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Severity of Partner and Child Maltreatment: Reliability
of Scales Used in America’s Largest Child and Family
Protection Agency

Amy M. Smith Slep1,2,3 and Richard E. Heyman1,2

This paper describes two studies investigating the interrater agreement of severity scales for family
maltreatment used in America’s largest child and family maltreatment agency: the U.S. military’s
Family Advocacy Program (FAP). The USAF-FAP Severity Index is a multidimensional rating system
for clinicians’ evaluations of the severity of seven forms of family maltreatment: partner physical,
emotional, and sexual abuse; child physical, emotional, and sexual abuse; and child neglect. The
first study evaluated the reliability of the scale as it is used in the field. The second study compared
a generalizable sample of clinicians’ ratings to an established “gold standard” of what the ratings
should have been. The Severity Index demonstrated fair-to-good levels of reliability, suggesting that
with minimal cost, investigating caseworkers can routinely assess, and make fairly reliable ratings of,
the severity of seven forms of family maltreatment for each case they investigate.
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Over 900,000 children, or 13.9 per 1,000, are es-
timated to be maltreated each year in the United States
(U.S. Department of Health and Human Services, 2000),
with neglect (53.5%), physical abuse (22.7%), and sex-
ual abuse (11.5%) being the most prevalent. The effects
of child maltreatment are well documented: maltreated
children suffer from medical problems, cognitive deficits,
behavioral problems, and socioemotional deficits (see re-
view by the American Psychological Association working
group on Child Abuse and Neglect, Beckeret al., 1995).
Partner abuse is also prevalent. In nationally representative
surveys, approximately 12% of women report being phys-
ically victimized by their partners during the past year,
including 5% (or about 2 million women per year) who
report severe victimization (Straus & Gelles, 1990) and
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1.2% who reported being sexually abused by their part-
ners during the past year. The adverse mental health con-
sequences of partner abuse are myriad, including height-
ened risk for Major Depressive Disorder (Cascardiet al.,
1995), elevated depressive symptomatology (e.g., Stets &
Straus, 1990; Vivian & Langhinrichsen-Rohling, 1994),
and Posttraumatic Stress Disorder (PTSD; e.g., Cascardi
et al., 1995).

Much of what we know about both the risk factors
for child and partner maltreatment (for recent reviews of
the risk factor literatures see Blacket al., 2001a,b,c,d;
Schumacheret al., 2001a,b,c) and the consequences of
child and partner maltreatment comes from research con-
trasting groups with and without maltreatment. In these
contrasted group studies, the operationalization of mal-
treatment is almost universally limited to a binary, “yes/no”
decision. Knowing that a child or woman has been classi-
fied as “maltreated” does tell us that he or she is at elevated
risk for a number of negative outcomes. However, such a
classification does not capture the severity of the mal-
treatment, which, in theory, may be more highly linked
to risk outcomes and indicative of different risk factors
than would presence/absence (e.g., O’Leary, 1993). For
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example, the severity, not just the occurrence, of child mal-
treatment may factor greatly into caseworkers’ decisions
about whether to remove the child from the home and into
therapists’ decisions about appropriate treatment modali-
ties for the parent(s). Similarly, severity of partner abuse
may factor into arrest and treatment decisions. For ex-
ample, unhappily married couples with infrequent, mild
partner abuse may be unlikely to face arrest and may be
appropriate candidates for partner abuse programs con-
ducted either individually or conjointly (e.g., Heyman &
Neidig, 1997; O’Learyet al., 1999), whereas couples with
severely abusive husbands may be better candidates for
incarceration and shelter. Empirical support for dimen-
sional, rather than categorical, distinctions can be gleaned
from differences in risk factors for seven forms of family
violence depending on whether the maltreatment was mild
or severe (Blacket al., 2001a,b,c,d; Schumacheret al.,
2001a,b,c).

Researchers have called for the use of continuous in-
dices of maltreatment and for methods that identify the
multiple types of maltreatment that may have occurred
(e.g., McGee & Wolfe, 1991). In response to this ac-
knowledged need, systems for rating the severity of differ-
ent types of child maltreatment have been developed and
published. However, these measures have been targeted at
researchers, involving ratings based on a structured inter-
view (Chaffinet al., 1997) or information collected from
a number of sources (e.g., case records and observations:
Kaufmanet al., 1994; McGeeet al., 1995).4 Clearly, scales
that reliably yield information regarding types and sever-
ity of maltreatment in families are important additions to
our research assessment resources.

Yet the published measures described above were
designed for research purposes and are therefore perhaps
better suited for clinical research than for everyday clinical
use. For a measure to be truly useful to caseworkers and
clinicians, it must be straightforward and should not re-
quire information that is difficult to obtain or that requires
substantial time to collect. This is not to suggest, however,
that such a measure should be simplistic. To be clinically
informative, a maltreatment severity measure must cap-
ture the multifaceted nature of a form of maltreatment and
the myriad ways that facets can combine to produce a mild,
moderate, or severe maltreatment incident. Such a mea-

4For spouse abuse, no comparable scales exist. The Conflict Tac-
tics Scale (Straus, 1979; Strauset al., 1996), the most widely used
measure, hasa priori defined mild and severe behaviors. Although
providing some degree of dimensionality, the mild/severe distinction
is too limited to give a true sense of the continuous phenomenon
of abuse severity.

sure (simple to use but complex in content) of child and
partner maltreatment has been used for several years by
caseworkers in America’s largest child and family mal-
treatment agency, the U.S. military’s Family Advocacy
Program (FAP).

