 
higher on several scales, particularly the Narcis-
sistic, Aggressive, Paranoia, Drug Abuse, And 
Psychotic Delusion scales. Despite these differ-
ences, the two racial groups appear to have the 
same factor structure. Concern has been raised 
about the validity of the Drug Abuse Scale in 
African American samples, and the use of this 
scale with African Americans is not recom-
mended. The adolescent version, the MACI, has 
not been well studied in nonCaucasian samples. 
Given these findings practitioners are cautioned 
against using the MCMI-III with African Ameri-
can populations until it can gain more support 
from future research.

PAI

The PAI (Morey 1991, 2007a) was developed to 
be a psychometrically sound and culturally un-
biased measure of personality. To accomplish 
this goal a bias review panel was assembled with 
professionals and citizens from varying back-
grounds, including Black male and female psy-
chologists and Black male and female citizens 
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(Morey 1991). Any potentially biased, offensive, 
or confusing items were removed or revised. The 
resulting measure consists of 344 items with 11 
clinical scales (Somatic Complaints, Anxiety, 
Anxiety-Related Disorders, Depression, Mania, 
Paranoia, Schizophrenia, Borderline Features, 
Antisocial Features, Alcohol Problems, and Drug 
Problems), 5 treatment consideration scales (Ag-
gression, Suicidal Ideation, Nonsupport, Stress, 
and Treatment Rejection), 2 interpersonal scales 
(Dominance and Warmth), and 4 validity scales 
(Infrequency, Inconsistency, Negative Impres-
sion Management, And Positive Impression 
Management). The PAI was developed for use 
adults over the age of 17. The PAI item booklet is 
written at a fourth-grade reading leveling, allow-
ing for its use with adults with a wide range of 
educational levels.

The normative sample contained individuals 
from both community and clinical settings. The 
community sample consisted of 1000 census-
matched individuals, selected on the basis of 
cross-stratification for the variables of gender, 
race, and age (Morey 1991). The U.S. Census 
projections for adults 18 years and older for 
the year 1995 were used, which resulted in 117 
(11.7 %) Black participants in the community 
sample. This is slightly below more recent esti-
mates of the US adult Black population, at about 
12.5 % (U.S. Census Bureau 2011b). The clinical 
sample contained 1265 patients, 12.6 % of which 
were Black or African American (Morey 1991).

In the normative sample, Black subjects 
tended to score higher than White participants 
on most scales, but these differences were quite 
small, in most cases equivalent or less than the 
standard error of measurement (Morey 1991). 
The Paranoia scale was the one notable excep-
tion. Black and other non-White participants 
in the normative sample scored approximately 
seven T score points higher than White partici-
pants. Morey (1991) attributed this finding to the 
prejudice experienced by non-White populations, 
which could lead to heightened vigilance and 
feelings of being treated unfairly. The Appendix 
of the PAI manual (Morey 1991, 2007a) contains 
separate norms based on the data from the cen-
sus-matched Black community sample. Morey 

(1991) noted that the separate Black norms can be 
useful for the purposes of making comparisons, 
but that the T scores derived from the full norma-
tive data are strongly recommended for clinical 
and research purposes because they are based on 
a larger and more representative sample.

PAI Studies

The reliability and validity of the PAI was ex-
amined with a sample of lower-socioeconomic, 
methadone maintenance patients (Alterman et al. 
1995). The sample was 49 % Hispanic, 46 % Af-
rican American, and 5 % Caucasian. In this study 
sample, 30 % of the PAI profiles were invalid (Al-
terman et al. 1995), which is markedly higher than 
the 12–15 % rate reported for the clinical standard-
ization sample (Morey 1991). This raises ques-
tions about the appropriateness of score cut-offs to 
determine invalid profiles in this population. The 
invalid profiles from this study were examined in 
a later study and it was found that those with in-
valid profiles on the PAI had similar patterns of 
response distortion on two structured interviews, 
the Addiction Severity Index and the Diagnostic 
Interview Schedule (Alterman et al. 1996). This 
suggests that invalid profiles were not obtained 
due to difficulty interpreting items on the PAI.

The psychometric properties of the PAI for this 
study sample were similar to those for the norma-
tive sample (Alterman et al. 1995). However, the 
internal consistency of one clinical scale (Drug 
Problems), two treatment consideration scales 
(Nonsupport and Treatment Rejection), and one 
interpersonal scale (Warmth) were questionable 
in this sample. The scale intercorrelations were 
similar to those demonstrated by the normative 
sample. Evidence of concurrent validity was ob-
tained with comparisons of the PAI data with data 
from the Diagnostic Interview Schedule and the 
Addictions Severity Index.

The PAI scores of the study sample were com-
pared with those from three other samples, the 
normative sample, the clinical standardization 
sample, and a sample of 158 substance depen-
dent patients whose scores were provided to the 
investigators by the PAI developer via a personal 
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communication (Alterman et al. 1995). The study 
sample had significantly higher scores than the 
normative sample on all clinical, treatment con-
sideration, and interpersonal scales except for the 
Treatment Rejection and Warmth scales, in which 
they scored significantly lower. When the study 
sample was compared to the clinical standardiza-
tion sample it was found that the study sample 
had significantly higher scores on the Mania, 
Paranoia, Antisocial Features, Drug Problems, 
Aggression, Dominance, and Warmth Scales, 
while the clinical standardization sample had sig-
nificantly higher scores on the Anxiety, Depres-
sion, Alcohol Problems, and Suicidal Ideation 
Scales. The study sample scored significantly 
higher than the substance dependent sample on 
the Dominance scale, and significantly lower 
than the substance dependent sample on the 
Alcohol Problems and Suicidal Ideation scales. 
The scores were otherwise similar to those of the 
substance dependent sample. The profiles of the 
study sample were compared to the profiles of 
each of the three other samples. There was essen-
tially no relationship with the clinical scale pro-
files of the normative sample (0.03), a moderate 
relationship with the clinical sample (0.45), and a 
strong relationship with the substance dependent 
sample (0.81). The coefficients for the treatment 
consideration scales were 0.28, 0.85, and 0.92 
when study sample was compared with the nor-
mative, clinical, and drug dependent samples, re-
spectively. This demonstrates that the PAI scores 
of this diverse sample were similar to those of 
other clinical and substance dependent samples.

The convergent and discriminant validity of 
the PAI Alcohol Problems and Drug Problems 
Scales were examined in a sample of 103 male 
veterans in a residential alcohol and drug treat-
ment facility (Parker et al. 1999). The sample was 
67 % African American and 33 % Caucasian. In-
ternal consistency was good for both the Alcohol 
Problems (0.92) and the Drug Problems Scales 
(0.78), though the alpha for the Drug Problems 
Scale was somewhat lower than what was re-
ported for the clinical standardization sample. 
Convergent validity was demonstrated by signifi-
cant correlations between the PAI Drug Problems 
Scale and the Addiction Severity Index Drug 

Composite score (0.39), and the PAI Alcohol 
Problems and the Addiction Severity Index Al-
cohol Composite score (0.49). Convergent valid-
ity was also evident in point biserial correlations 
between the PAI Drug Problems Scale and drug-
related discharge diagnoses (0.47) and between 
the PAI Alcohol Problems Scale and alcohol-re-
lated discharge diagnosis (0.47). An examination 
of the correlations between the Addiction Sever-
ity Index Composite Scales and the PAI clinical 
scales revealed evidence of discriminant valid-
ity of the Drug Problems and Alcohol Problems 
Scales. Therefore, this study demonstrated that 
the PAI Drug Problems and Alcohol Problems 
Scales had good psychometric properties in a 
predominantly African American clinical sample.

The PAI was more recently used in a study 
with male and female jail inmates (Youman et al. 
2010). This sample was 55 % African Ameri-
can and 45 % Caucasian. In this study, African 
American and Caucasian inmates were equally 
in need of mental health treatment, defined as 
an elevation on at least one clinical scale of the 
PAI. However, there was a difference in the types 
of mental illness symptoms reported by the two 
races. African Americans inmates tended to en-
dorse symptoms of persecution, grandiosity, and 
egocentricity. Caucasians were prone to affective 
problems, substance use, and impulsivity. The 
authors suggest that these test differences ap-
pear to be due to the effects of racism in African 
Americans and the development of protective 
factors, rather than evidence of test bias.

Personality Assessment Inventory-
Adolescent (PAI-A)

The PAI-A (Morey 2007b) is the adolescent ver-
sion of the PAI and is designed for use with ado-
lescents between the ages of 12 and 18 years. The 
community standardization sample was com-
prised of 707 adolescents and fully crossed for 
age, gender, and race/ethnicity based on the 2003 
US census. African Americans made up 15.4 % of 
the community sample. The clinical sample con-
sisted of 1160 adolescents, 19.8 % of which were 
African American. Norms are available for the 
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community and clinical samples. Separate norms 
are not available for African Americans. Just like 
the standardization sample of the PAI, non-White 
participants in the standardization sample of the 
PAI-A scored higher on the Paranoia Scale than 
White participants. Additional studies on the util-
ity, validity, and reliability of the PAI-A with di-
verse samples still need to be conducted.

Summary

The PAI was developed to be a psychometrically 
sound and unbiased measure of personality. The 
test items were evaluated for potential racial bias 
by a review panel before a final set of items was 
agreed upon. African Americans were well repre-
sented in both the community and clinical stan-
dardization samples. Studies show that African 
Americans and Caucasians generally obtain simi-
lar scores on this measure, but African Americans 
tend to get higher scores on the Paranoia Scale. 
In order to make relative comparisons, separate 
Black norms based on the scores of the Black 
community sample are available. However, T 
scores derived from the full normative sample 
are recommended. The adolescent version of this 
measure, the PAI-A, still needs to be studied with 
diverse groups. Overall, the research on the PAI 
supports its use with African American samples; 
however, clinicians should discuss high scores on 
the Paranoia scale with their clients to ensure that 
they reflect clinical symptoms and not factors as-
sociated with racism.

The NEO Personality Inventories

The Revised NEO Personality Inventory 
(NEO PI-R)

The NEO PI-R (Costa and McCrae 1992) was 
developed to be a concise measure of the five 
major domains of personality (neuroticism, 
extraversion, openness, agreeableness, and 
conscientiousness), and in contrast to the other 
measures covered in this chapter, is not de-
signed purely as a measure of pathology. The 

Five-Factor Model of personality is based on 
years of research and defines personality as en-
dogenous basic tendencies within a specific 
cultural context (McCrae 2001). Longitudinal 
studies have demonstrated that personality traits 
tend to be fairly stable across the lifespan despite 
the influence of major life events (McCrae et al. 
2000). The NEO PI-R is comprised of five scales 
for each of the five personality domains and six 
subscales for facets within each domain (Costa 
and McCrae 1992). Scores on the NEO PI-R are 
expressed in T scores, with most individuals scor-
ing near the average for a particular scale. The 
scores are interpreted on a dimension, as either 
very low ( T below 35), low ( T = 35 – 45), average 
( T = 45 – 55), high ( T = 55 – 65), and very high 
( T above 65). It contains 240 items answered on 
a 5-point scale.

The normative sample of the NEO PI-R was 
comprised of 500 men and 500 women from non-
clinical populations (Costa and McCrae 1992). 
The percentage of African individuals in the nor-
mative sample was equivalent to the US Census 
projections for 1995 (11.2 % African American 
males and 12.0 % African American females). 
Separate norms for African Americans are not 
available.

NEO PI-R Studies

The NEO PI-R scores of men and women from 
26 different cultures were examined and com-
pared to the American normative sample in a 
large study with 23,031 adults (McCrae 2001). 
The patterns of age- and gender-related differ-
ences on the NEO PI-R for the non-American 
samples were similar to those found in American 
samples. Subsamples within the same culture 
exhibited similar levels of personality traits. An 
intercultural factor analysis revealed a close ap-
proximation to the Five-Factor Model. Further-
more, the factor scores were meaningfully related 
to other conceptually relevant variables, indica-
tive of convergent validity across cultures.

The NEO PI-R was administered to 141 
African American and 92 Caucasian volunteer 
men and women and it was determined that the 
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participant’s education, household income, and fa-
ther’s and mother’s education each had significant 
main effects on personality (Jonassaint et al. 2011). 
A pattern emerged such that high participant’s so-
cioeconomic status (SES)/high mother’s education 
was associated with high extraversion and open-
ness and low participant’s SES/low father’s edu-
cation was associated with high neuroticism and 
low conscientiousness. These findings were con-
sistent for both African American and Caucasian 
participants, suggesting that there are no racial dif-
ferences in the impact of socioeconomic status on 
personality based on the NEO-PI-R.

The factor structure of the NEO PI-R was 
examined in a sample of 408 South African col-
lege students, 92 of which were Black (Heu-
chert et al. 2000). The authors found that the 
structure of the Five-Factor Model of the entire 
sample, and those of the Caucasian and Black 
subgroups, were consistent with that obtained 
with the American normative sample. However, 
there were some differences in personality scores 
between the racial groups. Caucasians scored 
significantly higher than Blacks on openness, 
extraversion, and agreeableness. The authors 
hypothesize that these differences are likely due 
to social, economic, and cultural differences be-
tween the racial groups.

The NEO Personality Inventory-3  
(NEO PI-3)

The NEO PI-R was designed for use with adults 
and younger populations have demonstrated 
difficulty understanding some of the test items 
(Costa and McCrae 1992; McCrae et al. 2005a). 
Indeed, some adults have had difficulty under-
standing some of the wording, such as “fastidious 
and lackadaisical.” To address this problem, the 
test developers created a revised version of the 
NEO PI-R, the NEO PI-3 (McCrae et al. 2005a). 
The NEO PI-3 has a fifth-grade reading level. 
In this newer version, 37 items that were deter-
mined to be difficult to understand by study par-
ticipants were reworded to be more readable. The 
NEO PI-3 appears to have the same factor struc-
ture as the NEO PI-R and slightly better internal 
consistency. It has been shown to be a valid and 

AQ2

reliability measure of personality in children as 
young as 12 years old (Costa et al. 2008). Sepa-
rate norms are available for adolescents (12–20 
years) and adults (21 years or older); however, 
the authors recommend using the combined-aged 
norms unless comparisons relative to peers are 
desired (McCrae et al. 2005b).

The NEO PI-3 was evaluated using data from 
observer ratings of adolescents from 24 differ-
ent cultures from African, Asian, European, and 
North American and South American (De Fruyt 
et al. 2009). The investigators found that the 
NEO PI-3 maintained the structure of the Five-
Factor Model and was psychometrically equiva-
lent or slightly better than the NEO PI-R. More 
studies on the reliability and validity of the NEO 
PI-3 are still needed.

Summary

The NEO inventories are measures of normal 
personality domains and facets, rather than psy-
chopathology. It is predominantly used with 
nonclinical populations. Cross-cultural studies 
across the globe have demonstrated that individ-
uals from vastly different cultures obtain similar 
score patterns and factor structures. There have 
been no studies that specifically evaluated the va-
lidity of this measure with African Americans or 
compared the scores of African Americans with 
Caucasian Americans. The NEO PI-3 is recom-
mended for adults with lower reading levels, 
adolescents, and children as young as 12 years of 
age. The evidence suggests that the NEO inven-
tories are a valid measure of normal personality 
traits across cultures and. Clinicians should be 
aware that the results of the NEO represent an 
individual’s endogenous traits within a cultural 
context, so racial factors will influence how the 
individual responds.

Summary and Recommendations

A lack of clinically meaningful differences be-
tween groups suggests that the personality mea-
sure is useful for assessing psychopathological 
constructs that exist across cultures. Most of 



574 Assessing Personality Using Self-Report Measures with African American Clients

the empirical studies on self-report personal-
ity instruments have been conducted with clini-
cal samples, but when nonclinical samples were 
utilized it was more likely that significant dif-
ferences were found between racial and ethnic 
groups, suggesting that cultural or adjustment-
related factors may influence personality profiles 
(Kwan and Maestas 2008). More research in this 
area is needed before conclusions can be made. 
Research to identify expected group differences 
could help make personality assessments more 
useful and help control any potential test bias.

One of the first steps in choosing a self-report 
personality measure is assuring that the test is 
appropriate for the individual being tested (e.g., 
clinical vs. nonclinical, reading level). The ideal 
measure will have a normative sample that is 
well-represented with individuals who are demo-
graphically similar to the client in need of test-
ing. The available research generally supports the 
use of the MMPI-2, MCMI-III, PAI, and NEO 
inventories with African American populations. 
However, several group differences have been 
demonstrated between African Americans and 
Caucasians when using these measures. The fol-
lowing are recommendations based on the avail-
able research:

The MMPI-2 has good psychometric support 
with African American populations, with most 
differences between groups no longer significant 
after considering the effects of sociodemographic 
variables. However, clinicians should examine 
profiles carefully and use other sources of infor-
mation to corroborate findings because there is 
evidence that the MMPI-2 may underpredict psy-
chopathology in African Americans. Some scales 
are better supported for use with African Ameri-
cans than others. For example, the research does 
not support the use of the MAC-R with African 
Americans.

Research examining the use of the MCMI-III 
with diverse populations is conspicuously absent. 
The extant research does not strongly support its 
use with African Americans. Therefore, it is rec-
ommended that clinicians utilize one of the other 
personality measures until more research with 
African Americans is completed.

The PAI was clearly designed to address cul-
tural bias from its inception and demonstrates 
few differences between African American and 
Caucasian profiles. Therefore, the PAI appears 
to be one of the best measures of personality for 
African American populations.

The NEO inventories are well studied with 
many cultures around the world and appear to be 
valid measures of non-pathological personality 
traits across different cultures. These measures 
were developed based on a theory that anticipants 
the influence of contextual factors on personality; 
therefore, scores will reflect cultural influences.

Test Interpretation

Some personality profile differences between 
African Americans and Caucasians may be due 
to personality distinctions associated with differ-
ential experiences between groups, such as rac-
ism, oppression, and racial socialization. These 
experiences could cause an individual to have a 
particular personality profile, such as high lev-
els of paranoia or cynicism. The relationship 
between cultural variables and personality as-
sessment test scores is still not well understood, 
which could result in inaccurate test interpreta-
tion. The more similar a client is to participants 
in the normative sample, the easier it will be to 
interpret scores. This will allow for scores to be 
interpreted in a similar way as the same score 
obtained by the normative sample. Scale eleva-
tions on the personality assessments of African 
Americans should be interpreted cautiously and 
with cultural awareness. Based on evidence that 
acculturation may influence how African Ameri-
cans respond to items on personality assessments, 
acculturation measures and an examination of re-
sponses on individual items could help clinicians 
interpret personality profiles more accurately. 
An examination of individual items that lead to 
scale elevation could help clinicians understand 
if a scale elevation is due to actual personality 
characteristics and symptomatology or cultural 
factors that do not warrant clinical attention. 
In all cases, attempts should be made to gather 
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corroborating information through additional 
tests and collateral sources. If additional, well-
validated sources contradict scores on a measure 
of personality, it is possible that a different mea-
sure should be considered.

An examination of the extant research on per-
sonality assessment reveals that there has been a 
lack of attention to assessment of diverse groups, 
making it difficult to make empirically informed 
recommendations regarding the use of personali-
ty assessments with African Americans. A review 
of 60 years of personality assessment research 
demonstrated that only 6 % of participants were 
identified as ethnic or racial minorities (Holaday 
and Boucher 1999). There continues to be a lack 
of attention to racial and cultural issues relevant 
to assessing personality with self-report mea-
sures. Future research will hopefully help psy-
chologists make more accurate decisions when 
assessing personality in African American popu-
lations (Table 4.1).
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Background and History

Intelligence assessment has a rich history in the 
psychologists’ role of professional duties that can 
be traced back to World War I. IQ scores have 
been shown to be a reasonably good predictor of 
grades at school, performance at work, and many 
other aspects of success in life (Gottfredson 2004; 
Herrnstein and Murray 1994). However, history 
has also demonstrated that when IQ group score 
differences are either ignored or poorly under-
stood, there is danger for misinterpretation. Ra-
cial differences emerged as an explanation for 
intellectual performance differences between 
groups around the late nineteenth and early twen-
tieth centuries, which in turn sparked large-scale 
debates regarding genes, race, and intelligence.

The manual of the Stanford–Binet Intelli-
gence Test provides an illustrative example of 
how IQ scores can be misrepresented to sub-
stantiate racism. In this manual Lewis Terman, 
the psychologist and developer of the Stanford–
Binet, noted performance discrepancies between 
white and non white American racial groups and 
stated that the “enormously significant racial 

differences in general intelligence could not be 
remedied by education” (Terman 1916). In 1930, 
William Shockley made a controversial argument 
regarding genetics and reproduction among those 
who were deemed to be of low intellect. Shock-
ley argued that a dysgenic effect (i.e., promoting 
reproduction among those with less-intellect at 
the expense of those with high intellect) would 
ultimately lead to a drop in overall average in-
telligence that would negatively impact civiliza-
tion. Although Shockley was concerned about 
dysgenic effects among both blacks and whites, 
he viewed this being more problematic among 
blacks.

Further controversy surrounding race and 
measured intelligence followed the 1994 publica-
tion of The Bell Curve by Richard Herrnstein and 
Charles Murray (Hernstein and Murray 1994). 
This work attempted to explain variations in in-
telligence in American society using statistical 
analyses, raise warnings regarding the conse-
quences of this intelligence gap, and propose a 
national social policy with the goal of mitigat-
ing the worst of the consequences attributed to 
this intelligence gap. Many of the assertions and 
conclusions made by the authors were indeed 
controversial, including the notion that intelli-
gence was the cause for antisocial behavior, and 
that genetics were responsible for the observed 
performance differences between African Ameri-
cans when compared to Whites and Asians.

Conclusions such as those made in The Bell 
Curve have long since been debunked. For ex-
ample, a review article published by the Journal 
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of the American Psychologist (Nisbett et al. 
2012) provides evidence to support that IQ heri-
tability differs as a function of social class and 
that there is virtually no evidence to support ge-
netic polymorphisms associated with intelligence 
among individuals who score within the normal 
IQ range. Importantly, the review draws attention 
to the reduction in the IQ gap between African 
Americans and Whites and how environmental 
factors (such as stress) influence cognitive func-
tioning. In this chapter, we further discuss envi-
ronmental and psychosocial contributors to test 
performance that are particularly relevant to Af-
rican Americans.

In practice, the onus is placed on the psy-
chologist to understand the utility and limitations 
of IQ assessment with regard to how environ-
mental, psychological, and sociological factors 
can influence scores. One of the critiques of IQ 
assessment is that it arises from a predominantly 
European–Western conceptualization of intel-
lectual ability and does not consider emic per-
spectives of intelligence that are meaningful to 
specific cultural groups (Thomsen et al. 2008). 
IQ scores are influenced by social background, 
class, and academic achievement and are fur-
ther impacted by test bias (Reynolds 2000) that 
often favor Westernized culture. Suboptimal 
performance can be influenced by a number of 
sources including psychometric limitations of 
test measures, issues pertaining to the assessment 
context, performance anxiety and test effort and 
motivation, and differential access to resources 
(e.g., quality education, test familiarity). All of 
these are threats to the overall construct of “intel-
ligence.”

Sources of Bias and Construct Validity 
Threats

We would be remiss not to provide a brief over-
view of the various sources of test bias and threats 
to construct validity that can occur in the context 
of testing. While these principles are more gener-
al to the assessment of individuals from minority 
and disadvantaged groups, they are particularly 
relevant to the African American client.

Measurement Bias

When certain test characteristics are not related 
to the construct being measured or the manner in 
which the test is used, in the probability of differ-
ent meanings for scores earned by members of 
different identifiable subgroups is almost inevita-
ble. Differential item functioning (DIF) is said to 
occur when test takers differ in their probabilities 
of answering a test item correctly as a function 
of group membership. DIF can be evaluated in 
a variety of ways. Groups must be matched on 
the measured characteristic, otherwise DIF may 
fail to be detected. Differential test functioning 
(DTF) refers to differences in the functioning 
of tests (or sets of items) for different specially 
defined groups. When DTF occurs, individuals 
from different groups who have the same stand-
ing on the characteristic assessed by the test do 
not have the same expected test score. The term 
predictive bias may be used when evidence is 
found that differences exist in the patterns of as-
sociations between test scores and other variables 
for different groups, bringing with it concerns 
about bias in the inferences drawn from the use 
of test scores.

Uniform DIF is present when one group is 
more likely to provide a correct response than 
another group across all levels of ability. A clear 
example of uniform DIF would the probability of 
an English speaker correctly defining a vocabu-
lary word compared to a non-English speaker; in 
other words, regardless of intellectual ability, the 
non-English speaker is unable to accurately de-
fine an English word. Nonuniform DIF is present 
when the probability of a correct response varies 
across ability. For example, research on the Bos-
ton Naming Test has demonstrated that certain 
words (e.g., dominoes, tripod, palette) have non-
uniform DIF between older whites and African 
Americans (Pedraza et al. 2009). DIF and DTF 
can be investigated through modern psychomet-
ric techniques such as item response theory (IRT) 
and contingency tables. These methods are more 
effective in detecting biased items compared 
to classical ANOVA methods, though the latter 
remains the dominant methodological approach 
(Reynolds 2000).

N. S. Thaler et al.
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Another issue with tests is their psychometric 
equivalence across populations. The four-factor 
structure of the Wechsler Adult Intelligence 
Scales, third and fourth editions purports to rep-
resent four distinct IQ constructs. These con-
structs in turn are hypothesized to represent 
discrete strengths and weaknesses in cognition. 
However, the factor structure of tests depends 
on test performance and groups who do not per-
form in a similar fashion to the referent group 
may yield different factor structures (Allen et al. 
2012; Delis et al. 2003). This begs the question 
“What are we actually measuring?” While psy-
chometric equivalency studies have been pub-
lished for some cultural groups (García and Abad 
2003; Golay and Lecerf 2011), there remains a 
lack of such information in African American 
populations.

Access to Resources

With regard to intelligence testing, it is often as-
sumed that all intended test takers have had equal 
opportunity to access the knowledge, skills, and 
abilities that reflect the measured construct. Ac-
cessibility is actually a test bias issue because 
obstacles to accessibility can result in different 
interpretations of test scores for individuals from 
different groups. For some test takers, factors re-
lated to individual characteristics such as age, so-
cioeconomic status (SES), cultural background, 
disability, and/or English language proficiency 
may restrict accessibility and thus interfere with 
the measurement of the construct(s). Therefore, 
it is critical for the examiner to consider the ex-
tent to which individuals have had exposure to 
instruction or knowledge that affords them the 
opportunity to learn the content and skills tar-
geted by the test. For example, an individual 
who has had little prior exposure to school may 
not have had the opportunity to learn concepts 
assumed to be common knowledge. It is impor-
tant to note that exposure is not limited to the 
academic setting and can relate to cultural ref-
erences, which are acquired through deep and 
chronic immersion in specific cultural practices. 
To illustrate this, Robert Williams demonstrated 

that African Americans outperformed whites on 
an intelligence test that was designed with the 
language and culture of African Americans as the 
initial point of reference (i.e., Black Intelligence 
Test of Cultural Homogeneity, or BITCH—100). 
This essentially provided a context in which fa-
miliarity with the African American culture re-
sulted in better performance (Williams 1972). 
Failing to account for prior opportunity to learn 
the concepts tapped into by an IQ test can often 
lead to misdiagnosis, social stigma, inappropri-
ate placement, and/or inappropriate assignment 
of services.

Test Content and Response Bias

When the actual test content differentially favors 
individuals from some subgroups over others, 
it creates construct-irrelevant variance. For ex-
ample, a test that is intended to measure reading 
comprehension should not include words and 
expressions that are associated with particular 
occupations, disciplines, cultural backgrounds, 
SES, ethnic groups, or geographical locations. 
Appropriate test content should maximize the 
measurement of the latent construct and mini-
mize confounding of this measurement with 
prior knowledge and experience that are likely to 
advantage, or disadvantage, test takers from par-
ticular subgroups.

Test response bias is thought to occur when 
items are solved in ways that were not originally 
intended. To the extent that such responses are 
more typical of some subgroups than others, 
biased score interpretations may result. For ex-
ample, some cultural groups prefer to approach 
a task in a slow and cautious manner to ensure 
accuracy, which would compromise their score 
on timed tasks. There are specific cultural values 
that differ among whites and African Americans, 
which in turn often affect the cognitive approach-
es to assessment employed by psychologists. For 
instance, successful performance on several IQ 
measures relies heavily upon speed, and the Af-
rican American culture generally values a cogni-
tive style in which speed may be compromised in 
favor of accuracy (Byrd et al. 2004; Diehr et al. 
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1998).Similarly, different values associated with 
the nature and degree of verbal output can influ-
ence test taker responses. Some individuals may 
judge verbosity or rapid speech as rude, whereas 
others may regard those speech patterns as in-
dications of high mental ability or friendliness. 
Obviously these contextual performance factors 
in assessment reflect broader cultural practices 
that, although frequently observed in African 
Americans, clearly represent motivational and 
dispositional factors toward testing that are more 
widespread in nature across other historically 
underrepresented cultural, linguistic, and ethnic 
groups. This highlights the need to move beyond 
simple racial and/or ethnic membership toward 
actually identifying the relevant cultural prac-
tices that foster, organize, and maintain these dis-
positional factors toward specific dimensions of 
cognitive assessment practices.

Still others may use a dialect that is not typi-
cally used in the dominant culture. For example, 
a common misconception about English is that 
it is a fixed language that is essentially homo-
geneous within the USA (Hilliard 1997). Such a 
misconception can bias performance on vocabu-
lary tests, which often do not account for varia-
tions in English and penalize respondents who do 
not provide definitions in a “mainstream” man-
ner. Subcultures within the USA, including those 
within the African American community demon-
strate considerable variability in their use of the 
English language that are deeply contextual and 
rooted in specific cultural practices. This in turn 
may affect performance on IQ tests in which the 
content of a verbal response is judged and scored 
by the examiner from a more “mainstream” 
criterion base that is not inclusive of the culture-
specific dimensions of language use.

Quality vs. Quantity of Education

Research has linked performance on IQ tests to a 
number of factors including access to resources, 
health literacy, social privilege, normative expec-
tations of performance, all of which can result 
in performance discrepancies between African 
Americans and whites on IQ tests (Anglin and 

Kwate 2009). Turkheimer et al. (2003) conduct-
ed an analysis of SES by heritability interactions 
in the National Collaborative Perinatal Project. 
Structural equation modeling demonstrated large 
and statistically significant interactions between 
IQ and SES for Full Scale and Performance IQ 
(PIQ) but not for Verbal IQ (VIQ), although 
a trend for VIQ was in the same direction. For 
families at the lowest levels of SES, shared envi-
ronment accounted for almost all of the variation 
in IQ, with genes accounting for practically none.

Discrepancies in performance scores, how-
ever, are not fully accounted for by equating 
demographic variables such as years of educa-
tion or SES across groups (Manly et al. 2002). 
Matching groups on such metrics is an oversim-
plified attempt to control for group differences 
that neglects important psychosocial aspects. For 
example, while many studies match for years of 
education, other studies have reported that qual-
ity of education is a more important influence on 
IQ test performance (Manly et al. 2002, 2004). 
For example, discrepancies in quality of educa-
tion likely reflect the fact that older cohorts were 
subjugated to racial segregation that confined 
African Americans to poorer educational envi-
ronments. Despite the 1954 Brown v. Board of 
Education decision and several decades of de-
segregation efforts, younger African American 
generations are still more likely to be placed in 
school systems that have access to fewer educa-
tional resources and quality teachers than those 
in middle-class (and often white) neighborhoods. 
The Coleman report (Coleman 1966) was among 
the first of papers to demonstrate that quality 
of education can account for differences in out-
comes between African Americans and whites 
and these findings have since been extensively 
replicated (Hedges et al. 1994; Manly et al. 2002; 
Manly et al. 2004; O’Neill 1990). In essence, 
quality of education as a construct is often deeply 
steeped in socioeconomic disparities driven by 
very real sociological factors such as the degree 
of segregation in neighborhoods, and institu-
tionalized factors that drive social inequalities 
in school systems (e.g., funding sources being 
driven by property taxes within a zoned area). 
More directly stated, our assessment instruments 
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are likely diluted by capturing variability that 
is perhaps more related to social inequality and 
other biasing factors reflective of the social con-
text and are, therefore, not likely pure measures 
of the purported construct of interest that is trying 
to be measured.

Pediatric Assessment

As the research demonstrates, quality of edu-
cation has a profound impact on the IQ and 
neuropsychological performance of African 
American adults. Quality of education is equally 
(if not more) important than years of education 
to account for when assessing African American 
children. Children who are not part of the ma-
jority culture are more likely to be referred for 
psychoeducational or special needs evaluations 
and are subsequently more likely to be diag-
nosed with intellectual and learning disabilities 
(Marlowe 2000). African American children 
specifically have faced discrimination through 
IQ testing, which disproportionately placed chil-
dren in special education classes (Affeldt 2000). 
In California, this was addressed by the Larry 
P vs. Riles court case in 1979 that specifically 
prohibited using standardized IQ tests as the sole 
method of diagnosing African American children 
with mental retardation. Despite this case ruling, 
the debate remains on whether or not IQ batter-
ies are valid methods of assessing ability in Af-
rican American children. IQ batteries designed 
for children are subjected to the same sources of 
bias as adult measures (i.e., paucity of empirical 
research on the psychometric properties and psy-
chosocial issues) that may explain performance 
discrepancies observed in African American chil-
dren.

Children from impoverished backgrounds 
face the challenges associated with family pover-
ty, access to health care and proper nutrition, and 
poorer community support. These children are at 
greater risk for being exposed to family distress 
due to limited finances, unsafe living conditions, 
absent family members, and poorer parental 
education and occupational status. Unfortunate-
ly, African American children, particularly urban 

youth, continue to represent a disproportionate 
number of individuals from such backgrounds. 
These psychosocial factors can impact the neuro-
development of all children and as such, account 
for some of the IQ discrepancies observed be-
tween black and white children (Brazziel 2000). 
In addition, other sources of bias persist. As with 
adults, differences in familiarity with the domi-
nant language impact children’s performance 
on standardized tests. Parental involvement can 
also impact test performance; familial beliefs 
about illnesses and disability can impact a child’s 
motivation and effort towards testing (Marlowe 
2000). Another common criticism of IQ tests for 
children is a lack of norms for minority groups. 
African American children continue to be un-
derrepresented in standardization samples and 
research on sources of content, measurement, 
and test bias remain lacking.

Demographically Adjusted Norms

Researchers have developed statistical correc-
tions for score differences. Clinical Neuropsy-
chology, a discipline that relies heavily upon 
assessment, has made considerable efforts to 
develop demographically corrected racial norms 
for several neuropsychological and IQ measures 
(e.g., Heaton et al. 2003). These norms were de-
signed to equate scores among racial groups to 
minimize misclassifying individuals as cogni-
tively impaired. More recently, computerized 
scoring programs for the WAIS-III and IV (i.e., 
Advanced Clinical Solutions: ACS) provide an 
in-depth method of psychometrically adjusting 
scores based on demographic differences that 
include race.

Because of observed racial score differences, 
African Americans are more likely to be misclas-
sified as cognitively impaired when normative 
testing procedures are used (Manly et al. 1998). 
Therefore, demographic corrections provide 
a method of interpreting age-scaled test data 
that boosts specificity for diagnostic purposes  
(Heaton et al. 2001). While we acknowledge the 
clinical advantages of adjusted norms for diag-
nostic purposes, there are several limitations 
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inherent to adjusted norms that warrant attention. 
(Manly 2005; Reitan and Wolfson 2005).

Principally, separate racial norms may pro-
mote individual biases and misinformation as to 
the reasons for having such norms—clinicians 
unfamiliar with the specifics of cultural neuro-
psychology may take on a reductionist perspec-
tive on the use of norms to adjust for a group 
that simply “performs poorer.” Second, racial 
and ethnic categories are not tied to actual neu-
rological or neurocognitive differences but rath-
er serve as proxy for other variables of interest 
such as SES, quality and exposure to education 
in mainstream culture, and level of acculturation. 
In other words, a person’s racial or ethnic clas-
sification provides little to no information about 
educational background, language proficiency, 
SES, acculturation, racial/ethnic identity, or the 
actual cultural practices people engage in which 
bring meaning and organization to their everyday 
lives (Cagigas and Manly 2014). Therefore, such 
classifications at best are a “short-hand” method 
of allowing for group corrections.

From a psychometric perspective, many 
corrected norms are derived from multiple re-
gression that adjust age-scaled scores. While 
such methods are certainly acceptable ways to 
improve diagnostic specificity, in the end, the 
naïve consumer may believe that this ultimately 
solves the compounded problem of interpretabil-
ity. In fact normative comparisons only provide 
a sense of how typical a particular score is rela-
tive to a reference group, but tell us very little 
about the underlying construct being assessed. 
In other words, such adjustments try to anchor 
the parameters that would otherwise lead to mis-
classification, misdiagnosis, and skewed inter-
pretation, but do little to explain how a specific 
cognitive domain is expressed within the individ-
ual’s culture, which raises the deeper question of 
construct validity; what do the tests actually mea-
sure cross-culturally and is this the same across 
groups? (Cagigas and Manly 2014). Further, 
demographically corrected norms are perhaps 
most appropriate in settings where the primary 
goal is to identify neurocognitive impairment. 
The use of demographic adjustments in the con-
text of educational and vocational assessments 

may be more controversial, as the primary pur-
pose of these types of assessments is to qualify 
an individual’s ability to function in the school/
work environment. Finally, adjusted norms and 
cutoffs might lose sensitivity to the presence of 
actual clinical impairment, particularly when 
misused with a nonrepresentative sample to draw 
inferences regarding an individual’s level of 
functioning. For example, an African American 
male with advanced education who exhibits ac-
tual neurological impairment may be erroneously 
diagnosed as cognitive well preserved after using 
poorly-developed norms, as any actual weak-
nesses would be obscured by artificial inflation 
of test scores. However, recent evidence suggests 
that when properly developed, demographically 
corrected norms do not artificially inflate scores 
(Norman et al. 2011), but rather can improve di-
agnostic specificity when properly developed, 
applied, and interpreted.). As such, demographi-
cally-corrected norms can be a powerful and im-
portant tool in improving diagnostic specificity 
when in the hands of a properly trained clinician.

As mentioned previously, quality of education 
is thought to be a more precise method of estimat-
ing test performance above and beyond standard 
years of education. Considering that educational 
quality may be difficult to ascertain without a 
detailed knowledge of the patient’s schooling, 
a proxy that is commonly used is reading profi-
ciency. Reading proficiency tests require exam-
inees to sound out regular and irregular words 
and individuals who were exposed to a better 
quality of mainstream education are more likely 
to be familiar with and pronounce the irregular 
words. Manly et al. (2002) demonstrated that 
controlling for literacy reduced score differenc-
es between older African Americans and whites 
on most neuropsychological tests. Dotson et al. 
(2008) demonstrated that years of education did 
not add to neuropsychology test score variance 
beyond literacy levels, which led to the develop-
ment of literacy-based norms for lower SES Af-
rican Americans. Acculturation, a construct that 
is typically studied in immigrant populations, is 
also demonstrably affiliated with test differences 
between African Americans and whites (Manly 
et al. 2004). Assessing acculturation has its own 
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challenges. Broadly designed questionnaires may 
provide convenience but lack ecological validity 
for specific groups, while measures designed for 
specific groups do not generalize well and have a 
risk of being misused. For example, is an African 
American acculturation measure appropriate for 
use on a recent immigrant from the Ivory Coast? 
Within the USA itself there are different sub-
cultures, and measures tailored to very narrow 
groups (e.g., Louisiana Creole) may have limited 
research and general applicability.

Stereotype Threat

One well-documented risk factor for poorer test 
performance is stereotype threat, or the fear of 
being judged based on a negative stereotype of a 
person’s specific group. Research has consistent-
ly documented the effects of this phenomenon 
on test performance in African Americans and 
studies that control for stereotype threat report 
that score discrepancies between racial groups 
are drastically reduced or eliminated entirely. In 
the original work by Steele and Aronson (1995), 
African American and European American col-
lege students from Stanford University were 
randomly assigned to either an experimental “di-
agnostic” condition or a control condition. In the 
experimental/diagnostic condition, participants 
were told that they would be given a test that re-
flected intellectual capacity. The control group, 
however, was told that they would be participat-
ing in an “exercise.” African Americans in the ex-
perimental condition, in which the stereotype of 
underperformance was activated, performed dra-
matically worse compared to African Americans 
in the control group. No performance differences 
were observed across ethnicities in the control 
group. The stereotype threat effect has been rep-
licated with stereotypes related to age and gender 
(Hess et al. 2003; Spencer et al. 1999), and even 
golf performance (Stone et al. 1999). Although 
stereotype threat has been well documented 
in studies of IQ, math, and work performance 
(Steele and Aronson 1995; Ben-Zeev et al. 2005; 
Jamieson and Harkins 2007), the effect of stereo-
type threat on neuropsychological performance 

has received little attention until recently (Kit 
et al. 2014; Thames et al. 2013). In a nonclini-
cal sample of African American and European 
adults, participants were randomly assigned to a 
stereotype threat or nonthreat condition (identi-
cal to the experimental manipulations outlined 
in Steele and Aronson 1995). Within each study 
condition, participants were assigned to either a 
same race or different race examiner and com-
pleted a measure of perceived discrimination and 
underwent neuropsychological testing. African 
Americans in the stereotype threat condition per-
formed significantly worse on global neuropsy-
chological functioning than African Americans in 
the nonthreat condition. African Americans who 
reported high levels of perceived discrimination 
performed significantly worse on memory tests 
when tested by an examiner of a different race, 
than African Americans who were tested by an 
examiner of the same race (Thames et al. 2013).

Proactively preparing participants who may 
experience possible stereotype threat has been 
demonstrated to improve outcomes in African 
American youth (Cohen et al. 2006). A detailed 
review on the mechanisms underlying stereotype 
threat extends beyond the scope of this chapter 
though briefly, values attributed to the testing 
domain of interest are an important moderator 
of who is vulnerable to stereotype threat (Steele 
1997). In other words, individuals who have low 
domain identity towards testing and academic 
achievement may express this through poorer 
motivation and effort. Specific to African Ameri-
cans, there has been recent research suggesting 
that racial identity is a moderator of stereotype 
effects within this group. For example, Davis 
et al. (2006) and McFarland et al. (2003) both 
reported that African Americans with a secure 
sense of racial identity outperformed those with a 
weaker racial identity. Finally, individual percep-
tion of stereotype threat may play a role in mod-
erating test performance (Ployhart et al. 2003).

Related to the concept of stereotype threat, 
African Americans compared to European Amer-
icans and other racial/ethnic minorities demon-
strate higher levels of test-taking anxiety. For 
example, studies have shown that African Ameri-
can students score higher on measures of test 
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anxiety compared to their peers (Wren and Benson 
2004) and also exhibit more test-taking behaviors 
indicative of anxiety (e.g., more answer-chang-
ing during test-taking). Among African American 
middle school children, those identified as hav-
ing test anxiety had significantly poorer academ-
ic performance compared to their nonanxious 
African American peers, and also reported more 
negative self-evaluation of their cognitive and 
social functioning (Turner et al. 1993). A recent 
study by one of authors of this chapter found that 
African Americans report higher levels of test-
related anxiety about negative performance eval-
uation than European Americans, and this was  
associated with lower neurocognitive perfor-
mance (Thames et al. in press).

IQ Batteries

See Table 5.1 for a summary of measures.

Wechsler Adult Intelligence Scale—Revised and 
Third Editions The Wechsler Adult Intelligence 
Scale—revised and third editions (WAIS-R; 
WAIS-III; Wechsler 1997) were common assess-
ment batteries used to assess intellectual func-
tioning. While now supplanted by the Wechsler 
Adult Intelligence Scale—fourth edition (WAIS-
IV; Wechsler 2008), studies on these batteries 
remain relevant in considering the WAIS-IV.

Early studies of the WAIS-R revealed differ-
ences between African Americans and whites 
on several subtests, particularly on Vocabulary, 
Arithmetic, and Block Design subtests (Kaufman 
et al. 1988; Paolo et al. 1996). Low vocabulary 
and arithmetic scores can be ascribed to educa-
tional differences. The Block Design subtest is of 
interest as it has emerged as a culturally sensitive 
test that negatively affects individuals who 
are not acculturated to the mainstream culture  
(Harris et al. 2003). Other performance-based 
nonverbal measures such as Matrix Reasoning 
has similarly been demonstrated to have a cul-
tural load that is in part dependent on verbal abil-
ity (Dugbartey et al. 1999). Therefore, nonverbal 

performance-based subtests and indexes should 
not be considered culturally neutral scores.

Heaton et al. (2003) reported that compared 
to Hispanics and whites, African Americans had 
the lowest scores across all WAIS-III indexes 
and were three times more likely to be misclas-
sified as impaired without demographic adjust-
ments. Of interest, Shuttleworth-Edwards et al. 
(2004) compared the South African version of 
the WAIS-III to the USA standardization sample 
while stratifying for race and quality of educa-
tion. Their study demonstrated that South Afri-
cans with a better educational quality produced 
equivalent scores to the USA sample while those 
with lower quality underperformed by up to 25 
points. The work by Heaton and colleagues has 
improved the interpretation of WAIS-III perfor-
mance scores in neuropsychological practice by 
providing demographically-corrected norma-
tive data. As with any measure, clinicians must 
remain mindful of the client’s background when 
providing interpretations about performance.

Wechsler Adult Intelligence Scale—Fourth Edi-
tion The WAIS-IV (Wechsler 2008) is the most 
recent intelligence battery that produces a four-
factor index structure comprised of the VCI, 
Perceptual Reasoning Index (PRI), Working 
Memory Index (WMI), and Processing Speed 
Index (PSI). The standardization sample is com-
prised of 2200 individuals between 16 and 90 
years of age who were sampled and stratified 
to reflect the USA population in 2005. African 
Americans comprise 11.8 % (n = 260) of the 
sample. Race and education, along with sex and 
geographic region, were used as stratifying vari-
ables, and importantly, these variables were strat-
ified together to ensure that equal proportions 
of individuals are represented within each cat-
egory (i.e., African Americans with 13–15 years 
of education). The Advanced Clinical Solutions 
software allows clinicians to demographically 
adjust scores. However, quality of education 
remains unassessed and it is unknown the extent 
to which African Americans in the normative 
sample received equitable quality of education 
compared to other groups.
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Test name Structure of test Age range 
(years)

Standardization 
sample

Notes

Wechsler Adult 
Intelligence 
Scale—fourth 
edition

Four-Factor Scale 
assessing verbal com-
prehension, perceptual 
reasoning, working 
memory, and process-
ing speed as well as a 
full scale IQ

16–90 2200 adults 
(260 African 
Americans)

FSIQ discrepancy of 14.5 points 
between the African American and 
whites adults. This discrepancy is less 
pronounced in the younger cohorts 
(Holdnack et al. 2013). Advanced 
clinical solutions provides a method 
to control for several demographic 
variables

Wechsler Intel-
ligence Scale 
for Children—
fourth edition

Four-Factor Scale 
assessing verbal com-
prehension, perceptual 
reasoning, working 
memory, and process-
ing speed as well as a 
full scale IQ

6–16 2200 children 
(343 African 
Americans)

FSIQ discrepancy of 11.5 points 
between African American and Cau-
casian children. This discrepancy is 
less pronounced in younger children 
and also less evident with the WMI 
and PSI (Weiss et al. 2006)

Kaufman 
assessment 
battery for chil-
dren—second 
edition

Based on Correct 
(CHC) model and 
has factors of crystal-
lized intelligence, 
fluid reasoning, visual 
processing, short-term 
memory, and long-term 
retrieval

3–18 3025 children Some evidence of minimal score 
discrepancies between whites and 
African American children (Grados 
and Russo-Garcia 1999; Skuy et al. 
2000)

Naglieri Non-
verbal Ability 
Test

Test relies on progres-
sive matrices and 
produces a single IQ 
score

5–17 89,600 children One study by the test author reported 
minimal racial score differences 
(Naglieri et al. 2000). However, 
subsequent research has reported that 
this is not an accurate conclusion as 
minorities with higher SES were pref-
erentially selected (Lohman 2005)

Peabody Picture 
Vocabulary 
Test—fourth 
edition

Test relies on expres-
sive oral vocabulary 
ability and produces a 
single IQ score

2–90 3540 adults and 
children

Research reports that African Ameri-
can children underperform approxi-
mately 0.5–1.0 standard deviations 
below the mean on the third edition 
(Champion et al. 2003; Washington 
and Craig 1999)

Reynolds Intel-
lectual Assess-
ment Scales

Verbal intelligence and 
nonverbal intelligence 
indexes as well as a full 
scale IQ

3–94 2438 adults and 
children

Minimal research available

Wechsler 
Abbreviated 
Scale of Intelli-
gence—second 
edition

Verbal, performance, 
and full scale IQ scores

6–89 2300 adults and 
children

Short form of the WAIS-III that 
appears to underestimate IQ scores in 
minorities who are not acculturated 
to the USA though studies on African 
Americans are unavailable

Stanford–Binet 
Intelligence 
Scales—fifth 
edition

Based on CHC model 
and has factors of crys-
tallized intelligence, 
fluid reasoning, visual 
processing, short-term 
memory, and quantita-
tive knowledge

2–90 + 4800 adults and 
children

Research on the fourth edition 
reported that African Americans 
underperform approximately one 
standard deviation from whites 
(Vincent 1991). Studies on the fifth 
edition are needed

Table 5.1  Summary of IQ tests
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Discrepancies in performance unfortunate-
ly persist and are evident by a 14.5 WAIS-IV 
FSIQ discrepancy between African Americans 
and whites in the standardization sample (white 
mean = 103.2; African American mean = 88.7; 
Lichtenberger and Kaufman 2012). Psychomet-
ric examinations report that ethnicity variance 
accounts for 15 % of difference between Afri-
can Americans and whites 20–90 years of age, 
while other demographic variables including 
education, occupation, SES, region, and gen-
der account for a summed total of 35.1 % of the 
variance (Holdnack et al. 2013). Importantly, 
when these variables are controlled for, ethnic-
ity still accounted for 9.2 % of the group differ-
ence variance. This can be most likely attributed 
to psychosocial factors that have been discussed 
throughout this chapter. When stratified by age, 
mean score FSIQ differences between African 
Americans and whites decrease from 17.9 points 
in the 65–90 year old cohort to 9.3 points in the 
16–19 year old cohort, suggesting a trend for 
decreasing score differences in later generations 
(Holdnack et al. 2013; Weiss et al. 2010). This 
may be related to an overall improvement in the 
SES and quality of education of some younger 
African American cohorts. In line with this, race 
accounts for only 1.5 % of FSIQ score differ-
ences in younger adults aged 16–19 years after 
controlling for other demographic variables.

Structural changes to the WAIS-IV raise some 
concerns. While the test developers report that ef-
forts were made to reduce individual item bias 
(WAIS-IV Technical Manual), basic underly-
ing limitations to testing cross-culturally remain 
apparent. For example, timed tasks that require 
complex verbal instructions may primarily ben-
efit patients who familiar with Western testing 
standards, though research is required to sub-
stantiate this. The new Visual Puzzles and Figure 
Weights subtests may share similar limitations 
observed with the WAIS Block Design subtest 
in some African American populations. To our 
knowledge, research on the factor structure of 
the recently released WAIS-IV in predominantly 
African American populations has not yet been 
conducted. In addition, the WAIS-IV’s stringent 
discontinue criteria is less forgiving for individu-
als who make errors unrelated to actual ability. 

However, these issues have not been formally 
examined in the literature.

Wechsler Intelligence Scale for Children—Fourth 
Edition African American children’s FSIQ aver-
ages 91.7 points in the WISC-IV standardization 
sample while Hispanic children scored on aver-
age 93.1 points and whites children 103.2 points 
(Weiss et al. 2006). The greatest index discrepan-
cies were with the VCI and PRI, in which Afri-
can Americans scored approximately 10 points 
below whites. In contrast, discrepancies between 
scores for the WMI and PSI were approximately 
5 points. These smaller gaps may in part be attrib-
utable to the increasing scores of African Ameri-
cans of later generations (Weiss et al. 2010). This 
is supported even within the WISC-IV when chil-
dren are further stratified into 6–11 and 12–16 
age groups. Younger children exhibit a 6.0 score 
difference and the older children exhibit an 11.8 
difference on the FSIQ compared to white peers. 
When parental education is controlled for, an 8.8 
difference remains (Weiss et al. 2006).

These results indicate that African Ameri-
can children from the standardization sample  
scored lower compared to their Hispanic, Asian, 
and white peers. As such, similar biases related to 
educational and acculturation differences persist 
when assessing African American children. How-
ever, this gap is smaller in children and reflects 
a reduction of environmental adversities that 
may have had a greater impact on older African 
Americans. There is evidence that uncooperative 
behavior may be deleterious on IQ performance 
in children of minority backgrounds (Glutting 
and Oakland 1993). Along with factors under-
estimating IQ performance, there exist environ-
mental influences that may further lower scores. 
African American children are at an increased 
risk of presenting with medical disorders (e.g., 
sickle cell disease), which may be undetected but 
yet impact cognitive performance (Steen et al. 
2005). Furthermore, while the SES gap may be 
lessening to some extent, there remains a greater 
proportion of African American children from 
disadvantaged backgrounds that impact quality 
of schooling, access to healthcare, and prolifera-
tion of comorbid risk factors such as drug abuse 
that may hinder IQ scores.
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Kaufman Batteries The Kaufman batteries are 
an alternative to the more widely used Wechsler 
batteries and include the Kaufman Assessment 
Battery for Children—2nd edition (KABC; 
Kaufman and Kaufman 2004a) and the Kaufman 
Brief Intelligence Test—2nd edition (K-BIT −2; 
Kaufman and Kaufman 2004b). These test have 
some preliminary evidence of invoking less cul-
tural bias than other IQ batteries. For example, 
at least one published study reported equitable 
score profiles on the KABC-II between African 
American and white preschool children (Dale 
et al. 2011). Studies on earlier editions of the 
Kaufman batteries also support that these tests 
exhibit less bias (Grados and Russo-Garcia 1999; 
Skuy et al. 2000). The test authors purport that 
the Kaufman tests are explicitly designed to min-
imize the reliance on verbal abilities in determin-
ing test performance and this may in part explain 
these results. However, while the Kaufman bat-
teries may be useful in some settings such as edu-
cational assessment, there are few studies avail-
able informing on their use in clinical settings. 
The aforementioned sources of score discrepan-
cies relating to quality of educational attainment 
and SES may further impact performance. In 
addition, there is some evidence that the KABC 
is less sensitive to brain injury than the Wechsler 
Scales (Donders 1992). Nonetheless, these tests 
demonstrate a narrower gap in test scores com-
pared to more traditional batteries and their con-
tent may warrant further investigation.

Nonverbal Tests Tests of nonverbal ability were 
once thought to be “culture free,” and disturb-
ingly many clinicians still practice under this 
assertion. Culture and cognitive style, however, 
also infuses nonverbal tests in several ways. Byrd 
et al. (2005) demonstrated that reading level 
influenced performance on a nonverbal neuro-
psychological measure of visual-spatial function-
ing. The significant verbal component required in 
administering and understanding nonverbal tests 
in the Wechsler batteries also argue against non-
verbal tests being culture-free. For instance, the 
Naglieri Nonverbal Ability Test (NNAT; Naglieri 
1997) is a nonverbal measure of cognitive ability 
that comprises progressive matrices items simi-

lar to the Wechsler Matrix Reasoning subtests.  
Naglieri et al. (2000) reported that African 
American children had a small score difference 
compared to white children and other ethnici-
ties had minimal differences. However, Lohman 
(2005) argued that Naglieri’s studies preferen-
tially selected African American and Hispanic 
children from higher SES families compared to 
white children. Consistent with this, studies on 
the Peabody Picture Vocabulary Test—third edi-
tion (Dunn and Dunn 1997) report differences 
of approximately 0.5–1.0 standard deviations 
in low-income African American children com-
pared to the standardization sample (Champion 
et al. 2003; Washington and Craig 1999). Such 
tests have appropriate uses in developmentally 
delayed children and/or those with limited verbal 
capacities, but are not culture-free.

Tests of Premorbid Intelligence Premorbid esti-
mates of intelligence in English are traditionally 
assessed by reading proficiency. Consonant with 
previous reports detailing the differences in read-
ing levels among African Americans exposed to 
a poorer quality of education than whites (Manly 
et al. 2002, 2004), research has demonstrated that 
older African Americans demonstrate lower lev-
els of reading proficiency than whites (Boekamp 
et al. 1995). Tests of reading ability in individuals 
from disadvantaged backgrounds are very much 
likely to underestimate actual premorbid intelli-
gence and should be used with caution.

Summary and Recommendations

The history of intelligence testing with African 
Americans quickly brings into sharp relief the 
complex interplay of social inequality with at-
tempts to understand how cognition manifests in 
a particular cultural context. Unfortunately, this 
history has at times reflected the broader biased 
and marginalizing context in which a universalist 
and homogenized science has unfolded, often at 
the cost of the African American client. A look 
toward the future, however, reveals that the USA 
is currently experiencing a huge demographic 
shift in population as individuals are increasingly 
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identifying with a diverse range of multiethnic 
and multiracial backgrounds. This is made par-
ticularly salient by the exponential growth of the 
Latino population, which, as an ethnicity, can 
describe diverse people of African American, 
white, Asian, and Indigenous backgrounds. The 
monolith black and white categories that histori-
cally parsed people into categories based on the 
color of their skin are quickly giving way to a 
more multicultural reality where diversity is 
the norm rather than the exception. Over time, 
greater intercultural penetration and new cultural 
practices brought on by advances in technology 
will emerge. As this occurs, reliance on self-re-
ported ethnic and/or racial categories will need to 
shift toward identifying measurable dispositional 
factors that can be systematically studied across 
historical racial and ethnic classifications. In re-
sponse to this, psychologists must increasingly be 
mindful, aware, and responsive to the limitations 
associated with using self-reported ethnicity and/
or race as proxy measures and instead critically 
examine potential cultural practices when work-
ing with historically underrepresented individu-
als. Indeed, it is our professional responsibility 
to not only acknowledge and understand these 
issues, but to take pragmatic steps to improve our 
field and overcome the obstacles related to reli-
able and meaningful cognitive assessment.

This chapter reviewed some of the challenges 
specific to IQ testing and African Americans. 
Score discrepancies between African Ameri-
cans and whites, nevertheless persist in currently 
available assessment modalities, and are more 
often than not linked to psychosocial factors such 
as SES, quality of education, cultural factors, and 
biases of the tests used. It is quite significant and 
encouraging that evidence is accumulating to 
suggest that score discrepancies are narrowing 
in younger cohorts, which in part can be attested 
to by better access to resources and educational 
opportunities for an increasing proportion of Af-
rican American youth. However, several children 
and older individuals remain at a disadvantage 
when tested, and this issue needs to be addressed 
head-on to further progress in the field of intel-
lectual assessment with African Americans and 
our diverse population more broadly.

The following closing summary points are 
highlighted in the hope of both bringing atten-
tion to specific key factors in the intellectual as-
sessment of African Americans, and also to spark 
further discussion and research questions that are 
still needed to create a more inclusive and cultur-
ally representative empirical base:
1. While the racial IQ gap still persists, this gap 

may be shrinking as African Americans con-
tinue to gain improved access to education 
and improved socioeconomic opportunities.

2. The racial gaps of WAIS-IV and WISC-IV 
scores are reportedly narrower in younger 
cohorts, suggesting that younger African 
Americans may be facing fewer of the envi-
ronmental stressors than their parents and 
grandparents; however, much more research 
is needed to gauge the stability of this trend 
over time.

3. Quality, not years, of education appears to be a 
more valid demographic characteristic assess 
when administering IQ tests to African Amer-
icans. Currently, literacy measures appear to 
be the most reliable and empirically validated 
proxy for educational quality.

4. Psychologists should be mindful of possible 
dispositional influences that can impact test 
performance (e.g., stereotype threat, perfor-
mance anxiety).

5. Nonverbal tests are not necessarily exempt 
from the cultural biases which deceptively 
may seem more face valid and explicit on ver-
bal tests.

6. In a neuropsychological setting, demographic 
adjustments can potentially reduce the score 
gap between African Americans and non-His-
panic whites. Such adjustments minimize the 
likelihood of misclassifying an individual as 
cognitively compromised, but may simultane-
ously increase the likelihood of missing a true 
cognitive weakness if improperly used.

 7.  Demographic corrections may not be appro-
priate in settings where identifying cognitive  
impairment is not the purpose of the 
evaluation, and may actually lead to 
misrepresentation of functional abilities rela-
tive to the general population.
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 8.  Further research is required to determine if 
the new WAIS-IV subtests demonstrate bi-
ased results against historically underrep-
resented minorities such as African Ameri-
cans. Research may particularly benefit from 
replication of early validation studies on the 
Kaufman batteries.

 9.  Psychologists should be aware that premor-
bid verbal intelligence and quality of educa-
tion are both assessed by standardized read-
ing measures, which are not interchangeable 
and are actually psychometrically calibrated 
to measure different constructs (i.e., esti-
mated verbal intellectual functioning versus 
grade equivalence) despite sharing a com-
mon methodology (i.e., word-reading).

10.  More research is needed to unpack proxy 
variables historically categorized as race and 
ethnicity into measurable cultural practices 
that can be empirically and systematically 
studied with the degree of scientific rigor 
worthy of any other explanatory variable.
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Malingering defined as “…the intentional produc-
tion of false or grossly exaggerated physical or 
psychological symptoms, motivated by external 
incentives…” (American Psychiatric Association 
2000). In the DSM-V (American Psychiatric 
Association 2013) malingering remains a V 
Code (as opposed to a diagnostic category) and 
its definition remains largely unchanged from the 
DSM-IV.

As discussed previously by Benuto and 
Leany (2013), the assessment of malingering is 
important as malingering can cause harm to the 
individual who is malingering (e.g., inappropri-
ate application of treatment, delay in the admin-
istration of actual treatment needed, etc.) and 
the costs associated with malingering are expo-
nentially high. Moreover, there is some debate 
regarding the use of the term “effort” over “ma-
lingering” in part due to the negative connotation 

of the latter and because the clinician can never 
really know the motivation behind feigning 
symptoms. Nonetheless, the American Psychiat-
ric Association (2000) has made clear that the cli-
nician can suspect deliberate feigning when any 
of the following are apparent: medicolegal con-
text of presentation, marked discrepancy between 
self-reported stress or disability and objective  
findings, lack of cooperation during diagnos-
tic evaluation or with prescribed treatment, or 
presence of antisocial personality disorder. Al-
ternatively the term “symptom validity” is often 
used in the literature and accurately captures 
the construct of malingering as the question of 
a “symptom validity measure” is (as implied by 
the name): are the symptoms the client is present-
ing with valid?

The aim of this chapter is to explore the most 
commonly used and/or researched measures that 
assess for malingering (or symptom validity) 
specifically in the context of their use with Af-
rican Americans and to generate evidence-based 
recommendations for the assessment of malin-
gering with the African American client.

The State of the Field

Admittedly, the focus on ethnic or cultural dif-
ferences in the field of clinical psychology is 
not new. Nonetheless, progress in this field has 
been slow and this subfield (assessment of ma-
lingering/symptom validity) is no exception. In 
fact, very little relevant research on the assess-
ment of malingering with African Americans 
was identified. Under ethical considerations in 



80 L. T. Benuto et al.

cross-cultural neuropsychology, it was noted 
that African Americans perform poorer on tasks 
of visual confrontation naming and on tasks of 
nonverbal abilities compared to whites (Brick-
man et al. 2006). Given that measures such as the 
test of memory and malingering (TOMM: Tom-
baugh 1996) require a forced choice, visual con-
frontation recall, we have potential concern that 
a lack of awareness for such racial differences 
in performance, may lead to misclassification of 
malingered versus genuine symptoms. Tables 6.1 
and 6.2 include a description of the measures that 
are reviewed in this chapter with associated rec-
ommendations regarding the use of these mea-
sures with African Americans. These measures 
do not represent an exhaustive presentation of the 
measures that can be used to assess for feigning 
of symptoms but rather reflect commonly used 

measures for which conclusions could be drawn 
regarding their use with African Americans. Lit-
erature on other commonly used assessments 
that can detect feigning were also reviewed (e.g., 
the Word Memory Test: Green 2003; Green and 
Astner 1995; Medical Symptom Validity Test: 
Green 2004), however, we opted not to include 
a discussion on measures where substantial lit-
erature to develop meaningful recommendations 
was absent.

Test of Memory Malingering (TOMM: 
Tombaugh 1996)

The TOMM assesses for false symptoms of mem-
ory impairment. Researchers have found that 
over half (55.6 %) of participants in nonclinical 

Table 6.1  Symptom validity measures
Test Administration Scoring/Interpretation Cultural considerations
Test of memory malingering 
(TOMM: Tombaugh 1996)

Consists of two learning 
trials and an optional reten-
tion trial. The client is pre-
sented with 50 pictures of 
common objects and then 
presented with two pictures 
and asked to identify which 
of the two he or she previ-
ously viewed

Results are based on two 
cutoff scores: (1) below 
chance and (2) criterion 
based on head injured and 
cognitively impaired clients

The TOMM is recom-
mended as a reliable and 
valid SVT for use with 
African Americans

Minnesota Multiphasic 
Personality Inventory-2 
(MMPI-2)

Self-report questionnaire Elevated scores on the 
fake bad scale; infre-
quence scale; infrequency 
minus defensiveness; back 
infrequency scale; and the 
revised social desirability 
scale

African Americans may 
be more likely to present 
with an invalid profile. 
Additional SVT measures 
should be administered

Reliable digit span (Grei-
ffenstein et al. 1994)

Numbers are verbally 
given to the examinee who 
repeats the numbers back to 
the examiner either forward 
and/or backward

The RDS is calculated 
by summing the longest 
forward and backward digit 
strings and a score of ≤ 7 is 
indicative of feigning

When using the digit span 
from the WAIS-III a cutoff 
of ≤ 6 is recommended

Rey 15 items (Salazar et al. 
2007)

Consists of two parts: 
first, the client is exposed 
to a page that contains 15 
items (see Fig. 6.1) and 
asked to reproduce items. 
In a recognition trial, the 
client is presented with 
a page that contains all 
target items plus 15 new 
items and asked to identify 
which of the items were not 
presented earlier

A combined recall and 
recognition score (free 
recall + [recognition—false 
positives] < 20) results in 
good sensitivity (71 %) and 
high specificity (≥ 92 %) 
(Boone et al. 2002)

For African Ameri-
cans a cutoff of < 18 is 
recommended
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populations score 49 or 50 on the TOMM and 
only 8.4 % score lower than 45 (Tombaugh 
1996); from a purely chance perspective at worst 
one would expect the client to score 50 % on the 
TOMM although even individuals with actual 
cognitive impairment tend to score higher than 
chance. Although the TOMM has not been spe-
cifically researched with African American’s, 
a number of research studies examining the 
reliability and validity of the TOMM have in-
cluded large percentages of African American 
participants (although admittedly other studies 
have included few African American participants 
in their samples). For example, Weinborn et al. 
(2003) attempted to validate the TOMM with a fo-
rensic sample ( N = 61) of which over half (52 %) 
was African American. While Weinborn et al. did 
not examine ethnic differences in performance 
on the TOMM, they concluded that the TOMM 
has excellent specificity and modest sensitivity. 
From this study we can conclude that these find-
ings generally support the validity of the TOMM 

with a forensic psychiatric population of which 
half were African Americans. More recently  
Wisdom et al. (2012) examined the TOMM with 
a sample of epilepsy patients ( N = 213) and a por-
tion ( n = 46; 22 %) of this sample was African 
American. The authors reported no significant 
differences between age, gender, or ethnic groups 
on any of the TOMM trials administered suggest-
ing that this is a valid and reliable measure for 
use with African Americans.

Minnesota Multiphasic Personality 
Inventory-2 (MMPI-2)

Some researchers have found the MMPI-2 to be 
systematically biased in determining pathologies 
in African Americans (Monnot et al. 2009), or 
more precisely in somatic symptoms (Zang and 
Snowden 1999; Sellbom et al. 2010). Yet in re-
gards to malingering, research has shown that 
this is not the case (Dean et al. 2008). In an im-
pressive study that included 229 African Ameri-
can psychiatric inpatients (alongside 1558 Cau-
casian psychiatric inpatients) Arbisi et al. (2002) 
found that while mean differences on several 
MMPI-2 validity and clinical scales were present 
and some bias in the scales was evident (reflect-
ing minor underprediction of psychopathology 
in African Americans) the authors noted that in 
almost all cases these differences were small and 
not clinically significant. Despite the findings 
described above, McNulty et al. (2003) found 
that a substantially greater proportion of African 

Table 6.2  Symptom validity interviews
Test Administration Scoring Cultural considerations
The structured interview of 
reported symptoms (SIRS; 
Rogers et al. 1992)

Consists of 172-items 
administered in a structured 
interview format that usu-
ally lasts 45 min

Questions are mostly 
scored using a “no,” “quali-
fied yes” (e.g., “some-
times”), or “yes” format 
and 32 items are asked 
twice as a means to assess 
response consistency

No adjustments necessary

Miller-forensic assessment 
of symptoms test (M-FAST; 
Miller 2001)

Consists of a 25-item 
structured interview 
intended to help identify 
malingered psychopathol-
ogy, especially in illiterate 
populations

A total score corresponds 
with seven strategies 
frequently used among 
individuals who malinger

No adjustments necessary

Fig. 6.1  Rey 15 items (Taken from Benuto and Leany 
2013)
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Americans generated an invalid MMPI-2 profile 
when compared to their Caucasian counterparts in 
a sample of state corrections sample ( N = 51,486; 
60.8 % African American). The authors  
suggested that content nonresponsiveness (CNR: 
an inability or lack of willingness to respond to 
the actual content off the items) and a difference 
in motivation could most likely explain the ob-
served discrepancy in CNR between Caucasians 
and African Americans.

From the studies discussed above, we can de-
duce that on the MMPI-2 African Americans may 
be more likely to present with an invalid profile. 
However, the invalid nature of the profile may 
be attributable to CNR or test bias. Thus an in-
valid MMPI-2 should not be used exclusively to 
determine feigning of symptoms. Additional data 
should be collected to either support or refute the 
findings from an invalid or exaggerated MMPI-2 
profile.

Reliable Digit Span (RDS)

Digit Span (DS) is used in many psychological 
tests designed to assess various aspects of cog-
nitive function (e.g., Wechsler Adult Intelligence 
Scale-IV; Montreal Cognitive Assessment) and 
specifically assesses auditory attention. The RDS 
is calculated by summing the longest forward 
and backward digit strings from the digit span 
test. Because digit span performance tends to 
be preserved in persons with brain dysfunction 
(e.g., Greiffenstein et al. 1994; Heinly et al. 2005;  
Iverson and Tulsky 2003), it serves as good in-
dicator of feigned cognitive impairment and 
there is substantial research to support its validity 
(Suhr and Barrash 2007). RDS (RDS; Greiffen-
stein et al. 1994) can be used to assess for ef-
fort or feigning of cognitive or other symptoms 
and a cutoff score of less than or equal to 7 can 
accurately classify 75 % of persons who are not 
putting forth optimal effort (Axelrod et al. 2006). 
Some have recommended that a lower cutoff than 
7 might be needed when calculated using the new 
WAIS-IV (Reese et al. 2012). While, there is evi-
dence that suggests that African Americans may 
score (1.5 scaled score points) lower on digit span 

than Caucasians (Boone et al. 2007), this may 
not necessary translate to lower performance on 
RDS. However, although there may be a correla-
tion between low scores on digit span and RDS, 
it likely would not be very strong and it would be 
hard to extrapolate one from the other. Consider 
the following, if group A had a raw score of 6 
but got each trial right, their reliable digit span 
would be higher than group B with a raw score 
of 8 but several missed trials. This is because the 
RDS delineates where the individual began mak-
ing errors (e.g., one of the pair of two for the trial) 
rather than the more traditional scoring system of 
one point (raw score) for at least one correct pair. 
Nonetheless, recommendations for an RDS ad-
justment for African Americans do exist. Salazar 
et al. (2007) recommend that for African Ameri-
cans a RDS ≤ 6 cutoff is appropriate (presumably 
for the old WAIS-III).

Rey 15 Items

The Rey 15 items consists of two parts: first, the 
client is exposed to a page that contains 15 items 
(see Fig. 6.1) and then asked to reproduce items. 
In a recognition trial, the client is presented with 
a page that contains all target items plus 15 new 
items and asked to identify which of the items 
were not presented earlier. While a cutoff of  
> 20 is typically used, Salazar et al. (2007) rec-
ommend that for African Americans the cutoff on 
the Rey-15 should be moved to < 18.

The Structured Interview of Reported 
Symptoms (SIRS; Rogers et al. 1992)

As previously discussed by Benuto and Leany 
(2013) the original SIRS is considered the “gold 
standard” for assessing for feigned mental disor-
ders (Rogers 2008) and as such is commonly used 
in forensic practice (Archer et al. 2006). Current-
ly the SIRS is in its second edition (SIRS, Second 
Edition: SIRS-2; Rogers et al. 2010a). Revisions 
to the SIRS were made to prevent false-positive 
and false-negative classification errors (Rubenzer  
2010). The SIRS consists of 172-items (of 
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which 32 are repeated inquiries to help the cli-
nician to detect inconsistency of responding); is 
administered via a structured interview (ques-
tions are mostly scored using a “no,” “qualified 
yes,” e.g., “sometimes”, or “yes”); and takes ap-
proximately 45 min to administer (Rogers et al. 
2010a, b). Within the SIRS there are eight pri-
mary scales:
• Rare symptoms (RS)
• Symptom combinations (SC)
• Improbable and absurd symptoms (IA)
• Blatant symptoms (BL)
• Subtle symptoms (SU)
• Selectivity of symptoms (SEL)
• Severity of symptoms (SEV)
• Reported versus observed symptoms (RO)
The SIRS-2 has an interpretive decision model 
that assists clinicians in classifying response 
styles (Kocsis 2011). Several researchers have 
examined the generalizability of the SIRS with 
minorities and no significant differences have 
been reported with regard to race (Rogers 2001), 
suggesting that the SIRS may be used with Afri-
can American clients.

Miller-Forensic Assessment of 
Symptoms Test (M-FAST; Miller 2001)

As discussed by Benuto and Leany (2013) the 
M-FAST (Miller 2001) is a 25-item structured 
interview and can be used to identify malingered 
psychopathology, especially in illiterate popula-
tions (Miller 2005). A total score corresponds 
with seven strategies frequently used among in-
dividuals who malinger:
• Unusual hallucinations
• Reported versus observed
• Rare combinations
• Extreme symptomatology
• Negative image
• Unusual symptom course
• Suggestibility
The M-FAST has good psychometric properties 
(Miller 2001, 2004) and there is evidence that 
the M-FAST is generalizable across racial groups 
(Miller 2005). Specifically with regard to African 
American’s, Guy and Miller administered the M-

Fast to a sample ( N = 50) of incarcerated males 
of which 36 % ( n = 18) were African American. 
Similar performance was noted across ethnic 
groups suggesting that current norms are likely 
generalizable across the ethnic groups studied 
(Caucasians, African Americans, and Hispanics). 
Moreover the M-Fast has been studied in samples 
that have included African Americans (Vitacco 
et al. 2008) and even though these researchers 
did not look specifically at ethnic differences 
these studies have focused on the psychometric 
properties of this measure and revealed sufficient 
validity and reliability on the M-Fast.

Summary and Recommendations

In this chapter we reviewed some of the most 
commonly used and well-researched tests that 
aim to assess for malingering and/or effort. A 
summary of these measures with appropriate rec-
ommendations can be found in Tables 6.1 and 6.2. 
This review has shown that there are many very 
useful measures that can be used in determin-
ing the feigning African American client. When 
used correctly with the considerations described 
above, these measures can help distinguish ma-
lingerers from those with real psychiatric symp-
toms. Thus the inclusion of these measures in an 
assessment battery, particularly when motivation 
to feign is discovered, should aid in proper di-
agnosis and corresponding interventions for the 
African American client.

While in general we advocate that, when ad-
ministering a test that requires the results to be in-
terpreted with caution, additional data should be 
gathered, there is an important consideration that 
should be made when administering symptom 
validity measures. Specifically Boone (2009) and 
Victor et al. (2009) have noted that when using 
several measures of effort, clinicians should 
avoid using highly correlated SVTs as using 
highly correlated SVTs would provide limited in-
cremental information. Thus, a multidimensional 
approach is recommended to minimize the possi-
bility of false positives or negatives. Specifically, 
the clinician should administer multiple tests that 
tap into different dimensions of malingering, 
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obtain any history of malingering behaviors, and 
corroborate the information provided with reli-
able collateral contacts.
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Assessing Mood Disorders and 
Suicidality in African Americans

According to the United States (US) Census data, 
African Americans constitute approximately 
13 % of the US population, including people who 
are the direct descendants of those forcibly trans-
ported to the USA and forced into slavery in-
cluding Caribbean and African immigrants (U.S. 
Census Bureau 2010). Sometimes referred to in 
aggregate as the Black population, persons of Af-
rican descent in the USA, are projected to double 
the size of the US African descended population 
by 2050 (Joe 2006). As a result, it is imperative 
for clinicians, researchers, and policy makers to 
develop relevant and accurate means for ensuring 
the health of this population.

Currently, evidence-based practices have 
gained popularity as a mechanism for reducing 
the burden of disease in the USA. While this is 
true for health and well-being in general within 
the USA, there is a dearth of research and evi-
dence on assessments and treatment for ailments 
in the area of mental health. In fact, it has been 
well established that most of the “evidence” used 
to define evidence-based practices fails to ad-
equately consider and address issues of racial, 
cultural, and socioeconomic diversity existent 
within the US population. So, though the creation 
of evidence-based interventions to improve men-
tal health is an extremely important public health 
objective, too little of what we know about best 
practices in mental health (including assessment 
and treatment) applies to African Americans/
Blacks specifically (Breland-Noble et al. 2011; 
Joe 2006; U.S. Department of Health and Human 
Services 2001). As indicated by the editors, ac-
curate assessment of mental health concerns can 
facilitate improved pathways to treatment. In the 
case of mental health concerns, particularly for 
one of the leading causes of disability and time 
lost from work worldwide (depression), research 
demonstrates the utility of awareness and assess-
ment as important facilitators of treatment for 
African Americans (Breland-Noble and Weller 
2012).

Depression and suicide are of public health 
relevance given their established associations 
with reduced quality of life, reduced work and 
school productivity, implications for substance 
use and abuse, and loss of life via suicide. Though 
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depression prevalence is not an established health 
disparity between African American and white 
youth, research points to significant differences 
in depression prevalence and effective treatment 
access among African America and white adults 
(Alegria et al. 2008) as well as highly significant 
differences in depression treatment use and ac-
cess between African American and white youth 
(Breland-Noble and AAKOMA Project Advi-
sory Boards 2012; Breland-Noble et al. 2006, 
2010). Pediatric and adolescent depression have 
emerged as public health concerns because of 
their associations with impaired functioning, 
poor decision-making, poorer quality of life, sub-
stance use, and diminished self-efficacy (Brook 
et al. 2010; Horwood et al. 2010; Okwumabua 
et al. 2003). With the enormity of the problem 
of depression in general which is exacerbated by 
health disparities in treatment for this disorder 
among African Americans, accurate assessment 
for this population is critical (Sashidharan et al. 
2012).

Suicide is yet another unfortunate outcome 
often associated with depressive illnesses 
(Goldston et al. 2008). The rate of suicide within 
the African American community is the high-
est among adolescents and young adults with 
adolescent and young adult males exhibiting the 
highest rates of completed or attempted suicide. 
Crosby and Molock (2006) reported that for Afri-
can Americans aged 15–19, suicide was the third 
leading cause of death, among those aged 20–29 
years suicide is the fourth leading cause of death, 
and those aged 30–39, sucide is the eight leading 
cause of death.

During the early 1990s, suicide rates among 
African American males aged 15––24 years 
steadily rose and peaked in 1993 at 20.2, then 
began a steady decline to 11.6 (42.6 % decrease) 
in 2002 (Crosby and Molock 2006). In 2003, sui-
cide was the 16th leading cause of death over-
all for African Americans and on an average 
day in the USA, one African American died by 
suicide every 4.5 h (Centers for Disease Con-
trol and Prevention (CDC) and National Center 
for Injury Prevention and Control 2005; Crosby 
and Molock 2006). Overall, there were 28,177 

suicides recorded among African Americans 
from 1990 to 2003, and from 1999 to 2010 there 
were 16,466 suicides recorded among African 
Americans (CDC and National Center for Injury 
Prevention and Control 2005).

The estimated lifetime prevalence of suicidal 
ideation and attempts among blacks in the USA 
was 11.7 % and 4.1 % respectively, and among 
those with suicidal ideation (thoughts of death), 
34.6 % made a suicide plan (Joe et al. 2006). Sta-
tistically significant differences (P ≤ 0.05) were 
found between men and women, with attempts 
being more prevalent in women (4.9 % of the 
sample reporting), than men (3.1 % of the sample 
reporting). An ethnicity-by-sex analysis revealed 
the prevalence of suicide attempts was highest for 
Caribbean black men (7.5 %), followed by Afri-
can American women (5.0 %). Caribbean black 
women had the lowest prevalence of attempts 
(2.7 %), while attempts were only slightly more 
prevalent for African American men (2.74 %) 
(Joe et al. 2006). Joe and colleagues also found 
that the 12-month prevalence rate for suicidal 
ideation (12.8 %) and nonfatal suicide attempts 
(5.0 %) in African American women is high rela-
tive to men and women of other ethnic groups.

Overall, it is well established that African 
Americans are susceptible to mental illnesses like 
depression and events like suicide (even though 
suicide is a rare occurrence within this overall 
population). Given established prevalence rates 
(which are statistically comparable among youth 
yet statistically different among adults), under 
treatment of the disease (and event), and the as-
sociated impairment and loss of life, diagnosis is 
key as a first step toward intervention. Though a 
multitude of tools are available for use in assess-
ing depression and suicidality in youth and adults, 
very few have empirical data associated with 
them to support their use with African Americans 
and people of African descent. Further, we iden-
tify the limited number of tools evaluated and/
or used with African American populations to as-
sess depression and suicidality and describe their 
prior use with African Americans. We begin with 
adult measures followed by child and adolescent 
measures.
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Adult Depression Measures

The Beck Depression Inventory (BDI) The 
BDI is a 21-item multiple-choice inventory de-
signed to allow patient report of the types and 
severity of experienced depressive symptoms for 
the week prior to the date of the assessment (BDI-
original) and the prior 2 weeks from the date of 
assessment (BDI-II) (Beck et al. 1996; Brown 
et al. 2000). The BDI focuses on the cognitive 
aspects of depression symptomology (i.e., what 
a person’s thoughts and perceptions are regard-
ing their depression). The BDI-II is a 21-item 
revision of the BDI, which focuses on the symp-
toms of depression as they are described in the 
Diagnostic and Statistical Manual of Mental Dis-
orders Fourth Edition (DSM-IV). This revision 
was based on substantial revisions to the clinical 
conceptualization of depression included in the 
DSM-IV (Beck et al. 1996; Brown et al. 2000). 
Though the BDI and BDI-II are technically not 
the measures of suicidality, they both do contain 
a single item assessing suicidal ideation. While 
the depression items of the BDI and BDI–II focus 
on depression, they address different aspects of 
depression; the BDI addresses cognitive aspects 
while BDI-II addresses symptomatology. Specif-
ic details regarding research on the standardiza-
tion and psychometric properties of the BDI are 
provided below. As the reader will see, the BDI 
(both versions) is a widely used and accepted in-
ventory for the assessment of depression. Based 
on its widespread use and validation and psycho-
metric property assessment in African American 
and Afro-Caribbeans, it seems a strong measure 
for use with African Americans and Blacks of the 
African diaspora.

Standardization Samples The BDI and BDI-II 
have been collectively examined using extensive 
studies to assess their utility, accuracy, and psy-
chometric properties with people across the lifes-
pan (Aaron et al. 1988). This depth of research on 
the normative properties is rare among clinical 
assessment measures but does allow one to cre-
ate a picture of how well the BDI may function 
with African American and African diasporic 
populations. Sashidharan (2012) examined the 

BDI in a sample of university undergraduates 
that included 139 African Americans matched to 
an equal number of white students who were ran-
domly selected from a larger sample of over 800 
white students. The research team reported no sta-
tistically significant differences between African 
American and White students’ mean scores on 
the BDI-II. Further, they reported no statistically 
significant correlations between BDI-II scores 
and race. Additional studies of the psychometric 
properties of the BDI include significantly under-
resourced and socioeconomically disadvantaged 
African Americans as well as the middle class, 
college educated Afro-Caribbean populations but 
consistently report strong psychometric proper-
ties (as elucidated in the next section; Campbell 
et al. 2012; Grothe et al. 2005; Joe et al. 2008; 
Kneipp et al. 2009)

Psychometric Properties Both versions of the 
BDI appear to be beneficial for helping clinicians 
assess symptoms of depression as well as their 
severity in African American populations. As 
an example, we note the work of Grothe whose 
analyses (in a sample of medical outpatient Afri-
can Americans) indicated that individuals with a 
diagnosis of current major depression had sig-
nificantly greater BDI-II total scores ( M = 23.12, 
SD = 8.66) than those without a depression 
diagnosis ( M = 8.23, SD = 7.50); t (218) = 12.83, 
p < 0.01 (Grothe et al. 2005).

Criterion validity has been demonstrated in 
the BDI-II via multiple studies differentiating 
depressed from nondepressed individuals. Spe-
cifically, Arnau and colleagues (2001) demon-
strated the ability of the BDI-II to differentiate 
between depressed and nondepressed primary 
care patients. Additionally, using the PRIME-
MD, Grothe and colleagues (Grothe et al. 2005) 
established the criterion validity of the BFI-II 
in their outpatient, low-income African Ameri-
can sample. Suicide items on the BDI has also 
been examined for criterion validity with find-
ings establishing its strong properties. In fact, 
the BDI suicide item was moderately correlated 
( rs = 0.56–0.58) with the Beck Scale for Suicide 
Ideation for a psychiatric sample (Beck and Steer 
1991).
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Discriminant validity of the BDI was dem-
onstrated through weaker correlations (0.71, 
p < 0.001) with measures of anxiety than with 
other measures of depression (0.89, p < 0.001; 
(Steer et al. 1997). Joe and colleagues found 
strong evidence for the convergent validity of the 
BDI-II (Joe et al. 2008) and the Hamilton De-
pression Rating Scale (the HAM-D) in a sample 
of under-resourced African Americans (Joe et al. 
2008). The predictive validity of the BDI-I (in re-
lation to both suicide and depression) has been 
demonstrated in multiple studies using both com-
munity sample of adolescents and adults. In each 
case, the BDI suicidal ideation item was found to 
predict future suicide attempts (OR = 6.9) and fu-
ture depressive episodes (OR = 2.1; (Lewinsohn 
et al. 1994). Additionally, using data from the 
Brown et al.’s (2000) study, it was found that in-
dividuals who scored a 2 or higher on the BDI 
suicide item were 6.9 times (95 % CI: 3.7–12.6) 
more likely to commit suicide than those who 
scored less than 2 (Brown et al. 2000).

Using samples of African Americans, the 
internal consistency of the BDI–II and its fac-
tors is indicated to be quite high with a BDI–II 
total score, α = 0.90; cognitive factor, α = .81; 
and somatic factor, α = 0.87 (Grothe et al. 2005). 
Separate studies showed the BDI as possessing 
a Cronbach’s alpha of α = 0.89 and an internal 
consistency reliability of α = 0.94, a test-retest 
reliability of 0.75 and a split-half reliability coef-
ficient of 0.90 (Joe et al. 2008). Consistent with 
Grothe, Sashidharan (2012) found evidence to 
support the dimensionality, internal reliability, 
and convergent validity of the BDI–II in a sample 
of African American participants.

The Center for Epidemiology Studies Depres-
sion (CES-D) Scale The CES-D Scale is a 
20-item self-report measure developed by the 
National Institute of Mental Health for the 
assessment of depressive symptom prevalence in 
the general population (Radloff 1977). Though 
it is not a diagnostic tool for mental health cli-
nicians, it is quite useful for helping clinicians 
understand the type and frequency of affective 
depressive symptoms that a patient might experi-
ence. Questions are answered on a 4-point Lik-
ert scale where responses range from “rarely or 

none” to “most or all” of the time. CES-D scores 
range from 0 to 60, with a score of 16 indicating 
the presence of clinically significant depressive 
symptoms (Radloff 1977).

While limited research exists (which is de-
tailed below) examining the CES-D exclusively 
with African Americans, the available data does 
point to the utility of the measure in helping re-
searchers and clinicians accurately assess the 
presence of depressive symptomatology in this 
population. Though the CES-D is not recognized 
as a diagnostic screening tool for clinical use, it 
can be useful in helping clinicians gain insight 
into the clinical presentation of symptoms expe-
rienced by depressed African Americans.

Standardization Sample and Psychometric Prop-
erties Fortunately, the CES-D standardization 
sample included approximately 25 % ( n = 259) 
African Americans, though this sample was sig-
nificantly poorer than the white sample with a 
mean annual household income approximately 
40 % lower than that of their white counterparts 
(Comstock and Helsing 1977).

Since the initial validation of the CES-D, the 
psychometric properties of the measure have 
been examined with African American samples 
of differing socioeconomic strata. Rozario and 
colleagues found moderate to strong internal 
consistency in a sample of low-income African 
Americans (0.83) while Williams and colleagues 
(Williams et al. 2007) found an even lower yet 
acceptable level of internal consistency in a 
sample of well-educated middle class African 
American women (0.75) (Rozario and Menon 
(2010). Most of the current data on the utility and 
psychometric properties of the CES-D appears to 
come from samples of under-resourced (i.e., low-
income) African Americans (Nguyen et al. 2004).

Radloff (1977) identified an internal consis-
tency reliability of approximately 0.85 in the 
general population and about 0.90 in a patient 
sample using the CES-D. She also found test-re-
test reliabilities of: 0.51 after 2 weeks, 0.67 after 
4 weeks, 0.59 after 6 weeks, 0.59 after 8 weeks, 
0.48 after 3 months, 0.64 after 6 months, and 0.49 
after 12 months in a sample of participants.

The CES-D scale correlates strongly with 
other self-reported depression measures as well 
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as variables related closely to the clinical diag-
nosis of depression. In a racially diverse sample 
(primarily African American and Latino) of over 
200 Traumatic Brain Injury patients, the CES-D 
was found to have moderate to strong concur-
rent validity when compared with the Beck De-
pression Inventory ( r = 0.67) (Bush et al. 2004). 
Researchers have found that even within Afri-
can American subjects, CES-D scores are much 
higher for depressed vs. nondepressed patients 
(Nguyen et al. 2004).