One of FAP’s missions is to function as the child
protective services agency within military installations.
Child maltreatment allegations are brought to FAP’s
attention, and FAP investigates to determine whether
the allegation is substantiated. When the allegation
is against a civilian family member, investigation, substan-
tiation decisions, and protective custody decisions are the
jurisdiction of the civilian child protective service (CPS)
agency.5 Unlike state CPS agencies, FAP is also charged
with investigating spouse maltreatment allegations involv-
ing a service member. A second important difference is
that FAP is explicitly charged with tracking the prevalence
of maltreatment in military communities, developing and
offering family maltreatment primary and secondary pre-
vention programs, and providing treatment to both vic-
tims and perpetrators of maltreatment. Thus, for both child
and partner maltreatment, FAP investigates maltreatment
allegations, recommends case dispositions, and treats
offenders and victims. (For a detailed discussion of
FAP’s response to child maltreatment, including
detailed statistics on prevalences, see Mollerstromet al.,
1995.)

That FAP handles both investigation and treatment—
for child and/or spouse maltreatment—necessitates a
broad perspective. This perspective is what precipitated
the development and widespread implementation of a sys-
tem for rating pan-maltreatment severity. The U.S. Air
Force (USAF) FAP’s Family Violence Severity Index is a
scale used to quantify the severity of each type of maltreat-
ment that they investigate: partner physical, emotional,
and sexual abuse; child physical, emotional, and sexual
abuse; and child neglect. The Severity Index is a grid
(see Appendix), with rows for each of the seven forms
of family maltreatment and columns for the five levels
of possible severity. Severity is rated as “none,” “mild,”
“moderate,” “severe,” and “death.” Operational definitions
for each severity level of each form of maltreatment are
contained within the cells of the Severity Index’s grid.
FAP clinicians make a rating for each form of family vio-
lence that was substantiated (i.e., the severity of all forms
of maltreatment that were not substantiated is assumed

5FAP usually works in conjunction with the state CPS agency in child
maltreatment cases, as only CPS has the authority to remove children
from the home and proceed with legal action to terminate parental
rights.
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to be “none”). For example, if only physical child abuse
was substantiated, then the only severity rating would be
for child physical. If, however, both physical and sexual
child abuse were substantiated, then both of these forms of
maltreatment would receive a severity rating. In a sense,
severity ratings are dependent on decisions to substantiate,
because if a particular form of maltreatment is not formally
substantiated, its severity will not be rated (i.e., it is pre-
sumed to be “none”). The Severity Index was originally
developed over a decade ago, and has been reviewed by
a number of committees including FAP clinicians, treat-
ment managers, and program managers to refine the op-
erationalizations to capture clinical decision-making as
clearly as possible. The current version of the Severity In-
dex has been in use worldwide for over 4 years. Other than
providing clinicians with a copy of the measure, and the
review of severity ratings as part of routine case review
meetings, no special training is given in the application of
the Severity Index to cases.

The operationalized definitions contained in the
Severity Index combine several clinically relevant
domains, which are summarized in Table I. The multi-
ple foci of the Severity Index provide complex, multi-

Table I. Domains Used in Rating Severity of Maltreatment

Type of Abusive Behavior
Verbal threats
Physical contact that does not involve oral, vaginal,

or anal penetration
Physical contact involving oral, vaginal, or anal penetration

Severity of injury (minora or majorb)
Medical treatment

Sought
Indicated
Type

Short-term
Long-term
Inpatient

Mental health treatment
Short-term
Long-term

Repetitiveness of alleged abusive behavior
Potential harm of the alleged abusive behavior
Alternate placement of child or spouse

aDoD Instruction 6400.2 defines minor injury as “twisting, shak-
ing, minor cut, bruise, welt, or any combination thereof, which
do not constitute a substantial risk to the life or well-being of
the victim.”

bDoD Instruction 6400.2 defines major injury as “brain damage,
skull fracture, subdural hemorrhage or hematoma, bone fracture,
dislocations, sprain, internal injury, poisoning, burn, scald, se-
vere cut, laceration, bruise, welt, or any combination thereof,
which constitutes a substantial risk to the life or well-being of
the victim.”

dimensional operationalizations of each level of sever-
ity for each form of maltreatment. The complexity and
variability of the operationalizations make investigating
the reliability with which these operationalizations can
be applied particularly important. Although clinical
presentations of family maltreatment tend to be complex,
it is typically extraordinarily difficult to establish
interrater agreement for complex, multidimensional
operationalizations. This is usually true even when such
a measure is used under tightly controlled conditions
(e.g., a university laboratory). It is especially true for
a scale that will be used under “real world” conditions
(i.e., across many sites and raters) and without formal
training.