Primary Care Evaluation of Mental Disor-
ders (PRIME-MD) The PRIME-MD was the 
first instrument designed for use in primary care 
settings to screen for specific mental disorders 
using criteria from the DSM-III-R and DSM-IV 
(Spitzer et al. and The Patient Health Question-
naire Primary Care Study Group 1999; Spitzer 
et al. 1994). The PRIME-MD consists of the 
26-item patient self-administered questionnaire 
(PRIME-MD-PQ) and a clinician administration 
evaluation guide PRIME-MD-CEG), to guide 
clinicians in more detailed data collection via 
five modules designed to more fully elucidate 
the data generated by the PRIME-MD-PQ (Tam-
burrino et al. 2009). The PHQ-9 is the depres-
sion specific subscale of the PRIME-MD and 
has been examined extensively for its utility in 
screening for depression symptomatology and 
severity. Overall, the PRIME-MD is potentially 
useful for persons working with racially diverse 
patient populations as research points to the 
primary care setting as the main point of entry 
for African American adults with mental health 
concerns (Snowden and Pingatore 2002; Spitzer 
et al. 1999). Though, we briefly describe the 
PRIME-MD to provide context, our focus is on 
the PHQ-9 as it is most relevant for depression 
screening.

Standardization Sample and Psychometric Prop-
erties The PRIME-MD was validated in racially 
diverse sample of 1000 patients via 31 physi-
cians across four primary care clinics in the USA 
(Spitzer et al. 1994). The study found the mea-
sure to be an accurate screener for depression and 
four other major mental illnesses typically seen 

in primary care settings. The measure is quickly 
administered (i.e., it generally takes less than 
10 min to complete) and based on the original 
study, diagnoses were accurately confirmed by 
an independent panel of mental health profes-
sionals with an overall accuracy rate of 88 %. The 
PHQ Depression screen was part of the original 
PRIME-MD and remains so today. Currently 
entitled the PHQ-9, this depression screen con-
sists of nine questions scored on a Likert scale.

PRIME-MD has not been specifically normed 
for African Americans, particularly African 
American women; however, the measure does 
appear to be accurate with diverse populations 
(Miranda et al. 2005)—13 % of the participants 
in the PHQ-9 Primary Care study were Afri-
can American (Ramos et al. 2004; Spitzer et al. 
1999). With 92 % accuracy for reporting major 
depression (Miranda et al. 2005; Ramos et al. 
2004; Spitzer et al. 1994), PRIME-MD reports 
good agreement with independent psychiatric di-
agnoses guided by a structured interview.

Patient Health Questionnaire-9 (PHQ-9) The 
PHQ-9 is a self-administered version of the 
PRIME-MD comprised of the PRIME-MD-PQ 
and PRIME-MD-CEG, the patient question-
naire and the clinician evaluation guide (Kroenke 
and Spitzer 2002). Overall, the full PHQ allows 
patients to respond to questions reflecting eight 
DSM-IV specific diagnoses including panic dis-
order, anxiety disorders, eating disorders, and 
major depressive disorder (Kroenke et al. 2001; 
Spitzer et al. 1999). The depressive disorder sub-
scale of the overall PHQ is entitled the PHQ-9 
and is a measure that supports the diagnosis 
of depression along with depression symptom 
severity. Scoring for individual items is on a Lik-
ert scale of “0” (not at all) to “3” (nearly every 
day), yielding an overall score range of 0–27. 
For diagnoses of major depression, a respondent 
must endorse five or more of the nine depressive 
symptoms for at least “more than half the days” 
in the prior 2 weeks with a required symptom of 
depressed mood (Kroenke et al. 2001). Given that 
this measure has been used with large sample of 
under-resourced African American women (see 
below for details), it may be useful for clinicians 
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and researchers working with African American 
populations. Future studies would however need 
to replicate findings in more socioeconomically 
diverse samples.

Psychometric Properties Data from both the 
PHQ Primary Care Study (Spitzer et al. 1999) 
and the PHQ Obstetrics-Gynecology Study 
(Kroenke et al. 2001; Spitzer et al. 2000) provide 
the following strong evidence of measure valid-
ity. First, using a sample of 580 primary care 
patients who completed the PHQ-9 and who were 
subsequently reinterviewed by mental health pro-
fessionals, researchers were able to demonstrate 
the criterion validity of the measure. Next the 
strong association between PHQ-9 scores and 
functional status, disability days, and symptom 
related difficulty was seen in two validation stud-
ies of the PHQ-9 conducted in multiple primary 
care and Obstetrics-Gynecology clinics across 
the USA. These validation studies, including the 
Obstetrics-Gynecology study with a subsample 
of approximately 450 African American women 
helped to establish the construct validity of the 
PHQ-9 and yielded Cronbach’s α of 0.89 and 
0.86 respectively (Spitzer et al. 1999; Spitzer 
et al. 2000).

Summary

Overall there are a limited number of depression 
assessment measures available that have been 
specifically developed and/or utilized extensive-
ly with African American adults. Of the avail-
able measures, we have described those (which 
in our view) have the most applicability and are 
the most easily accessible to clinicians, research-
ers, and policy makers interested in working with 
African Americans.

Suicide Assessment

We now turn our attention to the assessment of 
suicidality in African American adults by exam-
ining a number of measures, as well as subscales 
of depression measures.

The Scale of Suicide Ideation (SSI) The SSI is 
a 21-item, interviewer-administered rating scale 
that measures the current intensity of individual’s 
specific attitudes, behaviors, and plans to commit 
suicide on the day of the assessment (Beck et al. 
1979). Each question is answered on a 3-point 
scale, from 0 to 2. A total score for the SSI is 
based on the first 19 items, for a score range 
of 0–38. The SSI includes five screening items 
assessing an individual’s level of desire toward 
a suicide attempt and the wish to live or die. If a 
patient reports a passive or active suicide wish, 
an interview may complete 14 additional ques-
tions with the patient to examine specific suicidal 
risk factors, including the duration and frequency 
of ideation, an individual’s feelings of self-con-
trol regarding making an attempt, the number of 
deterrents available to the patient, the incidence 
and frequency of prior attempts, and the activ-
ity engaged in toward a contemplated attempt 
(Brown and Goldston 2000).

Additionally, the normative sample for the 
SSI included psychiatric inpatients and outpa-
tients with a relatively sizeable proportion of Af-
rican Americans overall (Beck et al. 1985, 1997). 
The measure has strong psychometric properties 
including in samples of African Americans with 
Cronbach’s alphas for racially diverse samples 
ranging from 0.84 (Beck et al. 1997) to 0.89 (in a 
predominantly African American sample) (Harris 
and Molock 2000). The measure is reported to 
demonstrate concurrent validity with the suicide 
item from the Hamilton Rating Scale for Depres-
sion, reports of previous suicide attempts and de-
pression severity (Beck et al. 1979, 1985, 1997). 
Given these study outcomes, the SSI appears 
to be a solid tool for clinician use with African 
American patients.

The Suicide Probability Scale The Suicide 
Probability Scale is a 36-item measure of current 
suicidal ideation, negative self-concept, hope-
lessness, and negativity/hostility (Cull and Gill 
1988). Individual items are scored on a Likert 
scale of 1 (“none or little of the time”) to 4 (“most 
or all of the time”) points. The measure gener-
ates three summary scores; a suicide probability 
score, a total weighted score, a T-score and four 
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subscale scores including hopelessness, suicidal 
ideation, negative self-evaluation, and hostility.

The SPS was standardized on a multiracial 
sample of inpatient and outpatient adults and 
adolescents including a sample that was almost 
15 % African American (Brown 2002; Cull and 
Gill 1988). The properties of this measure are 
strong with Cronbach’s alpha reported at 0.93 
and test-retest reliability of 0.92 over a 3-week 
period (Cull and Gill 1988). Additionally, the 
measure demonstrates good concurrent validity 
with the suicide threat scale of the MMPI—Min-
nesota Multiphasic Personality Inventory (Cull 
and Gill 1988; Goldston et al. 2008).

While the SPS has adequate psychometric 
properties, it has not been evaluated for its con-
sistency with the standard definitions of suicidal-
ity as defined in a seminal article by O’Carroll 
and colleagues (Ocarroll et al. 1996). Overall, the 
SPS may require additional testing in samples of 
African Americans as well as for its concurrent 
validity with standard measures of suicidality 
before it is used with African Americans. Spe-
cifically, since research indicates trends toward 
African American and white differences in the 
perception, expression, and severity of hopeless-
ness and hostility (Maier et al. 2009), this mea-
sure could benefit from additional examination 
of these specific constructs in African American 
samples (particularly boys and men).

Suicide Subscales of Depression 
Measures

Beck Depression Inventory The Beck Depres-
sion Inventory (both versions) include a set of 
subscales focused on the assessment of suicidal-
ity. The primary difference between the subscales 
of the two versions is the time frame, with the 
BDI focusing on the prior week and the BDI-II 
focusing on the prior 2 weeks from the day of 
the assessment. On either inventory, individuals 
are asked to decide which of the following best 
describes the way they have been feeling: (1) “I 
do not have any thoughts of killing myself,” (2) 
“I have thoughts of killing myself, but I would 
not carry them out,” (3) “I would like to kill my-
self,” and (4) “I would kill myself if I had the 

chance.” Any individual who rates this final item 
4 with a 2 or higher indicates his/her intent to die 
(Brown 2002). Given prior examinations of the 
BDI overall in African American/Black popula-
tions, it seems reasonable for clinicians to use 
this measure and feel comfortable that it provides 
accurate assessments of suicidality. However, we 
caution clinicians to consider additional means of 
qualitative inquiry to supplement the use of the 
measure and provide a fuller picture of the nature 
and extent of suicidality among African Ameri-
cans/Blacks.

Child Measures

The Children’s Depression Inventory 
(CDI) The CDI is a self-report measure for use 
with children and adolescents aged 7–17 (Kovacs 
1985). Dr. Kovacs created the measure to address 
concerns over the use of the Beck Depression 
Inventory (BDI) with younger populations. The 
measure includes 27 sets of items comprised of 
three sentences that describe a young person’s 
thoughts or feelings over the 2 weeks prior to 
taking the inventory. Respondents are asked to 
choose which single sentence describes them 
best (Goldston 2000; Kovacs 1985). The CDI 
yields a total score ranging from 0 to 54, as well 
as five subscores: Mood, interpersonal problems, 
ineffectiveness, anhedonia, and negative self-es-
teem. Scores of 19 or higher indicate clinical sig-
nificant depression. Although the CDI does not 
provide a direct assessment of suicidality, it does 
include a single item assessing suicidal ideation.

The Children’s Depression Inventory II is a 
full revision of the original Children’s Depression 
Inventory completed in 2010. The new features 
of the measure include, “new items that focus on 
the core aspects of childhood depression, revised 
scales, and new norms that are representative of 
the US population.” (Kovacs 2010; Multi-Health 
Systems Inc. 2011, p. 1). The measure was de-
signed as a comprehensive measure to assess 
depressive symptoms in youth aged 7–17 and is 
available in three forms. The three forms include 
a child self-report version (CDI-2 Self-report), 
a parent version (CDI-2 Parent), and a teacher 
version (CDI-2 Teacher). This version yields a 
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total score, 2 scale scores (focused on emotional 
and functional problems) and 4 subscale scores 
(focused on negative mood/physical symptoms; 
negative self-esteem, interpersonal problems; 
and ineffectiveness) from a series of questions 
to which respondents answer “ 0 (absence of 
symptoms), 1 (mild or probable symptom), or 
2 (definite symptom)”. The parent version in-
cludes just 17 items of “observable” depressive 
behavior and symptoms to which parents/legal 
guardians respond using a 4-point scale (0 (not at 
all), 1 (some of the time), 2 (often), or 3 (most of 
the time)). The CDI-2 Parent form yields a total 
score and the 2 scale scores.

Standardization Sample and Psychometric 
Properties Only two of the approximately 5–6 
studies focused on establishing the psychometric 
properties of the CDI include significant num-
bers of African American youth. In the first study, 
Carey and colleagues included a sample that was 
approximately 38 % African American (Carey 
et al. 1987) while in another, the sample of Afri-
can American youth was approximately 38 % of 
psychiatric inpatient youth (Hodges 1990).

McLaughlin, Hilt, and Nolen-Hoeksema 
(2007) tested the CDI’s reliability with a sam-
ple of middle-school aged children comprised 
of 11.8 % non-Latino African Americans, while 
another study consisted of children aged 7–12, 
of which 23.1 % were children of color (Finch 
et al. 1987). A separate study divided groups in 
emotionally disturbed and nonemotionally dis-
turbed children. About 25 to 40 % of the children 
in the emotionally disturbed group were chil-
dren of color, while approximately 33.3 % of the 
nonemotionally disturbed group were children 
of color (Saylor et al. 1984). A separate study 
included a clinical sample and a nonreferred 
sample that were 38  and 39 % African American, 
respectively (Carey et al. 1987). The last study 
reviewed in this section sampled inpatients be-
tween the ages of 6 and 18, of which 28.7 % were 
African American (Nelson et al. 1987).

Administering the CDI among adolescents 
representing different racial/ethnic groups to 
examine the differences in both internalizing 
and externalizing symptoms, McLaughlin et al. 
(2007) found there to be good internal consistency 

reliability in the CDI (α = 0.82), as well as among 
each racial/ethnic group represented: white 
(α = 0.82), black (α = 0.79), Hispanic (α = 0.82), 
and other (α = 0.85). Nelson et al. (1987) found a 
similar Cronbach’s alpha (α = 0.86) and also cal-
culated that the CDI’s inter-item reliability coef-
ficient ranged from 0.021 to 0.435. Test-retest re-
liability was calculated at 0.87 ( p < 0.001) after 1 
week, and at 0.59 ( p < 0.006) after 6 weeks (Say-
lor et al. 1984), while a different study found the 
CDI’s test-retest reliability to be 0.82 ( p < 0.001) 
for a 2-week interval and between 0.66 and 0.67 
( p < 0.001) for longer intervals (Finch et al. 1987). 
Okwumabua et al. (2003) found that the distribu-
tional characteristics of the CDI reported in their 
sample were similar to those in previous studies 
with low-income African American youth.

Carey and colleagues (1987) examined the 
construct and discriminant validity of using the 
principal component and discriminant analyses, 
in a large sample of inpatient psychiatric/resi-
dential subjects and nonreferred subjects. They 
determined that the factor structure of the CDI 
remained generally stable across the populations 
examined. Moreover, they concluded that clini-
cal and nonreferred subjects could be reliably 
distinguished using CDI factor scores.

Concurrent validity was examined by predict-
ing whether or not the CDI could reliably iden-
tify children meeting DSM diagnostic criteria 
for depression on the Child Assessment Sched-
ule (CAS) via sensitivity and specificity calcu-
lations. Children meeting criteria for depression 
per the CAS were compared to those labeled as 
depressed according to the CDI. The CDI had 
a specificity of 84 % (i.e., the incidence of true 
negative results attained from the CDI when 
depression is absent). Unfortunately the sensi-
tivity of the CDI was a mere 54 % representing 
the proportion of cases in which the CDI made a 
positive diagnosis when depression was present 
(Hodges 1990).

These findings provide evidence for the con-
vergent and discriminant validity of the CDI in 
that depressed children score significantly higher 
on the CDI than nondepressed children. In con-
trast, neither the conduct-disordered nor the 
anxiety-disordered children scored significantly 
higher on the CDI than children without these 
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specific diagnoses, which lends support to the 
discriminant validity of the CDI (Hodges 1990).

Recommendations The CDI is a widely used 
child depression measure with some demonstrated 
adequate psychometric properties for African 
American youth and most cross-cultural research 
on the initial form of the measure with interna-
tional white or unspecified populations (Allgaier 
et al. 2012). Overall it seems better suited as a 
screening measure and may not be suitable as a 
diagnostic tool. Of the research available, very 
little points to the utility of the revised form of 
the measure, published in 2010, with African 
American youth across the socioeconomic spec-
trum. Future research should therefore examine 
the use of this measure on socioeconomically and 
racially diverse samples of youth.

The Children’s Depression Rating 
Scale (CDRS)

The Children’s Depression Scale (CDRS) is 
a 16-item, clinician-administered measure 
(later revised to a 17-item measure—CDRS-R; 
Poznanski and Mokros 1996) for the assessment 
of depression in children between the ages of 6 
and 12 years old. Items are measured on a 3-, 4-, 
5-, and 6-point scale, and inquire about social 
withdrawal, capacity for fun, sleep habits, eating 
habits, irritability, schoolwork, expressive com-
munication, general somatic features, hypoactiv-
ity, and depressed mood (Poznanski et al. 1979). 
The revised version has a score of ≥ 40 as indicat-
ing depression, whereas a score of ≥ 28 represents 
minimal or no depressive symptoms (Poznanski 
et al. 1979).

Standardization Sample and Psychometric 
Properties The CDRS was devised and tested 
on 30 inpatient children in a medical hospital 
(Poznanski et al. 1979). A follow up to this study 
was conducted to examine the preliminary psy-
chometric properties of the CRDS-revised ver-
sion in a sample of 53 outpatient youth 43 % of 
whom were African American (Poznanski et al. 
1984). The utility of the revised measure was also 
examined in a group of 233 school aged children 

of unspecified race (Poznanski et al. 1985). 
Finally, in a separate study examining the psy-
chometric properties of the CDRS-R, adolescents 
with symptoms of depression were assessed. Of 
all the participants, only 10.3 % were African 
American (Mayes et al. 2010).

Research is equivocal regarding the utility 
of the CDRS with African American youth spe-
cifically. Adolescents with symptoms of depres-
sion were assessed with the CDRS-R and the 
Children’s Global Impressions Severity (CGI-
S) at screening, baseline, and after 12 weeks of 
fluoxetine treatment. Internal consistency for the 
CDRS-R was good at all three stages (screen-
ing: α = 0.79; baseline: α = 0.74; exit: α = 0.92). 
Construct Validity was found in the total score 
being highly correlated with global depression 
severity ( r = 0.87, 0.80, and 0.93, respectively; 
p < 0.01) (Mayes et al. 2010). However, Stein and 
colleagues found that the clinician administered 
CDRS functions differently across racial groups 
in that clinicians rated African American (and La-
tino) youth as demonstrating more severe symp-
toms on the observational items of the CDRS-R 
compared to their white peers. This type of find-
ings may warrant future study to determine if any 
attributional bias exists in clinician ratings of Af-
rican American youth depressive symptoms.

Recommendations As symptoms of depression 
often overlap with other psychiatric disorders, 
such as other mood, anxiety, and personality dis-
orders, it would be wise to investigate ways in 
which the collection of psychometric data can be 
done while holding constant the potential pres-
ence of symptoms from other psychiatric disor-
ders. Additionally, since the CDRS-R was only 
tested with small samples of African American 
youth, further research must be done to ensure 
that the CDRS-R is sufficiently effective in mea-
suring depression specifically in African Ameri-
cans.

The Reynolds Adolescent Depression Scale 
(RADS) The RADS is a 30-item self-report 
measure for adolescents between the ages of 
13 and 18. The RADS measures depression on 
five different levels (somatic, anhedonia, cogni-
tive, negative view of self, and loneliness) and 
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does so on a four-point (1–4) Likert scale, where 
1 = almost never, 2 = hardly ever, 3 = sometimes, 
and 4 = most of the time. The cutoff score has 
been established at 77, where any score above 
77 indicates a symptom endorsement associated 
with clinical depression. Though, there is one 
suicide item on the RADS (“I feel like hurting 
myself”), the RADS is not meant for assessing 
suicidal ideation or behaviors, but rather to assess 
the symptoms associated with depression (Reyn-
olds 1986). Though, a second version of the 
RADS, the RADS-2 (Reynolds 2002), has been 
developed, it is largely similar to the original 
RADS, so we will focus mostly on the original 
version.

Standardization Sample and Psychometric 
Properties The RADS was standardized on 
adolescents from 7th to 12th grade (Reynolds 
1986). Molock, Puri, Matlin, and Barksdale 
(2006) conducted a study using the RADS with 
212 African American high school students, 
whose ages ranged from 13 to 19, from a sub-
urb of Washington DC. In another study, sub-
jects were adolescent inpatients from 12 to 17 
years old, of which 12 % were African American 
(Krefetz et al. 2002). A final examination of the 
RADS included adolescent psychiatric inpatients 
(14–17 years old), of which 12.2 % were African 
American (Osman et al. 2010).

The test developer has consistently found high 
internal consistency reliability (αs > 0.90) and 
high test-retest reliability ( rs > 0.60) (Reynolds 
1986). Molock et al. (2006) also found a Cron-
bach’s alpha of 0.90. The inter-item reliability 
coefficient ranged from 0.909 to 0.939, while the 
split-half reliability coefficient was 0.91 (Reyn-
olds 1986). Conventional Cronbach’s alphas for 
the RADS-2 were calculated for the Dysphoric 
Mood, Anhedonia-Negative Affect, Negative 
Self-Evaluation, Somatic Complaints subscales, 
and the total RADS-2 as 0.85, 0.80, 0.87, 0.80, 
and 0.94, respectively (Osman et al. 2010).

Concurrent validity was shown between the 
RADS and the Hamilton Depression Rating 
Scale with a correlation coefficient of r = 0.83 
(Reynolds 1986). Convergent validity was dem-
onstrated by strong correlation coefficients with 

other self-report measures of depression, such as 
the BDI and the CDI (Reynolds 1986).The strong 
positive correlation ( r = 0.84, p < 0.001) between 
the BDI-II and the RADS is another indicator of 
strong convergent validity (Krefetz et al. 2002). 
Construct validity was provided by several stud-
ies, in which the RADS was compared to other 
self-report measures for depression, such as the 
BDI, the CES-D, the Self Rating Depression 
Scale (SRDS), and the CDI. Correlations be-
tween the RADS and each of these other mea-
sures were 0.73, 0.75, 0.72, and 0.73, respective-
ly (all of which had p < 0.001).

Recommendations Other than Molock et al. 
(2006), the other studies reviewed here for the 
RADS have minimal African American participa-
tion since the samples used were predominantly 
white so the findings illustrated in this review 
should be taken with caution.

Suicide Measures for Children and 
Adolescents

The Suicidal Ideation Questionnaire—Junior 
(SIQ-JR) The Suicidal Ideation Questionnaire 
(SIQ) is a screening measure for the degree of 
“seriousness” of suicidal ideation. Two self-re-
port versions of the SIQ have been developed: 
a 30-item version (called the SIQ) originally 
designed for adolescents in the 10th, 11th, and 
12th grades, and a 15-item version (named the 
SIQ-JR) originally designed for adolescents in 
grades 7, 8, and 9. Respondents to both versions 
of the SIQ answer each of the items on a 7-point 
scale, ranging from 0 (“I never had this thought”) 
to 6 (“almost every day.”). Scores range from 0 
to 90, with a published clinical cutoff score of 31 
(Goldston 2000; Reynolds 1987).

The questions in both versions of the SIQ are 
founded on theoretical notions of a hierarchy 
of severity of suicidal behavior and cognitions. 
This hierarchy states that suicidal behavior and 
thoughts form a continuum ranging from just 
thoughts of death, to thoughts of wanting to be 
dead, to general and then specific thoughts of 
suicide, to making specific plans for suicidal 
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behavior, all the way to actually attempting to kill 
oneself. As most suicide-related items, the word-
ing of suicide ideation questions implicitly refer 
to “nonzero intent to die” (O’Carroll et al. 1996; 
Reynolds 1987). There is no item on past or cur-
rent suicide attempts, so the SIQ cannot be used 
to identify suicide attempters.

The SIQ-JR has been used in several stud-
ies with African American representation in the 
samples, and has shown great reliability and va-
lidity. Though, Reynolds (1987) has insisted that 
it not be used as a predictive measure for suicide, 
the SIQ has proven to be useful for identifying 
suicidal ideators and suicide attempters. Relevant 
research is summarized below.

Standardization Sample and Psychometric 
Properties One study had an adolescent inpa-
tient sample consisting of 87 % white youth 
(King et al. 1995), while another study had 13 % 
of their adolescent (ages 13–18) inpatient sample 
as African American (Spirito et al. 1987). Pinto, 
Whisman, and McCoy (1997) conducted a repre-
sentative sample of socioeconomic status but had 
no normative data of the cultural groups from 
which they sampled. Reynolds and Mazza (1999) 
examined the SIQ in adolescent participants from 
middle schools, of which 91.2 % were African 
American or Hispanic.

The internal consistency reliability of the 
SIQ-JR within the standardization sample was 
α = 0.91 with similar reliability coefficients 
found for both males and females, α = 0.90. On 
the second assessment of the SIQ-JR, the internal 
consistency reliability was α = 0.94 for the total 
sample with again similarly high reliability co-
efficients found for males (α = 0.92) and females 
(α = 0.93) (Reynolds and Mazza 1999). Reynolds 
(1987) calculated a high internal consistency reli-
ability, α = 0.97. Pinto et al. (1997) also found a 
high Cronbach’s alpha for the SIQ-JR (α = 0.97). 
Results of the test-retest reliability analyses of 
the SIQ-JR for the total sample and by gender 
show a coefficient of 0.89 for the entire sample, a 
coefficient of 0.87 for females, and a coefficient 
of 0.93 for males—all of which are very high 
(Reynolds and Mazza 1999). Reynolds (1987) 

also found high test-retest reliability in his stan-
dardization sample of adolescents, at 0.72 over 
4 weeks.

Pinto et al. (1997) found that adolescents who 
had attempted or ideated about suicide did not 
differ with respect to scores on the SIQ, yet both 
groups had higher scores that nonsuicidal ado-
lescent inpatients. Relatedly, Spirito et al. (1987) 
observed that, within their adolescent pediatric 
inpatient sample, suicide attempters who were 
assessed as having chronic psychiatric problems 
had higher SIQ scores than those with acute psy-
chiatric problems. Both findings are indicative 
of the SIQ’s concurrent validity. Regarding the 
measure’s predictive validity, though the SIQ 
is not meant for the prediction of suicide, King 
et al. (1995) found that SIQ-JR scores from their 
adolescent inpatient sample were predictive of 
later suicide attempts.

The validity of the SIQ-JR was determined 
through a contrasted group approach. This was 
done through the examination of the SIQ-JR 
scores of adolescents who had attempted suicide 
compared to those who had not, given that a his-
tory of attempted suicide has been found to be 
a significant risk factor for later suicidal behav-
iors. Adolescents who had attempted suicide re-
ported significantly higher levels of suicidal ide-
ation on the SIQ-JR (M = 28.76, SD = 22.34) than 
those who had not attempted suicide (M = 7.91, 
SD = 8.37) (Reynolds and Mazza 1999).

A recency effect was also anticipated, in the 
sense that the recency of suicide attempt would be 
correlated to higher SIQ-JR scores. Adolescents 
who admitted a suicide attempt in the previous 
12 months reported a significantly higher SIQ-
JR score (M = 43.00, SD = 22.94) than did ado-
lescents who attempted suicide more than a year 
previously (M = 18.80, SD = 16.40) (Reynolds 
and Mazza 1999). An analysis of variance was 
done to further investigate the relationship be-
tween SIQ-JR scores and suicide attempt history 
between the groups of adolescents who reported 
no history of suicide attempts, an attempt more 
than a year previously, and an attempt within the 
past 12 months, which resulted in significant dif-
ferences between all three groups.
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The Diagnostic Interview Schedule for Chil-
dren (DISC) The DISC is a structured psychi-
atric diagnostic interview for youth and their 
parents, covering a myriad of mental disorders 
seen in children and adolescents ages 6 through 
18. While this measure is not depression-spe-
cific, it was created to mirror similar adult assess-
ment tools. The latest revision of the DISC by 
the National Institute of Mental Health (NIMH 
DISC-IV) is based on the diagnostic criteria from 
the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV). How-
ever, an earlier version of the DISC, the NIMH 
DISC−2.3, based on the DSM-III-R, is also still 
in use due to the fact that the most salient differ-
ences between the two is that the DISC-IV modi-
fied certain unreliable questions and added new 
sections for schizophrenia and substance abuse—
none of which affected questions surrounding 
mood disorders (Shaffer et al. 2000). Thus, both 
DISC versions will be reviewed throughout this 
section.

The DISC is also available in a computer-
assisted version, the C-DISC. Lay interviewers 
can administer this measure after 1–2 days (for 
the computerized version; 4–5 days for the writ-
ten version) of training since most measure ques-
tions are administered verbatim and worded so 
that respondents answer via a simple “yes,” “no,” 
“somewhat,” or “sometimes” (Goldston 2000; 
Shaffer et al. 2000).

Depressive symptom queries of the NIMH 
DISC-IV are similar, and reference the 2 weeks, 
4 weeks, and a year preceding the interview 
(Goldston 2000; Shaffer et al. 2000). Like its 
predecessor, the NIMH DISC-IV focuses on 
depressive symptoms, but includes questions 
regarding lifetime suicide attempts, as well as 
those in the 4 weeks and in the last year im-
mediately prior to the interview. The question 
about age of first suicide attempt (in the NIMH 
DISC 2.3) is not included in the NIMH DISC-
IV, replaced instead with a question about 
whether reported suicide attempts required 
medical attention.

Neither version of the DISC assesses non-
suicidal self-injurious behaviors, like cutting. 
Goldston (2000) argues that the query regarding 

suicidal ideation in the Youth and Parent versions 
of the DISC are likely to generate conservative 
estimates of suicidal ideation due to the use of 
the word “seriously” as a context for the ideation 
question (Goldston 2000; Shaffer et al. 2000). 
Since this word “seriously” is not well explicitly 
defined, Goldston (2000) argues that the word 
conveys ambiguity for interviewees, making it 
difficult for them to respond accurately.

Standardization Sample and Psychometric 
Properties The community sample used to 
establish norms for the DISC are described in 
(Shaffer et al. 2000) as composed of 60 % Afri-
can Americans/Hispanics, while the (Gould et al. 
1998) community sample was 13.8 % African 
American. To examine the test-retest reliability 
of the DISC, one study collected a community 
sample of parents and children recruited from 
child and adolescent psychiatric outpatient clin-
ics. All subjects were clinically diagnosed over 
the past year with DSM criteria for certain com-
mon disorders, including depressive disorders. 
The NIMH DISC-IV was administered twice by 
lay interviewers. A separate study conducted a 
similar reliability test using the DISC−2.1. The 
DISC-IV is regarded as more reliable than previ-
ous versions of the DISC with respect to depres-
sive disorders (Shaffer et al. 2000).

Recommendations Though the DISC is one of 
the more widely recognized assessments used to 
assess depression in children and adolescents in 
research studies in particular, relatively few stud-
ies have examined its validity and reliability for 
African Americans. Therefore, further tests on 
the psychometric of the DISC are encouraged 
before allowing its extensive use within this cul-
tural groups.

Assessment of Youth Suicide 
(Subscales)

The Kiddie-Schedule for Affective Disorders 
and Schizophrenia (K-SADS) Though there are 
several versions of the K-SADS, our focus here 
is on the version that has been used most exten-
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sively in research over the years—the K-SADS, 
School Age-Epidemiologic Version (K-SADS-
E). The K-SADS-E is a semi-structured inter-
view performed by clinicians on children and 
adolescent between the ages of 6 and 18, and 
their parents. Among other psychiatric disorders, 
the K-SADS-E includes a major depression sec-
tion in which items regarding suicide and suicid-
al ideation can be found and have been used in 
depression and suicide research (Goldston 2000; 
Orvaschel and Puig-Antich 1987).

What differentiates the K-SADS-E from the 
other versions of the K-SADS is the specific-
ity in questions about suicidal behaviors. The 
K-SADS-E has items revolving around recur-
rent thoughts of wanting to die, suicidal ideation 
(“Have you thought about hurting or killing 
yourself?”), the presence of a plan for suicide, 
suicide attempts (“Did you ever try to kill your-
self or done anything that could have killed 
you?”), and even nonsuicidal physically self-
damaging suicidal behaviors (Goldston 2000; 
Orvaschel and Puig-Antich 1987). The question 
dealing with suicide attempts is straightforward 
and implies the standard nonzero intent to die 
(O’Carroll et al. 1996).

Standardization Sample and Psychometric 
Properties Two studies used the same group 
of adolescents aged 13–18 in high schools. Of 
these adolescents, the overwhelming majority 
was Caucasian (91.1 %), with no indication of 
the races of the other 8.9 % (Lewinsohn et al. 
1993; Lewinsohn et al. 1994). Rohde, Mace, 
and Seeley (1997), on working with adoles-
cents, only had about 1.7 % of their participants 
as African American. A separate study found the 
vast majority of their participants to be adoles-
cent males (92 %) and Caucasian (92 %) (Ren-
aud et al. 1999). The last study we examined for 
standardization properties for the K-SADS-E 
gave no demographic information on the race of 
their participants (Frazier et al. 2007).

Lewinsohn et al. (1993) used the K-SADS-E 
to see how adolescents differed if they had or had 
not attempted suicide in the past. Overall, they 
found that adolescents with a history of suicide 
attempts had: more use of medications, worse 

health, worse coping skills, lower self-esteem, 
greater current and lifetime suicidal ideation, 
more pessimism, more negative attributions, and 
a greater chance of being diagnosed with depres-
sion. In a separate study, it was found that cur-
rent and lifetime suicide attempts assessed with 
the K-SADS-E were correlated with a higher 
chance of being diagnosed with major depres-
sion, dysthymia, and anxiety disorders (Rohde 
et al. 1997). Additionally, in a retrospective psy-
chological autopsy study in which the K-SADS-
E was used, suicide completers were discovered 
to have had a more extensive history of nonlethal 
suicide attempts than matched community con-
trols (Renaud et al. 1999).

With regards to the predictive validity of the 
K-SADS-E, Lewinsohn et al. (1994) noted that 
prior history of suicide attempts is one of the 
strongest predictors of subsequent suicide at-
tempts, astonishingly increasing the risk 18-fold. 
Lastly, Frazier et al. (2007) established a high 
inter-rater reliability for the K-SADS-E for mood 
disorders across age groups (ages 4–10: k = 1.00; 
ages 11–17: k = 0.95).

Recommendations As both Lewinsohn et al. 
(1993, 1994) studies relied heavily on statistical 
comparisons, type I error was rather high, and so 
the findings from these studies should be taken 
as tentative and replicated to ensure validation. 
Also, since the normative data provided for these 
studies appear to lack African American partici-
pation, we must be careful to generalize these 
findings to this cultural group. Ideally, these stud-
ies would be redone with a heavier emphasis on 
African American participation.

CES-D

The Lewinsohn, Rohde, and Seeley (1996) 
CES-D screening items were discovered to 
have some predictive validity for later suicidal 
behavior. Roughly, 16.7 % of adolescents who 
were assessed as having high ideation at an ini-
tial screening made a suicide attempt within the 
subsequent year. Also, about 6.7 % of adolescent 
reporting moderate ideation at an initial screen-



100 A. M. Breland-Noble et al.

ing made suicide attempt within the next year. Of 
those with mild ideation at an initial screening, 
2.8 % made suicide attempts within the follow-
ing year, and of those who reported no suicidal 
ideation, only 0.3 % made suicide attempts in the 
next year.

Some of the studies reviewed in this section 
had samples that were overrepresented by males, 
calling into question the utility of the CES-D 
across genders. Additionally, although both 
supplementary suicide screening sets (Garrison 
et al. 1991; Lewinsohn 1996) have been used ex-
tensively, there is a legitimate dearth of research 
on their psychometric properties. This lack of 
knowledge on their reliability and validity is 
a cause for concern, given the extent to which 
both are actively used, so research on the CES-D 
should shift its focus to this area.

CDI On the CDI, suicidal ideation is measured 
with one item and has the following response 
choices: 0 = “I do not think about killing 
myself;” 1 = “I think about killing myself but 
would not do it;” or 2 = “I want to kill myself.” 
A score of 1 or 2 on this item indicates the pres-
ence of suicidal thoughts. This item refers to 
thoughts about suicidal actions with “nonzero 
intent to die,” which is the widely accepted 
definition for suicidal behavior (O’Carroll et al. 
1996). Since the CDI does not include any items 
that directly assess suicide attempts, it is not 
deemed useful for evaluating suicide attempters 
(Goldston 2000).

CDRS Although, the CDRS is primarily meant 
for the assessment of depression, it also has two 
items revolving around suicide, suicide ideation, 
and morbid ideation. The Suicide and Suicide 
Ideation item is on a 6-point scale, where 0 = no 
information, 1 = none, 2 = has thoughts about sui-
cide—usually when angry, 3 = recurrent thoughts 
of suicide, 4 = thinks about suicide and names 
methods or if depressed, strongly denies think-
ing about suicide, and 5 = suicide attempt within 
the last month or actively suicidal. The Morbid 
Ideation item is on a 5-point scale, where 0 = no 
information, 1 = none expressed, 2 = some morbid 

thoughts—all related to a recent reality event, 
3 = admits to morbid thoughts on questioning but 
does not dwell on them, or parents report morbid 
thoughts of child, and 4 = death themes spontane-
ously discussed or elaborate and extensive mor-
bid ideation (Poznanski et al. 1979; Poznanski 
and Mokros 1996).

DISC

The subsection of the NIMH DISC 2.3 relevant 
for assessing suicide and depression focuses on 
respondent’s thoughts of death, suicidal ide-
ation, a specified suicide plan, and the associa-
tion of suicidal thoughts with dysphoric symp-
toms. These inquiries reference the 2 weeks and 
6 months preceding the interview (Goldston 
2000; Shaffer et al. 2000). The DISC 2.3 also 
requests information from respondents regard-
ing methods of suicide attempts, lifetime suicide 
attempts, number of suicide attempts, age at first 
suicide attempt, suicide attempts within the last 
6 months, and suicide attempts within the con-
text of dysphoria (Goldston 2000; Shaffer et al. 
2000).

Conclusions

Not surprisingly, there is a paucity of research 
on the assessment of suicidality and depression 
in African American adults and youth. While we 
have elucidated the measures of which we are 
aware with any substantial psychometric evalu-
ation with African Americans, we are limited in 
our discussions on this topic given that we could 
identify no measures with a specific focus on 
African Americans. New measures are currently 
being examined to assess suicide in multicul-
tural populations (e.g., the Cultural Assessment 
of Risk for Suicide measure—CARS (Chu et al. 
2013) but more research is needed to generate 
a significant group of measures readily identifi-
able as highly relevant to the needs of African 
Americans.
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The historic and disproportionate burden of dis-
advantages associated with social stratification 
due to racism, poverty, and unequal access to 
high quality education places African American 
children and adolescents at increased risk for the 
development of behavioral disorders (Hill et al. 
2011). African American children—who account 
for nearly 27 % of the US Black population—
report frequent experiences of discrimination 
(Neblett et al. 2008; Seaton et al. 2008), have the 
greatest percentage living in poverty of any ethnic 
group (38.2 %), and are found to be at increased 
risk for lack of educational readiness, underper-
formance, and school failure. Moreover, some 
studies indicate that African American youth have 
higher rates of conduct and attention problems 
than European American youth (e.g., Bird et al. 
2001; Last and Perrin 1993). In light of evidence 
highlighting racial discrimination, poverty and 
its correlates (e.g., disorganized neighborhoods, 
parental stress, and exposure to violence), and 

academic failure as precursors to mental health 
and conduct problems (Hill et al. 2011), African 
American children and adolescents represent 
an essential population in which to examine the 
assessment of behavioral disorders.

The nosology informing the assessment of 
mental health of children and adolescents is the 
Diagnostic and Statistical Manual, 4th edition, 
text revision (DSM-IV-TR; American Psychi-
atric Association 2000). The main behavioral 
disorders outlined among children are Attention 
Deficit/Hyperactivity Disorder (ADHD), Op-
positional Defiant Disorder (ODD), and Con-
duct Disorder (CD). Prevalence rates of ADHD 
among African American children (based on 
parent or child report) have ranged from 2.1 % 
(Angold et al. 2002) to 5.7 % (Roberts et al. 
2006). For ODD and CD, prevalence rates have 
been reported as 1.1 % and 5.5 %, respectively 
(Angold et al. 2002). In these studies, African 
American youth have reported lower rates of 
these disruptive behavioral disorders (DBDs) 
than their White counterparts. Thus, it appears 
that despite the aforementioned sociocultural 
risk factors, African American children are ex-
hibiting resilience as it pertains to psychological 
adjustment. Nevertheless, findings related to the 
prevalence of DBDs have varied greatly depend-
ing on the reporter, making the assessment of 
behavioral disorders in African American chil-
dren a vital undertaking.

This chapter will examine some of the most 
common methods for assessing behavioral dis-
orders in African American youth. While it is 
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acknowledged that the assessment of these disor-
ders can be accomplished using interview meth-
ods, behavioral observation, and rating scales, 
this chapter focuses on the latter. Behavior rating 
scales provide a cost-effective approach for as-
sessing behavioral problems and have been devel-
oped to cover a broad range of problems, behav-
iors, as well as strengths. Before reviewing these 
assessment tools, we begin the chapter with a brief 
discussion of cultural factors that should be con-
sidered in the assessment of behavioral disorders.

Cultural Considerations

Researchers have lamented the overrepresenta-
tion of deficit-oriented perspectives that have 
characterized the study of African American and 
other racial and ethnic minority children and 
youth, and called for a greater focus on positive 
youth development and outcomes (Cabrera et al. 
2012; García Coll et al. 1996; Lambert et al. 
2001). Deficit-oriented approaches emphasize 
elevated rates of behavioral problems and fail 
to incorporate culturally-informed perspectives 
on African American children and adolescents. 
The accurate assessment of both the strengths 
of and psychopathology in African American 
youth, however, necessitates consideration of the 
historical context of African American youth, 
acknowledgement of racism, and other societal 
ills with which African American youth contend 
daily (e.g., poor living conditions, unsafe neigh-
borhood, and high stress environments), and 
thoughtful reflection about how these challenges 
may inform the presentation of African Ameri-
can youths’ problem behaviors. Two critical 
cultural considerations that must be taken into 
account when assessing behavioral disorders in 
African American children and adolescents are: 
(1) respondent (informant) bias and (2) the cul-
tural appropriateness of assessment instruments. 
Addressing these areas will be critical in the 
accurate assessment of behavioral disorders in 
African American children, particularly in light 
of the cost of behavioral problems for academic 
failure and subsequent mental health and wellbe-
ing (Hill et al. 2011).

Respondent Bias in Assessment  
of Behavioral Disorders

One of the most troubling concerns in the as-
sessment of behavioral disorders for African 
American youth is the persistent discrepancy 
between prevalence rates of behavioral disor-
ders reported by parents and children on the one 
hand, and teachers on the other (Worrell 2009). 
There are few large-scale epidemiological stud-
ies of youth mental disorders, but several stud-
ies find lower or comparable rates of attention-
deficit and disruptive behavioral disorders for 
African American youth as compared to White 
youth on the basis of parent and child reports 
(Angold et al. 2002; Pastor and Reuben 2005; 
Roberts et al. 2006; see Cuffe et al. 2005 for a 
notable exception). Measures based on teacher 
ratings, however, overwhelmingly find higher 
rates of disruptive behavioral disorder for Af-
rican American youth (Hosterman et al. 2008; 
McDermott et al. 1993; Nolan et al. 2001; 
Reid et al. 1998; Worrell 2009). For instance, 
McDermott and Spencer (1997) reported higher 
than expected “numbers of African American 
youth exhibiting impulsive aggression and op-
position defiance (about 1.5 times expectancy)” 
(p. 396) on the basis of standardized teacher 
observational scales. One leading hypothesis 
is that teacher bias may account for discrepan-
cies in parent and child reports versus teacher 
ratings. According to this view, some teachers 
may not be fully aware of African American 
children’s culture and environment and may 
report the behavior of African American youth 
as problematic when the child’s culture defines 
the very same behavior as normative or even 
positive. Scholars have emphasized the norma-
tive role of verve and rhythm (i.e., rhythmic and 
creative movement, posture, speech patterns, 
and behavior as well as a preference for high 
stimulation environments) in African American 
culture (Cunningham and Boykin 2004), point-
ing out that the traditional didactic “teacher talks 
and students listen” mode of learning may be in-
consistent with African American patterns of so-
cialization. Thus, a child who exhibits high but 
culturally appropriate movement expressiveness 
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or who exhibits a preference for high classroom 
stimulation consistent with how he or she has 
been socialized prior to school entry may be as-
sessed as hyperactive, disruptive, or off task. 
Furthermore, aggressive or hostile behavior 
may actually be a normative or understandable 
response due to the challenges of coping with 
racial discrimination but may be misinterpreted 
by teachers as behavioral problems in a system 
where compliance and obedience are valued and 
emphasized (Lambert et al. 2001).

There is some empirical evidence of teacher 
biases and misinterpretation of behavior as a re-
sult of different cultural norms (Lambert et al. 
2001; Worrell 2009); however, recent work 
in this area appears reluctant to embrace the 
possibility that biases may account for rater dis-
crepancies (e.g., Epstein et al. 2005; Hosterman 
et al. 2008; Miller et al. 2009). Consistent with 
the view that teachers (and psychologists, see 
Mann et al. 1992) may report behavior of a child 
from another culture as problematic (see also 
Puig et al. 1999), Zimmerman et al. (1995) found 
that Caucasian and Hispanic teachers were more 
likely than African American teachers to endorse 
higher problem scores for African American 
youth. Moreover, the greatest discrepancy in 
scores was between African American parents’ 
ratings and non-African American teachers. In 
terms of less clear findings, Neal et al. (2003) 
found that teachers rated both Black and White 
students exhibiting behavior consistent with Af-
rican American verve and rhythm as lower in 
achievement and higher in aggression and that 
the teachers would be more likely to refer such 
students to be assessed for special education. 
African American students who did not exhibit 
this pattern of movement and rhythm, on the 
other hand, were rated as higher in achievement. 
In a recent review of ADHD in African Ameri-
cans, Miller et al. (2009) concluded that par-
ents’ beliefs about ADHD, higher rates of risk 
and lack of treatment access and utilization may 
be more explanatory than teacher rating bias in 
understanding ratings differences, but acknowl-
edged that the cause of such differences is far 
from settled. Indeed, few studies have rigor-
ously examined the issue of informant bias and 

more studies will be needed to assess its role in 
the disparities between teachers’ and others’ rat-
ings of behavioral problems and externalizing 
symptoms.

Appropriateness of Assessment 
Instruments

A second critical cultural consideration in the as-
sessment of behavioral disorders is the cultural 
appropriateness of assessment instruments. On 
this score, scholars have raised concerns with 
respect to the appropriate norming of measures, 
as well as the content and cultural validity of 
rating scales, and the related domains of mea-
surement equivalence of existing measures for 
African American and non-African American 
youth. With respect to appropriate norms and the 
standardization of available assessment instru-
ments, Lambert et al. (2001) and others (e.g., 
Miller et al. 2009) have suggested that while test 
developers have tried to include representative 
samples of Blacks and other minorities in their 
studies, the children in these studies may not ad-
equately represent the diversity of Black children 
and adolescents. Youth in the standardization 
sample do not necessarily represent the socio-
economic diversity of Black youth and also are 
typically drawn from traditional treatment facili-
ties (e.g., community mental health clinics, hos-
pitals, and special education programs) that do 
not include youth “triaged” to alternative facili-
ties such as the child welfare and juvenile justice 
systems (Lambert et al. 2001).

In addition to measures that may not be appro-
priately normed, scholars have raised concerns 
about the content and cultural validity of rating 
instruments for behavioral disorders. It may be 
that particular items on assessment scales are cul-
turally bound and do not reflect the cultural con-
text or reality of African Americans and other mi-
norities. Lambert et al. (2002) found that several 
problem behaviors African American children’s 
parents reported to clinicians during intake inter-
views were not represented by items on widely 
used assessment instruments such as the Child 
Behavior Checklist (CBCL; reviewed later in this 
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chapter), but instead, were similar to problems 
children of African descent in Jamaica reported 
to clinicians during intake interviews (see also 
Lambert et al. 1998). Interestingly, a small, but 
important group of studies finds evidence for 
and against construct equivalence for ADHD and 
externalizing rating scales for African American 
and Caucasian youth with the particular measure 
in question and the gender of the child seeming 
to account for differences in findings (see Epstein 
et al. 1998; Reid et al. 1998, 2001). Scholars have 
contended that the lack of metric equivalence in 
some cases may be explained by the meaning of 
words on some measures varying across groups 
or the measures themselves failing to adequately 
reflect common idiomatic expressions used by 
minority respondents (Lambert et al. 2001). Sem-
inal work by Robert Williams (1972) has high-
lighted how the failure of items on a test to reflect 
the cultural context of the respondents can lead 
to inappropriate conclusions. Moreover, features 
of Black English such as semantic inversion—
when the meaning of a word in Black English 
is the opposite of what it is in standard English 
(e.g., “bad” refers to “very good”; Smitherman 
2004)—may lead to problems with the validity 
of available behavioral disorders assessments for 
African American children and youth.

While our discussion of cultural consider-
ations is far from exhaustive, the evidence sug-
gests that informant bias may play a role in our 
understanding of discrepancies among infor-
mants in the assessment of behavioral disorders. 
Rigorous and systematic investigations of this 
issue are needed to advance our understanding 
of the role bias may play. Our brief review also 
highlights the cultural appropriateness of assess-
ment instruments in evaluating the presence of 
behavioral disorders. The content and cultural 
validity of rating scales may be influenced by 
how well existing measures capture the behav-
iors raters are likely to report as well as by fac-
tors such as the language used in the measure or 
assessment. Scholarly attention to and system-
atic investigations of both these issues will be 
critical in moving the field toward an accurate, 
culturally-informed, evidence-based approach to 

the assessment of behavioral disorders in African 
American children and adolescents.

Common Tests in the Assessment  
of Behavioral Disorders

The remainder of this chapter will focus on com-
mon instruments, tests, and procedures associated 
with the assessment of behavioral disorders 
among African American youth. We will review 
mainstream measures, as well as a tool devel-
oped specifically for use with Black children. 
The development of prominent assessment tools 
will be described, the conventional psychometric 
properties outlined, the utility of each measure 
for African American youth assessed, and where 
appropriate, recommendations offered. A sum-
mary of these evaluation criteria can be found in 
Table 8.1.

Structured and Semi-Structured 
Interviews

Although structured and semi-structured inter-
views are covered in another chapter in this vol-
ume (see Chap. 3), it is important to note that 
both types of interviews are integral to the as-
sessment of behavioral disorders. These assess-
ments tools have been developed in line with the 
main nosologies for cognitive, behavioral, and 
emotional disorders: the American Psychiatric 
Association’s Diagnostic and Statistical Manu-
al (DSM) and the World Health Organization’s 
International Classification of Diseases (ICD). 
As such, these tools can easily assess common 
disruptive behavioral disorders (i.e., ADHD, 
ODD, and CD). Briefly, the most common stan-
dardized diagnostic interviews relevant to the 
assessment of behavioral disorders in African 
American children are the Diagnostic Interview 
Schedule for Children (DISC; Shaffer et al. 
2000), a structured diagnostic interview, and the 
Schedule for Affective Disorders and Schizo-
phrenia for School-Age Children (K-SADS; 
Ambrosini 2000), a semi-structured interview 
instrument.
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Questionnaires/Rating Scales

Achenbach System of Empirically Based 
Assessment

The Achenbach System of Empirically Based 
Assessment (ASEBA) is a multiple informant 
behavioral rating system that can be used to as-
sess emotional and behavioral problems in youth. 
The ASEBA is the most widely used rating sys-
tem for youth problems (Zamarripa and Lerma 
2013). The system consists of three forms for two 
age groups: Parents complete the Child Behavior 
Checklist (CBCL/1.5–5, CBCL/6–18), teachers 
or caregivers complete the teacher report form 
(TRF/6–18) or the caregiver–teacher report form 
(C-TRF), and children 11–18 complete the youth 

self-report (YSR). Subscales for the CBCL and 
YSR are grouped into competence, syndrome, 
and DSM-oriented scales, the latter of which 
is based on criteria from the DSM-IV (DSM-
IV; American Psychiatric Association 1994; 
Flanagan 2004).

Development and Norms
The ASEBA measurement tools have seen nu-
merous iterations, with current scales having been 
more recently refined and norms having been up-
dated from previous versions. The developers of 
the ASEBA boast that extensive procedures were 
utilized to obtain a nationally representative nor-
mative sample. These samples contained 1753, 
1057, and 2319 individuals for the CBCL/6–18, 
YSR, and TRF, respectively, of which 20 %, 

Table 8.1  Behavior Rating Scales used with African American youth
Assessment name Disorders assessed Demonstrated psy-

chometric properties 
(validity, reliability)

Findings pertaining 
to utility

Recommendations

Achenbach Sys-
tem of Empiri-
cally Based 
Assessment

CD, ODD, ADHD, 
other disorders 
(such as anxiety 
and depressive 
symptoms)

Good to high validity 
and reliability for all 
scales

Gross et al. 2006
Jastrowski Mano 
et al. 2009
Lambert et al. 
2002, 2002

Most popular measure for 
assessment of problems 
with children with sub-
stantial research. However, 
mixed findings related to 
utility necessitate further 
research with African 
American children

Behavioral 
Assessment 
System for Chil-
dren—Second 
Edition

CD, ODD, ADHD, 
other disorders 
(such as anxiety 
and depressive 
symptoms)

Good to high valid-
ity and reliability 
for main scales. No 
technical information 
available for auxiliary 
scales

None Lack of findings indicates 
that research is needed to 
speak to equivalence of 
scales and utility for African 
American youth

Conners 3rd 
edition

ADHD primar-
ily, but also CD, 
ODD, and other 
symptomatology

Adequate to high 
validity and reliability 
for all scales

Epstein et al. 1998
Hosterman et al. 
2008

Utility seems fairly estab-
lished, particularly for 
assessment of ADHD

Eyberg Child 
Behavior 
Inventory

Conduct Problems Generally adequate 
to high reliability and 
validity

Gross et al. 2007 Care should be taken when 
considering cutoff scores 
given findings related to 
mean differences

Child Symptom 
Inventory

ADHD, CD, ODD, 
plus an additional ten 
DSM-IV childhood 
disorders

Good to high reliabil-
ity and validity

None Research with larger sam-
ples of African American 
youth is needed

Strengths and 
Difficulties 
Questionnaire

CD, ODD, ADHD, 
other disorders, pro-
social behavior

Adequate to high 
validity and reliability 
for all scales

Ruchkin et al. 2008 Despite multiethnic studies, 
limited data available for 
US born African American 
youth. Additional research 
needed
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20 %, and 14 %, were African American. Of the 
samples factor analyzed to determine the prob-
lem scales, roughly 20 % were African American 
(Achenbach and Rescorla 2000). However, the 
percentage of clinically referred African Ameri-
cans is not discussed in the manual, a limitation 
that has been addressed by other researchers with 
regards to utility (Zamarripa and Lerma 2013).

Scales and cutoff scores
The relevant syndrome scales for assessment of 
behavioral disorders are: Anxious/Depressed, 
Withdrawn/Depressed, Somatic Complaints, 
Social Problems, Thought Problems, Attention 
Problems, Rule-Breaking Behavior, and Aggres-
sive Behavior. These syndromes are grouped 
as Total Problems, Internalizing Problems, and 
Externalizing Problems. Scores on these rat-
ing scales are given as T-scores, ranging from 
50–100. In terms of cut points, T-scores above 
65 indicate the borderline clinical range, raising 
a level of suspicion about problem areas, while 
T-scores of 70 and above are in the clinical range. 
The DSM-oriented scales, which include Affec-
tive Problems, Anxiety Problems, Somatic Prob-
lems, Attention Deficit/Hyperactivity Problems, 
Oppositional Defiant Problems, and Conduct 
Problems, have the same cutoff scores. There 
are no differential cutoff scores by race/ethnicity 
(Achenbach and Rescorla 2000).

Validity
Content validity for the current set of check-
lists is based on prior research with the scales 
(Zamarripa and Lerma 2013). Specifically, the 
problem items were developed and defined based 
on feedback from teachers, parents, students, 
and mental health professionals and DSM-relat-
ed items were supported by experts’ judgment 
(Achenbach et al. 2008). Criterion-related va-
lidity for ASEBA comes from various types of 
analyses. For instance, multiple regression analy-
ses indicate that 2–33 % of the variance on in-
dividual scales (CBCL/6–18, YSR, and TRF) is 
accounted for by referral status (i.e., those who 
were referred had significantly higher scores 
than nonreferred children; Flanagan 2004). 

Categorical analyses (e.g., chi square and odds 
ratios) show similar patterns. Construct validity 
has been established through correlational analy-
ses with similar instruments, most commonly the 
BASC and Conners’ (discussed below) with cor-
relations averaging 0.69 (BASC) and 0.81 (Con-
ners; Achenbach et al. 2008).

Reliability
Internal consistency reliabilities (coefficient al-
phas) for syndromes are strong across the check-
lists, with the strongest reliability for TRF (0.85) 
then CBCL (0.83) and YSR (0.79; Achenbach 
et al. 2008). Test–retest reliability and 12-month 
stability are also strong. Given that the CBCL and 
TRF can be administered by multiple informants 
(e.g., caregivers, teachers), cross-informant reli-
ability is also important to consider, and mean 
agreement is substantial (0.76 and 0.60, respec-
tively; Flanagan 2004).

Utility
Although ASEBA incorporated demographically 
representative proportions of African Americans 
in their normative samples, the issue of utility is 
still important to consider. In Achenbach et al.’s 
(2008) most recent discussion of multicultural as-
sessment using these measures, they note that the 
comparisons of scores, psychometrics, and cor-
relates are available for thousands of respondents 
from diverse populations, including at least 20 
different societies (including countries in Africa; 
Achenbach et al. 2008; Zamarripa and Lerma 
2013). Moreover, they report that the factor struc-
tures and results are broadly comparable. At the 
same time, there are some aspects of the ASEBA 
scales that have noted potential differences for 
African American populations. For instance, the 
manual notes that African American children ob-
tained significantly higher scores on several of 
the TRF (teacher reported) items, though only a 
small portion of these items showed significant 
effect sizes (Achenbach and Rescorla 2000). An 
assessment of differential item functioning (DIF) 
noted that there were some items on the CBCL 
1.5–5 that showed racial/ethnic and income level 
differences (Gross et al. 2006).
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Potentially, more problematic than differ-
ences for African Americans at the item-level is 
the issue of whether the problem scales outlined 
by Achenbach (and based largely on non-Latino 
White samples) are equivalent for African Ameri-
cans. While the findings have been mixed, Mi-
chael Lambert et al. (2002, 2003), and Jastrows-
ki Mano et al. (2009) raise questions about the 
measure equivalence of the ASEBA rating scales. 
Lambert and colleagues have conducted extensive 
research and record reviews of African Ameri-
can and Jamaican children and have noted that 
in many cases the proposed factor structure did 
not hold for children of African descent (Lambert 
et al. 2003). In addition, content validity seems 
to be less firmly established when examining 
purely African American samples (Lambert et al. 
2002). Jastrowski Mano et al. (2009) found simi-
lar issues related to model fit as well as reliabil-
ity (internal consistency), but found that certain 
problem domains had adequate convergent and 
criterion validity (Jastrowski Mano et al. 2009).

Strengths, Limitations, Special 
Considerations
One of the biggest strengths of the ASEBA scales 
is its long history of research and implementation 
with diverse populations (Zamarripa and Lerma 
2013). As stated earlier, these scales are the most 
widely used rating scale for the initial assessment 
of behavioral problems among children. Logis-
tically, the scales can be easily scored using a 
computer-scoring program, and because of the 
multiple scales, cross-informant comparisons can 
be made. Given the scale development research, 
ASEBA seems to be a reasonable option for use 
with African American children. However, the 
recent research findings related to differential 
functioning of the items and lack of measurement 
equivalence warrant further research to determine 
how best to interpret these problem scales for Af-
rican American children. Moreover, given the 
findings about higher endorsement of problem 
behaviors from teacher ratings, it is highly recom-
mended that assessors collect information regard-
ing the child’s behavior from as many sources 
(parents, self-report, observation) as possible.

Behavior Assessment System for 
Children—Second Edition

The Behavior Assessment System for Chil-
dren—Second Edition (BASC-2) is a multi-
method rating system designed to assist in the 
educational classification of emotional and 
behavioral disorders in children as well as to 
facilitate the design of treatment plans (Stein 
2007). Like ASEBA, the BASC primarily uti-
lizes parent, teacher, and self-report: Parent Rat-
ing Scale (PRS), Teacher Rating Scale (TRS), 
and student Self-Report of Personality (SRP). 
However, unlike ASEBA, the BASC can also 
obtain background information (Structured De-
velopmental History (SDH) and behavioral ob-
servation in the classroom (Student Observation 
System (SOS)). Moreover, because the BASC 
covers ages 2–25, the rating scales are available 
at the Preschool, Child, Adolescent, and College 
levels. According to the manual, the BASC can 
also be utilized to assist in diagnosing DSM-IV 
disorders, as well as AID in other educational 
planning and service determinations (Stein).

Development and Norms
The BASC-2 is currently in its second edition, 
with the developers noting a series of improve-
ments and additions to each of the rating scales 
(Reynolds and Kamphaus 2004). The updated 
norms for the BASC were collected in the early 
2000s, with over 13,000 children included in 
the normative sample. The developers note that 
these norms closely reflect US population esti-
mates for race and ethnicity (as well as gender 
and maternal education). In fact, the manual 
presents an impressive breakdown of African 
American students for each age range, for each 
form, and compares the percentages to the rele-
vant US percentages at that time. In total, the Af-
rican American sample comprises about 15.7 % 
of the norming sample. The clinical norms 
(drawn from 1779 (TRS), 1975 (PRS), and 1527 
(SRP) 4–18 year olds) were not matched on eth-
nicity in the same manner. African American 
percentages were 17, 14.4, and 13.1 respectively 
(Reynolds and Kamphaus).
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Scales and cutoff scores
The items on the BASC-2 TRS, PRS, and part 
of the SRP are presented on a 4-point response 
scale. The BASC-2 is divided into Composite, 
Clinical, Adaptive, and Content Scales. The Com-
posite Scales include the Behavioral Symptoms 
Index, Internalizing, and Externalizing scales. 
The Clinical Scales include domains similar to 
the ASEBA (e.g., Hyperactivity, Aggression, 
Conduct Problems, and Withdrawal) as well as 
unique domains such as Learning Problems and 
Atypicality (Stein 2007). The Content Scales also 
include relevant behavioral correlates such as 
anger control, bullying, and negative emotional-
ity (Rescorla 2009). T-scores and percentile ranks 
are used for the three main measures, at both the 
composite and individual scale level. Scores at 
or above T = 70 (97th percentile) define the clini-
cally significant range, while scores T = 60–69 
(> 84th percentile) represent the at-risk range 
(Rescorla 2009).

Validity
The majority of data on validity for the BASC-2 is 
based on intercorrelations (construct and concur-
rent validity; Stein 2007). The TRS showed high 
correlations with ASEBA’s TRF, with internaliz-
ing problems correlating 0.64–0.80 and external-
izing problems ranging 0.75–0.85. The Conners’ 
Teacher Rating Scale was also correlated highly 
with the TRS for most scales, except those con-
cerning anxiety. In addition, correlations were 
higher for children as opposed to adolescents. 
For the PRS and SRP, similar correlational pat-
terns have been identified. In addition, the SRP 
scales have been correlated with other popular 
measures of internalizing problems (e.g., Chil-
dren’s Depression Inventory, Revised Children’s 
Manifest Anxiety Scale (RCMAS), Beck Depres-
sion Inventory-II; Stein 2007). Construct validity 
is assessed by examining the Clinical scale and 
Composite score profiles by age group for each 
of the three main BASC measures. The manual 
shows that these profile patterns are generally 
consistent between age groups and reflect ex-
pected behavioral strengths and weaknesses. An 
exception in profile patterns (identified by the 
authors of the manual) exists for mood disorders 
(bipolar or depression; Stein 2007).

Reliability
Internal consistency reliabilities (alpha coef-
ficients) are high for all three measures for the 
general norm group, with composite scores rang-
ing from the low-to-mid 0.90s for the TRS and 
the mid-to-high 0.80s for the SRP (Stein 2007). 
The clinical norms group has similarly high coef-
ficients (though at times lower). The reliabilities 
for individual scale scores are much lower than 
those for the composite scores, and as such, it 
is recommended that composite scores be used. 
Six-week (TRS and PRS) and 3-week (SRP) 
test–retest reliabilities ranged from 0.64 among 
adolescents’ ratings on the TRS to 0.93 for teach-
er ratings of younger children. In general, the 
TRS (0.86) and the PRS (0.84) yielded the high-
est median reliability for children, whereas the 
SRP (0.84) yielded the highest median reliability 
for college-aged youth (Stein).

Strengths, Limitations, Special 
Considerations Surrounding Utility
As mentioned earlier, the BASC is often used in 
both school and clinical settings, and has been 
purported to answer several referral questions 
for youth (Reynolds and Kamphaus 2004). How-
ever, there is a dearth of evidence as to whether 
this system has been validated for use in all the 
relevant arenas (e.g., IEP planning, manifestation 
determination; Stein 2007). In addition, though 
the BASC-2 includes developmental history and 
observational rating measures, there is no techni-
cal information for these assessment instruments 
(Stein 2007). The scales are also unique in that 
they provide ways to check against biased re-
sponses, rater error, and other threats to validity. 
The BASC-2 can also be easily scored, provides 
rubrics for multiple levels of comparison, and re-
port templates that can be used for parent feed-
back (Stein).

Perhaps the biggest limitation and consider-
ation with regard to this measure is that there has 
been no published empirical work to confirm the 
utility of the BASC-2 for African American chil-
dren. Although inferences could be drawn given 
the system’s relationship with other behavioral 
assessment tools that have had more research 
undertakings (most notably ASEBA), research 
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should be conducted to address issues such as 
measurement equivalence. This is particularly 
relevant given the nonrepresentative nature of the 
clinical developmental samples. A recent review 
of assessment measures for Latino children (Za-
marripa and Lerma 2013) noted a similar dearth 
of evidence and suggested the BASC be used 
with proper inclusion of cultural data. While this 
is a reasonable recommendation, the importance 
of research to confirm psychometric and cultural 
validity and reliability cannot be understated.

Conners 3rd Edition

The Conners 3rd Edition (Conners 3) rating scales 
are another set of multiple informant assessment 
tools, used for children between 6 and 18 years 
of age (Arffa 2010). The primary purpose of the 
Conners 3 is to serve as a comprehensive assess-
ment of Attention Deficit Hyperactivity Disor-
ders (ADHD); however, the Conners scales are 
also commonly used to assess other conditions 
comorbid with ADHD. The Conners system can 
also be used to aid in the special education eli-
gibility process, as a treatment evaluation tool, 
and for screening purposes (Arffa). Informants 
include parents (3-P), teachers (3-T), and chil-
dren ages 8–18 (3-SR), and there are multiple 
versions (full, short, ADHD Index Global Index) 
available.

Development and Norms
The Conners 3 is a revision of the Conners Rating 
Scales-Revised (Conners 1997). This iteration of 
the forms was undertaken to keep in line with the 
most recent diagnostic information, update nor-
mative data, and link findings to interventions 
(Arffa 2010). While the focus of the forms was 
ADHD, the author also developed instruments to 
measure broader behavioral and emotional prob-
lems (Conners comprehensive Behavior Rating 
Scales) and to measure ADHD in younger chil-
dren (Conners Early Childhood Rating Scales). 
In addition, language was changed to reflect 
DSM-IV symptoms, and impairment items were 
added. The standardization sample for the Con-
ners 3 consisted of 50 males and 50 females 
in each age group (6–18 years for Teacher and 

Parent forms and 8–18 years for Self-Report 
forms) from the general population with an eth-
nic and racial distribution closely matching 2000 
US Census data (Conners 2008). For instance, 
African American respondents for the Conners 
Parent report comprised 15.1 %, while compris-
ing 15.7 % of the US population at that time. An 
additional clinical population of 718 youth for 
parent and self-report (15.32 % African Ameri-
can) and 694 youth for Teacher report (15.27 % 
African American was sampled). The Conners 3 
was co-normed with the Conners Comprehensive 
Behavior Rating Scales (Conners).

Scales and cutoff scores
Informants for the Conners answer questions on a 
scale from 0 ( Never or Seldom) to 3 ( Very true or 
Very frequently). The number of questions ranges 
from 99 for the 3-SR to 115 for the 3-T (Full ver-
sion), around 40 items for the short form, and 10 
items for the ADHD and Global Indices (Arffa 
2010). The relevant content area scales include 
Inattention, Hyperactivity, Impulsivity, Learning 
Problems, Executive Functioning, Conduct Prob-
lems, Oppositional Behavior, and Social Prob-
lems. Empirical scales include ADHD, conduct 
disorder (CD), and oppositional defiant disorder 
(ODD). In addition, there are scales that address 
the reporter biases and inconsistency in report-
ing. Linear T-scores and empirical percentiles 
are used to determine levels of concern. T-scores 
greater than 60 indicate elevated scores (more 
problems than are typically reported), while T-
scores 70 and above indicate clinical levels of 
problems.

Validity
Criterion validity for the Conners scales is based 
on the form’s ability to discriminate between 
clinical and nonclinical populations. According 
to the manual, the Conners 3 can accurately dis-
tinguish between clinical and nonclinical groups, 
as well as between clinical groups with ADHD 
and other behavioral or learning disorders. Con-
struct validity has been established through factor 
analytic techniques, as well as cross-informant 
comparisons. The mean parent to teacher corre-
lation was 0.60, the mean parent to youth cor-
relation was 0.56, and the mean teacher to youth 
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correlation was 0.48. Evidence of convergent va-
lidity was established via correlations with earli-
er versions of the Conners, as well as the ASEBA 
forms, BASC-2, and Behavior Rating Inventory 
of Executive Functioning (Gioia et al. 2000).

Reliability
Internal consistency coefficients are 0.90 or above 
for parent and teacher scales and 0.85 or above for 
Self-Report scales. Adjusted test–retest reliability 
ranges from 0.82 to 0.98 for Parent scales except 
for Executive Functioning (0.72) and Peer/Fam-
ily Relations (0.78), from 0.83 to 0.90 for Teacher 
scales except for Executive Functioning (0.78), 
and from 0.71 to 0.83 for the Self-Report scale 
(Arffa 2010).

Utility
As previously stated, the Conners 3 and Com-
prehensive Behavior scales were normed with 
representative samples that included nonnegli-
gible proportions of African Americans (though 
this was not the case for clinical samples). The 
Conners 3 manual also provides discussions of 
differences by race/ethnicity for each measure. 
According to the manual the 3-P, 3-T, and 3-SR 
showed significant effects by race/ethnicity at the 
multivariate level. For the parent report, analyses 
generally revealed that Caucasian parents report-
ed more problem behaviors than parents of other 
racial groups. However, African American par-
ents reported greater executive functioning than 
did Hispanic parents. For teacher reports, Afri-
can American youth were rated as having high-
er levels of defiance/aggression and ODD than 
White or Latino youth. For self-report, Caucasian 
youth again scored higher than other racial/ethnic 
groups on relevant problem scales. However, the 
manual notes that all of these effects are small, 
accounting for only small amounts of variance 
explained (Arffa). In addition to these findings, 
research has generally supported that the Con-
ners has factor equivalence for African Ameri-
cans (e.g., Epstein et al. 1998; Hosterman et al. 
2008). Of note, these studies were conducted 
with earlier versions of the Conners and were 
limited to the teacher rating forms. Moreover, the 
rationale for the mean differences and higher rat-
ings by teachers has not been fully established.

Strengths, Limitations, and Special 
Considerations
Taken together, the Conners 3 and Comprehen-
sive Behavior scales provide a broad means for 
assessing ADHD and comorbid disorders. The 
Conners is unique in its ability to differenti-
ate subtypes of ADHD in a reliable manner. In 
terms of logistics, the various forms can be eas-
ily completed and scored online, and interpreted 
with relative ease. The near ubiquitous nature of 
the Conners rating scales in school and clinical 
settings makes them a reasonable option for the 
assessment of behavioral disorders (especially 
ADHD) in African American samples. More-
over, unlike the clearly stated issues with the 
ASEBA or the lack of findings for the BASC-
2, initial research seems to indicate reasonable 
structural and measurement equivalence for the 
Conners. Nevertheless, like many of the other 
rating systems, mean ethnic differences, par-
ticularly among the Teacher scales, necessitate 
additional research and the use of informant 
scales that are more established in terms of their 
utility.

Other Mainstream Behavior Rating 
Scales: ECBI, CSI, SDQ

There are several additional rating scales that 
have been routinely used for the assessment of 
behavioral disorders. While these scales or rat-
ing systems have all shown acceptable valid-
ity and reliability in a general population, and 
many have norming samples that include Afri-
can American reporters, their clinical utility for 
African American children has not been well es-
tablished. As such, for each of these measures it 
is recommended that care be taken when using 
these scales, and where possible, that additional 
research regarding utility be undertaken. These 
scales are each described briefly below.

Eyberg Child Behavior Inventory
The Eyberg Child Behavior Inventory (ECBI) 
and Sutter-Eyberg Student Behavior Inventory 
Revised (SESBI-R) are self-report measures 
that assess conduct problems for children aged 
2–16 years (Meikamp 2003). According to 
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the manual, the ECBI assesses both the sever-
ity of behavior problems (intensity scale) and 
the extent to which parents and teachers find 
these behaviors problematic (problem scale), 
with the latter speaking to issues of impaired 
functioning. As such, these scales are often 
used to identify children in need of treatment 
for conduct problems. Each scale consists 
of approximately 40 items, with items either 
scored on a 7-point or Yes–No scale. T scores 
greater than 60 are noted as “Exceeds Cutoff,” 
and warrant additional evaluation. The ECBI 
was normed using a reportedly representative 
sample in terms of ethnicity (including 19 % 
African Americans); however, the sample was 
based completely in the Southeastern US. Ad-
ditionally, the lone standardization study lacked 
enough representativeness for meaningful com-
parisons by ethnicity. Despite these limitations, 
the ECBI and SESBI have been shown to ex-
hibit adequate psychometric properties, with 
internal consistency estimates in the mid 0.90s 
and convergent validity with scales on other 
rating systems such as the CBCL ranging from 
0.41–0.75 (Meikamp). In terms of the utility of 
the ECBI for African American youth, a recent 
study using a sample of Black (26.7 %) and 
Latino youth indicated that while reliabilities 
and construct validity (using CFA) were similar 
across ethnic groups, mean score differences 
were significant, suggesting lower ratings of 
intensity for African American children (Gross 
et al. 2007). The researchers stated that these 
lower ratings by African American parents 
could necessitate adjusting cutoff scores for 
identification of at-risk Black youth. Moreover, 
the ratings call into question the utility of the 
ECBI as a measure of treatment progress for 
African American youth. As this was the first 
study of its kind, more research is needed to 
verify these findings.

Child Symptom Inventory
The Child Symptom Inventory 4 (CSI-4) is a rat-
ing scale that screens for the behavioral and af-
fective symptoms for thirteen common DSM-IV 
childhood disorders for children aged 5–12 years  
(Hoff 2005). The CSI was designed for use in 

clinical settings and provides a briefer alternative 
to structured interviews (see Chap. 3), and can 
denote whether additional assessment is needed 
(Hoff). Informants for the CSI can be either par-
ents or teachers, and the CSI provides extensive 
overviews related to the diagnostic utility of items. 
Items for this measure are rated on a 4-point scale, 
and the CSI can be scored using both a categori-
cal (symptom count) and dimensional (symptom 
severity) metric. Symptom count is scored using 
a 2-point scale, with cutoff scores related to re-
ceiving positive scores equal to or exceeding the 
minimum number of symptoms necessary for a 
DSM-IV diagnosis. Symptom severity compares 
gender-normed samples and calculates T-scores 
using a standard convention (i.e., T > 70 connotes 
severity). The psychometric properties for the 
CSI are well established. Internal consistency is 
adequate to good (range = 0.74–0.94 parent and 
0.70–0.96 teacher) for all scales, and test–retest 
and interrater reliabilities are also adequate. Not 
surprisingly, criterion validity was established 
comparing the CSI to psychiatric diagnoses, and 
metrics (sensitivity and specificity) were moder-
ate to high. Convergent and divergent validity 
have also been established using other common 
checklist and rating systems. The biggest threat 
to utility is the measure’s norming samples: The 
most recent norms for parent ratings are based 
on 551 children, only 5 % of whom are Afri-
can American. More concerning are the teacher 
norms, which are based on a 95 % Caucasian 
sample (Hoff). Given the potential utility of this 
measure for mapping onto DSM-IV diagnoses, 
interested practitioners should collect data spe-
cific to African Americans when possible.

Strengths and Difficulties Questionnaire
The Strengths and Difficulties Questionnaire 
is a dimensional assessment instrument used 
to measure children’s (3–16 years) problems 
and positive characteristics (Achenbach et al. 
2008). Used primarily as a brief screening mea-
sure, the SDQ is based on the Rutter (1967) 
parent questionnaire, and consists of five items 
each for five difficulty scales: Hyperactivity, 
Emotional Symptoms, Conduct Problems, Peer 
Problems, and Prosocial Behavior, as well as a 
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Total Difficulties score. These items are based 
on nosological concepts from the DSM-IV and 
ICD-10 (Bourdon et al. 2005). Like the ASEBA, 
the SDQ is rated on a scale range from 0–2, with 
reverse scoring for the prosocial items. The SDQ 
is available in both parent and teacher forms, and 
a self-report version is available for adolescents. 
In addition to the 25-item scale, the SDQ can 
also include an impact supplement that can as-
sess various indices related to functioning. The 
scale was originally tested on a sample of 403 
children in London, and as such did not include 
data on race and ethnicity breakdown (Goodman 
1997). Moreover, although the SDQ was includ-
ed in a 2001 supplement to the National Health 
Interview Survey (NHIS) and administered to 
nearly 10,000 American parents, the accompany-
ing report does not include a breakdown by race/
ethnicity. Nevertheless, extensive psychometric 
properties have been established for the SDQ. 
Content validity is based on a comparison of the 
scales from the SDQ with the Rutter parent and 
teacher questionnaires. Correlations between the 
two range from 0.78 to 0.92 (Goodman 1997). 
Criterion validity for the SDQ has been estab-
lished from a series of analyses discriminating 
between children with and without mental health 
problems. The primary analytic approach for the 
SDQ has been Receiver Operating Characteris-
tics (ROC) analyses, which have indicated that 
the measure does an adequate job with regards to 
sensitivity and specificity, with an area under the 
curve (AUC) of 0.83 across scales (Achenbach 
et al. 2008). Construct validity has been estab-
lished through a comparison of the SDQ with the 
ASEBA scales and other comparable measures, 
SDQ and ICD-10 diagnoses, genetic studies, and 
factor analytic methods. With regard to reliabil-
ity, alpha coefficients averages range from 0.59 
to 0.78 for the difficulty scales, and 0.83 for the 
Total Difficulties scale. Test–retest reliabilities 
have been reported in the low 0.70s for the dif-
ficulty scales, with reliabilities slightly better for 
the broad Total Difficulties scale (Achenbach 
et al. 2008).

The SDQ shares one of its biggest strengths 
as an assessment tool with the ASEBA scales, 
namely its use and application in a variety of 

cultures. In addition to the UK and USA, the 
SDQ has normative data available for other 
European nations and Australia, and findings 
are also published using the SDQ in several 
countries in Asia and Africa. Despite the robust 
multicultural findings internationally, findings 
supporting the utility of the SDQ forms with 
African American populations have been scant. 
In fact, one of the few published studies to use 
the SDQ with African American samples (57 % 
of 4671 children) suggested that the five factor 
structure proposed by Goodman may not pro-
vide the best fit in a multiethnic, urban US sam-
ple (Ruchkin et al. 2008). The authors suggest 
that further research be conducted to ensure util-
ity, particularly for multiethnic and inner-city 
American youth. Thus, despite the SDQ’s wide 
availability, multinational use, and usefulness as 
a quick screening measure, care should be taken 
when deciding to utilize this battery with Afri-
can American youth.

Behavioral Assessment for Children  
of African Heritage (BACAH)

The Behavioral Assessment for Children of Af-
rican Heritage (BACAH) is unique in that it is 
the only measure to date that has been designed 
specifically for Black children. The BACAH, de-
veloped by Michael Lambert et al. (2005) is also 
unique in that unlike the aforementioned rating 
scales, it was intentionally developed to assess 
behavioral and emotional strengths. In fact, the 
authors cite a point raised earlier in this chap-
ter—namely that literature has generally adopted 
a deficit approach concerning African American 
children—as the impetus for the development of 
these scales. In addition, as has been shown with 
the other mainstream measures, there is a dearth 
of assessment research conducted with African 
American children, limiting the cultural validity 
of these measures and their utility for Black chil-
dren. The BACAH is a set of forms “written in 
the voice of Black children” to be used for ages 
4–16 years (Lambert et al. 2005). Similar to the 
mainstream rating scales, forms are available for 
parents, teachers, and youth self-report, and the 
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measure also includes an interview schedule. The 
authors note that the forms can be used to scaf-
fold clinical intervention, identify strengths that 
need reinforcing, aid in research with Black chil-
dren, and evaluate treatment progress (Lambert 
et al. 2005).

Development and Norms
Given that the BACAH represented the first at-
tempt to an emic approach to strengths based 
assessment for Black children, the authors 
note in the development article that great care 
was developed in identifying items and estab-
lishing norms. The development of the forms 
began with 20 focus groups that included Af-
rican American parents, teachers, clinicians, 
and children (the clinician sample also included 
Latino and White professionals with expertise 
working with Black children). In addition, two 
distinct sets of 30 children, parents, and teach-
ers were utilized to provide feedback on (a) 
the difficulty of the forms, (b) relevance of the 
items, and (c) clarity, as a means of ensuring 
content and cultural validity. The forms were 
then developed across informants in a manner 
that linked each of the rating scales to an iden-
tical metric. Methods employed to accomplish 
this included exploratory factor analysis (EFA) 
and item response theory (IRT).The develop-
ment sample included 559 parents, 489 teach-
ers, and 417 adolescents from 12 schools and 8 
clinics in the Midwest and Northeast. Data were 
combined for referred and nonreferred children 
(Lambert et al. 2005).

Scales and Cutoffs
The BACAH forms each contain 64 items, with 
each item rated on a three point scale (0 = not 
true, 1 = somewhat or sometimes true, 2 = very 
true or often true). In addition, each strength item 
is rated as having a negative effect (1), no effect 
(0) or a positive effect (+ 1) on children. The 
BACAH consists of two scales: Resilience and 
Self-Regulation and Prosocial Behavior. Because 
the BACAH measures strengths, it does not have 
cutoff scores. Rather, the use of computerized 
adaptive testing (CAT) is used to guide areas of 
functioning (Lambert et al. 2005).

Psychometric Information: Validity  
and Reliability
As previously noted, great care was taken to 
ensure the content and cultural validity of the 
BACAH. Doing so was primarily accomplished 
through EFA and IRT. Specifically, the authors of 
the BACAH use IRT and Differential Item Func-
tioning (DIF) analyses to test whether the items 
for the two factors loaded similarly across in-
formant groups. Additionally, the authors tested 
item invariance across gender, SES, and referral 
status, as well as mean group differences by age 
group. Findings indicated that there was DIF only 
by referral status and across informants, and that 
DIF was only noted in a few items. In terms of re-
liability, coefficient alpha’s indicated very good 
reliabilities for both resilience and self regulation 
and prosocial behavior for parents (0.96, 0.95) 
teachers (0.97, 0.96), and youth self-report (0.93, 
0.96). Again, cross-informant development and 
analyses of items indicate that interrater reliabil-
ity is also adequate (Lambert et al. 2005).

Strengths, Limitations, and Recommenda-
tions
The major strengths of the BACAH lie in it being 
one of the few published assessment tools for 
measuring behavioral and emotional strengths 
among Black children and the attention to detail 
related to the development of the various forms. 
This latter strength ensures that the measure is 
sensitive to many of the important factors for con-
sideration outlined at the beginning of this chap-
ter. Additionally, the use of computerized adap-
tive testing allows for a person-centered approach 
to assessing these strengths, while also minimiz-
ing biases such as practice effects. Despite these 
promising findings, there are also some limita-
tions to the measure. First, because the measure 
was developed in such a unique manner, it was 
intentionally not compared to other mainstream 
forms (e.g., ASEBA). As such, there are un-
knowns about convergent and divergent validity. 
Additional research comparing the BACAH with 
other scales that measure strengths (such as the 
Behavioral and Emotional Rating Scale (BERS)) 
could do much to show the unique contribution of 
this measure. Second, a recent database search in-
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dicates that there is no additional published work 
utilizing the measure, a necessary, if not sufficient 
criteria for evidence-based assessment. The third 
limitation is only relevant given the focus of this 
chapter, namely that the BACAH by design does 
not measure behavioral problems, and as such 
cannot be used to aid in the diagnoses of clini-
cal disorders. Thus, the measure’s utility depends 
on the purposes of the clinician or researcher. 
However, even in cases where the primary refer-
ral question is diagnosis, the BACAH stands as 
a culturally relevant supplement, giving assessors 
invaluable information about the strengths and 
competencies of their African American clients.

Global Conclusions and  
Recommendations

As has been documented, there are several as-
sessment tools—primarily rating scales—that can 
be used to assess behavioral disorders in African 
American children and adolescents. While it is 
clear from database searches that all of these mea-
sures are being used with African American youth 
and that these measures demonstrate traditional 
psychometric properties, it is notable that all of 
these measures are not created equal in terms of 
their demonstrated cultural validity and utility for 
this population. Recommendations for use have 
been provided for the three major rating systems 
discussed (i.e., ASEBA, BASC, Conners) and 
next steps for research have been outlined for the 
others. Clinicians are encouraged to keep in mind 
factors that may contribute to the presentation of 
symptoms that are being endorsed on these scales 
(e.g., discrimination, rater bias), and when pos-
sible to include an assessment of Black children’s 
strengths and competences. Again, the BACAH 
provides an obvious choice, but many of the 
mainstream rating systems include supplements 
to measure hobbies, competencies, and prosocial 
behavior. In addition, given the issues surround-
ing informant biases (in particular higher mean 
endorsement of problems by teachers), direct 
observation of children and adolescent behav-
ior on the part of the assessment team also may 
be prudent (e.g., Puig et al. 1999). As evidence 
based assessment approaches would dictate (e.g., 

Youngstrom 2008), choice of assessment tools 
should ultimately be driven by a given rating sys-
tem’s ability to predict, prescribe, or track pro-
cess for African American youth, while fitting the 
unique needs and preferences of the population.
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Generalized anxiety disorder (GAD), panic 
disorder with and without agoraphobia (PDA/
PDWA), specific phobia, and social phobia are 
anxiety disorders that are commonly experienced 
among African Americans (Himle et al. 2009). 
Although burgeoning, the current empirical lit-
erature remains relatively sparse as it relates to 
culturally sensitive assessment of anxiety disor-
ders. In some cases, cross-cultural comparisons 
denote differences between African Americans 
and non-Hispanic Whites (e.g., prevalence rates, 
Himle et al. 2009; Paradis et al. 1993; mean dif-
ferences on measures of anxiety, Scott et al. 
2002). However, a potential confusion in these 
findings is whether the psychometric properties 
of these assessment tools are valid in ethnically 
heterogeneous samples (see Melka et al. 2010) 
since the majority of “gold standard” instruments 
have been validated in non-Hispanic Whites. As 
such, there is a plethora of cultural factors (e.g., 
perceived stress, cultural mistrust, racial iden-
tity, culturally endemic explanatory models) that 
should be considered in order to improve the 
clinical utility of anxiety measures for use with 

African Africans. Along these lines, the goal of 
this chapter is to provide an overview of cultural 
considerations in the assessment of GAD, panic 
disorder (PD), and the phobias and summarize 
extant literature delineating culturally specific 
findings on “gold standard” assessments of the 
aforementioned anxiety disorders. Detailed 
information regarding all relevant measures is 
provided below organized by disorder and then 
by assessment type (e.g., interview rating scales, 
self-report measures). Table 9.1 provides a sum-
mary of recommendations for the specific mea-
sures made throughout the chapter.

Generalized Anxiety Disorder

Generalized anxiety disorder (GAD) encompass-
es a tendency to excessively worry about future, 
negative events, and/or general life concerns (e.g., 
finances, family matters) in a fashion that causes 
considerable distress and a perceived inability to 
control one’s thoughts (Barlow 2004). Associat-
ed elements of GAD include sleep disturbances, 
restlessness, fatigue, difficulty in concentrating, 
and muscle tension (American Psychiatric Asso-
ciation 2000). Evidence supports that individuals 
with debilitating worry maintain an attentional 
bias for threatening information in their environ-
ment, whereas the alternative is not supported in 
those who worry less (Carter et al. 2005). More 
recently, Watson (2005) grouped GAD and de-
pression under “distress-based disorders” to ac-
count for their overlap in maintaining negative 



122 L. K. Chapman et al.

Assessment name Disorder assessed Recommendations
Anxiety Diagnostic Interview 
Schedule-IV

GAD Strength: Controls for underreporting cognitive symptoms
Limitation: Role of cultural mistrust (Hunter and Schmidt 
2010)

Hamilton Rating Scale GAD Strength: Controls for underreporting cognitive symptoms
Limitation: Role of cultural mistrust

Penn State Worry Questionnaire GAD Strength: Identifies the excessiveness of worry and best 
discriminates worry in clinical populations (Hambrick et al. 
2010)
Limitations: Not an assessment of content of worry and 
poorly discriminates worry in subclinical populations 
(Hambrick et al. 2010)

Worry Domains Questionnaire GAD Strength: Describes content of worry
Limitations: Finite number of life events examined, 
which may overlook culturally specific worries in African 
Americans

General Anxiety 
Disorder-Questionnaire-IV

GAD Strengths: Examines worry according to DSM-IV criterion
Incremental and divergent validity across ethnic groups 
(Robinson et al. 2010)

Anxiety Diagnostic Interview 
Schedule-Version IV

Social phobia Strength: Controls for underreporting cognitive symptoms
Assesses symptoms of social phobia according to DSM-IV 
criteria
Limitation: Role of cultural mistrust (Hunter and Schmidt 
2010)
Has not been exclusively examined in African American 
samples

Liebowitz Social Anxiety Scale Social phobia Strengths: Good internal consistency and temporal stability 
in community-based African American sample (Beard et al. 
2011)
Can be used to diagnose social phobia
Limitations: Further exploratory factor analysis needed to 
establish its utility in African American samples (Beard 
et al. 2011)
Role of cultural mistrust (Hunter and Schmidt 2010)

Social Interaction Anxiety Scale 
and Social Phobia Scale

Social phobia Strengths: Good internal consistency in a community-based 
African American sample (Chapman et al., in review)
Limitations: Extant research has found that the SIAS did not 
explain the variance in social anxiety among their African 
American sample (Hambrick et al. 2010)

Fear of Negative Evaluation 
Scale and Social Avoidance 
Distress Scale

Social phobia Strengths: Relatively easy to administer
Short (28 items)
Limitations: Factor variance

Positive Affect and Negative 
Affect Scale

Social phobia Strengths: Screening tool for anxiety and social phobia 
diagnoses in African American women.
Limitations: Cannot be used solely to diagnose social 
phobia
Does not convey severity or content of social anxiety

Social Phobia and Anxiety 
Inventory

Social phobia Strengths: Differentiates between social anxiety and 
agoraphobia
Limitations: SPAI and SPAI-23 have not been exclusively 
examined in African American samples

Anxiety Diagnostic Interview 
Schedule-IV

Panic disorder Strength: Controls for underreporting cognitive symptoms
Limitation: Role of cultural mistrust (Hunter and Schmidt 
2010)
Psychometric properties of panic section not examined 
exclusively in African American sample

Table 9.1  Recommendations for using assessments with African Americans
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Assessment name Disorder assessed Recommendations
Panic Disorder Severity Scale Panic disorder Strength: Has demonstrated convergent validity with both 

clinical interviews and self-report
Limitation: Has yet to be evaluated in African American 
samples
Due to a tendency to report somatic symptoms, African 
Americans may be rated inaccurately high on the scales that 
assess physical sensations and complaints

Agoraphobic Cognitions 
Questionnaire

Panic disorder/
agoraphobia

Strength: Assesses cognitive symptoms of panic and 
agoraphobia that are traditionally underreported by African 
American clients
Limitation: Psychometric properties and clinical utility have 
not been examined in African American samples

Anxiety Sensitivity Index Panic disorder Strength: The four-factor model found by Arnau et al. 
(2009) was found to have strong reliability and validity in 
comparative sample of African American and non-Hispanic 
White college students
Limitation: Anxiety Sensitivity Index-Revised (Taylor and 
Cox 1998) may have greater predictive validity
Psychometrics have yet to be examined exclusively in 
African American and clinical samples

Brief Panic Disorder Screen Panic disorder Limitations: Demonstrates significantly weaker psychomet-
ric properties in African American samples compared to 
non-Hispanic white samples
BPDS may not be appropriate in the assessment and 
determination of panic disorder and panic disorder with 
agoraphobia in African Americans

Albany Panic and Phobia 
Questionnaire

Panic disorder/
agoraphobia

Strength: May be an internally consistent measure of ago-
raphobia and interoceptive fears related to panic disorder in 
African Americans
Limitations: Validity and clinical utility (e.g., cutoff scores) 
in assessment of panic disorder need to be determined in 
African Americans

Screen for Child Anxiety 
Related Emotional Disorders-
Panic Subscale

Panic disorder Strength: Has demonstrated sound psychometric properties 
in African American child samples
The total subscale appears to have clinical utility in the 
prediction of clinical anxiety
Limitations: The psychometric properties and clinical utility 
of the SCARED need to be determined specifically within 
the context of panic disorder in African American children

Child Anxiety Sensitivity Index Panic disorder Strength: Research has supported relationship between 
anxiety sensitivity and panic in African American youth
Demonstrates sound psychometric properties in African 
American child samples
Evaluates cognitive symptoms associated with panic that 
may be traditionally underreported in African Americans
Limitation: Discrepant factor structures between African 
American and non-Hispanic White samples may indicate 
that the CASI does not fully capture construct of anxiety 
sensitivity within this population

Anxiety Diagnostic Interview 
Schedule-IV

Specific phobia Strength: Assesses full range of symptoms of specific pho-
bia according to DSM-IV criteria
Assesses cognitive symptoms that may be underreported
Has adult, parent, and child versions
Limitation: Psychometric properties and clinical utility 
specific to specific phobia diagnosis in African Americans 
have yet to be examined

Table 9.1 (continued) 
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mood states and general distress that pervades 
across life experiences.

Though extant literature suggests that Afri-
can Africans (1.37 %) have a significantly lower 
prevalence rate of GAD than non-Hispanic 
Whites (4.55 %; Himle et al. 2009), there are spe-
cific cultural considerations that could explain 
these findings. First, examiners should remain 
aware of the stigma associated with mental health 
in the African American community (Hunter and 
Schmidt 2010). As such, African Americans may 
be reluctant to report worry symptoms due to the 
psychological, verbally linguistic nature of this 
coping attempt. Moreover, we will describe the 
“gold standard” assessment options for examin-
ing GAD and delineate cultural considerations 
when administering each assessment measure 
with African Americans.

GAD Assessments

Interviewer Rating Scales
Anxiety Diagnostic Interview Schedule-Ver-
sion IV (ADIS-IV-Client Version; Brown et al. 
1994) The ADIS-IV-Client Version is a semis-
tructured interview for adults that examines the 
presence and severity of anxiety and other men-
tal illnesses according to the criteria outlined in 
the Diagnostic and Statistical Manual of Men-
tal Disorder-4th edition (DSM-IV; American 
Psychiatric Association 1994). In the assessment 
of GAD, the ADIS-IV-Client Version measures 

the excessiveness and uncontrollability of worry 
across several domains (e.g., Minor Matters, 
Work/School, Family, Finances). Additional rat-
ings include an assessment of the presence and 
severity of associated symptoms (e.g., restless-
ness, difficulty concentrating), the daily interfer-
ence caused by worry, and the level of distress 
experienced due to the worries. Examiners pro-
vide a clinical severity rating (CSR), ranging 
from 0—“none” to 8—“severely disturbing/dis-
abling,” where a score of 4 or greater indicates 
meeting DSM-IV diagnostic criteria.

To date, no study has exclusively examined 
the psychometric properties of the GAD section 
of the ADIS-IV in African Americans. However, 
existing literature suggests that the ADIS-IV has 
excellent interrater reliability ( k = 0.85 and 0.90) 
across all anxiety disorders in an exclusively 
African American adult sample (Chapman et al. 
2012). Overall, an inherent strength of the ADIS-
IV appears to be its close adherence to the guide-
lines of the DSM-IV criterion while allowing the 
clinician to further assess symptoms of GAD that 
may not be captured on self-report measures. 
However, examiners must be mindful of the in-
fluences of racial identity, ethnicity, accultura-
tion, and their collective impact on the endorse-
ment of worry symptoms in African American 
adults (for review, see Carter et al. 1996).

Finally, the ADIS-IV-Parent and Child 
(Silverman and Albano 1996) are the child ver-
sions of this diagnostic interview that include 
additional examinations of childhood-based dis-

Assessment name Disorder assessed Recommendations
Fear Survey Schedule-Second 
Edition

Specific phobia Strength: One of the few self-report measures that assesses 
multiple domains of fear related to specific phobia
Factor structure appears to be similar between both college 
and community samples of African American adults
Limitation: Psychometric properties and clinical utility 
within the context of specific phobia in African Americans 
needs to be examined

Revised Fear Survey Schedule 
for Children

Specific phobia Strength: One of the few self-report measures that assesses 
broad domains of fears related to specific phobia|
Has demonstrated strong psychometric properties in an 
African American child sample
Limitations: The predictive validity and clinical utility in 
the context of specific phobia diagnoses in African Ameri-
can children remains unknown

Table 9.1 (continued) 
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orders (e.g., attention-deficit/hyperactivity disor-
der, separation anxiety disorder) as well as more 
age-appropriate language. According to our re-
view of the literature, these versions of the ADIS-
IV have not been exclusively utilized to examine 
childhood GAD in African Americans.

Hamilton Anxiety Rating Scale (HARS; Ham-
ilton 1959) The HARS is a 14-item scale that 
is designed to evaluate the severity of anxiety 
symptoms rather than the presence of a par-
ticular disorder (Barlow 2004); however, it is 
most commonly used in the assessment of GAD 
(Shear et al. 2001a). The HARS contains two 
subscales: psychic, which examines symptoms 
of apprehension and irritability, and somatic 
symptoms, which assesses autonomic arousal 
associated with anxiety. Previous literature sup-
ports the convergent validity of the HARS, but 
there is skepticism in its discriminant validity 
and interrater reliability (Barlow 2004). Subse-
quently, structural interview guides (SIG) have 
been created to improve the psychometric quali-
ties of the HARS by standardizing its administra-
tion and interpretation (Bruss et al. 1994; Shear 
et al. 2001a). The most recently developed SIG 
by Shear and colleagues demonstrated slightly 
better interrater reliability compared to non-SIG 
HARS assessments within a predominantly non-
Hispanic White clinical sample. According to our 
review of the extant literature, no study to date 
has examined the psychometric properties of the 
HARS for the assessment of worry in African 
Americans; however, the aforementioned consid-
erations related to the ADIS-IV are suggested for 
the HARS.

Self-Report Scales
Penn State Worry Questionnaire (PSWQ; Meyer 
et al. 1990) The PSWQ is a 16-item measure-
ment that assesses chronic worry on a 5-point 
Likert scale (1: “Not at all typical of me” and 
5:“Very typical of me”). The purpose behind the 
PSWQ is to assess the excessiveness and inten-
sity of worry rather than the specific content 
of or physical symptoms associated with the 
respondents worries (Barlow 2004). Based upon 
research supporting the temporal stability of 

scores as well as the general phrasing of the items 
(e.g., “I worry all the time”), PSWQ is consid-
ered an assessment of the emotional trait of worry 
instead of a momentary state of worry (Carter 
et al. 2005). In terms of its psychometric proper-
ties in African Americans, Chapman, Kertz, and 
Woodruff-Borden (2009b) found good internal 
consistency (a = 0.73) when using the PSWQ in 
an African American college sample as well as 
lower mean scores in comparison to non-White 
Hispanic students.

Notably, there have been discrepancies in the 
factor patterns between these groups. In par-
ticular, Carter et al. (2005) examined the fac-
tor structure of the PSWQ across ethnic groups 
and found that African American students were 
uniquely described by a three-factor structure 
that contained items describing General Worry 
(e.g., “I am always worrying about something”), 
Worry Absence (e.g., “I never worry about any-
thing”), and Worry Dismissal (e.g., “If I don’t 
have enough time to do everything, I don’t 
worry”) whereas non-Hispanic Whites only con-
tained a two-factor solution, General Worry and 
Worry Absence. The main distinction between 
these factor structures was that the item, “I never 
worry about anything,” loaded on the Worry Ab-
sence factor for non-Hispanic Whites and on the 
Worry Dismissal factor for African Americans. 
Despite describing discrepant factor patterns be-
tween ethnic groups, researchers propose that the 
common General Worry factor was a sound as-
sessment of worry across both samples because: 
(1) the factor contains 11 items directly focused 
on the presence of excessive worry which is the 
hallmark feature of GAD (see Table 9.2) and (2) 
the factor demonstrated good convergent valid-
ity with the State Trait Anxiety Inventory (STAI; 
Spielberger et al. 1983), indicating the General 
Worry factor and the STAI are measuring differ-
ent facets of the same higher-order construct (i.e., 
anxiety). Contrarily, the General Worry factor ex-
hibited less than favorable discriminant validity 
with the Beck Depression Inventory (BDI; Beck 
and Steer 1987) in African American students, 
which highlights the overlap between the symp-
toms of these disorders and suggests that an ad-
ditional assessment may be needed to distinguish 
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GAD and depression in African Americans when 
using the PWSQ.

Furthermore, more recent literature proposes 
three additional cultural considerations when 
administering the PSWQ to African Americans. 
First, Chapman et al. (2009) found that psy-
chological distress and perceived control pre-
dicted PSWQ scores in both samples; however 
there were significant differences in terms of 
which construct contributed most within each 
pathway. For African Americans, psychological 
distress was more characteristic of their worry 
than perceived control, whereas low perceived 
control contributed more to worry for non-His-
panic Whites. Though it is unclear whether these 
findings are generalizable to clinical samples, 
this study suggests that psychological distress 
is an especially salient component of worry for 
African Americans that should be considered 
when assessing GAD. Also, Rucker, West, and 
Roemer (2010) found that the relationship be-
tween perceived racism and PSWQ scores was 
accounted for by intolerance of uncertainty (or 
the tendency to negatively interpret information 
within ambiguous situations in way that leads 
to anxiety-provoking cognitive, emotional, and 
behavioral states). This finding suggests that a 
useful adjunct to worry assessment in African 
Americans is to further examine cognitions of 
uncontrollability and unpredictability of future 
events, which are endemic to both anxiety and 
intolerance of uncertainty. Third, Hambrick et al. 

(2010) concluded that PSWQ is most effective in 
discriminating worry within clinical populations 
of African Americans and cautioned its use in 
samples with subclinical worry after comparing 
the differential item functioning of the PSWQ 
across African American, non-Hispanic White, 
and Asian American college students.

Finally, the PSWQ has a modified version 
that can be used in children and adolescents. 
The Penn State Worry Questionnaire-Children 
(PSWQ-C; Chorpita et al. 1997) is a 14-item self-
report assessment of the tendency to worry. The 
respondents are prompted to rate how often they 
endorse certain worries on 4-point Likert scale 
(i.e., never, sometimes, often, and always). Ac-
cording our review of literature, no studies have 
established cultural considerations exclusively 
for African American youth.

Worry Domains Questionnaire (WDQ; Tallis 
et al. 1992) The WDQ is a 25-item assessment of 
the content and severity of worry across five sub-
scales: Relationships (e.g., “that I will lose close 
friends”), Lack of Confidence (e.g., “that I feel 
insecure”), Aimless Future (e.g., “that I’ll never 
achieve my ambitions”), Work Incompetence 
(e.g., “that I make mistakes at work”), and Finan-
cial (e.g., “that my money will run out”). For a 
comprehensive assessment of worry, Barlow 
(2004) suggests that the WDQ be administered 
in conjunction with the PSWQ to both examine 
the content and excessiveness of the respondent’s 
worry. Evidence supports the WDQ’s temporal 
stability of scores across 4 weeks, its convergent 
validity with peer reported worry, and its inter-
nal consistency across all five subscales (Stober 
1998). In terms of cultural considerations when 
using the WDQ, one study compared the exces-
siveness (i.e., measured by PSWQ) and content 
(i.e., measured by WDQ) of worry across African 
American, non-Hispanic White, and Asian Amer-
ican college students (Scott et al. 2002). Although 
ethnic groups did not exhibit any mean differ-
ences on the PSWQ, African Americans endorsed 
significantly lower scores across each content 
subscale (except for the Financial domain) as 
compared to their counterparts. In particular, 
African Americans reported the greatest worry in 

Table 9.2   Eleven PSWQ items comprising the “Gen-
eral Worry” factor that similarly described worry across 
samples of African American and non-Hispanic young 
adults. (Carter et al. 2005)
 7. I am always worrying about something
13. I notice that I have been worrying about things
15. I worry all the time
 5.  I know I should not worry about things, but I just 

cannot help it
 6. When I am under pressure I worry a lot
14. Once I start worrying, I cannot stop
 4. Many situations make me worry
 9.  As soon as I finish one task, I start to worry about 

everything else I have to do
12. I have been a worrier all my life
 2. My worries overwhelm me
16. I worry about project until they are done
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the Financial and Relationship domains whereas 
their lowest scores fell in the content area of 
Aimless Future. Researchers conclude that their 
findings suggest that African Americans worry 
less across WDQ subscales (except for financial 
worries), however an alternative explanation lies 
in whether the WDQ comprehensively exam-
ines the worry domains in African Americans. In 
other words, it is important to note that the WDQ, 
a measure that only assesses a finite number of 
life events, may not entirely reflect the spectrum 
of worries that African American respondents 
experience, which could account for the lower 
scores endorsed by this population. Given this 
possibility, examiners should consider that Afri-
can Americans may experience excessive and/or 
uncontrollable worry in other culturally specific 
areas not captured by the five subscales of the 
WDQ. Additionally, Scott and colleagues found 
good internal consistency across each ethnic 
group, yet they propose that further empirical 
study is needed to replicate their findings in clini-
cal samples as well as examine the validity of the 
WDQ cross-culturally.

Generalized Anxiety Disorder Questionnaire-IV 
(GAD-Q-IV; Newman et al. 2002) The GAD-Q-
IV is specifically designed, unlike the PSWQ and 
WDQ, to examine GAD according to criteria out-
lined in the DSM-IV (APA 2000). Specifically, 
the GAD-Q-IV is a 9-item self-report measure 
that assesses the expression and interference of 
excessive worry as well as somatic symptoms 
associated with worry. Past literature has exam-
ined the use of two GAD-Q-IV scoring systems: 
(1) criterion matching, or comparing the endorsed 
items to DSM-IV criterion to diagnose GAD, and 
(2) dimensional scoring, or using a cutoff score 
of approximately 6 to diagnosis GAD. Luterek 
et al. (2002) found that both scoring methods 
exhibited good specificity (> 90 %) in their com-
munity-based sample (17 % African American), 
but the criterion matching method had slightly 
lower sensitivity (77.4 %) than the dimensional 
method (> 90 %). Notably, due to their control 
group mainly consisting of individuals without 
an Axis I disorder (51 out of 53), researchers 
still question the specificity of the dimensional 

method. Aside from its clinical utility, the GAD-
Q-IV has shown good reliability with structured 
interviews (Barlow 2004; Robinson et al. 2010). 
Regarding the cultural considerations for using 
the GAD-Q-IV, Robinson and colleagues com-
pared its psychometric characteristics across 
ethnically diverse college and clinical samples. 
Results indicated no mean differences in addition 
to a consistent one-factor structure across African 
American, non-Hispanic White, Hispanic Ameri-
can, and Asian American groups. Furthermore, 
the GAD-Q-IV demonstrated good incremental 
validity by predicting more variance in PSWQ 
scores compared to general anxiety (i.e., BAI) 
and depression (i.e., BDI) measures. Addition-
ally, divergent validity was established in both 
college and clinical samples as evidenced by the 
GAD-Q-IV maintaining a non-significant rela-
tionship with the Panic Disorder Severity Scale 
(PDSS; Shear et al. 1997). Based upon their find-
ings, researchers concluded that the GAD-Q-IV 
“is measuring the diagnostic construct of GAD 
uniformly across groups.” (Robinson et al. 2010, 
p. 258)

Social Phobia

Social anxiety is the distress experienced in so-
cial interactions where there is a fear of being 
negatively evaluated or that you will behave in 
a fashion that may cause humiliation or embar-
rassment. This form of anxiety is often coupled 
with heightened somatic arousal (e.g., increase 
heart rate, slowed breathing, nausea), and may 
become debilitating when one develops avoid-
ance behaviors (e.g., repeatedly refusing to 
speak in front of groups) or one endures social 
situations with considerable distress. In identify-
ing pathological social fear (i.e., social phobia), 
it is important to consider the degree of avoid-
ance and distress that characterizes one’s social 
experiences as well as how their social anxiety 
is impacting their daily functioning (e.g., social, 
occupational, academic). Extant literature has 
yielded mixed results when comparing the preva-
lence of social anxiety cross-culturally. Whereas 
Brown and Eaton (1986) found higher preva-
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lence of social phobia in a community sample 
of African Americans (5.6 %) as compared to a 
non-Hispanic White sample (2.6 %), the National 
Survey of American Life and National Comor-
bidity Survey-Replication reported less instances 
of social phobia (Himle et al. 2009; Ruscio et al. 
2008). Furthermore, Himle and colleagues found 
that the greatest risk factor for developing social 
phobia in African Americans was being younger 
than 20 years of age.

Several social anxiety assessments have been 
validated in academic settings and therefore their 
generalizability to clinical and/or community-
based African American populations must be 
considered. However, there is evidence support-
ing the relevance of examining varied levels of 
social anxiety within school settings given the 
highly performance-based and rigorous evalu-
ative dynamics in higher education. In particu-
lar, stereotype threat, a phenomenon describing 
awareness to an identity (e.g., race, gender) in a 
situation where that identity is stereotyped to per-
form poorly, is especially pertinent to social anxi-
ety experiences of African Americans. Although 
there has not been a clear empirical explanation 
for the relationship between stereotype threat and 
social anxiety, nascent research suggests that an 
awareness of negative stereotypes concerning 
one’s ethnic group is predictive of poorer per-
formance on tests in African American students 
(Steele and Aronson 1995). Conceptually, the 
effects of stereotype threat could be generalized 
to other performance-based situations outside 
the realm of testing, where the consciousness of 
race-based stereotypes (e.g., African Americans 
are not highly educated beings) could explain 
certain elements of significant distress and/or sit-
uational avoidance (e.g., not wanting to speak up 
during meetings in front of predominantly White 
colleagues) in African Americans. Furthermore, 
perceived racism, or the suspicion that one has 
been discriminated against, can also uniquely im-
pact the social anxiety of African Americans, by 
acting as a precipitating and/or reinforcing factor 
in the manifestation of socially based fears.

In this section, the “gold standard” options 
for examining social phobia will be discussed in 
addition to empirically supported cultural con-

siderations when administering each assessment 
option in African Americans.

Interviewer-Rating Scales

ADIS-IV As previously discussed, the ADIS-IV 
(Brown et al. 1994) is a commonly used diagnos-
tic interview that allows for the differentiation of 
anxiety and related disorders according to the cri-
terion set by the DSM-IV. The social phobia sec-
tion of the ADIS-IV includes an array of social 
settings (e.g., parties, speaking with unfamiliar 
people) that prompts respondents to rate their 
degree of fear and avoidance of the endorsed 
items (for additional considerations, see section 
on ADIS-IV and GAD). Although the psycho-
metric qualities of this section of the ADIS-IV 
has yet to be examined in African Americans, the 
ADIS-IV has demonstrated excellent interrater 
reliability in exclusively African American adult 
samples (Chapman et al. under review; Petrie 
2013).

As aforementioned, given that the social pho-
bia section of the ADIS-IV closely aligns with 
DSM-IV criteria, diagnoses made using this as-
sessment should accurately reflect the presence 
and severity of respondent’s social fears. How-
ever, a limitation of the assessment tool is that it 
does directly prompt for culturally based experi-
ences with discrimination, and therefore requires 
the examiner to separately assess the role that 
these experiences may have on the respondent’s 
social fears.

Liebowitz Social Anxiety Scale (LSAS; Liebowitz 
1987) The LSAS contains 24 items that assess 
the severity of anxious symptoms and avoid-
ant behaviors across various social situations. 
Respondents rate the severity of their fear and 
avoidance on a 4-point Likert scale across two 
subscales, social-interactional situations (i.e., 13 
items) and performance situations (i.e., 11 items). 
There is no existing literature that describes the 
use of the LSAS in child populations; however 
it has demonstrated good psychometric proper-
ties and clinical utility in adults (Heimberg et al. 
1999). Notably, a recent study utilizing the LSAS 
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in a community sample of African Americans 
found good internal consistency in total and orig-
inal subscale scores as well as the temporal stabil-
ity of total and subscale scores over a year (Beard 
et al. 2011). However, researchers found high 
intercorrelations between the fear and avoidance 
rating scales, which yielded redundant informa-
tion in the African American sample. Beard et al. 
(2011) further examined the original and extant 
factor structures of the LSAS (i.e., original two 
subscales—Liebowitz 1987; 4 subscales—Safren 
et al. 1999; 5 subscales—Baker et al. 2002) and 
concluded that three of the four-factor structures 
(including the original) resulted in poor model 
fit, although the Safren (1999) model resulted in 
minimally acceptable fit. Taken together, these 
results suggest that further exploratory factor 
analyses are warranted in order to underscore the 
utility of the LSAS in African American samples 
(see Beard et al. 2011).

Self-Report Scales

Social Interaction Anxiety Scale (SIAS) and 
Social Phobia Scale (SPS; Mattick and Clark 
1998) Both the SIAS and the SPS are 20-item 
assessments that utilize a 4-point Likert scale 
(i.e., 0—“Not at all” to 4—“Extremely”) to exam-
ine anxiety-related reactions across a number of 
social situations (i.e., SIAS) and fears of being 
scrutinized by others (i.e., SPS). Evidence sup-
ports that high scores on the SIAS are related to 
more severe social anxiety across various social 
situations, whereas higher scores on the SPS are 
associated with a heightened focus on symptoms 
of somatic arousal as well as the potential conse-
quences of these symptoms (Barlow 2004). Both 
measures have demonstrated good reliability and 
validity in past studies (Barlow 2004).

Specifically, two studies to date have exam-
ined the psychometric qualities of the SIAS and 
SPS exclusively in African American samples 
(Hambrick et al. 2010; Chapman et al. in review). 
Hambrick and colleagues examined the mean 
differences and differential item responses on the 
SIAS across African American, Asian American, 
and non-Hispanic White subjects and found that 

African Americans had significantly lower total 
scores amongst the entire sample, with the largest 
discrepancy between African Americans (20.16) 
and Asian Americans (27.01). Also, researchers 
determined that item responses across the ethnic 
groups were disparate and, most notably, that the 
responses on the SIAS did not effectively dif-
ferentiate African American participants with 
varying degrees of social interaction anxiety 
(Hambrick et al. 2010). Ultimately, researchers 
concluded that using the SIAS to compare social 
interaction anxiety across diverse ethnic groups 
must be done with caution based upon its inabil-
ity to explain the variance in their African Ameri-
can sample. Despite these limitations, Chapman 
et al. (under review) found good internal con-
sistency (SIAS a = 0.92; SPS a = 0.94) as well as 
established cut scores for identifying clinically 
significant social fear using the SIAS and SPS in 
an exclusively African American sample. The so-
cially anxious subjects in the sample had an aver-
age SIAS score of 32.26 and SPS score of 20.39. 
Notably, researchers found that a SIAS score of 
15 achieved 85 % sensitivity (e.g., true positives) 
and 82 % specificity (e.g., true negatives) within 
the current sample. Furthermore, an SPS of 6 at-
tained 74 % sensitivity and 77 % of specificity.

Fear of Negative Evaluation Scale (FNES) and 
Social Avoidance Distress Scale (SADS) The 
FNES and the SADS were developed concur-
rently to assess different aspects of social phobia 
(Watson and Friend 1969) The FNES is a 30-item 
self-report assessment that examines concern 
about social or public scrutiny based upon “True” 
or “False” responses. Sample questions include 
“I feel very upset when I commit some social 
error” and “I often worry that I will say or do the 
wrong things.” The SADS is a 28-item self-report 
instrument that measures the degree of discom-
fort in social situations and likelihood to avoid 
social interaction based upon “True” or “False” 
responses. Sample items include “I feel relaxed 
even in unfamiliar social situations” and “I often 
feel nervous or tense in casual get-togethers in 
which both sexes are present.”

In terms of psychometric properties of these 
measures in African Americans, a recent inves-
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tigation identified discrepant factor structures 
between African Americans and non-Hispanic 
Whites (Melka et al. 2010). Researchers found 
that several items on the FNES, including “I am 
unconcerned even if I know people are forming 
an unfavorable impression of me,” “the opinions 
that important people have of me cause me little 
concern,” “I react very little when other people 
disapprove of me,” “I am usually confident that 
others will have a favorable impression of me,” 
and “I am unconcerned even if I know people are 
forming an unfavorable impression of me,” were 
not salient concerns in their African American 
college sample. On the SADS, the items that did 
not appear pertinent to African Americans were 
“I often find social occasions upsetting” and “I 
am seldom at ease in a large group of people.” 
Although there are concerns about the generaliz-
ability of these findings to a more demographi-
cally diverse sample (e.g., community-based or 
clinical populations), Melka et al. (2010) con-
cluded that items reflecting indifference to nega-
tive evaluation and degrees of comfort in large 
social interactions were not representative of the 
social anxiety in their African American sample. 
Most importantly, these findings reiterate the im-
portance of utilizing culturally sensitive assess-
ment items (Melka et al. 2010) because when 
the average scores were reanalyzed using the 
refined SAD and FNE items, African Americans 
were no longer significantly higher than the other 
sample on the SAD (but still remained lower on 
the FNE). Ultimately, by including items that are 
most descriptive of social concerns about nega-
tive evaluations (i.e., FNE) and apprehensions 
about social interactions (i.e., SAD) among Af-
rican Americans, it improves the precision of as-
sessing social anxiety across ethnicities.

Positive Affect and Negative Affect Scale 
(PANAS; Watson et al. 1988) The PANAS 
includes 20 items measuring dimensions of 
positive (i.e., 10 items) and negative affect (i.e., 
10 items). Specifically, negative affectivity 
describes distressful mood states that are usually 
accompanied by anger, sadness, guilt, or disgust, 
whereas positive affectivity defines emotional 
states of happiness, high energy, and satisfaction. 

Both of these concepts operate on a continuum 
where low negative affect characterizes calmness 
and serenity, and low positive affect represents 
sadness and lethargy (Watson et al. 1988). The 
PANAS employs a 5-point Likert scale, ranging 
from “very slightly or not at all” to “severely,” 
to examine the respondent’s level of affectivity. 
This assessment tool has been used to examine 
affectivity in the moment, over the span of a day, 
a few days, a week, a few weeks, a year, and 
generally (Watson et al. 1988). The PANAS has 
been shown to be reliable and valid in various 
samples, including non-Hispanic White college 
students (Watson et al. 1988).

Evidence supports an association between so-
cial anxiety and low positive affectivity that is 
similar to depression yet uncharacteristic of other 
anxiety disorders. In particular, high levels of 
social anxiety have been found to be associated 
with lower positive affect on the PANAS com-
pared to individuals with lower levels of social 
anxiety (Vittengl and Holt 1998). Though this re-
lationship has been substantiated in non-Hispanic 
Whites, one study examined the clinical utility of 
the PANAS in differentiating community-based 
African American female adults diagnosed with 
and without an anxiety disorder as well as its 
ability to predict those who had social phobia 
diagnoses. In terms of identifying an anxiety 
diagnosis within the sample, researchers deter-
mined that the PANAS established cutoff scores 
for both scales in predicting overall anxiety di-
agnosis (> 11 on negative scale; < 35 on positive 
scale) and social phobia diagnosis (> 13 on nega-
tive scale; < 34 on positive scale). Petrie et al. 
(2013) demonstrate that the PANAS can be used 
as a screening tool to establish when a further as-
sessment of pathological anxiety and, and more 
specifically, social phobia is warranted in Afri-
can American females. However, because this 
assessment tool does not directly examine the 
content or severity of social fears, a supplemen-
tal measure of social phobia that more closely 
adheres to DSM-IV criteria should be included 
before arriving to a social phobia diagnosis. In 
terms of assessing children and adolescents, a 27-
item self-report assessment called the PANAS-C 
(Laurent et al. 1999) was developed to examine 
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affectivity in youth. Similar to the adult version, 
this child measure uses a 5-point Likert scale that 
prompts respondents to indicate how they have 
felt within last 2-week period. Despite a small 
sampling of African American youth, extant liter-
ature supports the link between positive affectiv-
ity (PA) and social phobia in youth as evidenced 
by the PA subscale of the PANAS-C significantly 
predicting social anxiety scores (Hughes and 
Kendall 2009). However, research is needed to 
establish cultural considerations when assessing 
social phobia in African American youth using 
the PANAS-C.

Social Phobia and Anxiety Inventory (SPAI; 
Turner et al. 1989) The SPAI is a 109-item assess-
ment designed to examine physical, cognitive, 
and behavioral manifestations of distress across 
a number of anxiety-provoking situations (e.g., 
reading aloud, attending social gatherings) on a 
7-point Likert scale. Uniquely, the SPAI includes 
an agoraphobia subscale, which allows for the 
differentiation between socially specific avoidant 
and generally situational avoidant respondents. 
However, literature has not remained consis-
tent on the best way to utilize these subscales to 
accurately assess the severity of the respondent’s 
social phobia. Suggestions include using the dif-
ference score between subscales (i.e., social pho-
bia versus agoraphobia), solely using the social 
phobia subscale, or using either of the aforemen-
tioned options depending on the examiner’s goal 
for the assessment (e.g., treatment outcome mea-
sure, general assessment of social phobia, or to 
distinguish symptoms across groups; for further 
review, see Barlow 2004). Evidence supports the 
psychometric quality of the SPAI as demonstrated 
by its greater diagnostic precision (e.g., sensitiv-
ity, specificity, and discriminability) compared to 
the SIAS and SPS (as cited in Schry et al. 2012). 
Recently, the development of an abbreviated ver-
sion of the SPAI, the Social Phobia and Anxiety 
Inventory-23 (SPAI-23: Roberson-Nay et al. 
2007), reduced the time burden placed on respon-
dents while still maintaining a 2-factor structure 
despite only containing 23 of the original items. 
The psychometric quality of the SPAI-23 has 
been established by discriminating social pho-

bia from other anxiety disorders and scores are 
shown to be highly correlated with the full SPAI 
in college students (as cited by Schry et al. 2012). 
For further psychometric information regarding 
the SPAI-23, see Schry et al. 2012.

According to our review of literature, no stud-
ies have exclusively investigated the SPAI or 
SPAI-23 in African Americans; however several 
studies have utilized the Social Phobia and Anxi-
ety Inventory-Children (SPAI-C—Beidel et al. 
1995) to assess social anxiety in African Ameri-
can youth. The SPAI-C is a 26-item assessment 
that maintains a similar approach to assessing so-
cial phobia in children aged 8–17. Evidence has 
yielded mixed findings as to how social phobia 
compares between African American and non-
Hispanic White youth (Beidel et al. 2000; Ferrell 
et al. 2004; McLaughlin et al. 2007). Notably, 
among these studies, McLaughlin et al. (2007) 
included the largest sampling of African Ameri-
cans ( n = 141) and found no differences between 
African Americans, non-Hispanic Whites, His-
panic Americans when considering overall total 
mean and scores across gender. For a more com-
prehensive summary of available child measures, 
consider the review article by Tulbure, Szen-
tagotai, Dobrean, and David (2012). Overall, the 
bridge between the child and adult versions of 
SPAI are difficult to interpret despite both assess-
ments including a similar operationalization of 
social phobia. In terms of the assessment of Afri-
can American adults using the SPAI or SPAI-23, 
further research is needed to identify any cultural 
considerations when administering these tools.

Panic Disorder

Panic disorder (PD) is characterized by the ex-
perience of recurrent, unexpected panic attacks. 
These attacks are defined as discrete periods 
of intense fear in which at least four symptoms 
(out of 13) develop abruptly and climax within 
10 min (American Psychiatric Association 2000). 
The symptoms of panic attack include physi-
ological arousal, such as sweating, shortness of 
breath, trembling, and heart palpitations, as well 
as cognitive experiences, such as derealization, 
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fear of losing control, and fear of “going crazy.” 
In addition to experiencing several of these panic 
attack symptoms, an individual with PD must 
demonstrate a persistent fear regarding the po-
tential for future attacks. Research has indicated 
that African Americans experience similar to 
lower lifetime prevalence rates of PD (i.e., 1.2–
3.9 %) as compared to their non-Hispanic White 
counterparts (Breslau et al. 2006; Horwath et al. 
1994). Previous work suggests that PD may be 
underdiagnosed in African Americans (Paradis 
et al. 1992).

One potential reason for these mixed findings 
may be the differential patterns of manifesta-
tion of PD in African Americans as compared to 
non-Hispanic Whites that have been consistently 
supported by the literature. Specifically, research 
has demonstrated that African Americans may 
be more likely to endorse the somatic symptoms 
of PD, such as tingling hands and feet and hot 
and cold flashes, and more overall symptoms 
(Horwath et al. 1994). Nascent studies have sug-
gested that African Americans with a clinical di-
agnosis of PD may experience specific symptoms 
(i.e., tingling and numbing of hands and feet, fear 
of dying or going crazy) more intensely than their 
European counterparts (Friedman and Paradis 
2002; Smith et al. 1999). In addition to somatic 
complaints, one phenomenon that has been found 
to be particularly salient in African Americans 
with PD is isolated sleep paralysis (Bell et al. 
1986; Friedman and Paradis 1991, 2002; Fried-
man et al. 1994; Hinton et al. 2005; Otto et al. 
2006; Paradis and Friedman 2005; Paradis et al. 
1997). During isolated sleep paralysis, one may 
experience feelings of uncontrollable immobil-
ity, hallucinations, and feelings of impending 
danger, typically while in the process of waking 
or falling asleep. While the exact reason for these 
differences in rates of ISP remains relatively un-
known, it has been hypothesized that they may be 
attributed to differences in levels of stress, sleep 
disruption, and hypertension.

Overall, the observed differential patterns of 
PD in African Americans may be associated with 
culturally specific variables and experiences. It 
has been hypothesized that the salience of so-
matic symptoms may be related to the fear of 

physical conditions (e.g., cardiovascular disease) 
and the underreporting of cognitive complaints 
resulting from stigma towards mental illness 
in African American communities (Hunter and 
Schmidt 2010 Carter et al. 1999; Friedman and 
Paradis 2002; Hunter and Schmidt 2010; Gordon 
and Teachman 2008; Johnson et al. 2007; Neal 
et al. 1994; Neal and Turner 1991). Additionally, 
exposure to chronic stress has been particularly 
implicated in PD with agoraphobia for African 
Americans (Barlow 1988; Carter and Barlow 
1995). For example, the experience of chronic 
stress has been hypothesized to contribute to dif-
ferences in symptom manifestation, including in-
creased symptom severity, in African Americans. 
Therefore, the assessment of PD in this popula-
tion must be sensitive to these cultural factors and 
the potential differences in symptom manifesta-
tion. In order to provide guidelines for culturally 
sensitive assessment of PD in African Americans, 
the “gold standard” assessment practices will be 
presented, as well as information regarding the 
utilization of current assessment tools with Af-
rican Americans (e.g., psychometric properties) 
and cultural considerations in their use.

Assessment in Adult Populations

Interviewer Rating Scales
ADIS-IV Within the assessment of PD, the 
ADIS-IV measures the frequency, intensity, and 
duration of panic attacks, the antecedents to panic 
attacks, and avoidance behaviors associated with 
attacks. The ADIS-IV also assists the clinician 
to assess the history of the disorder, elucidate 
potential variations in manifestation patterns, and 
identify panic attacks that are un-cued, or unex-
pected (Brown et al. 1994). The PD section of the 
ADIS-IV has demonstrated sound psychometric 
properties. In a study examining the diagnostic 
reliability of the ADIS-IV in a sample of 363 
individuals with anxiety disorders, interrater 
agreement of PD and PDA demonstrated a strong 
kappa (κ = 0.79; Brown et al. 2001). Additionally, 
the dimensional ratings regarding the frequency 
of panic attacks, fear of future attacks, agorapho-
bic avoidance, and clinical severity demonstrated 
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good interrater reliability (alpha = 0.58–0.83). 
Although the ADIS-IV demonstrated sound 
psychometric properties in the aforementioned 
study, it is important to note that the study sam-
ple was predominately non-Hispanic White (e.g., 
4 % African American). In a study that examined 
the efficacy of cognitive-behavioral treatment of 
PD and PDA in African Americans and European 
Americans, the ADIS-IV was used to determine 
a PD or PDA diagnosis (Friedman et al. 2006). 
It was found that African American participants 
were given a primary diagnosis PDA (rather than 
PD alone) significantly more than their European 
American counterparts. However, whether this 
finding reflected a true difference or a measure-
ment error was not investigated. With regard to 
reliability, the ADIS-IV has been found to dem-
onstrate excellent interrater reliability in exclu-
sively African American samples (Chapman 
et al. under review). However, the reliability of 
the PD and PDA scales and validity of the ADIS-
IV has yet to be examined in an exclusively Afri-
can American sample, and possible differences in 
its utility with African Americans has not been 
explored.

Overall, the ADIS-IV remains a “gold stan-
dard” tool in the assessment of PD and PDA due 
to its empirically supported psychometric prop-
erties and its thorough assessment of the diag-
nostic criteria of the disorder. Despite a lack of 
study examining the reliability and validity of the 
ADIS-IV within ethnically diverse samples, the 
interview maintains important strengths in the as-
sessment of PD and PDA in African Americans, 
such as providing a structural template for exam-
ining the full range of DSM-IV criteria as well 
as assessing specific elements of these disorders 
that are often underreported in African Ameri-
cans (e.g., behavioral avoidance, panic-related 
cognitions).

Self-Report Measures
Panic Disorder Severity Scale (PDSS; Shear 
et al. 1997) The PDSS is a 7-item, clinician-
rated measure utilized to assess multiple domains 
of panic and agoraphobia over the course of the 
past month. Specifically, the clinician indicates 
the frequency of panic attacks, the level of dis-

tress associated with panic attacks, fear of future 
attacks, avoidance of bodily sensations associ-
ated with panic, situational avoidance, and the 
impairment of panic on the client’s social and 
occupational functioning. Ratings are measured 
on a 5-point Likert and the scales are average to 
create a composite score. The PDSS has consis-
tently demonstrated sound reliability and internal 
consistency across samples (Shear et al. 1997, 
2001b). The PDSS has been found to have con-
vergent validity with clinical severity ratings 
on the ADIS-V, the corresponding items on the 
ADIS-V (e.g., fear of future attacks), and other 
self-report questionnaires of panic symptoms 
(e.g., Albany Panic and Phobia Questionnaires, 
Panic Disorder Self-Report). In a sample of 104 
psychiatric outpatient participants, the PDSS was 
found to have an optimal cutoff score of 8 with a 
sensitivity of 83.3 % (Shear et al. 2001b).

Although the PDSS has demonstrated strong 
psychometric properties, the aforementioned re-
liability and validity studies did not include the 
ethnicities of their samples. As such, the psycho-
metric properties and the normative data for this 
measure remain unknown in African American 
samples. In addition, due to a tendency to report 
somatic symptoms, African Americans may be 
rated inaccurately high on the scales that assess 
physical sensations and complaints. Moreover, 
African Americans may endorse more severe 
symptoms of PD, which may inflate the compos-
ite score and render an inaccurate representation 
of the severity of overall panic. Due to these po-
tential confounds, it is suggested that the PDSS 
not be used in isolation in the assessment of the 
presence and severity of panic and agoraphobia 
symptoms, and that the aforementioned cutoff 
scores be referenced with caution.

Agoraphobic Cognitions Questionnaire (AgCQ; 
Chambless et al. 1984) The AgCQ is a 14-item 
self-report measure that was created to assess 
catastrophic cognitions related to the negative 
implications of anxiety, or the fear of fear. Clients 
indicate the frequency with which they experi-
ence the listed thought while anxious on a 5-point 
Likert scale (i.e., 1 = “thought never occurs”; 
5 = “thought always occurs”). The questionnaire 
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contains six items related to behavioral or social 
implications of anxiety and eight items pertaining 
to cognitions about physiological consequences. 
The AgCO has demonstrated a good internal con-
sistency (Cronbach’s alpha = 0.80) and a strong 
test-retest reliability (0.86). Additionally, the 
AgCO has been found to have convergent validity 
with other measures of agoraphobic cognitions 
and interoceptive cues, as well as discriminant 
validity in the delineation of agoraphobics and 
healthy controls (Chambless et al. 1984).

Overall, while evidence has supported the 
psychometric properties of the AgCO, the reli-
ability and validity of this measure have not been 
examined in an exclusively African American 
sample. In addition, the extant literature on the 
AgCO does not include the ethnic demographics 
of their samples; therefore, it is unknown whether 
the current findings generalize to African Ameri-
can populations. Despite these limitations, one 
potential strength of the AgCO is its assessment 
of symptoms that may not be provided through 
verbal report by African American clients. There-
fore, the AgCO may be a useful measure to gath-
er information regarding cognitive symptoms of 
panic and agoraphobia, yet the yielded scores 
should be interpreted with caution.

Anxiety Sensitivity Index (ASI; Reiss et al. 
1986) The ASI was developed to assess the 
construct of anxiety sensitivity, or the fear of 
the experiences related to anxiety (e.g., cogni-
tive, physiological, evaluative). Notably, evi-
dence supports that anxiety sensitivity predicts 
the development and maintenance of panic 
and related disorders (Maller and Reiss 1992; 
Schmidt et al. 1997; Taylor and Cox 1998). The 
ASI assesses one’s level of anxiety sensitivity 
with 16 items that are rated on a 5-point Likert 
scale (i.e., 0 = “very little” to 4 = “very much”). 
Ratings reflect the degree to which one typically 
fears specific symptoms of anxiety. With regard to 
psychometrics, the ASI has demonstrated excel-
lent internal consistency (alphas = 0.82–0.91) and 
good test-retest reliability ( r = 0.74). For norma-
tive data, refer to Peterson and Reiss (1992). 
However, the aforementioned psychometric 
properties and norms do not include information 

on African American samples. Several studies 
have supported a three-factor structure of the ASI 
across diverse populations (e.g., outpatient, geri-
atric) including the factors of physical concerns, 
mental incapacitation concerns, and social con-
cerns (Mohlman and Zinbarg 2000; Zinbarg et al. 
1999). However, Carter et al. (1999) found that 
this three-factor structure did not demonstrate 
good fit with the data, and instead a four-factor 
model resulted in the best fit for a sample of 221 
African American college students. This racially 
specific factor model included mental incapacita-
tion, fears of unsteadiness, cardiovascular fears, 
and fears of losing emotional control, but aside 
from the mental incapacitation factor, this model 
did not demonstrate strong convergent validity 
with other anxiety measures. Furthermore, Arnau, 
Broman-Fulks, Green, and Berman (2009) exam-
ined the factor structures of the ASI and a revised 
version of the ASI (ASI-R; Taylor and Cox 1998) 
in a sample of African American and European 
American college students, and found that a sep-
arate four-factor structure (i.e., fear of respiratory 
symptoms, fear of publicly observable anxiety 
reactions, fear of cardiovascular symptoms, and 
fear of cognitive dyscontrol) delineated by Taylor 
and Cox (1998) provided the best fit across the 
two measures. Comparative analyses indicated 
that this four-factor model provided the best fit 
for the data within the African American sample, 
with the exception of one item that loaded on 
multiple factors (see Arnau et al. 2009). Further, 
an investigation of the reliability and validity of 
the ASI and ASI-R yielded strong internal con-
sistencies. However, the ASI-R (Taylor and Cox 
1998) demonstrated greater predictive ability as 
evidenced by greater correlations with both self-
reported anxiety and specific diagnoses, includ-
ing PD. Although the ASI-R was purported to be 
the optimal measure of anxiety sensitivity, the 
reliability and validity analyses did not include 
analyses specific to African Americans. As such, 
the psychometric findings may not generalize to 
exclusively African American samples.

Brief Panic Disorder Screen (BPDS; Apfeldorf 
et al. 1994) The BPDS is derived from the 
Anxiety Sensitivity Questionnaire, and includes 
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four items that are purported to predict the pres-
ence of or vulnerability to PD (for a review of 
the psychometric properties, see Apfeldorf et al. 
1994). In a study aimed at the examination of the 
comparative reliability and validity of the BPDS 
in African Americans ( n = 79) and European 
Americans ( n = 218), Johnson et al. (2007) found 
significant differences in the psychometric prop-
erties between the two populations. Specifically, 
the BPDS demonstrated lower internal consis-
tency in the African American sample compared 
to the European American sample. The internal 
consistency was significantly lower for African 
Americans in clinical (i.e., PD diagnosis) and 
nonclinical subsets of the sample. In addition 
to decreased reliability, Johnson and colleagues 
found that the BPDS was significantly less accu-
rate in predicting a PD diagnosis in African 
Americans as compared to European Americans. 
Overall, these findings suggest that the BPDS 
may not be appropriate in the assessment and 
determination of PD and PDA in African Ameri-
cans. Moreover, these findings paired with the 
discrepant factor structure of the ASI suggest that 
the construct of anxiety sensitivity may differ in 
African American populations. As such, clini-
cians should be mindful of using current concep-
tualizations and measures of anxiety sensitivity 
to predict panic and related outcomes in African 
Americans. For further review of widely used 
measures of interoceptive fears related to PD that 
have not been evaluated in African Americans, 
see Chambless et al. (1984), Clark et al. (1997), 
and Austin et al. (2006).

Albany Panic & Phobia Questionnaire (APPQ; 
Rapee et al. 1995) The APPQ is a 27-item self-
report measure that is used to assess aspects of 
agoraphobia and panic, including interoceptive 
fears and fears associated with agoraphobic and 
social phobic situations. Participants indicate 
the degree of fear they would expect to experi-
ence if they were confronted by the event in the 
following week on an 8-point Likert-type scale 
(0 = “no fear” to 8 = “extreme fear”). The APPQ 
yields three subscales, including Agoraphobia, 
Social Phobia, and Interoceptive Fears Scales. 

Research has supported the reliability and valid-
ity of the APPQ, with the measure demonstrating 
strong internal consistency, test-retest reliability, 
and construct validity (see Rapee et al. 1995). In 
addition, Chapman et al. (under review) found 
that the APPQ demonstrated high internal con-
sistency in an exclusively African American 
adult sample (total α = 0.86). In a psychometric 
reevaluation of the APPQ, Brown, White, and 
Barlow (2005) confirmed the three-factor struc-
ture (i.e., agoraphobia, social phobia, and intero-
ceptive) with all but three items loading on the 
indicated factor. Further, the factor scales dem-
onstrated good internal reliability (alphas = 0.85–
0.89), convergent validity, and divergent validity. 
Although the initial validation and reevaluation 
of the APPQ yield strong psychometric proper-
ties, the measure has yet to be examined in an 
African American sample within the context of 
PD. The sample in Brown and colleague’s study 
included a small proportion of African Ameri-
cans (i.e., 3.5 %), but the analyses employed did 
not investigate possible differences in the factor 
structure of the APPQ within this population. In 
addition, the clinical utility of the APPQ in the 
prediction of PD is warranted in African Ameri-
can samples. Overall, the APPQ appears to be an 
internally reliable measure in the assessment of 
panic and phobia in African Americans. While 
the scales of the APPQ may accurately reflect 
constructs related to panic and agoraphobia, opti-
mal cut scores in the prediction of PD in African 
Americans have yet to be determined. Therefore, 
the interpretation of scale scores should be con-
ducted in conjunction with other measures that 
assess the full range of diagnostic criteria of 
panic disorder with or without agoraphobia.

Agoraphobia

In addition to the items and subscales that as-
sess the presence of agoraphobia and related 
constructs (e.g., agoraphobic cognitions) on the 
PDSS (Shear et al. 1997), AgCQ (Chambless 
et al. 1984), and APPQ (Rapee et al. 1995), sev-
eral commonly used measures in the assessment 
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of situational avoidance include the Mobility In-
ventory for Agoraphobia (Chambless et al. 1985) 
and The Fear Questionnaire (Marks and Mat-
thews 1979). Currently, the aforementioned mea-
sures have yet to be examined in African Ameri-
can samples, and will therefore not be discussed. 
For a review of the Mobility Inventory for Ago-
raphobia and the Fear Questionnaire, please see 
Chambless et al. (1985) and Marks and Matthews 
(1979). When using these measures and assess-
ing for the presence of agoraphobia in African 
Americans, one should interpret the validity of 
scale scores with caution. Additionally, self-re-
port measures should not be used in isolation as 
indicators of agoraphobia, and are best interpret-
ed in conjunction with assessment measures and 
tools that assess the full range of diagnostic cri-
teria of agoraphobia. Particular attention should 
also be given to ensure that agoraphobia assess-
ment batteries include measures of symptoms 
that are often underreported in African American 
samples, such as cognitive symptoms. In terms of 
assessment of children, several assessment tools 
that measure constructs related to PD in children 
have been examined in African American chil-
dren, including the Screen for Child Anxiety Re-
lated Emotional Disorders-Panic (SCARED-P) 
and Child Anxiety Sensitivity Index (CASI).

Screen for Child Anxiety Related Emotional 
Disorders-Panic Subscale (SCARED; Birmaher 
et al. 1999) The SCARED is a 41-item self-
report measure used to assess various anxiety 
disorders in children, including panic, GAD, 
separation anxiety, social phobia, and school 
phobia. The panic subscale consists of 13 items 
rated on 3-point Likert scale that indicate the 
extent to which a child experiences symptoms 
of PD (e.g., “When I am frightened, it is hard 
to breathe.”) Original psychometric analyses 
revealed that the SCARED demonstrates good 
internal consistency (coefficients = 0.74–0.89), 
test-retest reliability (0.70–0.90), and validity 
in the discrimination of clinical and nonclinical 
youth (Birmaher et al. 1997). Two extant stud-
ies specifically examined the reliability of the 
SCARED in samples of African American youth, 
and obtained good internal consistencies of the 

panic subscale that were comparable to those of 
the original psychometric evaluation (0.74–0.88; 
Ginsburg et al. 2004; Gonzalez et al. 2012). In 
addition, in a sample of 64 African American 
youth between the ages of 14 and 19, the panic 
subscale demonstrated a 6-month test-retest reli-
ability of 0.40.

Gonzalez et al. (2012) evaluated the measure-
ment equivalence of the parent and child versions 
of the SCARED in a comparative sample of out-
patient African American and non-Hispanic 
White youth and their parents. Descriptive fit in-
dices indicated that the original five-factor model 
of the SCARED-C demonstrated adequate fit 
within the African American sample. In terms of 
individual factor loadings, it was found that one 
item (i.e., “When my child gets frightened, he/she 
feels like passing out”) loaded more strongly on 
the Panic/Somatic scale for African Americans 
based on both parent and child reports. In addi-
tion to the factor structure of the SCARED, the 
study examined the concurrent criterion validity 
of the parent-version of the SCARED. Results 
indicated that the total cutoff score of 25 was a 
significant predictor of the presence of an anxiety 
disorder, with a sensitivity of 60 % and specifici-
ty of 88 % in the African American sample. How-
ever, the results failed to looked at the predic-
tive validity of the individual subscales to their 
respective diagnoses. Therefore, the SCARED-P 
was only supported as a screener of an anxiety 
disorder in African American youth.

Overall, burgeoning research suggests that 
the SCARED (both parent and child versions) 
is an internally consistent, reliable measure of 
anxiety in African American youth. Specifically, 
it appears as though the panic subscale of the 
measure demonstrates reliability in samples of 
African American children. However, the valid-
ity of the panic subscale, including its ability to 
predict clinical levels of panic, needs to be ex-
amined in African American youth. Therefore, 
the SCARED is recommended as an appropriate 
screener for the presence of an anxiety disorder 
and panic symptoms in African American chil-
dren.
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Child Anxiety Sensitivity Index (CASI; Silverman 
et al. 1991) The CASI is an 18-item self-report 
measure that is a modified version of the Anxiety 
Sensitivity Index for children that is utilized to 
assess the extent to which one fears the symp-
toms associated with anxiety. The items are rated 
on a 3-point Likert scale (0 = “a lot” to 3 = “a lot”) 
and represent the level of fear towards a specific 
symptom. The individual responses are summed 
to obtain a total score of anxiety sensitivity. The 
psychometric properties of the CASI, including 
internal consistency, test-retest reliability, and 
construct validity, have been supported in both 
community and clinical samples (Chorpita et al. 
1998; Rabian et al. 1999; Silverman et al. 1991; 
Weems et al. 1998).

Recent work has also examined the psycho-
metric properties of the CASI in exclusively Af-
rican American samples. Specifically, Lambert 
et al. (2004) examined the reliability, validity, 
and factor structure of the CASI in a sample of 
144 elementary-aged African American children. 
The results yielded comparable internal consis-
tencies to the original psychometric evaluation 
(Lambert et al. 2004); however, African Ameri-
can children demonstrated high mean levels of 
anxiety sensitivity than means previously iden-
tified in non-Hispanic White youth (for means, 
refer to Lambert et al. 2004). Further, exploratory 
and confirmatory factor analyses resulted in a 
two-factor structure (i.e., physical concerns and 
mental incapacitation) that was discrepent from 
Previous factor structures found in non-Hispanic 
White samples (Silverman et al. 1999). Utiliz-
ing the two-factor subscales and total scores, 
the CASI demonstrated convergent validity with 
measures of general, physiological, and social 
anxiety. Moreover, divergent validity was estab-
lished with scores of perfectionism, anxious cop-
ing, and depression. The validity of the CASI as 
it relates to PD in African American youth has 
also received initial support, as Ginsburg and 
Drake (2002) found significant correlations be-
tween the CASI and Panic Attack Questionnaire 
(PAQ; Norton et al. 1986).

Overall, there is initial support for the use of 
the CASI in the assessment of anxiety sensitivity 
in African American youth. In addition, burgeon-

ing research has provided preliminary evidence 
for the relationship of anxiety sensitivity to PD in 
this population. While the CASI appears to have 
adequate psychometric properties in African 
American samples, the measure may not fully 
capture the nature of this construct within Afri-
can American youth.

Specific Phobia

The presence of a specific phobia is characterized 
by an excessive fear of an explicit situation or ob-
ject that is persistent in nature. Further, this fear 
results in the avoidance of the specified stimuli 
or significant distress when the phobic target is 
encountered (American Psychiatric Association 
2000). Exposure to the phobic object results in an 
immediate anxiety response, which may include 
the experience of a panic attack. Current catego-
rizations of this disorder delineate phobias into 
five subtypes, including animal, natural envi-
ronment, blood-injection-injury, situational, and 
other (e.g., fears not captured by the aforemen-
tioned categories) fears.

The existing research suggests that African 
American adults experience comparable to in-
creased rates of specific phobia compared to 
non-Hispanic Whites (Breslau et al. 2006; Brown 
et al. 1990; Last and Perrin 1993; Neal and Turn-
er 1991; Warheit et al. 1975). Specifically, ex-
tant studies examining the presence of specific 
phobia in African Americans adults have found 
endorsement rates up to three times greater than 
European Americans, even when demographic 
variables (e.g., SES, education, geographic loca-
tion) are controlled (Last and Perrin 1993; Neal 
and Turner 1991). Increased prevalence rates of 
specific phobia have also been demonstrated in 
African American children. For example, in a 
study of 162 African American and non-Hispanic 
White children with anxiety disorders, African 
American children demonstrated higher inci-
dence rates (i.e., 26.7 %) and lifetime prevalence 
rates (i.e., 50 %) than their non-Hispanic White 
counterparts. One cultural factor that may con-
tribute to these observed differences is the ex-
posure to high stress environments. Specifically, 
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chronic stress may increase the experience of 
acute and chronic fearful states, which has been 
theorized to account for the elevated rates of spe-
cific phobia in this population (Carter et al. 1996; 
Neal and Turner 1991). In addition to variation in 
observed prevalence rates of specific phobia, the 
existing literature suggests that African Ameri-
cans demonstrate differences in the content of 
fears. Studies examining fear content in African 
American adults and children have highlight-
ed the tendency for this population to endorse 
more “reality-based” fears than their non-His-
panic White counterparts. For example, African 
American adults have been found to report more 
animal fears (Chapman et al. 2008, 2011, 2012; 
Nalven 1970) and fears associated with natural 
or environmental conditions (e.g., water; Chap-
man et al. 2008). Research suggests that African 
American children also endorse more specific 
animal fears and an overall greater number of 
fears than non-Hispanic White children (LaPouse 
and Monk 1959; Nalven 1970; Neal et al. 1993). 
While these differences in fear content have been 
observed, the studies examining these constructs 
have often investigated fear in a nonpathologi-
cal context. Therefore, future research is needed 
to understand whether these differential fear pat-
terns pervade clinical diagnoses, as well as the 
cultural factors that may influence their etiology 
and expression.

Interviewer Rating Scales

ADIS-IV Within the assessment of specific pho-
bias, the ADIS-IV (Brown et al. 1994) obtains the 
severity of fear and avoidance of specific stimuli, 
as well as the symptomatic behaviors associated 
with exposure to the phobic stimuli (e.g., panic 
attacks, automatic anxiety response). Further, 
in order to determine a clinical diagnosis, the 
ADIS-IV assesses the functional impairment re-
sulting from the specific phobia.

The specific phobia section of the ADIS-IV has 
consistently demonstrated strong psychometric 
properties, including good reliability. Chapman 
et al. (under review) found that the ADIS-IV 
demonstrated excellent inter-rater reliability in a 

sample of 65 African American adults; however, 
analyses did not examine reliability exclusively 
in the context of specific phobia. In a study ex-
amining interrater reliability of ADIS-IV diagno-
ses in a sample of 362 adults, the kappa for the 
specific phobia section was 0.86 (Brown et al. 
2001). Although the ADIS-IV has been deemed 
a psychometrically sound measure for the assess-
ment of specific phobia in predominately non-
Hispanic White samples, its validity has not been 
examined in African American samples. For ex-
ample, only 4 % of the sample in the Brown et al. 
(2001) study self-identified as African American. 
As such, empirical investigation is warranted to 
explore whether the psychometric properties of 
the specific phobia scale are maintained in Af-
rican American populations. Overall, the ADIS-
IV demonstrates strength in its assessment of a 
full range of symptoms and behaviors associ-
ated with specific phobia. Moreover, its semis-
tructured nature allows for some clinician flex-
ibility to prompt potential cultural factors that 
impact a client’s specific phobia development, 
manifestation, or maintenance.

Self-Report Scales

Fear Survey Schedule-Second Edition (FSS-II; 
Geer 1965) The FSS-II is one of the most com-
monly used self-report screening measures used 
in the assessment of specific phobia. The mea-
sure is comprised of 51 items that assess the fear 
associated with common specific phobia situ-
ations, social phobia situations, phobic objects, 
and agoraphobia. Factor analytic studies have 
indicated that that FSS-II includes the factors of 
water, death, illness and injury, concrete objects, 
live organisms, violence, social interaction, and 
negative social evaluation (Bernstein and Allen 
1969; Rubin et al. 1968). The FSS-II has demon-
strated strong internal reliability ( r = 0.94; Geer 
1965) and validity; however, these analyses were 
conducted on predominately European Ameri-
can samples and may not generalize to African 
Americans.

Recent research has examined the factor struc-
ture of the FSS-II in both college and commu-
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nity samples of African Americans. Specifically, 
Chapman et al. (2008) utilized confirmatory fac-
tor analysis to evaluated the factor structure of 
the FSS-II in both African American and Euro-
pean American college students. Results indi-
cated differential factor structures and patterns of 
endorsed fears between the two samples. A three-
factor model comprised of natural environment, 
animal, and social anxiety factors emerged with-
in the African American sample. In addition, Af-
rican Americans endorsed more overall fears and 
fears related to animals and the natural environ-
ment than their European American counterparts. 
Cross-validation of the FSS-II in a community 
sample of African Americans corroborated these 
differential patterns of fear endorsement (Chap-
man et al. 2011). In particular, the factors of ani-
mal and social fears demonstrated consistent en-
dorsement in African American adults; however, 
the community sample did not endorse the same 
extent of natural environment fears as the college 
sample.

Overall, the extant research on the FSS-II sug-
gests that African Americans may endorse differ-
ent patterns of fears than European Americans, 
resulting in a differential factor structure of the 
measure. While the factor structure of this mea-
sure has been examined in both college and com-
munity samples, its psychometric properties have 
yet to be determined within African Americans. 
In addition, the FSS-II has traditionally been uti-
lized as a measure of fear for research purposes, 
and its clinical utility is unknown. A subsequent 
version of the measure, the Fear Survey Sched-
ule-Third Edition (FSS-III; Wolpe and Lange 
1964), has been utilized as a clinical screen for 
phobic symptoms. However, its discriminative 
validity has not been supported (Klieger and 
Franklin 1993) and it has not been examined in 
African American samples.

Revised Fear Survey Schedule for Children 
(FSSC-R; Ollendick 1983) The FSSC-R is an 
80-item self-report measure that assesses com-
mon fears in children. The items are measured on 
a three-point Likert scale (i.e., “none” to “a lot”) 
to indicate the level of fearfulness of the situation 
or object. The FSSC-R has demonstrated strong 

reliability and validity (Ollendick 1983), and has 
been widely used in both research and clinical 
populations (King et al. 1989, 1990; Ollendick 
et al. 1989, 1991). Factor analyses of the FSSC-
R have resulted in a five-factor model, including 
fear of failure and criticism, fear of the unknown, 
fear of injury and small animals, fear of danger 
and death, and medical fears (Ollendick 1983; 
Ollendick et al. 1985). With regard to clinical 
utility, the FSSC-R has been found to differenti-
ate nonclinical and school-phobic children, and 
has been suggested for use as a normative screen 
for fear sensitivities in children (Ollendick 1983).

Although the FSSC-R has demonstrated 
consistent reliability across studies and initial 
support for its clinical utility, a paucity of stud-
ies have evaluated this measure within African 
American populations. One extant study exam-
ined the factor structure of the FSSC-R and sta-
bility of child fear in a comparative sample of 
African American and non-Hispanic White chil-
dren (Neal et al. 1993). Within this study, the 
FSSC-R demonstrated excellent internal con-
sistency within the African American sample 
(cronbach’s alpha = 0.96). Analysis of the stabil-
ity of children’s reported fears over a two-week 
period yielded less stability in African American 
children than their European American counter-
parts (stability coefficients = 0.71, 0.83). In ad-
dition, the FSSC-R was found to demonstrate 
a differential factor structure between the two 
samples. Specifically, a three-factor model in-
cluding fear of death, danger, and small animals, 
fear of the unknown and things that crawl, and 
medical fears. Although the FSSC-R yielded dis-
cordant factor structures for African American 
children and European American children, there 
was significant overlap in the most frequently 
endorsed fears between these two populations.

Overall, the FSSC-R has received initial sup-
port for its reliability within African American 
populations. However, additional studies are 
needed to confirm the factor structure yielded 
in Neal et al. (1993) and if the FSSC-R needs to 
be modified to more accurately capture the con-
tent of African American children’s fear. In ad-
dition, research evaluating the clinical utility of 
the FSSC-R in the assessment of specific phobias 
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in African American youth is warranted. As such, 
the FSSC-R may be useful in the assessment of 
the content of a child’s fear, but not in the deter-
mination of whether this fear is pathological in 
nature within African American populations.

Summary and General 
Recommendations

The main objective of this chapter was to provide 
a framework for the assessment of generalized 
anxiety disorder, social phobia, panic disorder, 
and specific phobias in African Americans. This 
review of the extant literature highlighted the 
burgeoning nature of our understanding of the 
aforementioned disorders and their assessment. 
Specifically, several individual “gold standard” 
assessment tools reviewed have been explored in 
exclusively African American samples. Despite 
these significant strides, continued research is 
warranted to ensure that individual assessment 
tools and comprehensive evaluations fully cap-
ture the diagnostic presentation of these anxiety 
disorders in African Americans while being sen-
sitive to the variation within this population. In 
particular, several assessment tools (e.g., ADIS-
IV, SPAI, HAS, PDSS, AcCO) have yet to be 
validated for use in African American samples. 
Additionally, the replication of the psychometric 
properties and exploration of the clinical utility 
of other gold standard measures (e.g., APPQ, 
PSWQ, WDQ, FSSC) is warranted. Future em-
pirical investigation is also needed to account 
for the heterogeneity in African Americans when 
assessing these disorders in this population. For 
example, research should examine the impact of 
various sociocultural variables (e.g., ethnic iden-
tity, acculturation) on the psychometric and clini-
cal utility of “gold standard” measurement tools.

While continued empirical investigation is 
warranted, practitioners and researchers can take 
steps to ensure that they are employing cultur-
ally-sensitive assessment practices until a more 
thorough research base has been established. In 
particular, when assessing GAD, PD, and the 
phobias in African American samples, it is im-
perative for one to understand the individual’s 

context and the sociocultural variables (e.g., 
ethnic identity, acculturation, socioeconomic sta-
tus, education background) that may impact the 
manifestation and explanatory models of their 
anxiety (e.g., “meet the client where they’re at”). 
In addition, the following recommendations are 
made to ensure “gold standard” practices that 
fully capture the symptom presentation of GAD, 
PD, and the phobias in African American indi-
viduals: (1) Avoid using any assessment tool in 
isolation that has yet to be validated in African 
American samples; (2) Examine individual item 
responses when scale norms have not been estab-
lished or fully replicated; (3) Ensure that assess-
ment practices are examining the full-range of 
diagnostic criteria, with particular care to assess 
for symptoms that may be traditionally underre-
ported in African American samples (e.g., cogni-
tive symptoms of anxiety).
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Overview of OCD

Obsessive-compulsive disorder (OCD) is a high-
ly disabling and distressing disorder, which has 
made it one of the leading causes of disability 
worldwide (Lopez and Murray 1998). Obses-
sions are intrusive, unwanted thoughts, images, 
or impulses that increase anxiety, whereas com-
pulsions are repetitive behaviors or mental acts 
used to decrease anxiety (APA 2000). The disor-
der is equally common among men and women, 
causing significant and pervasive impairment in 
multiple domains, including home life, work, and 
relationships (Karno et al. 1988; Kessler et al. 
2005; Ruscio et al. 2010). OCD-related costs 
have previously been estimated at US$ 8 billion 
annually in the USA (DuPont et al. 1995), and 
this figure would likely be higher today. OCD af-
flicts an estimated 1.6 % of the American popula-
tion (Ruscio et al. 2010), and Black Americans 
experience OCD at rates equivalent to the general 

population (Himle et al. 2008; Ruscio et al. 2010; 
Zhang and Snowden 1999).

Quality of Life

A recent investigation of quality of life among 
African Americans found that those with OCD 
had the overall lowest life satisfaction when 
compared with individuals afflicted with other 
anxiety disorders and those with no disorder. In-
dividuals with OCD also completed the fewest 
number of years in school, and this was signifi-
cantly different from African Americans or Eu-
ropean Americans with no disorder. There is also 
evidence of social impairments in African Amer-
icans with OCD, as the same study found that 
African Americans with OCD reported the least 
amount of closeness with friends when compared 
to those with other anxiety disorders (Bach et al. 
2012).

Cultural Considerations for Diagnosing 
OCD

Comorbidity OCD is a highly comorbid disor-
der, with most sufferers also meeting criteria for 
another mood, anxiety, or substance use disor-
der (Ruscio et al. 2010). The National Survey of 
American Life (NSAL) found that a majority of 
Black Americans with OCD also met the criteria 
for at least one other psychiatric disorder, at 93.2 
and 95.6 % in African Americans and Caribbean 
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Blacks, respectively (Himle et al. 2008). A re-
cent clinical study of African Americans with 
OCD found that 89.2 % had at least one other co-
morbid condition. Of these, the most prevalent 
were mood disorders (69.9 %), anxiety disorders 
(56.2 %), and substance abuse disorders (38.9 %). 
There was very low comorbidity with eating dis-
orders; 5.5 % had a binge eating disorder and 
none met criteria for anorexia nervosa or bulimia 
nervosa (Williams et al. to appear). This is in 
stark contrast to findings with European Ameri-
cans that tend to find high comorbidity rates be-
tween OCD and all eating disorders (e.g., Sallet 
et al. 2010).

Participants with hoarding compulsions as 
a primary symptom (43 %) were more likely to 
have a comorbid mood disorder than those with-
out, were more likely to have a psychotic disor-
der and/or a substance abuse disorder, and were 
less likely to be diagnosed with another anxiety 
disorder (Williams, Davis, Thibodeau, and Bach, 
to appear).

Treatment Seeking and Barriers to Treat-
ment Although 40 % of African Americans with 
OCD report their obsessional concerns to a doc-
tor, very few receive treatment (Simmons et al. 
2012), and African Americans are consistently 
underrepresented in OCD treatment clinics and 
research studies (Steever et al. 2012; Williams 
et al. 2008). Among all Americans, for those with 
severe OCD, 93 % receive some type of treat-
ment (NCS-R; Ruscio et al. 2010); however, 
this is true for only 60 % for African Americans 
with severe OCD (NSAL; Himle et al. 2008), 
indicating a substantial health disparity. Even 
among those who are able to access mental 
health care, few African Americans with OCD 
receive specialized treatment, and only 20 % use 
a serotonin reuptake inhibitor medication (Himle 
et al. 2008). Both African American and Euro-
pean Americans report concerns about the cost of 
treatment, shame, stigma, and wanting to handle 
the problem on their own; however, certain barri-
ers disproportionately affect African Americans, 
including not knowing where to find help and 
concerns about discrimination (Williams et al. 
2012b).

Symptoms Dimensions It has been suggested 
one barrier to treatment could be a failure to 
identify OCD because of its heterogeneous pre-
sentation and possible cultural differences in 
symptom expression (Friedman et al. 2003; Suss-
man 2003). Variables related to OCD often dif-
fer cross-culturally (Williams et al. in press). In 
a clinical sample, Williams et al. (2012c) found 
that African Americans endorse obsessive-com-
pulsive concerns in six major areas, comprising: 
Contamination and Washing, Hoarding, Sexual 
Obsessions and Reassurance, Aggression and 
Mental Compulsions, Symmetry and Perfection-
ism, and Doubt and Checking. These dimensions 
are similar to findings of studies in primarily 
White samples (i.e., Bloch et al. 2008; Williams 
et al. 2010). However, African Americans with 
OCD reported more contamination symptoms 
and are twice as likely to report excessive con-
cerns with animals compared to European Amer-
icans with OCD. This indicates notable cultural 
differences, which is consistent with findings 
among nonclinical samples (Thomas et al. 2000; 
Williams and Turkheimer 2007).

Williams et al. (2012a) suggested that low 
socioeconomic status (SES) may be correlated 
to greater exposure and thereby concern about 
contaminants, and subsequently Williams et al. 
(2012c) found that lower income African Ameri-
cans with OCD were significantly more con-
cerned about contamination, lending support to 
that hypothesis. However, further investigation 
of possible cultural and historical factors that may 
impact symptom expression is needed, especially 
in light of the legacy of segregation, based on the 
notion that European Americans could become 
contaminated through close contact or sharing 
items with African Americans (e.g., Williams 
and Turkheimer 2007). Additionally, it has been 
hypothesized that European Americans may have 
developed stronger immune systems compared 
to African Americans through natural selection, 
as many of their ancestors survived the bubonic 
plague, possibly making them biologically less 
concerned about contaminants (Moalem et al. 
2002).

African Americans express concerns about 
contamination from animals at twice the rate as 
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European Americans (Williams et al. 2012c). 
Williams and Turkheimer (2007) studied racial 
differences in OCD symptoms and found that a 
nonclinical sample of African Americans scored 
significantly higher on an animal attitude factor 
than European Americans (meaning they had 
greater concerns about animals), implicating 
cultural factors for this difference. It was hy-
pothesized that perhaps the Western perspective 
of animals as pets is more socially acceptable 
among European Americans than other cultures 
that are more likely to regard animals as a source 
of food or vehicle for labor. Other cultural differ-
ences may relate to the historic practices such as 
the use of dogs as a means to hunt slaves or at-
tack protesters during the Civil Rights era. This is 
consistent with recent work that suggests African 
Americans may experience greater phobias of 
animals (Chapman et al. 2008). As such, cultural 
differences are plausible contributing factors for 
increased animal sensitivity among those with 
OCD.

Fear of being misunderstood also seems to be 
more frequently endorsed by African Americans 
with OCD (Williams et al. 2012). An obsessive 
need to be perfectly understood could be a unique 
finding for African Americans related to fears of 
appearing unintelligent, resulting in stereotype 
compensation—an intentional effort to present 
one’s self in a counter-stereotypical manner (Wil-
liams et al. 2008).

OCD Assessment Measures

Assessment of OCD is usually accomplished 
through a series clinical interviews and self-re-
port measures. Here we discuss the most com-
mon assessment tools, their psychometric prop-
erties, and findings relevant specifically to Afri-
can Americans.

Yale-Brown Obsessive-Compulsive Scale 
(Y-BOCS) The most widely used OCD out-
come measure is the Y-BOCS (Goodman et al. 
1989a, b). The Y-BOCS is a semi-structured 
clinical interview that takes 45–60 min to com-
plete, consisting of a comprehensive checklist 

of obsessions and compulsions and a 10-item 
severity scale. The checklist is most often admin-
istered before treatment and aids in treatment 
planning. The obsessions are listed in several 
categories including: aggressive (fear of harming 
others), contamination, sexual, hoarding/saving, 
religious, symmetry or exactness, somatic, and 
miscellaneous. The compulsions list is organized 
into categories including: cleaning/washing, 
checking, repeating, counting, ordering/arrang-
ing, hoarding/collecting, and miscellaneous. The 
factor structure of the checklist in African Ameri-
cans is similar to findings in other ethnoracial 
groups (Bloch et al. 2008; Williams et al. 2012c).

The Y-BOCS severity scale rates the time 
occupied by obsessions and compulsions, how 
much they interfere with functioning, how much 
distress they cause, attempts to resist, and level of 
control. Items are rated on a 5-point scale ranging 
from 0 (no symptoms) to 4 (severe symptoms). 
The severity scale is usually administered pre-
treatment and may be administered again peri-
odically throughout treatment and posttreatment. 
The total score is calculated by adding the ten 
items, yielding scores from 0–40.

The Y-BOCS severity scale shows good reli-
ability (α = 0.88 – 0.91) and validity in European 
American samples (Goodman et al. 1989a, b; 
McKay et al. 1995). Scores above 16 may be 
considered in the clinical range, and the mean for 
OCD patients is 21.9 (SD = 8). OCD severity can 
be further broken into severity ranges including: 
subclinical (0–7), mild (8–15), moderate (16–23), 
severe (24–31), and extreme (32–40) (Steketee 
1999). Scores for healthy people without OCD 
tend to be very low (M = 0.31, SD = 1.21) (Simp-
son et al. 2006), although the measure was not 
intended for unafflicted individuals.

Very few studies have examined the Y-BOCS 
in African American samples. Two nonclini-
cal studies examined the psychometric proper-
ties using the self-report version of the Y-BOCS 
in undergraduate and community participants 
(Garnaat and Norton 2010; Washington et al. 
2008). Washington et al. (2008) concluded that 
a one-factor model was better than separating 
obsessions and compulsions. Garnaat and Nor-
ton (2010) compared four different ethnoracial 
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groups and concluded the Y-BOCS may under-
estimate obsessions in African Americans com-
pared to European American participants. One 
recent study examined the Y-BOCS in African 
Americans with OCD and found the overall scale 
demonstrated good internal consistency (α = 0.83) 
and a significant positive relationship with other 
measures of psychopathology (Williams et al. 
2013b). However, the best factor structure for 
the scale was a three-factor solution including se-
verity of obsessions, resistance to obsession and 
compulsions, and severity of compulsions (Wil-
liams et al. 2013b). Based on the results of this 
study, the Y-BOCS appears to be a valid measure 
for African American populations and is recom-
mended for use at this time.

Alternative forms of the Y-BOCS include a 
self-report version (Steketee et al. 1996) and a 
computerized version (Rosenfeld et al. 1992). 
The Y-BOCS has been translated into over 25 
languages (Lam et al. 2005). The psychometric 
properties of the Y-BOCS self-report version 
have not yet been assessed in African Americans, 
so clinicians and researchers are advised against 
using these in this population as it is possible cer-
tain symptom dimensions (e.g., contamination), 
may result in inflated scores for non-pathological 
reasons.

There is also a YBOCS-II (Storch et al. 2010), 
which has been developed and validated in a 
sample of OCD afflicted individuals ( M = 20.48, 
SD = 11.11). It shows strong reliability (α = 0.91) 
and fair convergent validity with the OCI-R 
( r = 0.69), but it has not yet been validated in 
African Americans, and ethnoracial information 
was not specified in the validation sample of 
OCD patients. Although it is likely this measure 
is adequate for African Americans, use of a self-
report version is likewise discouraged.

Children’s Yale-Brown Obsessive-Compulsive 
Scale (CY-BOCS) The CY-BOCS (Scahill et al. 
1997) includes symptom checklists and severity 
scales for both obsessions and compulsions that 
assess the presence of obsessions and compul-
sions in children and adolescents aged 8–18. The 
CY-BOCS 10-item clinician-rated severity scale 
has obsession ( M = 9.6; SD = 4.43) and compul-

sion subscales ( M = 10.3; SD = 3.83; 5 questions 
each), with items ranging from “0 = none”, to 
“4 = extreme” and subscale scores ranging from 
0 to 20, and total scores 0 to 40. The CY-BOCS 
yields strong psychometric properties for all 10 
items (α = 0.87; M = 19.9; SD = 7.51), for chil-
dren and adolescents with OCD. The intraclass 
correlations for the CY-BOCS Total, Obsession, 
and Compulsion scores are 0.84, 0.91, and 0.66, 
suggesting high interrater agreement between the 
subscale and total scores. The ethnoracial compo-
sition of the validation sample was not reported.

Based on the study of the Y-BOCS, which 
found it to be an acceptable measure for African 
American adults (Williams et al. 2013b), the CY-
BOCS is likely acceptable for African American 
youth. However, this remains to be established 
empirically.

Obsessive-Compulsive Inventory-Revised 
(OCI-R) The OCI-R is an 18-item self-report 
measure of distress from obsessions and com-
pulsions (Foa et al. 2002). The total score ranges 
between 0 and 72. The questionnaire includes 
six subscales including: washing, checking, 
ordering, obsessing, hoarding, and neutraliz-
ing. The subscale scores range between 0 and 
12. The OCI-R has shown good internal con-
sistency (α = 0.81 – 0.93), test-retest reliability 
( r = 0.82 – 0.84), and discriminant validity in the 
original validation sample of primarily Euro-
pean American patients (Foa et al. 1998, 2002). 
A clinical cutoff score of 21 differentiates OCD 
patients from nonpatients (Foa et al. 2002). The 
OCI-R has been translated into many languages, 
including Spanish (Fullana et al. 2005), Italian 
(Sica et al. 2009), Korean (Lim et al. 2008), Ger-
man (Gönner et al. 2007, 2008), Icelandic (Smári 
et al. 2007), and French (Zermatten et al. 2006).

A recent study examined the psychometric 
properties of the OCI-R in a clinical and non-
clinical sample of African Americans (Williams 
et al. 2013b). The originally proposed OCI-R 
six-factor structure exhibited good to excellent 
fit in the sample. Receiver operator characteris-
tic (ROC) analyses indicated that a cut-off score 
of 36 exhibited the optimal balance of sensitiv-
ity and specificity—a score that is substantially 
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greater than the cut-off score of 21 proposed in 
the original validation study (Foa et al. 2002). 
The higher score is consistent with previous 
studies of nonclinical samples of African Ameri-
cans, which have produced greater scores on self-
report measures for OCD (e.g., Williams et al. 
2005, 2008). The OCI-R is suitable for use with 
African Americans provided that the higher cut-
off score is employed.

The Obsessive Compulsive Inventory-Child 
Version (OCI-CV) The OCI-CV (Foa et al. 
2010) is a 21-item self-report measure used to 
assess OC symptoms in children and adoles-
cents from 7 to 17 years old. Items are scored 
on a 3-point Likert scale from “0 = never” to 
“2 = always,” including questions such as: “I get 
upset if my stuff is not in the right order” or “If 
a bad thought comes into my head, I need to say 
certain things over and over.”

The OCI-CV contains six subscales: doubt-
ing/checking ( M = 0.80, SD = 0.54), obses-
sions ( M = 0.92, SD = 0.59), hoarding ( M = 0.76, 
SD = 0.68), washing ( M = 0.82, SD = 0.68), or-
dering ( M = 0.82, SD = 0.58), and neutralizing 
( M = 0.69, SD = 0.65); subscales can be summed 
to produce a total score ( M = 17.02, SD = 7.90). 
Internal consistency was strong for the OCI-CV 
total and all subscale scores (α = ≥ 0.81), as was 
test-retest reliability over a period of one and a 
half weeks (α = ≥ 0.68). Additionally, the OCI-
CV displays good convergent validity with the 
CY-BOCS total, obsession, and compulsion sub-
scales ( r ≥ 0.28). OCI-CV scores appear to be sen-
sitive to changes in symptom severity, similarly 
to the CY-BOCS. Although no studies have as-
sessed the OCI-CV among nonclinical samples, 
mean scores among the Foa et al. (2010) clini-
cal sample post-CBT treatment are as follows: 
doubting/checking ( M = 0.45, SD = 0.50), obses-
sions ( M = 0.54, SD = 0.53), hoarding ( M = 0.40, 
SD = 0.50), washing ( M = 0.51, SD = 0.63), or-
dering ( M = 0.54, SD = 0.49), and neutralizing 
( M = 0.37, SD = 0.50), total score ( M = 10.16, 
SD = 7.58).

The psychometric properties of the OCI-CV 
have not yet been examined in African American 
children and adolescents. Of the 109 children and 

adolescents in the validation study, only, 3.7 % 
were African American. Due to the scoring is-
sues with the OCI-R (Williams et al. 2013a) and 
validity issues in similar self-report measures of 
OCD, the OCI-CV is not recommended for use in 
African Americans at this time.

Dimensional OCD Scale (DOCS) The DOCS 
(Abramowitz et al. 2010) is a self-report instru-
ment consisting of 20 items. There are five items 
for each of the four symptom dimensions which 
include: (a) contamination, (b) responsibility 
for harm, injury, or bad luck, (c) unacceptable 
obsessional thoughts, and (d) symmetry, com-
pleteness, and exactness. An additional scale has 
been developed for the DOCS focused on sexu-
ally intrusive thoughts (DOCS-SI; Wetterneck 
et al. 2011). Within each symptom dimension, 
five items assess the following parameters of 
severity over the past month: (a) time occupied 
by obsessions and compulsions, (b) avoidance 
behavior, (c) associated distress, (d) functional 
interference, and (e) difficulty disregarding the 
obsessions and refraining from the compulsions. 
Each item is rated on a scale ranging from 0 (no 
symptoms) to 4 (extreme symptoms).

To accommodate the wide variety of OCD 
symptoms, the instructions for each set of five 
items include a brief description and several 
broad examples of the types of obsessions and 
compulsions observed in that dimension. Thus, 
the DOCS assess the severity of the patient’s own 
symptoms rather than a predefined list of symp-
toms. The measure is designed for use in clinical 
and nonclinical populations and can be used by 
people aged 13 to adult.

The DOCS was validated within a primarily 
White adult sample of OCD patients ( M = 30.06; 
SD = 15.49; 93 % European American), other 
anxiety disorder affected controls ( M = 16.75; 
SD = 13.14; 92 % European American), and 
college undergraduates ( M = 11.93; SD = 9.87; 
77 % European American). The DOCS showed 
excellent reliability among all three popula-
tions (α’s > 0.90), and good convergent validity 
when comparing subjects’ total scores to OCI-R 
scores in all three samples ( r’s > 0.65). Addition-
ally, the DOCS displayed sensitivity to treatment 
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(exposure and ritual prevention), in similar ways 
to that of the Y-BOCS and OCI-R.

The DOCS has not yet been validated in a 
clinical sample of African Americans. How-
ever, there has been some attempt at validating 
the measure in a multicultural sample of college 
students. Wheaton and colleagues found that the 
DOCS overall and individual subscales demon-
strated good to excellent internal consistency 
in African Americans (α = 0.84–0.89) (Whea-
ton et al. 2013). In addition, African Americans 
scored slightly higher, albeit not significantly, 
than Whites for contamination symptoms, but 
had no noticeable differences for harming, sym-
metry, or unacceptable thought symptom dimen-
sions (Wheaton et al. 2013). The DOCS is not 
recommended for use in clinical samples of Af-
rican Americans at this time. However, it may be 
useful among nonclinical populations.

Maudsley Obsessional Compulsive Inventory 
(MOC or MOCI) MOC or MOCI contains 
30 dichotomously scored (true/false) items that 
assess obsessive-compulsive symptoms in the 
areas of contamination fears and washing behav-
iors, checking, and worries (Hodgson and Rach-
man 1977). The MOCI takes 5-min to complete 
and scores can range from 0 to 30. The means for 
OCD patients (Richter et al. 1994) and student 
samples (Dent and Salkovskis 1986) are 13.67 
( SD = 6.01) and 6.32 ( SD = 3.92), respectively. 
The reliability (Richter et al. 1994) and validity 
(Hodgson and Rachman 1977) are acceptable 
among Europeans and European Americans.

Thomas et al. (2000) found the MOCI lacked 
predictive validity in an African American un-
dergraduate sample. African American students 
scored almost one standard deviation higher 
than European American students in total MOCI 
scores and African Americans scored signifi-
cantly higher on the cleaning and checking sub-
scales. Another study found similar differences in 
a combined student-community sample (N = 545; 
Williams and Turkheimer 2008). Although these 
studies did not use clinical samples, the find-
ings raise serious concerns about the validity of 
the MOCI in assessing African Americans with 
OCD. African Americans without OCD may be 
appear to have clinically relevant symptoms.

Vancouver Obsessional Compulsive Inventory 
(VOCI) The VOCI (Thordarson et al. 2004) is a 
self-report, 55-item revision of the MOCI, which 
assesses obsessions, compulsions, avoidance 
behavior, and personality characteristics that 
often perpetuate symptoms of OCD. Participants 
are instructed to rate how true each statement 
reflects their thoughts and behaviors, with items 
ranging from 0 (not at all) to 4 (very much). Sub-
scales include contamination, checking, obses-
sions, hoarding, just right, and indecisiveness. 
Total scores and subscales are calculated by sum-
ming the items. The VOCI was developed at the 
University of British Columbia, and distributed 
among four groups: OCD patients ( M = 86.26; 
SD = 37.47), anxiety and depression controls 
( M = 49.61; SD = 43.28), community adults 
( M = 11.45; SD = 10.85), and students ( M = 36.37; 
SD = 26.56). The ethnoracial composition of the 
sample was not described.

The VOCI displays strong evidence of valid-
ity and reliability for the total and subscale scores 
among European Americans; however, test-retest 
reliability is relatively low for scores in student 
samples, suggesting this measure may not screen 
low levels of OCD, and should be used primarily 
in clinical populations. Additionally, the VOCI’s 
sensitivity to treatment has not yet been evalu-
ated, and its psychometric properties have not yet 
been validated in African Americans.

Padua Inventories The original Padua Inven-
tory contained 60 items about obsessions and 
compulsions on a 5-point rating scale in four 
main areas: contamination fears, checking, 
impaired control over mental activities, and 
worries about losing control over one’s behav-
iors (Sanavio 1988). Two revised versions of 
the scale have been published including the 
41-item Padua Inventory Revised (PI-R; Van 
Oppen et al. 1995) and the 39-item Washington 
State University Revision (PI-WSUR; Burns 
et al. 1996). The mean total score for individuals 
with OCD is 54.93 ( SD = 16.72). The scale takes 
approximately 10-min to complete. Reliability 
and validity for the scale are good to excellent 
(Burns et al. 1996). The Padua Inventory is avail-
able in a variety of languages, including: English, 
Spanish (Mataix-Cols et al. 2002), Dutch (Van 
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Oppen 1992), Iranian (Goodarzi and Firoozabadi 
2005), Japanese (Wakabayashi and Aobayashi 
2007), and Korean (Min and Won 1999).