Interrater agreement refers to the consistency (i.e., re-
liability) of ratings across at least two independent judges.
It describes the extent to which different raters consis-
tently interpret and apply the scale definitions. It quanti-
fies to what degree one rater’s interpretation of the cri-
teria of “mild,” for example, corresponds to a second
rater’s interpretation of the same criteria. High levels of
interrater agreement suggest both that (a) a scale is well-
operationalized, and (b) raters have been trained to apply
the criteria in the same way.

Although the Severity Index had been used to rate
thousands of cases of maltreatment worldwide in the
1990s, the reliability of the scale had not been investi-
gated.6 In preliminary investigations of the psychomet-
rics of a measure, reliability should be the first focus
because reliability constrains the possible validity of a
measure. That is, because unreliable measures contain
large amounts of error variance, unreliable measures can-
not be valid ones (e.g., Wiggins, 1973).

To determine the interrater agreement of the FAP
Severity Index, we conducted two studies. The first study
involved a select group of FAP clinicians reviewing and
making severity ratings on archival FAP case records. This
study evaluated the reliability of the scale as it is used
in the field. The second study involved having a repre-
sentative sample of FAP clinicians rate vignettes based
on USAF-FAP cases. This allowed us to compare a gen-
eralizable sample of clinicians’ ratings to an establi-
shed “gold standard” of what the ratings should have
been.

6The co-occurring and interactive nature of forms of family maltreat-
ment would suggest that reliability also be established for both (a)
ratings of a single form of maltreatment; and (b) simultaneous rat-
ings of multiple forms of maltreatment. Given that the reliability of
the Severity Index has not yet been investigated, we will focus on the
former.
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STUDY 1: RATINGS OF EXISTING
CASE RECORDS

Rationale

The purpose of the first study, which compared inde-
pendent judges’ ratings to the original ratings of the sever-
ity of maltreatment for actual FAP maltreatment cases, was
to estimate the reliability of the severity ratings made in
the field. The optimal way to establish the actual “in the
field” reliability of ratings would be to have multiple raters
assess each case as it presented, and examine the reliability
of final ratings. This method was not feasible logistically,
however. The approach that came closest to the multi-
ple original ratings method was to assess the reliability
of the Severity Index by having independent judges rate
the severity of abuse from actual FAP case records. Actual
FAP case records (a) reflect actual cases of detected abuse,
with all their attendant richness and complexity and (b) in-
clude the original severity rating. The clinicians who made
the original ratings did not know that their ratings would
be evaluated for reliability, thus eliminating a potential
source of bias. One potential limitation to this approach
is that, because not all levels of severity occur with equal
frequency (e.g., mild is more common than severe), the
optimal-level reliability of the measure will not be fully
assessed.

The reliability of the original ratings is established if
the original ratings and independent judges’ ratings agree.
However, it is also possible that the original clinician had
access to additional information that was not included in
the formal case record. If this were the case, the origi-
nal rater and the independent judge might disagree, but
only because of access to different information, not be-
cause of unreliable implementation of the Severity Index.
If this were the case, then ratings made by two indepen-
dent judges would demonstrate more agreement than rat-
ings made by the original rater and an independent judge.
Thus, by using both approaches (i.e., archival ratings ver-
sus independent judges, independent judges versus each
other) to assess reliability on the same cases, we can obtain
a good estimate of the reliability of actual severity ratings
as they are made in the field.7

7Assessing the concordance of scores given by two independent judges
separately rating the case record is likely to capture the upper range of
ratings as they are made in the field. This is because the independent
judges (a) were not blind to the purpose of the study, and thus may have
been more attentive to the grid than under normal circumstances and
(b) were identified as experienced FAP clinicians who may have more
expertise than the average FAP clinician.

Method

Twelve experienced USAF-FAP clinicians in the San
Antonio, TX, area were identified and invited to partici-
pate in 2 days of case ratings at Brooks Air Force Base.
Descriptive information about these raters is detailed as
part of Study 2 (see below).

We were provided with the case numbers for all the
FAP cases of substantiated child and partner maltreat-
ment from the preceding 2 years from the four bases in
the San Antonio area: Brooks, Randolph, Lackland, and
Kelly.8 We sorted these case identifiers by the type(s) of
maltreatment that had been substantiated. For forms of
maltreatment with more than 25 substantiated cases (e.g.,
child physical abuse), we randomly selected 25 cases to
be rated. For forms of maltreatment with fewer than 25
substantiated cases (e.g., partner sexual abuse), all of the
cases were selected to be rated. This resulted in the selec-
tion of a total of 184 FAP case records. These records were
brought to the case rating site and the original ratings were
masked.

All cases were rated by two (of the 12) independent
raters at one of two full day rating sessions. Raters were
provided with copies of (a) the USAF-FAP Severity In-
dex, and (b) the definitions of maltreatment (Department
of Defense, 1987, Instruction 6400.2). Raters who were
currently working as clinicians were instructed not to rate
any cases that had originated from their bases or with
which they were otherwise familiar. All records were re-
viewed and rated independently. Raters were told that they
were participating in an evaluation of the reliability of the
Severity Index. Observers were present to ensure that par-
ticipants did not confer with each other. For cases compris-
ing more than one form of abuse, each form was rated for
severity. After two raters independently completed their
ratings, the case record was passed to an administrative
staff member, who (a) ensured that the case had in fact
been rated by two raters, (b) unmasked the original sever-
ity rating, (c) recorded it, and (d) prepared the data to send
to the authors.9

8The total number of cases across the bases were as follows: child
physical abuse (n = 49); child sexual abuse (n = 18); child neglect
(n = 23); child emotional abuse (n = 17); child physical/emotional
abuse (n = 4); spouse physical abuse (n = 227); spouse sexual abuse
(n = 18); spouse emotional abuse (n = 17); spouse physical/emotional
abuse (n = 14); spouse sexual/physical abuse (n = 1).