Studies of the Padua Inventory in African 
Americans found racial differences in mean item 
scores suggesting that the instrument does not 
measure the same traits in European American 
and African Americans (Williams et al. 2005). 
African Americans over reported cleaning and 
grooming behaviors compared to European 
Americans, which was attributed to different 
cultural backgrounds or beliefs regarding normal 
behaviors (grooming, washing, being cautious).

Another study examined the psychometric 
properties of the 10 contamination items, ap-
pearing both on the Padua Inventory and the PI-
WSUR version in a large sample of community 
residents and undergraduate students (Williams 
and Turkheimer 2007). They found large racial 
differences on all items, and African Americans 
communicated more concern regarding contami-
nation, cleanliness, and personal appearance. 
Williams et al. (2008) replicated the findings in 
a nationally representative sample, with African 
Americans scoring significantly higher than Eu-
ropean Americans on the Padua contamination 
scale. The Padua Inventories have never been as-
sessed in a clinical sample of African Americans, 
but based on findings with nonclinical samples, it 
seems this measure would be problematic for the 
assessment of African Americans.

Obsessive Belief Questionnaire (OBQ) The 
OBQ—Brief Version (OBQ-44; Steketee, 2005) 
is a 44-item self-report measure that assesses 
cognitive beliefs in OCD. The measure was 
revised using 44 items taken from the OBQ-87 
to establish a smaller measure with three sub-
scales (OCCWG 2001, 2003, 2005). Items are 
scored from 1–7 and calculated for a total score. 
The OBQ-44 consists of the following subscales: 
(1) Responsibility and threat estimation, (2) Per-
fectionism and intolerance for uncertainty, and 
(3) Importance and control of thoughts. In the 
initial study, Steketee (2005) administered the 
OBQ-44 to adult samples comprised of OCD 
patients ( M = 174.3; SD = 50.2), anxious con-
trols ( M = 159.3; SD = 53), students ( M = 131.3; 
SD = 44.3), and community dwellers ( M = 96.0; 

SD = 35.1), finding strong reliability (α = 0.95) 
and validity when comparing PI-R subscales.

One study has examined the OBQ-44 in a 
clinical sample of African Americans with and 
without OCD. Williams et al. (2013b) found the 
total and three subscale scores of the OBQ-44 to 
have good to excellent internal consistency in Af-
rican Americans with OCD (α = 0.86–0.94) and 
without (α = 0.79–0.96). In addition, the OBQ-44 
demonstrated positive significant correlations to 
other measures of OCD severity including the Y-
BOCS ( r = 0.43) and OCI-R ( r = 0.64). Thus, the 
OBQ-44 appears to be acceptable for use with 
African Americans, but more work needs to be 
done to validate the measure in this population.

Brown Assessment of Beliefs Scale (BABS) The 
BABS (Eisen et al. 1998) is a seven-item, semi-
structured interview that assesses the degree of 
conviction and insight patients have concerning 
the beliefs underlying their obsessional thinking. 
Subscales include conviction ( M = 2.5; SD = 1.4), 
perception of others’ views of beliefs ( M = 1.2; 
SD = 1.5), explanation of differing views 
( M = 1.9; SD = 1.6), fixity of ideas ( M = 2.2; 
SD = 1.4), attempt to disprove beliefs ( M = 2.1; 
SD = 1.4), insight ( M = 1.3; SD = 1.5), and ideas/
delusions of reference ( M = 0.9; SD = 1.5). In the 
initial validation study, which included patients 
with OCD ( N = 20), body dysmorphic disorder 
( N = 20), and mood disorders with psychotic fea-
tures ( N = 10), overall interrater and test-retest 
reliability was excellent, as was internal consis-
tency. One factor was found to account for 56 % 
of the variance. Scores on the BABS also corre-
lated with alternate measures of insight and were 
sensitive to changes in insight and treatment; 
however for symptom severity, scores were not 
related or identical to improvement.

Additionally, OCD patients may believe nega-
tive events will definitely occur if they do not 
perform specific compulsions. Considering this 
symptomatology, interviewers must be sure to 
phrase items that will properly assess these be-
liefs about these OCD-related compulsions, and 
their direct relationship to negative future events. 
This must be done by phrasing questions about 
future events with certainty, e.g., “How certain 
are you that you WILL (not might) contract HIV 
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if you do not wash your hands repeatedly after 
touching a door knob?” (Eisen et al. 1998).

A recent study by Williams et al. (to appear) 
assessed the psychometric properties of the 
BABS in African Americans and found good 
internal consistency (α = 0.84), convergent valid-
ity with the Y-BOCS ( r = 0.47), but a weak cor-
relation with the OCI-R ( r = 0.17) and OBQ-44 
( r = 0.24). It is not yet clear if the BABS is a good 
measure for use with African Americans.

Clark-Beck Obsessive-Compulsive Inven-
tory (CBOCI) The CBOCI (Clark et al. 2005) 
consists of 25-items that assess the frequency 
and severity of obsessive and compulsive symp-
toms. The measure has good internal consistency 
(α > 0.86) in clinical and nonclinical samples. In 
OCD patients ( M = 42.14; SD = 16.07), it is cor-
related to other measures of OCD, such as the 
Y-BOCS ( r = 0.60) and the PI-WSUR ( r = 0.65), 
but it is also correlated to the BDI-II ( r = 0.57), 
indicating questionable divergent validity. Fur-
thermore, the measure was less reliable when 
administered to a student sample ( M = 16.30; 
SD = 8.34), thus the authors note that caution 
must be exercised when using the CBOCI with a 
nonclinical sample.

As a symptom screener, the CBOCI is more 
similar to the OCI-R than other OC question-
naires, such as the PI-WSUR. Although it is dif-
ficult to assess the relative performance of these 
two measures without a direct comparison, the 
item content of the CBOCI differs, with 17 % 
of OCI-R items assessing obsessions compared 
with 56 % of the CBOCI items. The relatively 
equal attention given to both obsessions and 
compulsions leads the authors to conclude that 
the CBOCI is a more balanced measure of OCD 
symptoms.

The original validation sample was recruited 
from sites in the USA and Canada. The eth-
noracial information provided by the authors 
separates participants into White and non-White 
groups, thus it is unclear how many, if any, Af-
rican Americans were included. Additionally, 
the percentage of non-Whites is relatively small 
(6 %, n = 29), and no separate analyses were con-
ducted for this group. Thus it is unknown wheth-
er the CBOCI is suitable for use with African 

Americans. Based on findings with other self-re-
port symptom checklists, it is likely that African 
Americans will score higher and require a dif-
ferent cut-off score, as was seen with the OCI-R 
(Williams et al. to appear).

Florida Obsessive-Compulsive Inventory 
(FOCI) The FOCI (Storch et al. 2007) is a 
self-report measure that utilizes 25 items on 
two subscales: a Symptom Severity Scale and a 
symptom checklist. The Symptom Severity Scale 
( M = 12.76; SD = 3.52) uses items ranging from 
0 (none) to 5 (extreme) to assess five aspects of 
severity (e.g., time spent on obsessive–compul-
sive symptoms), while the symptom checklist 
( M = 7.39; SD = 4.09) assesses the existence or 
lack thereof obsessions (10 items) and compul-
sions (10 items).

Within a sample comprised of only OCD 
affected individuals, the FOCI demonstrates 
strong convergent validity for the severity scale 
when compared to the Y-BOCS severity scale 
( r = 0.61), and the OCI-R ( r = 0.76). In addi-
tion this scale shows good discriminant validity, 
strong internal consistency, and is sensitive to 
symptom decreases following CBT (Aldea et al. 
2009a). In a nonclinical college student popula-
tion (European American, 63.2 %; African Amer-
ican, 9.9 %), strong psychometrics were shown 
when comparing the FOCI severity scale with the 
OCI-R ( r = 0.58; M = 3.9; SD = 3.3; Aldea et al. 
2009b). However a similar measure of symptom 
severity (e.g., the Y-BOCS) was not measured in 
this study, so the validity of the symptom severity 
scale has not been fully assessed in nonclinical 
samples.

The FOCI would function well as a screener, as 
it is not only quick to administer, but displays the 
same strong psychometric properties across both 
OCD patient and nonclinical samples, correlating 
significantly with the Y–BOCS in each popula-
tion. An advantage of the FOCI is its utilization 
of a subscale for measuring symptom severity. 
However, the FOCI may not be useful when col-
lecting comprehensive information about indi-
vidual OCD symptoms, as limited psychometric 
data are available, and has not yet been validated 
for African Americans. Because it may suffer 
from the same issues as similar measures, such 
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as the OCI-R, Padua Inventories, and MOCI, it is 
not recommended for use with African American 
at this time.

Related OCD Assessment Measures

There are several additional measures that do 
not directly assess for OCD, but are useful for 
collecting data about OCD-related issues (e.g., 
barriers to treatment, family accommodation 
of symptoms, parental beliefs about childhood 
OCD). The most popular research and clinical 
instruments in this domain are described below.

Barriers to Treatment Questionnaire 
(BTQ) The BTQ (Goodwin et al. 2002; Marques 
et al. 2010) measures participants’ perceived bar-
riers to seeking OCD treatment, based on similar 
questionnaires from the broader literature. The 
BTQ assesses barriers to treatment in the fol-
lowing domains: logistic and financial, stigma, 
shame and discrimination barriers, and treat-
ment perception and satisfaction barriers. OCD 
patients are asked if any of these possible barriers 
influenced them to not seek treatment. The BTQ 
has been used in diverse samples to identify OCD 
sufferers’ barriers to treatment. Internal consis-
tency for the BTQ was good for African Ameri-
cans with OCD (α = 0.82) and for a European 
American internet sample (α = 0.71) (Marques 
et al. 2010; Williams et al. 2012b). Therefore, the 
BTQ is likely a good measure for use in African 
Americans.

Family Accommodation Scale (FAS) The FAS 
(Calvocoressi et al. 1995, 1999) is a 12-item 
semi-structured interview to assess the degree to 
which family members assist people with OCD 
in their rituals or avoidance behaviors. Family 
members’ accommodation efforts are generally 
well-intentioned, however they often equate to 
more overall impairment and symptom severity 
(Storch et al. 2007). The FAS shows good internal 
consistency (α = 0.82), as well as strong discrimi-
nant and convergent validity. Good validity has 
also been demonstrated when measuring family 
accommodation for pediatric OCD (Storch et al. 

2007). In the adult validation studies conducted 
by Calvocoressi et al. (1995, 1999), no ethnora-
cial information was reported, while Storch et al. 
(2007) used a sample comprised of primarily 
European Americans (97 %).

Test-retest reliability and sensitivity to treat-
ment have yet to be explored for this scale, and 
the FAS has not yet been validated in African 
Americans. Additionally, a recent exploratory 
study by Albert et al. (2010) demonstrated that 
family accommodation may be multidimension-
al, as PCA analyses indicated a three-factor struc-
ture (participation, modification, distress and 
consequences) for the FAS. Considering the lack 
of studies utilizing diverse samples, as well as the 
many unknown facets of family accommodation, 
the FAS is not recommended for use in African 
Americans at this time.

Parental Attitudes and Behaviors Scale 
(PABS) The PABS (Peris et al. 2008) is a 
42-item parent-report scale designed to measure 
parent or caregiver responses to childhood OCD. 
It consists of three subscales: Accommodation, 
Hostility and Blame, And Empowerment. Paren-
tal attitudes and behaviors are measured utilizing 
a Likert-scale from Items 1 (not at all) to 5 (very 
often). In a sample of primarily European Ameri-
can families, the PABS demonstrates strong 
internal consistency for all three subscales, and 
good concurrent and predictive validity. The 
mean scores for the Accommodation, Hostil-
ity/Blame, and Empowerment subscales were 
19.11 ( SD = 7.65), 13.17 ( SD = 5.24), and 15.86 
( SD = 4.28), respectively. Although strong psy-
chometric properties are evident, this scale has 
not been validated within African American pop-
ulations, thus the PABS is not recommended for 
use among African Americans at this time.

Comprehensive Structured Interviews

Structured Clinical Interview for DSM-IV 
Axis I Disorders (SCID) The SCID-I (First and 
Gibbon, 2004) is a semi-structured interview that 
diagnoses Axis I disorders in accordance with 
the DSM-IV. Questions assess past and present 
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symptomatology, demographic, and other essen-
tial information (e.g., treatment history). When 
administering the SCID-I, a screening form con-
sisting of 24 items may be given before the in-
terview to assess symptomology for various Axis 
I disorders, if not, the interview in its entirety is 
administered, asking every question for all Axis I 
disorders. However with the screener, if patients 
select “yes” to either questions 8 (obsessions) 
and/or 9 (compulsions), the interviewer will go 
directly to that section to assess obsessive-com-
pulsive symptom presence. During the interview, 
raters ask more about the obsessions (3 items) and 
compulsions (2 items), with responses ranging 
from 1 (absent or false) to 3 (threshold or true). 
If scoring a 3 for any item assessing symptom 
presence, the patient would then be prompted to 
describe the nature of their obsessions/compul-
sions. These follow-up questions include age of 
onset, how much stress the obsessions/compul-
sions are causing, whether or not the patient was 
on medication, etc. Then, clear directions to diag-
nose (and indicate severity) are presented on the 
assessment to the interviewer.

Diagnoses are determined by a varying set of 
criterion for each disorder, in which one would 
need a certain number of criteria to be diagnosed. 
The SCID-I also includes “leave out” instruc-
tions, enabling interviewers to omit questions 
about diagnoses if it is clear that a particular 
set of diagnostic criterion are not met. A short-
ened SCID-I is available, which assesses disor-
ders which are more commonly seen in practice. 
However, the shortened version excludes certain 
disorders such as social phobia, eating disorders, 
and some specifiers such as ‘with poor insight’ 
for OCD (First and Gibbon, 2004). Studies find 
that the SCID-I displays fair reliability when as-
sessing OCD (Zanarini and Frankenburg 2010; 
Lobbestael et al. 2010), but its psychometric 
properties have not been examined in African 
Americans.

The SCID is problematic for diagnosing OCD. 
One major issue is that it does not give enough 
examples of the different types of symptoms 
people with OCD might have, and thus partici-
pants may fail to recognize themselves in the de-
scriptions provided. For example, the SCID says, 

“Now I would like to ask you if you have ever 
been bothered by thoughts that didn’t make any 
sense and kept coming back to you even when 
you tried not to have them?” This statement could 
refer to just about anything, and it is critically de-
pendent upon the interviewer to recognize what 
constitutes an “OCD thought” versus a worry re-
lated to generalized anxiety disorder, rumination 
associated with depression, a traumatic memory 
associated with posttraumatic stress disorder, or 
a normal intrusive thought to make an accurate 
diagnosis. Also, if the patient perceives that his/
her OCD thoughts “make sense,” they might not 
endorse the statement at all.

Even if the subject asks for clarification, there 
are only two examples given, (Thoughts like hurt-
ing someone even though you really didn’t want 
to or being contaminated by germs or dirt?), but 
African Americans with OCD worry may worry 
about many different things (e.g., Williams et al. 
2012c). Likewise, similar problems are evident 
in the question about compulsions. Therefore, the 
SCID is not recommended for the assessment of 
OCD in African Americans (Davis et al. 2013).

Anxiety Disorder Interview Schedule for the 
DSM-IV (ADIS-IV) The ADIS (Brown et al. 
1994, 2001) is a semi-structured interview based 
on DSM-IV diagnostic criteria. The ADIS was 
developed to differentiate anxiety and other dis-
orders that are commonly comorbid with anxiety 
disorders such as mood or substance abuse disor-
ders (Summerfeldt and Anthony 2002). The ADIS 
has two versions, one that assesses current symp-
toms, and another that assesses current and past 
symptoms. Interviewers ask about personal demo-
graphics and specific symptoms for each disorder. 
Diagnoses are assigned a severity rating from 0–8, 
based on patient distress and impairment.

The ADIS displays strong internal consistency 
for both current (α = 0.85) and lifetime (α = 0.75) 
OCD symptom categories. However, threshold 
issues may arise when assessing key features of 
OCD, panic disorder, and specific phobia, which 
may lead to interrater disagreement as to wheth-
er there is sufficient evidence to assign princi-
pal diagnoses. There are no studies to date that 
have specifically assessed its validity in African 
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Americans with OCD. However, in a study as-
sessing familial transmission of anxiety in Afri-
can Americans, Chapman et al. (2012) indicated 
that the ADIS may be satisfactory when assess-
ing anxiety in African American populations.

World Health Organization (WHO) Com-
posite International Diagnostic Interview 
(CIDI) The CIDI is a structured interview devel-
oped for use with trained interviewers to assess 
mental disorders based on ICD-10 and DSM-IV 
diagnostic criteria. It can be utilized in epidemio-
logical cross-cultural studies or for clinical and 
research purposes. The diagnostic portion of the 
CIDI is based on the World Health Organiza-
tion’s Composite International Diagnostic Inter-
view (WHO CIDI 1990). In the 74-item OCD 
section of the CIDI, interviewers first ask yes/no 
questions to assess symptom presence. The first 
section assesses obsessions, and then the second 
assesses compulsions. For each section, if one or 
more symptom is present, the interviewer will ask 
a multitude of follow up questions (e.g., age of 
onset, levels of distress caused, interference with 
daily activities, levels of control over thoughts/
behaviors, whether treatment was sought).

The CIDI shows strong reliability (Andrews 
and Peters 1998), but considering the methodol-
ogy of large epidemiological studies, the CIDI-
Auto has been developed and utilized in lieu of 
interviews that would require trained clinicians. 
This allows a larger amount of data collection, 
as the CIDI-Auto can be self-administered. Al-
though useful in large studies, the reliability has 
been poor to fair when comparing CIDI-Auto and 
clinician rated diagnoses (Komiti et al. 2001).

The WHO version of the CIDI (WMH-CIDI) 
was used to assess lifetime and current Axis I dis-
orders among African American and Caribbean 
Americans in the National Survey of American 
Life (NSAL) epidemiological study (Essau and 
Wittchen 1993; Jackson et al. 2004). The CIDI 
short-form version (CIDI-SF; Kessler et al.1998) 
was used for the OCD diagnostic module rather 
than the full WMH-CIDI OCD module (Himle 
et al. 2008). An OCD diagnosis from the CIDI-SF 
should be considered a probable diagnosis, since 

the section does not fully assess DSM-IV crite-
ria. Specifically, persons with a positive CIDI-
SF OCD are estimated to have an 84.2 % chance 
of having OCD according to the CIDI-SF OCD 
scoring guidelines. Thus, the use of the CIDI has 
not been fully explored in African Americans 
with OCD. However, the substance use version 
of the CIDI displayed strong reliability of scores 
between European and African Americans (Hor-
ton et al. 2000).

MINI International Neuropsychiatric Inter-
view (MINI) The MINI (Sheehan et al. 1998) is 
a semi-structured clinical interview that provides 
information about the participant’s psychiatric 
diagnoses (derived from DSM-IV and ICD-10), 
age of onset and comorbid conditions. Interview-
ees are presented with a few initial questions for 
each disorder (yes/no) about symptom presence, 
and queried with additional questions based on 
the presence/absence of symptoms assessed 
in the initial questions. In the OCD module of 
the MINI, there are two initial questions asked, 
one assessing obsessions and the other compul-
sions, within the past month. If either question 
is answered “yes,” indicating symptom presence, 
patients are queried with a few follow up ques-
tions about the rationality of these behaviors, 
and a current diagnosis can be made. Unlike 
more extensive clinical interviews (e.g., CIDI, 
SCID-I), there are much fewer symptom pres-
ence/absence questions, as well as follow up 
items and current diagnosis criterion.

The MINI was intended to serve as a fast diag-
nostic tool for psychiatric disorders (15–20 min), 
although it may take up to an hour to administer. 
Additionally, unlike the CIDI and SCID-I, inter-
viewers do not require extensive training to ad-
minister the MINI. The MINI also has other ver-
sions that can be used to assess children (MINI-
Kid; Sheehan et al. 2010), act as fast screeners 
(MINI-Screen), or provide additional diagnostic 
information, similar to more extensive structured 
interviews (e.g., personality disorders; MINI-
Plus). For OCD, the MINI displays good psycho-
metric properties in European Americans, but has 
yet to be validated in African American samples.
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At-a-glance summary table
Assessment name Disorder assessed Recommendation(s) and/or relevant research findings
Yale–Brown Obsessive 
Compulsive Scale—Checklist 
(Y-BOCS; Goodman et al. 
1989a, b)

OCD symptoms in 
adults

The factor structure of the 60-item checklist was found to 
be similar in African American adults when compared to 
European American samples (Williams et al. 2012c)

Yale–Brown Obsessive 
Compulsive Scale—Severity 
Scale (Y-BOCS; Goodman 
et al. 1989)

OCD severity in adults No ethnic/racial differences in the psychometric properties 
of the Y-BOCS severity scale were found in a non-clinical 
sample of African Americans (Washington et al. 2008). 
Symptom dimensions in African Americans are similar to 
other groups (Williams et al. 2012c)

Children’s Yale–Brown Obses-
sive Compulsive Scale—
checklist (CY-BOCS; Scahill 
et al. 1997)

OCD symptoms in 
children

No studies of this measure have been conducted with 
African American children

Children’s Yale–Brown Obses-
sive Compulsive Scale—
Severity Scale (CY-BOCS; 
Scahill et al. 1997)

OCD severity in 
children

No studies of this measure have been conducted with 
African American children

Maudsley Obsessional Com-
pulsive Inventory (MOCI; 
Hodgson and Rachman 1977)

OCD severity in adults Poor validity; African Americans reported higher total 
scores, with greater contamination and checking concerns. 
(Thomas et al. 2000)

Vancouver Obsessional 
Compulsive Inventory 
(VOCI;Thordarson et al. 2004)

OCD severity in adults No studies of this measure have been done with African 
American adults with OCD. Not recommended for African 
Americans

Padua Inventory (PI, Sanavio 
1988; PI-R Van Oppen et al. 
1995; PI-WSUR, Burns et al. 
1996)

OCD severity in adults This measure has some problematic items and sub-scales 
when used with African Americans (Williams et al. 2005; 
Williams and Turkheimer 2007). African Americans report 
greater contamination anxiety and higher total scores. Also 
see Washington et al. (2008) and Williams et al. (2008)

Obsessive Compulsive Inven-
tory, Revised (OCI-R, Foa 
et al. 2002)

OCD severity in adults The OCI-R yields higher scores for African Americans on 
washing scale (Williams and Turkheimer 2007; Williams 
et al. 2008). Higher cut-off scores are needed for African 
Americans (Williams et al. to appear)

Obsessive Compulsive Inven-
tory, Children’s Version (OCI-
CV, Foa et al. 2010)

OCD severity in 
children

This is a 21-item pediatric self-report measure of OCD 
severity, validated in youth aged 7–17. It includes sub-
scales consisting of doubting/checking, obsessing, hoard-
ing, washing, ordering, and neutralizing. Has not been 
validated in African American children

Dimensional OCD Scale 
(DOCS; Abramowitz et al. 
2010)

OCD severity in adults No studies of this measure have been conducted for Afri-
can American adults with OCD

Obsessive Belief Question-
naire—Brief Version (OBQ-
44; Steketee 2005)

Obsessional beliefs 
related to OCD severity 
in adults

The OBQ-44 demonstrates good to excellent internal con-
sistency and significant correlations to other OCD severity 
measures in African Americans (Williams et al. 2013b)

Brown Assessment of Beliefs 
Scale (BABS; Eisen et al. 
1998)

Conviction and insight 
in beliefs underlying 
obsessional thinking in 
adults

The BABS appears to have good internal consistency and 
significant correlations to other OCD severity measures in 
African Americans (Williams et al. 2013b)

Clark-Beck Obsessive-Com-
pulsive Inventory (CBOCI; 
Clark et al. 2005)

OCD severity in adults No studies of this measure with African American adults 
with OCD, although the CBOCI is similar to the OCI-R, 
and African Americans may require higher cutoff scores

Florida Obsessive-Compulsive 
Inventory (FOCI; Storch et al. 
2007)

OCD severity in adults No studies of this measure with African American adults 
with OCD
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Summary

There are many measures to assess OCD, but 
only a few have been validated in African Ameri-
cans. Self-report symptom checklists tend to pro-
duce inflated scores in African Americans, due 
to greater endorsement of contamination and/or 
checking items. Therefore, such measures should 
not be used with African Americans unless they 
have been specially validated for use in that 
group (e.g., the OCI-R; Williams et al. 2013a). 
Clinician administered measures, such as the Y-
BOCS, appear to be more valid, but further stud-
ies are need to conducted to establish this con-
clusively.
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Overview of PTSD

Posttraumatic stress disorder (PTSD) is a severe 
and chronic anxiety condition that may occur after 
experiencing or witness traumatic events. Among 
the general population, 60.7 % of men and 51.2 % 
of women are estimated to experience a traumatic 
event in their lifetime (Kessler et al. 1995), and 
a significant proportion of these develop PTSD. 
PTSD is characterized by reexperiencing, avoid-
ance, and hyperarousal symptoms that occur over 
time and lead to significant disruption in one’s 
life (American Psychiatric Association 2000). 
Although first acknowledged among combat 
veterans and rape victims, symptoms of PTSD 
are now recognized among those who survive 
auto accidents, sexual assaults, terrorist attacks, 
natural disasters, and even in first responders and 
medical professionals who care for those who 
have experienced a trauma (Friedman et al. 2011; 
Williams et al. 2010).

Epidemiology of PTSD in African 
Americans

It is important to note that the prevalence of 
PTSD differs by race and ethnicity. The National 
Comorbidity Survey-Replication (NCS-R) and 
National Survey of American Life (NSAL) found 
that, while non-Hispanic Whites are at higher risk 
for most anxiety disorders, African Americans 
show a 9.1 % prevalence rate for PTSD ver-
sus 6.8 % in non-Hispanic Whites (Himle et al. 
2009). Among African Americans aged 55 and 
older, PTSD is the most prevalent disorder (Ford 
et al. 2007). Additionally, African Americans 
may become more impaired by PTSD than non-
Hispanic Whites. African Americans showed 
significantly greater impairment in productivity 
and out-of-role domains, reflecting difficulty car-
rying out everyday activities (Himle et al. 2009).

Cultural Considerations  
for Diagnosing PTSD

Comorbidity

Among those with PTSD, the most common 
comorbid diagnoses are depressive disorders, 
substance use disorders, and other anxiety disor-
ders (Brady et al. 2000). There is a substantial 
overlap between PTSD and symptoms of several 
other psychiatric disorders, which can contribute 
to missing the primary diagnosis of PTSD when 
trauma histories are not obtained (Brady et al. 
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2000). This problem may be particularly true 
for African Americans in mixed race counsel-
ing dyads, as the development of trust needed to 
disclose a trauma may be lacking in the absence 
of strong therapeutic alliance (i.e., Constantine 
2007).

The comorbidity of PTSD with substance 
use disorders is complex because a substance 
use disorder may often develop as an attempt to 
self-medicate the distressing symptoms of PTSD. 
People with PTSD are at higher risk for nicotine 
dependence and drug abuse, although African 
Americans are not at a higher risk than European 
Americans (Breslau et al. 2006). Binge eating 
and obesity, both of which have been associated 
with PTSD, occur among African Americans at 
rates that are the same as or higher than those for 
European Americans (Franko 2007; Pagoto et al. 
2012). Harrington et al. (2010) found a particu-
larly strong link between PTSD and binge eat-
ing in African American women, related to the 
“strong Black woman” stereotype. Because the 
experience of PTSD can be dependent on cultural 
factors, it is important to conduct a proper, thor-
ough assessment to accurately determine what is 
driving the symptoms.

Trauma Cognitions

PTSD changes the way people think about them-
selves, others, and the safety of the world. Re-
search indicates that cognitions about these con-
structs may differ by race. For example. African 
Americans have lower expectations about the be-
nevolence of the world in general (Zoellner et al. 
1999). In a study of adults dually diagnosed with 
alcohol dependence and PTSD, it was found that 
African Americans had more negative thoughts 
about the safety of the world, fewer thoughts 
about self-blame, and similar levels of negative 
thoughts about the self (Williams et al. 2012). In 
addition, negative thoughts about one’s self and 
self-blame about the trauma were connected to 
harmful patterns of drinking that impacted all 
areas of life broadly in African Americans, but 
this relationship was not evident in European 
Americans in the same study.

Treatment Seeking and Barriers  
to Treatment

The National Comorbidity Survey found that 
among respondents with PTSD there was an el-
evated risk of high school and college failure, be-
coming a teen parent, marital instability, and un-
employment compared to people without PTSD 
(Brunello et al. 2001), although it is not clear if 
this is greater among African Americans. Given 
the greater overall difficulties faced by those with 
PTSD, accessing treatment is reasonably expect-
ed to be more challenging. Barriers to treatment 
among African Americans with PTSD include 
transportation difficulties, finances, family dis-
approval, and unfamiliarity with procedures for 
accessing treatment (Davis et al. 2008). Addi-
tionally, African Americans have higher feelings 
of stigma and more negative attitudes toward 
mental health treatment in general (Abdullah and 
Brown 2011), which is also a factor in reduced 
help-seeking.

One clinical study found that African Ameri-
cans were significantly less likely to complete 
PTSD treatment compared with European Amer-
icans (Lester et al. 2010). African Americans had 
a 1.5 times greater likelihood of dropping out and 
a three times greater likelihood of never starting 
therapy. African American clients were more op-
timistic about the benefits of treatment prior to 
starting therapy. Furthermore, they were doing 
as well in treatment as their European American 
counterparts prior to dropout, even after account-
ing for demographic variables such as income 
and education, so lack of benefit from treatment 
does not explain this finding. The authors of the 
study attribute findings to the fact that many Af-
rican Americans improved more quickly, stigma 
surrounding treatment, and lack of cultural sen-
sitivity in the assessment and treatment process.

Racism and PTSD

One major factor in understanding PTSD in Af-
rican Americans is the impact of racism on emo-
tional and psychological well-being. The current 
criterion for a PTSD diagnosis implies that the 
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event causing the distress must be negative and 
uncontrollable, and an individual’s physical well-
being is threatened (American Psychiatric Asso-
ciation [DSM-IV-TR] 2000). Although this de-
scription may address many forms of race-related 
trauma, it may not take into account ongoing low 
levels of racism that can lead to a general sense of 
distress and uncontrollability (Carter 2007). The 
latter experiences, though not physical in nature, 
attack the individual’s identity and force the indi-
vidual to relive traumas associated with their race 
or culture’s history (Helms et al. 2011). Chouet 
al. (2012) found that perceived racial discrimina-
tion was associated with increased mental disor-
ders in African, Hispanic, and Asian Americans, 
suggesting that perceived racism may in itself be 
a traumatic experience. Currently, the DSM rec-
ognizes racism as trauma only when an individ-
ual meets DSM criteria for PTSD in relation to 
a discrete racist event. This is problematic given 
that many African Americans experience cumu-
lative experiences of racism as traumatic, with a 
discrete event acting as “the last straw” trigger-
ing trauma reactions (Carter 2007). Thus, current 
conceptualizations of trauma as a discrete event 
may be limiting for African Americans.

Moreover, existing PTSD measures aimed at 
identifying an index trauma fail to include racism 
among listed choice response options, leaving 
such events to be reported as “other” or fit into 
an existing category that may not fully capture 
the nature of the trauma (e.g. physical assault). 
This can be especially problematic since African 
Americans may be reluctant to report experi-
ences of racism to European American therapists 
(Carter 2007; Constantine 2007), who comprise 
the majority of mental health clinicians (U.S. De-
partment of Labor 2012). African American cli-
ents also may not link current PTSD symptoms to 
a single experience of racism if their symptoms 
relate to cumulative experiences of discrimina-
tion. For these reasons, therapists using exist-
ing PTSD measures with African Americans are 
encouraged to directly inquire about the client’s 
experiences of racism when assessing trauma 
history. To ensure appropriate and accurate diag-
noses, therapists must evaluate reactions to both 
discrete and cumulative experiences of racism.

If a mental health professional is not cogni-
zant of race-based trauma, the symptoms and be-
havior may be misattributed to stereotypes about 
the client’s race or culture (avoidance of strang-
ers, aggressive reactivity; Helms et al. 2011). Be-
cause racism has not typically been considered 
a PTSD criterion A trauma, symptoms attributed 
to racist incidents may be downplayed or ques-
tioned, a mistake that only perpetuates the vic-
tim’s anxieties (Carter 2007). Thus, clients may 
seek out mental healthcare to address race-based 
trauma, only to face further microaggressions 
(ambiguous racial slights) from their therapist 
(Sue et al. 2007).

Although it has been found that African 
Americans show more distress in response to ra-
cial harassment than they do to racial discrimina-
tion (Carter et al. 2005), knowledge of both kinds 
of experiences is essential to accurate assessment 
of PTSD in African Americans. Some forms of 
race-based traumas may include, but not be lim-
ited to witnessing ethnoviolence or discrimina-
tion of another, historical or personal memory of 
racism, institutional racism, microaggressions, 
and the constant threat of racial discrimination. 
The more subtle forms of racism mentioned may 
be predictable and commonplace, leading to con-
stant vigilance, or “cultural paranoia,” which may 
be considered a protective mechanism against the 
incidents (Carter 2007; Whaley 2001).

However subtle, these different forms of rac-
ism may result in victimization of an individual 
parallel to that induced by physical or threatened 
trauma. For example, Bryant-Davis and Oc-
ampo (2005) addressed similar courses of psy-
chopathology between rape victims and victims 
of racism. Similar to rape victims, race-related 
trauma victims may respond with dissociation, or 
shock, which can prevent them from responding 
to the incident in a functional manner. Victims 
may then feel shame and self-blame because they 
were unable to respond or defend themselves, 
which may lead to low self-concept and self-de-
structive behaviors (Bryant-Davis and Ocampo 
2005). In the same investigation, a parallel was 
drawn between race-related trauma victims and 
victims of domestic violence. In both cases, sur-
vivors may feel shame over allowing themselves 
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to be victimized. For instance, if those who expe-
rience a racist incident are told that if they work 
hard, dress a certain way, and get along well with 
others, they will not experience racism again. 
When these rules are followed, and racism still 
occurs, powerlessness, hyperarousal, and other 
symptoms associated with PTSD may set in or 
worsen (Bryant-Davis and Ocampo 2005).

PTSD Assessment Measures

Diagnosis and Assessment

PTSD is typically diagnosed in an individual 
who survived or witnessed actual or threatened 
death or serious injury, and experiences the fol-
lowing symptoms for a duration of greater than 
1 month: (1) one or more reexperiencing symp-
toms (e.g., recurrent, distressing thoughts, im-
ages, flashbacks or dreams, intense emotional 
distress, or physical reactivity when reminded 
of the event); (2) three or more forms of trau-
ma-related avoidance (e.g., trauma reminders, 
trauma-related thoughts and feelings, emotional 
numbing, inability to recall an important aspect 
of the trauma, markedly diminished interest in 
usual life activities, feeling detached or estranged 
from others, restricted emotional range, and a 
sense of a foreshortened future) and (3) at least 
two or more hyperarousal symptoms (e.g., sleep 
difficulties, irritability or outbursts of anger, hy-
pervigilance, difficulty concentrating, and ex-
aggerated startle response). Chronic PTSD is 
diagnosed in individuals with symptoms lasting 
greater than 3 months, while PTSD with delayed 
onset is diagnosed in those whose symptoms are 
triggered at least 6 months post trauma (Ameri-
can Psychiatric Association 2000).

Standardized clinical interviews and self-re-
port questionnaires are used conjointly to assess 
(1) immediate reactions to the trauma (e.g., Im-
mediate Stress Reaction Checklist, ISRC; Fein 
et al. 2001; Peritraumatic Dissociation Experi-
ences Questionnaire, PDEQ-SR; Marmar et al. 
1997); (2) evaluate the presence and severity of 
PTSD symptoms (e.g., Clinician-Administered 
PTSD Scale, CAPS; Blake et al. 1990; PTSD 

Symptom Scale Interview Version, PSS-I; Foa 
et al. 1993; PTSD Diagnostic Scale, PDS; Foa 
1996); (3) allow the clinician to objectively as-
sess trauma severity and differentiate symptoms 
such as remembering vs. reexperiencing (flash-
backs) the event (e.g., PSS-I, Foa et al. 1993); 
and (4) evaluate previous trauma history (e.g., 
Standardized Trauma Interview, STI; Resick 
et al. 2008; Childhood Trauma Questionnaire, 
CTQ; Bernstein et al 1994). In addition to identi-
fying trauma history and yielding a DSM diagno-
sis, the assessment process provides a therapeutic 
element by allowing the patient to begin relaying 
the details and impact of the trauma in a struc-
tured, gradual manner. Self-report measures are 
used in evidence-based treatment protocols, such 
as prolonged exposure therapy (Foa et al. 1997), 
to track changes in symptoms over the course 
of treatment and provide feedback on treatment 
progress and efficacy. In addition to its research 
utility, symptom tracking may encourage and 
provide feedback to patients in therapy asking 
them to face and discuss their traumatic memory.

This chapter summarizes measures designed 
solely for assessing PTSD in adults and children, 
focusing on their psychometric properties rel-
evant to African Americans. Given the scope and 
focus of this chapter, comprehensive structured 
clinical interviews (e.g., Structured Clinician 
Interview for DSM-IV Axis I Disorders, SCID-
I; First et al. 2002) and measures focusing on 
trauma-associated symptoms without evaluating 
PTSD (e.g., Dimension of Stressful Events Rat-
ing Scale, Fletcher 1996b; Posttraumatic Cogni-
tions Inventory, Foa et al. 1999) are not included.

Clinician Administered Interviews

Clinician Administered PTSD Scale
The Clinician Administered PTSD Scale (CAPS; 
Blake et al. 1990) is a 30-item structured inter-
view providing a current (past month) or lifetime 
diagnosis of PTSD, and may be used to assess 
symptoms during the past week. This measure 
evaluates 17 PTSD symptoms; symptoms related 
to social and occupational functioning; symptom 
changes since a previous CAPS administration, 
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PTSD severity, response validity; and severity of 
five trauma-related symptoms (behavioral guilt, 
survivor guilt, lapses in consciousness, deper-
sonalization, and de-realization). Criterion A is 
assessed using the Life Events Checklist (LEC), 
which identifies traumatic events experienced, 
with CAPS items asked in reference to up to 3 
events. The CAPS can be administered by cli-
nicians, researchers, and appropriately trained 
paraprofessionals. Standardized questions with 
probes are provided. The full interview takes 
45–60 min to administer, but certain sections 
may be omitted (e.g., associated trauma symp-
toms). The measure was initially validated with 
23 combat veterans, 19 of whom had previously 
been diagnosed with PTSD; however their race 
was unspecified. Internal consistency was ac-
ceptable for reexperiencing, numbing and avoid-
ance, and hyperarousal (α = 0.77, 0.85, and 0.73, 
respectively; Blake et al. 1990).

The CAPS is regularly used to provide evi-
dence of convergent validity and as a screen-
ing tool to detect PTSD across race (Goldmann 
et al 2011; Frueh and Kinder 1994; Kubany et al. 
2000). In a study of traumatized, low-income 
African Americans, 21 % of the sample received 
a current PTSD diagnosis and 49 % received 
a lifetime PTSD diagnosis, with the highest 
rates in “severe” and “severe without amnesia” 
profiles, suggesting adequate validity (Nugent 
et al. 2012). In a mixed race sample of 126 male 
veterans (62.1 % European American, 37.9 % 
African American) previously diagnosed with 
PTSD, CAPS internal consistency was adequate 
(α = 0.91), and no significant differences were 
found across race (Monnier et al. 2002). Simi-
larly, Frueh et al. (2004) studied PTSD and co-
morbid disorders in a small sample of male veter-
ans (57.1 % European Americans, 42.9 % African 
American) and found no significant differences 
in PTSD scores across race. Another study ad-
dressing VA service use by male veterans found 
similar results. In a sample with 35 % African 
Americans and 65 % European Americans, 12 % 
met the criteria for PTSD on the CAPS, with no 
significant racial difference in diagnosis or sever-
ity (Grubaugh et al. 2006). These results should 
be considered in light of study limitations, such as 

small sample size, short-term assessment period, 
and failure to control for trauma type (Monnier 
et al 2002).

While the CAPS is commonly used in studies 
with African Americans, none have adequately 
examined the validity and reliability of this mea-
sure in this population. Clinicians may choose to 
use this measure with their African American cli-
ents with this in mind. However, future research 
should focus on establishing the content validity 
of this measure before it can be confidently rec-
ommended for use in African Americans.

PTSD Symptom Scale-Interview Version
The PTSD Symptom Scale-Interview Version 
(PSS-I; Foa et al. 1993) evaluates the presence 
and severity of the 17 PTSD symptoms related to 
a single traumatic event. A 4-point scale is used 
to measure the severity of each symptom during 
the past 2 weeks. A PTSD diagnosis is made if 
an individual scores 1 or greater on one or more 
reexperiencing symptoms, 3 or more avoidance 
items, and 2 or more hyperarousal items. A total 
score between 10 and 20 is moderate, 21–28 is 
moderately severe, and above 28 is severe. Sub-
scale scores for reexperiencing, avoidance and 
hyperarousal can also be summed.

The original validation sample was 71 % Afri-
can American and had acceptable internal consis-
tency for the total test (α = 0.85; Foa et al. 1993). 
Sample means were not reported. Powers et al. 
(2012) conducted a recent validation study of the 
PSS-I on a primarily African American sample 
(64.1 %) diagnosed with alcohol dependence and 
chronic PTSD. Internal consistency was satisfac-
tory for the total severity (α = 0.90) and subscale 
scores (α = 0.74–0.85). PSS-I sample means were 
not reported in this study. Schumm et al. (2005) 
also documented excellent internal reliability 
(α = 0.94–0.95) in a study using the PSS-I with a 
community sample of mainly African American, 
low-income women who experienced sexual or 
physical childhood abuse.

The PSS-I has been used in several studies 
with African Americans as a diagnostic tool to 
determine eligibility for participation in clini-
cal research studies (Zoellner et al. 1999). Since 
African Americans comprised of two validation 
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samples, the PSS-I is acceptable for use with this 
population. An examination of its psychometric 
properties specific to African Americans would 
further substantiate its use with this group.

Self-Report Questionnaires

Childhood Trauma Questionnaire
The Childhood Trauma Questionnaire (CTQ; 
Bernstein et al. 1994) was originally a 70-item 
questionnaire assessing history of childhood 
abuse and neglect. The CTQ was developed from 
analyses of related material and is intended for 
adults and children in clinical settings. Partici-
pants were recruited from Mount Sinai Medical 
Center in New York City and the Veterans Affairs 
Medical Center in the Bronx. The CTQ consists 
of 4 scales (emotional/physical abuse, emotion-
al neglect, sexual abuse, and physical neglect). 
Items assess the extent to which traumatic ex-
periences were true when the respondent “was 
growing up,” using a 5-point frequency rating 
scale (0 = never true, 4 = very often true).

The validation sample for the original version 
was predominantly African American (51.2 %) 
and male (85.3 %) with a history of substance 
abuse. Average raw total and scale scores were: 
total M = 110.8 (34.1); emotional/physical abuse 
M = 48.3 (18.6); emotional neglect M = 35.7, 
(12.5); sexual abuse M = 8.8 (5.3); and physi-
cal neglect M = 17.5 (6.2). Total and individual 
scales all showed acceptable internal consistency 
(α = 0.79, 0.95) and good test-retest reliability for 
total and scale scores was found when readminis-
tered to a randomly selected group of participants 
2–6 months later (0.80–0.88).

Bernstein and colleagues later developed 
the 23-item CTQ brief version, in which a 
fifth scale was added by dividing physical and 
emotional abuse. Internal consistency was ac-
ceptable for the total score (α = 0.80) and scale 
scores (α = 0.79, 0.95). This screen was found to 
be generalizable across multiple samples (Ber-
nstein et al. 2003). The CTQ brief version also 
demonstrated acceptable internal consistency in 
a study assessing history of child abuse in Afri-
can American women residing in an urban setting 

(α = 0.79–0.95; Bradley et al. 2005). Based on the 
validation data, both versions of the CTQ are ac-
ceptable for use with African Americans. Further 
research into the psychometric properties with 
respect to African Americans and to subgroups 
within this ethnoracial population is needed to 
further substantiate its use among this group.

Davidson Trauma Scale
The Davidson Trauma Scale (DTS; Davidson 
et al. 1997) is a 17-item questionnaire assess-
ing PTSD symptoms during the past week. Five 
point frequency (0 = not at all, 4 = every day) and 
severity scales (0 = not at all distressing, 4 = ex-
tremely distressing) evaluate PTSD in relation 
to an index trauma. Frequency and severity for 
overall PTSD and for each symptom cluster (in-
trusive reexperiencing, avoidance, hyperarousal) 
are totaled.

The DTS demonstrated good test-retest reli-
ability ( r = 0.86, p < 0.001), and excellent internal 
consistency for the overall test (α = 0.99), and for 
frequency and severity subscales, (α = 0.97, 0.98) 
in a validation sample of European American 
trauma survivors. Participants diagnosed with 
PTSD using the SCID had a mean raw score 
of 62.0 (SD 38.0), while those without a PTSD 
diagnosis had a mean of 15.5 (SD 13.8). Good 
internal consistency across scales was also docu-
mented in two separate studies of African Ameri-
can women who experienced a trauma (α = 0.88–
0.90, Bliss et al. 2008; α = 0.79–0.90; Bradley 
et al. 2005). These studies support its use with 
African American women; however, no studies 
to date have examined its psychometric proper-
ties in African American men.

Distressing Event Questionnaire
The Distressing Event Questionnaire (DEQ; 
Kubany et al. 2000) is a 38-item self-report mea-
sure assessing DSM criteria A2-F for PTSD. Since 
the DEQ was designed to be used in conjunction 
with the Traumatic Life Events Questionnaire 
(Kubany et al. 2000), criterion A1 (exposure to 
actual or threatened death or serious injury) is as-
sumed and therefore omitted. Remaining criteria 
are evaluated using a 5-point scale in 4 parts. Test 
developers found that the content validity of the 
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DEQ was representative and relevant to PTSD, 
however cutoff scores were inconsistent across 
groups (e.g., 26 for male combat veterans, 18 for 
female abuse survivors). These findings suggest 
that the psychometric properties for this measure 
need to be evaluated relevant to a specific popu-
lation for which it is intended to be used. Given 
that African Americans were underrepresented 
overall, and that all African Americans (7 %) in 
the validation sample were veterans (Kubany 
et al. 2000), the DEQ is not recommended for 
use with this group. Moreover, there are better 
alternatives that have been more extensively re-
searched with African Americans.

Impact of Event Scale-Revised
The Impact of Event Scale-Revised (IES-R; 
Weiss and Marmar 1997) is a 22-item measure 
of perceived distress in relation to a specific 
traumatic event. Respondents report degree of 
distress by experienced in the last week by each 
“difficulty” listed using a 5-point scale (0 = not at 
all, 4 = extremely). The IES-R yields a total score 
(0–88) and subscale scores (intrusion, avoidance, 
and hyperarousal). While the IES-R is not used to 
diagnose PTSD, cutoff scores for a preliminary 
diagnosis of PTSD have been cited in the litera-
ture.

The developers examined the psychometric 
properties of the IES-R in emergency personnel 
who had responded to natural disasters in Los 
Angeles and San Diego and 1994 Northridge, 
CA earthquake survivors. High internal consis-
tency was found across subscales in both groups 
(α = 0.79–0.92). Cut points and the ethnoracial 
composition of the validation sample were not 
specified. This measure displayed excellent in-
ternal consistency (α = 0.96) in a sample of 67 
HIV-infected African American women (ages 
18–45) from urban New Orleans (Kimmerling 
et al. 1999). Approximately 35 % of the sample 
met criteria for PTSD using the IES-R, a number 
exceeding the general population (Kimmerling 
et al. 1999). Due to the size and medical status of 
the sample, these findings cannot be generalized. 
Further research is needed to substantiate valid-
ity of the IES-R in African Americans generally. 
Nonetheless, because the subscales are calculat-

ed, and the respondent can name and explain the 
triggering event; this measure may be of value 
in investigating symptoms associated with under-
researched traumatic events, such as race-based 
incidents.

Los Angeles Symptom Checklist
The Los Angeles Symptom Checklist (LASC; 
King et al. 1995) is a 43-item measure of PTSD 
and related symptoms in adolescents and adults. 
The LASC does not focus on a specific trauma, 
rather it generally inquires about problems in the 
past month. The 17 DSM-IV PTSD symptoms 
are embedded among other items that assess gen-
eral psychological distress. Items are rated using 
a 5-point scale (0 = no problem, 4 = extreme prob-
lem). A preliminary diagnosis of PTSD is given 
using DSM-IV criteria for symptoms rated 2 or 
higher. A severity score is computed by summing 
the ratings of the 17 PTSD symptoms. An index 
reflecting global assessment of distress and ad-
justment problems related to trauma exposure is 
obtained by summing all 43 items.

King et al. (1995) analyzed the psychomet-
ric properties of the LASC by aggregating data 
from 12 studies using multiple samples, includ-
ing male Vietnam veterans, female survivors 
of intimate partner violence, and high-risk ado-
lescents. Males and females were near-equally 
represented (52 % female) in the pooled sample, 
but the ethnoracial composition was not report-
ed. The LASC was highly internally consistent 
for aggregated sample and across groups vary-
ing on gender, age, and military versus civilian 
background for the PTSD (0.88–0.94) and full 
scale (0.94–0.95) indices. Sample means for the 
PTSD index were reported for samples and not 
for the pooled group and ranged from 12.3 (SD 
9.0) for a sample of mixed gender adolescents 
(Burton et al. 1994) to 49.8 (SD 107.9) for male 
Vietnam Veterans (King et al. 1995). A study by 
Foy et al. (1997) found high internal consistency 
in a large sample of male and female adolescents 
for the 17-item PTSD index and the 43 item full 
scale (α = 0.90, 0.95). The sample was 25.8 % 
African American and 48.5 % Latino. Means 
for PTSD and full-scale indexes were 16.2 (SD 
12.6) and 37.9 (SD 28.2) respectively. Normative 
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information was provided for various adult and 
adolescent samples. The LASC has potential for 
use with various trauma groups; however its psy-
chometric properties relevant to African Ameri-
cans have not been investigated. Further research 
is needed to determine if it can accurately assess 
PTSD and associated features across race.

Modified PTSD Symptom Scale-Self 
Report Version
The 17-item Modified PTSD Symptom Scale-
Self Report Version (MPSS-SR; Falsetti et al. 
1993) is a modification of the PSS-I (Foa et al. 
1993). Major changes to the previous version are: 
(1) items are not linked to a specific event, and 
(2) severity ratings are included for each item. 
Items are rated using 4-point frequency (0 = not 
at all, 3 = five or more times per week) and inten-
sity scales (0 = not at all upsetting, 3 = extremely 
upsetting). Respondents rate items relevant to the 
past 2 weeks and link each symptom to a spe-
cific event when possible. The MPSS-SR can be 
used to make a preliminary determination of the 
diagnosis of PTSD using DSM-III-R criteria or 
a frequency, severity, or total score cutoff score, 
and can be interpreted as a continuous measure 
of PTSD symptom severity. Total and subscale 
(reexperiencing, avoidance, and hyperarousal) 
scores are computed by summing items.

Validation studies examined cutoff scores for 
treatment and community samples. Frequency 
cutoff scores were 23 for the treatment group and 
15 for the community sample, severity cut points 
were 47 for the treatment group and 32 for the 
community sample, and total cutoff scores were 
71 for the treatment group and 46 for the com-
munity sample. Internal consistency was excel-
lent for both groups (treatment α = 0.96, com-
munity α = 0.97). The ethnoracial makeup of the 
groups was unspecified; however the PSS-I, on 
which the MPSS-SR is based, was validated on 
a primarily African American sample (70.7 %). 
Good internal consistency (α = 0.92) was also 
found in a study of low-income African Ameri-
can trauma survivors (Gapen et al. 2011) and 
in a study assessing differences in PTSD symp-
toms across race of hurricane victims (α = 0.85; 
Ai et al. 2011). While there is preliminary data 

suggesting that this measure is acceptable for use 
with African Americans, focused research on the 
psychometric properties of this measure specific 
to African Americans is needed.

Penn Inventory for Posttraumatic Stress 
Disorder
The Penn Inventory for Posttraumatic Stress Dis-
order (Penn Inventory; Hammarberg 1992) is a 
26-item inventory assessing PTSD symptoms 
relevant to multiple traumas. This measure ad-
dresses PTSD symptoms that may not be specific 
to one event, and can be used with veterans, non-
veterans, clinical populations, and nonclinical 
populations. Like the Beck Depression Inventory 
(BDI; Beck et al. 1961, 1988), respondents se-
lect the best fitting statement among four options 
per item. Each sentence measures the presence 
and severity or frequency of the related symptom 
and is scored 0–3. Scores range from 0–78, with 
a clinical cutoff score of 35 (Hammarberg 1992).

Excellent test-retest reliability ( r = 0.96, 
p < 0.001) and internal consistency (α = 0.94) were 
found in a mixed sample of veterans and non-
veterans during and post treatment. Nearly half 
of the treatment (44 %) and posttreatment (48 %) 
groups were African American. In all, 20 % of 
veterans and 19 % of non-veterans were African 
American. Of those diagnosed with PTSD in the 
sample, 90 % were correctly identified using the 
Inventory, and a replication for cross-validation 
found 98 % sensitivity with the same groups 
(Hammarberg 1992). This measure appears to be 
acceptable for use with African Americans, and 
may be useful for assessing PTSD in relation to 
the cumulative impact of multiple race-based 
events, although further evaluation of the psy-
chometric properties is needed.

Posttraumatic Diagnostic Scale
The PTSD diagnostic Scale (PDS; Foa 1996) is 
a 49-item measure used in clinical and research 
settings to evaluate PTSD in relation to an index 
trauma. The PDS assesses DSM-IV PTSD crite-
ria A-F and requests a description of the index 
trauma. Symptoms during the last month are 
evaluated, though the assessment period may be 
modified for different purposes. The PDS con-
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sists of four sections. Part 1 is a trauma checklist 
that includes the option to endorse and specify 
some “other (unlisted)” traumatic event. In Part 
2, respondents identify their most distressing 
traumatic event. Part 3 assesses the 17 PTSD 
symptoms using a 4-point scale (0 = not at all/
only once, 3 = five or more times a week/almost 
always). Part 4 assesses symptom interference in 
major areas of life functioning. The PDS yields a 
total severity score (0–51) mainly reflecting the 
frequency of PTSD symptoms. A PDS Profile 
Report summarizes DSM-IV PTSD diagnostic 
status, totals the number of symptoms endorsed, 
and rates symptom severity and degree of impair-
ment of functioning (Foa et al. 1997).

Approximately one third of the validation 
sample was African American (31 %). The mean 
total score was 33.6 (SD 10.0) for participants 
meeting criteria for PTSD and 12.5 (SD 10.5) for 
those who did not. Internal consistency was ac-
ceptable for the total (α = 0.92) and scale scores 
(α = 0.78–0.84). A study conducted by Hood and 
Carter (2008) also documented high internal 
consistency (α = 0.87) in a sample of 67 African 
American female abuse survivors. This tool may 
be useful for identifying race-based PTSD given 
that participants are given an opportunity to iden-
tify a traumatic event not included on the check-
list. We recommend that assessors inquire about 
race-based trauma when completing the trauma 
checklist (Part 1), since African American cli-
ents may hesitate to volunteer incidents racism 
to White clinicians (Carter 2007; Constantine 
2007). Otherwise, the PDS is likely an acceptable 
measure for use with African Americans, due to 
the large African Americans representation in the 
validation sample and subsequent work.

PTSD Checklist

The PTSD Checklist (PCL; Weathers et al. 1993) 
screens individuals for PTSD and measures 
symptom change during and after treatment. 
There are three versions of the PCL. The PCL-M 
(military) evaluates symptoms relevant to 
“stressful military experiences” in active Service 
Members and Veterans. The PCL-C (civilian) 
measures symptoms in relation to “stressful ex-

periences” and can be used with any population 
in relation to multiple events, while the PCL-S 
(specific) assesses symptoms in relation to an 
identified trauma. A diagnosis can be derived in 
three ways: determining the presence of DSM-IV 
criteria, determining whether the severity score 
exceeds the clinical cutoff score, or combin-
ing these methods to confirm that an individual 
has the necessary pattern and sufficient severity 
symptoms required by the DSM-IV. A severity 
score is obtained by summing ratings across the 
17 items corresponding to PTSD symptoms. The 
PCL is used in clinical and research settings.

The psychometric properties of the PCL were 
examined by Blanchard et al. (1996), who found 
that the instrument was a good brief screening 
measure for PTSD in a sample of 40 motor vehi-
cle accident survivors and sexual assault victims. 
All items were significantly correlated with the 
CAPS. However, no information was provided 
about the ethnoracial composition of the sample.

The PCL showed good specificity and good 
sensitivity—correctly identifying 4 cases of 
PTSD, with 1 false positive, and 13 false nega-
tives—in a sample of 51 trauma-exposed African 
Americans in the Detroit Neighborhood Health 
Study (Goldmann et al. 2011). More research is 
needed into the psychometric properties of all 
versions of this measure for African Americans 
in order to justify its use within this population. 
Clinicians may choose to use this measure with 
their African American clients with this in mind.

Screen for Posttraumatic Stress 
Symptoms
The Screen for Posttraumatic Stress Symptoms 
(SPTSS; Carlson 2001) consists of 17 items as-
sessing PTSD relevant to multiple traumas. It 
was developed for screening PTSD symptoms 
in clinical and research settings. Respondents 
rate items using an 11-point frequency scale 
(0 = never, 10 = always). An overall score is com-
puted by averaging ratings across the 17 items 
and subscales (reexperiencing, avoidance, and 
arousal). Since the items are not linked to a 
specific event, the SPTSS is appropriate for in-
dividuals with a history of multiple traumas or 
whose trauma history is unknown. An alternate 
version offers a response format assessing symp-
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tom frequency using a 5-point scale (0 = not at all, 
4 = more than once a day).

A validation study was conducted with a sam-
ple of newly admitted psychiatric inpatients at a 
private hospital during a 3.5-year period. Partici-
pants were between the ages of 30 and 45, with 
18 % identifying as African American and 79 % 
as European American. The mean overall score 
was 5.8 (SD 2.2). When an SPTSS cutoff score 
of 5.0 was established, sensitivity and specificity 
were adequate (0.85, 0.73), indicating good pre-
dictive validity (Carlson 2001). To date, the psy-
chometric properties of the SPTSS with respect 
to African Americans have not been investigated, 
thus it is not recommended for this population. 
However, since this measure addresses mul-
tiple traumas, it has the potential for evaluating 
the cumulative impact of race-based incidents. 
Moreover, evidence suggesting that this is not an 
appropriate measure for use with African Ameri-
cans is lacking.

Trauma Symptom Checklist-40
The Trauma Symptom Checklist-40 (TSC-40; 
Elliot and Briere 1992) is a 40-item measure of 
posttrauma reactions, used exclusively for re-
search purposes. Respondents use a 4 point scale 
(0 = never, 3 = often) to rate how frequently each 
symptom was experienced in the last 8 weeks. 
The TSC-40 has 6 subscales (anxiety, depression, 
dissociation, sexual abuse trauma index, sexual 
problems, and sleep disturbances) and yields a 
total score ranging from 0–120. Validation sam-
ple data for this measure is currently unavailable.

The TSC-40 has been used in diverse samples, 
including educationally disadvantaged women 
enrolled in a residential treatment program. The 
sample included 50 African American women 
and 52 European American women and demon-
strated good internal consistency (α = .93; Ghee 
et al. 2010). Scores on the TSC-40 did not dif-
fer significantly between the African American 
and European American women (M = 47.2 [SD 
23.0], M = 48.9 [SD 23.1], respectively; Ghee 
et al. 2010). A 5-factor model (negative mood, 
interpersonal problems, sleep disturbance, disso-
ciative-like symptoms, and sexual problems) was 
determined to fit the African American and Euro-

pean American women in this sample better than 
the original 6-factor model, suggesting that the 
original factor structure may not be generalizable 
in diverse populations. These findings provide 
some support for using this measure with a sub-
group of African American women. Further in-
vestigation of the psychometric properties of the 
TSC-40 specific to African Americans will fur-
ther substantiate its use with other groups within 
this population.

Trauma Symptom Inventory
The Trauma Symptom Inventory (TSI; Briere 
1996) is a 100-item global measure of trauma 
symptoms unrelated to a specific event. The 
TSI is intended for use in both clinical and re-
search settings. The measure contains items cor-
responding to DSM-IV PTSD symptom criteria 
but does not specifically evaluate these criteria. 
Respondents rate frequency of each item in the 
past 6 months using a 4-point scale (0 = never to 
3 = often). The TSI evaluates ten clinical scales 
corresponding to trauma related symptom do-
mains (arousal, depression, anger/irritability, 
intrusive experiences, defensive avoidance, dis-
sociation, sexual concerns, dysfunctional sexual 
behavior, impaired self-reference, and tension 
reduction behavior). Response validity using 3 
scales is also provided (atypical responses, re-
sponse level, and inconsistent response). Raw 
scores are converted to T scores for the clinical 
and validity scales using separate norms based on 
gender and age.

Briere et al. (1995) found acceptable inter-
nal consistency in a clinical validation sample 
consisting of 6.2 % African Americans. Alphas 
ranged from 0.74–0.90 across the 10 scales, 
with α = 0.87. Means are available for each scale 
score, but total score means were not reported. 
Phelps et al. (2006) also documented good in-
ternal consistency for all scales (α = 0.87–0.91) 
in a hospital-based study of 35 African Ameri-
can mothers of child abuse survivors. Additional 
studies psychometric properties of this measure 
are needed due to the small sample size and the 
potential bias of a convenience sample.
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At-a-Glance Summary Table—Adult PTSD Measures

Assessment Disorder or symptoms assessed Recommendation(s) and/or relevant 
research findings

Childhood Trauma Questionnaire 
(CTQ; Bernstein et al. 1994)

Severity of abuse and neglect in 
childhood (retrospective)

Originally validated in a majority 
African American sample. Accept-
able internal consistency in a sample 
of African American women for 
total (α = 0.80) scale and subscales 
(α = 0.79–0.95; Bradley et al. 2005)

Clinician-Administered PTSD Scale 
(CAPS; Blake et al. 1990)

PTSD diagnostic interview While the CAPS has shown little to 
no difference in scores across race 
(Monnier et al. 2002; Frueh et al. 
2004; Grubaugh et al. 2006), its 
psychometric properties specific to 
African Americans are unknown

Davidson Trauma Scale (DTS; 
Davidson et al. 1997)

PTSD symptoms In a clinical sample of African 
American women, the severity and 
frequency scales of the DTS, as well 
as the total scale, showed strong 
internal consistency (α = 0.79, 0.89, 
0.90; Bradley et al. 2005)

Distressing Event Questionnaire 
(DEQ; Kubany et al. 2000)

PTSD symptoms No studies of this measure have been 
conducted with African Americans

Impact of Events Scale-Revised (IES-
R; Weiss & Marmar 1997)

Distress caused by traumatic events Strong internal consistency in a small 
sample of HIV infected African 
American women (α = 0.96; Kim-
merling et al. 1999)

Los Angeles Symptom Checklist 
(LASC; King et al. 1995)

Distress caused by traumatic events No studies of psychometric 
properties with respect to African 
Americans

Modified PTSD Symptom Scale 
(MPSS-SR; Falsetti et al. 1993)

PTSD symptoms in adults Good internal consistency in low-
income African American sample 
(α = 0.92; Gapen et al. 2011)

Penn Inventory for Posttraumatic 
Stress Disorder (Penn Inventory; 
Hammarberg 1992)

PTSD symptoms Appeared to accurately identify cases 
of PTSD in a sample of mixed race 
veterans (Hammarberg 1992)

Posttraumatic Diagnostic Scale (PDS; 
Foa et al. 1997)

Severity of PTSD symptoms Acceptable internal consistency with 
African American female survivors of 
abuse (α = 0.87; Hood & Carter 2008)

PTSD Checklist (PCL; Blanchard 
et al. 1996)

PTSD symptoms Good internal consistency (α = 0.93) 
in an African American sample and 
demonstrated 0.97 specificity and 
0.24 sensitivity when administered 
along with the CAPS (Goldmann 
et al. 2011)

PTSD Severity Scale-Interview Ver-
sion (PSS-I; Foa et al. 1993)

Severity of PTSD symptoms Excellent internal consistency within 
a sample of low-income, predomi-
nantly African American women 
(α = 0.94 and 0.95; Schumm et al. 
2005)

Screen for Posttraumatic Stress Symp-
toms (SPTSS; Carlson 2001)

PTSD symptoms No studies of psychometric 
properties with respect to African 
Americans
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Child Measures

Children’s Impact of Traumatic Events 
Scale-Revised

The Children’s Impact of Traumatic Events 
Scale-Revised (CITES-2; Wolfe et al. 1991) is 
the most recent version of the CITES, a 78-item 
clinician-administered scale developed to as-
sess the effects of sexual abuse on youths aged 
8–16 years old. The CITES-R is comprised of 4 
main factors and 11 subscales: (1) PTSD (intru-
sive thoughts, avoidance, hyperarousal, sexual 
anxiety), (2) Social Reactions (negative reac-
tions from others, social support), (3) Abuse At-
tributions (self-blame and guilt, empowerment, 
personal vulnerability, dangerous world) and 
(4) Eroticism. Items are rated on a 3-point scale 
(0 = not true, 1 = somewhat true, 2 = very true). 
In addition to the CITES-2, the 25-item CITES-
Family Violence Form (CITES-FVF) assesses 
the effects of family violence on the child.

The internal consistency of the CITES scales 
were found to be moderately acceptable, with a 
mean alpha of 0.69 (α = 0.56–0.79) in a valida-
tion sample of sexually abused children that were 
75 % female and 25 % African American. Given 
that the psychometric properties of the CITES-R 
subscales are inconsistent and have not been in-
vestigated specific to African American children, 
it is not recommended for use with this popula-
tion.

Child Posttraumatic Stress Reaction 
Index

The Child Posttraumatic Stress Reaction Index 
(CPTS-RI; Nader 1996) is a 20-item interview-
er-administered scale for children aged 6–17 
assessing PTSD symptoms as well as guilt, im-
pulse control, somatic symptoms and regressive 
behaviors. Items are rated on a 5-point scale 
(0 = none, 4 = most of the time) reflecting symp-
tom frequency, with total scores ranging from 
0–80. Severity ranging from “doubtful” to “very 
severe” is based on the total scale score. Child 
and parent report versions are available and this 
measure is widely used in research and clinical 
practice. The CPTS-RI Revision 2 (also referred 
to as the PTSD Index for DSM-IV; Rodriguez 
et al. 2002) was developed to increase sensitiv-
ity for screening trauma exposure and criteria 
A1–A2, and provides more guidance for the as-
sessor and child throughout the interview. There 
are several reaction index variations. Frequency 
response choices match to severity items.

The CPTS-RI demonstrated excellent internal 
consistency (α = 0.97) in 110 African American 
children (Thompson and Massat 2005). Remain-
ing psychometric properties with respect to Af-
ricans Americans still require investigation, thus 
it is not yet clear if this would be an acceptable 
measure to use with African Americans. Clini-
cians should use this measure with these limita-
tions in mind.

Assessment Disorder or symptoms assessed Recommendation(s) and/or relevant 
research findings

Trauma Symptom Checklist-40 (TSC-
40; Elliot and Briere 1992)

Distress caused by traumatic events Displayed excellent internal con-
sistency in a sample of 102 educa-
tionally disadvantaged women, 50 
identifying as African American 
(α = 0.93; Ghee et al. 2010)

Trauma Symptom Inventory (TSI; 
Briere et al. 1995)

Exposure to trauma Displayed good internal consistency 
across subscales with a sample of 
African American mothers of child 
abuse survivors (α = 0.87–0.91; 
Phelps et al. 2006)



17511 Assessment of Posttraumatic Stress Disorder with African Americans

Child PTSD Symptoms Scale

The Child PTSD Symptoms Scale (CPSS; Foa 
et al. 2001) is a 26-item version of the Posttrau-
matic Diagnostic Scale (PDS; Foa et al. 1997) for 
use with youth aged 8–18. The CPSS assesses 
PTSD diagnostic criteria in clinician adminis-
tered (CPSS-I) and self-report (CPSS-SR) forms. 
It includes 2 event items, 17 symptom items, and 
7 functional impairment items. Symptoms are 
rated on a 4-point frequency scale (0 = not at all, 
3 = five or more times a week) and functional im-
pairment items are scored dichotomously (pres-
ent or absent). The CPSS yields a total symptom 
severity scale score (0–51) and a total severity-
of-impairment score (0–7). Scores can also be 
calculated for each of the three PTSD symptom 
clusters.

Foa et al. (2001) documented high internal 
consistency in a sample of primarily European 
American children (α = 0.70–0.89). Mean scores 
were 7.6 (SD 8.1) for the total scale, 1.9 (SD 2.7) 
for reexperiencing, 2.7 (SD 3.4) for avoidance, 
and 2.7 (SD 2.7) for arousal. Gillihan et al. (2013) 
found both versions of this measure to have vari-
able internal consistency in a sample of female 
adolescent sexual abuse survivors, the majority 
of whom were African American (64 %). Alphas 
ranged from 0.58–0.83 for the CPSS-SR and 
0.50–0.81 for the CPSS-I. There is data support-
ing the use this measure with African American 
female sexual assault survivors (Gillihan et al. 
2013); however further research is needed to 
substantiate its use with African American male 
adolescents and in younger African American 
children.

Childhood PTSD Interview

The Childhood PTSD Interview (CPTSDI; 
Fletcher 1996a) is a 93-item semistructured in-
terview that assesses PTSD and associated symp-
toms in relation to a single or multiple identified 
traumas in individuals aged 7–18. It includes a de-
scription of the traumatic event(s), PTSD symp-
tom items, and associated symptom items. Child 
(CPTSDI-C) and parent (CPTSDI-P) versions 

are available. On the child version, all items are 
rated dichotomously (yes or no), while the par-
ent version has several response formats includ-
ing dichotomous selection and a 5–6-point Likert 
scale. The CPTSDI yields a categorical score of 
PTSD diagnosis as well as a continuous severity 
score obtained by adding all endorsed items. The 
questions are written at the third-grade reading 
level, but it has been used with younger children. 
A Parent Form assesses the same dimensions 
using language appropriate for adults in which a 
parent answers the questions with respect to the 
child’s symptoms. The forms may also be used 
in a self-report format and either version can be 
administered by paraprofessionals. Validation 
sample data for this measure is currently unavail-
able, so its use cannot be recommended for Afri-
can Americans at this time.

Children’s PTSD Inventory

The Children’s PTSD Inventory (CPTSDI; Saigh 
et al. 2000) is a clinician-administered scale for 
children aged 6–18 for assessing exposure to and 
symptoms related to a traumatic event. Examples 
of traumatic (“scary”) experiences are described, 
and then the child is asked if he or she has ever 
experienced a scary event and, if so, if he or she 
felt upset when it happened and/or if the child felt 
he or she could do nothing to stop it from hap-
pening. If an event meets screening criteria then 
reexperiencing, avoidance/numbing, and arousal 
symptoms are assessed in reference to that event. 
Questions related to duration of symptoms are 
also asked.

The instrument yields dimensional and cat-
egorical scores to indicate severity and presence 
of a diagnosis of PTSD. In addition, scores on 
5 subscales (Situational Reactivity, Reexperienc-
ing, Avoidance and Numbing, Increased Arous-
al, and Significant Impairment) are provided. 
The CPTSDI can be used in either research or 
clinical settings. This measure is also available 
in Spanish. This instrument showed moderate 
to high alphas as (0.53–0.89) for the subscales 
and high internal consistency at the diagnostic 
level (α = 0.95) in a sample of trauma exposed 
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youth aged 7–18 (M = 13.8, SD = 2.9). Approxi-
mately 17 % of the validation sample was African 
American and the majority of participants were 
Hispanic American (65.7 %). Further research is 
needed to support use of this tool for assessing 
PTSD for African American youth.

Trauma Symptom Checklist for Children 
and Trauma Symptom Checklist  
for Young Children

The Trauma Checklist for Children (TSCC; Bri-
ere 1996) is a 54-item self-report scale designed 
for assessing trauma symptoms related to sexual 
abuse and other traumatic events in children aged 
8–16. It consists of two validity scales (over- and 
underreporting of symptoms) and 6 clinical scales 
(Anxiety, Depression, Posttraumatic Stress, Sex-
ual Concerns, Dissociation, and Anger). Items 
are rated on a 4-point frequency scale (0 = never, 
3 = almost all the time). The TSCC is written at 
an 8-year-old reading level and has been normed 
for boys and girls. It is useful for evaluating of 
children who have experienced a range of trau-
matic events. The TSCC is available in two ver-
sions: the full 54-item test that includes 10 items 
tapping sexual symptoms and a 44-item alternate 
version (TSCC-A) that makes no reference to 
sexual issues. The instrument is suitable for in-
dividual or group administration, and it is sug-
gested that a score of 60 or above is of clinical 
significance (Hunt et al. 2011; Briere 1996).

The Trauma Symptom Checklist for Young 
Children (TSCYC; Briere 2005) is a 90-item 
caretaker-report instrument that can be used to 
assess PTSD symptoms in children aged 3–12. It 
consists of 8 clinical scales (Anxiety, Depression, 
Anger/Aggression, Posttraumatic Stress—Intru-
sion, Posttraumatic Stress—Avoidance, Posttrau-
matic Stress—Arousal, Dissociation, and Sexual 
Concerns) as well as a summary PTSD scale 
(PTSD Total). A PTSD diagnostic worksheet 
provides a possible PTSD diagnosis in children 
aged 5 and older. It also contains two validity 
scales to assess caretaker over- and underreport-
ing of the child’s symptoms. Items are rated on 
a 4-point scale (1 = not at all, 4 = very often) in 

reference to the previous month. The TSCYC 
is normed separately for boys and girls within 
three separate age groups (3–4, 5–9, and 10–12). 
The TSCC and TSCYC can be administered and 
scored by paraprofessionals. Validation sample 
data, including sample means and cut points, is 
currently not available.

Hunt et al. (2011) administered the TSCC to 
a sample of African American children present-
ing at an urban mental health center from 2004 to 
2007. The mean score was 48.1(SD 10.0), with 
16 % placed in the clinically significant range. 
While these instruments have been used with Af-
rican American youth, more research is needed to 
substantiate its use with this population.

The UCLA PTSD Index for DSM-IV

The UCLA PTSD Index for DSM-IV (UPID; Py-
noos et al. 1998) is a revision of the CPTS-RI. 
This 48-item semistructured interview assesses 
exposure to 26 traumatic events and DSM-IV 
PTSD diagnostic criteria, and associated symp-
toms (guilt and fear of event’s recurring). Severi-
ty scores of 38 or above are clinically significant. 
Steinberg et al. (2004) found this measure to be 
internally consistent (α = 0.90) across numerous 
studies in the USA and internationally.

Hunt et al. (2011) administered the UPID to 
a clinical sample of 257 African American chil-
dren. The measure showed good convergent va-
lidity when correlated with other measures of 
PTSD (TSCC), although internal consistency 
was not reported in this sample. More research 
is needed to determine the validity of the UPID 
across race.

When Bad Things Happen Scale

The When Bad Things Happen Scale (WBTH; 
Fletcher 1996c) is 95-item self-report inventory. 
The questions in this scale exactly parallel the 
questions in the Childhood PTSD Interview and 
can be used as a complement to the interview. It 
includes 63 DSM-IV symptom items (3–6 per 
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symptom) and 32 associated symptom items (2–5 
questions per associated symptom).

Items are rated on a 3-point frequency scale 
(0 = never, 1 = some, and 2 = lots). The WBTH 
yields a categorical diagnosis of PTSD as well 
as a continuous severity score (a scoring sys-

tem template is provided with the scale). It has 
a third-grade reading level and includes a parent 
report version. It is appropriate for use in either a 
research or clinical setting. However, there is no 
information available about the use of this mea-
sure in African American children.

Assessment Disorder assessed Recommendation(s) and/or relevant 
research findings

Child Posttraumatic Stress Reaction 
Index (CPTS-RI; Nader 1996)

PTSD symptoms in children aged 
6–17

High internal consistency (α = 0.97) 
in a sample of African American 
youth (Thompson Jr. and Massat 
2005)

Child PTSD Symptom Scale (CPSS; 
Foa et al. 1997)

PTSD severity in children aged 8–18 High internal consistency found in 
mostly African American sample 
of female sexual assault survi-
vors (α = 0.58–0.83 for CPSS-SR, 
α = 0.50–0.81 for CPSS-I; Gillihan 
et al. 2013)

Childhood PTSD Interview (Fletcher 
1996a)

PTSD diagnostic interview for chil-
dren aged 7–18

No studies of this measure have been 
conducted with African American 
children

Children’s Impact of Traumatic 
Events Scale-Revised (CITES-2; 
Wolfe et al. 1991)

Effects of sexual abuse in children 
aged 8–16

No studies of this measure have been 
conducted with African American 
children

Children’s PTSD Inventory (CPTSDI; 
Saigh et al. 2000)

PTSD diagnostic interview for chil-
dren aged 6–18

No studies of this measure have been 
conducted with African American 
children

Trauma Checklist for Children 
(TSCC; Lanktree et al. 2008)

Trauma symptoms in children aged 
8–16

M = 48.1 (10.0) in a clinical sample 
of African American youth (Hunt 
et al. 2011)

Trauma Symptom Checklist for 
Young Children (TSCYC; Lanktree 
et al. 2008)

PTSD symptoms in children aged 
3–12

No studies of this measure have been 
conducted with African American 
children

The UCLA PTSD Index for DSM-IV 
(Pynoos et al. 1998)

Exposure to trauma in children aged 
7–13 (Revision of Child PTSD Reac-
tion Index)

Has been used with African Ameri-
can children with PTSD but not 
validated. (Hunt et al. 2011)

When Bad Things Happen Scale 
(WBTH; Fletcher 1996c)

PTSD symptoms in children aged 
7–14 (at least a 3rd grade reading 
level)

No studies of this measure have been 
conducted with African American 
children

At-a-Glance Summary Table—Child PTSD Measures
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Utility of Existing Measures to Assess 
PTSD in African Americans

Of the 14 adult measures described in this chapter, 
3 were validated in PTSD studies with a primar-
ily African American sample. The psychometric 
properties of 8 have been investigated with re-
spect to this population; however, typically only 
internal consistency was measured. Of the 9 child 
measures, none were validated using a primar-
ily African American sample and psychometric 
properties of only 4 have been investigated rel-
evant to this group. Thus, many PTSD measures 
have been used extensively in African American 
populations despite the lack of basic validation 
research. Clearly, many more studies investigat-
ing the reliability and validity of these measures 
are needed to substantiate the use of them with 
African American adults and children. Research-
ers should take deliberate steps to recruit ad-
equate numbers of African Americans to ensure 
that measures can be validated in these and other 
ethnoracial populations (Williams et al. 2013).

Changes to the PTSD Criteria in DSM-5

Changes to the PTSD criteria for the DSM-5 have 
been made to ensure accurate diagnoses with 
new considerations. The first section involving 
the trauma experience has changed moderately, 
reflecting findings in clinical experience as well 
as empirical research. It is now within criteria 
if a person has learned about a traumatic event 
involving a close friend or family member, or if 
a person is repeatedly exposed to details about 
trauma (American Psychiatric Association 2013). 
The latter alteration was made to include those 
exposed in their occupational field, such as po-
lice officers, to remove ambiguities and strength-
en the definition of a traumatic event (Friedman 
et al. 2011). A2 criterion, responding to the event 
with intense fear, helplessness, or horror has been 
removed. It was found that in many cases, such 
as soldiers trained in combat, emotional respons-
es are only felt afterward, once removed from the 
traumatic setting (Friedman et al. 2011).

The most notable change to the criterion is 
from a three to a four-factor model. The DSM-5 
factors are intrusion symptoms, persistent avoid-
ance, alterations in cognition and mood, and 
hyperarousal and reactivity symptoms. These 
factors encompass the many facets of PTSD 
and were included based on empirical evidence 
(American Psychiatric Association 2013). These 
alterations will help distinguish PTSD from other 
conditions with similar symptomology, such as 
depression or acute stress disorder, while simul-
taneously expressing the condition on a spectrum 
(Friedman et al. 2011). Three new symptoms 
have been added—persistent distorted blame of 
self or others, persistent negative emotional state, 
and reckless or self-destructive behavior.

Two subtypes, acute and chronic, have been 
removed for lack of empirical evidence support-
ing the distinction (Friedman et al. 2011). In their 
place, a subtype has been proposed to include 
preschool children who may be experiencing and 
reacting to trauma differently than children over 
6 years old. A second subtype addresses PTSD 
with Prominent Dissociative symptoms. This 
subtype includes those who may be putting more 
emphasis on avoidance behavior regarding the 
trauma, and so may not meet the original criteria. 
Recent rape victims may be a good example of 
this population (American Psychiatric Associa-
tion 2013).

It is worth noting that many assessment in-
struments are administered by clinicians, which 
may be problematic when assessing PTSD cross-
culturally. African Americans may express them-
selves nonverbally, and Parham (2002) suggests 
that nonverbal communication (e.g., body lan-
guage and unexpressed emotion) should be mea-
sured when assessing African Americans, some-
thing that is rarely considered. Since language 
bias is a natural source of error in assessment, 
interviewers should be well-educated about cul-
tural differences to accurately assess and diag-
nose the respondent.

As of this writing, no measures have been de-
veloped based on DSM-5 criteria, although new 
and revised measures will be developed in the 
coming months and years, with DSM-5 consider-
ations in mind. Some of the DSM-5 changes open 
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the door toward a broader understanding of PTSD 
and race-based trauma. New models are needed 
that incorporate this facet of the human experi-
ence, which are properly developed and evaluated 
with diverse populations in mind (Williams et al. 
2014). The current state of scholarship in this area 
is unacceptable and calls for urgent action.
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Introduction

Substance disorders are widespread, affecting 
approximately15 % of individuals in the general 
population (Hasin et al. 2007; Kessler et al. 2005). 
Caucasians generally evidence greater rates of 
substance abuse and dependence when compared 
to other racial and ethnic groups (Breslau et al. 
2005; Breslau et al. 2006; Grant and Harford 
1995; Kessler et al. 2005; Robins et al. 1984; 
Zhang and Snowden 1999). However, negative 
health outcomes related to substance abuse ap-
pear to disproportionately impact African Ameri-
cans (Breslau et al. 2005). For instance, the mor-
tality rate for cirrhosis of the liver due to alcohol 
abuse is higher in African Americans when com-
pared to Caucasians (Caetano 2003). In addition, 
African Americans comprise approximately 14 % 
of the population of the USA, yet they represent 
nearly 21 % of admissions to public alcohol and 

drug treatment facilities (Substance Abuse and 
Mental Health Services Administration 2009). 
To address this apparent disparity, mental health 
service providers have increasingly considered 
ethnic culture in their assessment planning. Here 
it is important to note that in a comprehensive 
review of outcome studies for substance abuse, 
only 38 % of the controlled studies examined 
included African American participants, with 
half of the studies indicating 16 % or less Afri-
can American representation (Strada et al. 2006). 
Similarly, psychometric development and dis-
semination of substance abuse assessment meth-
odologies and interviewing protocols in African 
Americans has been slow to develop.

In response to this need, we report a practical, 
outlined approach to the assessment of substance 
disorders in African Americans. Our approach to 
substance abuse assessment in African Ameri-
cans prescriptively follows evidence supported 
guidelines and culturally sensitive protocols. We 
conceptualize assessment as an ongoing process. 
General diagnostic considerations are presented 
to better understand symptoms of substance use 
disorders. We consider attitudes of African Amer-
icans toward substance abuse treatment, and po-
tential barriers to seeking professional assistance. 
Because stigmatization and negative biases af-
fect assessment in this population, we delineate 
strategies that may be utilized to assist African 
Americans in feeling more comfortable in the 
assessment process, such as involving commu-
nity and family members in the assessment pro-
cess. Evidence-supported methods of engaging 
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African Americans in the assessment process are 
emphasized, including those that have been for-
mally evaluated to enhance session attendance. 
Of course, we review psychometrically validated 
measures commonly utilized in the assessment of 
substance abuse disorders, and potential issues 
that have been identified in their use with African 
Americans, such as clinical bias, validity.

Diagnostic Considerations

According to the Diagnostic and Statistical Man-
ual of Mental Disorders (4th ed. text revision; 
DSM–IV) substance abuse involves a pattern of 
substance use leading to significant impairment 
or distress during the past 12 months (i.e., failure 
to fulfill major role obligations at work, school, 
or home; use in dangerous situations, legal prob-
lems, and continued use despite persistent or re-
current social or interpersonal problems; Ameri-
can Psychiatric Association 2000). Substance 
dependence is relatively more severe, involving 
a maladaptive pattern of substance use leading 
to clinically significant impairment. Substance 
dependence is reflected in the presence of sev-
eral symptoms occurring at any time in the same 
12-month period (e.g., tolerance; withdrawal 
symptoms; using greater amounts than originally 
intended; persistent desire or unsuccessful ef-
forts to reduce use; extended attempts to obtain 
or recover from substance; reduction everyday 
activities due to substance use; use despite per-
sistent problems due to substance). The DSM-IV 
has been updated with a fifth edition. Essentially, 
substance abuse and dependence have been in-
corporated into a single diagnostic category (i.e., 
substance use disorder), with its severity being 
assessed along a continuum of endorsed symp-
toms (i.e., two to three symptoms = Mild disor-
der, four to five = Moderate disorder, six or more 
= Severe disorder; American Psychiatric Asso-
ciation 2013). Changes to the DSM-5 may be ad-
vantageous in the assessment of African Ameri-
cans. For instance, recurrent legal problems, a 
problem for which African Americans have been 
found to be disproportionally affected in part due 
to biases in the legal system that are irrespective 

of crime, is no longer a criterion in the DSM-5, 
while objective criteria that do not appear to be 
influenced by race have been added (i.e., craving, 
strong desire, urge to use substance).

Although DSM-5 substance use disorder cri-
teria incorporate both scientific evidence and 
clinical experience, inconsistent diagnostic re-
porting is a concern in ethnic minority samples 
(Minsky et al. 2003). Whereas, some investiga-
tors have determined that the DSM-IV criteria 
for substance dependence and abuse is reliable 
across ethnicities (Horton et al. 2000); other stud-
ies have found inconsistent results. For instance, 
the Substance Abuse Subtle Screening Inven-
tory (SASSI; Miller 1985), an assessment tool 
designed to identify, substance disorders in high 
risk populations, has demonstrated relatively low 
predictive validity in African Americans as com-
pared to Caucasians and Hispanics (Peters et al. 
2000). The latter finding may be due to African 
Americans under-reporting substance use. In-
deed, Perera-Diltz and Perry (2011) found Afri-
can Americans are two to three times less likely 
to report using alcohol or drugs when compared 
to other groups. With regards to illicit drug use, 
studies have also demonstrated that there is a 
higher prevalence of underreporting among Af-
rican Americans when compared to Caucasians 
and Hispanics (even when individuals are willing 
to submit to biological screening tests; Fendrich 
et al. 2004; Kim and Hill 2003; Richardson et al. 
2003). Purported reasons for underreporting sub-
stance use include social desirability and cultural 
mistrust with those carrying out the diagnostic 
interviews (Johnson and Fendrich 2005). Further, 
African Americans often report greater negativ-
ity consequent to having reported substance use, 
as compared with other ethnic groups (Mensch 
and Kandel 1988). For instance, Rosenthal and 
Berven (1999) randomly assigned Caucasian 
graduate students to one of two groups. An Afri-
can American client was presented to one group 
and a Caucasian client was presented to the other 
group. Other than ethnicity, the two client presen-
tations were identical. Students provided clinical 
opinions about their respective client at two time 
points. At Time 1, minimal information was pro-
vided, and at time 2, comprehensive information 
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was provided. The African American client was 
judged by the graduate students to have less po-
tential for education and employment than the 
Caucasian client at both time periods. These 
results suggest assessors need to consider their 
propensity to derogatorily stereotype African 
Americans, and to consider evidence-based strat-
egies designed to enhance trust and rapport in 
this population.

Substance Abuse Assessment 
Strategies

African Americans underutilize health services, 
including preventative health care (Fiscella et al. 
2002). Particularly relevant to this chapter, men-
tal healthcare in African Americans is underuti-
lized due to its link to acute and chronic illnesses 
and death (Williams and Jackson 2005). Bolden 
and Wicks (2005) found that compared to other 
cultural groups, when African Americans do ini-
tiate psychiatric treatment it is more likely to be 
through emergency room admissions. African 
Americans also evidence significantly longer 
lengths of stay in treatment. This suggests that Af-
rican Americans postpone mental health services 
until problems are relatively severe. Reasons 
have been put forth as to why African Americans 
underutilize therapeutic services, such as pover-
ty, mistrust of the healthcare system, stigmatiza-
tion, lack of knowledge regarding the therapeutic 
process, and the belief that African Americans 
do not need outside support systems to manage 
difficult life circumstances (Kessler et al. 1994; 
Sue and Sue 1990). To assist African American 
clients in their pursuit of mental health services, 
it is imperative that professionals address culture 
(Obasi and Leong 2009) and be culturally com-
petent (Thompson et al. 2004).

Engagement During Initial Telephone Con-
tact Our first contact with the African Ameri-
can client is usually over the telephone to assist 
in engagement, review program policies, and 
increase the likelihood of first session attendance 
(Donohue et al. 1999). We conduct this telephone 
call immediately after the referral is received 

because shorter wait periods improve treatment 
engagement (Claus and Kindleberger 2002). The 
telephone call includes a program introduction, 
statement as to who recommended the contact, 
and the professional’s role at the agency. The 
professional solicits information regarding the 
referral, queries thoughts about the referral, and 
determines goals. Personal concerns are solicited, 
including potential problems with legal or social 
service systems. Lastly, personal goals and aspi-
rations are celebrated. It is particularly important 
to focus on client goals, as some clinicians may 
hold negative biases regarding substance using 
clients (Taxman and Bouffard 2003; Treolar and 
Holt 2006). Avoiding problem focused assess-
ment methods assists in normalizing therapy for 
African Americans who may otherwise think 
treatment is only appropriate for “crazy” people 
(Kranke et al. 2012). We replace therapeutic 
jargon and stigmatizing words with descriptive 
words that are positively focused (i.e., therapists, 
counselors, and psychologists are “profession-
als,” therapy is “performance programming,” 
sessions are “meetings”, problem behaviors are 
“goal-worthy behaviors”). Orientating clients to 
therapy assists in reducing anxiety and improves 
engagement. It is also important to review treat-
ment expectations. Milligan et al. (2004) found 
that African Americans who held treatment 
expectations that differed from their treatment 
plan were more likely to “drop out” of treatment 
than Caucasians who held the same belief. In 
scheduling meetings during the initial telephone 
contact, African American clients may feel ses-
sion times are obligatory, and that they have little 
choice in determining alternative times to accom-
modate child care, non-flexible work schedules, 
and so on. Therefore, costs and scheduling 
options are reviewed.