9After being received by the authors, data were again checked for com-
pleteness. We found approximately eight case records that had data for
only one rater. These case numbers were sent to the field coordinator,
who arranged to have the cases rated again (by a rater other than the
sole prior rater) and the ratings sent the authors.
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Table II. Descriptive Statistics for USAF-FAP Case Record Severity Ratings

Form of partner abuse Form of child maltreatment

Emotional Physical Sexual Emotional Physical Sexual Neglect

Mean 2.61 2.33 0.00 2.40 2.31 3.00 2.52
Standard deviation 0.50 0.57 0.00 0.70 0.67 0.63 0.79
n 18 83 0 10 36 11 23

As stated above, all cases rated had at least one of
the seven forms of maltreatment (i.e., partner emotional,
physical, sexual abuse; child emotional, physical, sexual
abuse; child neglect). Each case record was rated for all
forms of family violence, even though most case records
suggested that only one or two forms of maltreatment had
occurred. In order to avoid inflating our reliability statis-
tics with universal agreement among raters that a partic-
ular form of maltreatment did not occur in a particular
case (e.g., all scored child sexual abuse as “none”), we
removed all instances when both independent judges and
the original rater scored a particular form of maltreatment
as “none.”

RESULTS AND DISCUSSION

Preliminary examination of the data for each form of
maltreatment revealed that the distributions were clearly
not normal. “Mild” was the most common response, with
“moderate” being less common, and “severe” being quite
rare. There was only one “death” rating. Mean original
severity ratings, standard deviations, and the number of
records indicating a substantiated case of each form of
maltreatment are presented in Table II.

Interrater reliabilities were assessed separately for
each form of maltreatment. Intraclass correlations are ap-
propriate for assessing the reliability of rating scale data
where the issue is not point-by-point agreement by raters,
but rather agreement by raters in rank ordering of cases.
In other words, with rating scale data, a “2” is closer
to a “3” than to a “5.” Statistics that assess point-by-
point agreement (e.g., unweighted Cohen’s kappa) would
consider both of these as disagreements, without index-
ing the degree of disagreement. Finn’sr , a variant of
the intraclass correlation, was selected for these analy-
ses because it is not as sensitive to deviations of response
distributions from normality as the intraclass correlation
(Whitehurst, 1984, 1985; see also Cicchetti, 1985). When
both the underlying construct and observers’ ratings are
evenly distributed, Finn’sr and typical intraclass correla-

tions yield equal results. However, if the underlying dis-
tribution, and thus the observers’ ratings, are significantly
skewed, Finn’sr accurately indexes reliability whereas in-
traclass correlations underestimate reliability.10 Because
the severity of maltreatment should be heavily skewed,
with many more mild cases than severe cases, we used
Finn’s r to assess the interrater reliability of severity
ratings.

Interrater reliability is presented in Table III in two
ways. First, the data from the independent judges rating
the archival case records were compared to each other
and to the original rating.11 As shown in Table III, in-
terrater reliability is good for rating the severity of part-
ner physical abuse (Finn’sr = .85–.87) but is poor for
partner emotional abuse (Finn’sr = .55–.64). Too few
case records of partner sexual abuse were available (i.e.,
1 case) to calculate meaningful interrater reliability statis-
tics. The interrater reliabilities reflected are fair to good
(Finn’s r s between .67 and .85) for all forms of child
maltreatment.

To summarize, the reliabilities of severity ratings of
partner physical abuse were reflective of relatively good
interrater agreement. The reliabilities for child emotional
and physical abuse ratings were also adequate, with both
agreement between raters and between a rater and the orig-
inal case rating falling above the standard cutoffs. For
child sexual abuse and child neglect, the agreement be-
tween the original case rating and the independent rater
was adequate, but the agreement between the raters fell

10In cases where the underlying distribution of a variable is thought to be
even but the distributions of observers’ ratings are heavily and similarly
skewed, such that this skew reflects a shared rating bias on the part of
the observers, intraclass correlations would be preferred over Finn’sr .
In these circumstances, Finn’sr would overestimate unbiased observer
agreement (Cicchetti, 1985; Whitehurst, 1985).

11Because the original rating was based both on information documented
in the case record and on other information (e.g., nonspecific impres-
sions), it might be expected that this rating could differ slightly from
ratings based solely on the archival records. Thus, we have decided to
present both the original rating-independent judge reliabilities and the
rater-rater reliabilities.
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Table III. Interrater Reliability (Finn’sr ) for USAF-FAP Case Record Ratings

Form of partner abuse Form of child maltreatment

Emotional Physical Sexual Emotional Physical Sexual Neglect

Rater Finn’sr n Finn’s r n Finn’s r n Finn’s r n Finn’s r n Finn’s r n Finn’s r n

Rater 1 vs. Rater 2 .64 24 .87 86 .75 1 .78 18 .78 42 .69 12 .67 23
Raters vs. case record rating .55 51 .85 177 .75 1 .76 30 .79 80 .85 23 .76 46

Note. Cases were included in analysis of a particular form of family violence if either rater or the case management team rated higher than “none.”
Finn’s r s≥ .90 are excellent, .80–.89 are good, and .70–.79 are fair.

below this threshold. Finally, severity ratings for partner
emotional abuse were not reliable for either method.

Overall, these levels of agreement are encouraging.
Moderate, rather than excellent, reliabilities between orig-
inal ratings and those of independent raters could have
been due to a number of factors, including the possibility
that the original ratings were based substantially on infor-
mation about the case that was not reflected in formal case
record. If this were the case, then the reliabilities of ratings
from two independent judges, both using only the infor-
mation in the archival record to determine their ratings,
would be better than the reliabilities of each judge and
the original rating. However, this was not the case. Where
the two methods indicated somewhat different levels of
agreement, it was as likely that the comparison with orig-
inal ratings resulted in better agreement. It could be that
this moderate level of reliability is inherent in the Sever-
ity Index. However, as it is also possible that some of the
reliabilities obtained were attenuated by the relative lack
of variability in severity (i.e., a preponderance of mild
cases) in the case records used in Study 1. For example,
the original case ratings of partner emotional abuse have
the smallest standard deviation of any of the seven forms of
maltreatment, and also had the lowest levels of reliability
among the seven forms.

The advantages of using archival case records to as-
sess the interrater reliability of ratings made using the
Severity Index (i.e., real world realism) were discussed
above. There are four disadvantages of this strategy. First,
as just noted, the restricted range of actual maltreatment
severity reflected in the records may have attenuated relia-
bility statistics. In other words, lower reliabilities for forms
of maltreatment with little variance may be due to statisti-
cal, not reliability, difficulties. Second, the small number
of cases of some forms of maltreatment may have hin-
dered accurate assessment of their reliabilities, and made
the assessment of the reliability of the severity of part-
ner sexual abuse impossible. Third, there was no “gold
standard” for what the ratingsshould have been. Thus, a

judge who makes an accurate rating (if compared to an
idealized “true” rating) may be penalized for not agreeing
with the original clinician (who may not have followed
the scale as intended). Finally, the sample of indepen-
dent judges used in Study 1 was not representative of
FAP clinicians as a whole, and thus the reliabilities ob-
tained, although predominantly encouraging, cannot be
generalized to USAF-FAP clinicians more broadly. This
is an inherent limitation of the case record approach, as ac-
tual, confidential case records cannot be easily widely dis-
tributed, thereby requiring judges to be physically avail-
able to make ratings. The purpose of the second study,
assessing interrater reliability with standardized vignettes,
was (a) to create a standardized, disseminateable measure
that would more evenly distribute cases across the severity
spectrum, thus reducing statistical problems due to atten-
uated ranges; (b) to establish the “gold standard” ratings
for the measure; (c) to collect severity ratings from a gen-
eralizable sample of FAP clinicians; and (d) to compare
the clinicians’ ratings to gold standard ratings.

STUDY 2: VIGNETTE RATINGS

Rationale

Study 2 aimed to use experimental procedures to
build on the advantages and to minimize the disadvantages
of the archival case record approach (Study 1). To accom-
plish this, we developed a series of vignettes based on the
case descriptions in the minutes of family maltreatment
case management teams from 12 USAF installations. We
modified the case descriptions as necessary to ensure that
the vignettes had a greater range of maltreatment severity
than would a random selection of cases and represented all
forms of maltreatment. We then obtained master ratings
to use as the gold standard.

Whereas Study 1’s case records approach used ex-
pert clinicians (because actual case records needed to be
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physically available), Study 2’s standardized vignette ap-
proach allowed us to collect a representative sample of
all FAP clinicians as raters. Using vignettes and a larger,
more representative sample of FAP clinicians offered sev-
eral advantages over Study 1. First, a better estimate of
the full reliability of the Severity Index (i.e., all levels of
severity for all forms of maltreatment) could be obtained
because realistic vignettes could be constructed that were
based on actual cases, used the full range of non-fatal
abuse severity, and could have the “gold standard” answer
decided. Second, rater characteristics (e.g., clinical expe-
rience, frequency of referencing the severity grid when
making ratings) could be compared to raters’ deviations
from the gold standard ratings. Third, because the raters
constitute a representative sample of all FAP clinicians,
the reliability estimates could be generalized to the popu-
lation of FAP clinicians.

Method

Construction of Vignettes

Family maltreatment case management team minutes
(with no identifying information), from 12 USAF installa-
tions were sent to the authors. Initially, all complete case
descriptions were considered as potential vignette mate-
rial. These case descriptions were then reviewed to select
relatively representative examples of each form of mal-
treatment with differing levels of severity. Case descrip-
tions were then edited to ensure that (a) sufficient detail
was provided to allow a substantiation decision and sever-
ity rating and (b) vignettes adequately reflected the full
range of severity of maltreatment from mild to severe.
Because “death” is an incontrovertible state that should
result in perfectly reliable ratings,12 we did not create any
vignettes with fatal outcomes. Most of the case descrip-
tions required relatively few changes, but a few case de-
scriptions required extensive elaboration or modification.
To ensure face validity and content validity,13 senior FAP

12It is not always so clear, however, that a child’s death was the result of
maltreatment. Because severity ratings are only madeafter the case
has been substantiated as maltreatment, the severity index rating of
death should result in perfect reliability. Substantiation decisions about
whether the death was due to maltreatment may be more difficult.