Assuring Physical Layout of Clinic Celebrates 
Ethnic Culture Clinics need to be warm, invit-
ing, and explicitly celebrate ethnic culture. It is 
important to assure art and pictures decorating 
walls represent a diversity of racial and ethnic 
groups. Staff should be trained to greet clients 
warmly by extending their hand, smiling, and 
offering snacks, beverages, and/or token gifts 
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for children. Studies have shown that both cli-
ents and treatment staff perceive that the physi-
cal environment in which treatment is provided 
positively contributes to the completion of treat-
ment objectives (Grosenick and Hatmaker 2000).

Solicitation of Family and Community Sup-
port Family, community, employer, and church 
have been shown to play vital roles in the assess-
ment of substance abuse disorders within African 
American populations. Indeed, Brunswick et al. 
(1991) concluded that clinicians should consider 
acknowledgment of social ties and affiliations 
when assessing African Americans, especially 
in African American women. In contrast, they 
speculate the “revolving door” of treatment expe-
rienced by African American men may be a result 
of not addressing the important role of family, 
church, or community. Assessing the strengths 
and weaknesses of various social support sys-
tems makes it much easier to understand what 
social systems to enhance, and which individu-
als to involve in therapy sessions as supportive 
others.

Shortly after requisite consents are obtained in 
the first meeting, and sometimes during the ini-
tial telephone call, professionals assess appropri-
ate support systems. These persons often include 
clergy, relatives, and close friends. Their role in 
the assessment process is to encourage and/or 
assist clients in attending therapy meetings and 
providing collateral information (which is par-
ticularly helpful in the assessment of undesired 
behaviors, e.g., substance abuse), encouraging 
effort, and providing praise for accomplishments. 
It may also be appropriate, to provide childcare 
services during intervention meetings at low 
rates or free of charge if possible.

Be Candid Reviewing the Purpose of Assess-
ment In the assessment of substance use among 
African Americans it is important to assure psy-
chometrically validated tests are utilized, and 
that clients are encouraged to express potential 
concerns with the referral process. Indeed, as 
compared with Caucasians, African American 
clients are less likely to seek treatment on their 
own and are more likely to be referred by a 

third-party (Jacobson et al. 2007). It is important 
for the assessor to provide a detailed rationale 
for testing, and explain the legal process as it 
relates to sharing the assessment results with oth-
ers (i.e., release of information from client, court 
mandating, and duty to warn). Prior to adminis-
tering each instrument, the professional explains 
what the respective test is purported to assess. In 
this way African American clients are less likely 
to feel anxious and/or defensive in responding 
candidly. It is equally important to answer ques-
tions in a straightforward, matter of fact manner, 
appreciating that it may be especially important 
to invite comments and questions as African 
Americans may be more cautious due to histori-
cal abuses of African Americans within the US 
health care system (Freimuth et al. 2001).

Assessment of Background Information Prior 
to administering psychometrically validated 
tests and measures, background information is 
assessed, including basic demographic informa-
tion, educational and vocational experiences, 
hobbies, family constellation and relationships, 
medical and mental health history. Of note, 
African Americans disproportionately evidence 
diseases when compared with Caucasians. For 
example, African Americans are diagnosed with 
diabetes more than twice that of Caucasians, 
have one of the highest rates of hypertension in 
the world, and are more likely to die from heart 
disease as compared to Caucasians (Menke et al. 
2013; Lloyd-Jones et al. 2010). Similarly, HIV 
infection is more prevalent in African Americans. 
In 2010, more than 40 % of all new HIV infection 
cases occurred in African Americans (Centers for 
Disease Control and Prevention (CDC) 2012). 
African American women between the ages of 
25 and 34 are particularly affected, as HIV infec-
tion is the number one cause of death for this age 
group (Centers for Disease Control and Preven-
tion 2012). Therefore, this demographic should 
be assessed for HIV and various risk factors 
associated with HIV (e.g., unsafe sex, intrave-
nous drug use). It is also important to appreciate 
that many African Americans may be less likely 
than Caucasian clients to openly discuss medical 
concerns due to historical violations of their care 
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within these settings (Shavers et al. 2002). Thus, 
it is especially important to indicate to African 
American clients how medical history may be 
associated with psychologically-based assess-
ment. For instance, heart conditions may contrib-
ute to anxiety disorders, stress may be associated 
with sleep difficulties, and so on. This latter 
strategy may assist African Americans in feeling 
comfortable in self-reporting information spe-
cific to both physical and mental health. Indeed, 
there is some evidence to suggest African Ameri-
cans are more likely to believe associated mental 
illnesses are influenced by physical impairments 
than Caucasians (Das et al. 2006).

Assessment of Ethnic Background To enhance 
service utilization we address culture early in the 
assessment process and discuss expectations of 
clients for therapy. We utilize the Semistructured 
Interview for Consideration of Ethnic Culture in 
Therapy Scale (SSICECTS), developed to assist 
providers in successfully determining the extent 
to which ethnic background should be addressed 
in treatment (Donohue et al. 2006). In a random-
ized controlled trial, Donohue et al. (2006) found 
that the SSICECTS could be utilized as a signifi-
cant rapport builder in all ethnic groups exam-
ined. By acknowledging perceptions of ethnic 
cultural importance and empathizing with prob-
lems related to ethnic culture, those interviewed 
perceived their interviewers as having more 
knowledge and respect for their ethnic culture (as 
compared with control participants). In compari-
son with other ethnic groups, African Americans 
reported experiencing significantly more offen-
sive remarks made toward them in their lifetime. 
Thus, there is a need to address the ethnic back-
ground of African Americans in therapy, and 
the SSICECTS is a psychometrically validated 
method of doing so.

Semistructured Interview for Consideration 
of Ethnic Culture in Therapy Scale (SSICECTS) 
commences with the interviewer assessing wheth-
er ethnic culture of clients is important to them 
(i.e., Ethnic Cultural Importance Scale, ECI). The 
question stems include: my culture is a big part of 
my everyday life, my ethnic culture is of great 
importance to me, there are things I like about my 

ethnic culture, and my ethnic culture should be 
addressed in therapy. Clients indicate the extent 
to which they agree with the item stem. For all 
endorsed ECI questions (i.e., the client agrees w/
stem content) the interviewer (1) validates that 
the client expressed agreement with the question 
(e.g., “You indicated that you agreed your ethnic 
culture is a big part of your life.”); (2) validates 
that content of the question is important (e.g., “I 
think it’s great that your ethnic culture is a big 
part of your life.”); (3) asks the client to elabo-
rate on the respective response (e.g., “How is 
your ethnic culture a big part of your life?”); and 
(4) maintains pleasant and positive conversation 
(i.e., demonstrates agreement, elicits additional 
specific information). If disagreement is indi-
cated by the client, the interviewer discloses that 
the client disagreed with the statement, and asks 
why disagreement was endorsed (e.g., “Help me 
to understand how your ethnic culture is not im-
portant to you?”). The interviewer then expresses 
empathy or understanding after the explanation is 
offered (e.g., “I see what you mean. Not having 
close family ties didn’t provide you opportunities 
to appreciate your ethnic cultural background.”), 
and assesses if the client was disappointed that 
disagreement was endorsed.

The next phase of the SSICECTS approach 
involves assessing problems experienced due 
to ethnicity (Ethnic Cultural Problems Scale, 
ECPS). The two question stems include, (1) 
experiencing offensive remarks due to ethnic 
culture, and (2) experiencing problems due to 
ethnic culture. If agreement is indicated, the 
interviewer then (1) discloses that the client 
agreed that others have made offensive com-
ments about his or her ethnic culture; (2) reas-
sures that others have also experienced similar 
comments; (3) asks the client to explain how 
the remarks were offensive; (4) empathizes with 
expressed concern; (5) asks how the offensive 
remarks affected the client; (6) either praises 
statements that suggest the individual has grown 
stronger because of the offensive remarks or 
provides empathy for statements that suggest the 
individual was negatively affected by the offen-
sive remarks. If disagreement with the question 
stems is indicated, the interviewer determines if 
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this was because others have not made remarks 
about the interviewee’s ethnic culture or because 
the interviewee does not get offended.

The SSICECTS assists in understanding, di-
rectly from clients, how their ethnic background 
contributes to the therapeutic process, while es-
tablishing rapport. The interview only requires 
approximately 10–20 min to complete, making it 
a highly reliable and valid assessment tool that 
is likely to enhance rapport and assist African 
American substance abusing clients in feeling 
more comfortable reporting intimate issues.

Substance Use Assessment We highly recom-
mend the utilization of valid and reliable self-report 
methods when assessing substance use among 
African Americans. The Time-Line Follow-Back 
interview (TLFB) consists of a month-by-month 
calendar that is utilized to determine substance 
use, and other problem behaviors, for up to 1 year 
prior to the day of assessment (Sobell et al. 1986). 
Important events (e.g., birthdays, graduations) are 
marked on the calendar to facilitate accurate recall 
prior to recording days of substance use. Other 
events may be additionally assessed, including 
school attendance, days employed, days incarcer-
ated, days hospitalized, and frequency of HIV risk 
behaviors. Separate interviews with significant 
others may also be conducted to obtain frequency 
of client problem behaviors.

The client is queried during the TLFB inter-
view to indicate antecedent stimuli that may influ-
ence substance use as reported in their calendars. 
Particular days in the week or time periods that 
suggest higher and lower rates of substance use are 
pointed out to provide a conceptual understanding 
of factors that appear to be maintaining substance 
use. The TLFB calendar may also be used to assess 
on-going substance use between treatment ses-
sions. However, unless memory deficits are indi-
cated, or there is an extended time period between 
treatment sessions, the calendar with memory an-
chor points is unnecessary. During treatment adult 
significant others should be taught to recognize 
signs of drug use (e.g., smell of marijuana, dila-
tion of pupils, unsteady gait), thereby enhancing 
accuracy of their TLFB reports. Clients who abuse 
multiple substances may under-report “hard” drug 
use (e.g., cocaine) while disclosing marijuana or 

alcohol use. Therefore, it is very important to con-
sider biological assessments of various substanc-
es, at least initially (Allen et al. 2009).

Substance use may be tested utilizing in-
expensive on-site enzyme immunoassay tests 
purchased from reputable laboratories, such as 
Redwood Toxicology in California. However, 
screening may also be conducted by indepen-
dent laboratories using, for example, SYVA 
Emit enzyme amino acid assay techniques with 
positive immunoassay screens verified using gas 
chromatography for alcohol and thin layer chro-
matography for all other substances. The panel 
of drugs varies, but often includes marijuana, 
cocaine, amphetamines, barbiturates, benzodiaz-
epines, opiates, PCP, and methaqualone. Meth-
yldioximethamphetamine (“crystal meth”) and 
designer drugs are relatively less likely among 
African Americans, thus these panels may be 
unnecessary unless evidence of their use is sug-
gested. Urinalysis is a reliable, quick, and cost-
effective method for drug screening that corre-
lates with TLFB reports retrospectively up to 6 
months (Donohue et al. 2007). Alcohol use can 
be verified through a portable breathalyzer, up to 
12 hours after ingestion (Allen et al. 2009).

Thus, whereas we recommend biological test-
ing in the detection of drug abuse, and TLFB in 
the assessment of substance use frequency; there 
are other screening and comprehensive assess-
ment measures for substance use and abuse that 
are widely used in the field and have been shown 
to be reliable and valid (please see Table 12.1). 
We will provide a brief overview of commonly 
used assessments of substance use and related 
problems in the following section. Lastly, while 
significant gains have been made in assessing 
substance use among the African American pop-
ulation, there still is a need for more empirical 
evidence supporting the use of the measures de-
scribed below.

Overview of Selected Substance Use 
Screening Assessments

Addiction Severity Index (ASI) was designed to 
be administered as a semi-structured interview 
and is a multi-dimensional tool that not only as-
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sesses for substance abuse, but also includes an 
overview of associated problems in seven areas 
(e.g., medical status, employment and support, 
legal status; McLellan et al. 2006). The ASI is a 
brief assessment tool which obtains objective and 
subjective data for each problem area within the 
last 30 days, as well as, over the client’s lifetime. 
Objective data includes drug test results, and phys-
ical and mental health records. Subjective data in-
cludes client self-report severity ratings in seven 
domains including: medical status, employment 
and support, drug use, alcohol use, legal status, 
family and social status, and psychiatric status. It 
is the most widely used substance abuse assess-
ment instrument in both clinical and research set-
tings. The ASI may be utilized to obtain more de-
tailed information about the nature and extent of 
substance use in African Americans because it has 
demonstrated high levels of reliability and validity 
across races and ethnicities (Brown et al. 1993).

CAGE (CAGE) is a screening tool that asks 
about lifetime alcohol or drug consumption 
(Ewing 1984). The CAGE is the most widely 
used alcohol detection measure and is common-
ly used in medical settings (Dhalla and Kopec 
2007). The CAGE consists of four questions in 
a non-intimidating format and has a very quick 
administration time (Mayfield et al. 1974). The 
four questions of the CAGE form an acronym 

and consist of (1) Have you ever felt that you 
ought to Cut down on your drinking? (2) Have 
people Annoyed you by criticizing your drink-
ing? (3) Have you ever felt bad or Guilty about 
your drinking? (4) Have you ever had a drink 
first thing in the morning to steady your nerves 
or to get rid of a hangover ( Eye-opener)? (May-
field et al. 1974). The CAGE has been shown 
to be a reliable and valid measure (Teitelbaum 
and Carey 2000). Some criticisms arise regard-
ing the CAGE’s performance in young adults 
(Dhalla and Kopec 2007) and other studies 
have found the validity of the CAGE to be bet-
ter in men than women (Cherpitel 2000). There 
is limited research specifically addressing the 
use of the CAGE in African American popula-
tions, however in a review of alcohol screen-
ing questionnaires in women, the CAGE was 
found to perform better as a screening tool in 
African American women compared to Cauca-
sian women (Bradley et al. 1998). Overall, the 
CAGE can be an effective tool in screening for 
alcohol use concerns. Its non-intimidating for-
mat and applicability to medical settings make 
the use of the CAGE a quick and easy tool for 
screening of African American substance use 
that is consistent with the recommendations to 
assess background information and elucidate the 
relationship between physical and mental health.

Table 12.1  At-a-glance summary table of substance use screening and assessment instruments
Assessment name Disorder assessed Instrument details Recommended for use with 

African Americans
Addiction severity index 
(ASI)
Teen addiction severity 
index (T-ASI)

Alcohol and other drugs Semi-structured; 
45–75 min clinical inter-
view; adult and adolescent 
versions available

Yes

Alcohol use disorders iden-
tification test (AUDIT)

Alcohol Brief screen for high risk 
alcohol use; administered 
by trained professionals; 
adults; 10 min

Yes

CAGE (CAGE) Alcohol Self-administered; clinician 
interview; less than 1 min

Mixed findings

Michigan alcoholism 
screening test (MAST)

Alcohol Semi-structured; 5 min; 
adults and adolescents

Yes

Substance abuse subtle 
screening inventory 
(SASSI)

Alcohol and other drugs Self-administered; 
5–10 min; adults and 
adolescents

Mixed findings

Timeline followback 
(TLFB)

Alcohol and other drugs Self-administered or by a 
clinician; 10–30 min; adults 
and adolescents

Yes
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Alcohol Use Disorders Identification Test 
(AUDIT) is a screening tool used to identify 
hazardous and harmful alcohol use, abuse, and 
dependence (AUDIT; Saunders et al. 1993). The 
AUDIT was shown to be an effective alcohol-
screening instrument for African Americans 
across the full spectrum of alcohol misuse in-
cluding those that meet diagnostic criteria for al-
cohol abuse and dependence. The brief AUDIT-
C is also an effective three-item screening test 
for detecting problematic alcohol use in African 
Americans. When compared to the CAGE, the 
AUDIT produced greater reliability and validity 
(Hays et al. 1995).

Michigan Alcoholism Screening Test ( MAST) 
assesses alcohol abuse and is the most widely 
used assessment tool used for measuring life-
time alcohol abuse and related problems (MAST; 
Selzer 1971). The 25-item questionnaire can be 
administered rapidly and provides a valid and 
reliable assessment of lifetime alcohol use and 
alcohol-related problems (Gibbs 1983; Storgaard 
et al. 1994). Although there is a lack of empiri-
cal studies done solely with the African Ameri-
can population, one study’s finding did reveal a 
significant association between African American 
college students who were adult children of alco-
holics and the MAST (Rodney and Rodney 1996).

Substance Abuse Subtle Screening Inventory 
(SASSI) is a brief screening tool, easily adminis-
tered and assesses alcohol and other drug use as 
well as related problems (SASSI; Miller 1985). 
In clinical settings, the SASSI results may help 
a clinician understand the client and allow them 
to provide effective feedback. The downside to 
the SASSI is that it is more time consuming to 
administer relative to the other instruments de-
scribed and has also been shown to have lower 
predictive value in detecting African Americans 
substance use disorders (Peters et al. 2000).

Conclusion

As stated earlier, assessment is an on-going pro-
cess in therapy. We believe that professionals 
continuously assess throughout treatment to en-
sure that the African American client’s needs are 

appropriately addressed and effective outcomes 
are achieved. This chapter briefly discussed 
challenges African Americans face when sub-
stance use issues need addressing in a profes-
sional setting. We have highlighted our approach 
to overcome mistrust, stigma, and overall fear 
of seeking substance abuse treatment. We feel 
the assessment process is the initial step toward 
engaging African Americans who have been in-
dicated to abuse substances, and establishing 
favorable first impressions. Offering a culturally 
sensitive, empathic, and supportive assessment 
experience, provides an opportunity to establish 
positive goals that hopefully will be achieved. 
We recognize that this chapter does not compre-
hensively address all important aspects of assess-
ment in African Americans; however, we believe 
the reviewed approach is theoretically and em-
pirically sound (and doable), permitting a first 
step in the substance abuse assessment of African 
Americans. We believe our approach is likely to 
enhance treatment retention rates among Afri-
can Americans who at times may feel like their 
experiences are overlooked or not attempted to 
be understood. With sincere effort and focus on 
evidence-based assessment, such as the strategies 
offered in this chapter, we believe assessment of 
substance abuse in African Americans is likely to 
be successful.

Happy Assessing!

Appendix A

Psychiatric Diagnostic Assessment The 
structured clinical interview for DSM-IV 
(SCID-IV; First et al. 1992) may be used to 
assist in determining primary AXIS I mental 
health disorders listed in the DSM-IV-TR, in-
cluding substance use disorder. This interview 
has acceptable psychometric properties (Azrin 
et al. 2001; Spitzer et al. 1992). Psychiatric 
diagnosis is required for insurance reimburse-
ment and often needed to assure services (e.g., 
Medicaid). The SCID can be utilized to sub-
stantiate diagnoses of substance abuse and de-
pendence, as well as comorbid diagnoses. It 
should be mentioned, however, that the SCID 
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requires specialized training to administer, 
and requires about 2 hours to implement.

HIV Risk Assessment The HIV risk assess-
ment battery (RAB) is utilized to assess HIV risk 
behaviors (Cohen et al. 1994). The RAB consists 
of eight items that assess HIV risk due to drug use 
practices, and nine items that assess risk of HIV 
due to sexual behavior. The information from this 
assessment can be used during intervention, as 
clients are informed that endorsed RAB items are 
associated with greater risk of HIV, and they are 
assisted in setting goals that are specific to man-
aging these risk behaviors. As mentioned previ-
ously, African Americans are at high risk for HIV 
infection making the administration of the RAB 
very appropriate with this population.

Life Satisfaction Scale The life satisfaction 
scale (LSS) is a measure designed to assess client 
happiness in a 12 life domains, as well as, obtain 
an overall life satisfaction rating (Donohue et al. 
2003). The 12 life domains assessed include 
friendships, family, school, employment/work, 
fun activities, appearance, sex life/dating, drug 
use, alcohol use, money/material possessions, 
transportation, and control over one’s own life. 
Each domain is rated using a 0–100 % scale 
of happiness. The LSS maintains psychomet-
ric properties that are excellent and the brief 
nature of the instrument permits this tool to be 
implemented often throughout treatment as well 
(Donohue et al. 2003). For all domains that are 
rated less than 100 %, goals are determined by 
asking how the domain could be improved to 
100 % satisfaction. Assessing life satisfaction in 
African Americans substance users is especially 
important, as a positive life orientation has been 
found to be a protective factor against future sub-
stance use in at-risk African-American youths 
(Kogan et al. 2005).

Family Environment Scale (FES; Moos and 
Moos 1994) The FES Conflict and Cohesion 
scales appear to be particularly useful measures 
in substance abuse (Santisteban et al. 2003). The 
Conflict scale measures the extent to which fam-
ily members are perceived to argue and disagree, 

whereas the Cohesion scale measures the extent 
to which the family is perceived to be harmonious 
and “close.” The role of family cohesion cannot 
be understated in African American households, 
as it has been shown to be significantly related 
with the age of onset for marijuana use for Afri-
can American females (Elaine et al. 2008). In 
addition, a supportive family environment has 
been found to influence the alcohol use of adoles-
cent African American males more so than their 
Caucasian counterparts (Watt and Rogers 2007). 
Psychometric properties are good.

Treatment Planning We utilize an innovative, 
standardized treatment planning technique that 
includes program orientation, goal-setting, and 
performance planning. First, the client is oriented 
to the specific aims and policies of the program. 
Our specific aims usually include avoidance of 
substance use, avoidance of HIV risk behaviors, 
mental health functioning, and positive relation-
ships with others. Each measure is reviewed indi-
vidually with an emphasis on client strengths. 
Focusing on strengths is essential, as studies 
show that clients in a strength-based, residential 
substance abuse treatment program find focusing 
on strengths to be the most useful part of treat-
ment and beneficial to engagement (Harris et al. 
2012). Treatment goals are then developed by 
reviewing goal-worthy items from each measure 
followed by continued assessment of the client’s 
thoughts about the factors that influence each 
goal-worthy item to occur. Goals and solutions 
are then developed collaboratively by the client 
and clinician. The client is queried how each 
specific aim can be accomplished, and support-
ive feedback gathered from the assessment pro-
cess is provided to assist in goal development. 
Whenever possible, positive, standardized solu-
tions are provided to assist in goal identification. 
Lastly, performance programming is established, 
permitting clients and their significant others to 
choose intervention options from a list of evi-
dence-based strategies. Each intervention offered 
by the program is described in detail and the per-
ceived helpfulness of each intervention is solic-
ited from both the client and supportive other(s). 
The interventions are then prioritized based on 
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the perceived helpfulness to determine the order 
in which the interventions will be implemented. 
Of course, many of the reviewed assessment 
measures (usually a smaller battery of scales that 
were found to be problematic during the initial 
pre-treatment assessment) are administered peri-
odically to assess progress in therapy.
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African American Eating Pathology

In recent years increased research attention has 
been focused on the topic of clinical eating dis-
orders (EDs) and dysfunctional eating among 
African Americans. Despite a growing number 
of publications, the research continues to central-
ize the results for European Americans, particu-
larly European American females. Consequently, 
an unclear picture of empirical findings related 
to the eating attitudes, symptoms, and diagno-
ses of African Americans has emerged. These 
findings show that a contradictory and mixed 
body of studies dominate the literature and ob-
scure preventive, diagnostic, and interventional 
implications for clients, therapists, and coun-
selors. Several researchers report lower rates of 
clinical EDs and dysfunctional eating behaviors 
among African-heritage samples than European 
American samples (Crago et al. 1996; Halp-
ern et al. 1999; Kraeplin 2011; Napolitano and 
Hime 2011; O’Neill 2003; Wildes et al. 2001). 
However, some studies that have examined eat-
ing behaviors for adult community females (e.g., 
Striegel-Moore et al. 2000; Wilfley et al. 1996), 
college undergraduate females (e.g., Franko 
et al. 2007), as well as adolescent females (e.g., 

Johnson et al. 2002; Kelly et al. 2011) provide 
evidence of similar rates of binge eating and bu-
limia between these two groups. More recently, 
researchers report that compulsive or binge eat-
ing and binge eating disorder (BED) have a high 
prevalence rate among African-heritage women 
(Taylor et al. 2007, 2013). African American 
women also appear to suffer from night eating 
syndrome (NES) associated with overweighted-
ness and obesity (Jarosz et al. 2007). Although 
the prevalence of anorexia is lower than bulimia, 
subclinical levels of bulimia, any binge eating 
(ABE), and BED there is evidence that African-
heritage American females experience anorexia 
nervosa (AN) and subthreshold symptoms of this 
disorder (Fernandes et al. 2010; Hoek and van 
Hoeken 2003; Marques 2011; Taylor et al. 2007; 
Taylor et al. 2013). Some research even shows 
that African-heritage women have a higher rate 
of EDs and eating symptomatology than Euro-
pean Americans. Marques et al. (2011) compared 
prevalence of EDs across ethnic minority groups 
and found that both 12-month and lifetime preva-
lences of BN were greater in Latinas and African 
Americans. The rate of ABE was also higher in 
Latinas, Asian Americans, and African Ameri-
cans, while 12-month prevalence was higher in 
Latinos (men and women) and African Ameri-
cans (men and women). In addition, all three mi-
nority groups reported more binge eating symp-
toms than non-Latina whites.

Ironically, race/ethnic differences in risk fac-
tors predictive of reported EDs have impeded 
the advancement of explanatory models that can 
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accommodate the diversity of variables that pro-
duce and maintain eating disturbances among Af-
rican-descended ethnic groups. Researchers have 
relied on factors found to predict disordered eat-
ing behavior among European American females 
to understand the presence and absence of ED 
symptoms and behaviors among African-heritage 
women. Although there are obvious commonali-
ties given the acculturation level of the majority 
of African-heritage Americans, the population is 
best understood as heterogeneous and composed 
of multiple ethnic groups. A sociocultural para-
digm which holds that socialization and encul-
turation contribute to disordered eating behavior 
is applicable to African-heritage individuals but 
has not consistently incorporated African heri-
tage worldviews.

Cultural values and norms have been theo-
rized to underlie differences in the eating behav-
iors and symptoms of race/ethnic groups but cul-
ture-based risk factors have not been thoroughly 
examined. However, research studies with Af-
rican-heritage females have been conducted on 
body image attitudes, culture-specific physical 
attractiveness standards, racial attitudes, ethnic 
identification, acculturative stress, and exposure 
to popular culture images and icons representa-
tive of beauty and health that operate through the 
media. These variables interact with gender role 
norms, family qualities, personality attributes, 
and oppressive experiences as a function of race 
and gender to produce multiple and complex body 
perspectives and relationships with food. Several 
studies demonstrate evidence of high appearance 
esteem and body satisfaction, body area satisfac-
tion, high fitness and appearance evaluation, low 
drive for thinness but preference for heaviness, 
and low rates of weight and shape modifications 
among African-heritage or black females (e.g., 
Cash et al. 2004; Baugh et al. 2010, Chao et al. 
2008; Crago et al. 1996; Grabe and Hyde et al. 
2006; Harris 1994, 1995, 2001, 2006; Roberts 
et al. 2006; Sabik et al. 2010). These race/eth-
nic dissimilarities make the European American 
emphasis on the attainment of a thin body and 
consequent body dissatisfaction less relevant to 
a comprehensive model of eating pathology for 

African-heritage Americans, specifically African 
American females.

Assessment and African Americans

EDs have been constructed as psychological and 
mental health concerns that impact white females 
of Western culture, primarily in the USA. Obser-
vations of early theorists and researchers (e.g., 
Boskind-White 1987; Bruch 1966) that White 
females of upper socioeconomic status sought 
treatment and were hospitalized for EDs, particu-
larly AN, resulted in failure to consider females 
of other racial/ethnic backgrounds and males. 
African Americans were marginalized from ini-
tial empirical research despite case studies that 
showed evidence of EDs (e.g., Robinson and 
Anderson 1985; Silber 1986). The invisibility of 
African Americans in research studies has con-
tributed to their notable absence in the conceptu-
alization and development of evaluation and di-
agnostic assessment methods. The development, 
standardization, and validation of interviews 
and instruments to assess eating pathology are 
steeped in the empirically established risk fac-
tors found to predict disordered eating for Euro-
pean Americans. Ideally, a similar percentage of 
African-heritage individuals should be included 
in standardization or norm samples during the 
development of interviews or instruments before 
employing them in clinical settings with African-
heritage clients. However, the majority of the 
instruments and interviews developed to assess 
EDs have used predominantly or only European-
heritage individuals. Typically any reference to 
race/ethnicity and cultural factors are made as an 
afterthought. For example, a review of the litera-
ture reveals that the majority of published studies 
with African Americans do not provide internal 
consistency data for self-report instruments. The 
use of measures primarily conceptualized with 
research related to eating dysfunctions of Euro-
pean American females and standardized with 
the same groups have the potential to yield biased 
and erroneous interpretative results when applied 
to individuals of other cultural worldviews.
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Confirmation of initial evidence that African-
heritage Americans are at risk for clinical EDs 
and disturbed eating behaviors and attitudes 
makes the standardization and validation of as-
sessment methods for this population imperative. 
This chapter presents interviews and self-report 
instruments that have been used frequently in 
the ED research. These two types of assessment 
focus on screening (i.e., identification of those 
with high levels of eating pathology for further 
assessment), diagnosis, treatment planning, and 
evaluation of treatment outcomes. Assessment 
topics that require consideration relate directly 
to the symptoms of the disorders reflected in the 
DSM-IV-TR and symptom pictures presented 
in empirical studies. These topics include: body 
weight, binge eating and compensatory behav-
iors, concern with body weight and shape, di-
etary restraint, body image disturbance, and psy-
choemotional discomfort (Anderson et al. 2004). 
Each dimension is core to the ED experiences 
of European-heritage females and integral to the 
assessment methods described in the chapter. 
They represent the foundation upon which the 
interviews and self-report instruments have been 
conceptualized. Given that clear and consistent 
differences between European- and African-heri-
tage females have been found for all dimensions 
but binge eating and compensatory behaviors, it 
is essential that researchers empirically examine 
the psychometric properties and validity of the 
interviews and instruments described. Limited 
information about the psychometric adequacy 
of instruments that are used in studies and clini-
cal practice with African heritage women com-
pounds existing discrepancies in the disordered 
eating literature.

Structured and Semistructured 
Interviews

Interviews are the primary method to gather data 
from a client in order to make a clinical diag-
nosis. Interviews provide an occasion to obtain 
more detailed information and to observe the 
client, which makes them more reliable for di-
agnostic classification decisions than for some 

other forms of assessment. Information can be 
obtained by using unstructured (common method 
of assessment with unknown psychometric prop-
erties (see Crowther and Sherwood 1997 and Pe-
terson 2005), and semistructured and structured 
interviews. Several clinical interviews have been 
developed and are often used to assess ED pa-
thology. Five are discussed in this chapter: The 
Eating Disorder Examination (EDE), children’s 
version of the EDE (ChEDE), Clinical Eating 
Disorder Rating Instrument (CEDRI), Interview 
for the Diagnosis of Eating Disorders (IDED)-IV, 
and the Structured Interview for Anorexic and 
Bulimic Disorders for Expert Ratings (SIAB-
EX).

The Eating Disorder Examination (EDE)

The EDE (Cooper and Fairburn 1987; Fair-
burn and Cooper 1993; Fairburn et al. 2008) is 
described as “the gold standard of ED assess-
ment” (Berg et al. 2012, p. 428) against which 
other ED assessments are validated. The EDE 
is a semistructured interview that is designed to 
assess the attitudinal/cognitive and behavioral 
features of eating dysfunctions and generates a 
global score and four subscale scores. The inter-
view is comprehensive and detailed which makes 
it lengthy to complete and relies on the clinical 
decision of the investigator which requires prior 
training sessions. The four EDE subscales that 
assess cognitive symptoms of EDs include: di-
etary restraint (i.e., reflects attempts to restrict 
food intake to influence weight or shape), eating 
concern (i.e., reflects the degree of concern about 
eating), and the shape concern and weight con-
cern subscales (i.e., reflect concern about shape 
and weight) and the influence of these concerns 
on self-evaluation. Each item is rated on a sev-
en-point forced-choice scale format (0–6) such 
that higher scores indicate higher frequency or 
greater severity. The EDE interview is used for 
assessment and diagnosis. Use of the EDE for 
assessment purposes requires that items refer to 
28 days preceding the interview date. When used 
for diagnostic purposes, the items are modified to 
evaluate information for a 3-month time period 
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consistent with DSM-IV diagnostic criteria (ex-
cept items for BED which were modified to in-
clude questions to assess diagnostic requirements 
for a 6-month period). Behaviors are rated on the 
number of days on which they occurred and on 
the number of episodes. These include objective 
bulimic episodes (OBEs, i.e., binge eating de-
fined as unusually large amounts of food with a 
subjective feeling of loss of control) and number 
of days on which these occurred for the previ-
ous month, subjective bulimic episodes (SBEs, 
i.e., subjective view of loss of control while eat-
ing food that is not viewed as large), and objec-
tive overeating episodes (OOEs, i.e., overeating 
without perceived loss of control). The schedule 
is composed of several sections that examine de-
mographics, weight, menstrual history, dieting, 
binge eating, weight control, exercise, history of 
abuse, psychiatric, chemical, medical, and medi-
cation history, along with a medical checklist, and 
an assessment of family and social history. The 
EDE can be used with clients who present with 
any of the four EDs included in the DSM-IV-TR 
(4th edition, text revision; APA 1994) including 
AN, BN, eating disorder not otherwise specified 
(EDNOS), and the binge eating provisional diag-
nosis. Data obtained from the EDE can also be 
analyzed in two different ways. First, subscale 
scores and behavior frequency scores can be used 
as dimensional variables. In addition, Fairburn 
and Cooper (1993) presented algorithms that can 
be determined based on clients’ diagnostic status 
to provide categorical information.

Evidence supports the reliability (interrater, 
test–retest, internal consistency, long term recall 
of symptoms) and validity (criterion-oriented, 
construct, discriminative that compares ED cases 
to no cases, and convergence with similar con-
structs and daily food records) of the EDE (Berg 
et al. 2012). The lowest reliability coefficients 
for internal consistency have been found for the 
four subscales in samples with BED or commu-
nity-based samples, whereas the highest internal 
consistencies are reported for samples of females 
with full and subthreshold AN and BN (Berg 
et al. 2012). However, published studies have 
not examined the interrater reliability of scores 
on items that assess laxative and diuretic use or 

excessive exercise. Construct validity for the fac-
tor structure of the EDE also shows that of three 
studies conducted, none have successfully repli-
cated the original four-factor model of the inter-
view (Berg et al. 2012). In one study, a two-factor 
model was the best fit with the first factor similar 
to restraint and the second factor, a combination 
of the other three subscales. A second study re-
ported a three-factor model (body dissatisfac-
tion, shape/weight overevaluation, and dietary 
restraint) (Grilo et al. 2010). Other studies report 
a one-factor model (weight and shape concern) 
(Bryne et al. 2010; Wade et al. 2008). Both the 
two- and three-factor models suggest that body 
dissatisfaction (i.e., shape/weight) is associated 
with normative discontent but overvaluation of 
shape and weight is associated with more pathol-
ogy (Grilo et al. 2010).

Low reliability coefficients for BED may have 
implications for African Americans who tend to 
experience binge eating and BED at higher rates 
than AN and BN. There is an obvious absence of 
data on the EDE with African American adults 
and adolescents for both males and females. Re-
search is especially needed on the psychometric 
properties of the EDE in clinical and nonclini-
cal samples of African heritage individuals. A 
version of the EDE has also been developed for 
children and adolescents (i.e., ChEDE) (Bryant-
Waugh et al. 1996).

Child Eating Disorder Examination 
(ChEDE)

The Child Eating Disorder Examination 12.0 
(ChEDE; Bryant-Waugh et al. 1996) is a semis-
tructured, interviewer-based measure designed to 
assess the major attitudinal and behavioral corre-
lates of EDs in children between 8 and 14 years of 
age. Similar to the adult version of the EDE inter-
view, the ChEDE yields four subscale scores (i.e., 
restraint (R), eating concern (EC), weight concern 
(WC), shape concern (SC), and a global score that 
assesses the overall severity of ED psychopathol-
ogy. In addition, the measure generates two forms 
of overeating: OBEs and SBEs. The OBE form 
involves an obvious large amount of food con-
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sumption, followed by a sense of loss of control 
over eating. SBEs involve consumption of a large 
amount of food that is seen as excessive by the in-
dividual but is not unambiguously large, and loss 
of control is present. Objective operating episodes 
(OOs) involves consumption of an unambigu-
ously large amount of food in the absence of loss 
of control over eating: objective overeating (OO) 
and subjective overeating (SO). OO refers to epi-
sodes without loss of control but a large amount of 
food is consumed. SO refers to episodes without 
loss of control but the amount of food is not rated 
as large by the interviewer. The ChEDE also in-
cludes diagnostic items that can be used to obtain 
a clinical diagnosis of an ED. Unlike the EDE, 
a card sort task to address overvaluation of body 
shape and weight is included in the ChEDE. Re-
spondents also complete a diary of events over the 
previous 4 weeks to help orient them to the period 
being examined. The wording was modified to in-
crease comprehension for younger children.

Studies of the ChEDE for youth with EDs 
have shown global and subscale scores compa-
rable to those observed in adult patients with EDs 
(Bryant-Waugh et al. 1996). Watkins et al. (2005) 
reported that the ChEDE had good basic psy-
chometric properties. The measure was found to 
have sensitive discriminative validity related to 
group classification. Cronbach alpha coefficients 
were R ( α = 0.80), EC ( α = 0.91), WC ( α = 0.90), 
and SC ( α = 0.88). Similar to the EDE, as of this 
date, studies have not been published that exam-
ine the psychometric properties of the ChEDE 
with African-descent children.

Clinical Eating Disorder Rating 
Instrument (CEDRI)

The Clinical Eating Disorders Rating Instrument 
(CEDRI; Palmer et al. 1987) is a semistructured 
interview designed to be administered by a clini-
cian to assess the behaviors and beliefs related 
to AN and BN with adults and adolescents. The 
interviewer rates eating attitudes, behaviors, and 
general psychopathology. The interview has been 
shown to discriminate between the clinically eat-
ing disordered and dieters without EDs (Palmer 

et al. 1996). Adequate interrater reliability has 
been demonstrated (Palmer et al. 1987). There 
is little published research on this interview with 
European American samples and an absence of 
research with African-heritage samples.

Interview for Diagnosis of Eating 
Disorders-IV (IDED)

The Interview for Diagnosis of Eating Disorders 
(IDED; Kutlesic et al. 1998) was originally de-
veloped by Williamson (1990) using DSM-II-R 
criteria and has undergone three revisions. The 
fourth version or current form is the IDED-IV 
(Kutlsic et al. 1998). This is a quick method to 
screen for EDs with adults and adolescents. The 
IDED is a semistructured interview designed to 
differentially diagnose AN, BN, EDNOS, and 
BED according to DSM-IV criteria. The inter-
view consists of 20 items (symptoms) and uses 
a five-point Likert scale. Items are summed for 
each subscale and a total score calculated based 
on summing the subscale scores. If all ratings 
within a subscale are 3 or higher, a diagnosis 
of BN, AN, or BE is determined. Kutlesic et al. 
(1998) present four studies that discuss psycho-
metric properties of the interview. It has been 
shown to have good internal consistency with 
Cronbach α = AN (0.75), BED (0.96), and BN 
(0.75). This more recent version inquires about 
demographics and ED history. There seems to be 
limited psychometric data available for the IDED 
for European American samples and the inter-
view has not been empirically examined with 
black or African-heritage samples.

Structured Interview for Anorexic 
and Bulimic Disorders of Expert  
Ratings (SIAB-EX)

The Structured Interview of Anorexic and Bulim-
ic Disorders of Expert Ratings (SIAB-EX; Fich-
ter et al. 1991) is the most recent (third) version 
of the SIAB-EX and consists of 87 items. Twenty 
of these items are used to provide a diagnosis 
according to ICD-ID or DSM-IV criteria. The 
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majority of the items are coded on a 5-point scale 
ranging from 0 (symptom/problems not present) 
to 4 (symptoms/problem very severely present). 
The content includes all topics relevant to EDs 
and symptoms of emotional disturbance associ-
ated with EDs (e.g., anxiety, depression, and sub-
stance abuse). The interview can be used with all 
individuals who are thought to have an ED. The 
interview can also be used in epidemiologic re-
search (i.e., SIAB self-rating version). Computer 
algorithms are able to compute sum scores and 
diagnostic classifications. The SIAB-EX covers 
a wider range of symptoms than the EDE (Fich-
ter and Quadflieg 2001) and follows the DSM-IV 
more strictly. Current expression of symptoms, 
most symptoms ever experienced in the past, 
and lifetime expression of symptoms are as-
sessed. Each item has clearly defined symptoms 
and criteria and case examples used for scoring. 
Unlike the EDE, the factor analytic approach is 
used by this schedule from the start (Fichter and 
Quadflieg 2001). The SIAB-EX consists of six 
subscales: body image and thinness ideal, gen-
eral psychopathology/past and general psycho-
pathology and social integration (GenPsySoc; 
current), sexuality and social integration (past) 
and sexuality (Sex; current), bulimic symptoms, 
inappropriate compensatory behaviors to coun-
teract weight gain, fasting, substance abuse, 
(compensatory behavior), and atypical binges. A 
manual that defines each item and item score can 
be used to train clinical interviewers. The SIAB-
EX provides a computer algorithm for the diag-
nosis of BED according to DSM-IV criteria and 
other ED disturbances. Each item has clearly de-
fined symptoms and criteria and case examples. 
However psychometric data for African heritage 
populations are nonexistent.

Self-Report Instruments

Several types of self-report measures have been 
published that can be used for varied purposes. 
Similar to interviews, self-report instruments 
can provide information that can assist clinicians 
with diagnostic decisions. They can also assess 
behavior or symptom changes as a function of 

an intervention/treatment or change in symp-
tomatology across time. Frequently viewed as a 
weakness of self-report is the finding that more 
dysfunction is endorsed on these instruments 
than in face-to-face interview contexts. Howev-
er, self-report instruments may benefit diagnosis 
and treatment planning by allowing the respon-
dent to avoid anxiety, shame, and embarrassment 
that can interfere with the provision of forthright 
responses. Table 13.1 contains self-report instru-
ments used to assess EDs that are discussed in 
this section.

The Eating Disorder Examination 
Questionnaire (EDE-Q)

The Eating Disorder Examination Questionnaire 
(EDE-Q; Fairburn and Beglin 1994) is a self-
report questionnaire derived from the interview-
EDE (described above; Fairburn and Cooper 
1993). The current version of the EDE-Q is the 
EDE-Q 60 (Fairburn and Beglin 2008). The 33-
item EDE-Q is basically the same as the EDE. 
This instrument also examines ED symptoms 
and attitudes for the past 28 days and contains 
the same four subscales: restraint (R), eating 
concern (EC), shape concern (SC), and weight 
concern (WC). The subscale and total scores are 
based on averages from 0 to 6, with higher scores 
reflecting greater pathology. Items related to the 
frequency of symptoms of binge eating and com-
pensatory behaviors for the past 28 days are also 
included. However the EDE-Q does not require 
special training and is more efficient for assess-
ment in clinical and nonclinical settings.

Research findings show good convergence be-
tween subscales of this instrument and the EDE 
interview ( r = 0.68–0.76) but participants score 
higher on the EDE-Q than the EDE interview 
(Berg et al. 2011). This agreement with the EDE 
is in measurement of attitudes and compensatory 
behavior for both eating-disordered and noneat-
ing-disordered samples. These findings suggest 
that the EDE-Q as compared to the EDE inter-
view overestimates the severity of eating psycho-
pathology (Black and Wilson 1996; Fairburn and 
Beglin 1994). Allen et al. (2011) evaluated the 
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factor structure of the instrument in community/
university and clinical samples and found that 
the original four-factor model was not supported. 
The best fit was a brief one-factor model con-
sisting of eight weight and shape concern items 
for community and eating disordered samples. 

They concluded that the EDE and EDE-Q are 
best at diagnosis and do not empirically assess 
degree or severity of ED symptoms well. Vander 
Wal et al. (2011) reported that only the Eating 
Concern (EC) subscale of the EDE-Q was suf-
ficient as a brief screening tool in the detection of 

Assessment name Disorder assessed Recommendations and/or relevant research 
findings

EDE-Q ED symptoms and attitudes Best for diagnostic classification; low reliability 
for BED; eating concern (EC) subscale good 
screening instrument. High scores may not indi-
cate disturbed behavior. Need psychometric data

EAT-40 and EAT-26 Eating attitudes and 
symptoms

Effective as a screening instrument in nonclinical 
settings; useful as an outcome measure in clinical 
populations. May not assess same construct for 
African and European heritage samples. Need for 
psychometric data

ChEAT Eating attitudes and dieting Designed for normal and underweight children; 
cutoff score may not be appropriate for all age 
levels

EDDS AN, BN, and BED Useful for clinical and nonclinical samples; brief 
and useful for diagnosing AN, BN, and BED; 
does not use the word “binge”. May not assess 
same construct for race/ethnic groups

EDI, EDI-2, and EDI-3 Traits related to AN and BN EDI-3 useful as a general or nonclinical screening 
instrument; interoceptive deficits scale is best 
predictor and DT no longer necessary. BD sub-
scale needs further research for construct validity

BULIT-R Bulimic symptomatology Good reliability. Strong in the assessment of 
BED. Evidence or comparability for race/ethnic 
groups

BES Features of binge eating Identifies nonbinging but weak at identifying 
those engaged in binging; more useful to identify 
psychopathology related to binge eating rather 
than the disorder. Appears to assess different 
constructs for African and European samples. 
BULIT-R measures binge eating

TFEQ, TFEQ-21, and 
TFEQ-RI8V2

Restraint Need more psychometric data with different 
samples. Atlas et al. (2002) found that restraint 
was less stable over time for African American 
females

MEBS Disturbed eating (AN, BN, 
BED, and EDNOS)

Can use with adults and children as young as 10 
years old. Lack of psychometric data and few 
studies with African heritage groups

SCOFF Eating Disorders A clinical cutoff has not been established. 
Research that examines psychometric properties 
is necessary. 
Moderate effectiveness as a screening instrument; 
detailed questions should follow positive results 
for the SCOFF. Need psychometric research with 
African heritage samples

QEWP, QEWP-R, QEWP-A, 
and QEWP = P

BED Psychometric data is needed with African heri-
tage samples

Table 13.1  Self-report instruments for EDs
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BED among populations with high rates of EDs. 
They suggest that the EC subscale can be use-
ful in office settings, with telephone screenings, 
and in epidemiological studies. Hrabosky and 
Grilo (2007) reported good internal validity for 
Black and Hispanic samples: R (0.84 and 0.79), 
EC (0.80 and 0.70), SC (0.92 and 0.90), and WC 
(0.84 and 0.83). Stojek and Fischer (2013) re-
ported a Cronbach alpha for EDE-Q-restraint of 
α = 0.80 at T1 of their study and α = 0.88 at T2 for 
an African American sample.

More recently, Kelly et al. (2012) provided 
EDE-Q norms for undergraduate Black women 
( N = 395), subscale scores, and clinical cutoff 
data which they compared to previously pub-
lished norms for two white samples (i.e., a white 
undergraduate and a community sample). The 
Cronbach alpha coefficients showed high reli-
ability and were comparable with those of pre-
vious publications (R) α = 0.82, (EC) α = 0.79, 
(WC) α = 0.88, (SC) α = 0.91, and (global pa-
thology) α = 0.91. Using a clinical cutoff score 
of ≥ 4 as indicative of clinically significant eat-
ing pathology the findings were similar to those 
of the white undergraduate female sample with 
the exception of WC which was significantly 
higher for the black sample. On the subscales, 
the black sample was similar to the white com-
munity sample as there were no differences be-
tween the groups. However, compared to the 
white undergraduates the black sample reported 
significantly less R and EC. There were no dif-
ferences on the other subscales or global pathol-
ogy. The black sample differed from both white 
samples on eating disordered behaviors. Com-
pared to their white undergraduate counterparts, 
fewer reported engaging in regular subjective 
binge eating and compensatory behaviors (e.g., 
self-induced vomiting and laxative or diuretic 
misuse). A similar picture emerged between 
black undergraduates and the white commu-
nity sample. As the black sample reported less 
participation in regular subjective or objective 
binge eating and compensatory behaviors (e.g., 
self-induced vomiting or excessive exercise). 
Interestingly, all participants endorsed EDE-Q 
scores at a similar percentage, however, black 
female undergraduates reported less dysfunc-

tional eating. This finding suggests that even 
when black females endorse eating concerns at a 
high level such scores may not necessarily indi-
cate problematic eating or compensatory behav-
iors. From a psychometric perspective, the test 
seems highly reliable although this cutoff score 
may not accurately predict the EDs and symp-
tomatology of black female undergraduates. 
The assessment of culturally-relevant variables 
along with the EDE-Q might provide more in-
sight into EDs for this group (e.g., acculturative 
stress and ethnic identity).

Eating Attitude Test-40 (EAT-40) and 
Eating Attitude Test-26 (EAT-26)

The original Eating Attitude Test-40 (EAT-40) 
was developed by Garner and Garfinkel (1979). 
The development of the EAT-40 instrument in-
volved the administration of the initial item set 
to two samples of females with anorexia and two 
control groups of females to identify attitudes 
and behaviors associated with AN (Garner and 
Garfinkel, 1979). The instrument uses a 6-point 
Likert scale format with the following response 
options: (1) always, (2) very often, (3) often, (4) 
sometimes, (5) rarely, and (6) never. The EAT has 
been shown to have moderate to good reliabil-
ity (coefficient α = 0.79) for an anorexic sample 
(Garner and Garfinkel 1979) and a high degree 
of internal consistency ( r = 0.94) with the iden-
tification of seven factors (Garner and Garfinkel 
1979). Items 1, 18, 19, 23, and 39 are scored 
6 = 3 points; 5 = 2 points; 4 = 1 point; and 3, 2, 
or 1 = 0 points. The remaining items are scored: 
1 = 2 points; 2 = 2 points; 3 = 1 point, and 4, 5, or 
6 = 0 points. The scores for each item differ from 
one another and the total score is the sum of each 
item. A total score of 30 was established as the 
cutoff for identifying individuals symptomatic 
with anorexia (Garner and Garfinkel 1979). That 
is, a total score higher than 30 is interpreted as 
indicative of an anorexic disorder. The EAT has 
been found to differentiate between nonanorex-
ics and anorexics and to identify college females 
with subclinical eating problems (e.g., Button and 
Whitehouse 1981; Garner and Garfinkel 1980).



20313 Assessing Eating Pathology in African Americans

The Eating Attitude Test-26 (EAT-26; Gar-
ner et al. 1982) was developed based on two 
females samples: female patients seen for con-
sultation related to AN ( N = 160) and a female 
comparison sample of freshman and sophomore 
college females of ( N = 140). The 40 items of 
the EAT were factor analyzed for the AN sample 
and yielded three factors: (a) dieting (relating to 
avoidance of high calorie food and preoccupa-
tion with thinness); (b) bulimia and food pre-
occupation (thoughts about food and bulimia); 
and (c) oral control (related to self-control of 
eating and pressure from others to gain weight). 
The 14 items not loading on the 3 factors were 
eliminated resulting in the EAT-26. Answers are 
also based on a six-point Likert scale (i.e., al-
ways = 3, usually = 2, often = 1, sometimes = 0, 
rarely = 0, never = 0). The question “enjoying 
trying new rich foods” is the only reverse-
scored item.

A cut-off score of 20 on the EAT correctly 
classified a similar proportion the AN group and 
comparison group (i.e., 84.9 % based on total 
score) and is the typical threshold cutoff for the 
presence of significant ED symptomatology. In-
tercorrelations showed that the EAT-26 is highly 
predictive of the total EAT-40 (i.e., 0.98). Fac-
tor I of the EAT-26 has the highest correlation 
with the total scale ( r = 0.93) followed by factor 
II ( r = 0.64) and factor III ( r = 0.60). The internal 
consistency reliability for the EAT-26 was high 
(i.e., α = 0.90). The authors proposed that the in-
strument can be used as an outcome measure in 
clinical populations or as a screening instrument 
in non-clinical settings. However the EAT-26 is 
often used as a screening instrument and has the 
same three subscales as the EAT-40.

Both the EAT-40 and EAT-26 have been wide-
ly used as screening instruments for disturbed 
eating and have been translated into several lan-
guages (e.g., Spanish, Portuguese, and Greek) 
and validated with different cultural groups (e.g., 
Brazilian, Greek, Malaysian, Turkish, Portu-
guese, and Spanish). The instruments have also 
been used with African American females, how-
ever, a review of the literature does not reveal a 
psychometric evaluation of either EAT measure 
with African-heritage Americans. Like the EDE 

and ChEDE, a child version of the EAT has also 
been developed for use with children.

Children’s Eating Attitude Test (ChEAT)

The Children’s Eating Attitude Test (ChEAT; 
Maloney et al. 1989) is a 26-item measure of 
children’s eating attitudes and dieting behav-
iors was primarily designed for normal weight 
children and underweight children with AN and 
BN. The scale uses a six-point Likert scale. The 
ChEAT was designed based on the Eating Atti-
tudes Test (EAT; Garner et al. 1982), which was 
developed and tested on adolescents and adults. 
Mahoney et al. (1988) modified the items of the 
EAT to make them more easily understood by 
children as young as 8 years old. Example ques-
tions include “I eat diet foods” and “I am terri-
fied of being overweight.” Validity testing of the 
ChEAT supports recoding scores such that the 
least three symptomatic responses (never, rarely, 
and sometimes) are recoded as 0, with often = 1, 
usually = 2, and the most symptomatic score al-
ways coded = 3. The total ChEAT score can range 
from 0 to 78. The cutoff point is 20. High scores 
(i.e., 20 points or more) indicate the presence 
of ED symptomatology. The ChEAT has shown 
adequate to good reliability. Among adolescent 
girls, internal consistency coefficients range from 
0.87 to 0.89 (Maloney et al. 1989). A 3-week test-
retest reliability coefficient of r = 0.81 has been 
demonstrated (Maloney et al. 1988). Concur-
rent validity of the ChEAT has been examined in 
several studies. ChEAT scores have significant, 
positive correlations with weight management 
( r = 0.36; p < 0.001) and body dissatisfaction 
( r = 0.39; p < 0.001) (Smolak and Levine 1994). 
ChEAT scores also have significant negative cor-
relations with body areas satisfaction (Cash 1997; 
Sancho et al. 2005). Smolak and Levine’s (1994) 
examination of the psychometric properties of 
the ChEAT with 308 middle school girls had ad-
equate reliability but a 23-item version yielded 
higher reliability. Factor analysis of the 26-item 
version revealed factors similar to the EAT but 
yielded an additional fourth factor (i.e., restrict-
ing and purging). Vander Wal and Thomas (2004) 
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reported an α of 0.74 for African American girls 
and 0.82 for Hispanic girls with a fourth- and 
fifth-grade inner city public school sample.

There is some evidence to suggest that the 
cutoff score of 20 may need further examina-
tion with culturally different populations. Escoto 
et al. (2010) called for more research related to a 
cutoff score of 20 because of differences noted 
between the percentage of Mexican children 
identified and the percentages detected in sam-
ples of other researchers. Sancho et al. (2005) 
used 17 or higher as an “experimental” cutoff in 
the Spanish version of the ChEAT and requested 
a lower cutoff in order to detect more students 
with eating problems (i.e., low sensitivity). The 
original cutoff for the EAT has been shown not to 
be accurate for all age groups and for certain ages 
a cutoff score of 25 is more appropriate (Erickson 
and Gerstle 2007). There is an absence of pub-
lished psychometric information with African 
heritage children for the ChEAT.

Eating Disorder Diagnostic Scale (EDDS)

The Eating Disorder Diagnostic Scale (EDDS; 
Stice et al. 2000) is a recently developed brief 
self-report measure for diagnosing AN, BN, and 
BED according to DSM-IV diagnostic (Ameri-
can Psychiatric Association 1994) criteria. The 
scale comprises 22 items that include Likert 
scores, dichotomous scores, frequency scores, 
and open-ended questions. The first four items, 
attitudinal symptoms of AN and BN in the past 3 
months (e.g., fear of fatness) are measured on a 
seven-point scale (0–6). The next four items as-
sess frequency of uncontrollable consumption of 
a large amount of food with attention on the days 
per week for a 6-month period (BED) and num-
ber of times per week for the past 3 months (BN). 
The third set of items measure the frequency of 
behaviors used to compensate for binge eating 
over the past 3 months (e.g., vomiting, laxative 
or diuretic use, fasting, and excessive exercise). 
The final items relate to weight and height, birth 
control pills and the menstrual cycle. A diagno-
sis is made of the three types of EDs and an ED 

symptom score that differentiates eating disor-
dered from healthy controls is generated. 

The EDDS is useful to assess eating problems 
for clinical and nonclinical samples. Interesting-
ly, the instrument does not use the word “binge” 
which may be especially helpful for African-
heritage respondents who interpret the word in 
a different way than the behavior (Fernandez 
et al. 2006). The measure can be used for diag-
nostic purposes and for ongoing assessment of 
symptomatology. The initial validation yielded 
test-retest reliability for the composite of 0.87 
and Cronbach’s α = 0.89. Mitchell and Mazzeo 
(2004) reported a strong internal consistency 
score (Cronbach α = 0.89). An examination of 
the psychometric features of the EDDS revealed 
high internal consistency for the full sample (full 
sample, α = 0.94), clinical sample ( α = 0.86), and 
nonclinical sample ( α = 0.87). Internal consis-
tencies of the symptom composite scores two 
weeks from baseline for clinical and nonclinical 
groups were ( α = 0.80) and ( α = .86), respectively. 
Excellent test-retest reliability based on scores 
made at baseline and 2 weeks later showed a 
kappa score of 0.86 for the eating disordered 
versus noneating disordered group. The accuracy 
rate was 0.95 showing almost a perfect relation-
ship from baseline to the second measurement. 
Criterion validity was based on the degree of 
agreement between EDDS diagnoses and inter-
view diagnoses with the EDE. Kappa agreement 
between the EDE and EDDS was 0.89. Sensitiv-
ity for AN and BN was above 0.95 but the sensi-
tivity for BED was low (0.57). The positive pre-
dictive value was also lower for BED (0.80) than 
AN (1.00) and BN (0.86). Adequate convergent 
validity with general (e.g., depression and body 
attitudes) and eating pathology (R, EC, WC, and 
SC) was shown for the EDDS composite score 
(Krabbenborg et al. 2012). Research with non-
clinical samples has shown evidence of the valid-
ity and reliability of the EDDS (Stice et al. 2000; 
Stice et al. 2004)—good test–retest reliability, 
content validity, criterion validity, and predic-
tive validity. A symptom composite cutoff score 
of 16.5 was used based on the sample. Research 
on this instrument focuses only on European and 
American non-Latino white female clients and 
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nonclinical samples. Studies should increase the 
generalizability of the use of the scale by exam-
ining the validity and reliability of the EDDS for 
African American men and women.

Eating Disorder Inventory (EDI-1, EDI-2, 
and EDI-3)

The Eating Disorders Inventory (EDI; Garner 
et al. 1983) was designed to assess behavioral 
and psychological traits related to AN and BN. 
The first version of the EDI consisted of 64 
items based on published research and empiri-
cal data and grouped into eight subscales: drive 
for thinness (DT), BN, interpersonal distrust 
(ID), interoceptive awareness (IA), perfection-
ism (P), maturity fears (MF), body dissatisfac-
tion (BD), and ineffectiveness (IE). Three of the 
subscales assess attitudes toward eating, weight, 
and body shape (DT, BN, BD) and the other 
five assess psychological characteristics related 
to EDs (ID, IA, ID, MF, IE). All three versions 
of the EDI require the respondent to rate each 
item on a six-point Likert scale using “always,” 
“usually,” “often,” “sometimes,” “rarely,” or 
“never.” These response options are coded into 
four response categories (0–3). A score of zero 
is assigned to the response farthest in the direc-
tion of “symptomatic.” The subscale scores can 
be added to obtain a total score or each subscale 
can be used separately. The total score is 192 and 
the cutoff score is 42 or less for the eight sub-
scales. Some researchers propose that the EDI is 
useful as a screening instrument in the general or 
nonclinical population. However others suggest 
that the EDI yields low specificity (i.e., does not 
differentiate EDs from other disorders), which 
can hinder the screening potential. Yet, the EDI 
successfully differentiates individuals with EDs 
from those free from EDs.

The second version or EDI-2 was published 
in 1991 and items increased from 64 to 91. 
These items include the original eight subscales 
and the addition of 27 new items grouped into 
three subscales that measure general features of 
EDs including: asceticism (AS), impulse regu-
lation (IR), and social insecurity (SI) (Garner 

1991). Psychometric weaknesses of the EDI 
include: an imbalance in positively and nega-
tively coded items, differences in the number of 
items assigned to subscales which can lead to 
acquiesence bias for culturally different respon-
dents, and an absence of factor analytic support 
or only moderate support for 8 factors on the 
EDI-1 and 11 factors on the EDI-2 (Podar and 
Allik, 2009).

The most recent revision of items from the 
EDI-2 is the EDI-3 (Garner 2004). The EDI-3 
consists of the same 91 items on the EDI-2, in-
cluding the same three subscales of eating disor-
dered symptoms (DT, BN, BD). The reliability 
scores from eating disordered samples are strong 
(Cronbach α=.90-.91; test-retest, r=.98) (Garner, 
2004; Wildes et al., 2010). However, criticisms 
of the factor structure of the EDI-2 resulted in a 
new factor analysis of the same scores providing 
new subscales consistent with current research 
and theory on EDs. The EDI-3 consists of gener-
al psychological trait subscales: low self-esteem 
(LSE), personal alienation (PA), interpersonal 
insecurity (II), interpersonal alienation, intero-
ceptive deficits, emotional dysregulation (ED), 
perfectionism (P), asceticism (AS), and maturity 
fear (MF). In this recent version, three response 
style indicators have been added (Garner 2004). 
The EDI-3 uses the six-choice format of the 
EDI-2 but the scores were changed from a 0–3 
to 0–4 format with the objective of enhancing 
the psychometric properties of the instrument for 
nonclinical samples. The discriminative validity 
and internal consistency are good and better than 
in the original development (Clausen et al. 2011). 
A confirmatory factor analysis basically support-
ed a grouping of eating problems in two general 
factor scores: a risk component and a component 
to assess pathological disturbance. Clausen et al. 
(2011) based their model fit on 90 item scores, 
rather than the 12 subscale sum scores which 
yielded a better fit than Garner (2004). Only one 
new item is in the EDI-3 compared to the EDI-2 
and the bulimia subscale is a strong predictor of 
a BN diagnosis. According to the receiver oper-
ating characteristic (ROC) analyses of Clausen 
et al. (2011), interoceptive deficits is the best pre-
dictor across all ED diagnostic groups, followed 
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by low self-esteem and personal alienation. They 
report that current use of drive for thinness (DT) 
is no longer necessary. Several studies have used 
subscales from versions of the EDI (e.g., DT, 
BD) with African American females.  However 
more psychometric research is needed.

The Bulimia Test—Revised (BULIT-R)

The Bulimia Test—Revised (BULIT-R; Thelen 
et al. 1991) is a 36-item, multiple-choice, self-
report, Likert-type scale used to measure the 
degree of bulimic symptomatology according 
to the DSM-III-R (American Psychiatric As-
sociation, 1987). Twenty-eight of the items are 
used to calculate a total score and there are no 
subscale scores on the instrument. All items are 
presented in a five-point, forced-choice format. 
Items are scored from 1 to 5 and a total score is 
obtained by summing across the 28 items. The 
scores can range from 28 (no symptoms) to 140 
(elevated symptoms), and 104 is considered a 
cutoff for classification of BN. Those who score 
above this level are categorized as more likely to 
receive a diagnosis of BN in an interview than 
those who score below this level. Thelen et al. 
(1991) reported that scores on the BULIT-R dis-
tinguish between those with and without BN. 
They also found that the 2-month estimated tem-
poral stability of scores on the scale was 0.95. 
Vander Wal et al. (2011) reported a specificity 
(100 %), sensitivity (96 %), positive predictive 
value (94 %), and negative predictive value 
(100 %) for the BULIT-R in the assessment of 
BED for a sample of overweight or obese indi-
viduals with BED and a control group with 26 
non-BED individuals.

In a comparison of Caucasian and African 
American samples, Atlas et al. (2002) used struc-
tural equation modeling and found that a model 
specifying a one-factor structure to the BULIT fit 
the data and the instrument was comparable for 
both groups of females (comparative fit index, 
CFI = 0.98, nonnormed fit index, NNFI = 0.97; 
indexes range from 0 to 1 and values above 0.90 
are indicative of a good fit).

Fernandes et al. (2006) examined the factor 
structure of the BULIT-R with African Ameri-
can, Asian American, Latino American, and Cau-
casian American college females ( N = 2671). The 
Cronbach alpha ( α = 0.92) for the African Ameri-
can subsample ( N = 192) shows strong reliability 
for the BULIT-R, and there were no differenc-
es on the clinical cut off of 104 for the groups. 
However, African Americans scored significant-
ly lower than the Caucasian subsample on the 
BULIT-R, demonstrating that African Americans 
reported fewer bulimic attitudes and behaviors 
than did Caucasians. The five factors presented 
in Thelen’s (1991) research were tested with con-
firmatory factor analysis (CFA) and found to be a 
poor fit for the data. Exploratory factor analyses 
were used to examine the factor structure of the 
instrument for each ethnic group. A six-factor so-
lution was best for the four groups. Within each 
group, six factors explained almost 60 % of the 
variance in scores for each group (59 % for Afri-
can Americans). A unique speed/amount of eating 
factor emerged for African and Asian Americans. 
Phrases or items that did not include the words 
“binge” or “binge eat” loaded on this factor, but 
questions that loaded on the binge factor did use 
these words. The discovery of two factors: one 
that uses the words binge or binge eating and one 
that does not but has a similar meaning is impor-
tant for the language used and how questions are 
interpreted. The control items loaded on the body 
image/control factor. The four purging behaviors 
loaded on two or three factors for African Ameri-
cans: vomiting/laxatives and diuretics. Unlike the 
other three groups, an exercise factor was not re-
vealed. In general the between group differences 
need further examination but the reliability score, 
size of the population and overall substantiation 
of binge behavior, body image, extreme weight 
loss, and compensatory behaviors were measured 
for African Americans.

Binge Eating Scale (BES)

The Binge Eating Scale (BES; Gormally et al. 
1982) is a 16-item self-report measure of binge 
eating that was developed to identify behavioral 
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and cognitive features of binge eating in obese 
individuals. Each item is associated with three 
or four statements with different weights and a 
final score that ranges from 0 to 46. The scale can 
be used to identify binge eaters, evaluate bing-
ing severity, and assess the impact of treatment. 
The scale can also be used to screen for BED 
(Greeno et al. 1995). The BES has been found 
to discriminate effectively among individuals 
with no (scores of 17 or lower), moderate (scores 
between 18 and 26), and severe binge eating 
problems (scores of 27 or higher; Gormally et al. 
1982). Developers of this measure report that it 
yields internally consistent scores (Cronbach’s 
α = 0.85) (Gormally et al. 1982).

Timmerman (1999) examined the validity of 
the BES with overweight binge eaters to assess 
severity of binge eating using food records. Se-
verity of a binge was measured by total number 
of binge calories, binge episodes, and binge days 
over 28 days. BES scores were moderately as-
sociated with subjective and objective binge eat-
ing severity but were not related to total calorie 
intake. The author concluded that the BES was 
unable to differentiate between subjective and 
objective binges; an important distinction for 
diagnostic and treatment purposes. Greeno et al. 
(1995) also reported that the BES may not ac-
curately identify binge eaters when binging or 
nonbinging classification is determined by the 
EDE semistructured interview. In their research, 
the BES correctly identified 92.9 % of nonbing-
ing participants but only 51.8 % of those identi-
fied as binging with the EDE. Despite this low 
agreement, the authors suggest that the BES may 
be a useful screening tool for those with severe 
binge eating behaviors. Other findings of low 
agreement between the BES and ED instruments 
(e.g., Gladis et al. 1998) suggest that the BES 
may identify psychopathology related to binge 
eating rather than evidence of the specific disor-
der even with high scores. However, the scale is 
inadequate for diagnostic decisions which always 
requires an interview.

A Portuguese version of the BES has been 
found to be effective or useful in the assessment 
of binge ED in a clinical sample of obese Brazil-
ian women. Using a cutoff score of 17 the scale 

was compared to the Structured Clinical Inter-
view for the DSM-IV. A sensitivity of 97.8 %, 
specificity of 47.7 %, positive predictive value of 
66.7 %, and negative predictive value of 95.3 % 
were found. Test–retest reliability after 121 days 
was 0.66 measured by kappa statistics and Cron-
bach alpha was 0.89 (Freitas et al. 2006). Webb 
and Hardin (2012) reported an internal consis-
tency of α = 0.88 for a sample of 134 first-time, 
first-year undergraduates of which 40 % were 
black/African American. Mitchell and Mazzeo 
(2004) reported a Cronbachs alpha of 0.91 for a 
nonclinical college sample with white and Afri-
can American females.

Three-Factor Eating Questionnaire 
(TFEQ, TFEQ-21,TFEQ-R18V2)

The Three-Factor Eating Questionnaire (TFEQ; 
Stunkard and Messick 1985) previously known 
as the Eating Inventory (EI) was created to im-
prove upon weaknesses of the Restraint Scale 
(RS). The TFEQ consists of 51 items that mea-
sure cognitive restraint (21 items), disinhibition 
(16 items), and hunger (14 items). Cognitive re-
straint seems to assess a dieting to disinhibition-
of-restraint sequence (Marcus and Wing, 1983), 
and hunger relates to dieting but predicts binge 
eating (Stunkard and Messick 1985). Responses 
are scored 0–1 and summed. Higher scores indi-
cate higher levels of restrained eating, disinhib-
ited eating, and predisposition to hunger. Mazzeo 
et al. (2003) investigated the internal structure of 
the TFEQ or EI with confirmatory factor analy-
sis and found that the original three-factor model 
that was proposed fit poorly with the data. Fac-
tor loadings on the TFEQ-R (i.e., cognitive re-
straint) were the most difficult to interpret. The 
TFEQ has been found to have good reliability, 
with coefficient alphas ranging from 0.79 to 0.84 
for a sample of dieters and from 0.84 to 0.92 for 
nondieters (Stunkard and Messick 1985). The 
TFEQ has also been found to perform similarly 
for African American and Caucasian undergradu-
ates (Atlas et al. 2002). Bardone-Cone and Boyd 
(2007) also found high reliability (> 0.80) for 
the instrument at baseline and good reliability 
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(> 0.76) at the second measurement 5 months 
later with the exception of the instability shown 
on subjective binge eating and dietary restraint 
for the African American sample. There was also 
evidence of convergent and discriminant validity 
for the TFEQ. For instance, dietary restraint mea-
sures were more highly related to each other than 
with bulimic symptom measures for both groups 
and measures of bulimic symptoms were more 
strongly related with each other than with dietary 
restraint.

The TFEQ-R21 is a more psychometrically 
sound version of the restraint subscale of the 
TFEQ that also comprises three subscales that as-
sess cognitive restraint (tendency to control fool 
in order to modify shape and weight), uncon-
trolled eating (tendency to lose control over eat-
ing or when exposed to food stimuli), and emo-
tional eating (propensity to engage in overeating 
when experiencing negative affect or mood). The 
instrument consists of 20 items rated to a four-
point scale (i.e., definitely true/mostly true/most-
ly false/definitely false) and one one eight-point 
item. The scores are summed to provide scale 
scores and the raw scores are converted with a 
0–100 scale. Higher scores indicate higher levels 
of cognitive restraint (CR), uncontrolled eating 
(UE), and emotional eating (EE).

The TFEQ-R18V2 is revised from the original 
21-item instrument and comprises three subscales 
that measure cognitive restraint, uncontrolled 
eating, and emotional eating. Scores are derived 
from ratings of how true 18 statements are for re-
spondents. The TFEQ-R18V2 has shown a stable 
or strong factor structure and good reliability. 
Three items were removed from the CR item set 
(CFI = 0.91). A Cronbach alpha of 0.78–0.94 was 
shown (Cappelleri et al. 2009). The relation be-
tween CR and body mass index (BMI) seems to 
depend upon attributes of the sample (e.g., obese 
vs. nonobese; healthy vs. diabetes). Only one 
study by Atlas et al. 2002 has examined the reli-
ability, validity, and factor structure of the TFEQ 
with an African American sample. Many more 
studies are needed with different ethnic groups 
within the African heritage population to gauge 
the relevance of these findings with revisions of 
this measure.

Minnesota Eating Behavior Survey 
(MEBS)

The Minnesota Eating Behavior Survey (MEBS; 
Klump et al. 2000; von Ransom et al. 2005) orig-
inally known as the Minnesota Eating Disorder 
Inventory, is a 30-item self-report instrument that 
uses four subscales to assess disturbed eating: 
body dissatisfaction, weight preoccupation, com-
pensatory behavior, and binge eating. The scale 
was originally designed to provide indicators of 
behavioral and attitudinal symptoms associated 
with AN, BN, and BED associated with EDNOS 
diagnostic categories. Items assessing eating dis-
ordered cognitions and behaviors from the BD, 
BN, and DT subscales of the EDI (Garner et al. 
1983) and two behavioral items from the IA sub-
scale along with five additional items to assess 
compensatory behavior not already specific to 
the EDI constituted the item set. The language 
of the items were modified for comprehension 
by children as young as 10 years old. The direc-
tions ask respondents to circle “True” or “False” 
with “T” and “F” corresponding to each item. 
If the item is endorsed in the disordered direc-
tion the item receives one point and no point if 
answered in the nondisordered direction. Four 
items are reverse scored and the total MEBS 
score is derived from the sum of scores from the 
30 items. Subscale scores are also derived from 
summing scores associated with each subscale. 
The response format was changed to a four-point 
scale (“definitely true,” “probably true,” “prob-
ably false,” or “definitely false”) 3 years after the 
original format. The MEBS has been shown to 
have internal consistency scores that range from 
0.71 to 0.85 across the four subscales and moder-
ate to high concurrent validity (von Ranson et al. 
2005). The two primary cognitive/affective sub-
scales are body dissatisfaction and weight preoc-
cupation. The two primarily behavioral subscales 
are binge eating and compensatory behaviors 
(Klump et al. 2000; Marmorstein et al. 2007). 
A clinical cutoff score has not been determined 
for the MEBS. However, Harrell et al. (2009) ex-
amined family history of alcoholism disordered 
eating and depressive symptoms as predictors of 
college female alcohol concerns and found the 
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sample showed a range of eating symptoms (i.e., 
range = 0–29; M = 8.43; SD = 6.43. Six percent 
indicated significant levels of disordered eating 
with MEBS total scores of 20 points or higher. In 
addition, 27 women or 9 % scored a 5 or higher 
on the binge eating subscale suggesting signifi-
cant dysfunction for some in the sample. The 
MEBS showed high internal consistency in this 
college female sample ( α = 0.89). Reporting psy-
chometric properties of the MEBS for a Cana-
dian university female sample, von Ranson et al. 
(2007) reported a coefficient alpha of 0.92 for the 
total scale and coefficient alphas of 0.80 or better 
for three of the subscales but a low internal con-
sistency for the compensatory behavior subscale 
( α < 0.60). There is an absence of research on the 
psychometric properties of the MEBS. Validity, 
reliability, and factor structure information are 
needed for samples of adults and children of di-
verse race/ethnic groups.

SCOFF Interview/Questionnaire

The SCOFF questionnaire (SCOFF; Morgan 
et al. 1999) is a brief self-report instrument for 
ED screening that was developed in the UK. Five 
questions addressing the main symptoms of AN 
and BN were determined with focus groups com-
prised of adult female ED patients between 18 
and 45 years of age who were referrals from a 
specialty clinic ( N = 116; i.e., AN and BN diag-
noses according to the DSM-IV criteria) and ED 
experts. College students free from EDs between 
18 and 39 years old served as the control group 
( N = 96). Patients and members of the college 
control group were presented with the questions 
orally. They also completed the EDI and Bulimic 
Investigatory Test (BITE, a self-rating scale for 
BN). The acronym SCOFF is based on the letters 
in each of the five questions:
• Do you make yourself Sick because you feel 

uncomfortably full?
• Do you worry that you have lost Control over 

how much you eat?
• Have you recently lost more than One stone 

(14 lb) in a 3-month period?

• Do you believe yourself to be Fat when others 
say you are too thin?

• Would you say that Food dominates your life?
A threshold or cutoff set at two or more ques-
tions for all five questions yielded a 100 % sen-
sitivity (i.e., proportion of persons detected posi-
tive for the disorder) for AN (94–100 %) and BN 
(92.6–100 %), individually and when joined (AN 
and BN; 96.9–100 %) with a specificity (i.e., pro-
portion of persons without diagnosis detected as 
negative) of 87.5 % for the control participants.

In a primary care assessment study, using 
the two or more question cutoff, the SCOFF de-
tected all four cases of AN and BN and seven 
out of nine cases of EDNOS (Luck et al. 2002). 
A sensitivity of 84.6 % was found. Out of the 
328 women who reported the absence of an 
ED the SCOFF indicated 34 false positives. 
The measure showed a specificity of 89.6 % 
(86.3–92.9 %), positive predictive value of 
24.4 % (12.9–39.5 %), and negative predictive 
value of 99.3 % (97.6–99.9 %). The results sug-
gest that the instrument is effective in assess-
ment in primary care settings. The SCOFF may 
not be as suitable to detect patients who do not 
meet full criteria for AN or BN. The low posi-
tive predictive value stems from the low prev-
alence of EDs in the sample. However, Mond 
et al. (2008) compared the SCOFF and EDE-Q 
in a primary care sample of young women and 
found that the EDE-Q performed somewhat 
better in screening for ED cases (EDE-Q, sen-
sitivity = 0.80, specificity = 0.80, and positive 
predictive value = 0.44) than the SCOFF (sensi-
tivity = 0.72, specificity = 0.73, and positive pre-
dictive value = 0.35). The EDE-Q was also less 
vulnerable to the effects of body weight and age 
variation than the SCOFF. The authors recom-
mend that any positive results with the SCOFF 
should follow with additional questions rather 
than immediate referral. Research also shows 
that the SCOFF is reliable in both oral inter-
view and written formats, although participants 
showed higher scores with the written than the 
oral delivery, despite the order in which they 
were provided (Perry et al. 2002). The SCOFF 
has not been used with African heritage groups.
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Questionnaire of Eating and Weight 
Patterns (QEWP, QEWP-R, QEWP-A, 
QEWP-P)

The Questionnaire of Eating and Weight Patterns 
(QEWP; Spitzer et al. 1992) was developed to as-
sess aspects of BED as presented as a provisional 
diagnosis in the DSM-IV. The instrument con-
sists of 12 stem items and several are followed 
with items to obtain greater detail. Most items are 
rated on a two-point scale with a “yes” and “no” 
response. Other items are rated on a five-point 
scale. Items that request “how often behaviors 
occur” are responded to with five options: less 
than 1 day/week, 1 day/week, 2 or 3 days/week, 
4 or 5 days/week, and almost every day. Items 
that request information about “feeling bad” also 
have five response options: not bad at all, just a 
little bad, pretty bad, very bad, and very, very 
bad. The items are grouped into three diagnostic 
categories: no diagnosis, nonclinical binging, and 
BED. In a sample of 52 self-referred binge eat-
ers and 52 control participants (19–75 years old), 
test–retest reliability after 3 weeks with 39 self-
referred and 40 control group individuals showed 
a kappa of (0.58). The probability of binge eat-
ing for the BED group at 1 week and 3 weeks 
yielded a correlation of ( r = 0.70). At 1 week the 
sensitivity was 0.71 %, specificity was 0.69 %, 
and predictive efficiency value was 0.71 %. At 3 
weeks, the sensitivity was 0.82 %, specificity was 
0.63 %, and predictive efficiency value (0.74 %) 
(Nangle et al. 1994).

The QEWP-A and QEWP-P are modified ver-
sions of the QEWP.

The Adolescent Version–Questionnaire 
of Eating and Weight Patterns (QEWP-A)

The Adolescent Version of the Questionnaire of 
Eating and Weight Patterns (QEWP-A; Johnson 
et al. 1999; Johnson et al. 2000). This measure 
was adapted from the QEWP to assess binge eat-
ing in adolescents and consists of 13 items that 
relate to behavioral symptoms of BED. The mod-
ification involved combining two original items 
into one which reduced the item pool from 13 to 1. 

The language was also modified to make suitable 
for an adolescent population. Some response op-
tions are on a two-point scale, “yes”/“no”. Other 
options are on a five-point scale. Adolescents are 
classified the same as with the QEWP (no diag-
nosis, nonclinical binge eating, and BED.). The 
test–retest reliability of the QEWP-A was de-
termined in a study with 12–18 year-old males 
and females (Johnson et al. 2001). The reliability 
was more stable for males than females, 33 % of 
females changed from an initial classification of 
nonclinical binge eating to no diagnosis (Johnson 
et al. 2000). Concurrent validity was assessed by 
using the QEWP-A to predict depression and eat-
ing attitudes with the ChEAT. Participants classi-
fied with BED according to the QEWP-A show 
higher scores on a depression measure and eating 
attitudes measured with the ChEAT.

The Parent Version–Questionnaire of 
Eating and Weight Patterns (QEWP-P)

The Parent Version of the Questionnaire of Eat-
ing and Weight Patterns (QEWP-P; Johnson 
et al. 1999) is based on the QEWP and uses 
the same questions as the QEWP-A. The items 
were modified for parents to refer to their chil-
dren (e.g., During the past 6 months did your 
child…). Their seems to be a low concordance 
between the QEWP-A and QEWP-P (Johnson 
et al. 1999). The two measures showed good 
agreement for an absence of disturbed eating be-
havior but were not found to be concordant as 
regards type of binge eating, overeating episodes, 
or compensatory weight control behaviors in a 6 
month period. Steinberg et al. (2004) also found 
poor agreement for the QEWP-P and QEWP-A 
in a study with 142 overweight and 121 normal 
weight children between 6 and 12 years old. 
Children categorized by parents as engaging in 
binge eating, having greater body adiposity, eat-
ing cognitions, body dissatisfaction, and parent 
reported problems than children not engaging in 
overeating or simple overeating according to the 
QEWP-P but children categorized by their own 
reports (QEWP-A) as engaging in no overeating, 
simple overeating or binge eating did not differ 
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in body composition or in eating and general 
psychological problems. Jones and Cook-Cotton 
(2013) reported a Cronbach alpha for the QEWP-
A of 0.70 for African American adolescents.

Recommendations and Conclusion

This chapter has presented a sample of the nu-
merous interview and self-report instruments 
that have been developed to assess eating pa-
thology with adults, adolescents, and children. 
The instruments vary in reliability, validity, and 
whether empirical data yield a factor structure 
consistent with the original theoretical and em-
pirical framework. Clinical interviews are most 
appropriate for diagnostic purposes but are 
costly, time consuming, and require carefully 
trained interviewers, and therefore, may be less 
suitable for screening needs, evaluation out-
comes, or clinical research studies. Likewise, 
screening instruments are brief, economical, 
and can be used in settings that reach a broad 
number of individuals who may need assistance 
with EDs (e.g., primary care settings) but should 
not be used for diagnostic classification without 
an interview.

The overwhelming majority of interviews and 
instruments have not been empirically evaluated 
in terms of reliability, validity, and factor struc-
ture relevant for African heritage populations. 
A review of the literature reveals that between 
2002 and 2012, approximately seven studies 
have been published that examine the psycho-
metric properties of self-report instruments and 
interviews that are used with samples of African 
heritage. Of this limited number of studies, it ap-
pears that the self-report instruments vary in their 
reliability and accuracy with groups other than 
those for which they were normed. It is hoped 
that this chapter will encourage researchers to 
move to conduct research on ED assessment 
with African-descended Americans. Given pro-
posed diagnostic changes in the new DSM-V, it 
is important that any forthcoming modifications 
in ED assessments associated with the new diag-
noses incorporate psychometric information for 
this population. At this point, however, research-

ers can benefit by including additional scales that 
have been shown to assess cultural factors asso-
ciated with eating disordered behavior among 
African-descended Americans (e.g., accultura-
tive stress, general stress, stage of racial identity, 
ethnic identity, and race and gender microag-
gressions). Researchers should also incorporate 
other variables such as socioeconomic status 
and objective indicators of BMI in evaluations 
of the factor structure, reliability, and validity of 
instruments. It is also important that samples of 
men, children, and noncollege populations are 
included in studies that examine the psycho-
metrics characteristics of current instruments. 
For instance, Kelly et al. (2012) recently found 
that several of the instruments that researchers 
use most often to assess eating attitudes and 
behaviors with African heritage samples do not 
assess the same underlying constructs. CFA did 
not support invariance of factor loadings for the 
EDDS and EDI (BD and DT subscales), EAT-
26, and BES suggesting that these instruments 
measure different constructs for African-heritage 
Americans and European-heritage Americans. 
African American women also scored differently 
than their European heritage peers on the ED 
measures that CFA supported invariance of the 
loadings (e.g., BULIT-R). Interestingly, the ma-
jority of the 18 studies in O’Neill’s (2003) analy-
sis used BD and DT subscales of the EDI and 
the EAT-26 to assess disturbed eating behavior 
and attitudes. As we move to increase our aware-
ness of ED risk beyond members of mainstream 
American culture, it is important to begin with 
an examination of the constructs that we mea-
sure to determine their relevance for other cul-
tural groups.
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vulnerable to an evaluator’s subjective judgment 
(Ziegenbein et al. 2008; Farmer 2000).

Perhaps one of the most potentially problem-
atic issues in PD assessment is bias. Broadly 
speaking, biased PD measurement can occur at 
any point in the assessment process including 
within the testing instrument, during administra-
tion, and in interpretation of scores. Researchers 
and test developers have addressed bias through 
various means including outlining more explicit 
and encompassing PD criteria, designing tests 
founded in psychological theories of PD, and 
conducting studies to examine tests’ psychomet-
ric properties. However, it is important to note 
that these modifications arise from European 
American cultural influences (Okazaki and Sue 
2003). For example, the majority of commonly 
used PD assessment instruments have been writ-
ten by European Americans. Personality theories 
refer to conceptualizations of PD in European 
American culture. And psychometric studies 
have been conducted with predominantly Eu-
ropean American samples. So, despite these 
modifications, one cannot assume that traditional 
PD assessment is equivalent for non-European 
Americans. Moreover, there is a risk for misdiag-
nosis in these groups (Dana 2000).

Misdiagnosing PD in non-European American 
ethnic groups is a serious issue (Dana 2000). 
Overpathologizing occurs when an individual’s 
personality traits thought to be deviant or impair-
ing are, in fact, reflections of a unique cultural 
or ethnic background. Underpathologizing due to 
inaccurate interpretation or misunderstanding of 

Introduction

The practice of assessing personality pathol-
ogy has greatly improved since its inception. 
Though still imperfect, PD assessment contin-
ues to evolve through enhanced understanding 
of human behavior and the development of pre-
cise measurement tools founded in sound scien-
tific research (Clark et al. 1997; Gabbard 2005; 
Widiger and Samuel 2005). Despite these ad-
vances, personality is a multifaceted construct, 
intricately tied to the myriad factors that under-
lie human nature, including family environment, 
genetics, and culture. Both the presentation and 
perception of personality are transactionally re-
lated to these factors, rendering the assessment 
of PD a highly complex endeavor. Though sci-
entific rigor bolsters the validity of newer and 
revised assessment instruments, clear delinea-
tions of normal versus pathological remain elu-
sive and highly subject to predominant cultural 
norms. Countless complex behaviors contribute 
to the presentation of PD, and the rater—not the 
assessment instrument—ultimately makes the 
diagnostic decisions. As such, the process of as-
sessing an individual for PD may be particularly 
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the respondent’s culture is also problematic. In 
either case, biased PD assessment may preclude 
an accurate diagnosis, ultimately delaying or 
preventing intervention and resource allocation 
where truly needed. Given the long-standing, 
functionally impairing nature of PD, as well as 
the stigma and weighty decisions often associat-
ed with a PD diagnosis, precision in assessment 
is crucial (Widiger and Samuel 2005).

Though some have viewed the field of psy-
chology as less than culturally sensitive (Hall 
1997), there has been a recent call to consider 
cross-cultural factors in psychological assess-
ment (American Psychiatric Association 2000; 
American Psychological Association 2003; Stuart 
2004). Research within this context has taken 
the perspective that sociocultural factors are en-
trenched with conceptualizations of personal-
ity and likely influence the assessment practice. 
These studies have examined the appropriateness 
of use of extant PD assessment measures with 
specific cultural and ethnic minority groups. The 
ethnic minority group of most focused empirical 
attention is African Americans. Findings suggest 
that some PD assessment tools show promise as 
valid measures of PD in African Americans, but 
it is also clear that empirical literature in this area 
is lacking. To avoid biased assessment of Afri-
can Americans, clinical and research evaluators 
would benefit from a comprehensive review of 
the major PD assessment instruments with em-
pirical data backing their use in this ethnic minor-
ity group.

Against this background, this chapter will 
focus on the major PD assessment instruments 
that have been empirically evaluated for their 
valid use with African Americans. First, sociocul-
tural issues unique to African Americans will be 
discussed, with particular attention paid to those 
issues that impact the presentation and perception 
of PD. Next, the concept of PD and classifica-
tion will be explained along with an overview of 
assessment tools available, including self-report 
measures and semistructured interviews. Follow-
ing a discussion of test bias evaluation methods, 
the major PD assessments with established psy-
chometric studies in African American samples 
and those assessments that show promise for use 

with this group will be reviewed. This review 
will be the main focus of the chapter and will 
include major findings on the validity, reliabil-
ity, bias, and utility of these instruments. Finally, 
recommendations regarding PD assessment with 
African Americans for both clinical and research 
fields will conclude the chapter. At this point, 
we also wish to point out that although there has 
been significant advances in the assessment of 
PD in children and adolescents over the last de-
cade (Sharp et al. 2012b; Sharp and Kine 2008), 
the current chapter will focus exclusively on PD 
assessment in adults.