13Face validity is “ the simplest. . ., which tells whether the measure
appears (on the face of it) to [overtly] measure what it is supposed
to measure” (Cozby, 1981, p. 59). Content validity is “ the degree
to which elements of an assessment instrument are relevant to and
representative of the targeted construct” (Hayneset al., 1995).

headquarters staff reviewed the 21 vignettes and offered
suggestions and edits for clarity. We attempted to make
the vignettes clear while retaining the complexity of the
actual cases on which the vignettes were based.

Master Ratings

Three experienced FAP staff members were selected
by FAP headquarters staff to decide on the gold standard
ratings. These “master raters” completed their ratings in-
dependently. If only two master raters agreed, the major-
ity opinion was retained. In cases where all three master
raters disagreed, a committee of four senior USAF expert
clinicians determined the final rating.

As shown in Table IV, all three master raters agreed
on 104 (70.74%) of the 147 ratings. Ninety-one (61.90%)
were agreements that that form of family violence didnot
occur (e.g., there was no child sexual abuse in a vignette
that did not mention children); 13 (8.84%) were agree-
ments that (a) a form of family violence was substantiat-
ableand (b) a certain level on the Severity Index should
be rated. Table IV also breaks out the data by focusing
only on individual ratings for which at least one mas-
ter rater scored a form of maltreatment as substantiatable
(i.e., the condition under which a severity rating would
be made in the field). Fifty-six items met that criterion,
although all three raters agreed on only 13 (23.21%) of
them.

Sample Characteristics

Sample 1 (Study One Case Raters).The first sample
of raters included in the vignette study comprised eight of
the twelve14 FAP clinicians who participated in Study 1.
This sample was selected for two reasons. First, these
raters were experienced FAP clinicians who were likely
to provide ratings with maximal interrater reliability. Sec-
ond, the interrater reliabilities from this sample can be
compared to those obtained in Study 1. If this sample’s
reliabilities were to differ between Study 1 and Study 2,
the differences could be attributed to differences in the
methodology of the studies. If, however, this sample pro-
duced similar reliabilities in Study 1 and Study 2, yet the
reliabilities differed between Study 1 and the Study 2’s
Sample 2 (the randomly selected FAP sample, described
below), then the differences could be attributed to differ-
ences in samples.

14Two study 1 participants helped edit draft vignettes and were therefore
excluded from participating in Study 2. Two other raters did not return
their packets.
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Table IV. Agreement of Master Raters

Agreement n % of total % on occurrence

Agreement on non-occurrence 91 61.90
Agreement on occurrence 13 8.84 23.21
Disagreement= 1 31 21.09 55.36
Disagreement> 1 12 8.16 21.43

Total 147 100.00 100.00

Note. Disagreement= 1 indicates the proportion of ratings where the master raters differed by 1
point in their severity ratings for a particular form of maltreatment for a vignette. Disagreement>

1 indicates the proportion of ratings where the master raters differed by more than 1 point in their
severity ratings for a particular form of maltreatment for a vignette.

Sample 1 participants (n = 8) had an average of
12.0 years (SD = 7.44, range= 1–20) of experience
with FAP and 8.28 years (SD = 4.82, range= 3–16)
of clinical experience and were familiar with maltreat-
ment standards,M = 3.75 on a 1 (somewhat familiar) to
5 (extremely familiar) scale (SD= 1.28, range= 1–5).
When asked, “When making severity ratings, what per-
centage of the time do you refer to the abuse and sub-
stantiation definitions in the standards manual?” using the
following scale (1= 0–25%; 2= 26–50%; 3= 51–75%;
4 = 76–100%), participants responded withM = 2.43
(SD = 0.98, range of responses given= 1–4). When
asked, “When making severity ratings, what percentage
of the time do you refer to the severity grid?” partici-
pants responded withM = 3.43 (SD = 0.79, range of
responses given= 2–4; scale: 1= 0–25%; 2= 26–50%;
3 = 51–75%; 4= 76–100%). Participants held the fol-
lowing degrees: MSW (20%), MA (40%), DSW (10%),
PhD (10%), EdD (10%), and missing (10%). When asked,
“At your base, who makes the severity ratings” 71.4%
reported that the clinician makes the severity rating and
28.6% reported that the case management team makes the
ratings.