Overview of Issues Related to Mental 
Health in African Americans

African Americans represent 13.6 % of the popu-
lation, the largest ethnic minority group in the 
USA (U.S. Census Bureau 2010). Over recent de-
cades, the African American population in gen-
eral is becoming more diverse. Black Americans 
vary in regards to social status and level of edu-
cation. The social and economic standing of Af-
rican Americans has improved such that a robust 
African American middle class has emerged (Sue 
and Sue 2008). But despite these changes, a num-
ber of social issues including low socioeconomic 
status (SES), racial discrimination, and health 
disparities continue to negatively impact the lives 
of African Americans (Mays et al. 2007).

Economically, African Americans have tradi-
tionally been disadvantaged with 24.7 % of this 
population living below the poverty line (U.S. 
Census Bureau 2010). Compared with European 
Americans, African Americans have a three-
fold increase in rates of poverty (Williams and 
Williams-Morris 2000). Poverty is tied to a num-
ber of social problems such as low educational 
attainment, health problems, family hardship, 
increased rates of crime, and low psychologi-
cal functioning (McLoyd 1998). Moreover, the 
net worth of Caucasian Americans is ten times 
more than that of African Americans and they 
enjoy higher SES (U.S. Census Bureau 2010). 
Low SES is linked to many problems, including 
poor mental health. In fact, adults with the lowest 
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SES are nearly three times more likely to have a 
psychiatric condition than adults with the highest 
SES (Holzer et al. 1986; Hudson 2005; Robins 
and Regier 1991).

Though an apparent decrease in racial dis-
crimination has been observed since 1960, dis-
crimination against African Americans continues 
to be a serious issue in the USA. William and 
Williams-Morris (2000) provided data on ste-
reotypes that European Americans commonly 
hold about African Americans. These included 
beliefs that black Americans were unintelligent, 
prone to violence, and prefer state-assisted fund-
ing like welfare to getting a job. Compared with 
stereotypes against other ethnic groups like Asian 
Americans and Hispanic Americans, the view-
points against African Americans were decidedly 
more negative.

A study conducted by Kessler et al. (1999) 
found that 49 % of the African Americans in the 
sample experienced at least one instance of overt 
racial discrimination (e.g., racial profiling by po-
lice, receiving substandard services, etc.) and a 
surprisingly 81 % of the sample reported experi-
encing less overt forms of racial discrimination 
(e.g., subtle stereotyping). These negative atti-
tudes affect hiring and lead to negative treatment 
of African Americans in the work place and in 
school (Neckerman and Kirschenman 1991). 
They also affect the general well-being of Afri-
can Americans (Williams et al. 1997).

Another particularly debilitating effect of rac-
ism is its effect on psychological functioning 
(Sellers et al. 2006; Sellers and Shelton 2003; 
Williams et al. 2003). Studies have shown that 
chronic exposure to racial discrimination leads to 
stress and increased emotional reactivity (Sellers 
et al. 2003; Fang and Myers 2001). Other studies 
have found that exposure to racial discrimination 
is linked to higher levels of paranoia (Frueh et al. 
1996) and depression, obsessive-compulsive dis-
order, and anxiety disorder (Kessler et al. 1999; 
Klonoff et al. 1999). It is clear that the issues that 
African Americans may face living in the USA 
can negatively impact psychological well-being 
and lead to serious mental health problems. De-
spite this elevated risk, there is generally lower 
usage of outpatient mental health care in African 

American populations compared with European 
Americans (Alegría et al. 2002; Harris et al. 
2005).

A number of factors may contribute to these 
low consumption rates of mental health services. 
Some studies have found that African Ameri-
can clients reported feeling distrustful of mental 
health care personnel (Thompson et al. 2004) or 
that the psychological services received did not 
resonate with their needs, leaving them with-
out effective solutions (Adebimpe 1984; Carter 
1991). Muntaner and Parsons (1996) cited low 
insurance coverage as an additional hindrance. 
Some studies have found that there may be great-
er stigma associated with mental health prob-
lems in some African American communities 
compared with Caucasian communities which 
causes reluctance to seek psychiatric help (Link 
and Phelan 1999; Snowden 2001). Collectively, 
these factors suggest that African Americans with 
mental illness may not be receiving the services 
they need. For individuals whose mental illness 
is severe, this is a serious risk. One particularly 
debilitating class of psychiatric illness linked 
with especially low rates of mental health service 
consumption among African Americans is PD 
(Bender et al. 2007).

Personality Disorder

With the recent release of the newest Diagnos-
tic and Statistical Manual in 2013 (DSM-5; APA 
2013), experts within the fields of psychology 
and psychiatry continue to engage in a heated 
debate about how PDs should be classified. 
Initial proposals to revise the PD classification 
structure would have greatly altered the way PD 
is assessed, moving from a categorically based 
conceptualization of PD to a more dimension-
ally based taxonomy. However, the APA did 
not revise the DSM criteria according to the PD  
Workgroup’s recommendations, and therefore 
PD continues to be classified categorically. It 
should be noted that the Workgroup’s recommen-
dations were included in Section III (conditions 
requiring further research). A more thorough 
discussion of the major issues surrounding this 
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debate is beyond the scope of this chapter. (To 
seek additional information, see First 2005; Sh-
edler et al. 2010; Skodol et al. 2011; Widiger and 
Samuel 2005.)

According to the DSM-IV-TR (APA 2000), 
a PD is a constellation of stable pathological 
personality traits and symptomatology that sig-
nificantly impairs the inter- and intrapersonal 
functioning of an individual. The DSM-IV-TR 
classifies PDs into three types or clusters. Each 
cluster is grouped by the typical features that 
characterize the PD presentation. Cluster A in-
cludes PDs with odd or eccentric characteristics 
(Paranoid, Schizoid, and Schizotypal). Cluster B 
includes PDs with emotional, dramatic, or im-
pulsive characteristics (Antisocial, Borderline, 
Histrionic, and Narcissistic). Cluster C includes 
PDs with fearful or anxious characteristics (Ob-
sessive-Compulsive, Dependent, and Avoidant). 
A diagnosis of PD not otherwise specified (PD 
NOS) is given when an individual’s personality 
functioning is significantly reduced, causes clini-
cally significant impairment, but does not meet 
criteria for any of the ten specific PD types.

Aside from the requirement that PD traits are 
impairing, the DSM-IV-TR also indicates that 
they deviate significantly from societal norms. 
This requirement necessitates those norms first 
be defined and accepted (either implicitly or 
explicitly). In the USA, where the norms fol-
low predominantly European American societal 
trends, this could be a considerable issue for non-
European Americans or individuals raised in non-
European American-based cultures. The DSM-
IV-TR recognizes this issue and warns against 
diagnosing behaviors considered deviant accord-
ing to predominant cultural norms, but that are 
native or specifically relevant to the individual’s 
cultural origins (e.g., avoid diagnosing paranoid 
PD when behavior is evoked by perceived racial 
discrimination; APA 2000). However, the APA’s 
suggestions on considering cultural and ethnic 
group differences in assessing PD do not suffice 
in ensuring valid PD assessment. Comprehensive 
and unbiased PD assessment relies heavily on 
the expertise of informed and culturally sensitive 
evaluators that use well-validated and reliable 
PD assessment instruments (Dana 2000).

Personality Disorder Assessment: 
Instruments and Bias

Despite the functionally impairing nature of 
PD, the systematic and comprehensive assess-
ment of PD in clinical and research settings is 
not common practice (Michonski et al. 2012; 
Noblin et al. 2013; Sharp et al. 2012a). Instead, 
Axis I diagnoses are emphasized and PDs can 
be overlooked. Often times, however, an Axis I 
diagnosis does not fully explain an individual’s 
symptomatology, underlying the need for addi-
tional assessment of relevant psychopathology. 
In addition to providing a more comprehensive 
view of an individual’s psychological function-
ing, conducting an assessment of PD may help 
predict an individual’s response to intervention, 
what obstacles might be expected throughout 
treatment, or additional variables that should be 
accounted for in research (Widiger and Samuel 
2005). As such, it is highly recommended that 
PD be considered when conducting psychologi-
cal assessment (Sharp et al. 2012a; Widiger and 
Samuel 2005).

There are various tools that clinicians and 
researchers use to measure PD. These tools fall 
under three broad categories: self-report inven-
tories, interview-based schedules, and individual 
history as gathered from criminal and medical 
records and “important other”—rated (e.g., peer, 
partner, therapist, and parent) reports. In assess-
ing African Americans for PD, it is generally rec-
ommended that all three sources of information 
inform diagnostic decisions (Widiger and Boyd 
2009). However, the aim of this chapter is to 
provide information regarding the appropriate-
ness of employing commonly used, empirically 
researched assessment instruments with African 
Americans, so only self-report inventories and 
interview-based measures will be discussed in 
the remainder of the chapter.

Self-Report Inventories

Self-report measures of PD follow a highly struc-
tured format. Items that describe PD traits and 
other psychopathology are rated by the respon-
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dent depending on their level of self applicability. 
There are several advantages to using self-report 
PD inventories over other measurement types 
(Widiger and Boyd 2009; Widiger and Chaynes 
2003). Practically speaking, self-report inven-
tories are relatively quick and inexpensive to 
administer, allowing the evaluator to assess a 
wide range of behaviors and symptomatology 
in a short amount of time (Noblin et al. 2013). 
Furthermore, self-report inventories are heav-
ily researched, so their psychometric properties 
are better known relative to interview-based 
measures. But, there are also disadvantages to 
using self-report inventories. First, personality is 
a highly complex construct, with countless fac-
tors contributing to its presentation. A self-report 
inventory completed by a respondent does not 
incorporate other important sources of informa-
tion like evaluator-rated behavioral observations, 
so the assessment scores may not fully capture 
the presentation of PD in that individual. Addi-
tionally, self-report measures often have higher 
rates of false positives due to high sensitivity and 
low specificity. This makes self-report invento-
ries ideal for use as a first step in PD assessment, 
or as a PD screener (Chang et al. 2011; Morey 
1991). If the inventory indicates elevated levels 
of any PD traits, an interview-based assessment 
should be employed (Noblin et al. 2013; Widiger 
and Samuel 2005).

Interview-Based Measures

There are two common types of interview-based 
PD assessments: semistructured and unstructured 
interviews. In clinical settings, unstructured in-
terviews are often preferred, but due to their un-
systematic nature, there is generally low diagnos-
tic interrater reliability. Garb (2005) found that 
unstructured interviews increased the likelihood 
of culturally biased PD assessment. Furthermore, 
a number of studies have found that ethnic mi-
norities are more likely to receive an inaccurate 
diagnosis when assessed using an unstructured 
interview (Widiger and Boyd 2009). Because 
of these reasons and because there is little to no 
research on unstructured interviews in African 

Americans, this chapter will focus on semistruc-
tured interviews.

Semistructured interviews are often used in 
research settings, but are recommended for use 
in clinical settings as well (Sharp et al. 2012; 
Widiger and Boyd 2009). The format of this type 
of assessment tool allows the evaluator to ask 
open-ended questions and include behavioral ob-
servations in diagnostic decisions, and ultimately 
the decision to endorse an item relies on the clini-
cal expertise of the evaluator. These interviews 
also provide a more systematic way to assess 
for PD comprehensively, yielding better replica-
bility and reliability across interviews than un-
structured interviews (Widiger and Boyd 2009). 
However, interview-based measures are often 
more expensive and time-consuming to adminis-
ter than self-report inventories. In addition, there 
is far less research regarding their psychometric 
properties. As such, it is recommended that in-
terview-based measures are used in tandem with 
self-report measures.

Evaluating Bias in Personality Disorder 
Assessment Test Content

In recent decades, researchers have focused ef-
forts on understanding how tests may fail to mea-
sure PD equivalently across ethnic and cultural 
groups. In measuring PD in African Americans, 
the goal of this line of research is to evaluate 
whether commonly used tests of PD are biased for 
use with this group. To this end, researchers have 
taken a few approaches to evaluate bias: methods 
based on ipso facto definitions of bias, regression 
model methods, and factor analytic and item re-
sponse theory (IRT) approaches. Those in favor 
of taking an ipso facto approach have examined 
differences in PD assessment scale scores across 
African Americans and Caucasians. Inherent in 
this method is the assumption that any difference 
in test scores is indicative of bias. These studies 
typically match participants on education level 
and SES so that conclusions drawn about group 
differences are not rendered questionable due to 
potentially confounding variables.
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However, this scale comparison procedure is 
considered insufficient according to many re-
searchers who assert that the presence of differ-
ences does not imply bias (Cleary 1968). They 
argue that differences in group test scores might 
exist because of differences in measurement, 
and that these scores may not reflect a group’s 
“real” construct scores. To test this type of bias, 
researchers use regression models to examine 
whether test scores predict differences in concep-
tually relevant, extra-test measures of personality 
functioning. One criticized feature of this method 
is the use of highly Eurocentric (or European–
American-based) extra-test variables. According 
to this perspective, if the extra-test measure is 
also Eurocentric, then to claim one that is truly 
evaluating the criterion validity of PD assess-
ment scales in African American samples is an 
untenable assumption. Instead, instruments de-
veloped based on conceptualizations of PD in 
African American culture should serve as these 
extra-test measures (Dana 2000).

The most promising method thus far for evalu-
ation of bias is the use of IRT. The way IRT mod-
els the relation between observed item-responses 
and the latent trait is different from approaches 
employed in classical test theory (CTT; Sharp 
et al. 2006, 2012c). Instead of summarizing the 
psychometric properties of a scale with omni-
bus statistics (such as item-total correlations or 
Cronbach alpha), thereby averaging across lev-
els of individual variation (Santor et al. 1994), 
IRT approaches model how the probability of 
responding to an item—here this is equivalent 
to endorsing a PD symptom—varies as a func-
tion of the location along a latent continuum or 
dimension of variation (Santor et al. 1994). IRT 
methods do not use summary statistics that apply 
to groups of individuals, such as correlations, but 
can define a model for the individual response 
patterns that comprise the raw data. Because item 
response patterns can be modeled directly within 
an IRT framework, no information in the data is 
lost. Crucially, for the purposes of cross-cultural 
assessment of PD, IRT, through differential item 
functioning (DIF) analyses, provides the oppor-
tunity to distinguish between bias at the level of 
the item (i.e., the item does not accurately probe 

for the symptom for a particular cultural group) 
and bias at the level of the latent trait (i.e., the dis-
order does not express itself through a particular 
symptom in a particular cultural group).

African American Personality Disorder 
Assessment: A Review of Empirical 
Studies

The following is a review of the major PD as-
sessment instruments with empirical research ex-
amining their use with African Americans. Self-
report measures including the Minnesota Multi-
phasic Personality Inventory (MMPI-2; Butcher 
et al. 1989), the Personality Assessment Inven-
tory (PAI; Morey 1991), and the Millon Clinical 
Multiaxial Inventory (MCMI; Million 2006) will 
be reviewed. Interview-based measures includ-
ing the Shedler and Westen Assessment Proce-
dure (SWAP-II; Shedler and Westen 2007) and 
the Psychopathy Checklist-Revise (PCL-R; Hare 
1991) will also be discussed. Other PDs that are 
often used in practice, but with no published data 
on African Americans will also be mentioned in 
brief. Following this review, recommendations 
for clinicians and researchers for assessment with 
African Americans with PD will be provided.

Self-Report Inventories

Minnesota Multiphasic Personality 
Inventory (MMPI-2)

The MMPI-2 (Butcher et al. 1989) is a 557-item 
assessment considered to be a gold standard 
test of personality and psychological function-
ing. Since its initial publication in 1943 (MMPI; 
Hathaway and  McKinley 1943), the measure 
has undergone several revisions and additions. 
Changes that have significantly altered the test 
include the renorming and restandardization of 
the test population that resulted in the publica-
tion of the MMPI-2 in 1989 (Butcher et al. 1989), 
the adjustment of the psychometric flaws of the 
clinical scales that led to the addition of the re-
structured clinical scales in 2003 (Tellegen et al. 
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2003), and the release of the MMPI for use in 
adolescents (MMPI-A; Butcher et al. 1992). In 
addition, the restructured form (MMPI-2-RF; 
Ben-Porath and Tellegen 2008) was developed 
in 2008 and appears to be a more streamlined 
substitute of the MMPI-2; however, because this 
measure is relatively new and lacks empirical re-
search on its use in African Americans, the focus 
of this section will center on the MMPI-2.

The MMPI-2 is appropriate for use with adults 
over 18 years of age with a reading level of at 
least grade 6. The 557 Items (rated as either True 
or False) assemble into several scales and dozens 
of subscales. The major scales of the MMPI-2 in-
clude the clinical and validity scales. The clinical 
scales measure common diagnoses and include 
Scale 1 ( HS; Hypochondriasis), Scale 2 ( D; De-
pression), Scale 3 ( Hy; Hysteria), Scale 4 ( Pd; 
Psychopathic Deviate), Scale 5 ( MF; Masculin-
ity/Femininity), Scale 6 ( Pa; Paranoia), Scale 7 
( Pt; Psychasthenia), Scale 8 ( Sc; Schizophrenia), 
Scale 9 ( Ma; Hypomania), and Scale 0 ( Si; So-
cial Introversion). The validity scales assess the 
level of exaggeration or overendorsement of psy-
chological symptomology, the occurrence of item 
nonresponsiveness and the level of item response 
consistency, and the level of underendorsement 
or minimization of symptomatology. Addition-
ally, there are many supplementary, content, and 
restructured clinical scales.

The original norming population of the MMPI 
(Hathaway &  McKinley 1943) was composed 
of married individuals living in Minnesota, and it 
is highly likely that few (if any) minorities were 
included in the sample (Cox et al. 2009). Thus, 
the appropriateness of its use in non-European 
Americans has been questioned. Early studies 
addressed this issue by evaluating test bias of 
the MMPI for use in ethnic minorities, the most 
widely researched group being African Ameri-
cans. Findings from that research indicated that 
African Americans and European Americans 
scored significantly different on some scales 
(Timbrook and Graham 1994). Though other re-
searchers questioned the clinical meaningfulness 
of such differences (Greene 1987) as their pat-
tern was somewhat inconsistent (Timbrook and 
Graham 1994), it was suggested that the MMPI 

may be biased for use in African Americans 
(Gynther and Green 1980). The newly standard-
ized MMPI-2 (Butcher et al. 1989) attempted to 
address this bias by producing a more represen-
tative normative group than that of the original 
MMPI (Schinka and LaLone 1997).

A relatively large body of research has ex-
amined the appropriateness of use of the newer, 
restandardized MMPI-2 in African Americans 
(Arbisi et al. 2002; Castro et al. 2008; Dean 
et al. 2008; Frueh et al. 1996; Frueh et al. 1997; 
McNulty et al. 1997; Timbrook and Graham 
1994; for a review see Hall et al. 1999). Across 
these studies, significant scale score mean differ-
ences and differential predictive validity between 
African Americans and European Americans 
have been observed in community and clinical 
samples. However, the differences are generally 
inconsistent, difficult to replicate, and often sta-
tistically, but not clinically, significant. In gen-
eral, the consensus of this research and of ex-
perts in the field is that the MMPI is not a biased 
PD assessment instrument for use with African 
Americans (Cox et al. 2009). Nevertheless, the 
fact that differences (albeit small) exist suggests 
a need for careful assessment practice and addi-
tional research. A review of selected studies in 
community, clinical, and special populations is 
presented below.

The MMPI-2 for Use in African Americans 
from Community Populations Timbrook 
and Graham (1994) analyzed differences on the 
MMPI-2 clinical and validity scales in a subset 
of the European Americans and African Ameri-
cans from the original MMPI-2 restandardization 
norming population (Butcher et al. 1989). They 
conducted two studies. The first study examined 
mean scale differences between African Ameri-
cans and European Americans matched on fam-
ily income, years of education, and age. Results 
from this study revealed significant differences 
between these two groups, with African Ameri-
can men scoring significantly higher on Scale 8 
(Schizophrenia) than European American men. 
Additionally, African American women scored 
significantly higher on Scales 4 (Psychasthenia), 
5 (Masculinity/Femininity), and 9 (Hypomania) 
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than did European American women. Despite 
these findings, mean score differences were mini-
mal at less than 5 T-score points, calling into ques-
tion the clinical meaningfulness of the findings.

The second (Timbrook and Graham 1994) 
study served to contextualize the findings from 
Study 1, by examining the differential predictive 
validity of five (2, 4, 7, 9, and 0) of the MMPI-2 
scales by testing whether there were differences 
in how well the MMPI-2 scales predicted par-
ticipant partner-rated psychological functioning 
variables across the two groups (the same sample 
in Study 1). Results revealed that Scale 7 sig-
nificantly underpredicted partner-rated anxiety 
scores for African American women compared to 
their European American counterparts. However, 
no differences were reported in the predictive 
ability of the remaining four MMPI-2 clinical 
scales. The findings from this study are notable 
in that they counter previous thought that the 
MMPI-2 scales overpathologize African Ameri-
cans. However, because Timbrook and Graham 
(1994) did not examine differential predictive 
validity in the remaining clinical scales or in any 
of the other MMPI-2 scales, these findings were 
somewhat limited in their conclusive scope. Fur-
thermore, given that a community sample was 
used in these studies, whether the MMPI-2 was 
biased for use in African Americans from clinical 
populations was indeterminable.

Waller et al. (2000) used IRT to examine mea-
surement bias on MMPI items and scales. They 
found that 38 % of the items on each scale were, 
on average, biased against Blacks or Caucasians, 
but that item bias canceled out when aggregated 
at the scale score level, and therefore concluded 
that DIF does not lead to differential test func-
tioning.

The MMPI-2 for Use in African Ameri-
cans from Clinical Populations Two studies 
addressed the question of appropriateness of 
use of the MMPI-2 in clinical African American 
populations (McNulty et al. 1997; Arbisi et al. 
2002). McNulty et al. (1997) extended Timbrook 
and Graham’s (1994) research and examined 
whether the MMPI-2 clinical and content scales 
differentially predicted conceptually similar ther-
apist-rated measures of personality symptom-

atology across outpatient European and African 
Americans. Results demonstrated no significant 
differential correlations between the MMPI-2 
scales and the therapist-rated variables across the 
two groups with the exception of Scale 9 (Hypo-
mania). African American women scored sig-
nificantly higher on mean Scale 9 score than did 
European American women, yet therapist-rated 
measure of agitation did not reflect this same dif-
ference. This finding may suggest that Scale 9 
overpathologizes African American women in 
this domain of psychopathology.

Arbisi et al. (2002) further extended MMPI-
2 research in clinical populations by analyzing 
mean scale differences between African Ameri-
cans and European Americans in an inpatient 
psychiatric setting. Results from this study dem-
onstrated that some of the MMPI-2 scales (2, 4, 
8, 9, DEP, ASP, AAS, BIZ, and MAC-R) dif-
ferentially predicted extra-test variables of psy-
chological functioning (e.g., Axis II diagnosis, 
bipolar diagnosis, antidepressant use, anxiety 
diagnosis, psychosis, etc.) in European American 
and African American participants. The majority 
of these differences indicated that the scales un-
derpredicted psychopathology (albeit with small 
effect sizes) in African American participants, a 
finding that contradicted McNulty et al.’s (1997) 
results.

In a more recent study, Castro et al. (2008) 
examined the differential predictive accuracy of 
MMPI-2 clinical and restructured clinical (RC) 
scales in European American and African Ameri-
can in a community outpatient sample. Arguing 
that use of therapist or partner-rated non-MMPI-2 
indices of symptomology for comparison with 
MMPI-2 scale scores may have impacted results 
in other studies of this kind (Arbisi et al. 2002; 
McNulty et al. 1997; Timbrook and Graham 
1994), Castro et al. used client self-reported ex-
tra-test measures of psychopathology. This study 
followed similar procedures as the previous stud-
ies mentioned and found that African American 
clients scored higher on Scales 1, RC1 (Somatic 
Complaints), RC3 (Cynicism), RC6 (Ideas of 
Persecution), and RC8 (Aberrant Experiences), 
but these difference did not accurately predict the 
non-MMPI self-report scores, suggesting these 
scales overpathologize African American clients.
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Summary of MMPI-2 Studies with African 
Americans Overall, the findings from the afore-
mentioned studies reveal an inconsistent pattern 
of MMPI-2 scale score differences across Afri-
can Americans and Caucasians. Some studies 
showed that a few MMPI-2 scales underpathol-
ogized African Americans (Arbisi et al. 2002; 
Castro et al. 2008; Timbrook and Graham 1994), 
while others demonstrated the opposite pattern 
(McNulty et al. 1997). As such, research reveals 
no systematic, clinically significant pattern of 
group differences in MMPI-2 scale scores. Given 
these findings, the majority of researchers and 
PD assessment experts alike have concluded that 
the MMPI-2 is a valid and unbiased instrument 
for use with African American clients (Arbisi 
et al. 2002; Castro et al. 2008; Cox et al. 2009; 
McNulty et al. 1997; Timbrook and Graham 
1994), countering Gynther’s (1972) suggestion 
for unique interpretive guidelines for African 
Americans.

Taken together, these mixed findings illumi-
nate the importance of examining standard of 
practice when using and interpreting the MMPI-
2 with African Americans. Despite a study that 
found that the ethnicity of the client (African 
American vs. Caucasian) did not impact clini-
cian interpretation of MMPI-2 clinical scales, 
there remains a risk of a client’s ethnicity influ-
encing clinical judgment (Ozaki & Sue (1995); 
Luepnitz et al. 1982). Dahlstrom et al. (1986) 
asserted that taking the individual into account 
when interpreting test results is necessary. Velas-
quez et al. (2000) elaborated this assertion by 
warning against heavy reliance on computer-
ized interpretive reports when evaluating ethnic 
minorities. Such reports do not consider cultural 
factors, and thus should be used with caution in 
these cases. Additionally, they suggest using all 
MMPI-2 scales (e.g., Content, Supplementary, 
and Restructured Clinical) in interpretation as the 
clinical and validity scales alone may not fully 
capture the PD of African American clients. As 
such, use of abbreviated version of the MMPI-
2 (first 370 items of MMPI-2, includes Validity 
and Clinical scales only) with African Americans 
should be avoided. These mixed findings also 
propose a need for more research in this area. 

Hill et al. (2012) called for the development of 
measures tailored for the specific ethnic group of 
interest that would serve as more culturally rel-
evant extra-test correlates (Table 14.1).

The Personality Assessment Inventory 
(PAI)

The personality assessment inventory (PAI; 
Morey) is a 344-item, scale-based questionnaire 
that measures psychological functioning across 
a wide range of domains. The PAI has 22 non-
overlapping scales that can be classified into four 
domains: (1) Validity Scales which measure re-
spondent approach to the test (e.g., inconsistency, 
infrequency, negative impression, and positive 
impression), (2) Clinical Scales which assess 
psychiatric diagnostic categories (e.g., somatic 
complaints, anxiety, anxiety-related disorder, 
depression, mania, paranoia, schizophrenia, 
borderline features, antisocial features, alcohol 
problems, and drug problems), (3) Treatment 
Scales which assess factors related to treatment 
of clinical disorders (e.g., aggression, suicidal 
ideation, stress, nonsupport, and treatment re-
jection), and (4) Interpersonal Scales that assess 
interpersonal functioning (e.g., dominance and 
warmth). Respondents rate items on a scale from 
1–4 (1—false, 2—somewhat true, 3—mainly 
true, 4—very true). The PAI is appropriate for 
use in adults aged 18 and over with at least a 
fourth grade reading level. Additionally, the 
PAI-A (Morey 2007) was developed for use with 
adolescents aged 12–18 years.

The PAI is a viable alternative to the MMPI-2 
for a number of reasons. In terms of practicality 
of usage, it is a shorter test, taking around 50 min 
to complete. In addition, it includes subscales that 
capture personality features within the respective 
PD (borderline and antisocial). For example, the 
borderline scale assesses the identity problems, 
negative relationships, self harm, and affective in-
stability features prominent in the disorder (APA 
2000; Zanarini 2003). Though specific combina-
tions of other scales can be used to diagnose other 
PDs, no empirical studies have been conducted to 
evaluate the validity of this procedure.
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The psychometric properties of the PAI are 
strong and empirically supported (Morey 1991). 
In developing this measure, the authors took a 
comprehensive, multiphasic, statistic-, and theo-
ry-based approach (Holden 2000; Morey 1991). 
Stringent quantitative methods were applied to 
selection of items and thorough evaluations of 
bias and appropriateness of items and constructs 
were conducted. For example, a bias review 
panel examined items that would potentially 
overpathologize behaviors that are normal within 
certain subcultures. Psychometric studies support 
internal consistency and test–retest reliability and 
that the PAI scales appropriately converge with 
relevant scales of the MMPI-2 (Morey 2007). 
The PAI has been normed for various populations 
including both normal and clinical populations as 
well as university students (Morey 1991); how-
ever, few African American respondents were 
included in these samples (less than 6 % in the 
normative sample, 2.8 % in the college sample, 
and 12.5 % in the clinical sample).

In the PAI Professional Manual, Morey (2007) 
provided information regarding differences in 
PAI scores due to ethnicity. Findings from this re-
search suggest that differences are small for most 
of the scales except for PAR (Paranoia) in which 
African Americans may score seven T-scores 
higher than Caucasians. Provided in the manual 
is a table (p. 94, Table 14.1) with estimates of 
variance accounted for by ethnicity in each of the 
clinical scales. Though differences across eth-
nic groups were minimal, Morey suggests using 
separate norms to convert raw scores to T-scores 
for African Americans (provided in Appendices 
C and D).

To our knowledge, only one peer-reviewed 
study has explicitly evaluated the use of the PAI 
in African Americans. Atlerman et al. (1995) 
examined reliability and concurrent validity of 
the PAI in African American and Latino Ameri-
can methadone maintenance treatment patients. 
Results revealed that the psychometric proper-
ties of the PAI in this sample were mostly con-
sistent with the original standardization sample. 
Few differences were observed between men and 
women participants, and Latino participants re-
ported more symptomatology than did African 

Americans. Results also support the current va-
lidity of the PAI and extra-test measures of psy-
chiatric diagnoses and symptomology. However, 
it was revealed that 30 % of the profiles were 
invalid, thus questioning the use of the validity 
scales with these populations.

Given that only one peer-reviewed study has 
analyzed the use of the PAI in an African Ameri-
can sample, it is crucial that additional research 
on the appropriateness of use of this instrument 
in African Americans is conducted. The fact 
that this instrument is relatively new may be a 
potential reason for the lack of empirical atten-
tion. There are many gaps to be filled. Studies 
should be conducted in African Americans from 
a wide variety of samples, including healthy and 
clinical. These studies should examine the reli-
ability, validity, and potential bias in this mea-
sure by comparing scale scores between African 
Americans and other groups, and examining the 
predictive accuracy of those scores to extra-test 
measures of conceptually relevant variables.

For both clinical and research applications, 
interpretation of the PAI with African Americans 
should be carefully considered and other sources 
of information and knowledge about the respon-
dent should be incorporated into any diagnostic 
decision. Though the psychometric properties of 
this instrument are robust for the standardization 
sample, whether this strength carries over to use 
in African Americans or other ethnic minorities 
is unknown.

The Millon Clinical Multiaxial Inventory 
(MCMI-III)

The MCMI-III (Millon 2006) is a self-report in-
strument that assesses the DSM-IV-TR PDs (as 
well as Axis I disorders). The 175 items are rated 
as either True or False and take approximately 
25 minutes to complete. The test is appropri-
ate for adults 18 years and older with at least 
an eighth grade reading level. There are three 
types of scales included in the MCMI-III: PD 
Scales (e.g., avoidant, borderline, schizotypal, 
antisocial, narcissistic, histrionic, dependent, 
aggressive, compulsive, passive-aggressive, self- 
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defeating, paranoid, and depressive), Axis I 
Scales (e.g., major depression, dysthymic disor-
der, bipolar: manic disorder, anxiety disorder, 
posttraumatic stress disorder, alcohol dependent, 
drug dependence, somatoform disorder, thought 
disorder, and delusional disorder) and Validity 
Scales (e.g., debasement, validity, disclosure, and 
desirability).

The norming sample used for the original 
MCMI was proportionate to minority group 
representations in the USA and separate stan-
dard score conversions are available for African 
Americans, as well as for men, women, and His-
panics in the professional manual. Although this 
test was designed for use in clinical populations, 
norms exist for nonclinical populations. Despite 
these efforts for greater generalizability, research 
with the original MCMI (1987; aligned with the 
DSM-III) revealed that African American scores 
on this test were often elevated relative to Cau-
casian scores. For example, Choca et al. (1990) 
found that African Americans scored signifi-
cantly different from Caucasian Americans on 
both item and scale scores. In addition, the scale 
scores differentially predicted DSM-III diagno-
ses for Caucasians and African Americans. Ham-
berger and Hastings (1992) matched outpatients 
on age, education, and employment status and 
found that African Americans scored significant-
ly higher than Caucasians on delusional disorder, 
paranoid, and narcissistic scales.

To our knowledge, only one study has ex-
amined ethnic differences in MCMI-III scores. 
Ghafoori and Hierholzer (2010) recently exam-
ined the relationship between race, ethnicity, and 
PDs in a sample of African American, Hispanic, 
and Caucasian combat veterans. Results revealed 
that Hispanic veterans were more likely to ex-
hibit Cluster A personality pathology that non- 
Hispanic veterans. No other differences were ob-
served across the groups.

Additional clarifying research is needed to 
evaluate appropriateness of use of the MCMI 
with African Americans. However, until pub-
lished findings are available, it is generally sug-
gested that clinicians and researchers working 
with African Americas use other PD assessments 
to complement use of  this measure (Choca et al. 
1992).

Other Self-Report Inventories

There are other measures of PD that are com-
monly used in practice and in research settings. 
These measures include self-report inventories 
like the Personality Diagnostic Questionnaire-
4th edition (PDQ-4+; Hyler 1994), a 99-item 
measure that assesses for DSM-IV-TR PDs. 
Though this is a widely used measure in clini-
cal practice due to its relative brevity, there is 
no research regarding the validity of its use with 
African Americans. Additionally, the Wisconsin 
Personality Inventory (WISPI; Klein 1985), the 
Multisource Assessment of Personality Patholo-
gy (MAPP; Clifton et al. 2007), and the Coolidge 
Axis II Inventory (CATI; Coolidge 1993) are also 
used, but with no research regarding validity of 
use with African Americans, other more well-
validated assessments should likely be used. (For 
further information regarding the advantages and 
disadvantages of these assessments, see Widiger 
and Boyd 2009.)

Further, members of the DSM-5 PD work-
group developed a maladaptive personality trait 
model and corresponding self-report instrument 
called the Personality Inventory for DSM-5 
(Krueger et al. 2012). It is essential that this mea-
sure, alongside other self-report measures of the 
normal variation in personality traits (e.g., the 
NEO Personality Inventory-Revised (NEO-PI-
R; Costa and McCrae 1992) are investigated for 
invariance across African American and other 
groups.

Interview-Based Measures

Shedler Westen Assessment Procedure 
(SWAP-II)

The SWAP-II (Shedler and Westen 2007) is a 
200-item PD assessment designed to balance 
the external validity of its use in clinical practice 
while still maintaining strong internal validity. 
Assessors using the SWAP-II may either em-
ploy a structured interview or spend a minimum 
of 6 clinical hours with a client before scoring 
the SWAP items (i.e., descriptions of personality 
features across a wide range of domains). This 
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instrument employs a Q-sort procedure such that 
the assessor sorts each item into one of eight cat-
egories (0—not descriptive to 7—highly descrip-
tive) based on its descriptive accuracy of the in-
terviewee’s personality. There is a fixed number 
of items that must be assigned per category so that 
across clients, the distribution of scores is consis-
tent, minimizing error variance due to evaluator 
individual rating tendencies. Researchers and cli-
nicians complete the assessment on a Microsoft 
Excel program that utilizes scoring algorithms to 
produce a SWAP profile. This profile consists of 
scales and PD T-scores as well as probable DSM-
IV PD diagnoses. The PD scores indicate client 
similarity to the PD prototype. Additionally, a 
personality health index (PHI) indicates level of 
personality health. There is a SWAP available for 
use with adolescents (SWAP-II-A; Westen et al. 
2003).

At this time, the SWAP is not a widely used 
method to assess PDs in clinical settings (Widi-
ger and Boyd 2005); however, it was designed 
for optimal clinical applicability and thus it may 
likely serve as a promising assessment procedure 
in the future. A number of studies have examined 
the reliability and validity of this method; how-
ever, no peer-reviewed studies have examined 
the appropriateness of use of the SWAP for Afri-
can Americans. One unpublished study examined 
the construct validity of the SWAP using a multi-
trait–multimethod matrix approach developed by 
Campbell and Fiske (1959) in a sample of non-
clinical, mostly African Americans from inner 
city regions. Results supported the convergent 
and discriminant validity of the factors (Westen 
et al. 2007). This study was part of a larger, on-
going study that will hopefully produce more re-
search of this kind (Shedler and Westen 2007). In 
the meantime, it is important that future research 
focuses on examining the validity of using this 
PD assessment method with African Americans.

The Psychopathy Checklist-Revised 
(PCL-R)

The PCL-R (Hare 1991) is a 20-item interview-
based measure considered to be the gold standard 

assessment for adult psychopathy. Used primar-
ily in forensic settings, the PCL-R assesses both 
DSM-IV-TR antisocial PD, as well as four ad-
ditional psychopathic features including glib 
charm, lacking in empathy, shallow affect, and 
arrogance. Though the PCL-R is interview based, 
the assessor also incorporates information from 
the respondent’s medical, clinical, and criminal 
record in completing the assessment. Because of 
this integrative process, completion of the PCL-R 
can be labor intensive and requires a significant 
amount of time (Widiger and Boyd 2009). A di-
mensional score is provided with cut-off indi-
cated at 30, a number that has been supported in 
studies with male offenders (Hare 2011).

Studies that have examined the validity of the 
PCL-R generally support its psychometric prop-
erties (Hare et al. 1999); however, these studies 
have mostly used Caucasian samples and thus the 
validity of its use with African Americans cannot 
be automatically assumed. There are a few stud-
ies that have examined the validity of the use of 
the PCL-R in African Americans. Kosson et al. 
(1990) found different patterns of correlations 
between personality scores and psychopathy 
for Caucasians and African Americans inmates. 
Furthermore, factor analysis revealed differential 
underlying factor structures in the two groups. 
Cooke et al. (2001) looked at the PCL-R in Cau-
casian and African American individuals and 
found that though the instrument itself was not 
biased (similar underlying factor structure and 
similar item functioning for both groups), biased 
use of the instrument is still possible.

In a more recent study, Sullivan et al. (2006) 
examined the PCL-R in Caucasian, Latino, and 
African American male prison inmates and found 
that there were minor differences in PCL-R 
scores in African Americans compared to the 
other two groups. These differences, however, 
did not differentially predict extra-test variables 
across the groups. In terms of the antisocial facet 
of the PCL-R, there was evidence of a signifi-
cantly stronger relationship between antisocial 
personality disorder (ASPD) and IQ and weaker 
relationship between ASPD and other psycho-
pathological variables in African Americans rela-
tive to the other groups, suggesting a potential 
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issue with antisocial construct in African Ameri-
cans. Despite findings of problems with the 
ASPD construct, the authors conclude that the 
PCL-R is a valid assessment for psychopathy in 
African Americans.

Two studies have investigated the PCL-R 
in incarcerated African American women. Vi-
tale et al. (2002) examined the validity of the 
PCL-R in a large sample of Caucasian and Af-
rican American inmates. Results from this study 
supported convergent and discriminant valid-
ity of the instrument in female inmates, though 
it was observed that the cut-off score of 30 may 
be too high for female inmates. This may be due 
to lower base rates of psychopathy in women 
or it could also be an artifact of the paucity of 
studies of female psychopaths with large sample 
sizes. Overall, however, the study yielded sup-
port for the reliability and validity of the PCL-R 
in women. In a more recent study, Sturek et al. 
(2008) examined the use of the structured clinical 
interview for DSM-IV (SCID-II) as a screener for 
the PCL-R in a sample of female inmates (56 % 
African American) and concluded that using the 
conduct disorder scale as part of a standard men-
tal health intake interview would reliability select 
those individuals that required further assessment 
with the PCL-R.

Taken together, the research on the PCL-R 
suggests that the PCL-R may be a valid instru-
ment to assess psychopathy in African American 
male and female inmates. The cut-off score most 
used is 30, but may be too high a threshold for 
females. Research should examine this issue and 
help determine a more appropriate cut-off score 
for women. Vitale et al. (2002) suggested factor 
analytic and confirmative analyses and IRT anal-
yses to better understand the item functioning of 
the PCL-R in females.

Additionally, some think that the heavy reli-
ance on details gleaned from criminal records to 
complete the PCL-R may lead to an overinflation 
of ASPD or psychopathy in prison populations 
and have suggested that PD traits should instead 
be more heavily incorporated in PCL-R to avoid 
this bias (Skeem and Cooke 2010; Widiger and 
Boyd 2009). Clinicians should acknowledge 
this as a risk for bias and mitigate its effects in 
practice.

Other Interview-Based Personality 
Disorder Measures

In addition to the measures listed above, there are 
also a number of interview-based measures based 
on the DSM-IV-TR PD criteria. These include the 
PD inventory (PDI-IV; Widiger et al. 1995), the 
structure clinical interview for DSM-IV Axis II 
PDs (SCID-II; First and Gibbon 1997), the diag-
nostic interview for personality disorders (DIPD-
IV; Zanarini et al. 1987), the structured interview 
for DSM-IV PDs (SIDP-IV; Pfohl et al. 1997), 
the international PD examination (IPDE; Lorang-
er et al. 1997), and the inventory of interpersonal 
problems (IIP; Horowitz et al. 2000). Additional 
interview-based measures that assess for specific 
PDs, include the revised diagnostic interview for 
borderlines (DIB-R; Zanarini et al. 1989) and 
the diagnostic interview for narcissism (DIN; 
Gunderson et al. 1990). Though these measures 
are in wide use in clinical settings, the validity 
of their use with African Americans is unclear. 
Research should examine the appropriateness 
of these interview schedules for use with Afri-
can Americans before they are commonly used 
with this ethnic group. (For further information 
regarding the advantages and disadvantages of 
these assessments, see Widiger and Boyd 2009.)

Recommendations

Clinicians can increase their likelihood of con-
ducting unbiased PD assessment with African 
Americans in a number of ways (Morris 2000). 
First, clinicians must increase their knowledge 
about African American sociocultural issues. 
This can be accomplished by attending mul-
ticultural awareness trainings and workshops, 
consulting with multicultural counseling expert, 
and voicing concerns about multicultural insen-
sitivities and/or bias to supervisors. If necessary, 
referring a client to an evaluator more familiar 
with African American culture is also recom-
mended (APA 2000). Second, clinicians should 
remain cognizant of implicit racial relationship 
dynamics between evaluator and respondent by 
increasing mindfulness of one’s own reactions, 
misconceptions, and assumptions throughout the 
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assessment process. One suggestion is to keep 
a written record of one’s perceptions about the 
client throughout the assessment process, espe-
cially those perceptions that are potentially eth-
noculturally biased. Along this line, it is crucial 
that the client feels that he/she can provide feed-
back regarding the level of cultural sensitivity he/
she experienced within the assessment process. 
Maintaining rapport through the assessment pro-
cess will help facilitate this dialogue.

Third, it is the duty of a clinician to stay abreast 
of current multicultural PD assessment research 
and recommended procedures. In regards to a 
specific assessment PD protocol (Widiger and 
Samuel 2005), it is recommended to first admin-
ister a well-validated self-report inventory, next 
administer an interview-based measure, and then 
gather information about the client from partners, 
therapists, friends, or family members. Taking 
this multimethod approach creates a comprehen-
sive assessment practice and understanding of 
the individual, decreasing the likelihood for bias. 
In regards to choices of specific tests and scales, 
it is recommended to use tests with empirical 
data backing their use with African Americans 
and when using other less-validated tests, ensure 
this is not the sole source of information guiding 
a diagnostic decision. Further, avoid using com-
puterized reports and include additional scales 
where possible. By incorporating all of these 
recommendations, clinicians can move toward 
greater multicultural competence. Achieving this 
competence is an evolving process—one that a 
clinician must proactively pursue throughout his 
or her career.

In some ways, researchers have an even great-
er responsibility in fostering a multiculturally 
competent PD assessment practice with African 
Americans. This is perhaps due to the fact that 
relatively little research has been conducted in 
this area and there are many possible future di-
rections. First, studies must be conducted to bet-
ter understand the specific role ethnicity plays in 
PD. In particular, this research should focus on 
specific factors relevant to African Americans 
like racism, discrimination, and poverty (Lind-
sey and Cuellár 2000). Conducting qualitative 
research to further explore these issues might be 

useful (Lee and Ramirez 2000). Second, studies 
should be conducted to understand the evaluator–
client relationships and how evaluator bias influ-
ences PD assessment with African Americans. 
Third, researchers should develop and evaluate 
tests that measure acculturation, racial identity 
attitudes, and the ethnocentricity of worldview 
for African Americans. There are some measures 
already available (Helms and Parham 1996; 
Landrine and Klonoff 1994; Kelsey and Ransom 
1996), but they are not in widespread use cur-
rently and require further research for use with 
PD assessment instruments. Fourth, additional 
research examining PD assessment instrument 
bias for use with African Americans is needed. In 
determining whether test scores under- or over-
pathologize African Americans, more culturally 
relevant extra-test measures must be developed 
and validated. Given that research traditionally 
focuses on examining bias in self-report inven-
tories, studies should begin to focus on exam-
ining bias in interview-based measures as well. 
The use of IRT and DIF in this regard is essential. 
Fifth, it is essential that the DSM-5 Section III 
recommendations be incorporated in future re-
search agendas as it is unlikely that the current 
DSM-IV conceptualization of PD will be indefi-
nitely retained. Understanding how dimensional 
traits of maladaptive personality functioning vary 
as a function of race at the level of mean scores, 
traits and items will do much in moving forward 
the PD field. Finally, studies should take a holis-
tic approach by comparing African American PD 
scores across entire tests (i.e., PAI vs. MMPI-2, 
MMPI-2 vs. SCID-II, etc.) so that we can begin 
to establish the relative validity of PD assessment 
tests.

Conclusion

The overall aim of this chapter was to review 
the major PD assessment tools available for use 
with African Americans. The chapter began with 
an overview of sociocultural issues relevant to 
Africans, especially those that influence the per-
ception and presentation of PD. Then, the PD 
construct was discussed, along with an overview 
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of common PD assessment practices. Next, the 
issue of test bias and its evaluation were intro-
duced. This segued into a review of the major PD 
assessment instruments that have been evaluated 
for their appropriateness of use with Africans 
Americans. Finally, recommendations for clini-
cians and researchers were provided.

It should now be clear that the assessment 
of PD is a complex process vulnerable to cross-
cultural bias. When evaluating PD in Africans 
Americans for both clinical and research purpos-
es, one must proactively aim to mitigate the risks 
of biased assessment. This can be accomplished 
by choosing well-validated instruments, taking a 
multimethod assessment approach, and examin-
ing and improving one’s standard of multicultur-
al assessment practice. Given the implications, 
decisions, and prognosis often associated with 
PD diagnosis, it is critical that PD assessment is 
conducted in a systematic and unbiased manner 
across all ethnic and cultural groups.
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Assessment of Dementia with African 
Americans: A Neuropsychological 
Perspective

In 1998 the American Psychological Association 
(APA) published guidelines for the evaluation of 
dementia and age-related cognitive decline. These 
guidelines were updated in 2011 and currently 
include components on competence, ethical con-
siderations, and procedural guidelines for con-
ducting evaluations of dementia and age-related 
cognitive change. There are two general guide-
lines for psychologists related to competence: 
(1) psychologists are familiar with the prevailing 
diagnostic nomenclature and specific diagnostic 
criteria and (2) psychologists gain specialized 
competence in assessment and intervention with 
older adults. There are three general guidelines 
for ethical considerations: (1) psychologists are 

aware of the special issues surrounding informed 
consent in cognitively compromised populations; 
(2) psychologists seek and provide appropriate 
consultation, and (3) psychologists are aware of 
cultural perspectives and of personal and societal 
biases and engage in nondiscriminatory practice 
(APA 2012).

In addition to the above guidelines, there are 
eight procedural guidelines for conducting evalu-
ations of dementia and age-related cognitive 
change (APA 2012).

The first guideline is that psychologists strive 
to obtain all appropriate information for conduct-
ing an evaluation including pertinent medical 
history and communicating with relevant health 
care providers. The second guideline is that psy-
chologists conduct a clinical interview as part of 
the evaluation, in addition to objective neuropsy-
chological testing. Key information that should 
be obtained in the clinical interview includes: 
onset and course of changes in cognitive func-
tioning, pre-existing disabilities, educational 
and cultural background that could affect testing 
variability, general medical and psychiatric his-
tory, past neurologic history including prior head 
injuries or other central nervous system insults 
(strokes, tumors, infections, etc.), current psy-
chiatric symptoms and significant life stressors, 
current prescription and over-the counter medi-
cation use, current and past use and abuse of al-
cohol and drugs, and family history of dementia. 
The remaining guidelines are that (3) psycholo-
gists are aware that standardized psychological 
and neuropsychological tests are important tools; 
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(4) when evaluating for cognitive and behavioral 
changes in individuals, psychologists attempt 
to estimate premorbid abilities; (5) psycholo-
gists are sensitive to the limitations and sources 
of variability and error in psychometric perfor-
mance, and to the sources of error in diagnostic 
decision making; (6) psychologists make appro-
priate use of longitudinal data; (7) psychologists 
recognize that providing constructive feedback, 
support, and education as well as maintaining a 
therapeutic alliance, can be important parts of the 
evaluation process; (8) psychologists appropri-
ately recommend interventions available to per-
sons with cognitive impairment and their care-
givers; and (9) psychologists are aware that full 
evaluation of possible dementia is an interdisci-
plinary, holistic process involving other health 
care providers. Guideline 9 also maintains that 
psychologists respect other professional perspec-
tives and approaches, communicate fully, and 
refer appropriately to support integration of the 
full range of information for informing decisions 
about diagnosis, level of severity, and elements 
of the treatment plan (APA 2012).

The primary focus of this chapter is the APA’s 
call for cultural considerations in the diagnosis 
of dementia. This coupled with the large number 
of diverse individuals living in the USA and the 
variation among ethnic groups in terms of preva-
lence rates of dementia necessitates a discussion 
on cultural factors that might impact accurate 
diagnoses and evaluation procedures. Thus, the 
focus of this chapter is on cultural considerations 
that must be made when assessing for cognitive 
decline with African Americans.

Indeed, accurate assessment of cognitive 
impairment with African Americans is both 
relevant and important as African Americans 
compose a large part of the aging population 
in the USA and represent a disproportionately 
large prevalence rate for dementia. Accord-
ing to the US Census (2013) in 2011 African 
Americans constituted 13.1 % of the US popu-
lation and the African American older popula-
tion was 3.2 million in 2008 (Administration on 
Aging 2010). Life expectancy at birth for Afri-
can Americans (73.3 years) lags behind that of 
White Americans by approximately 5 years and 

African Americans have a higher prevalence of 
physiological conditions that increase their risk 
of developing dementia including heart disease, 
stroke, and diabetes (Hargrave 2010). In terms 
of prevalence rates of dementia, African Ameri-
cans have a higher prevalence of vascular de-
mentia (Froehlich et al. 2001) and Alzheimer’s 
disease than White Americans (Alzheimer’s 
Association n.d.).

In providing culturally sensitive services to 
African American older adults, it is important 
to possess background knowledge of the his-
torical events that have shaped their culturally 
derived attitudes toward health and healthcare 
providers (for a detailed account of such histori-
cal events, see Hargrave 2010). Elderly African 
Americans may be suspicious of and reluctant 
to trust healthcare providers because of expe-
riences with prejudice and discrimination by 
healthcare providers. This mistrust may be exac-
erbated by the fact that misdiagnosis and clinical 
bias continue to occur frequently in the psychi-
atric assessment and development of treatment 
plans for African American patients of all ages 
(Hargrave 2010). Thus, an important aspect of 
providing culturally sensitive services to African 
American older adults entails establishing trust 
and building rapport.

Specific to the assessment of cognitive decline 
a review of the extant literature revealed that Af-
rican American elders tend to perceive demen-
tia-induced cognitive decline as a normal part 
of healthy aging (Clark et al. 2005; Jett 2006). 
While certainly elders in general experience nor-
mal age-related cognitive decline, dementia does 
not fall under this “normal” rubric of cognitive 
decline. Complicating things further is a stigma 
African Americans have concerning dementia 
(Innes 2009). Thus routine screening in health-
care settings is one means by which all elders can 
be assessed to determine the nature and extent of 
any cognitive decline the elder may experience. 
Below, a brief summary of two major studies in-
volving neuropsychological assessment of older 
African Americans follows as well as a review 
of screening measures for cognitive impairment 
and a review of measures specific to dementia is 
provided.



23915 Screening for Cognitive Decline and Assessment of Dementia with African Americans

While this chapter is focused on provid-
ing a neuropsychological perspective for the 
assessment of cognitive decline two caveats are 
in order. First, the screening measures described 
herein can be used to screen for cognitive impair-
ment that either is or is not specific to dementia. 
Second, while measures that are specific to the 
assessment of dementia are covered in this chap-
ter, it may be appropriate for measures discussed 
in the neuropsychological assessment chapter of 
this text as well (e.g., if a diagnosis of dementia 
is made, it may be beneficial to identify specific 
areas of sparing and impairment to inform sup-
portive and treatment interventions). As such 
the bulk of this chapter is focused on dementia-
specific assessment measures and measures used 
to screen for cognitive decline. First, however, it 
is important to discuss two relevant large-scale 
studies.

Mayo’s Older African Americans 
Normative Studies (MOANS)

Mayo’s Older African Americans Normative 
Studies (MOANS) were a series of studies that 
aimed to generate age-appropriate norms for el-
derly African Americans on an array of common-
ly used neuropsychological assessment measures. 
Drawing on a sample of 309 community dwelling 
African Americans aged 56–94 years old residing 
in Jacksonville, Florida, MOANS researchers de-
veloped new norms for various neuropsychologi-
cal measures in an effort to enhance diagnostic 
accuracy. Age corrected norms accounting for 
years of education were developed for: Mattis 
Dementia Rating Scale (DRS), Wechsler Adult 
Intelligence Scale-Revised (WAIS-R), Boston 
Naming Test, Controlled Oral Word Associa-
tion, Category Fluency, Animal Naming, Token 
Test, Wide Range Achievement Test-3 (WRAT-
3) Reading Subtest, Trail Making Test, Stroop 
Test, Judgment of Line Orientation, the Wechsler 
Memory Scale-Revised, and the Rey Auditory 
Verbal Learning Test (Rilling et al. 2005; Lucas 
et al. 2005a, b, c, d; Ferman et al. 2005). Thus, 
when using the above measures as part of a bat-
tery to assess for cognitive impairment, cognitive 

decline, or dementia we recommend the adjusted 
norms described above be used.

Baltimore Study of Black Aging (BSBA)

The Baltimore Study of Black Aging (BSBA) 
was a large-scale longitudinal study with a sam-
ple of 602 community dwelling African Ameri-
can older adults aged 50–95 years old. The goal 
of the BSBA was to obtain information about 
cognition, health, and psychosocial factors re-
lated to the population as well as the relation-
ships between these. However, the BSBA did not 
generate data directly related to the amendment 
of screening measures for cognitive impairment 
(i.e., generating new norms). Nonetheless, from 
this study we can deduce that the subjective as-
sessment of memory does not predict actual 
memory performance in older African Americans 
(Sims et al. 2008) and education is a more univer-
sal predictor of variability in late life cognition 
than self-reported cardiovascular health among 
older African Americans (Aiken-Morgan et al. 
2010).

Assessing for Cognitive Impairment

Mini-Mental State Exam (MMSE) The Mini-
Mental State Exam (MMSE; Folstein et al. 1975) 
is an 11-item screen, takes 5–10 min to admin-
ister, can easily be administered in primary care 
settings, and assesses ten areas of cognitive func-
tioning including: orientation, registration, atten-
tion and calculation, recall, language, repetition, 
3-stage command, reading, writing, and copying. 
The MMSE is typically used to evaluate cogni-
tive impairment in individuals suspected of hav-
ing dementia as well as to assess decreases in cog-
nitive impairment in persons who have already 
been diagnosed with dementia. Specific to Afri-
can Americans, the MMSE has been documented 
to have low specificity, yielding up to a 42 % 
false–positive rate for cognitive impairment with 
this population compared to a 6 % false–positive 
rate among Whites (Chin et al. 2011). Even when 
demographic factors such as age and education 
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(Hargrave 2006; Pedraza et al. 2012) are con-
trolled for, cultural bias often remains (Chin et al. 
2011). This bias may exist because of the histori-
cal unequal educational opportunities of African 
Americans. Specifically African American elders 
may have received lesser quality education, which 
could impact literacy levels; thus literacy level 
should be considered when interpreting MMSE 
scores more so than simply number of years of 
education (Schneider and Lichtenberg 2011). In 
fact, researchers have documented the explana-
tory power of reading ability (i.e., literacy levels) 
in predicting higher performance on the MMSE 
and attenuating the association between race and 
MMSE scores (Griffith et al. 2006; Crowe et al. 
2008; Pedraza et al. 2012; Morgan et al. 2008). 
Noting the limited normative data for African-
American older adults, Strickland et al. (2005) 
provided age and education stratified normative 
data for the MMSE based on a sample of 93 
community dwelling African American elders 
aged 60 and over. More recently Hawkins et al. 
(2011) provided age and education stratified nor-
mative data for the MMSE from a sample of 298 
community dwelling African American adults 
aged 55–87. This normative data distinguishes 
between MMSE total scores incorporating serial 
7 s subtraction and MMSE total scores incorpo-
rating “world” spelled backward, suggesting that 
the serial 7 s item is a significantly more difficult 
test than a total MMSE score incorporating the 
word “world” spelled backward and that the two 
indicate a different metric (Hawkins et al. 2011). 
Indeed Pedraza et al. (2012) found that adjust-
ing for age and quality of education does boost 
classification accuracy of dementia in elderly 
African American adults. Despite these findings, 
they deemed unadjusted MMSE scores as hav-
ing satisfactorily high classification accuracy for 
clinical purposes. In addition to adjusting for age 
and quality of education, monitoring changes in 
MMSE scores in lieu of utilizing absolute scores 
has been proposed as an alternative in controlling 
for the low-specificity of the measure (Chin et al. 
2011). Thus, with MMSE it is important that the 
clinician keep in mind the high false positive rate 
of cognitive decline that has been noted for this 
population. Moreover, literacy level adjustments 

should be assessed and considered in the inter-
pretation of MMSE scores. Where cognitive de-
cline is suspected, further assessment will be nec-
essary including using collateral contacts. Lastly, 
the MMSE may be useful in terms of establishing 
baseline cognitive performance and may be used 
to track cognitive decline over time.

Montreal Cognitive Assessment (MoCA) The 
Montreal Cognitive Assessment (MoCA; Nasred-
dine et al. 2005) is a screen for mild cognitive 
impairment that takes approximately 10 min to 
administer. It assesses multiple cognitive domains 
including: visuospatial abilities, executive func-
tion, short-term memory, attention, concentra-
tion, working memory, language, and orientation 
to time and place. The MoCA is especially useful 
as a screening tool in persons with MMSE scores 
of 26 or higher as it is more sensitive to impair-
ments in executive functioning than the MMSE 
(Dong et al. 2010). The MoCA is typically used 
to assess for subtle cognitive deficits and has nor-
mative data from a large (N = 2653), ethnically 
diverse (African Americans constituted 52 % of 
the sample), cardiac-diseased, population-based 
sample. While differences in MoCA scores by 
ethnic groups were not compared it is important 
to note that African Americans have not been 
excluded from research on the MoCA. Neverthe-
less, researchers have indicated that caution is 
needed when interpreting MoCA scores in multi-
cultural situations, especially among groups with 
lower education (Rossetti et al. 2011).

In a sample of 94 cognitively healthy (Clinical 
Dementia Rating = 0) elderly persons aged 60–90 
in Bangkok, Thailand researchers (Julayanont 
et al. 2013) examined the effect of education 
and literacy on performance on the MoCA. The 
researchers found education effects in tasks as-
sessing memory, executive, and visuospatial 
function: abstraction, repetition, trail-B, cube 
copy, clock drawing test, letter fluency, delayed 
recall and total MoCA scores. Additionally, the 
researchers found literacy effects, independent 
of education, on attention and working memory 
tasks and language related tasks: digit forwards, 
digit backwards, naming, vigilance test, serial-7 
subtraction and total orientation score and its 
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sub-items. These findings suggest that caution is 
needed when interpreting MoCA scores in groups 
with lower education as well as those with lower 
literacy levels. In fact, the authors recommend 
the development of a suitable cognitive screen-
ing test for illiterate and low educated elderly 
(Julayanont et al. 2013).

Cognistat The Cognistat was formerly known 
as the Neurobehavioral Cognitive Status Exami-
nation (NCSE; Kiernan et al. 1987). It consists 
of a graded series of questions (each section 
begins with a “screen” question and subsequent 
items are only administered if the individual 
passes the item) that assess the following: ori-
entation; attention language; constructional abil-
ity; memory; calculation; and verbal reasoning. 
Unlike the MMSE, which only produces a single 
score, the Cognistat allows for an evaluation of 
various domains and purportedly has greater 
specificity than the MMSE (Osato et al. 1993, 
1994). Specific to this chapter, researchers found 
that among African American elders (age 60+) 
there were not strong education and age effects 
(Strickland et al. 2005). It is worth noting that 
while Strickland et al. only collected data from 
African Americans, they did note that relative to 
findings identified with Euro American samples 
(e.g., Kiernan et al. 1987) African Americans 
performed poorer in the areas of attention, rep-
etition, naming, construction, memory, calcula-
tions, and judgment were noted (Strickland et al. 
2005). Given these differences in level of perfor-
mances compared to the standardization group, 
Strickland et al. (2005) provided age and educa-
tion stratified normative data from their sample. 
The authors took a percentile approach to the 
data instead of the traditional use of cutoff scores 
developed on the standardization group, recom-
mending their approach as more appropriate and 
useful for clinicians seeing as the score distri-
butions for their sample were fairly negatively 
skewed for various tests (Strickland et al. 2005).

Short Blessed Test The Short Blessed Test 
(Katzman et al. 1983) is a dementia screen that 
consists of six items that assess orientation to 
time, learning, delayed recall and the ability to 

count aloud backwards, and name the months of 
the year in reverse order. Scores on this measure 
are highly correlated with MMSE performance. 
Similar to the MMSE, this measure has been 
documented to have cultural biases (Hargrave 
2006; Fillenbaum et al. 1998). In fact, Welsh 
et al. (1995) found a 62 % false positive rate 
for dementia among African American partici-
pants compared to a 22 % false–positive rate for 
White participants (Hargrave 2006). Thus, the 
short blessed memory test has poor sensitivity 
and specificity when administered to African 
American older adults and in light of the fact that 
other measures have great sensitivity, we do not 
recommend this measure for use with African 
Americans.

Mini-Cog-Functional Activities Question-
naire (MC-FAQ) The MC-FAQ is a screen that 
is often administered in primary care settings 
and takes just a few minutes to administer. The 
patient is asked to repeat three unrelated words, 
draw a clock, and then recall the three unrelated 
words (Pfeffer et al. 1982). In addition functional 
abilities are also assessed e.g., ability to write a 
check, prepare meals, etc. Tappen, Rosselli, and 
Engstrom (2012) found that age, years of educa-
tion and depressive symptoms were significant 
predictors of classifications of normal, mild cog-
nitive impairment, or dementia for the MC-FAQ. 
The researchers did not find, however, ethnic 
group differences on the classifications in their 
matched sample of 225 participants (75 African 
American, 75 Hispanic, and 75 European Ameri-
can adults; 59–95) suggesting that this measure 
may be culturally neutral.

Community Screening Interview for Demen-
tia (CSI-D) The CSI-D is a 32 item cognitive 
test administered to the patient and a 26-item 
informant interview, enquiring after the par-
ticipant’s daily functioning and general health 
(Hall et al. 1993). The CSI-D has been utilized 
with culturally disparate, nonliterate, and liter-
ate populations in comparative epidemiological 
studies of dementia (World Health Organization 
1992; Wessels et al. 2011). It has demonstrated 
good inter-rater reliability (99.4 %), as well as 
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specificity levels of 0.82–0.97, depending on 
the site, and good validity in detecting demen-
tia in various populations (Wessels et al. 2011; 
Hall et al. 1996, 2000). Specific to this chapter, 
Shen et al. (2006) conducted an epidemiological 
study using the CSI-D in a large sample of 1493 
African Americans aged 65 or older from India-
napolis, USA and 2459 elderly 65 years or older 
residing in Ibadan, Nigeria. The researchers con-
cluded that informant reports are valid in assess-
ing cognitive functioning, supporting the CSI-D 
as a culturally adaptable screening measure. Thus 
the CSI-D can be effectively used with African 
Americans. In addition to the above, there is 
research on this measure that is specific to Afri-
can natives. Despite that the focus of this chap-
ter is not on the African native population, this 
information is provided below as it is probable 
that a clinician looking for measures on Africans 
may look in this chapter and find this information 
useful. Chen et al. (2010) translated the CSI-D 
and administered it to a sample of 100 Kikuyu 
Kenyans aged 65 years or older, concluding that 
the specificity was nearly 90 % for the detec-
tion of dementia if the sensitivity was assigned 
to be a 100 %. The researchers determined that 
the CSI-D can be employed to detect dementia 
among East Africans.

AD8 The AD8 (Galvin et al. 2005) is an 8-item 
dementia screen. Items on the AD8 ask an infor-
mant to indicate whether or not there has been 
a change in their loved one’s judgment, interest 
in hobbies and activities, forgetfulness etc. over 
the last several years. Answer options are “yes, a 
change”; “no, no change”; and “NA/don’t know.” 
Malstrom et al. (2009) administered the AD8 to 
147 dyads aged 64–70 from the African American 
Health (AHH) project, finding that the measure 
alone was effective at discriminating between 
a clinical dementia rating of 0 and 0.5. The 
researchers concluded that the measure has high 
sensitivity and specificity for discerning clinical 
dementia ratings in the community and thus is 
recommended for use with African Americans.

Clinical Dementia Rating Scale The Clinical 
Dementia Rating (CDR) is a semi-structured 

interview that is conducted with a collateral 
contact to assess the identified client’s memory, 
orientation, judgment and problem solving, 
community affairs, home and hobbies, and 
personal care. The person is assigned a score 
(on a 5-point spectrum) ranging from “none” to 
“severe.” Scores in each of these are combined 
to obtain a composite score that ranges from 0 
through 3 (Morris 1993). The CDR has been 
amply used in research with African Americans 
(i.e., Malstrom et al. 2009; Wilkins et al. 2006). 
Because the CDR (and others discussed herein) 
assess for Activities of Daily Living (ADLs) 
a discussion on cultural considerations when 
assessing for ADLs (and possibly Instrumental 
ADLs [IADLs]) is necessary.

ADLs and IADLs There are a number of fac-
tors that are specific to African Americans that 
can impact how African Americans are assessed 
when ADLs and IADLs are examined. In fact 
some cultural factors can result in diminished 
ADLs and IADLs. First, in terms of medical con-
ditions that can impact ADLs and IADLs Afri-
can Americans have high rates of diabetes, high 
blood pressure, lung disease, and obesity, which 
can contribute to an inability to perform tasks 
at a normative functioning level (Thorpe et al. 
2009; Nies et al. 1999). Therefore the assess-
ing clinician should be mindful of the increased 
risk factors for African Americans in terms of 
developing difficulties with ADLs and IADLs. 
Moreover, a number of sociodemographic factors 
including unsafe neighborhoods, limited space in 
household, poverty etc. can also contribute to dif-
ficulties in carrying out ADL’s and IADL’s such 
as exercising, grocery shopping, or maintaining a 
healthy diet (Fitzpatrick & Van Tran 1997). Fur-
thermore, familial demands may make it difficult 
for African Americans to engage in self-care. For 
example, in a study of diabetic African Ameri-
can caregivers, it took them over 18 months to 
engage in self-care activities such as eye exams 
due to high family demands (Carthron et al. 
2010). Higher levels of mental health diagno-
ses can also contribute to an inability to perform 
basic duties such as bathing, driving a car, or 
managing finances on one’s own (Fitzpatrick & 
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Type of 
assessment

Test name Useful to assess for Research and recommendations

Screening Mini-Mental State 
Examination (MMSE)

Establishing baseline 
cognitive performance; 
measuring cognitive 
decline

Fairly extensive research shows the MMSE has low 
specificity with African American elders, producing 
high rates of false positives.
Research suggests that adjusting for literacy levels 
may correct this low specificity; Hawkins et al. 
(2011) provide age and education stratified norma-
tive data for African American elders

Montreal Cognitive 
Assessment (MoCA)

Cognitive impairment Normative data for the measure was derived from 
a large ( N = 2653), ethnically diverse, cardiac-
diseased, population-based sample. In the absence 
of research on ethnic group comparisons of MoCA 
scores, it is of note that African Americans were 
included in the standardization sample (African 
Americans constituted 52 % of the sample).
Recent research suggests caution is needed when 
interpreting MoCA scores in groups with lower 
education as well as those with lower literacy levels

Cognistat Cognitive decline Research suggests that among African American 
elders (age 60+) there were not strong educa-
tion and age effects on Cognistat performance. 
Strickland et al. (2005) provided age and education 
stratified normative data from their sample given 
lower performance levels in their sample of African 
American elders compared to the standardization 
group

Short Blessed Test Cognitive impairment Fairly extensive research has demonstrated that the 
short blessed memory test has poor sensitivity and 
specificity when administered to African American 
older adults. The measure is not recommended for 
use with African Americans

Mini-Cog–Functional 
Activities Question-
naire (MC-FAQ

Cognitive impairment While age, years of education and depressive 
symptoms were significant predictors of score 
classifications, researchers’ failure to find ethnic 
group differences suggests that this measure may be 
culturally neutral

Interview Community Screening 
Interview for Demen-
tia (CSI-D)a

AD-8a

Clinical Dementia 
Rating Scalea

ADLs and IADLsa

Dementia
Dementia
Dementia
Level of functioning

Comparative epidemiological research suggests that 
informant reports are valid in assessing cognitive 
functioning of African American elders, support-
ing the CSI-D as a culturally adaptable screening 
measure for this population
Researchers have concluded that the measure has 
high sensitivity and specificity for discerning clini-
cal dementia ratings in the community and thus is 
recommended for use with African Americans
The CDR has been amply used in research with 
African Americans
Some cultural factors can result in diminished 
ADLs and IADLs for older African Americans not 
specific to cognitive decline suggesting caution 
should be exercised when evaluating these

a This test can involve an informant interview in addition to the patient interview

Table 15.1  Summary of measures reviewed
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Van Tran 1997). Thus, when assessing ADLs and 
IADLs the clinician should distinguish between 
limited functioning that is specific to cognitive 
decline vs. limited functioning that a result of the 
factors discussed above.

Summary and Recommendations

In this chapter we reviewed the literature on cog-
nitive decline and dementia in African American 
elders with a specific focus on the Mini-Mental 
Status Examination, Montreal Cognitive Assess-
ment (MoCA), Cognistat, Short Blessed Test, 
Mini-Cog-Functional Activities Questionnaire 
(MC-FAQ), Community Screening Interview 
for Dementia (CSI-D), AD-8, Clinical Dementia 
Rating (CDR), and examination of ADLS and 
IADLs (See Table 15.1 for a summary of these 
measures and relevant recommendations). While 
the focus of our chapter has been on cognitive de-
cline (and mostly age related cognitive decline) 
a number of the measures discussed herein can 
be used to screen for cognitive impairment that 
either is or is not specific to dementia. In terms 
of recommendations, our first recommendation 
is that cutoff adjustments (e.g., those that ac-
count for age, education and literacy effects as 
discussed) be used when appropriate. Second, 
we recommend that literacy be factored into the 
evaluation. There is ample documentation that 
literacy levels can impact performance on the 
measures discussed in this chapter. Third, when 
a cognitive screen results in suspected cognitive 
decline, we recommend that more finite assess-
ment be conducted given the high false–positive 
rate that screens can yield for African American 
individuals. Fourth, in order to inform assess-
ments of premorbid functioning as well as inform 
the overall assessment process (e.g., early identi-
fication of areas to be assessed based upon fam-
ily or caregiver reports of suspected impairment), 
we recommend collateral contacts occurring even 
at the screening stage. The clinician should keep 
in mind sociodemographic factors that impact 
ADLs and IADLs and where functioning in these 
domains is limited, it may be necessary to rule 
out other viable hypotheses for limited IADL/

ADL functioning. This is particularly important 
as when age related cognitive decline is suspect-
ed medication may be prescribed and where false 
positives exist there can be iatrogenic effects. 
Lastly, for screens where the false positive rate is 
high (e.g., the MMSE) we recommend that per-
formance on these screens be used in terms of 
establishing baseline cognitive performance and 
then used to track cognitive decline over time.
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Overview

Schizophrenia is a heterogeneous disorder that 
has been documented in nearly every culture in 
the world (Jablensky et al. 1992). However, there 
are reasons to believe that the symptom patterns 
associated with the syndrome of schizophrenia do 
not manifest identically across cultures or people 
of different ethnicities (Myers 2011). Of par-
ticular interest, there is a large body of evidence 
suggesting that the prevalence of schizophrenia 
is greater in African Americans than Caucasians 
(Bresnahan et al. 2007; Lipton and Simon 1985; 
Liss et al. 1973; Neighbors et al. 1999; Strakows-
ki et al. 1996a), with some evidence suggesting 
that African Americans may be up to three times 
more likely to be diagnosed with schizophrenia 
than Caucasians (Bresnahan et al. 2007). Ini-
tially, researchers believed that factors other than 
ethnicity, such as lower socioeconomic status or 
clinicians not strictly adhering to structured clini-
cal diagnostic interviews, may account for the 

increased prevalence among African Americans. 
However, after taking socioeconomic status into 
consideration and attempting to strictly adhere 
to diagnostic manuals, studies have still found 
greater prevalence of schizophrenia diagnoses 
among African American populations, although 
this difference is notably attenuated (Bresnahan 
et al. 2007). The reasons for this increase are cur-
rently unknown. However, the absence of simple 
explanations has caused researchers to focus on 
multifaceted accounts that take a myriad of con-
textual risk factors into consideration, such as: 
immigration, cumulative social disadvantage, 
adverse life events, and ethnic density. Diag-
nostic biases and lack of cultural consideration 
have also been posed as viable explanations for 
the increased rate of schizophrenia diagnoses 
among African Americans, with several studies 
suggesting that clinicians may misunderstand the 
cultural salience of psychotic symptoms in Afri-
can Americans with psychosis (Adebimpe 1981; 
Adebimpe et al. 1982). If true, the misdiagnosis 
of schizophrenia in the African American popula-
tion would prove to be a substantial problem, as 
effective treatments for schizophrenia are rarely 
similar to other psychiatric illnesses and the 
stigma of being misdiagnosed with schizophre-
nia may negatively affect these individuals and 
their families. These issues have sparked a debate 
within the scientific literature regarding the va-
lidity of diagnostic and assessment procedures in 
African Americans. In the current chapter, we re-
view this literature on diagnosing psychotic dis-
orders in African American clients, highlighting 
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the leading theories regarding the increased prev-
alence of psychotic disorder diagnoses in African 
Americans. Given the importance of symptom 
severity assessment in diagnosis, we also provide 
a summary of major clinical rating scales and re-
view the literature on the assessment of positive, 
negative, and disorganized symptoms in African 
Americans. We also present new data on two 
of the most common clinical rating scales used 
to assess these symptoms since little published 
data exists regarding psychometric properties 
of major rating scales in African American and 
Caucasian clients separately, and conclude with 
recommendations regarding the assessment of 
psychosis in African American clients.

Diagnosing Psychotic Disorders  
in African American Clients

Diagnostic Errors and Rater Bias A substan-
tial number of studies have demonstrated that 
schizophrenia is more often diagnosed among 
African American than Caucasian clients, while 
mood disorders are more frequently diagnosed 
in Caucasians than African Americans (Lawson 
1986; Neighbors et al. 1989; Simon et al. 1973; 
Strakowski et al. 1993, 1996b; Worthington 
1992). Such findings have led some to question 
the accuracy of clinical judgment, and propose 
that the elevated rates of schizophrenia in Afri-
can Americans reflect diagnostic errors and rater 
biases that result from failure to consider cultural 
factors during diagnostic and assessment proce-
dures (Neighbors et al. 2003). Consistent with 
this notion, studies have found that clinicians 
use different criteria to diagnose schizophrenia 
in Caucasian Americans and African Americans 
(Trierweiler et al. 2006). For instance, Afri-
can Americans are more likely, than Caucasian 
Americans, to receive a diagnosis of schizo-
phrenia when evaluated in a hospital setting; 
however, when clinicians reevaluate those same 
patients using semi-structured diagnostic rating 
instruments that are linked to diagnostic and sta-
tistical manual (DSM) criteria, diagnostic race 
differences are markedly reduced (Neighbors 
et al. 1999, 2003). This may imply that clinical 

diagnoses made without the use of structured di-
agnostic procedures are less accurate than those 
that do use structured diagnostic tools like the 
Structured Clinical Interview for DSM-IV (SCID; 
First et al. 2002). Alternatively, clinicians may 
not be sensitive to racial and ethnic differences in 
symptom expression in African Americans. For 
example, Neighbors et al. (2003) found evidence 
that clinicians use different processes to link 
symptom observations to diagnostic categories 
in individuals of different ethnicities. In particu-
lar, loose associations, inappropriate affect, audi-
tory hallucinations, and vague speech predicted 
receipt of schizophrenia diagnosis in African 
Americans to a greater extent than Caucasians. 
Although the frequency of these symptoms did 
not differ between ethnic groups, the weight that 
clinicians ascribed to them did differ, and subse-
quently influenced whether a mood or psychotic 
disorder diagnosis was assigned. Furthermore, 
the culture of the diagnosing clinician has been 
found to influence the extent to which different 
symptom clusters are emphasized when making 
the schizophrenia diagnosis. African American 
clinicians are more likely to emphasize positive 
symptoms than non-African American clinicians, 
and only non-African American clinicians tend to 
emphasize negative symptoms (e.g., poverty of 
speech, blunted facial affect) in the schizophre-
nia diagnosis (Trierweiler et al. 2006). This sug-
gests that when evaluating African Americans, 
non-African American clinicians may be more 
influenced by barriers to communication than 
their African American colleagues. In addition 
to causing blurred boundaries between differ-
ent aspects of schizophrenia psychopathology, 
it is possible that lack of cultural consideration 
also results in higher rates of misclassification of 
schizophrenia in African Americans and for the 
disorder as a whole.

A number of studies have also reported that 
African Americans diagnosed with schizophre-
nia report experiencing more severe psychotic 
symptoms (Adebimpe et al. 1982; Mukherjee 
et al. 1983) and a greater number of “first-rank” 
psychotic symptoms than Caucasian patients 
(Strakowski et al. 1996a, b; Arnold et al. 2004). 
In part, this difference in symptom presentation 
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may be due to the fact that African Americans 
tend to make greater use of emergency centers 
where clinicians are likely to see symptoms at 
their highest severity, thereby making them more 
prone to assigning a diagnosis of schizophrenia 
when such symptoms are reported (Trierweiler 
et al. 2006). In addition, although Schneide-
rian first-rank symptoms have historically been 
considered by many clinicians to be the hall-
mark symptomatology of schizophrenia, and 
many clinicians believe that these symptoms are 
the most valuable markers of pathology when 
making a schizophrenia diagnosis (Schneider 
1959), research suggests that the presence of 
first-rank symptoms may not be as predictive 
of schizophrenia as had been believed in years 
past (Carpenter et al. 1973; Andreasen & Flaum 
1991). Such evidence has lead to changes in 
the diagnostic criteria for schizophrenia in the 
DSM-5, and first-rank symptoms will no longer 
be weighted more heavily in allowing subjects 
to meet DSM criteria in the absence of other re-
quired symptoms of schizophrenia (Keller et al. 
2011). It is therefore possible that greater reli-
ance on first-rank symptoms, when diagnosing 
African Americans, leads to higher prevalence 
rates. It will be important to determine whether 
these DSM-5 changes alter the increased preva-
lence of schizophrenia diagnoses in African 
Americans relative to Caucasians.

Overall, the aforementioned findings may sug-
gest that the higher prevalence of psychotic dis-
order diagnoses in African Americans results at 
least to some extent due to a lack of cultural con-
sideration during diagnostic interviewing. How-
ever, there is currently no definitive evidence that 
the elevated incidence of schizophrenia in Afri-
can Americans is solely due to widespread biases 
or errors in clinical diagnoses. Indeed, recent 
meta-analyses indicating increased incidence of 
schizophrenia diagnosis across a range of eth-
nic groups, particularly migrant groups, suggest 
that sociocultural and other factors may also be 
at play.

Immigration Many studies have suggested that 
the increased prevalence of schizophrenia among 
minorities is due to the myriad of environmental 

and sociocultural factors that accompany immi-
gration (Odegaard 1932; Bourque et al. 2011; 
Gara et al. 2012; Cantor-Graae and Selten 2005; 
Cantor-Graae and Pedersen 2007). It is well-
documented that first-generation migrants are at 
an increased risk for developing schizophrenia, 
and this discrepancy is still observable in sec-
ond-generation migrants (Bourque et al. 2011). 
However, these differences in prevalence are not 
witnessed as robustly or reliably among all immi-
grants or minority populations. For example, 
Latin Americans do not differ from Caucasians 
in diagnostic prevalence of schizophrenia (Gara 
et al. 2012; Minsky et al. 2003), suggesting that 
sociocultural factors beyond immigration may 
also be at play. Of particular relevance to African 
American populations, individuals who migrated 
from a country where dark skin color is present 
in the majority to a country where white skin 
color is the majority show a greater prevalence 
of schizophrenia diagnoses than other migrant 
groups (Cantor-Graae and Selten 2005; Gara 
et al. 2012). Some have attributed this discrep-
ancy to the fact that dark-skinned individuals are 
more readily discriminated as compared to other 
migrant groups due to their clearly observable 
difference from the native people (Murray and 
Hutchinson 1999; Sharply et al. 2001; Cantor-
Graae and Selten 2005). Along with this think-
ing, Selten and Cantor-Graae suggest that the 
constant and prolonged experience of having an 
outsider status in a new country may cause dark-
skinned individuals to possess a chronic stressor 
that could be a contributing factor to the higher 
rates of schizophrenia amongst dark-skinned 
migrant populations (2005; 2007).

Urban Density, Socioeconomic Status, and 
Social Disadvantage Several additional socio-
cultural factors may influence the increased prev-
alence of schizophrenia in African Americans. 
Ethnic density has been found to be associated 
with higher rates of schizophrenia in multiple 
cultures. For example, in a study conducted in 
the United Kingdom, it was found that when indi-
viduals with black skin made up less than 25 % 
of the population of their neighborhood there 
was approximately three times greater risk for 
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developing schizophrenia. However, this risk 
became nonsignificant if the neighborhood con-
sisted of 25 % or more individuals with black 
skin (Schofield et al. 2010). This suggests that 
risk for psychotic disorders is associated with 
one’s level of acculturation, as well as how iso-
lated they are from the culture that they identify 
with. Urbanicity and socioeconomic status have 
also been linked to higher rates of schizophrenia 
diagnoses, especially lower socioeconomic status 
during childhood (Corcoran et al. 2009; Jenkins 
et al. 2008; March et al. 2008). Increased risk for 
traumatic and adverse life events has been one 
potential link between psychosis and social disad-
vantage, potentially compounding likelihood of 
developing psychosis if individuals are at genetic 
risk (Arsneault et al. 2010). Collectively, these 
findings indicate that a range of sociocultural fac-
tors may contribute to the increased prevalence of 
schizophrenia in African American clients.

Assessment of Positive, Negative, 
and Disorganized Symptoms in 
Individuals with Psychotic Disorders

Although there is considerable debate regarding 
the reasons underlying the increased prevalence 
of schizophrenia diagnoses in African Ameri-
cans, relatively little research has examined 
differences in the psychometric properties of 
major scales used to assess the symptoms associ-
ated with schizophrenia. It would be important 
to know how these scales function in African 
Americans since these measures are commonly 
used to test the efficacy of new medications in 
clinical trials and to monitor changes in symptom 
severity in clinical practice. In the remainder of 
this chapter, we provide a summary of the clini-
cal rating instruments that are most commonly 
used to assess symptoms of schizophrenia and 
other psychotic disorders in research and clinical 
settings. Given the paucity of available data on 
African Americans specifically, we also present 
previously unpublished archival data on the psy-
chometric properties of several of the most com-
mon schizophrenia symptom rating instruments 

in samples of Caucasian and African American 
individuals diagnosed with a psychotic disorder.

As previously noted, schizophrenia is a mark-
edly heterogeneous disorder with regard to its 
symptom presentation. Modern factor analytic 
studies typically support the existence of three 
major domains of psychopathology in schizo-
phrenia: positive, negative, and disorganized 
symptoms (Keefe et al. 1992; Kelley et al. 1999; 
Mueser et al. 1994; Peralta and Cuesta 1995; 
Sayers et al. 1996). Within these broad symptom 
cluster distinctions, there is also evidence for sep-
arate individual symptom dimensions. For exam-
ple, positive symptoms are typically divided into 
hallucinations and delusions, and disorganization 
into formal thought disorder and bizarre behav-
ior (Andreasen et al. 1995). Negative symptoms 
are also multidimensional with consistent evi-
dence for two dimensions reflecting motivation 
and pleasure (e.g., anhedonia, avolition, asoci-
ality) and emotional expressivity (e.g., alogia, 
restricted affect) (Blanchard and Cohen 2006; 
Kirkpatrick et al. 2011; Strauss et al. 2012, 2013).

A variety of measures have been developed 
to assess positive, negative, and disorganized 
symptoms in individuals with psychotic disor-
ders. Table 16.1 presents the clinical assessment 
tools most commonly used to measure positive, 
negative, and disorganized symptoms in the field. 
A description of each measure is included within 
the table. These symptom severity measures are 
typically completed by clinicians who perform a 
standard clinical interview designed to assess the 
relevant symptom domains, and then rate each 
item on the scale on the basis of their observa-
tions, patient self-report, and sometimes col-
lateral report. The scoring procedures for these 
measures vary; however, most of these scales 
are scored by totaling all items on the scale or 
by totaling the individual items that form its sub-
scales. Unlike many psychological tests, these 
psychiatric clinical rating scales typically do not 
have established norms for estimating standard 
scores or severity percentiles. Although norms 
do not exist, these scales are typically thought to 
be valid for use in individuals of different ages, 
stages of illness, and cultural groups.
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Name Author(s)/Date Symptom domains 
assessed

Description

Positive and Nega-
tive Syndrome Scale 
(PANSS)

Kay et al. 1987 General psychi-
atric; positive, 
negative

The PANSS is a 30-item scale used to assess 
schizophrenia across three domains: positive 
symptoms, negative symptoms, and general sever-
ity of mental illness. Individual items are rated on 
a 7-point Likert type scale. Global ratings are used 
to represent the overall severity of the symptoms 
within each of the three domains

Brief Psychiatric Rat-
ing Scale (BPRS)

Overall and 
Gorham 1962

General psychiat-
ric; positive, nega-
tive; disorganized

The original BPRS scale consisted of 16 items 
(Overall and Gorham 1962), which are rated on a 
7-point Likert scale. More recent versions consist 
of 18 (Overall and Gorham 1988) or 20 items 
(Lukoff et al. 1986). Individual items assess posi-
tive, negative, disorganized, and general psychiatric 
symptoms

Scale for the Assess-
ment of Positive 
Symptoms (SAPS)

Andreasen 1984 Positive; 
disorganized

The SAPS is a 35-item scale measuring posi-
tive and disorganized symptoms in four primary 
domains: hallucinations, delusions, bizarre 
behavior, and positive formal thought disorder. 
Symptoms are typically rated over the past week on 
a 6-point scale. Global ratings are used to represent 
overall severity within each of these five domains, 
taking into account both the nature and severity of 
all symptoms observed

Psychotic Symp-
tom Rating Scales 
(PSYRATS)

Haddock et al. 
1999

Positive The PSYRATS is a 17-item scale measuring the 
presence and severity of auditory psychosis. The 
scale is divided into two subscales: hallucinations 
and delusions. Individual items on each subscale 
are rated on a 5-point ordinal scale. Global ratings 
are used to the severity of symptoms within a given 
subscale. The PSYRATS has the advantage of 
being able to assess multiple dimensions of audi-
tory psychosis

Scale for the Assess-
ment of Negative 
Symptoms (SANS)

Andreasen 1983 Negative The original SANS consisted of 30 items designed 
to assess negative symptom domains such as 
blunted affect, alogia, avolition, anhedonia, aso-
ciality, and attention. More recent versions have 
reduced the number of items to 25 or 22, excluding 
items related to attention, poverty of content of 
speech, etc. Symptoms are rated on a 6-point scale, 
and typically evaluated over a 1-week or 1-month 
period. A global rating is also made for each core 
domain that takes into account the nature and 
severity of items within that scale

Negative Symptom 
Assessment (NSA)

Axelrod et al. 
1993

Negative The original NSA is a 16-item scale used to assess 
the negative symptoms of schizophrenia. Individual 
items on the NSA are rated using a 7-point Likert-
type scale. Recently the number of items of the 
NSA has been reduced from 16 to 4 (Alphs et al. 
2011). A global rating is calculated to assess the 
individual’s degree of negative symptom severity 
compared to a healthy individual

Table 16.1   Summary of major symptom instruments used to rate positive, negative, and disorganized symptoms in 
psychotic disorders
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Name Author(s)/Date Symptom domains 
assessed

Description

Brief negative symp-
tom scale (BNSS)

Kirkpatrick et al. 
2011

Negative The BNSS is a 13-item scale designed to assess the 
severity of anhedonia, asociality, avolition, alogia, 
restricted affect, and lack of normal distress. Item 
severity is rated on a 7-point scale over the past 
week timeframe. The BNSS has advantages over 
existing measures in that it evaluates multiple com-
ponents of pleasure (e.g., frequency, retrospective, 
prospective), as well as dissociations between inter-
nal experience and outward behavior for avolition 
and asociality

Clinical Assess-
ment Interview for 
Negative Symptoms 
(CAINS)

Kring et al. 2013 Negative The CAINS is a 13-item scale designed to assess 
the domains of anhedonia, asociality, avolition, 
alogia, and restricted affect. It offers the advantage 
of assessing the frequency of past week pleasure, 
and the anticipated frequency of future pleasure

Schedule for the 
Deficit Syndrome 
(SDS)

Kirkpatrick et al. 
1989

Negative The Schedule for the Deficit Syndrome (SDS) 
is used to classify patients according to deficit/
non-deficit status (i.e., whether they have primary 
and enduring negative symptoms or not). The 
SDS requires a semi-structured clinical interview 
designed to assess severity of negative symptoms 
in relation to six domains: restricted affect, dimin-
ished emotional range, poverty of speech, curbed 
interests, diminished sense of purpose, and dimin-
ished social drive. Severity ratings are made on a 
5-point rating scale. For each symptom domain, 
symptoms are further classified as being primary/
secondary (i.e., idiopathic, not due to secondary 
negative symptom factors) and stable/unstable 
(lasting > 1 year). To be classified as a deficit syn-
drome case, patients must: (1) meet DSM criteria 
for schizophrenia, (2) evidence moderate or higher 
(SDS severity of 2 or >) symptom severity on at 
least two of the six symptom domains, (3) have at 
least two of these symptoms considered primary, 
and (4) demonstrate a stable symptom presentation 
during periods of relative remission over the past 
year

Information regarding cultural considerations in the use of these measures with African American clients is lacking. 
Our data reported here on the SAPS and SANS suggest that these scales have good reliability and validity for use in 
African Americans with schizophrenia, and that they may not require adaptation. However, as a general rule-of-thumb, 
positive, negative, and disorganized symptoms of schizophrenia should be evaluated in relation to cultural context 
when performing a clinical or diagnostic interview

Table 16.1 (continued) 

It has yet to be empirically determined wheth-
er the assumption that these scales have cross-
cultural utility is correct. Very few published 
studies have evaluated ethnicity-related differ-
ences in major clinical measures across cultures, 
including African American clients. Of the few 
studies that have been conducted, results indicate 
that African Americans are rated as having more 

first-rank symptoms on the SAPS (Arnold et al. 
2004), and more severe positive symptoms on 
select items of the PANSS (suspiciousness and 
hallucinatory behavior) (Barrio et al. 2003); 
however, there are typically no overall differenc-
es on broad positive, negative, or disorganized 
symptom domain scores on the PANSS, or total 
negative symptom scores on the SANS (Arnold 
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et al. 2004; Barrio et al. 2003) between African 
Americans and Caucasians. It is currently unclear 
whether the psychometric properties of these in-
struments differ between African Americans and 
Caucasians; however, it would be important to 
examine differences in reliability and validity 
given the aforementioned evidence related to in-
creased prevalence of schizophrenia diagnoses 
in African Americans and potential issues sur-
rounding rater bias.