Sample 2 (Random FAP).Seventy-five FAP clini-
cians were randomly selected to participate from a roster
of worldwide FAP staff. This sample was chosen to be rep-
resentative of FAP clinicians who actually make severity
ratings on maltreatment cases. Results from this sample
provide the best indication of how reliably the Severity
Index is used by FAP clinicians. Of the 75 individuals
initially contacted to participate, 15 individuals did not
participate despite follow-up contacts from the FAP head-
quarters staff, two formally declined to participate, two
moved and became ineligible, and two became master
raters. Fifty-four (72%) sent returned surveys within the
data collection period. Drewet al. (1996, p. 147) wrote
that “a 70% response rate can be considered adequate”
for a random sample to be considered representative of
the population from which it is drawn. Participants had

an average of 6.22 years (SD= 6.22, range= .83–30) of
experience with FAP and 9.65 years (SD= 7.52, range=
0–32) of clinical experience; and were extremely familiar
with maltreatment standards,M = 4.02 on a 1 (some-
what familiar) to 5 (extremely familiar) scale (SD= 0.74,
range= 3–5). When asked, “When making severity rat-
ings, what percentage of the time do you refer to the abuse
and substantiation definitions in the standards manual?”
participants responded withM=2.69 (SD=1.21, range=
1–4) on the following scale (1= 0–25%; 2= 26–50%;
3=51–75%; 4=76–100%). When asked, “When making
severity ratings, what percentage of the time do you refer
to the severity grid?” participants responded withM =
3.43 (SD= 0.82, range= 1–4; scale: 1= 0–25%; 2=
26–50%; 3= 51–75%; 4= 76–100%). Participants held
the following degrees: MSW (including CSW and LCSW,
85.3%), MA (11.1%), and DSW (1.9%). When asked, “At
your base, who makes the severity ratings” 92.6% reported
that the clinician makes the severity rating, 3.7% reported
that the case management team makes the ratings; and
3.7% reported “other.”

Procedures

Vignette packets, response packets, and cover letters
from the Air Force FAP commanding officer and from the
university research team were mailed to all the selected
participants, along with a return envelope addressed to the
university research team. Respondents were informed that
they had been selected to participate in a study of “how
well the Severity Index works” and were requested to make
ratings for each of the 21 vignettes, being certain to rate
severity for all forms of family maltreatment applicable to
each vignette. Further, they were instructed to refer to any
materials they might usually use when assigning sever-
ity ratings to actual cases (e.g., maltreatment definitions
and severity grid). Finally, respondents were asked not
to discuss the materials with anyone until after they had
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completed their ratings and to return the response packet,
along with any comments, to the university research team.

Two weeks after the deadline, Air Force FAP head-
quarters staff began making reminder contacts with clin-
icians who had not returned packets (i.e., had either not
completed packets or had not notified us of a desire
not to participate). FAP headquarters staff continued their
efforts until 50 completed response packets were re-
ceived.

Results and Discussion

Interrater Reliability

Study 2 used standardized vignettes, a gold standard
rating, and a representative sample of raters to estimate
the reliability of the Severity Index (i.e., the upper range
of reliability with which ratings can be made by FAP clin-
icians). Interrater reliability is presented in Table V. Com-
parable levels of reliability for all forms of maltreatment
were found for Sample 1 (Study 1 participants) and Sam-
ple 2 (representative FAP clinician sample). Where there
are even small discrepancies between the reliabilities from
the two samples, the representative FAP clinician sample
appears to have made more reliable ratings. Partner abuse
severity ratings were fairly reliable for all three forms.
Child physical and sexual abuse and neglect severity rat-
ings were fairly reliable, whereas child emotional abuse
severity ratings were unreliable.

Thus, the overall reliability of ratings based on the
Severity Index appears roughly equivalent when evalu-
ated with standardized vignettes (Study 2) and with case
records (Study 1). However, the reliability of severity rat-
ings for child emotional abuse do appear better in Study 2
than they were in Study 1 for both samples, perhaps sug-
gesting that for this form of maltreatment, the restricted
range of severity reflected in the case records affected the
reliabilities obtained in Study 1. The reliabilities of sever-
ity ratings for two forms of maltreatment, partner physical

Table V. Interrater Reliability (Finn’sr ) for Severity Ratings of Maltreatment Vignettes

Form of partner abuse Form of child maltreatment

Emotional Physical Sexual Emotional Physical Sexual Neglect

Rater Finn’sr SD Finn’s r SD Finn’s r SD Finn’s r SD Finn’s r SD Finn’s r SD Finn’s r SD

Study 1 raters vs. master .7 0.1 .73 0.1 .71 0.3 .57 0.2 .76 0.1 .76 0.2 .72 0.2
rating

FAP raters vs. master .74 0.1 .75 0.1 .83 0.1 .55 0.1 .79 0.1 .87 0.1 .79 0.2
rating

Note. Cases were included in analysis of a particular form of family violence if either the rater or the master rating rated higher than “none.”

abuse and child emotional abuse, were somewhat lower
for both samples included in Study 2 than in Study 1.
Given that the two samples do not differ, it may be that
raters are more reliable in their use of the Severity Index
when distinguishing between “none,” “mild,” and “mod-
erate,” than when distinguishing between “moderate” and
“severe.” The case records from Study 1 suggest that clin-
icians do have more practice using the Severity Index at
the less severe end of the distribution. The severity ratings
for the other four forms of maltreatment (i.e., partner sex-
ual abuse, child physical abuse, child sexual abuse, and
child neglect) possessed comparable levels of reliabilities
across the two studies. Although all Study 2 reliabilities
fall short of the standards typically required for a mea-
sure to be considered highly reliable, given the complex-
ity of the phenomena and the scale and that no training
to facilitate reliability takes place, these reliabilities are
encouraging.