Evaluation of Psychometric Properties 
of Major Clinical Rating Scales in 
African American and Caucasian 
Clients

Within our group at the Maryland Psychiatric 
Research Center (MPRC) at the University of 
Maryland School of Medicine, we are in a unique 
position to evaluate the psychometric proper-
ties of major assessments used to index positive, 
negative, and disorganized symptoms in Afri-
can American clients diagnosed with psychotic 
disorders. Our outpatient and inpatient research 
units at the MPRC focus exclusively on the eti-
ology and treatment of schizophrenia. We have 
collected index admission data on hundreds of 
individuals over the past 25 years, including data 
on major psychiatric rating scales. In the sections 
that follow, we present data on the reliability and 
validity of the two most popular instruments used 
in the assessment of psychosis, with reliability 
and validity analyses conducted separately for 
African American and Caucasian subjects meet-
ing criteria for a DSM diagnosis of a psychotic 
disorder. Measures evaluated include the SAPS 
(Andreasen 1984) and the SANS (Andreasen 
1983). The content of these measures is outlined 
in Table 16.1. All participants tested in our index 
assessments provided written informed consent 
for a protocol approved by the University of 
Maryland.

For each measure, analyses focused on: (1) 
Reliability: evaluated in relation to internal con-
sistency and alpha-if-item-deleted analyses; (2) 
Construct validity: evaluated via principal com-
ponents analysis (varimax rotation with Kaiser 

normalization) to evaluate the internal structure 
of the scales; (3) Convergent validity: evalu-
ated via bivariate correlations with measures 
purported to index similar symptom domains 
on the Brief Psychiatric Rating Scale (BPRS: 
Overall and Gorham 1962); (4) Discriminant va-
lidity: evaluated via bivariate correlations with 
measures thought to index symptom constructs 
with minimal to moderate relationships with the 
measure of interest on the BPRS (Overall and 
Gorham 1962), and (5) Basic descriptive statis-
tics: differences in symptom severity between 
Caucasian and African American subjects were 
compared using ANOVA.

1. Scale for the Assessment of Positive Symp-
toms (SAPS) 1A. Reliability: Cronbach’s alpha, 
calculated to examine internal consistency, was 
excellent for African American and Caucasian 
patients (see Table 16.2), indicating that the 
SAPS items measure a single latent construct of 
positive symptoms in both ethnic groups. In addi-
tion, alpha if-item-deleted coefficients were high 
in both ethnic groups, suggesting no benefit from 
excluding any individual items from the total 
score (see Table 16.2). Thus, the SAPS demon-
strated good reliability in African American and 
Caucasian subjects meeting diagnostic criteria 
for psychotic disorders.

1B. Construct Validity: Principal components 
analysis was used to examine the factor struc-
ture of the SAPS. Results indicated a 2-factor 
solution for Caucasians, and a 1-factor solution 
for African Americans (see Table 16.3). The 
2-factor solution seen in Caucasians is consis-
tent with prior factor analytic work on the SAPS 
(Andreasen et al. 1995). These factors reflect 
psychosis and disorganization symptom dimen-
sions. Evidence for a single factor in African 
American subjects may reflect rater bias, where-
by clinicians tend to rate both psychotic and 
disorganized symptom dimensions similarly in 
African Americans, but perceive differences in 
Caucasians. Alternatively, the single factor may 
reflect genuine differences in symptom expres-
sion, such that psychosis and disorganization 
tend to travel together in African Americans 
more frequently than Caucasians.
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1C. Convergent Validity: In Caucasians and 
African Americans the SAPS total score was 
highly correlated with the BPRS psychosis score, 
suggesting that the SAPS has good convergent 
validity with another established measure of 
positive symptoms (see Table 16.4). Although 
the correlation between SAPS and BPRS positive 
scores was higher for Caucasians than African 
Americans, the test for significant differences be-
tween correlations indicated that this difference 
was nonsignificant. However, the test for sig-
nificant differences in correlations was signifi-
cant between Caucasians and African Americans 
with regard to the relationship between SAPS 
total and BPRS disorganization. This suggests 
that the SAPS may have better convergent valid-
ity in African Americans than Caucasians. This 
conclusion is strengthened by the fact that the 
BPRS disorganized dimension was more highly 
correlated with the SAPS global formal thought 

disorder item on the SAPS in African Americans 
(r = 0.43) than Caucasians (r = 0.30).

1D. Discriminant Validity: A comparison of 
correlations between the SAPS total score and 
the BPRS Positive, Disorganized, Negative, and 
Total symptom subscale scores supported the dis-
criminant validity of the SAPS in Caucasians and 
African Americans (see Table 16.4).

1E. Comparison of Mean SAPS Scores: One-
way ANOVAs calculated separately for the four 
SAPS global scores indicated that Caucasians 
and African Americans did not significantly dif-
fer in positive or disorganized symptom severity 
(all p’s > 0.27) (see Table 16.2).

2. Scale for the Assessment of Negative Symp-
toms 2A. Reliability: On the SANS, Cron-
bach’s alpha was good for African Americans, 
Caucasians, and all subjects (see Table 16.5); 
however, alpha was slightly lower for African 

Table 16.2   Scale psychometrics: SAPS—reliability analyses
Caucasian (n = 239) African American (n = 180)

Mean SAPS global scores (SD)
Hallucinations 2.13 (1.93) 2.18 (2.03)
Delusions 2.43 (1.71) 2.51 (1.66)
Bizarre behavior 1.03 (1.30) 0.89 (1.21)
Thought disorder 1.30 (1.46) 1.27 (1.30)
Cronbach’s alpha 0.90 0.92
Alpha-if-item deleted range 0.89–0.90 0.91–0.92

Table 16.3   Scale psychometrics: SAPS—factor analyses
Caucasian (n = 239) African American (n = 180)

Global item Factor 1 Factor 2 Factor 1
Hallucinations 0.89 0.08 0.75
Delusions 0.87 0.18 0.81
Bizarre behavior 0.18 0.82 0.63
Thought disorder 0.07 0.85 0.70
Eigen value 1.96 1.07 2.11
% Variance 49.0 26.7 52.8

Table 16.4   Scale psychometrics: SAPS—convergent and discriminant validity
Caucasian African American

BPRS positive symptoms 0.68*** 0.59***
BPRS negative symptoms 0.09 − 0.09
BPRS disorganized symptoms 0.28*** 0.49***
BPRS total symptoms 0.56*** 0.45***
* = p < 0.05, ** = p < 0.01, *** = p < 0.001.
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Americans than Caucasians. In addition, alpha if-
item-deleted coefficients were good in both eth-
nic groups, suggesting no evidence for poor reli-
ability among any individual SANS items (see 
Table 16.5), although these were slightly lower 
in African Americans. Overall, these findings 
suggest good internal consistency among SANS 
items in Caucasians, and slightly lower but still 
good internal consistency in African Americans.

2B. Construct Validity: Principal components 
analysis with maximum-likelihood rotation was 
used to examine the factor structure of the SANS. 
Results indicated a 1-factor solution in all sub-
jects and Caucasians, and a 2-factor solution in 
African Americans (see Table 16.6). The 2-factor 
solution found in African Americans is the one 
most commonly found on the SANS, as well as 
other negative symptom measures (Blanchard 
and Cohen 2006; Strauss et al. 2012, 2013), with 
factors representing motivation and pleasure 
(avolition, anhedonia, asociality) and dimin-
ished expression (affective blunting, alogia). It is 
possible that prior factor analytic results on the 
SANS and other measures have primarily been 
driven by African American subjects. The dif-
ferential factor structure of the SANS in African 
American and Caucasian subjects may reflect a 

valid difference in symptom presentation, such 
that diminished expression and motivation/plea-
sure tend to travel together in Caucasians, but 
not in African Americans. In a recent study by 
Strauss et al. (2013), it was found that schizo-
phrenia patients could be separated into distinct 
negative symptom subgroups based upon the rel-
ative severity of their diminished expression and 
motivation/pleasure scores. Separable groups of 
patients with relatively higher scores on motiva-
tion/pleasure but lower diminished expression 
were identified (and vice-versa), and these pa-
tient subgroups differed on severity of external 
validators such as premorbid adjustment, func-
tional outcome, and social cognition. The demo-
graphic differences among patients statistically 
classified into one of those two negative symp-
tom sub-profiles is consistent with the notion that 
African Americans and Caucasians differ in their 
relative balance of severity among these two fac-
tors, as ethnicity was to some extent differential-
ly associated with the negative symptom profiles. 
Alternatively, the findings may reflect rater bias, 
and that clinicians (who are predominantly Cau-
casian in our clinic) have greater difficulty rating 
emotional expressivity in individuals from cul-
tures that are different than their own. In fact, this 

Table 16.5   Scale psychometrics: SANS—reliability analyses
Caucasian (n = 155) African American (n = 136)

Mean SAPS global scores (SD)
Affective blunting 1.76 (1.16) 1.65 (1.24)
Alogia 1.05 (1.08) 1.05 (1.06)
Avolition 2.50 (1.29) 2.40 (1.36)
Anhedonia-Asociality 2.32 (0.94) 2.26 (1.13)
Cronbach’s alpha 0.89 0.84
Alpha-if-item deleted range 0.88–0.90 0.83–0.85

Table 16.6   Scale psychometrics: SANS—factor analyses
Caucasian (n = 155) African American (n = 136)

Global item Factor 1 Factor 1 Factor 2
Affective Blunting 0.77 0.78 0.21
Alogia 0.62 0.60 0.14
Avolition 0.64 0.11 0.63
Anhedonia-Asociality 0.63 0.26 0.72
Eigen value 2.32 2.00 1.02
% Variance 58.0 49.9 25.5
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is a well-known phenomenon called the “own-
race-face-bias”, whereby individuals are more 
accurate at perceiving emotion in individuals of 
their own culture than they are in other cultures 
(Malpass and Kravitz 1969). Perhaps this face 
identification bias extends here to clinical rat-
ings, resulting in differential item associations 
between emotional expressivity items and moti-
vation/pleasure items in African Americans with 
psychotic disorders.

2C. Convergent Validity: The SANS total 
score was highly correlated with the BPRS nega-
tive symptom score in Caucasians and African 
Americans, suggesting good convergent valid-
ity. The magnitude of the correlation coefficient 
between SANS total scores and BPRS negative 
scores was numerically higher in Caucasians 
than African Americans, but this difference was 
not statistically significant.

2D. Discriminant Validity: Comparison of 
the correlations among the SANS total score, 
and the BPRS Positive, Disorganized, and Total 
symptom subscales indicated good discriminant 
validity in Caucasians and African Americans 
(Table 16.4).

2E. Comparison of Mean SAPS Scores: 
Caucasians and African Americans did not 
significantly differ in severity on any of the 
four SANS global items (all p’s > 0.42) (see 
Tables 16.2, 16.7).

Specific Recommendations for Using the 
SAPS and SANS with African American Cli-
ents Overall, the results of our psychometric 
analyses indicated that the SAPS and SANS 
demonstrated good reliability in terms of internal 
consistency in Caucasians and African Ameri-
cans. Individual items included within the SAPS 
and SANS seem to validly measure a single latent 
construct, as the scales were intended, in both 
ethnic groups. Furthermore, the SAPS and SANS 

each demonstrated good convergent validity in 
relation to the BPRS in Caucasians and African 
Americans, suggesting that these scales show 
strong relationships with another scale purported 
to assess similar constructs. However, the SAPS 
demonstrated better convergent validity with dis-
organization in African Americans than Cauca-
sians, although the correlations were sufficiently 
high in both cases to indicate that the SAPS dis-
organization items have good convergent validity 
in both groups.

Factor analytic results on the SAPS and the 
SANS were interesting, and indicated differ-
ent factor structures in Caucasians and African 
Americans. It is possible that these differences 
in factor structure reflect rater bias in evaluating 
positive and negative symptoms. Further research 
is needed on this matter to determine whether 
rater bias might be at play on the SAPS and 
SANS; however, we suspect that it might given 
the widely documented effects of rater bias on 
diagnosis reviewed earlier in this chapter. Nota-
bly, such differences in factor structure emerged 
in the absence of absolute differences in symp-
tom severity, suggesting that any rater bias that 
is present may influence how similar clinicians 
see different symptom dimensions, rather than 
the global level of psychopathology. Much like 
with diagnosis, the evaluation of symptom se-
verity on popular psychiatric rating scales might 
also be affected by rater bias and how clinicians 
cluster symptoms together in people of different 
ethnicities when making ratings. In general, the 
results of our psychometric analyses indicate that 
two very widely used measures, the SAPS and 
SANS, demonstrate comparable psychometric 
properties in Caucasians and African Americans 
meeting criteria for psychotic disorders. Reli-
ability and validity estimates, at least in terms of 
the analyses that were conducted here, indicate 
that these scales are adequate for use in African 

Table 16.7   Scale psychometrics: SANS—convergent and discriminant validity
Caucasian African American

BPRS positive symptoms 0.06 0.04
BPRS negative symptoms 0.73*** 0.63***
BPRS disorganized symptoms 0.14 0.02
BPRS total symptoms 0.40*** 0.31***
* = p < 0.05, ** = p < 0.01, *** = p < 0.001.
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Americans with schizophrenia; however, it is still 
possible that these measures are subject to some 
of the same rater biases that occur when making 
diagnoses, and this should be explored in future 
studies.

Conclusions

In conclusion, studies have consistently indi-
cated an increased prevalence of schizophrenia 
diagnoses in African American clients. Diag-
nostic errors, biases in ratings, and lack of reli-
ance on structured diagnostic procedures may 
contribute to this diagnostic finding, along with 
other sociocultural influences (e.g., urban den-
sity, socioeconomic status). Clinicians diagnos-
ing African American individuals presenting 
with psychosis would be better advised to utilize 
structured diagnostic tools like the SCID (First 
et al. 2002), which has been found to reduce rater 
bias and increase the accuracy of diagnostic pro-
cedures. Furthermore, clinicians should consider 
the cultural relevance of positive, negative, and 
disorganized symptoms when evaluating African 
American clients in clinical and research settings. 
Failure to do so could result in inaccurate diagno-
ses that are based upon insufficient information, 
which tend to see distinct symptom dimensions 
as more similar than they are (i.e., positive, nega-
tive, and disorganized), thereby making over-di-
agnosis more likely and impeding the clinician’s 
ability to make finely tuned treatment recom-
mendations. To make diagnostic judgments more 
accurate, clinicians should consider the client’s 
own interpretation of their symptoms in relation 
to cultural context, as some symptoms reflect 
culturally acceptable manifestations of distress.

Few studies have examined cultural differ-
ences in symptom ratings made using standard 
psychiatric rating scales used to measure the 
positive, negative, and disorganized symptoms of 
schizophrenia. The data presented in this chapter 
suggest that two of the most common scales, the 
SAPS and SANS, are reliable and valid for use in 
African Americans with psychotic disorders. The 
items and anchors on these scales do not appear 

to require modification for use in African Ameri-
cans. Given their sound psychometric proper-
ties in African American individuals, clinicians 
could consider using these instruments to supple-
ment other diagnostic instruments like the SCID, 
which tend to be less detailed in their coverage 
of individual positive and negative symptoms. 
However, these rating scales may not be immune 
to the rater bias problems that are thought to af-
fect formal diagnostic procedures, and clinicians 
should take cultural context into consideration 
when using formal rating scales to assess symp-
tom severity. Negative symptom assessments in 
particular should take into account cultural fac-
tors influencing normative emotional expressiv-
ity and quantity of speech, and how these may 
differ by culture in relation to changes in every-
day context.
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The somatoform disorders (SFD’s) represent 
a defined group of mental disorders, which are 
distinguished by chronic conditions. They con-
sist of multiple medically unexplained bodily 
complaints that occur over a prolonged period 
of time (Hiller and Janca 2003). Although the 
symptoms may have varying presentations based 
on cultural influences, the concept of SFD’s has 
been accepted amongst clinicians worldwide. 
They were originally introduced in 1980 by the 
third Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-III) as an encompassing 
term covering various clinical conditions, such 
as Somatization Disorder, Conversion Disorder, 
Psychogenic Pain Disorder, and Hypochondria-
sis. The current classification systems, DSM-IV-
TR (2000), and International Statistical Classifi-
cation of Diseases and Related Health Problems 
(ICD-10), have continued to use definitions very 
similar to those originally introduced in DSM-
III, but have added Body Dysmorphic Disorder 
and Undifferentiated Somatoform Disorder. Pain 
Disorder was substituted for Psychogenic Pain 
Disorder. Due to this common origin, the diag-
nostic frameworks for SFD’s in DSM-IV-TR 
(2000) American Psychiatric Association (2000) 
and ICD-10 (1992) are nearly identical and a 

broad international consensus on the classifica-
tion of SFDs has been established. Another rea-
son for the similarity between the DSM-IV-TR 
and the ICD-10 is related to the fact that both 
classifications focus on symtomatology instead 
of etiology.

When any group of mental disorders is identi-
fied to be distinctive from others, a number of 
assessment tools and instruments are created to 
help to identify them in research and clinical set-
tings, and SFD’s are no exception. In different 
countries, researchers suggested self- or observ-
er-rated methods that can be used to detect so-
matoform patients, as well as explain their clini-
cal features and measure longitudinal changes 
(Hiller and Janca 2003).Some instruments were 
thoroughly evaluated using psychometric and 
statistical methods. As a result, a number of those 
with good psychometric quality were used in 
different studies and gave rise to cross-cultural 
comparisons.

Pain is the most commonly reported present-
ing complaint in medical settings (Hardin 1998). 
The importance of appreciating the level and 
quality of patients’ pain has recently come to the 
forefront with the implementation of recommen-
dations for the addition of pain level as a vital 
sign (American Pain Society Quality of Care 
Committee 1995). The importance of acknowl-
edging ethnic differences in patient report of 
pain has been cited over three decades (Zatzick 
and Dimsdale 1990). This chapter represents an 
attempt to provide an overview of most thor-
oughly evaluated and widely used assessment 
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instruments in the field of the SFDs in the Afri-
can American (AA) population.

Somatic symptoms are an associated feature 
of anxiety disorders that have received little re-
search attention among non-white samples. In ad-
dition, most previous studies have examined the 
effects of somatic symptoms in a cross-sectional 
instead of prospective manner (Kingery et al. 
2007). Furthermore, it is not possible to assume 
the relationship between somatic complaints and 
psychosocial functioning. Evidence suggests that 
the prevalence of anxiety in AA youth is high and 
that these youth may have a significant tendency 
to express this anxiety in the form of physical 
symptoms (Kingery et al. 2007). Anxiety sensi-
tivity (i.e., the belief that anxiety-related symp-
toms will have harmful effects) was previously 
measured in a sample of urban AA elementary 
school children and results indicated that they 
endorsed higher levels of anxiety sensitivity than 
their white counterparts (Lambert et al. 2004). 
In addition, AA adults have been found to ex-
press symptoms of anxiety and depression in the 
form of somatic symptoms (Cooper-Patrick et al. 
1999; Neal and Turner 1991; Robins and Regier 
1991; Snowden and Pingitore 2002).

Assessment of Somatoform Disorders

Broadly used classification systems, such as 
the Diagnostic and Statistical Manual of Men-
tal Disorders, Fourth Edition (DSM-IV) and the 
International Classification of Disease (ICD-10)
World Health Organization, employ comparable 
symptom clusters to describe somatoform disor-
ders (SFD’s, i.e., somatization, undifferentiated 
somatoform, conversion, pain, hypochondriasis, 
and body dysmorphic). However, the instru-
ments available for SFD’s are not a homogenous 
group. They vary according to their chief diag-
nostic purpose of assessment. Furthermore, many 
mental health professionals agree that the current 
characterizations of SFD’s do not capture the 
most frequently noted symptoms of clients with 
somatic complaints (Escobar and Gureje 2007). 
The DSM-V American Psychiatric Association 
(2010) recognizes the significant overlap found 
between the current SFD’s (e.g., Somatization, 

Hypochondriasis, Undifferentiated Somatoform, 
and Pain) and intends to reclassify them in to a 
complex somatic symptom disorder (http://www.
dsm5.org/proposedrevision/Pages/SomaticS-
ymptomDisorders.aspx).

Assessment of Somatoform Disorders 
in AAs

Strategies, methodologies, techniques, and psy-
chological instruments are challenged to es-
tablish their applicability for the population on 
which they are used. The assessment of somato-
form disorders in AAs is complicated by the 
nonexistence of appropriate psychological tests 
and fact that AAs are a heterogeneous group. 
This poses the question as to whether race-
specific norms should be created for existing 
instruments. Many psychologists and research-
ers have been critical of the use of psychologi-
cal assessments administered to AAs. Appropri-
ate standards to be assessed for AAs must take 
into account characteristics such as perceptions 
of racism, responses to racism, acculturation, 
identity development and formation, and self-
consciousness (Lindsey 1998).

A number of barriers have been linked to men-
tal health-seeking behaviors. These can include, 
but are not limited to, “stigma, lack of resources 
such as poverty, inadequate coverage, transporta-
tion, and childcare” (LaQuita and Hatcher 2012). 
These types of challenges often lead to great dis-
parities in minority populations, including AAs. 
LaQuita and Hatcher (2012) noted other barri-
ers that include insufficient understanding of the 
mental health profession, institutional racism, 
discrimination, and cultural mistrust of mental 
health professionals and the medical establish-
ment. Many individuals in the black community 
believe that only God will prevent and cure men-
tal illness, that problems will cease if ignored, 
and that involving oneself in mental health treat-
ment signifies weakness and diminished pride 
(Thompson et al. 2004). This perceived stigma 
is so great that people often refuse to seek much 
needed help. Unfortunately, there are many po-
tentially severe consequences for not locating 
therapeutic intervention. For AAs and other ra-

http://www.dsm5.org/proposedrevision/Pages/SomaticSymptomDisorders.aspx
http://www.dsm5.org/proposedrevision/Pages/SomaticSymptomDisorders.aspx
http://www.dsm5.org/proposedrevision/Pages/SomaticSymptomDisorders.aspx
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cial and ethnic minorities, the family unit pro-
vides the primary support for individuals with 
mental health problems. However, social barriers 
can arise against relatives and household mem-
bers of the stigmatized person. The behaviors of 
persons with severe psychological disorders may 
isolate the family, damage its reputation, and 
damage relationships with community members 
(Lefley 1989).

Despite the lack of research studies that ex-
amine somatic symptoms among AA youth, one 
study (White and Farrell 2006) examined two spe-
cific somatic symptoms (headaches and abdomi-
nal pain) among a primarily AA adolescent sam-
ple ( N = 528; age range 11–14 years). Findings 
of this study demonstrated that a sizeable portion 
of the sample experienced headaches (40 %) and 
abdominal pain (36 %) on at least a weekly basis. 
In addition, AA and European American patients 
appear to report significantly different levels and 
qualities of pain in both laboratory and clinical 
conditions (Breitbart et al. 1996; Edwards et al. 
2001; Edwards and Fillingim 1999; Faucett et al. 
1994; Stewart et al. 1996).

Some research suggests that African Ameri-
cans tend to report depression in the form of so-
matic complaints, whereas Caucasian Americans 
are more inclined to report depression in a cogni-
tive-affective manner (Blazer et al. 1998; Greko 
et al. 1996; Simon et al. 1973). Furthermore, it 
appears as though AA patients report lower pain 
tolerances despite similar pain thresholds. In the 
Epidemiologic Catchment Area studies, somati-
zation disorder was found in 0.01 % of the popu-
lation and was most prevalent among AA women 
(0.8 %) followed by AA men (0.4 %) (Cassisi 
et al. 2004). These differences point to cultural 
factors rather than biological factors and consid-
erations must be made for assessments.

Diagnostic Instruments

The Schedules for the Clinical 
Assessment in Neuropsychiatry

The Schedules for Clinical Assessment in Neu-
ropsychiatry (SCAN) is a semi-structured cli-

nician directed interview created under the 
framework of the WHO/Alcohol,Drug Abuse, 
and Mental Health Administration (ADAMHA) 
(Wing et al. 1990).The SCAN was created to in-
tegrate both the objective facts in an interview, 
yet also include the variable information pre-
sented by the patients.All information assessed 
in the interview is formulated to provide a di-
agnosis, which can be coded as both DSM-IV 
or ICD-10 diagnoses (Sartorius and Janca 1996). 
Administration time can be lengthy, averag-
ing approximately 90 min to completion time 
(Sartorius and Janca 1996). SFD’s assessment 
section is relatively short, yet addresses health-
related concerns and physical complaints (Hiller 
and Janca 2003). Validity and reliability factors 
are not available for the AA population, yet field 
trials indicate good reliability in 20 centers in 14 
countries (Wing et al. 1990).

The Composite International Diagnostic 
Interview

The Composite International Diagnostic Inter-
view (CIDI) is a lay-administered assessment 
tool, comprised of 276 structured symptom-
based questions, followed by probing questions 
(Wittchen 1994). Clinical experience is not re-
quired to administer this measure, and it can be 
completed in 90 min. The reliability of the CIDI 
has been widely studied and has proven to be 
an excellent indicator of psychiatric diagnoses. 
However, the research on somatoform disor-
der assessment with the CIDI has been sparse 
(Hiller and Janca 2003), due to the limitations 
a somatizing sample in psychiatric settings. 
Wittchen (1994) found test–retest reliability for 
somatization disorder, 0.74, pain disorder, 0.68 
and 0.71 hypochondriasis. Furthermore, Janca 
et al. (1995) administered the CIDI within two 
settings, outpatient psychiatric clinics and pri-
mary care centers, and found test–retest reli-
ability was 0.76 for somatoform disorders as a 
group. Inter-rater reliability for the somatiza-
tion questions was good, at 0.67 (Wittchen et al.  
1991).
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Limitations of the CIDI have been the lengthy 
administration time. The range of completion 
time varies from 78 min (experienced admin-
istrators) to 103 min (novice administrators) 
(Hiller and Janca 2003). Furthermore, somato-
form disorder-oriented questions include exten-
sive probing, leading to a lengthier interview, 
comparable to the questions related to substance 
abuse disorders and mood disorders. Lastly, val-
idation studies within the AA population is lim-
ited Kessler and Bedirhan Ustun (2004).

Screening Instruments

The General Health Questionnaire

The General Health Questionnaire (GHQ) is a 
self-report, screening questionnaire for iden-
tifying psychiatric disorders (GHQ-60; Gold-
berg and Hiller 1979). The original version was 
comprised of 60 items, but abbreviated versions 
have been created thereafter (GHQ-30, GHQ-
28, GHQ-12). In epidemiological studies, a 12-
items version would be most beneficial to utilize 
due to its shorter length. The reported Cronbach 
alpha coefficient for the GHQ ranges between 
0.82 and 0.86.

Bogner (2004) measured psychological dis-
tress and urinary incontinence (UI) between 
community-dwelling older AAs and Caucasian 
Americans ( n = 747; adults were at least 50 years 
of age). Psychological distress was assessed 
using the General Health Questionnaire (GHQ). 
Results indicated that AAs with UI were more 
likely to experience psychological distress as 
measured using the GHQ than were AAs with-
out UI (unadjusted odds ratio = 4.22, 95 % con-
fidence interval = 1.72–10.39) while the associa-
tion between UI and psychological distress did 
not achieve statistical significance in Caucasian 
Americans (Bogner 2004). These results point to 
the tendency for AAs be more greatly affected 
by UI than for Caucasian Americans, however, 
a more substantial correlation between medical 
diagnoses and psychological distress must be ex-
plored through future research.

Instruments of Severity Ratings

The Minnesota Multiphasic Personality 
Inventory-2

The Minnesota Multiphasic Personality Inven-
tory-2 is a widely known objective personality 
measure, assessing a variety of traits indicative of 
psychopathology. The MMPI-2 has been revised 
once since its first version, with one goal to res-
tandardize the test with a new sample of adults, 
to more accurately establish new test norms. A 
total of 2600 adults were utilized in the sample, 
with 1138 males and 1462 females assessed. The 
MMPI-2 was restandardized to more accurately 
display the ethnicity distribution of the USA. Out 
of the 1138 males assessed, 11.1 % were AA, and 
12.9 % of the females assessed were AA (Butcher 
et al. 1990a). These percentages were chosen to 
reflect the 1990 US Census. Furthermore, upon 
analysis of the most current US Census (census.
gov), the AA population is approximately 13.6 % 
of the population. Therefore, the most recent 
standardization is fairly comparable to the cur-
rent census.

The MMPI-2 has two clinical scales that can 
be utilized to assess for somatoform symptom-
atology, scale 1-hypochondriasis (Hs), and scale 
3-hysteria (Hy). Scale 1-hypochondriasis, assess-
es vague and unrealistic somatic concerns, which 
are often not validated with biomedical markers 
(Hiller and Janca 2003). The Hysteria scale evalu-
ates the individual’s lack of awareness and vulner-
abilities, often in reaction to stressful situations 
(Hiller and Janca 2003). In addition, there is a one 
content scale, Health Concerns (HEA), which as-
sesses for gastrointestinal, cardiovascular, neuro-
logical, sensory, dermatological, respiratory, and 
pain complaints (Butcher et al. 1990b). When 
assessing the possibility of somatic diagnoses, 
the aforementioned scales are often evaluated to 
determine the severity of health related and medi-
cally unexplained symptomatology.

When utilizing the MMPI-2 to assess pos-
sible somatoform disorders in the AA client, a 
review of the literature within this population is 
warranted. There have been a number of studies 
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performed to investigate the differences AA pa-
tients may illustrate on those scales highlighting 
somatic concerns. Timbrook and Graham (1994) 
utilized part of the MMPI-2 restandardization 
sample, and thus analyzed the results for any eth-
nic differences on the validity and clinical scales 
for both males and females. Results illustrated 
that on scales 1 (Hy) and 3 (Hs) failed to reveal 
clinically significant differences between the AA 
and Caucasian sample of men and women, with 
fairly small effect sizes (0.31, 0.22, respectively).
The validity of the MMPI-2 was also assessed by 
McNulty et al. (1997), whereby 123 AA outpa-
tients were compared against 561 Caucasian out-
patients. Results failed to find significant differ-
ences on scale 1 (Hs), scale 3 (Hy), or the Health 
Concerns scale (HEA) between the AA and Cau-
casian population.

A meta-analytic review was conducted on 37 
studies comparing AA and Caucasian samples 
utilizing the MMPI and MMPI-2 (Nagayama 
Hall et al. 1999). For the male sample, small ef-
fect sizes (− 0.52–0.33) revealed that AAs exhib-
ited higher scores on scale 1 (Hs). Caucasians 
displayed higher scores on scale 3 (Hs), yet also 
displaying small effect sizes (− 0.42–0.25). When 
analyzing the female AA versus female Cauca-
sian sample, similar results were found on scales 
1 and 3, with small effect sizes (Nagayama Hall 
et al. 1999). Furthermore, Arbisi et al. (2002) 
investigated differences between 229 AA and 
1558 Caucasian psychiatric inpatients. Results 
indicated that AA men and women did not differ 
from their Caucasian counterparts on any clinical 
scale measuring somatic concerns. However, AA 
men scored significantly higher than Caucasian 
men on the Health Concerns (HEA) content scale 
( p < 0.001).

Millon Adolescent Clinical Inventory 
(MACI)

The Millon Adolescent Clinical Inventory 
(MACI) supplements the Millon Adolescent Per-
sonality Inventory (MAPI). It was specifically 
developed for use in clinical, residential, and 
correctional settings. It is particularly useful in 

the evaluation of troubled adolescents, and may 
be used for diagnostic assistance, in formulat-
ing treatment plans, and as an outcome measure 
(Millon and Davis 1993). The MACI consists of 
a total of 31 scales: 12 Personality Patterns scales 
(Axis II), eight Expressed Concerns Scales, seven 
Clinical Syndrome Scales, three Modifying Indi-
ces (which assess particular response styles), and 
a Validity scale (Millon and Davis 1993).

Barry and Grilo (2002) used the MACI (Mil-
lon and Davis 1993) to assess ethnic differenc-
es between adolescent Caucasians and AAs in 
regard to body image disturbances. The body 
image disturbance factor differed significantly by 
ethnicity ( p < 0.001) as did the MACI-Body Dis-
approval score ( p < 0.005). Scheffe post-hoc tests 
illustrated that Caucasian adolescents had signifi-
cantly higher raw scores on the MACI-Body Dis-
approval than did AAs (mean difference = 2.76, 
95 % confidence interval [CI] = 0.17–5.35, 
p < 0.05, two-tailed test). Similarly, Scheffe post-
hoc test demonstrated that Caucasian adolescents 
had significantly higher body image disturbance 
than their AA counterparts (mean difference 
= 0.47, 95 % CI = 0.00–0.76, p < 0.05, two-tailed 
test) Millon (2000).

The Symptom Checklist-90-Revised

The Symptom Checklist-90-Revised (SCL-
90-R; Derogatis 1994) is comprised of 90 items, 
grouped into nine symptom clusters that generate 
distress. These clusters encapsulate symptoms 
of somatization, obsessive-compulsive, interper-
sonal sensitivity, depression, anxiety, hostility, 
phobic anxiety, paranoid ideation and psychoti-
cism. The measure is designed to screen for a 
wide range of psychological illnesses. The reli-
ability of all SCL-90-R subscales is satisfactory, 
and validity measures have established a high 
degree of convergent and concurrent validity of 
the subscales (Derogatis 1994).

Ayalon and Young (2009) were the first to 
evaluate the appropriateness of the use of the 
Symptom Checklist-90-Revised (SCL-90-R) 
with AA college students. The sample consisted 
of 66 Caucasian American and 70 AA college 
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students in a large Midwestern city. Differences 
in symptomatology reports, both related and un-
related to the subscale pathology, were assessed. 
Reliability of SCL-90-R scales was high in both 
groups and ranged from 0.77 to 0.89 for AAs 
(median = 0.86) and from 0.78 to 0.92 for Cau-
casian Americans (median = 0.85). Overall, find-
ings indicated that there were few group differ-
ences between AAs and Caucasian Americans on 
the SCL-90-R (Ayalon and Young 2009). There 
were disparities between the two racial groups on 
the Phobic Anxiety subscale, which is suggestive 
of a higher degree of phobic anxiety AAs due 
to external circumstances. Findings support the 
use of the SCL-90-R with AA college students 
(Ayalon and Young 2009).

The Whitely Index

The Whiteley Index (WI) is a questionnaire that 
was developed to identify hypochondriacs. This 
particular test attempts to distinguish among 
subgroups of hypochondriacs, namely those 
who are preoccupied with symptoms, those who 
fear developing a serious disease, and those who 
are convinced they are already ill (Pilowsky 
1967). Pilowsky’s original statistical analyses 
demonstrated that only 8 of the 14 items have 
a factor loading of 0.40 or greater on any tar-
get factor. Research that attempted to replicate 
Pilowsky’s findings of a three-factor model has 
come up short, which leaves the characteriza-
tion of the measure’s factor structure in question 
(Fink et al. 1999; Speckens et al. 1996). This 
suggests either flawed conceptualization of the 
hypochondriacal factors or poor item sampling 
(Schmidt 1994).

There is a consensus that the Whiteley Index 
only assesses a single general hypochondria-
cal fears and convictions dimension (Speckens 
et al. 1996). Speckens et al. (1996) produced a 
single factor solution based on 10 items. The 
internal consistency ( α = 0.76 to α = 0.80) was 
borderline across three diverse samples, and the 
mean interitem correlations were found to be in 
an acceptable range (rs = 0.25–0.26). As a single 
scale, the Whiteley Index emerge as one that is 

unidimensional. Although the WI has proven its 
validity and reliability when assessing for global 
hypochondriacal characteristics, standardized 
norms for the AA population are not yet avail-
able. Overall, there has been limited systematic 
progress towards understanding hypochondriasis 
as a dimensional construct. First, there is a lack 
of agreement on how the most important factors 
of the hypochondriasis construct should be clas-
sified. Second, there is no complete, empirically 
validated model that includes all key dimensions. 
Third, the measures currently in existence have 
limited construct validity.

The Illness Attitude Scales

The Illness Attitudes Scale (IAS) is a 29-item 
measure that evaluates fears, attitudes and beliefs 
associated with hypochondriacal concerns and 
abnormal illness behavior (Kellner et al. 1987). 
It is a self-rated measure comprised of nine sub-
scales (worry about illness, concern about pain, 
health habits, hypochondriacal beliefs, thanato-
phobia, disease phobia, bodily preoccupation, 
treatment experience, and effects of symptoms). 
Kellner’s goal of the IAS was to construct a valid 
tool, which would adequately discriminate the at-
titudes and beliefs found in patients with Hypo-
chondriasis while limiting the amount of symp-
tom overlap. Kellner et al. (1987) reports that the 
IAS appears to be a valid and reliable measure 
for identifying hypochondriacal patients. The re-
ported Cronbach’s reliability coefficients of the 
scale ranged from 0.062 to 1.00.

One validation study compared 21 patients di-
agnosed by the DSM-III with Hypochondriasis to 
an equal number of psychiatric patients, family 
practice patients, and a group of employees/non-
psychiatric subjects with paralleled demograph-
ics. Kellner concluded that the IAS is “best used 
as a state measure rather than a trait measure” 
(Kellner 1987). Although standardized norms of 
the IAS for the AA demographic are not avail-
able, it is crucial to consider the importance of 
longstanding patterns of hypochondriacal con-
cerns that are greatly influenced by social con-
structs, such as feeling marginalized in a White-
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dominated society. Unfortunately, the IAS fails 
to appreciate these complexities and it should not 
be used as an equivalent replacement for a clini-
cal interview.

The Multidimentional Inventory 
of Hypochondriacial Traits

The Multidimensional Inventory of Hypochon-
driacal Traits (MIHT, Longley et al. 2005) is a 
relatively new instrument utilized to address the 
limitations of previous measures of hypochon-
driasis, such as the Whitely Index and the Ilness 
Attitude Scales.This instrument is a self-report 
measure that assesses four domains of hypochon-
driasis: Affective, Cognitive, Perceptual, and Be-
havioral (Stewart et al. 2008). More specifically, 
affective refers to the individual’s anxiety regard-
ing their health, cognitive pertaining to their be-
liefs about threat of illness, perceptual illustrating 
one’s responsiveness to physical symptoms, and 
lastly, behavioral addressing one’s medical care 
seeking to quell their health anxiety.

Validity and reliability of the MIHT is fairly 
strong. The validity measures displayed an inter-
nal consistency of 0.80 for all four scales. Fur-
thermore, test–restest reliability was also good, 
ranging between 0.75 and 0.78. Furthermore, 
when the MIHT was compared to other mea-
sures assessing hypochondriasis, convergent 
validity was promising. For example, when as-
sessing convergence with the Whitely Index two 
scales were utilized from the MIHT, Cognitive 
and Affective. Convergent analysis displayed 
good coefficient alpha (0.84 and 0.87). Further-
more, coefficient alpha was also good when the 
MIHT was assessed against the Illness Attitude 
Scales/Health Anxiety Questionnaire, particu-
larly in the domains of Affective, Cognitive, and 
Perceptual dimensions (0.83–0.89). Results were 
not as promising when assessing the Behavioral 
dimension against the Illness Attitude Scales/
Health Anxiety Questionnaire (0.57; Stewart 
et al. 2008).

The MIHT is a 31-item, five-point like rt-scale 
test. It was normed on a combination of univer-
sity students, community members, and medical 

outpatients. More than half of the demographics 
of the university students ( N = 1673) is unknown, 
as they responded anonymously. The members 
of the community ( N = 172) consisted mainly 
of Caucasian participants (95 %), with only one 
participant being AA (0.6 %). The medical outpa-
tient sample consisted of 120 participants, with 
the majority being Caucasian (89.2 %; Longley 
et al. 2005). Given the most recent US Census, 
this population is poorly reflective of the presen-
tation of the AA population, and thus may be a 
poor measure to analyze the presentation of hy-
pochondriasis in this population. Furthermore, 
according to the authors’ most recent literature 
review, there appears to be a void of research ad-
dressing the utility of the MIHT in the AA popu-
lation.

Brief Symptom Inventory

The Brief Symptom Inventory (BSI) is a 53-item 
self-report measure based on a likert scale. This 
measure is derived from the SCL-90, assessing 
the same areas of distress. The BSI assesses nine 
areas of psychological distress, with subscales 
including ‘somatization, obsessive-compulsive, 
interpersonal sensitivity, depression, anxiety, 
hostility, phobic anxiety, paranoid ideation, and 
psychoticism” (Derogatis 2000). This assessment 
measure is fairly rapid in administration, with an 
average completion time of 8–10 min. Within the 
subscale of Somatization (SOM), internal consis-
tency was strong (0.80), yet a lowered test–retest 
reliability was displayed (0.68). Furthermore, the 
correlation coefficient (0.93) on the Somatization 
scale was consistent with the SCL-90, confirm-
ing the test’s validity. The BSI was normed on 
four separate sample groups: adult psychiatric 
outpatients, adult nonpatients, adult psychiatric 
inpatients, and adolescent nonpatients. A total 
of 4807 patients were assessed with the mea-
sure, yet the representation of AAs in this sample 
equaled approximately only 27 % of the total 
sample (Derogatis 2000).

In a comparison of ethnically diverse fe-
male clients, authors found AA and Mexican-
American patients scored higher on all scales 
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of the BSI, including the Somatic scale. Based 
on this study, results are consistent with much 
of the literature discussing the concept that AA 
women display higher rates of somatization than 
the Caucasian counterparts (Golding and Karno 
1988; Hemmings et al. 1998). Hemmings et al. 
(1998) also reported that the AA women in the 
aforementioned study endorsed more symptom-
atology indicating higher scores on the Positive 
Symptom Total, resulting from greater emotion 
and anxiety-based responses.

McGill Pain Questionnaire—Long 
and Short Forms

The McGill Pain Questionnaire was developed 
to specifically address the sensory, affective, 
and qualitative views of pain, from the patient’s 
perspective (Katz and Melzack 2011). Due to 
the varied experience of pain, intensity is also 
assessed. The McGill Pain Questionnaire was 
developed in 1975, and since its development 
the short form version has emerged, McGill 
Pain Questionnaire-Short Form (MPQ-SF) 
Melzack (1987). The original version consists 
of 78 pain descriptors that provides an overall 
index of pain. The MPQ-SF consists of 15 items 
measuring two domains of pain, sensory and 
adaptive. Additionally, this measure includes an 
embedded Visual Analog Scale (VAS), utilized 
to assess the intensity of the pain experienced. 
The VAS has been proven to be responsive to 
changes in the pain stimulus. The MPQ-SF 
correlates highly with the major indices of the 
long-form McGill Pain Questionnaire (0.67–
0.94).Internal consistency for the MPQ-SF esti-
mates are 0.9 = 84 for the affective domain, and 
0.076 for the sensory domain (Katz et al. 2011). 
Lastly, the SF-MPQ-2 was developed to specif-
ically address neuropathic pain, which was lim-
ited in the previous versions of the test (Katz 
et al. 2011). ‘The SF-MPQ-2 has very good to 
excellent psychometric properties, including 
adequate to high internal consistency reliability 
estimates for the subscale (0.73–0.87) and total 
scores (0.91–0.95)’ (Katz et al. p. 53).

Cassisi et al. (2004) examined ethnic differ-
ences in the use of pain descriptors among AA 
and European American patients. The Short-
Form McGill Pain Questionnaire, including the 
embedded VAS, was utilized to assess chronic 
pain syndromes from a total of 489 participants, 
97 identifying as AA, and 392 identifying as Eu-
ropean American. Results indicated that there 
may be systematic differences in how the pain 
descriptors are used by each group. The AA sam-
ple tended to utilize more physically based symp-
toms, such as gnawing, throbbing, and punishing. 
The Caucasian sample utilized both physically-
based and affectively-charged descriptions, such 
as stabbing, fearful and heavy. A drawback of this 
study is the relatively small sample size of the 
AA group, compared to the European American 
group.

Baker and Green (2005) assessed intra-race 
differences among older (> 50) and younger 
(< 50) AA patients utilizing the McGill Pain In-
ventory, compared to younger and older Europe-
an Americans. Within group results of AA report-
ed higher MPQ scores for the younger cohort, 
yet there were no actual differences related to the 
experience of suffering or the disability attached 
to the pain. Furthermore, analysis revealed that 
older AAs exhibited better coping skills in regard 
to pain, when compared to the younger sample 
(3.1 + / − 1.6 versus 3.8 + /− 1.5, p < 0.01). Similar 
results were found for the European American 
sample.

The Short Health Anxiety Inventory

The Short Health Anxiety Inventory (SHAI; 
Salkovskis et al. 2002) is an 18-item, short-
ened and revised version of the 64-item Health 
Anxiety Inventory, designed to capture three 
domains of hypochondriasis, including worry 
about health, awareness of bodily sensations, 
and feared consequences of having an illness. 
The SHAI was conceptualized from a cognitive-
behavioral perspective Fergus and Valentiner 
(2011). The SHAI is reported to have high in-
ternal consistency, acceptable Croncach’s alpha 
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scores, as well as strong construct validity. 
Wheaton et al. (2010) assessed the utility of the 
SHAI in a student sample, whereby 12.1 % of the 
sample included AA men and women. Internal 
consistency of the study was good, at 0.88. Fur-
thermore, Abramowitz et al. (2007) assessed the 
psychometric properties and construct validity 
in a sample of university students. Within this 
study, AA participants consisted of 18.8 % of 
the sample. Upon analysis of ethnic differences 
on the SHAI, results indicated that AAs, Asian 
Americans, and Caucasians did not differ from 
each other, yet Hispanic Americans displayed 
significantly lower SHAI scores. A recent meta-
analysis of the SHAI evaluated 78 papers that 
cited the use of the aforementioned measure 
(Alberts et al. 2013).This systematic review 
reported that the SHAI is a psychometrically 
sound measure, yet there is a dearth of research 
evaluating the usage among diverse samples of 
patients.

Body Image Disturbances Among AAs

Body image disturbance is an increasing issue in 
Western cultures and is correlated with numer-
ous mental health problems including anorex-
ia, bulimia, body dysmorphia, and depression 
(Pimenta et al. 2009). The aesthetic expectan-
cies and pressures found in Western societies, 
based on thinness for women and a muscular 
physique for men, are thought to have a great 
influence on body image disturbance (Friedman 
et al. 2002; Keel et al. 2001). Most women wish 
to lose weight, even when their physical param-
eters are in the normative range (Muennig et al. 
2008). Similarly, a significant number of men 
have reported muscle dissatisfaction (Cafri and 
Thompson 2004). Body Dysmorphic Disorder 
(BDD) is a psychological disorder that con-
sists of a distressing or impairing preoccupation 
with an imagined or slight defect in appearance 
(Didie et al. 2006). Individuals with BDD have 
impaired psychosocial functioning, markedly 
poor quality of life, and high rates of suicidal 
ideation and attempts.

The way one perceives his or her body can 
have reverberating effects on his or her self-
esteem. North American culture, which is pre-
dominantly Caucasian American-oriented, plac-
es additional pressures on AAs whose natural 
body types differ from societal standards. With 
the amount of media that depicts the epitome of 
beauty as a Caucasian American male or female, 
body image disturbance among AAs can quickly 
take place. These challenging physical expectan-
cies are much greater to fulfill, which can result 
in internalized distress Ruffalo et al. (2006).

Yale-Brown Obsessive Compulsive Scale

The Yale-Brown Obsessive Compulsive Scale 
(Y-BOCS) is a “reliable, valid, and widely-used 
scale that is the standard measure of obsessive-
compulsive disorder (OCD) severity” (Phillips 
et al. 1997). In order to address the severity of 
Body Dysmorphic Disorder (BDD), Phillips 
et al. (1997) developed the BDD-YBOCS, a 12-
item semi-structured clinician-rated instrument. 
It aims to assess obsessional preoccupation with 
a perceived defect of one’s physical appearance, 
functional impairment, and distress level of the 
patient. The measure demonstrated high interra-
ter reliability and acceptable test–retest reliabil-
ity (intraclass r for total score = 0.88). Cronbach’s 
alpha coefficient was 0.80, which is indicative of 
sufficient scale homogeneity.

Total score on the BDD-YBOCS was sig-
nificantly correlated with universal measures of 
symptom severity: it was positively correlated 
with the Clinical Global Impressions Scale (CGI) 
score ( r = 0.55, p = 0.003) and was negatively 
correlated with the Global Assessment of Func-
tioning (GAF) score ( r = − 0.51, p < 0.001). The 
BDD-YBOCS seems to be a reliable assessment 
of BDD and proves adequate validity. Phillips 
et al. (1997) used a sample of 63 men and 62 
women (mean age 32.8 + 9.5 years), but did not 
describe the demographic characteristics of their 
sample, so the Y-BOCS has yet to demonstrate its 
applicability with the AA population.
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The Body Image Rating Scale (BIRS)

The Body Image Rating Scale (BIRS) is used 
to both screen and assess severity of Body Dys-
morphic Disorder (BDD). It measures affec-
tive, cognitive, and behavioral associations of 
BDD. The scale’s internal validity was reported 
at coefficient α = 0.93 and test–retest reliability 
of r = 0.86. Convergent validity with the Body 
Dysmorphic Disorder Examination Self-Report 
scale was r = 0.86 (Mayville et al. 1998). In gen-
eral AAs were found to be more satisfied (F (6, 
450) = 4.06, p = 0.0006) with their bodies than all 
other ethnic groups (Mayville et al. 1999).

Measures

Summary and Recommendations

The instruments reviewed in this chapter include 
a variety of measures assessing different severi-
ties of somatic complaints. The diagnostic in-
struments include the Composite International 
Diagnostic Interview (CIDI) and the Schedules 
for Clinical Assessment in Neuropsychiatry 
(SCAN). The CIDI has the ability to administer 
by non-professionals, yet the SCAN must be ad-
ministered by a trained psychologist or psychia-
trist. The SCAN and CIDI are better equipped to 
be utilized in research environments, and are less 
applicable for usage in clinical settings, such as 
hospitals or outpatient mental health centers.

The MMPI-2, SCL-90, Brief Symptom In-
ventory (BSI), and the MACI are well-validated, 
widely used instruments specifically utilized 
to assess general psychiatric states in patients. 
These measures include scales to assess the se-
verity of symptoms related to somatic concerns, 
body complaints, and affective experiences relat-
ed to the aforementioned. The MMPI-2, SCL-90, 
and the BSI have been normed and validated on 
AAs, and thus provide reliable and valid means 
to measure somatic concerns in this population.

Other discussed measures in this chapter were 
those assessments specifically created to address 
and evaluate circumscribed symptomatology, in-
cluding hypochondriacal beliefs, pain, and body 
image disturbances. Although most of these mea-
sures were minimally normed on the AA popula-
tion, there are a number of studies assessing their 
utility with this population. It is recommended 
to not only consider the score each client attains 
on these measures, but their ability to express 
their emotions, emote their somatic conditions, 
as well as being cognizant of the varying social 
conditions that may be present in their daily life 
Table 17.1.

Assessment Type of assessment
BIRS Body image
BSI General psychiatric severity index
CIDI Diagnostic interview
GHQ Screening tool
IAS Hypochondriasis; severity index
MACI Adolescent/general psychiatric
MIHT Hypochondriasis; severity index
MMPI-2 General psychiatric; hypochondria-

sis, hysteria, health concerns
MPQ (Long, 
Short, SF-2)

Pain; severity index

SCAN Diagnostic interview
SCL-90 General psychiatric; severity index
SHAI Hypochondriasis; severity index
WI Hypochondriasis; severity index
YBOCS-BDD Body image
BIRS Body Image Rating Scale, BSI Brief Symptom 
Inventory, CIDI Composite International Diagnostic 
Interview, GHQ General Health Questionnaire, IAS Ill-
ness Attitude Scales, MACI Millon Adolescent Clinical 
Inventory, MMPI-2 Minnesota Multiphasic Personality 
Inventory-2, MPQ McGill Pain Questionnaire, SCAN 
Schedules for Clinical Assessment in Neuropsychiatry, 
SCL-90 Symptom Checklist-90-Revised, SHAI Short 
Health Anxiety Inventory, WI Whitely Index, YBOCS-
BDD Yale-Brown Obsessive Compulsive Scale for Body 
Dysmorphic Disorder
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School-Based Assessment with 
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and Adolescents

In the last two decades, there has been increasing 
pressure on schools to demonstrate student prog-
ress using school-based assessment data. Legis-
lation such as No Child Left Behind (NCLB) and 
revisions to the Individuals with Disabilities in 
Education Act (IDEA) promote the use of data 
to assist teaching and learning. School-based as-
sessments are also used to measure individual 
achievement and evaluate the effectiveness of 
specific interventions and programs (Reddy et al. 
2009; Van Der Heyden and Burns 2005). This 
movement toward data-based educational ac-
countability encourages school districts and local 

school administrators to actively monitor student 
response to instruction (RtI) and interventions 
using a combination of standardized, district-lev-
el and classroom level assessments (Fuchs and 
Fuchs 2006; Jimerson et al. 2007).

While controversial, the implications of stu-
dent performance on school-based assessments 
are tremendous. Outcomes from school-based as-
sessments are used to inform decisions regarding 
school performance grades, a metric often ref-
erenced in school choice debates (Hastings and 
Weinstein 2008). These grades, in some school 
districts, could dictate whether or not parents are 
mandated to enroll their students in a particu-
lar school or have the option to choose another. 
These data can also be linked to teacher evalua-
tions, incentives, or retention (Baker et al. 2010; 
Borman and Kimball 2005).

School-based assessments also have the po-
tential to lead to pernicious student outcomes. As 
used for special education placement, traditional 
school-based assessment practices have histori-
cally over-identified African American students 
for disability services and under-identified them 
for gifted education programs. Specifically, Af-
rican American students are overrepresented in 
the most restrictive educational environments, 
underrepresented in the least restrictive environ-
ments, and overrepresented in the special educa-
tion categories of emotional disturbance, mild 
mental retardation, moderate mental retardation, 
learning disabilities, and speech and language 
impairments (Skiba et al. 2006). Although many 
factors have been identified as contributing to 
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disproportionality, including group differences 
in performance on tests of academic achievement 
(Hosp and Reschley 2004), poor performance, 
and testing bias (Ysseldyke et al. 2000 as cited 
in Fore et al. 2006), the resulting outcomes for 
African American students are poor.

Failure to identify African American students 
for gifted programs can lead to missed opportuni-
ties for rigorous and specialized instruction aimed 
to cultivate student strengths and provide them 
with advanced academic opportunities (Cross 
and Donovan 2002; Ford and Harmon 2001). The 
disproportionate placement of African American 
students in special education programs is even 
more troubling as research has demonstrated that 
students identified for special education services 
may be twice as likely to drop out of high school, 
receive substandard education, and suffer social 
isolation and low self esteem (Harris et al. 2004; 
Terras et al. 2009; Thurlow et al. 2002; Waitoller 
et al. 2010). Specifically in regards to dropout 
rates, studies have found there to be profound so-
cial and economic implications for the students 
who do not complete high school, their families, 
and society. Students who have not completed 
high school have high rates of unemployment, 
make less money, are more likely to need pub-
lic assistance, and are more likely to become 
involved with the criminal justice system (Ferri 
and Connor 2005). It could be concluded that the 
practice of identifying a disproportionate number 
of African American students for special educa-
tion services and overlooking them for gifted 
programs places them on a trajectory for dimin-
ished life opportunities.

Fortunately, there have been advances in the 
design and implementation of school-based as-
sessments that can be particularly beneficial for 
African American students, reducing dispropor-
tionality and promoting inclusion in programs 
for high achieving students. School-based assess-
ments, when implemented according to current 
best practices, can provide the flexibility of using 
a student or population-based metric for assess-
ing achievement. Whereas, traditional assess-
ment practices often compare students to groups 
outside of their community who may or may not 
have access to the same rigor of instruction or 

support, more current approaches consider the 
instructional or behavioral context, as well as 
student culture and experience when interpreting 
assessment data. Similarly, school-based assess-
ment can provide the framework for early inter-
vention and graduated levels of support services 
that focus intervention resources on students who 
are in the most need.

This chapter will discuss the current use of 
school-based assessments for evaluating student 
academic performance and behavioral–emo-
tional functioning. Specifically, this chapter 
will provide information on the application of a 
population-based continuum for assessing social, 
emotional, behavioral, and academic functioning 
that includes screening, intervention, and prog-
ress monitoring before diagnostic decisions are 
made. Practices for measuring academic achieve-
ment including curriculum-based measures and 
norm-referenced approaches will be examined 
and their use with African American students 
will be discussed. Finally, specific considerations 
for the use of culturally-responsive school-based 
assessment practices with African American stu-
dents and barriers to optimal implementation are 
reviewed.

A Population-Based Assessment 
Model

Traditionally, school-based assessment has been 
primarily concerned with determining eligibility 
for special education. However, more current and 
comprehensive models of school psychological 
assessment begin in the general education setting 
and provide the opportunity for the assessment 
of all individuals with a focus on prevention, 
early intervention, and reducing biases (Lau and 
Blatchley 2009). Specifically, schools have been 
moving away from individual, reactive approach-
es of assessment towards population-based, pre-
vention approaches (Harrison et al. 2004).

Population-based service delivery models, 
inclusive of assessment for academic, behav-
ioral, and emotional needs, ensure that the needs 
of all children are met (Doll and Cummings 
2008). Population-based models frequently 
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have multi-tiered levels of assessment and in-
terventions with tiers that vary in intensity. For 
example, within a three-tiered model, universal 
assessments are provided to all children within a 
given population (e.g., school, grade, classroom), 
selected assessments are provided to children 
who have already been identified as at-risk, and 
indicated assessments are provided to students 
with the greatest level of impairment or need 
(Durlak 1997). School-based assessment for so-
cial, emotional, behavioral, and academic func-
tioning occurs at each of these levels with the 
goal of integrating general, remedial, and special 
education services for improved outcomes for all 
students (Reschly 2008). The following sections 
will describe the application of population-based 
approach for the school-based assessment of 
emotional and behavioral problems.

Universal Assessments

Educators have long recognized the importance 
of screening as an essential first step within a 
population-based approach (Glover and Albers 
2007). Screening data can be utilized to provide 
information to identify and monitor the needs of 
an entire population (Dowdy et al. 2010). For ex-
ample, based on a school-wide screening for be-
havioral and emotional risk, administrators may 
be able to identify key problematic areas, such 
as anxiety problems in 9th graders who are new 
to the school. Similarly, data can be analyzed 
across ethnicities or gender to determine if Af-
rican American males are exhibiting more exter-
nalizing behavior problems or if they are simply 
being suspended at higher rates. Screening data 
can then be used to make data-based decisions 
regarding what types of interventions are needed, 
and for whom, and then can subsequently be used 
as a means to evaluate student progress towards 
the stated school intervention goals.

In addition to using screening data to make 
population-based decisions, screening can also 
be used to identify specific students who may 
benefit from prevention or early intervention 
activities. The basic premise behind screening 
is that by engaging in a time-efficient process 

to identify students with potential risk or early 
signs of difficulty, supports can be put into place 
to assist students. Screening for risk is differenti-
ated from screening for disorders, with emphasis 
placed on identifying symptoms early in their 
trajectory when prevention activities are more 
likely to be beneficial (Kamphaus 2012).

Schools are currently engaged in screening for 
a variety of different problems, including screen-
ing for hearing, vision, academic, and behavioral 
problems (Vannest 2012). The assessment meth-
ods vary widely depending on the nature of the 
screening, with some schools utilizing existing 
data, such as suspension or office disciplinary re-
ferrals, to identify the students that may be at risk 
of behavioral or emotional problems. However, 
some schools are engaged in a more pro-active 
and preventative screening process, such as re-
quiring all students to complete a brief behavior-
al rating scale to assess for potential symptoms of 
risk or difficulty (Chin et al. 2013).

Universal screening for behavioral and emo-
tional risk, in particular, is an important com-
ponent of a culturally-competent assessment 
practice, as it provides all students the same op-
portunity for potential identification and service 
provision (Dowdy et al. 2013). As the outcomes 
associated with special education placement are 
discouraging (Waitoller et al. 2010), recent re-
search has investigated if universal screening 
for behavioral and emotional risk can reduce 
disproportionality rates (Dever et al. 2013). The 
presumption is that by changing the primary 
mechanism through which students are referred 
for special education, the students who ultimate-
ly receive special education services may differ. 
Although this line of research is in its infancy, 
initial findings are promising.

Historically, referral to special education 
for emotional or behavioral difficulties occurs 
through a teacher nomination process whereby 
teachers note their concerns with students who 
are then tested for, and often placed into, special 
education (Dowdy et al. 2011b; Gerber and Sem-
mel 1984). This reliance on subjective teacher re-
ferrals presents with a number of concerns, with 
research demonstrating that referral decisions 
may differ when teachers use more objective and 
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structured means of identifying students (Eklund 
et al. 2009). Similarly, the reliance on existing 
data, such as office discipline referrals or suspen-
sions as a means of determining who is referred 
for special education, is fraught with problems. 
Decades of discipline disproportionality research 
has provided evidence that minority students are 
more likely to be suspended, sent out of class, 
or expelled for school misbehavior (Skiba et al. 
2002). This suggests that relying on existing 
data, as a means of universal screening, would 
only exacerbate existing problems of minority 
overrepresentation in certain special education 
categories. Alternatively, a systematic universal 
screening process for emotional and behavioral 
concerns, may allow for a more data-driven and 
empirical method for determining who may ben-
efit from additional assessment or intervention.

When evaluating screening assessments for 
use in schools, Glover and Albers (2007) recom-
mend examining the assessment’s appropriate-
ness for use with the intended population, tech-
nical characteristics, as well as their usability 
within a specific context. Assessment measures 
should be evaluated across various populations, 
including ethnic and minority groups, to deter-
mine measurement equivalence (Tyson 2004). 
Modern behavioral assessment screening mea-
sures are often normed on populations represen-
tative of the general population of U.S. children 
with regard to sex, race/ethnicity, and clinical or 
special education classification (Reynolds and 
Kamphaus 2004). However, there is limited psy-
chometric evidence available for screeners and 
their use with diverse subpopulations (Severson 
et al. 2007), representing a current research need 
in the field. Among available screening instru-
ments that have been found to have strong psy-
chometric properties for use with culturally and 
linguistically diverse populations are the Behav-
ior Assessment System for Children: Behavioral 
and Emotional Screening System (BASC-2: 
BESS; Kamphaus and Reynolds 2007) and the 
Strengths and Difficulties Questionnaire (SDQ; 
Goodman and Goodman 1999). Findings of vari-
ous studies suggest measurement equivalence 
across racial/ethnic groups (Bourdon et al. 2005; 
DiStefano and Morgan 2010; Dowdy et al. 2011a; 
Raines et al. 2014; Ravens-Sieberer et al. 2008).

Selected Assessments

Following a universal screening indicative of in-
creased risk, a more comprehensive assessment 
process may ensue. The more in-depth assess-
ment should not be designed primarily to answer 
eligibility questions, but rather to gather addi-
tional information regarding the student’s func-
tioning and how to best intervene. For example, 
following administration of the teacher-rated 
BASC-2: BESS (Kamphaus and Reynolds 2007), 
a student may receive an extremely elevated T 
score suggestive of behavioral and emotional 
risk. As a screener is designed solely to provide an 
overall level of risk, a school-based practitioner 
would likely be interested in learning what spe-
cific types of risk the student is exhibiting so that 
interventions could be tailored accordingly. An 
omnibus teacher rating scale, such as the BASC-
2 Teacher Rating Scale (Reynolds and Kamphaus 
2004), may be provided as an indicated assess-
ment. Results could provide detailed information 
suggesting that the student is displaying external-
izing conduct problems and hyperactivity. Practi-
tioners can then utilize this information to design 
a series of behavior modification interventions.

Rating scales are only one of many poten-
tial sources of information that may be used 
as a selected assessment. School-based practi-
tioners are also advised to: conduct interviews 
with parents, teachers, and the student; gather 
an extensive history of educational, school, and 
community functioning; conduct observations, 
and provide an assessment of the classroom or 
school context (Lau and Blatchley 2009). Par-
ent interviews are a critical component to reduc-
ing bias when evaluating a student for potential 
special education placement into the category of 
emotional disorder (ED) or emotional or behav-
ioral disorder (EBD) (Lau and Blatchley 2009). 
Information about familial and community net-
works and resources can be gathered as a means 
of understanding the student’s functioning as 
well as providing information about potential 
sources of support and intervention (Palacios and 
Trivedi 2009). Interviews can be used to gather 
important contextual information impacting the 
student’s values, behavioral standards, and iden-
tify the student’s cultural values and beliefs (Lau 
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and Blatchley 2009). These cultural values and 
beliefs can then be easily incorporated into the 
collaborative process of setting goals and treat-
ment planning (Jones 2009).

Indicated Assessments

Following a lack of response to the interventions 
and continued interference with academic prog-
ress, an indicated, comprehensive assessment 
would follow to determine the need or suitabil-
ity for additional services and interventions. This 
indicated assessment would include informa-
tion from various informants, assess functioning 
within a wide variety of domains, and use mul-
tiple strategies and tools to gather comprehensive 
information about the problem behaviors. A mul-
tidimensional, multitask approach is imperative 
to get a thorough understanding of the student’s 
presenting problems and to begin the process of 
generating ideas that will be useful for interven-
tion planning (Lau and Blatchley 2009).

A final step in the assessment of emotional 
or behavioral problems would be consideration 
for special education eligibility for ED or EBD. 
Federal and state guidelines will need to be ad-
dressed and prior to special education placement 
school-based practitioners often consider child 
psychopathology, behavioral–emotional interac-
tions, functional relations between the environ-
ment and the problem behaviors, and an evalu-
ation of the effectiveness of interventions that 
have been implemented for the student (Lau and 
Blatchley 2009). Caution should be exercised 
when considering a placement of ED or EBD for 
an African American student due to the known 
overrepresentation of minority students in these 
special education categories (Skiba et al. 2002).

A review of specific assessment tools that may 
be used in a selected or indicated assessment is 
provided in various other chapters within this book 
(e.g., see Chap. 10 for discussion of assessment 
tools used for behavioral disorders). However, ap-
plication within a school-based framework may 
differ, as the ultimate goal is to use assessments 
as a foundation for engaging a problem-solving 
model. Specifically, school-based assessments 

are used to determine: if there is a problem and 
what it is; why the problem may be occurring; 
what interventions can be used to help the prob-
lem; and if the interventions were effective (Tilly 
2008). The following are best practices consider-
ations for nondiscriminatory assessment within a 
problem-solving framework: assess for the pur-
pose of intervention as opposed to assessing to 
determine eligibility; use authentic and alterna-
tive assessment procedures to complement any 
standardized, norm-referenced tests given; assess 
the learning ecology to determine if there are any 
extrinsic factors impacting the student’s difficul-
ties; determine if a student has had an adequate 
opportunity to learn thoroughly an assessment 
of the instructional setting, curriculum, school 
policies, and personnel; evaluate educationally 
relevant cultural factors; work to reduce biases 
in traditional assessment practices; and draw con-
clusions from data that has been integrated across 
multiple indicators (Ortiz 2008).

Academic Assessment

A population-based assessment framework can 
be similarly effective for the prevention and in-
tervention of academic problems. Universal, se-
lected, and indicated assessments are employed 
to increase the cultural appropriateness of aca-
demic achievement assessment for all students. 
This section discusses school-based academic 
assessment procedures that have been found to 
reduce some of the problems inherent in more 
traditional reactive assessment procedures. Re-
search as it relates specifically to the assessment 
of African American children and adolescents is 
presented below.

Curriculum-Based Measurement

Curriculum-based measurement (CBM) utilizes 
a standard set of procedures to assess a student’s 
progress over time on measures derived from 
the school’s curriculum and at the student’s indi-
vidual instructional- or grade-level (Deno 2003). 
Standardized procedures inherent to CBM allow 
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for increased reliability and validity to make indi-
vidual and group comparisons. CBM probes can 
be administered for progress monitoring, instruc-
tional monitoring, or individual or group evalu-
ations at the rate of weekly, annually, at bench-
marks (i.e., Fall, Winter, Spring), or as needed. 
CBM is based on frequently administered, brief 
measures in reading, writing, spelling, and math 
computation (Fuchs and Deno 1991). CBM 
fluency measures in reading and math are the 
most common.

Reading In reading, a variety of measures exist 
that align with the developmental nature of read-
ing skills. For example, in kindergarten and pri-
mary grades, CBM in reading may measure pho-
neme segmentation, letter naming, and rhyming. 
As reading skills become more advanced, reading 
comprehension may be measured by CBM-Maze, 
a metric in which students must select the correct 
word when approximately every seventh word is 
omitted and a fixed choice is provided (Ferguson 
et al. 1992). The most commonly used CBM in 
reading measures reading aloud or oral reading 
fluency (ORF). The standardized procedures 
for CBM-ORF measures oral reading perfor-
mance with short, timed passages derived from 
the school’s adopted curriculum. The student is 
asked to read aloud three different passages for 
1 min while the examiner records the number of 
errors, and the median score is used as the mea-
sure of performance (Hosp and Hosp 2003).

Research regarding use of CBM-ORF with 
African American students has yielded mixed re-
sults. Emerging research has provided evidence 
for the appropriateness of the use of CBM-ORF 
with African American students (Betts et al. 
2008; Hintze et al. 2002). However, others have 
found evidence of bias when measuring CBM-
ORF across students of different ethnicities (Af-
rican American and Caucasian; Kranzler et al. 
1999). CBM reading measures that require read-
ing aloud have evidence of validity and improv-
ing performance across different groups (Fewster 
and Macmillan 2002); however, measures for 
students younger than second grade, beginning 
readers, and different types of reading measures 

still require further investigation for use with di-
verse student populations (Wayman et al. 2007).

Math CBM in math is a measure of math com-
putation (Thurber et al. 2002). Probes contain 
problems of single or mixed computation timed 
for 2–5 min, depending on the grade level. Simi-
lar to CBM-ORF procedures, three sets of probes 
are administered and the median score based on 
the correct number of digits is derived for the 
student’s performance (Shinn 1989). The use of 
CBM in math as a screening procedure appears 
appropriate for identifying African American stu-
dents with poor math performance (Christ et al. 
2008); however, further evidence for use with 
African American students is still needed. In addi-
tion, further research is needed of CBM in math 
related to the psychometrics, broad utility, broad 
populations, and procedures (Christ et al. 2008).

Advantages and Disadvantages Although fur-
ther research is needed for use of CBM with Afri-
can American populations, there are advantages 
to using CBM. The inherent standardized and 
frequent administration of CBM probes allows 
for an individual’s performance to be compared 
with his or herself, instead of an unrepresenta-
tive or inappropriate normative sample. The sys-
tematic approach of CBM allows for monitoring 
progress, goal setting, determining academic 
skills growth, and making individual educational 
programming decisions (Deno 2003). In addi-
tion, CBM can improve teacher judgment regard-
ing student proficiency (Marston et al. 1984).

Similar to the identification of students with 
emotional or behavioral problems, teacher refer-
rals have typically been used to identify students 
with learning difficulties. It has been suspected 
that these procedures have contributed to sig-
nificant disproportional representation of African 
Americans in various special education catego-
ries (Gravois and Rosenfield 2006). As CBM is 
sensitive to relatively short-term prereferral edu-
cational interventions, teachers can document 
student progress and evaluate the effectiveness 
of the interventions before more restrictive edu-
cational programs are considered. In addition, 
CBM addresses content bias in standardized 
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academic achievement by using measures based 
on the school’s curriculum that have high evi-
dence of criterion validity (Fuchs et al. 1988).

Although there are many benefits to using 
CBM to measure academic achievements with 
African American students, there are also dis-
advantages. Despite the voluminous research 
indicating that CBM is an effective strategy for 
enhancing learning for special education students 
(e.g., see Stecker et al. 2005), few studies have 
investigated the effects, if any, of cultural bias in 
CBM (Evans-Hampton et al. 2002). Researchers 
have indicated that CBM as a metric is not com-
pletely without bias, and that other factors out-
side of the measure, such as developmental level 
and grade, may contribute to differential perfor-
mance across groups (Hintze et al. 2002; Hosp 
and Reschley 2004; Kranzler et al. 1999). Further 
investigations of CBM in reading as it pertains to 
African American students should examine situ-
ational effects. One investigation found no situ-
ational bias related to timing procedures for Af-
rican American students (Evans-Hampton et al. 
2002). However, further investigations are nec-
essary to examine situational bias. For example, 
examinations into class versus pull-out adminis-
tration settings, and the effect of the ethnicity of 
the examiner, are needed.

Local Norms

Schools and teachers are able to increase the us-
ability of CBM and other academic assessments 
with African American students by developing 
peer comparison groups. Schools can develop 
“local norms” by sampling the students in the given 
comparison group (Deno 2003). Local norms can 
increase the appropriateness of across-student 
comparisons by creating a broadly representative 
comparison group, particularly in schools with 
rapidly changing student demographics, urban 
schools, or when the commercially available 
norms are not appropriate (Deno 2003).

As CBM is derived directly from the school’s 
curriculum and standardized in administration, 
an individual’s performance can be compared 
with an appropriate peer comparison group. For 

example, comparison peer norms could be devel-
oped for each classroom, at the school-wide grade 
level, or district-wide grade level. For CBM in 
reading, national norms are available from the 
National Reading Panel report (National Insti-
tute of Child Health and Human Development 
2000; see also Hasbrouck and Tindal 2006). In 
addition, general norms for expected growth with 
CBM in reading for use with progress monitor-
ing for students with learning disabilities are also 
available (see Deno et al. 2001). When content 
is deemed to be culturally appropriate and based 
on the local curriculum, CBM has evidence of 
validity for use with African American students 
(Green et al. 2005).

Fitting a Population-Based Assessment 
Approach

Similar to the above application with emotional and 
behavioral problems, schools may employ a three-
tiered population-based assessment framework 
to evaluate student achievement. At the universal 
level, all students’ academic skills may be screened 
using CBM at benchmark intervals (e.g., Fall, Win-
ter, Spring) (Fore et al. 2006). School-wide bench-
marks assessments may be used to develop local 
norms to make comparisons of student performance 
with their peers, predict academic performance on 
statewide achievement tests (Keller-Margulis et al. 
2008), or identify students who may not be benefit-
ting from the core curriculum (Fore et al. 2006).

At the selected level, students that would ben-
efit from differentiated instruction receive target-
ed assessments and/or interventions with the goal 
to improve student performance and enhance 
academic skills. At this level, CBM may be used 
to monitor progress of some student’s academic 
skills in response to an instructional intervention 
(Shinn 2007). At the indicated level, a student 
who continued to demonstrate academic skill 
deficits may receive an individual psychoeduca-
tional evaluation for additional supports and ser-
vices, such as special education. In this process, 
practitioners may utilize additional standardized 
academic assessments to determine whether an 
educational disability exists.
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School assessors should select measures with 
adequate psychometrics, and reflective of each 
student’s individual characteristics, including 
race, ethnicity, language, regional location, age, 
and socioeconomic status. (See Chap. 2 for a 
more detailed discussion of individual psycho-
logical assessments.) After a student is identi-
fied for additional supports and services, CBM 
may aid practitioners in writing goals and objec-
tives for Individualized Education Plans (Fore 
et al. 2006). Although CBM is currently used by 
schools for screening and placement decisions 
(Fewster and Macmillan 2002), further investi-
gations for use of these practices with African 
American populations are needed.

Considerations and Barriers

Approaching any assessment with any population 
requires a set of specialized skills and caution 
when interpreting the outcomes and results. This 
is particularly true in school-based assessment 
of African American children and adolescents. 
Given the educational history of African Ameri-
cans in the education system of the United States 
of America and the implications for school-based 
assessments it is imperative that practitioners ap-
proach these assessments mindfully.

The African American experience in the U.S. 
education system has been tumultuous. Early, 
postslavery efforts of African Americans seek-
ing education were met with overt opposition 
(Fields-Smith 2005). Additionally, the transition 
to an integrated school system was also arduous 
and fraught with resistance from the dominant 
culture (Kluger 2011). As a result, many schol-
ars believe that despite integration, this country 
is not fully committed to providing an “equal and 
excellent” public education to African American 
students (Fennimore 1997, p. 245; Hilliard 1991; 
Zirkel 2005). These beliefs are supported by re-
peated acknowledgment of the perilous educa-
tional practices and outcomes for African Ameri-
can students (i.e., disproportionate number of 
African American students in special education, 
underrepresentation of African American stu-
dents in gifted programs, the achievement gap, 

etc.) coupled with very few available, viable so-
lutions aiming to rectify this malpractice (Raines 
et al. 2012). Therefore, it is crucial that we ac-
knowledge that school-based assessments can be 
perceived as a vehicle to promote segregated and 
unequal educational practices (Ferri and Connor 
2005). Considering this, the development, imple-
mentation, and interpretation of school-based as-
sessments with African American students should 
be approached with the primary goal of improv-
ing and enhancing their educational experience. 
This can be done by devoting specific attention 
to identifying a clear purpose for the assessment 
and selecting instruments that provide authentic 
information about student functioning.

School-based assessments are unlike most 
other assessments or evaluations as neither the 
individual being evaluated nor their parent/
guardian generally initiates the assessment. In 
most cases, the school initiates school-based as-
sessments. Assessments administered universally 
may be mandated by state or district regulations. 
However, more specific or individualized assess-
ments for specialized interventions or special 
education programs are generally initiated by a 
school administrator, teacher, or school psychol-
ogist. As a result, school-based assessment may 
be met with additional resistance from parents 
or students who do not fully understand the na-
ture and purpose of the assessment and/or who 
mistrust those administering the assessment. It 
has been found in African American students, 
that high cultural mistrust can negatively impact 
educational expectations and values (Irving and 
Hudley 2005). These lower expectations and ed-
ucational value may have a deleterious impact on 
student achievement and performance on school-
based assessments. Additionally, in a study of 
post-segregation parental engagement in schools, 
parents reported feelings of having to “watch 
over” child and teacher interactions which was 
attributed to a lack of trust in the teachers (Fields-
Smith 2005, p. 133). With this in mind, the pur-
pose and function of school-based assessments 
should be transparent and focused to promote pa-
rental support and optimal student performance.

Fortunately, CBM, as previously discussed, 
is an avenue for providing transparent, focused, 
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authentic assessment of student performance. 
However, the influence of bias on CBM results 
can be a limitation to its use with African Ameri-
can students. This bias highlights that there is an 
equally, if not more, pressing need for a move-
ment toward the implementation of “culturally-
responsive” curriculum and instruction. Cultur-
ally-responsive curricula and interventions ac-
knowledge and value the influences of culture, 
language, and heritage on student learning and 
performance and use them as tools to create mean-
ingful educational experiences (Klinger 2005). 
Identifying interventions and curriculum that 
are culturally-responsive and have been deemed 
sound and empirically validated for working spe-
cifically with African American populations is a 
challenge. The availability of research assessing 
the effectiveness of interventions and curricu-
lum specifically with African American students 
is limited. As a result, the outcomes of school-
based assessments may not appropriately reflect 
student capacity if the curriculum or interven-
tion is not culturally-responsive and has not been 
shown to be effective with an African American 
population.

In addition to being culturally responsive in 
curriculum and intervention development, cul-
tural competence or responsiveness must be pos-
sessed by the educators and evaluators interpret-
ing the school-based assessment data. It is impor-
tant to note that being culturally-responsive does 
not entail and goes far beyond matching the ra-
cial characteristics of educators or evaluators and 
students. Educators who approach instruction 
from a culturally-responsive lens, are defined by 
Villegas and Lucas (2002) as “(a) socioculturally 
conscious, (b) have affirming views of students 
from diverse backgrounds, (c) see themselves as 
responsible for and capable of bringing about 
change to make schools more equitable, (d) un-
derstand how learners construct knowledge and 
are capable of promoting knowledge construc-
tion, (e) know about the lives of their students, 
and (f) design instruction that builds on what 
their students already know while stretching 
them beyond the familiar.” With this in mind, 
teacher, administrator, and school psychology-
training programs generally offer little explicit 

instruction on reading and interpreting student-
based data. Furthermore, training appears to be 
almost nonexistent on how to interpret informa-
tion gathered from school-wide assessment with 
diverse populations, specifically African Ameri-
cans. Many teacher training programs, school 
psychology programs, and school administration 
programs address working with “diverse” popu-
lations through no more than one lecture-based 
course aimed to provide skills for working with 
all diverse populations with a large amount of 
time focused on working with speakers of other 
languages. Rarely are these programs providing 
insight specifically into working with African 
American students. It can be assumed that this 
method will likely fall short of addressing the 
social realities of working with and assessing 
African American students from a complete and 
critical lens (Cochran-Smith 2004; Loe 2000).

Conclusion

School-based assessment data is used to drive 
educational decisions including teacher perfor-
mance evaluations, intervention effectiveness, 
and student placement in special education pro-
grams. School-based assessment is a valuable 
tool for educators, administrators, and school psy-
chologists working with all children. Yet, when 
used appropriately, this method of assessment 
can be particularly beneficial for use with African 
American students. Population-based assessment 
supports the use of a tiered approach to designing 
and implementing interventions, providing early 
intervention services, and concentrating resources 
on the students who are most in need. Addition-
ally, this approach promotes the measurement of 
student progress based on local or individual stan-
dards in lieu of comparison with a larger diverse 
group. Using school-based assessment, academic 
and instructional strengths and weaknesses can 
be identified and appropriate interventions can be 
implemented to promote student success.

Thorough interpretation of these assess-
ments is paramount as the outcomes guide edu-
cational trajectories. When working with Afri-
can American populations, there are additional 
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elements to be considered, such as the cultural-
responsiveness and appropriateness of the edu-
cator, curriculum, and assessment. Preferably, 
school personnel developing and implementing 
school-based assessments will possess basic skills 
in cultural competence and continually work to 
develop their capacity for considering the influ-
ence of culture, heritage, and experiences on stu-
dent performance. However, challenges related 
to availability of assessment measures and cur-
riculum, lack of consideration of social influence 
on interpretation of results, and limited training 
of school personnel is disheartening. Despite an 
increasing use of school-based assessment data 
to make educational decisions, research on the 
effectiveness of specific school-based assess-
ments on improving educational outcomes for 
African American students is nascent and consid-
erable progress needs to be made. As such there 
are limited school-based assessment instruments 
that have been found to have explicit empirical 
support for an exclusively African American 
population. Therefore, it is recommended that in-
struments and practices found to be sound with a 
more global culturally and linguistically diverse 
populations are considered when working with 
African American students.
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Neuropsychological Assessment with 
African American Clients

For any neuropsychological assessment the goal 
is to engage the client in behavioral tasks in order 
to identify neurocognitive impairment and spar-
ing. These tasks are designed to assess both spe-
cific brain cortices as well as more diffused and 
associated cortices, with the overarching goal of 
providing an assessment of insult and sparing to 
be used in prognoses and treatment recommen-
dations. A consensus for the domains of neuro-
cognitive functioning (e.g., verbal, nonverbal, 
executive functioning, motor functioning, etc.) as 
well as a general correspondence between behav-
ior and associated cortices (for example language 

processing generally occurring in the left hemi-
sphere, visuospatial processing in the right, etc.) 
exists across racial and ethnic groups. What is of 
interest for the field of psychology in general is, 
reports of discrepant performance reported as it 
relates to the pattern and level of performance 
among various racial and ethnic groups. Spe-
cific to this edited book, there has been much 
discussion related to the disparity of observa-
tions for neurocognitive performance of African 
Americans on a variety of neuropsychological 
assessment measures primarily as compared to 
Caucasians, but also to include other racial and 
ethnic groups. Thus, the goal of this chapter is to 
elucidate the literature related to these findings, 
in an effort to clarify the source of these dispari-
ties, as well as to provide empirically supported 
recommendations for the clinician conducting a 
neuropsychological assessment with an African 
American Client.

General Considerations for the 
Neuropsychological Assessment of 
the African American Client

There has been much discussion about test dis-
parity and bias, and specifically as it relates to 
test bias for the assessment of African Americans 
in the USA. While there are findings to sug-
gest differences the in performance for African 
Americans as compared to their Caucasian coun-
terparts, these differences are rarely as simple 
as an effect of race on performance. Rather, as 
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discussed throughout this chapter, disparities of 
performance are best accounted for by addition-
al demographic variables of age, education and 
in some instances, gender. Heaton et al. (2004, 
2009) is often cited as understanding the im-
portance for the influence of these variables in 
neuropsychological assessment, resulting in the 
creation of the Heaton norms for the Halstead 
Reitan Neuropsychological Test Battery, but 
the expansion in the diverse array of neuropsy-
chological tests since the development of these 
norms warrants a more current examination of 
how these variables impact interpretation for 
African American clients. Thus, in this chapter 
we discuss measures common to the assessment 
of the traditional neuropsychological domains 
with African American clients, provide relevant 
research as it relates to performance for African 
American clients and make recommendations for 
implications in clinical practice.

Premorbid Intellectual Functioning

The capability to assess change in cognition over 
time or after the development of neurological in-
jury or disease is crucial as it serves as an intra-
individual yardstick that should help reduce the 
previously discussed intragroup differences that 
is more easily influenced by outside factors such 
as ethnicity, language and race. However, most 
presenting clients will not have a premorbid set 
of baseline data readily available, and it is thus 
often necessary to estimate premorbid function-
ing within a single assessment. To this, end vari-
ous instruments and methods have been devel-
oped to provide such an estimate of ‘premorbid’ 
functioning. This includes the utilization of sev-
eral demographic variables and administration of 
‘hold’ tests that are thought to measure cognitive 
abilities less likely to decline with time, disease, 
or injury. Among commonly used hold tests, 
various tests are of reading ability including the 
National Adult Reading Test (NART), Wechsler 
Test of Adult Reading (WTAR), and the Wide 
Range Achievement Test (WRAT) reading sub-
test (Lezak et al. 2012; Duff 2010).

Several factors have been shown to contribute 
to observed differences in neuropsychological 

performance between African Americans and 
Caucasians, including reading ability (Manly 
et al. 2005). This may be, at least in part, be-
cause self-reported level of education has been 
shown to significantly overestimate reading 
ability in many African Americans (Baker et al. 
1996; Manly et al. 2002). Therefore, research 
has shown that reading ability has a significant 
effect beyond that of education on neuropsy-
chological performance in various domains 
(e.g., semantic fluency, executive function-
ing, memory) (Dotson et al. 2008; Manly et al. 
2002). This is particularly relevant in older 
adults or individuals of low socioeconomic 
status (Dotson et al. 2009; Dotson et al. 2008), 
and therefore important to consider when using 
tests of reading ability to estimate premorbid 
functioning.

WRAT includes a measure of oral word read-
ing and, assesses an individual’s reading ability 
by asking them to read a series of words that vary 
in their frequency of appearance in the English 
language. This reading subtest has been used to 
estimate premorbid ability given that the perfor-
mance remains relatively stable even after neuro-
logical injury or disease. While this is primarily 
demonstrated by comparing groups of neurologi-
cally healthy individuals and impaired groups, 
WRAT-3 reading performance has also shown 
stability within an impaired sample (Johnstone 
and Wilhelm 1995).

Some studies suggest that matching groups on 
WRAT reading performance may be more effec-
tive than matching groups on education (Manley 
et al. 2002; Manly et al. 2005). In fact, O’Bryant 
and colleagues have shown that this is particu-
larly important in minority samples. Consistent 
with previously discussed findings for self re-
ported levels of education (Baker et al. 1996; 
Manly et al. 2002), they found greater discrepan-
cies between self-reported education attainment 
and estimated reading ability as measured by the 
WRAT reading subtest. Within their sample, the 
median reading level in African Americans was 
6 years less than the mean level of education. 
However, in the Caucasian sample, the median 
reading level was only one year below mean edu-
cational attainment (O’Bryant et al. 2005). Fur-
ther, reading ability, as measured by the WRAT-R 
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reading subtest, was significantly related to the 
performance on measures of executive function, 
language, attention, and inhibition in a sample 
of older African Americans, while no signifi-
cant relation was found between education and 
neuropsychological performance. Effects ranged 
from medium to large when comparing individ-
uals who were high and low on reading scores 
(Schneider and Lichtenberg 2011).

Wechsler Test of Adult Reading

The Wechsler Test of Adult Reading (WTAR; 
Wechsler 2001) is an instrument that includes 
50 irregularly spelled words that the individual 
is asked to read aloud. The words continue to get 
progressively more difficult. It is often used as 
a measure of reading ability and premorbid in-
telligence. The WTAR has demonstrated good 
internal consistency and test-retest reliability 
(Wechsler 2001). Scores were seen to be stable 
in the populations following neurological dam-
age at two-months and five months post injury 
(Lezak et al. 2012).

Performance on the WTAR can be impacted 
by several demographic factors, including eth-
nicity. In a sample of individuals ranging from 
neurologically healthy to demented, African 
Americans performed significantly worse on the 
WTAR than Caucasians (Wagner et al. 2007). 
Similarly, in a study by Chin and colleagues, a 
sample of 244 patients with probable Alzheim-
er’s disease received the WTAR. African Ameri-
cans and Caucasians within the sample differed 
significantly on WTAR performance, scoring 
84.2 and 105.0, respectively, in addition to the 
performance on various other neuropsychologi-
cal measures. However, differences in neuropsy-
chological test scores between African Ameri-
cans and Caucasians no longer existed after 
controlling for WTAR scores, while differences 
remained significant when only demographic 
variables (including age, sex, and education) 
were controlled for (Chin et al. 2012). Silverberg 
and colleagues also demonstrated that the differ-
ences in premorbid functioning, as measured by 
the WTAR, account for a greater proportion of 

variance in neuropsychological test performance 
between African American and Caucasian indi-
viduals than education (Silverberg et al. 2013).

Conclusions and Recommendations 
for Assessing Premorbid Intellectual 
Functioning

The assessment of premorbid intellectual func-
tioning via the stable cognitive abilities of read-
ing is a valuable tool. However, as discussed 
above, these tests show discrepant performance 
between African Americans and their Caucasian 
counterparts. While using education-matched 
norms may be a viable option (in particular for the 
WRAT; Manley et al. 2002; Manly et al. 2005), 
the clinician must be aware of disparities that can 
yield fully one standard deviation difference in 
performance (e.g., the WTAR; Chin et al. 2012), 
but even with this difference, the WTAR still ac-
counts for differences in performance more so 
than age, gender and even education (Silverberg 
et al. 2013). Because the source of this discrepan-
cy between reported education and reading level 
is unknown, it is important that the clinician ex-
haust collateral information to support premorbid 
educational attainment. Further, it is suggested 
that the clinician who finds consistent discrepant 
information for premorbid education level, may 
wish to utilize an intraindividual rather than an 
inter-individual method of interpretation.

Attention/Vigilance, Working 
Memory, and Processing Speed

Although considered as separate domains of 
functioning, attention, working memory, and 
processing speed are often interrelated and some-
times hard to measure independently. Further, 
these abilities are often preconditions for many 
other cognitive abilities, and therefore are typi-
cally even further intertwined with broader con-
structs and assessed in measures used to measure 
broader constructs of cognitive abilities (e.g., 
memory and executive functions). Therefore, it is 
important to note that the variables that can influ-
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ence attention, working memory, and processing 
speed may inadvertently have an effect on addi-
tional measures (Lezak et al. 2012).

Digit span tests are among the most common-
ly used instruments to assess immediate auditory 
memory. In Wechsler tests, Digit Span includes 
tasks where the individual is presented with a se-
ries of numbers that progress in length. They are 
either asked to repeat the sequence verbatim or 
to manipulate the string of numbers and put them 
into another sequence (e.g., reverse order of how 
they were initially presented). Digits forward is 
often considered a measure of simple attention 
while digits backwards requires working memory 
(Lezak et al. 2012). Imaging studies have shown 
that right dorsolateral prefrontal cortex activity is 
implicated in both digits forward and backwards 
among healthy individuals (Gerton et al. 2004).

The Wechsler Adult Intelligence Scale-III 
(WAIS-III) was found to have excellent psycho-
metric data among the standardization sample. 
Reliability coefficients have been shown to hold 
up in clinical samples as well. For example, reli-
ability coefficients were 0.92 and 0.85 for Cau-
casians and African Americans, respectively, 
among a substance use disorders sample (Ryan 
et al. 2000a, b). However, African Americans 
have been shown to perform significantly worse 
on Digit Span relative to Caucasians with African 
Americans and Caucasians scoring, on average, a 
scaled score of 8.2 ( SD = 0.4) and 9.7 ( SD = 0.3), 
respectively (Boone et al. 2007).

The Letter-Number Sequencing is a common-
ly used measure of working memory that requires 
an individual to listen to a series of randomized 
numbers and letters and repeat the numbers and 
letters in numerical and alphabetical order. Pro-
gressively, longer sequences are presented until 
the individual gets all three items within a trial 
incorrect. This is thought to be more complex 
than simple digit span tests (e.g., Digits forward). 
Therefore, Letter–Number Sequencing aims to 
be more sensitive to detecting attentional diffi-
culties than other span tests (Lezak et al. 2012).

While performance on the Letter–Number Se-
quencing subtest of the WAIS is influenced by age 
and education (although this relation was non-sig-
nificant after accounting for reading ability), little 

research has been done on the impact of race or 
ethnicity on performance. The implications of this 
relation may be significant, particularly for Afri-
can American samples (Johnson et al. 2006). Al-
though the impact of race or ethnicity on perfor-
mance has not been thoroughly investigated, Af-
rican Americans have been shown to have lower 
reading levels in several studies (Albert and Teresi 
1999; Manly et al. 2002). Therefore, given the im-
pact of reading ability on Letter-Number Sequenc-
ing performance, future investigation is warranted 
as African Americans could demonstrate impaired 
performance in working memory, which is instead 
a deficit in crystalized knowledge.

The Paced Auditory Serial Addition Test 
(PASAT) is a measure of information process-
ing capacity. It involves the presentation of 60 
pairs of numbers, and the individual is asked to 
add each number to the number preceding it. The 
PASAT includes four separate trials where the 
numbers are presented at different rates (rang-
ing from one word every 0.4 s to one word every 
2.4 s; Lezak et al. 2012). PASAT scores were 
shown to be extremely sensitive to information 
processing speed performance (Grownall and 
Wrightson 1981), and scores tend to decline with 
age (Spikman et al. 2000), particularly after the 
age of 50 (Roman et al. 1991).

Normative data for the PASAT has been pro-
vided in various samples. (Mitrushina et al. 2005; 
Diehr et al. 1998). Gonzalez and colleagues ob-
tained data from the previous study samples, 
including the HIV Neurobehavioral Research 
Center, the African American Norms Project, 
and the Alcohol Abuse and Neuropsychological 
Impairment Project. This data was then used to 
construct a normative data set that provides de-
mographically adjusted data based on a variety of 
demographic variables, including age, education, 
sex, and race, all of which were related to per-
formance on the PASAT (Gonzalez et al. 2013). 
Demographically adjusted normative data is es-
sential, given that research suggests that ethnicity 
is among significant demographic predictors of 
performance on the PASAT (Diehr et al. 1998).

Continuous performance tests, such as the 
Continuous Performance Test II, are the tests that 
measure vigilance or sustained attention. In order 
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to successfully complete this task, individuals 
must sustain attention and remain focused on a 
particular target, while ignoring other distractors, 
over a period of time. These tasks are often com-
puterized in order to provide information about 
reaction time in addition to omission and com-
mission errors. Neural activity has primarily been 
observed in several frontal regions while engag-
ing in this task (Ogg et al. 2008). Little research 
has been done to date on the potential relation 
between ethnicity and performance on continu-
ous performance tests.

Various symbol substitution tests, such as the 
Symbol Digit Modalities Test (SDMT), have 
been used in order to measure visual scanning, 
sustained attention, and processing speed. A ben-
efit of the SDMT is that, it allows for differen-
tiation between visuomotor and oral responses to 
help detect where the deficit occurs in the case of 
impaired performance. Nine symbols, which are 
each paired with a number, are presented in a key. 
The individual must then fill in a series of empty 
boxes below the key that contain the symbol but 
area missing the associated number as quickly as 
they can (Lezak et al. 2012).

Research has suggested that there are differ-
ences in performance on the Symbol Digit be-
tween African Americans and Caucasians. For 
example, in a study of individuals aged 50–70 
years old, African Americans performed signifi-
cantly worse on the Symbol Digit test compared 
to Caucasians. However, differences between 
groups decreased after adjusting for several de-
mographic variables such as literacy, occupa-
tional status, and various health characteristics 
(Schwartz et al. 2004). Similarly, within a sample 
of African Americans with a history of a traumatic 
brain injury, acculturation was inversely related 
to performance on the Symbol Digit Modalities 
Test, among other neuropsychological measures 
(Kennepohl et al. 2004). Additionally, normative 
data has been provided for the Modified-Symbol 
Digit Modalities Test for African Americans, 
Caribbean Black Americans, and non-Latino 
Whites that revealed that African Americans and 
non-Latino Whites performed significantly dif-
ferent from Caribbean Black Americans (Gonza-
lez et al. 2007).

An attentional task that incorporates an ele-
ment of visuomotor tracking is the Trail Making 
Test Part A (Trails A), where the individual is 
asked to connect a series of circled numbers in 
numerical order as quickly as they can. Although 
administration instructions may vary slightly de-
pending on the version administered, scores are 
determined by the time required to successfully 
connect the numbers from start to finish. This 
task has been shown to correlate with other vi-
sual search tasks such as Digit Symbol (Lezak 
et al. 2012).

Differences between African Americans and 
Caucasians on the Trail Making Test Part A have 
also been observed (Schwartz et al. 2004; Lucas 
et al. 2005). Schwartz and colleagues found that 
African American adults performed worse on this 
test relative to Caucasian adults (Schwartz et al. 
2004). Similar results were found in a sample of 
patients receiving outpatient neuropsychological 
evaluation. On average, the African American 
group completed Trails A in 51.1 s while the Cau-
casian group completed the test in 38.6 s, after 
controlling for age and education (Boone et al. 
2007). Mayo’s Older African Americans Norma-
tive Studies provides age-corrected normative 
data using a sample of African Americans aged 
55 and older (Lucas et al. 2005).

Recommendations for Attention/
Vigilance, Working Memory, and 
Processing Speed

Because there are differences noted for digit span 
and letter number sequencing tasks, it is suggest-
ed that the tests with demographically adjusted 
norms such as the PASAT be incorporated into 
a neuropsychological assessment battery, in par-
ticular when deficits in this domain are noted. It 
is important to note the limited research for tasks 
of continuous performance as deficits in vigi-
lance is often an indicator of neurological insult. 
Thus, while there is no data to suggest disparity 
of performance for African Americans as com-
pared to other racial and ethnic groups, it is sug-
gested that these measures be used with caution, 
and are supported with collateral information to 
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assess intraindividual changes in performance. 
Finally, although differences in performance 
have been found for African Americans on Trails 
tasks (Boone et al. 2007), there are age-corrected 
norms available specific to African Americans 
(Lucas et al. 2005) that should be employed 
when using this measure.

Visuospatial Processing

Visuospatial processing involves a variety of 
cognitive abilities, including perception, orga-
nization, and visuomotor coordination, among 
others, and thus can be impacted by a variety of 
brain insults (Lezak et al. 2012). These tasks typ-
ically involve some sort of demand performance 
characteristic (e.g., block design or comparison 
of visual information) or they involve a compo-
nent of learning and retrieval of visual informa-
tion. We begin here by examining performance-
based tasks or visuospatial processing.

Visuospatial processing has been the area 
where researchers have identified worse perfor-
mance for African Americans relative to Cau-
casians, even after matching groups on years 
of education (Manly et al. 1998). As previously 
mentioned in the outset of this chapter, these dis-
crepancies may be, in part, attributable to other 
biological predisposing factors (e.g., health or 
cardiovascular risk factors) that differ among 
ethnic groups. For example, visuospatial impair-
ments were associated with cardiovascular risk 
in an elderly African American population after 
controlling for both age and education (Pugh 
et al. 2003). Thus, these findings for visuospatial 
tasks further support the need and potential im-
portance of developing normative data based on 
demographic variables other than age or educa-
tion in some neuropsychological measures.

As an example of the diffuse regions involved 
in visuospatial skills, the block design subtest of 
the Wechsler Adult Intelligence Scale is a con-
structional test requiring the manipulation of 
three-dimensional blocks to match a target de-
sign initially presented with target blocks and 
faded to stimulus cards. This task is thought to 
be a measure of visuospatial organization, with 

various other cognitive processes contributing 
to performance. Thus impairment on this task is 
often observed subsequent to neurological insult 
(Lezak et al. 2012). Of note, a variety of sociode-
mographic factors have been shown to impact 
block design performance.

The most notable factor identified as influ-
encing performance on this task is age (Ryan 
et al. 2000a, b). However, several studies have 
also shown that the race has a significant effect 
on block design performance such that African 
Americans perform, on average, one point lower 
than Caucasians across all age levels (Kaufman 
et al. 1991; Marcopulos et al. 1997). However, 
other studies have shown that these group differ-
ences are likely attributable to other factors such 
as education and acculturation (Ardila and More-
no 2001; Manly et al. 1998). For example, lower 
levels of acculturation, as measured by the Af-
rican American Acculturation Scale-Short Form 
inventory, were related to poorer performance on 
the block design in a sample of African American 
patients with a history of traumatic brain injury 
(Kennepohl et al. 2004).

An additional example of a visuoconstruction 
task (albeit using a different modality), the Rey-
Osterrieth Complex Figure Test (ROCFT) copy 
trial is a test of visuoconstruction ability where 
the individual is asked to copy a complex figure 
onto a sheet of paper, with scores emphasizing 
both accuracy of the drawing and correct place-
ment of individual items within the figure. The 
copy trial of the ROCFT has been shown to be 
relatively stable between the ages of 20 and 50 
years old, but then begins to gradually decline 
(Mitrushina 2005). Thus, changes in this ability 
between these ages would be indicative of an or-
ganic neurocognitive problem. However, when 
considering administration, among healthy in-
dividuals, age, sex, and IQ are all significantly 
related to the ROCFT copy trial (Gallagher and 
Burke 2007).

Specific to the applications for African Amer-
ican clients, lower scores on the ROCFT have 
been reported in African Americans compared 
to Caucasians (Boone et al. 2007; Schwartz 
et al. 2004). Boone and colleagues found that 
both Caucasians ( M = 31.7, SD = 0.6) and Asians 
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( M = 32.5, SD = 1.3) scored significantly higher 
on the ROCFT copy trial than African Americans 
( M = 26.9, SD = 1.0), and these differences in raw 
scores between African Americans and the other 
groups were clinically significant (2007). Scores 
for the African American group, on average, fell 
below the first percentile compared to norma-
tive data (Meyers and Meyers 1995). Of primary 
import, group differences decreased after con-
trolling for various sociodemographic factors, 
including literacy, occupational status, and de-
mographic variables (Schwartz et al. 2004). Sim-
ilarly, in other studies, education level has been 
shown to impact performance on the ROCFT 
copy trial within various cultural groups includ-
ing African Americans (Unverzagt et al. 1996). 
Again, these results suggest that socio-cultural 
factors that come into play are more specific to 
challenges for African American’s ability to at-
tain relevant skills and status rather than test bias.

The Judgment of Line Orientation (JLO) 
measures one’s ability to estimate angular rela-
tionships between a series of lines that form a 
semicircle. The test includes 30 items, and the 
individual is asked to match a pair of lines to the 
two matching lines within the semicircle (num-
bered one to eleven) (Lezak et al. 2012). Perfor-
mance in patients with left hemisphere damage 
tends to remain relatively intact, while patients 
with right hemisphere lesions are more likely to 
show impaired performance (Benton et al. 1994). 
Scores on the JLO are demographically adjusted 
for both age and sex, given that the performance 
has been shown to decline as one ages and women 
tend to perform, on average, approximately two 
points lower than men (Lezak et al. 2012).

The Mayo’s Older African American Nor-
mative Studies (MOAANS) have attempted to 
create a database of normative data for various 
neuropsychological tests that are ethnicity spe-
cific. Within their studies they have created two 
normative data sets for the JLO in older African 
Americans (aged 55 and older). One data set in-
cludes data from all participants, including those 
who failed sample items. The second data set is 
collected from only a subset of individuals who 
passed the sample items (Lucas et al. 2005). 
Thus, when assessing visuospatial abilities for 

the African American, it is of great importance 
to use African American specific norms (when 
available, such as those for the JLO), with em-
phasis on accounting for age, literacy and educa-
tional attainment.

Recommendations for Visuospatial 
Processing

Similar to other domains, many of the tasks de-
scribed above can be reliably employed in neu-
ropsychological assessment when accounting for 
age, education, and literacy. Thus, the literature 
for this domain reinforces the importance of ac-
curately assessing educational attainment and 
reading abilities, whose challenge is discussed 
in the outset of this chapter. It should be noted 
that, there is evidence that suggest additional pre-
disposing factors which may contribute to racial 
and ethnic differences, specifically as it relates to 
visuospatial processing (e.g., the aforementioned 
contribution of prevalence rates for cardiovascu-
lar disease; Pugh et al. 2003), and thus, tests that 
lack an appropriate inclusion of African Ameri-
cans in the normative sample, as well as those 
that lack norms that account for age and educa-
tion, should be used with some trepidation, in 
particular for this domain.

Visual Learning and Memory

In addition to the performance based tasks of vi-
sual tasks, we must assess the individual’s abili-
ties related to visual learning and memory. Many 
of these tasks are analogs to the verbal learning 
and memory tasks and thus administration and 
scoring procedures should feel familiar.

As previously discussed, the ROCFT includes 
a measure of visual learning and memory, but 
there are more specific measures of visual learn-
ing and memory that do not require reproduction, 
but rather rely on recognition and identification, 
thus reducing some of the cognitive load for as-
sociative cortices required for reproduction.

As a battery, the Wechsler Memory System-IV 
(WMS-IV; Wechsler 2009) includes an index of 
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visual memory, including immediate and delayed 
visual memory, though not a direct measure of 
visual learning (as with other measures discussed 
below). One of the goals for the development of 
the latest iteration of this measure was to create 
a more culture neutral test. Further, subsequent 
research comparing individuals with mild TBI, 
moderate TBI and controls, that included a repre-
sentative sample of African Americans, found no 
differences among ethnic groups for performance 
on the WMS-IV visual memory index (Carlozzi 
et al. 2013).

An example of the analog between visual 
and auditory learning and memory tasks, the 
Biber Figure Learning Test-Extended (BFLTE; 
Glosser et al. 1997) uses a paradigm similar to 
that of the CVLT (Glosser et al. 2002; Kurtzman 
1996; Tracy et al. 2001; discussed below), to as-
sess learning and memory. It assesses immediate 
and delayed recall for novel geometric shapes, 
and includes interference as well as recognition 
tasks. Although the CVLT and the BFLT-E are 
not identically matched in terms of difficulty 
level and item content, they can serve as rela-
tive measures of verbal and non-verbal learning 
(Tracy et al. 2001). The psychometrics for this 
test as well as its ease of administration makes it 
attractive. Inter-rater reliability for the BLFT-E 
has been found to be as high as 0.98, with good 
test-retest reliability as well as good criterion va-
lidity (Glosser et al. 2002). There is little data that 
specifically examines performance for African 
Americans as compared to other racial or ethnic 
groups however, available research that include 
African American participants, and reports anal-
yses for differences among ethnic groups does 
not indicate a difference in performance for Af-
rican Americans (e.g., Duke et al. 2010; Mattson 
and Roebuck 2002)

The Brief Visuospatial Memory Test-Revised 
(BVMT-R; Cherner et al. 2007) is a multi-trial 
presentation of geometric figures with immedi-
ate, delayed, and recognition tasks. The authors 
report solid psychometrics for the measure (with 
reliability coefficients that range from 0.96 to 
0.97 for the learning trials, 0.97 for Total Recall, 
and 0.97 for Delayed Recall. They further report 
that the Test-retest reliability coefficients range 

from 0.60 for Trial 1 to 0.84 for Trial 3; Cherner 
et al. 2007). Researchers report that, a cursory 
examination of differences in performance be-
tween Caucasians and African Americans on the 
BVMT-R would suggest effects of race, with 
Caucasians outperforming African Americans on 
learning and recall trials. However, a regression 
analysis indicates that the most prominent influ-
ence on performance for age, with older African 
Americans performing more poorly than their 
Caucasian counterparts (Norman et al. 2011). 
Most importantly, they note that the raw score 
differences do not appear large ( M = 1.5), but 
classification errors in impairment are greater, 
in particular when looking at scores for the de-
layed recall component (raw scores: Caucasians 
M = 10.2, SD = 1.7; African American M = 8.7, 
SD = 2.4). Thus Norman and colleagues (2011) 
suggest using their corrected norms when using 
this measure to Assess African Americans.

The Recognition Memory Test (RMT; 
Warrington 1984) is one that includes tasks that 
require a memory of words and a memory of 
faces task. Its ease of administration and low de-
mand characteristics make it ideal for assessing 
individuals who may have speech production or 
associative language cortex deficits. It includes 
an exposure/learning presentation and then a test 
condition with the target and a distractor present-
ed. For this test, researchers were unable to find 
differences in performance between Caucasians 
and African Americans (O’Bryant et al. 2003). 
This is important, especially considering that this 
test is reported to be specific to memory function 
(as opposed to attention, concentration, etc.) as 
well as less susceptible to secondary effects of 
anxiety and depression (Warrington 1984), and 
thus would indicate a possibly unbiased measure 
of pure visual memory.

Recommendations for Visual Learning 
and Memory

Assessing visual learning and memory appears 
to be less fraught with challenges than other 
domains. Many of the tests used have good 
psychometric properties that appear to be free 
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from racial or ethnic bias. Additionally, newer 
measures of visual learning and memory such 
as those found in the latest version of the WMS 
(Wechsler 2009), appear to have met their goal 
of reducing racial and cultural bias. While exist-
ing measures, such as the BVMT-R, have been 
studied empirically to examine racial differences, 
with researchers generating normative data spe-
cific to African Americans that accounts for the 
effects of age (Norman et al. 2009). Thus, the cli-
nician conducting a neuropsychological assess-
ment with an African American client, should 
feel confident in their ability to identify psycho-
metrically and clinically sound measures of vi-
sual learning and memory.

Language

Language may be among the most difficult of 
cognitive domains to assess cross culturally, 
given that the performance on language mea-
sures is largely influenced by both education 
and culture (Manly et al. 2004; Gao et al. 2007). 
Language based assessment consists of gener-
ally performance based tasks such as fluency and 
naming, but can also include learning and mem-
ory based tasks.

Snitz et al. (2009) investigated the effect of 
various socio-demographic variables, including 
age, gender, education, and race on language 
ability. Their sample consisted of individuals 
from two large epidemiological studies (Monon-
gahela-Youghiogheny Healthy Aging Team and 
Indianapolis Study of Health and Aging). Ad-
ditionally, they developed normative data for 
some the Animal Fluency Task and the Indiana 
University Token Test that included a representa-
tive group of African Americans that varied on 
a range of socio-demographic variables, making 
this a good source of normative data (Snitz et al. 
2009) when using these tests to assess African 
Americans.

The Boston Naming Test (BNT) is a measure 
of visual confrontation naming in which the indi-
vidual is asked to look at and name up to 60 line 
drawings. If the individual is unable to spontane-
ous provide the name, they are presented with a 

series of cues (semantic and/or phonemic) to aid 
them in confrontation naming. Finally, if the indi-
vidual is still unable to name the item after being 
given cues, they are provided with four choices 
(Lezak et al. 2012). Various neuroanatomical le-
sions are associated with dysnomia. For example, 
semantic errors are associated with lesions in the 
posterior superior temporal and inferior parietal 
regions. Additionally, lesions of the insula and 
putamen are associated with increased phono-
logical errors (Knopman et al. 1984).

Differential performance between African 
Americans and Caucasians has been observed 
in several studies (Boone et al. 2007; Manly 
et al. 1998; Wagner et al. 2007). For example, 
Pedraza and colleagues evaluated BNT perfor-
mance in individuals who participated in the 
Mayo’s Older African Americans Normative 
Studies (MOAANS) and found that Caucasian 
adults performed, on average, significantly 
higher than African American adults (groups 
means were 52.9 and 43.3, respectively; Pedra-
za et al. 2009). Therefore, some have cautioned 
that the BNT may not be an appropriate test in 
ethnic minorities. While various explanations 
have been proposed to describe the relation 
between ethnicity and performance, including 
differences in education (Manley et al. 2002) 
and cultural appropriateness of the items (Whit-
field et al. 2000), some studies have shown that 
differences in group performance still remain 
significant after controlling for reading ability 
(Baird et al. 2007). Therefore, the development 
of normative data corrected for ethnicity, among 
other demographic variables, may be useful in 
minimizing the impact of these sources of vari-
ance. Such normative data for the BNT has been 
compiled within a number of studies specific to 
various groups of African American individu-
als (Fillenbaum et al. 1997; Ross and Lichten-
berg 1998; Lucas et al. 2005; Manly et al. 1998; 
Unverzagt et al. 1996).

In addition to naming tasks, measures of 
fluency are often used to assess language 
(e.g., Controlled Oral Word Association Test; 
COWAT) the COWAT measures one’s ability to 
generate words quickly that begin with a certain 
letter (e.g., F, A, and S). Individuals are given 
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60 s for each letter and are asked to produce as 
many words as possible without using any proper 
names or providing the same word with different 
endings (Benton et al. 1994). Similarly, in mea-
sures of category fluency, individuals are asked 
to produce as many words as possible within 
60 s. However, with category fluency test, they 
are provided a semantic category (e.g., animals, 
fruits, and vegetables) and generated words can 
begin with any letter. Impairment on measures of 
word fluency is often associated with left frontal 
lesions (reviewed in Lezack et al. 2012).

While there is a paucity of research studying 
the impact of racial and ethnic differences on 
measures of verbal fluency, some research has 
shown that African Americans perform worse 
on these tests relative to Caucasians. In a study 
of 600 male veterans aged 31–46, there was a 
significant main effect for ethnicity after control-
ling for education and income for both letter and 
animal fluency (Johnson-Selfridge et al. 1998). 
Additionally, older African Americans have also 
been shown to obtain lower scores compared to 
Caucasians on category fluency (Manly et al. 
1998). Subsequently, some studies aimed to 
provide normative data for African Americans. 
Gladsjo and colleagues collected data from a nor-
mative sample of adults who were participating 
in the African American Norms Project (AANP), 
and found that education, age and ethnicity all 
accounted for a significant proportion of the vari-
ance in letter and category fluency performance 
(Gladsjo et al. 1999). The Mayo’s Older African 
American Normative Studies (MOAANS) pro-
vides age-adjusted and education corrected nor-
mative data for older adults (age 55 and older) on 
the COWAT (Lucas et al. 2005).

Verbal Learning and Memory

Verbal learning tasks most frequently consist of 
the examiner reading lists of words to the client 
who then repeats the words back under various 
cues via free recall at various time intervals. Most 
commonly cited within the literature reviewed 
were the California Verbal Learning Test, the 
Auditory Verbal Learning Test, and the Hopkins 

Verbal Learning Test. Adjusted norms for these 
tests are based on demographic factors including 
age, years of education, and sex exist. In fact the 
development of demographically adjusted norms 
have been the focus of a moving body of litera-
ture that highlights the manner in which demo-
graphic factors are related to test performance

Specific to ethnicity and race, some research-
ers have found between-ethnic group perfor-
mance on measures of verbal learning although 
the majority of researchers note that once other 
demographic factors are controlled for between-
ethnic group differences disappear. For example, 
Manly and colleagues (1998) examined neuro-
psychological test performance among a random-
ly selected community sample of English-speak-
ing non-Hispanic African American elders who 
had been determined to be cognitively healthy 
(i.e., no indication of dementia) by a neurologist. 
African American elders obtained significantly 
lower scores on measures of verbal and nonver-
bal learning and memory, abstract reasoning, lan-
guage, and visuospatial skill than the Caucasians. 
However, once differences in education were ac-
counted for significant ethnic group differences 
on measures of figure memory, verbal abstrac-
tion, category fluency, and visuospatial skill only 
remained. Similarly, Fillenbaum et al. (2001) in-
vestigated the CERAD protocol, which includes 
a list-learning task to examine the extent to which 
ethnic differences were present once education 
and age adjustments were made. While African 
Americans tended to perform poorer than their 
Caucasian counterparts, when demographic char-
acteristics were controlled for (e.g., education, 
age) racial differences were not present. Indeed, 
Friedman et al. (2002) noted that the demograph-
ic adjustments may be more important for Afri-
can Americans than the Caucasians. Specifically, 
Friedman and colleagues examined the influence 
of demographic characteristics on the Hopkins 
Verbal Learning Test in a sample of 237 African 
American elders. From this, they developed nor-
mative data stratified by age with score adjust-
ments for education and gender. They noted that 
in their sample, education was related to perfor-
mance but in samples of Caucasians this has not 
been noted to be the case (i.e., Vanderploeg et al. 



29919 Neuropsychological Assessment with African American Clients

2000). Beyond between-ethnic group differences, 
researchers have also examined within group dif-
ferences among African Americans. Specifically, 
Kennepohl and colleagues (2004) found that the 
lower levels of acculturation were associated 
with poorer performance on the Rey Auditory 
Verbal Learning test among African Americans 
who had experienced a Traumatic Brain Injury. 
These findings highlight the possibility of within 
group differences and suggest that clinicians may 
need to consider the acculturation level of their 
client. Indeed, this is a consideration that is fre-
quently recommended in the psychological as-
sessment literature (Benuto 2013; Benuto et al. In 
Press) but most typically discussed with regard 
to Asian and Hispanic groups. Nonetheless, mea-
sures that assess African American acculturation 
do exist and Kennepohl et al.’s findings suggest 
that at the very least this phenomenon should be 
further researched.

Despite that several researchers have noted 
that once education and age are accounted for, 
racial differences in test performance are not 
present, norms for African Americans have been 
developed. Specifically, Norman and colleagues 
(2000) examined the California Verbal Learning 
Test (CVLT) performance among African Ameri-
can and Caucasian participants. Age, education, 
ethnicity, and gender were found to be significant 
predictors of performance on several indices on 
the CVLT and as such demographically corrected 
scores were developed. With regard to the Audi-
tory Verbal Learning Test, Ferman et al. (2007) 
reported on data from the Mayo Older African 
Americans Normative Studies and established 
age and education adjusted norms for use with 
African American elders. More recently, Norman 
et al. (2011) developed Hopkins Verbal Learning 
Test-Revised (HVLT-R) norms for both African 
Americans and Caucasians noting that previous-
ly published normative standards significantly 
overestimated impairment in African Americans. 
The authors noted that when the norms they de-
veloped are used, age, education, gender are not 
related to performance on these measures. They 
also noted that, the magnitude of demographic 
contributions (especially age) was greater for 

African Americans than for Caucasians on most 
measures.

Recommendations for Auditory 
Learning and Memory Tasks

Based on the information discussed above it is ap-
parent that when using verbal learning tests, the 
clinician should carefully examine the extent to 
which age and education (at the very least) might 
impact test performance and should use adjusted 
scores. Given that normative data is available for 
a number of verbal tests, the clinician is highly 
encouraged to utilize these adjusted norms. Spe-
cifically, the clinician is encouraged to optimally 
consider the Auditory Verbal Learning Test (see 
Ferman et al. 2007 for norms and adjustments); 
the HVLT-R (see Norman et al. 2011 for norms 
and adjustments); and the CVLT (Norman et al. 
2000 for norms and adjustments) for use with the 
African American client when selecting a verbal 
learning test.

Conclusions and Recommendations

In spite of the challenges discussed above, there is 
a great deal of information available, specifically 
appropriate normative data that would allow a re-
liable and valid assessment for African American 
clients that has been summarized in this chapter 
(See Table 19.1 for a summary of measures and 
related research). Common to many measures 
used to assess neuropsychological functioning in 
African Americans is the influence of age as well 
as education (to some extent; literacy and gender) 
as variables that influence prediction and classifi-
cation of impairment or sparing, when assessing 
African American clients. Each of the domains 
discussed was able to identify appropriate tests, 
with corresponding normative data. In some in-
stances the research created new norms to use in 
assessing performance with African Americans 
(e.g., Norman et al. 2011). The most challenging 
domain, and not an unimportant one, was that of 
premorbid intellectual functioning and reading 
abilities. For this domain, it was suggested that 
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Domain(s) assessed Test name Research and recommendations
Premorbid IQ Wechsler test of adult read-

ing (WTAR)
Performance for African Americans is significantly worse than 
for Caucasians (Wagner et al. 2007), but appeared to account 
for findings of significant differences in neuropsychological 
test performance between the groups that was not accounted 
for by other demographic variables(Chin et al. 2012; Silverberg 
et al. 2013)

Wide range achievement 
test (WRAT) oral word 
subtest

This measure consistently demonstrates reading levels discrep-
ant with reported educational attainment in African Americans 
(Baker et al. 1996; Manly et al. 2002; O’Bryant et al. 2005), 
and is significantly, positively correlated with neuropsychologi-
cal performance domains of executive functioning, language, 
attention and inhibition (Schneider and Lichtenberg 2011)

Attention/vigilance, 
working memory, 
and processing speed

Digit span African Americans have been shown to perform significantly 
worse relative to Caucasians with African Americans and Cau-
casians scoring, on average, a scaled score of 8.2 ( SD = 0.4) and 
9.7 ( SD = 0.3), respectively (Boone et al. 2007)

Letter-number sequencing Although the impact of race or ethnicity on performance has 
not been thoroughly investigated, African Americans have been 
shown to have lower reading levels in several studies (Albert 
and Teresi 1999; Manly et al. 2002)

Paced auditory serial addi-
tion test (PASAT)

Normative datahas been provided in various samples 
(Mitrushina et al. 2005; Diehr et al. 1998) and, given that 
research suggests that ethnicity is among significant demo-
graphic predictors of performance (Diehr et al. 1998) are 
essential

Symbol digit modalities test 
(SDMT)

Pooerer performance has been observed for older African 
Americans, but with decreased differences after adjusting 
for literacy, occupational status, and various health charac-
teristics (Schwartz et al. 2004). Those with a history of TBI, 
demonstrated an inverse relation between acculturation and 
perfotrmance on this task, among other neuropsychological 
measures (Kennepohl et al. 2004)

Trail making test part A 
(Trails A)

African American adults performed worse on this test relative 
to Caucasian adults (Schwartz et al. 2004), which has also 
been found in patients receiving outpatient neuropsychological 
evaluation even after controlling for age and education (Boone 
et al. 2007). MOAANs Studies provides age-corrected norma-
tive data using a sample of African Americans aged 55 and 
older (Lucas et al. 2005)

Visuospatial 
processing

Block design Though race is reported to have a significant effect on perfor-
mance (Kaufman et al. 1991; Marcopulos et al. 1997), others 
found that differences are likely due to education and accultura-
tion (Ardila and Moreno 2001; Manly et al. 1998), with lower 
levels of acculturation correlating with poorer performance 
in a TBI sample (Kennepohl et al. 2004), and age as the most 
influential predictor of performance (Ryan et al. 2000a, b)

Rey-osterrieth complex 
figure test (ROCFT)

Boone and colleagues found that both Caucasians ( M = 31.7, 
SD = 0.6) and Asians ( M = 32.5, SD = 1.3) scored significantly 
higher on the ROCFT copy trial than African Americans 
( M = 26.9, SD = 1.0), and these differences in raw scores 
between African Americans and the other groups were clini-
cally significant (2007). Differences decrease after controlling 
for literacy, occupational status, and demographic variables 
(Schwartz et al. 2004). Education level has been shown to 
impact performance for the copy trial for African Americans 
(Unverzagt et al. 1996)

Table 19.1  Summary of neuropsychological measures
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Domain(s) assessed Test name Research and recommendations
Judgment of line orienta-
tion (JLO)

MOAANS normative data, including two for the JLO in older 
African Americans exists. One set includes data form all par-
ticipants, including those who failed sample items. The second 
data set contains only individuals who passed the sample items 
(Lucas et al. 2005). One should be cognizant of which data set 
is being used

Visual learning and 
memory

Wechsler memory system-
IV (WMS-IV), visual 
memory index

Research comparing TBI and Controls, that included a repre-
sentative sample of African Americans, found no differences 
among ethnic groups (Carlozzi et al. 2013)

Biber figure learning test-
extended (BFLTE)

Available research indicates no racial or ethnic differences 
(e.g., Duke et al. 2010; Mattson and Roebuck 2002)

Brief visuospatial memory 
test–revised (BVMT–R)

A regression analysis indicates age rather than race accounts 
for poorer performance in African Americans when compared 
to their Caucasian counterparts (Norman, et al. 2011) as well 
as note that although the raw score differences do not appear 
large ( M = 1.5), classification errors in impairment are greater, 
especially for delayed recall, and suggest using their corrected 
norms (Norman et al.2011)

Recognition memory test Researchers found no differences for race (O’Bryantet al. 
2003). This test is reported to be specific to memory function, 
and less susceptible to secondary effects of anxiety and depres-
sion (Warrington 1984)

Language Animal fluency task and 
the Indiana university 
token test

Normative data for these measures that includes Afriacn Ameri-
cans has been developed and should be used for these tests 
(Snitz et al. 2009)

Boston naming test (BNT) Differences in group performance persist even after controlling 
for reading ability (Baird et al. 2007). Therefore, normative 
data has been compiled within a number of studies specific to 
various groups of African American individuals (Fillenbaum 
et al. 1997; Unverzagt et al. 1996; Manly et al. 1998; Lichten-
berg et al. 1998; Ross and Lichtenberg 1998; Lucas et al. 2005)

Controlled oral word asso-
ciation test (COWAT)

African Americans perform worse relative to Caucasians, with 
a significant main effect for ethnicity even after controlling for 
education and income for both letter and animal fluency (John-
son-Selfridge et al. 1998), and obtain lower scores on category 
fluency (Manly et al. 1998). Education, age and ethnicity also 
have been shown to account for a significant proportion of the 
variance in letter and category fluency performance (Gladsjo 
et al. 1999). MOAANS provides age-adjusted and education 
corrected normative data for older adults (age 55 and older) on 
the COWAT (Lucas et al. 2005)

Verbal learning and 
memory

California verbal learning 
test (CVLT)

Researchers found that demographically adjusted norms that 
account for age and education significantly reduce or eliminate 
effects of race and ethnicity (Fillenbaum et al. 2001; Manly 
et al. 1998)

Hopkins verbal learning 
test-revised (HVLT-R)

Friedman et al. (2002) noted demographic adjustments may be 
more important for African Americans than Caucasians, and 
developed normative data. They noted that in their sample, edu-
cation was related to performance but in samples of Caucasians 
this has not been the case (i.e., Vanderploeg et al. 2000)

Table 19.1 (continued) 
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collateral information be used in conjunction 
with obtained scores to best assess changes in 
level of performance. Further, while not specifi-
cally discussed in this chapter, there are efforts 
to collect demographically corrected norms for 
specific areas of neuropsychological insult, such 
as Alzheimer’s dementia (e.g., Mayo’s Older Af-
rican Americans Normative Studies; Lucas et al. 
2005), which continue to refine the clinician’s di-
agnostic and thus prognostic abilities. There is no 
doubt that endeavors such as this will continue, 
and clinicians should keep abreast of emerging 
findings as they relate to neuropsychological as-
sessment of the African American client.
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Assessing Risk and Recidivism 
in African Americans

According to Carson and Sabol (2012), the total 
number of prisoners in state and federal cor-
rectional institutions in the USA was just under 
1.6 million in the year 2011. Of these prisoners, 
about 38 % were African American. Looking 
only at prisoners under state jurisdiction, about 
40 % of inmates convicted of violent crimes were 
African American. Table 20.1 includes a break-
down of the number of sentenced prisoners by 
type of violent crime and race.

The eventual release of many of these prison-
ers may be a concern for the safety of the general 
population. To address this concern, municipali-
ties have developed various strategies designed 
to predict probabilities for risk of dangerousness 
and recidivism. To this end, a number of measures 

have been created with varying degrees of reliabil-
ity and validity. When considering the reliability 
and validity of a measure, there is the question of 
how these psychometric properties apply to racial 
and ethnic minority populations, as many of the 
measures are developed using primarily Cauca-
sian samples (Benuto and Leany 2014).

Clinical vs. Actuarial Prediction

An additional concern beyond the psychometrics 
of a test is the decision-making process itself. 
One strategy for decision-making is actuarial 
prediction. Actuarial prediction eliminates the 
human aspect of the decision and applies an em-
pirically based formula in making decisions. An 
alternative strategy is deriving a clinical decision 
based upon the knowledge, experiences, and per-
spective of the clinician who, through personal 
training and expertise and exposure to clients 
and clinical settings, has developed an intuition 
about psychological decision-making. However, 
research has shown that clinical judgment alone 
tends to be less accurate than actuarial methods 
in general (Dawes et al. 1989). Some research 
has shown that actuarial methods tend to be more 
accurate than clinical judgment alone in risk as-
sessment (e.g., Oleson et al. 2011). In the domain 
of risk assessment, the results of many empiri-
cal studies are much more complex than choos-
ing one method over the other (Litwack 2001). 
Forensic decision-making can be especially diffi-
cult compared to decision-making in a nonforen-
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sic setting due to the fact that criminal behavior is 
a low base-rate behavior (Smykla 1986). That is, 
the proportion of criminals in the normal popu-
lation is small, and thus it is difficult to predict 
such behavior with accuracy. Some assessments 
currently in use integrate the clinical and actu-
arial methods (e.g., the Structured Assessment 
of Violence Risk in Youth (SAVRY); Borum 
et al. 2006). Consequently, although this chapter 
does discuss measures that include some degree 
of clinical decision-making, this chapter places 
greater emphasis on empirically based actuarial 
measures that have been scientifically validated 
to predict risk or recidivism.

Assessing Risk and Recidivism

The heading for this section is a bit misleading, 
as most of these measures are actually assessing 
risk within the construct of recidivism, rather than 
providing a prospective appraisal of risk. That is, 
the application of these assessments traditionally 
is requested subsequent to the commission of a 
crime, and is incorporated as a component of pa-
role, probation, and sentencing proceedings. The 
measures identified here are not exhaustive, but 
rather represent the more common measures used 
for the assessment of risk for reoffending.

Hare Psychopathy Checklist-Revised 
(PCL-R)

While not specifically derived as a risk assess-
ment measure (in fact the author provides strong 

caveats against doing so in the user’s manual), 
the PCL-R (Hare 2003) is a checklist used to as-
sess an individual’s level of psychopathy. It is 
a 20-item scale that is designed to measure two 
factors: (1) Interpersonal and Affective Prob-
lems, and (2) Unstable and Antisocial Lifestyle. 
The PCL-R is a clinical judgment tool in which 
a clinician uses data collected from a semistruc-
tured interview as well as historical file informa-
tion to assign ratings as to how well each item 
applies to the individual under evaluation. The 
results of this are then traditionally used to be 
a piece of information in the overall evaluation 
of risk of reoffending for the individual (e.g., if 
there is consistent information that suggests that 
the individual endorses symptoms and behaviors 
consistent with antisocial personality disorder 
and psychopathy, there is a greater probability of 
reoffending, based on the symptom criteria them-
selves).

Specific to African Americans, Cooke, Kos-
son, and Michie (2001) compared factor struc-
ture on scores on the PCL-R between Caucasian 
and African American participants. They found 
that the structure of psychopathy was the same 
in both groups. Furthermore, although small sig-
nificant differences existed in the performance 
on specific items, no significant difference in test 
functioning was found. Thus, the authors con-
cluded that the PCL-R is unbiased toward and 
can be used with African Americans.

Additionally, researchers (Sullivan et al. 
2006) studied the reliability and construct va-
lidity of the PCL-R among male inmates of 
various ethnic backgrounds. They found minor 
differences in PCL-R scores among an African 

Table 20.1   Number of sentenced prisoners under state jurisdiction in 2011, broken down by type of offense and race. 
(Source: Carson and Sabol 2012)
Type of violent 

offense
All inmates Caucasian African American Hispanic

Murder 166,700 47,200 70,100 38,900
Manslaughter 21,500 8600 7800 3300
Rape 70,200 32,500 22,200 8600
Other sexual assault 90,600 44,100 17,300 26,200
Robbery 185,800 40,400 96,600 38,000
Assault 146,800 44,300 57,200 38,500
Other violent 43,400 14,900 15,400 10,700
Details may not add to total numbers due to rounding and missing data
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American sample as compared to Latino and 
Caucasian samples. However, these differences 
did not affect the overall pattern of relationships 
in the measure. Therefore, the authors argued that 
the PCL-R is a valid and reliable measure of psy-
chopathy in adult African American inmates.

The PCL-R was also adapted for use with 
adolescents (Hare Psychopathy Checklist: Youth 
Version; PCL: YV; Forth et al. 2003). However, 
the need for caution with African American youth 
may exist with the PCL: YV. Researchers (Edens 
et al. 2007) conducted a meta-analysis of the re-
lationship between psychopathy measures and 
criminal recidivism. They found that the relation-
ship between violent recidivism and psychopathy 
was moderated by ethnicity. That is, the data sug-
gested that studies which had a higher proportion 
of non white juveniles in their sample had results 
that indicated a weaker relationship between vio-
lent recidivism and psychopathy.

Summary and Recommendations The PCL-R 
has been shown to be generally unbiased and 
can be used with African American adults. How-
ever, there is some evidence that results from the 
PCL-YV may be moderated by ethnicity, and not 
as predictive of violent recidivism for African 
American youth. Thus, caution should be used 
when interpreting the results of the PCL-YV 
when used with African Americans.

Classification of Violence Risk (COVR)

The COVR (Monahan et al. 2006) is a software 
program that was developed as an actuarial tool 
to aid clinicians in estimating the risk that an in-
dividual hospitalized for a mental disorder will 
be violent to other people after discharge from 
the hospital. While not computer administrated, 
the software requires that the clinician enters 
information gathered from an interview with 
the individual, and compares this information 
to the test’s normative data in order to generate 
a report that estimates an individual’s risk for 
violence.

Initial search strategies revealed no specific 
studies on how African Americans perform on 

the COVR. Research in the last five years has 
shown that the COVR has predictive validity in 
general, although the samples used in such stud-
ies were mostly Caucasian. For example, Mc-
Dermott, Dualan, and Scott (2011) found that 
the COVR was useful in predicting incidents of 
physical aggression among 146 patients in a psy-
chiatric facility. About 44 % of this sample was 
non-Caucasian, but additional racial breakdowns 
were not provided. Additionally, other research 
has shown that the COVR was a good predictor 
of verbal and physical aggression among a sam-
ple of 52 participants in a psychiatric inpatient 
facility (Snowden et al. 2009); however, only 8 % 
of this sample was non-Caucasian. Again, addi-
tional racial breakdowns were not provided.

Summary and Recommendations No stud-
ies found have empirically tested the COVR for 
racial or ethnic bias, but it does show predictive 
validity for populations in general. While the pre-
dictive ability of the measure is encouraging, the 
lack of specific racial and ethnic data warrants a 
recommendation to use this measure with a great 
deal of caution.

Historical-Clinical-Risk Management-20 
(HCR-20)

The HCR-20 (Webster et al. 1997) is a 20-item as-
sessment device that contains ten historical factor 
items, five clinical items, and five risk manage-
ment items. Initial search strategies revealed no 
specific studies on how African Americans per-
form on the HCR-20. Research in the last 5 years 
has shown that the HCR-20 has predictive valid-
ity in general, although the samples used in such 
studies were not very diverse. For example, Gray, 
Taylor, and Snowden (2008) tested the predictive 
validity of the HCR-20 with 887 male patients 
in a psychiatric facility. Although the majority of 
participants in this study were Caucasian, 21.6 % 
were of Black Caribbean or Black African origin. 
The authors found that the measure effectively 
predicted violent and nonviolent offending after 
release from the facility. Additionally, this in-
formation can still be useful in generalizing to 
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African Americans, as the US population is made 
up of 13.1 % African Americans (United States 
Census Bureau 2012). Thus, a higher propor-
tion of African Americans constitutes the study 
sample than the general population of the United 
States.

Summary and Recommendations No studies 
found have specifically tested the HCR-20 for 
racial or ethnic bias, but it does show predictive 
validity for populations in general. Further, there 
are several studies that have overrepresentative 
samples of African Americans and Blacks, with-
out indication of racial or ethnic bias. Further, 
even if the clinician were to forego this as a risk 
appraisal measure, the additional information 
related to clinical and management items, makes 
it a critical tool for providing recommended 
interventions to reduce risk, and warrants consid-
eration in that capacity.

Level of Service Inventory-Revised 
(LSI-R)

An example of a semistructured interview de-
signed to predict risk, the LSI-R (Andrews and 
Bonta 2001) is a quantitative assessment device 
that measures an individual’s risk of reconvic-
tion and, similar to the HCR-20, identifies prob-
lem areas and needs, assessing both static and 
dynamic risk factors. The resulting responses 
yield scores for ten scales that include: Crimi-
nal History, Education/Employment, Financial, 
Family/Marital, Accommodation, Leisure/Rec-
reation, Companions, Alcohol/Drug Problems, 
Emotional/Personal, and Attitudes/Orientation. 
The LSI-R has been shown to effectively predict 
recidivism in various populations (Vose et al. 
2008).

In one study, the researchers (Schlager and 
Simourd 2007) examined the use of the LSI-R 
with African American and Hispanic popula-
tions, including 446 male parolees; 75 % of 
which were African American. The authors’ 
concluded through their analyses that the LSI-R 
scores among their sample demonstrated similar 
psychometric properties when compared to other 
studies with Caucasian participants, although 

they noted that the predictive validity was lower 
yet still acceptable. Furthermore, the authors in-
dicated that although slight differences in sub-
component variables emerged, these differences 
are likely to be clinically insignificant, and thus 
concluded that the LSI-R can be used effectively 
with African American offenders.

Interestingly, Whitacre (2006) tested the 
LSI-R at a federal community corrections center 
with 532 male residents. Using the LSI-R as a 
classification tool to discriminate between high 
risk and low risk for disciplinary incidents while 
incarcerated, as well as program outcome (i.e., 
successful completion or unsuccessful termina-
tion of the program), the author found that Af-
rican Americans were more likely to be errone-
ously overclassified as high risk as well as under 
classified as low risk than either Caucasians or 
Hispanics. Whitacre thus cautioned that before 
implementing the use of the LSI-R as a classifi-
cation tool in a correctional facility, one should 
conduct local validation studies to test for racial 
bias.

Summary and Recommendations The LSI-R 
has been shown to have acceptable predictive 
validity when used with African Americans; 
however, this validity was found to be lower in 
such populations when compared with Cauca-
sian populations. Additionally, one study showed 
that the LSI-R resulted in more risk classification 
errors at both ends of the spectrum (e.g., over-
classifying as well as underclassifying risk) for 
African Americans than for other populations. 
While the authors recommended local validation 
as a means to improve the predictive validity of 
the measure, this does not seem to be a practi-
cal solution for most forensic evaluators. Thus, 
results of the LSI-R should be interpreted with 
extreme caution when used with African Ameri-
can populations.

Violence Risk Appraisal Guide (VRAG)

Another example of a computer-aided assess-
ment tool, the VRAG (Quinsey et al. 1998) was 
developed using a sample of 618 mentally dis-
ordered male offenders charged with a serious 
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criminal offense. It is an actuarial tool that uses 
12 weighted variables to predict the probability 
that an individual will commit a violent crime 
after release. These 12 risk variables were found 
through multiple regression analyses to correlate 
highly with reoffense, and include: psychopathy 
(this requires a PCL-R; PCL-SV, or PCL-YV 
score), separation from parents at an early age, 
injury to victim, schizophrenia, no marital his-
tory, difficulties in elementary school, female 
victim, prior conditional release failure, history 
of property offense, early onset of offending, his-
tory of alcohol abuse, and personality disorder 
diagnosis (Harris et al. 1993). Once the requested 
information is entered into the assessment instru-
ment, individuals are assigned to a risk category 
ranging from one (lowest risk) to nine (highest 
risk), based on comparative norms. A primary 
benefit of this measure and its related measure 
for risk of sexual reoffending (discussed below), 
is that it is freely available on the internet, and 
allows direct, online entry.

While initial search strategies revealed no spe-
cific studies on how African Americans perform 
on the VRAG there is research that has demon-
strated general predictive validity of the VRAG 
for general and violent recidivism in a German 
psychiatric institution (Kröner et al. 2007). How-
ever, this study provided no racial breakdown of 
its participants.

Summary and Recommendations No studies 
were found that tested the VRAG for racial or 
ethnic bias, although it has been shown to have 
predictive validity in general. Thus, some caution 
should be used when interpreting the results of 
the VRAG when used with African Americans.

Sexual Offender Risk Appraisal Guide 
(SORAG)

The SORAG (Quinsey et al. 1998) is a modifi-
cation of the VRAG risk assessment device, and 
was designed specifically to predict the risk of 
sexual reoffending for male sex offenders. It con-
tains 14 items (10 of which are also contained 
in the VRAG), all of which are static variables. 
Similar to the VRAG, the SORAG is an actuarial 

tool which weighs these variables and then as-
signs a level of risk and probability of reoffense 
to the individual.

Here too, initial search strategies failed to 
yield specific studies on how African Americans 
perform on the SORAG. Research in the last 5 
years has shown that the SORAG has predic-
tive validity in general. For example, researchers 
(Langton et al. 2007) evaluated the SORAG and 
found that it showed moderate levels of predic-
tive accuracy for serious recidivism in a sample 
of 468 adult male sex offenders in a federal 
penitentiary. Racial and ethnic breakdown of the 
participants was not provided.

Summary and Recommendations No studies 
were found that tested the SORAG specifically 
for racial or ethnic bias, although this measure 
has been shown to have predictive validity in 
general. Thus, some caution should be used when 
interpreting the results of the SORAG when used 
with African Americans.

Structured Assessment of Violence Risk 
in Youth (SAVRY)

Thus, so far we have only briefly discussed 
juveniles as an aside to the PCL. Designed 
specifically to predict risk of violence in juveniles 
aged 12–18, the SAVRY (Borum et al. 2006) was 
developed using the structured clinical judgment 
model. This means that it integrates actuarial 
decision-making with clinical judgment. The 
measure is comprised of items identified as pro-
tective factors as well as risk factors that are both 
static (e.g., age at first offense) and dynamic (e.g., 
substance abuse). These risk factors are classified 
into three domains including: historical, social/
contextual, and clinical/individual. Risk factors 
are assigned scores of low, moderate, or high, and 
protective factors are marked as either absent or 
present. A summary risk rating (low, moderate, 
or high) is then assigned, based on the clinician’s 
professional judgment as informed by the scoring 
of relevant factors in the measure.

The investigators (Vincent et al. 2011) stud-
ied how racial differences may affect the predic-
tive validity of the SAVRY for both violent and 
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nonviolent rearrests after 5 years. The authors 
used a sample of 480 incarcerated male juvenile 
offenders of which 38.8 % were African Ameri-
can. Results showed that the SAVRY effectively 
predicted violent rearrests among youths regard-
less of racial and ethnic differences. However, the 
SAVRY total scores were unable to significantly 
predict nonviolent rearrests for Hispanic and Af-
rican American youths. The authors proposed 
that the lack of predictive validity for racial mi-
nority youth for nonviolent rearrests may have 
been due to the disproportionate minority arrest 
rate in many states. As such, the authors hypoth-
esized that if they had used conviction data rather 
than arrest data, such racial differences may have 
not appeared in the results or may have been less 
dramatic.

Summary and Recommendations The SAVRY 
has been shown to effectively predict violent 
arrests of all youths regardless of race or eth-
nicity. Given the traditional application of risk 
assessment evaluations (usually reserved for 
violent or sexual offenses), this measure may be 
appropriate for use. However, it may be less able 
to predict nonviolent arrests for minority popu-
lations, and thus when used for such purposes, 
results should be interpreted with extreme caution.

General Summary and 
Recommendations

In this chapter, we have discussed many of 
the common measures used to assess risk for 
reoffending. As mentioned, it is interesting 
to note that many of the measures discussed 
were not specifically researched with regards 
to performance among different ethnic and ra-
cial groups, especially in light of the dispro-
portionate representation of African Ameri-
cans incarcerated as compared to the number 
of African Americans who make up the US 
population. However, in spite of the specific 
research related to racial and ethnic character-
istics of these measures, the majority of them 
included African Americans in their normative 
sample (with an occasional study containing 

an over representation of African American 
participants; Gray et al. 2008), and yielded 
good predictive validity. Of note, only the 
LSI-R demonstrated problematic psychomet-
rics when used with African Americans, with 
these problems occurring at both ends of the 
spectrum, resulting in missing risk as well as 
overestimating risk. Thus, clinicians provid-
ing forensic evaluations of risk and recidivism 
should feel confident in their ability to iden-
tify and employ appropriate measures for their 
African American client. Further, while some 
measures, such as the HCR-20, do not describe 
even sample characteristics that include Af-
rican Americans, they may still be used as a 
tool in making recommendations to reduce risk 
(e.g., if substance use is endorsed as present, it 
can be recommended as a target of treatment) 
rather than an appraisal of risk for reoffending. 
Therefore, one could combine measures of risk 
evaluation, not only to look for issues of con-
vergence/divergence (e.g., Do both the freely 
available VRAG and the COVR predict risk of 
reoffending?), but also to provide guidance on 
potential areas of intervention. Again, the ap-
praisal of risk is not foolproof, and is likely one 
of the most challenging forensic constructs. 
However, it is believed that the information 
above should provide reasonable guidance to 
the clinician in selecting measures that are ap-
propriately valid for the clinician evaluation an 
African American client.
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Forensic Assessment with the African 
American Client

The field of forensic assessment is vast. In this 
chapter we focused our attention child custody 
evaluations, the assessment of competency in 
legal proceedings, and the assessment of capac-
ity. We also reviewed the literature on the use of 
polygraphy with African American clients and 
offered a discussion on the assessment proce-
dures in personal injury. Our review of the lit-
erature revealed that research specific to African 
Americans on the tests and measures discussed 
throughout this chapter is largely lacking. To this 
end, where appropriate, a theoretical perspec-
tive was taken and recommendations that were 
either empirically based or theoretically derived 

are provided. As the stakes in forensic assessment 
are high, it is important that results from psycho-
logical tests be compared to other sources of data 
(e.g., collateral contacts, record review, etc.) so 
that the results can either be confirmed or refuted. 
The clinician should also note weaknesses in the 
tests and interpret results with caution as needed.

Child Custody Evaluations

No ethnic group is exempt from divorce and paren-
tal disputes. In fact, specific to African Americans, 
the divorce rate has increased over the last 10 years 
and continues to rise (U.S. Census Bureau 2010). 
Thus, it remains important to understand factors 
that best help predict child adjustment during a 
divorce. Moreover, assessment domains that mea-
sure the family structure and promotion of the 
well-being of the child are essential (Emery 2011). 
Given the American Psychological Association’s 
push for culturally sensitive psychological ser-
vices (APA 2013), it is important to examine how 
standard assessment measures should be used with 
cultural minorities. In this section, we specifically 
examine evidence-based child custody evaluation 
procedures, and how these procedures can be used 
with African Americans.

As child custody evaluations require  assess- 
ment of complex psychological factors (e.g., allega-
tions of substance use, domestic violence, physical 
or sexual abuse, mental illness, etc.), mental health 
professionals are the preferred choice for conduct-
ing the said evaluations (Mason and Quirk 1997). 
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In addition to the child custody evaluations, psy-
chologists may also be called upon to evaluate a 
parent (or caregiver’s) capacity or ability to parent. 
While the legal ramifications of such an evaluation 
can be substantial (including a determination that 
the parent in question is not “fit” to parent), the as-
sessment procedures for child custody evaluations 
and the evaluation of parental capacity do overlap 
to some degree. Therefore, the specific measures 
discussed within this section could also be utilized 
as part of a battery to evaluate parental capacity.

In the context of child custody evaluations, 
the best interest of the child is the dominant legal 
test, and although there can be wide variations 
in its interpretation by judges, it generally favors 
the custody arrangement that will best fulfill the 
needs of the children involved and foster their 
normative development (NRS 125.480; Herman 
and Bernet 1997). Despite the court’s involve-
ment, it is the clinicians who are called upon to 
conduct child custody evaluations to determine 
the best interest of the child and, to date only one 
set of evidence-based child custody guidelines 
has been developed. Specifically O’Donohue and 
Tolle (2012) outlined the promotive and risk fac-
tors that act as the most important determinants 
in terms of child outcome and development. 
They termed these guidelines as the Egregious/
Promotive Factors Model (EPFM). As the crux of 
this book is to provide the reader with evidence-
based guidelines, we recommend this model be 
used in child custody and parental capacity eval-
uations. Despite that, this model is not specific to 
the assessment of parental capacity, the measures 
discussed herein to assess each domain of the 
EPFM can also be utilized in the context of pa-
rental capacity assessments as can be the cultural 
recommendations described throughout.

The EPFM (O’Donohue and Tolle 2012) 
measures promotive factors which are factors 

that enhance mental wellness and treatment 
outcomes and egregious factors which are risk 
factors that could be detrimental to the child’s 
development (see Table 21.1 for a summary of 
the factors). The EPFM advocates joint custody 
as the primary custody arrangement as it re-
sults in the best child outcomes, with the child 
having regular, positive interactions with both 
parents (Tolle 2010). The EPFM allows for 
the clinician’s discretion in picking assessment 
measures that will help them to rule in or out the 
various factors for each parent, and O’Donohue 
and Tolle (2012) created a text that lists recom-
mended measures. Within this section, several of 
these measures (and some additional ones) are 
reviewed with specific information regarding 
their use with African Americans.

The African American Client

To obtain information about African Americans 
and child custody evaluations, three relevant 
databases (PSYCHinfo, PSYCHarticles, and 
EBSCOhost) were searched using several com-
binations of the following key terms; forensic 
assessment*, child custody, African American*, 
competency, and capacity. Unfortunately, pub-
lished literature specific to child custody evalu-
ations with African Americans was absent. Our 
search did yield many results—mostly relating 
directly to the psychometric properties of spe-
cific assessment domains, e.g., the MMPI-II, the 
Parental Behavior Inventory, etc. As indicated 
above, we recommend that assessment measures 
that correspond with the factors in the EPFM be 
chosen, as the EPFM is the only evidence-based 
child custody evaluation model. A summary of 
these measures and the corresponding factors can 
be found in Tables 21.2 and 21.3. As research on 

Table 21.1  The egregious/promotive factors model
Factors
Egregious 
factors

Parent-child 
relationship

Parenting skills Environmental 
instability

Parent mental 
health

Excessive 
interparental 
conflict

Promotive 
factors

Positive parenting Parental school 
involvement

Promotion of 
interpersonal 
development

Promotion of 
mental health

Promotion of 
community 
involvement

Effective 
co-parenting
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African Americans and the measures associated 
with the EPFM was almost completely absent, a 
review of recent literature on each measure was 
conducted to determine the inclusion rates of Af-
rican Americans in studies on these measures. 
Findings from this literature review can be found 
in Tables 21.4 and 21.5. It is important to note 
that for the most part, African Americans were 
included in these studies at the very least as a 
minority of participants and research suggest-
ing that the use of these measures with African 
Americans was largely lacking. That being said, 
for some of the measures the empirical literature 
revealed that some cultural considerations should 
be made. A discussion of these follows.

Recommendations for Child Custody 
Evaluations with African Americans

Most of the research summarized in Tables 21.4 
and 21.5 did not focus exclusively on African 
Americans or on examining between group dif-
ferences on these measures. That being said, for 
the most part within these studies, there was not 
any evidence suggesting that using these mea-
sures with African Americans is problematic with 
a few caveats. These are discussed below.

First, it is important to note that African 
American families may display higher parenting 
stress (Wikoff and Sherradon 2012). This higher 
level of stress may be associated with low socio-
economic status and educational level (McNeil 
et al. 2001) Therefore, when factoring parental 
stress into the evaluation, the clinician may wish 
to explore whether or not the parent’s stress level 
can be reduced (e.g., can the parent be referred to 
social services to improve his or her financial sit-
uation?). Moreover, because ethnicity is related 
to parenting style and stress, racial identity is fac-
tored into some measures e.g., Parenting Stress 
Index (Pinderhughes et al. 2000). This is impor-
tant as cross-cultural studies do show differing 
parenting styles across ethnic groups that affect 
youth outcomes (Roche et al. 2007). Moreover, 
African American families often use a kin family 
style where friends and close relatives are large-
ly incorporated in raising the children (Mano 

2009), which could serve to increase or decrease 
parental stress depending on the circumstances 
(Raikes and Thompson 2005). In fact, both males 
and African Americans reported lower levels of 
perceived social support even though they had 
more familial figures involved in the upbring-
ing of a child. As indicated above, social sup-
port systems such as extended kin relationships 
can foster stress; and therefore, be perceived as 
unsupportive falsely (Bruwer et al. 2008; Canty-
Mitchell and Zimet 2000). Thus, where extended 
kin relationships are present, the clinician should 
not assume that they are helpful or positive and 
should instead assess the extent to which such re-
lationships provide support. It is also important 
to note that it may be difficult for the clinician to 
ascertain parental stress level if multiple parental 
roles are involved (Fernandez 2011; Mano 2009), 
and the clinician may need to assess all caregiv-
ers (even non-parents) to determine the best in-
terest of the child.

Second, assessing parent mental health should 
be tailored to the individual case. In most paren-
tal assessments, an MMPI-2 is administered (see 
the chapter of the textbook on self-report per-
sonality measures) and other measures may be 
administered to rule in or not potentially exist-
ing mental health conditions. Most importantly, 
mental health conditions that could interfere with 
effective parenting should be ruled out. This in-
cludes but is not limited to: substance-related 
problems; personality disorders, severe anxiety 
or depression, and psychosis. Within this book 
there are several chapters dedicated to the use of 
assessment measures with African Americans by 
individual disorder. The reader is encouraged to 
first administer the MMPI-2 and then to deter-
mine what other disorders need to be assessed 
for and further review the relevant chapter for 
specific measures. Third, with regard to the par-
ent–child relationship, it is important that the cli-
nician be aware that it may be necessary to assess 
the parent–child relationship through extended 
family and kin relationships i.e. aunts, grand-
mothers, rather than just the mother or the father 
(Mano 2009). The clinician should specifically 
examine parental social support, involvement 
in the child’s life, communication, consistent 
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discipline and limit setting, and acceptance of 
the child’s growing autonomy (Kaufmann et al. 
2000) as these factors predict child adjustment. 
Specific to African Americans, Mano (2009) 
noted that African American youth are more like-
ly to develop emotional and behavioral problems 
and to receive treatment for psychiatric disorders 
than other ethnic groups. Per Mano, socioeco-
nomic disadvantages such as low income, pover-
ty, mental health conditions, and unemployment 
rates disproportionately affect African Ameri-
cans. With a high divorce and/or separation rates 
among this population (U.S. Census Bureau), 
substantial socioeconomic disadvantages, and a 
kin style family structure (Mano 2009) African 
Americans have many unique features, and as 
such these factors should be considered within a 
child custody evaluation. Specifically, the clini-
cian should still weigh the presence and/or ab-
sence of the egregious and promotive factors to 
develop some insight as to what the best interest 
of the child might be. This may or may not be 
having the child be in the custody of the father 
or mother, but also a kin such as an aunt/uncle, 

grandmother/father etc. Moreover, the clinician 
may wish to tailor his or her recommendations 
based on the challenges that one or both parents 
present with (e.g., if the child is exhibiting behav-
ioral problems, the clinician should refer the fam-
ily to a behavioral health specialist; if the family 
is experiencing financial hardship, a referral to 
social services may be appropriate etc.). Also, 
African Americans have been found to score 
lower on the Parent Child Relationship Inven-
tory (PCRI) than Caucasians (Gerard 1994). Fi-
nally, measures such as the Family Involvement 
Questionnaire have been empirically validated 
and deemed culturally (Manz et al. 2000, 2004), 
although such measures do not allow for reports 
from multiple informants, which may not give a 
clear picture of an African American home.

Fourth, with regard to positive parenting 
some researchers have found that while African 
American parents may display a more authori-
tative parenting style, this may actually have 
some positive outcomes. Indeed on the Paren-
tal Authority Questionnaire, African Americans 
were observed to demonstrate higher rates of 

Table 21.5  Promotive factors and relevancy to African Americans
EPFM factor 
assessed

Measure used to assess EPFM 
factor

Percentage of African Americans 
included in recent research

Recommended for use 
with this population?

Positive parenting Multidimensional Assessment 
of Interparental Conflict Scale 
(MAIC)

Keurig and Simon 1996: 2 % Yes

Parent Behavior Inventory (PBI) *** Yes
Alabama Parenting Question-
naire (APQ)

Frick et al. 1999: 31 %
Shelton et al. 1999: 25 %

Yes

Parental school 
involvement

The Family Involvement Ques-
tionnaire (FIQ)

Fantuzzo et al. 2000: 57 %
Manz et al. 2004: 96 %

Yes

Promotion of 
interpersonal 
development

The Multidimensional Scale 
of Perceived Social Support 
(MSPSS)

Bruwer et al. 2008: 44 % Yes

Functional Status Questionnaire 
(FSQ)

*** Yes

Promotion of mental 
health

Functional Status Questionnaire 
(FSQ)

*** Yes

The Child’s Report of Parental 
Behavior Inventory (CPBI)

*** Yes

Promotion of com-
munity involvement

The Children’s Assessment of 
Participation and Enjoyment 
(CAPE)

*** Yes

Effective 
coparenting

Parenting Alliance Measure 
(PAM)

Abidin and Brunner 1995: 19 %
Konald and Abidin 2001:14.5 %
Floyd et al. 1998: 3 % minority

Yes
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 discipline and lower rates of physical affection. 
Even after controlling for education and SES, the 
rates of authoritativeness subscale scores seemed 
to be inflated compared to their Caucasian coun-
terparts (Reitman et al. 2002). With regard to 
positive outcomes and authoritative parenting, 
Hill (1995) found that among adolescents, au-
thoritative parenting was associated with positive 
characteristics such as cohesion, intellectual ori-
entation, organization, and achievement in black 
families. Hill noted that while African American 
mothers had been touted as too controlling due 
to authoritative parenting approaches, that au-
thoritative interactions are also filled with posi-
tive attributes such as expressiveness and good 
humor. Thus, when an African American parent 
is observed to display an authoritative style of 
parenting, it may be important to determine how 
this parenting style is functioning for the child 
before deciding where this factor should weigh in 
on the egregious vs. promotive spectrum.

Summary and Conclusions

A thorough review of the literature has shown that 
the assessment measures that are relevant to child 
custody evaluations have been normed on sam-
ples that did include African American although 
certainly this group has been underrepresented in 
the empirical literature (See Table 21.2 for a sum-
mary of the measures evaluated, the constructs re-
viewed, and their relevance to the African Ameri-
can client). As outlined above, there are a number 
of cultural considerations the clinician must make 
when determining the best interest of the child in 
the context of either a child custody evaluation or 
a parental capacity evaluation.

Assessing Competency in Legal 
Proceedings

The legal concept, competency, refers to the 
ability of an individual to understand legal pro-
ceedings and to stand trial, if found fit (Roesch 
and McLachlan 2010). In the case of incompe-
tency, the adjustment or postponement of court 

proceedings is allowed so that the individual can 
participate effectively in the trial, and the integ-
rity of the criminal justice system is kept (Roesch 
et al. 1999). The current standard for competency 
to stand trial in the United States was established 
in the court case Dusky v. United States (1960). 
In Dusky, it was held that:

It is not enough for the district judge to find that 
“the defendant is oriented to time and place and 
has some recollection of events”, but that the test 
must be whether he has sufficient present ability to 
consult with his lawyer with a reasonable degree 
of rational understanding—and whether he has a 
rational as well as factual understanding of the pro-
ceedings against him. (p. 402).

Mental health professionals indicated that Dusky 
is too ambiguous and individual states can set 
their own boundaries for competency and choose 
which measures they want to use—some of 
which are not heavily researched and empiri-
cally validated with all populations (Roesch et al. 
1999; Favole 1983). Recently, Pirelli, Gottdie-
ner, and Zapf (2011) examined 68 competency 
research studies to determine the most prevalent 
measures used. These measures are summarized 
in Table 21.6.

While historically, researchers (Reich and 
Wells 1985) noted that “relative to competent 
defendants, incompetent defendants tended to 
be black, unmarried, less educated, had more 
prior psychiatric hospitalizations, and were more 
likely to be psychotic” specific research on com-
petency measures with African Americans is 
sparse. This being said while some of the histori-
cal notations made by Reich and Wells have up-
held (e.g., defendants with a Psychotic Disorder, 
those who are unemployed, and those with a psy-
chiatric hospitalization history are most likely to 
be found incompetent to stand trial) demographic 
factors such as ethnicity and gender have been 
determined to play a lesser role in competency 
(Pirelli et al. 2011). Moreover, the research on 
the commonly used measures to assess compe-
tency have included African Americans in their 
samples and most researchers (e.g., Roesch 
et al. 2006; Chinman 2003) have not identified 
data that suggests that competency measures are 
unfit for usage with African Americans although 



32121 Forensic Assessment with the African American Client

 considerations or minor alterations may be ap-
plied to some assessments.

In fact, there is a small body of research that 
suggests that some assessment measures (e.g., 
the CAI) have been demonstrated to detect in-
competency more frequently with African Amer-
icans than other ethnic groups. As competency 
evaluations often incorporate IQ and education, 
SES and employment, marital status, and previ-
ous psychiatric hospitalization history, African 
Americans may be at a disadvantage (Nicholson 
and Kugler 1991). Albeit dated, Nicholson and 
Johnson (1991) examined relationship between 
scores on the Georgia Court Competency Test 
(GCCT) and the WAIS-R in a sample that was 
predominantly (65 %) African American. Results 
from this study indicated that the performance 

on the GCCT was positively correlated to the 
WAIS-R. The reliance on measures such as IQ, 
psycho legal ability, and diagnosis resulted in 
non-Whites performing poorer than their white 
counterparts on both assessments, the GCCT and 
the WAIS-R; however, when controlling for IQ 
the effect was mediated (Nicholson and Johnson 
1991). Thus, while IQ can unduly influence the 
outcome for African Americans (more so than 
their Caucasian counterparts), there are means 
of accounting for this influence. More recently, a 
meta-analysis including 22 studies revealed that 
non-Whites are1.5 times more likely to be found 
incompetent (Pirelli et al. 2011). Specific to Af-
rican Americans, in a longitudinal study, Yumoto 
(2008) assessed African American youth with 
a family background of alcoholism to  measure 

Table 21.6  Competency measures
Assessment measure Description
The Competency Screening Test 
(CST)

A 22-item test that measures an individual’s ability to mentally prepare for 
trial, where each item is based on a factor within the legal definition of fitness 
for trial and the psychological conditions that may contribute to significant 
impairment of that ability (Lipsitt et al. 1971)

Georgia Court Competency Test 
(GCCT, GCCT-MSH)

A 21-item test that measures an individual’s competency through visual loca-
tion identification of key persons in a courtroom simulation. This test assesses 
the competent from individuals who need further evaluation (Wildman et al. 
1978)

MacArthur Competence Assess-
ment Tool Criminal Adjudication 
(MacCAT-CA)

A 22-item assessment tool that assesses the individuals understanding of 
the legal system. The basis of the test is a brief story and the answers to 
subsequent questions to decide if the questions needs to be re-administered 
(MacCAT-CA; Bonnie et al. 1996)

Interdisciplinary Fitness Interview 
(IFI, IFI-R)

A three-section measure covering: legal, psychopathological, and overall 
evaluation factors. It is designed to measure mental status issues as well as 
legal issues simultaneously (Golding et al. 1984, 1993)

Fitness Interview Test (FIT/FIT-R) This test takes approximately 30 min to administer and focuses on the psycho 
legal abilities of a person; ability to communicate with counsel, understand 
proceedings etc. (FIT-R; Roesch et al. 1994)

Evaluation for Competency to Stand 
Trial-Revised (ECST-R)

An 18-item and 3 scales measure that assesses competency to stand trial, and 
18 items, 5 scales for atypical presentation of symptoms. This measure can 
help detect feigned incompetency (Rogers et al. 1998)

Minnesota Multiphasic Personality 
Interview (MMPI/MMPI-2)

A clinical 10-scale instrument that assesses personality traits and psychopa-
thology. The test is a true/false format that covers major categories of abnor-
mal behavior such as depression, paranoia, etc. and assesses a client’s problem 
solving skills, attitude and other factors (Butcher et al. 1989)

Wechsler Abbreviated Test of Intel-
ligence (WASI)

A four-subtest measure using Vocabulary, Similarities, Block Design, and 
Matrix Reasoning, assesses intelligence reliably in adolescents and adults 
(Wechsler 1939, 2009, 2012)

Brief Psychiatric Rating Scale 
(BPRS)

An 18–24 item scale that assess psychiatric symptoms such as hallucinations, 
depression, elated mood, motor retardations, etc. (Gorham 1962)

Competency to Stand Trial Assess-
ment Instrument (CAI)

A 13-item instrument that measures the basic understanding of legal concepts. 
The manual also includes examples of incapacity and suggested questions.
(CAI; Laboratory of Community Psychiatry 1973)
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 validity of the Competency to Stand Trial As-
sessment Instrument (CAI). Convergent validity 
was high between dissociative symptoms and 
disorganized attachment, while discriminant va-
lidity was much lower between IQ and age with 
regard to insecure and secure attachments. These 
results suggest that at least with adolescents the 
instrument’s detection of competency is much 
more dependent on factors external to competen-
cy, and can be unduly influenced by attachment. 
Thus, this measure is likely to be sufficient in the 
presence of clear psychotic symptoms or disor-
ganized attachment. However, with more subtle 
symptoms and the more prevalent presentation of 
either secure or insecure attachment, it is prefer-
able to use.

Summary and Recommendations for 
Assessing CST with African American 
Clients

As indicated above, research specifically exam-
ining how African Americans perform on CST 
evaluations is sorely lacking. What little research 
does exist suggests that factors that typically are 
included in CST evaluations that predict incom-
petency (e.g., psychotic disorders) may occur at 
a greater frequency among African Americans. 
This issue is most problematic for those cases 
that are marginal, and the solution to this issue is 
not readily apparent. An error of decision-mak-
ing in either direction can have negative conse-
quences. For example, a finding of competence, 
when an individual is incompetent, can negative-
ly impact their ability to defend their case and 
receive a fair trial. Conversely, a finding of in-
competence when an individual is competent can 
unnecessarily delay both the defendant’s and the 
victim’s due process. In these marginal cases, the 
best option is to utilize available clinical as well 
as competency related measures, and attempt to 
identify collateral information, in particular his-
torical educational or clinical data (e.g. school re-
cords of special education, records of psychiatric 
hospitalization, prior criminal records) in order 
to formulate a comprehensive opinion. Finally, it 
is important to note that the general standard for 

competency is a preponderance of the evidence, 
and the determination of competency is one that 
is ultimately made by the presiding judge. Thus, 
while the determination of competency is an im-
perfect one, there exists a system of due process 
to try and accommodate this imprecise process.

Psychological Assessment of Capacity

Capacity is recognized as a socio-legal concept 
involving the ability of an individual to under-
stand available choices, realize consequences, 
and ultimately follow through with their choic-
es (Newberry and Patchet 2008). According to 
Benuto (2012), historically capacity was de-
scribed as a global capacity whereas now capac-
ity is conceptualized in terms of specific capaci-
ties—the focus on specific functional capacities 
with means of increasing them.

In 2008, the American Bar Association (ABA) 
and American psychological Association (APA) 
presented the Assessment of Older Adults With 
Diminished Capacities: A Handbook for Psy-
chologists in which six main capacities (medical 
consent, sexual consent, financial, testamentary, 
driving, and independent living capacities) were 
identified. The ABA and the APA also provided 
suggestions for assessing functional elements, di-
agnoses, psychiatric or emotional factors, cogni-
tive underpinnings, values and preferences, risk 
of harm, and level of supervision. While these 
guidelines are outlined for older adults, their 
usage can be applied to general capacity evalua-
tions of diminished capacity as well. In the chart 
below, the guidelines as listed by the ABA and 
APA (2008) are discussed, and implications or 
considerations for African American clients are 
discussed.

Specific to African Americans, a number of 
cultural considerations should be made. As the 
majority of these cultural considerations are re-
lated to cognitive testing (either IQ or neuropsy-
chological) or the presence of certain diagnoses, 
the reader is encouraged to review the cultural 
considerations made in the associated chapters of 
this book. Specifically, the chapters on dementia, 
assessing IQ, and neuropsychological assessment 
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of this text provide useful recommendations on 
the cultural considerations that need to be made 
when assessing cognitive abilities in African 
Americans. In addition to the above, it is im-
portant to note that when assessing Activities of 
Daily Living (ADLs) and Instrumental Activities 
of Daily Living (IADLs) several cultural consid-
erations also need to be made.

Specifically, there are a number of factors that 
are specific to African Americans that can im-
pact ADL and IADL functioning including high 
prevalence of medical and psychological condi-
tions (Thorpe et al. 2009; Nies et al. 1999) and 
sociodemographic factors (familial demands may 
also make it difficult for African Americans to en-
gage in self-care: Carthron et al. 2010). For exam-
ple, higher levels of mental health diagnoses can 
also contribute to an inability to perform basic 
duties such as bathing, driving a car, or managing 
finances on one’s own (Fitzpatrick et al. 1997). 
While these factors can cause diminished ADL 
and IADL functioning, it is important to note that 
if the client’s functioning is impaired the impair-
ment should still be taken into account when eval-
uating the person’s capacity. Conducting clinical 
interviews, contacting collateral informants, or 
conducting assessments can be helpful in deter-
mining the extent to which diminished ADL or 
IADL functioning impacts the client’s capacity.

Summary and Recommendations

The ABA and APA (2008) offer an effective set 
of guidelines for assessing capacity. These guide-
lines should be used when assessing capacity 
with African American clients. The guidelines 
make a point to distinguish between clinical and 
legal competency, and determine how to recog-
nize specific domains of functioning which is 
important for capacity evaluations. As the as-
sessment of capacity involves the assessment of 
cognitive functioning, the clinician should refer 
to the chapters on dementia, IQ, and neuropsy-
chological assessment of this text. They should 
also review any of the chapters specific to mental 
illness that are relevant to the mental health di-
agnoses that the client that might be impacting 

their capacity. The clinician should also assess 
for diminished ADL or IADL functioning, and 
determine the extent to which this impairment 
is impacting the person’s ability to make deci-
sions, etc. Lastly, as in good practice with any 
type of assessment, the clinician should not base 
any decision on a single measure. Instead, the cli-
nician should use multiple means (e.g., clinical 
interview, collateral contact, record review, ad-
ministration of psychological tests, etc.) to gather 
the information necessary to provide an opinion 
regarding the person’s capacity.

Polygraphy

Polygraphy utilizes a person’s physiological 
response as a means of deciphering if they are 
telling the truth. Baseline readings are obtained 
by asking blatantly true or false questions such 
as “Are you the president of the United States? 
Or, is your name…?” Common polygraph tech-
niques are the relevanti–irrelevant technique, 
the comparison question technique, and the con-
cealed information test (Matte 2012). There is 
some research supporting the use of polygraphs 
in identifying lies, but the evidence of its ef-
fectiveness is scarce and often demonstrates the 
need to empirically validate the polygraphs usage 
(O’Donohue et al. 2004; Folley et al. 2000). As 
the polygraph measures a physiological response, 
the ethnic differences in response to stress may 
be worth considering (Soto et al. 2012). Specifi-
cally, researchers have found that African Ameri-
cans show greater vascular responsiveness, less 
myocardial responsiveness, and greater anxiety 
as a baseline during stressing tasks (Soto et al. 
2012). This could theoretically impact the results 
of a polygraph, and therefore results yielded from 
stress-induced tasks may need to be interpreted 
with caution.

Personal Injury

Personal injury refers specifically to the physical 
harm of a person. Litigation refers to damages to 
property such as cars or houses. Personal injury 
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evaluations can encompass workplace harass-
ment, motor vehicle accidents, malpractice, phys-
ical assault, etc (Witt and Weitz 2007). A search 
using “Personal Injury”, “Assessment”, and 
“African Americans” did not yield any relevant 
results regarding guidelines or specific assess-
ment protocols involving the African American 
client. Nonetheless, personal injury evaluations 
are relevant to African Americans considering 
high rates of work place discrimination (actual 
and perceived), sexual harassment, and physical 
injury (Rospenda et al. 2009).

Normative Standard vs. Self-Standard

When assessing for damages in personal injury, 
evaluations assessments can be made using the 
normative standard and the self-standard. The 
normative standard compares the client’s scores 
to those of others who are similar to them in 
some way (i.e., demographic characteristics)—
essentially the goal is to compare functioning to 
a normative group standard. The self-standard 
compares the clients functioning pre and post 
injury to determine damages (Lanham and Misu-
kanis 1999). Regardless of the approach for con-
ducting the assessment, most typical assessment 
procedures include a clinical interview, collateral 
contacts, and the administration of psychologi-
cal tests. As each of these is covered extensively 
in other parts of this book, we will not review 

these extensively herein, and recommend that the 
clinician utilize the cultural considerations made 
in other chapters of this book that align with the 
specific measures.

Conclusions

As evidenced in this chapter, research specific 
to African Americans on the tests and measures 
 discussed throughout is largely lacking. In many 
instances, it was difficult, if not impossible, 
to provide purely empirical recommendations 
based on large quantities of data. Where this was 
the case, a theoretical perspective was taken and 
appropriate recommendations were provided. 
Perhaps, the most salient recommendation that 
exists is that when completing a forensic evalua-
tion with a cultural minority client it is of utmost 
importance that test results be compared to other 
sources of data (e.g., collateral contacts, record 
review etc.) so that the results can either be con-
firmed or refuted. Where there is a discrepancy 
between test results and other sources of data, 
additional data should be sought (e.g., additional 
collateral contacts, the administration of addi-
tional tests) so that a clearer picture of the cli-
ent’s functioning can be obtained. The clinician 
should note weaknesses in tests and interpret re-
sults with caution as deemed appropriate, and the 
considerations discussed throughout this chapter 
should be made (Tables 21.7 and 21.8).

Table 21.7  Competency to stand trial (CST) assessment measures
CST assessment measure Percentage of African Americans 

included in sample
Recommended for use with this 
population?

Competency to Stand Trial Assess-
ment Instrument (CAI)

Cooper et al. 2003: 58 % Yes*

Interdisciplinary Fitness Interview-
Revised (IFI-R)

*** Yes

Fitness Interview Test (FIT-R) *** Yes
Georgia Court Competency Test 
(GCCT)

Bagby et al. 1992: 63.6 %
Ustad et al. 1996: 50 %

Yes*

MacArthur Competence Assess-
ment Tool-Criminal Adjudication 
(MacCAT-CA)

Otto et al. 1998: 65 % (non-White) Yes

Competency Screening Test (CST) Nottingham and Mattson 1981: 28 %
Ustad et al. 1996: 50 %

Yes* (with all populations there is a high 
false positive rate and inconsistent factor 
structure (Melton et al. 2007))

* means percentage was not indicated but population was included/mentioned in the study
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124, 135, 183, 191, 202, 221, 229, 240

administration 11, 12
interpretation 12, 13, 15
pediatric 67
selection 11
suicide 92, 93, 100

B
Behavioral disorders 105, 279
Binge eating 164, 195, 197, 198, 200, 206–208, 210
Black 2, 22, 67, 94, 107, 115, 202, 224, 308
Body image 28, 197, 200, 206, 265, 269

C
Capacity 5, 95, 292, 313, 314, 323

intellectual 69
Cognitive screening 241
Competency 1, 15, 314, 322, 323
Cross-cultural 2, 9, 11, 16, 22, 27, 80, 218, 222, 317
Cultural competence 23, 34, 35, 231, 283, 284
Cultural differences 16, 19, 24, 25, 79, 178, 257
Cultural sensitivity 1, 3
Culture 5, 9, 10, 13, 14, 19, 21–23, 73, 165, 187, 217, 

248, 283, 284, 297
ethnic 185, 187
eurocentric 13, 20

Culture-bound syndromes 19
Curriculum-based assessment 276
Custody 313, 314, 319

D
Delusions 30, 250
Dementia assessment 239

Demographically adjusted norms 293, 298
Depression assessment 92
Discrimination 2, 5, 10, 22, 25, 165, 231, 262

E
Eating disorders 2, 91, 195–198, 200, 202, 205, 211
Effort assessment 12, 69
Ethnic differences 24, 31, 81, 83, 114, 228, 248, 261, 

265, 268, 269, 298

G
Generalized Anxiety Disorder (GAD) 121, 124–126, 

140

H
Hallucinations 19, 24, 132, 250

olfactory 30

I
Intelligence 11, 12, 16, 23, 63, 64, 73

M
Malingering 79, 81, 83
Mental health stigma 219, 262
Mental injury 73, 290, 293
Mild cognitive impairment 240, 241

N
Negative symptoms 24, 25, 248, 250, 256, 257
Neuropsychological assessment 238, 239, 289, 290, 295, 

297, 323
Neuropsychology 67, 68, 80

O
Obsessive-compulsive disorder (OCD) 219, 269

P
Panic 32, 91, 121, 133, 134

disorder 131–137
Personality assessment 3
Personality disorder 12, 29, 95, 217–220, 222, 228–230, 

317
Personality pathology 217, 218, 220, 221, 225, 231, 232
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Posttraumatic stress disorder (PTSD) 163, 170
Psychological assessment 1, 2, 4, 6
Psychological testing 69, 237
Psychosis 5, 27, 224, 247, 250, 253, 257, 317

R
Racism 5, 21, 22, 26, 27, 63, 105, 106, 128, 164, 165, 

231, 262
Recidivism 305, 306, 310

criminal 307
violent 307, 309

Reoffending 306, 310
sexual 309

Risk 9, 12, 20, 21, 24, 28, 67, 72, 92, 107, 205, 219, 
277, 307

contextual 247
emotional 278
socio-cultural 105

S
School-based assessment 275–277, 279, 282–284
Screening 29, 32, 91, 95, 99, 116, 175, 188, 189, 203, 

238, 240, 277, 282
diagnostic 90

Self-report measures 26, 96, 114, 124, 136, 166, 200, 
218, 220, 222, 228

Somatoform disorders (SFD) 261, 264
assessment of 262, 263

Stereotype threat 12, 16, 23, 69, 70, 128
Substance use disorders 28, 163, 183, 190, 292
Suicide assessment 92
Symptom validity 79, 83

T
Trauma 34, 163, 165, 166, 168, 170, 172, 174, 178
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U
Universal screening 277, 278

Y
Youth 88, 95, 98, 100, 108

urban 67
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