Predictors of Reliability

We assessed several descriptive variables to see if
they predicted the reliability of ratings (i.e., correspon-
dence between clinicians’ ratings and master ratings).
These analyses were conducted only on the representa-
tive FAP clinician sample (Sample 2) because Sample 1’s
n was too small. The descriptive variables evaluated as
predictors of reliability included years of FAP experience,
years of clinical experience, self-reports of perceived fa-
miliarity with the DoD standards, self-reports of the pro-
portion of time the rater references the DoD abuse defini-
tions, and self-reports of the proportion of the time raters
referenced the severity grid when making severity rat-
ings. The only significant associations were as follows:
clinical experience was negatively associated with relia-
bility of ratings of child emotional abuse (r = −.35, p <
.01), familiarity with FAP standards was positively asso-
ciated with reliability of ratings of partner physical abuse
(r = .28, p < .05) and child emotional abuse (r = .29,
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p < .05), and the proportion of the time the rater reported
referencing the severity grid was negatively related to the
reliability of ratings of partner sexual abuse (r = −.26,
p < .05).

Taken as a whole, these correlations do not suggest
that the predictor variables we explored are consistently
related to the reliability of ratings of severity. When clini-
cal experience was related to reliability, it was negatively
related, suggesting that more experienced raters may be
less likely to apply the severity grid definitions as writ-
ten when making severity ratings. Familiarity with stan-
dards and how often the rater referenced the grid were
also related to reliability of ratings for at least one form of
maltreatment. Although these correlations should all be
interpreted with caution and considered exploratory, this
finding lends some support to the notion that training and
guidelines could assist in increasing the reliability with
which ratings are made.

SUMMARY AND CONCLUSIONS

The USAF-FAP Severity Index is a multidimensional
rating system for quantifying the severity of seven forms
of family maltreatment: partner physical, emotional, and
sexual abuse; child physical, emotional, and sexual abuse;
and child neglect. All substantiated cases of any form of
family maltreatment are rated by a caseworker for pres-
ence and severity of all forms of maltreatment.

In contrast to other severity measures that have ap-
peared in the literature, the Severity Index is specifically
designed for everyday clinical use. It requires no special
training or data collection, and takes only moments to
complete. Despite its ease of use, the measure is com-
prehensive in assessing different forms of maltreatment
and complex in its operationalizations of severity. Fur-
thermore, it has been used in tens of thousands of case
assessments.

If civilian CPS agencies were routinely to include
an assessment of the severity of all forms of family mal-
treatment for all maltreatment incidents, as the USAF-
FAP does, it could greatly enhance our understanding of
for whom and under what conditions relevant outcomes
(e.g., re-abuse, termination of parental rights) occur. Such
findings would be indicators of the measure’s construct
validity. However, for a measure to be valid, it must first
be reliable.

To examine the reliability of ratings based on the
Severity Index, we conducted two studies with comple-
mentary samples and methods. Taken together, these stud-
ies suggest that the Severity Index supports fair-to-good,
but not excellent, levels of reliability. It is quite encour-

aging that fair-to-good levels of agreement could be
obtained from masters-level caseworkers’ ratings for a
scale as complex as the Severity Index. This suggests
that with minimal cost (e.g., no extra assessment or train-
ing time) investigating caseworkers can routinely assess
and make fairly reliable ratings of the severity of
seven forms of family maltreatment for each case they
investigate.

Because the results were encouraging but not yet per-
fect, we recommend that work continue on refining and
assessing Severity Index reliability. That is, given that the
reliability results are typically in the fair to good range
despite the complexity of the scale, it is likely that good
to excellent reliability levels could be achieved. First, it
is likely that a few minor modifications to the Severity
Index would greatly enhance the reliability with which
the scale could be applied to cases. Severity Index opera-
tionalizations are not always written in ways that clarify
what a clinician should do when a case falls on the border
between two ratings (e.g., it meets some of the criteria
for “mild” and some criteria for “moderate”); more ex-
plicit guidance would certainly improve overall levels of
agreement. Second, providing caseworkers with training
materials, exposing them to “correct” application of the
Severity Index to a variety of cases (e.g., via the vignettes
and master ratings) would likely result in more consistent,
reliable application of the scale.

The reliabilities of the Severity Index, combined with
indications of face and content validity, are strong enough
to make it the measure of choice for civilian agencies look-
ing for an easy, reliable way to rate family maltreatment
severity. The modifications noted above should result in
good-to-excellent levels of reliability, making validity re-
search both worthwhile and necessary.

In conclusion, the Severity Index is the first clinician-
friendly, clinician-administered measure that comprehen-
sively assesses the severity of all forms of partner and child
maltreatment. The design of the Severity Index marks a
substantial improvement over current practice (i.e., bi-
nary decisions on a single form of maltreatment) because
it recognizes that (a) the multiple forms of family mal-
treatment often occur simultaneously in families; (b) the
sequelae of family maltreatment are highly variable, as-
sumably because of range of maltreatment severity; and
(c) the interventions for family maltreatment are chosen
based on severity. Given that these three facts are univer-
sally recognized within the otherwise fractious field of
family maltreatment, use of the Severity Index—or other
multifactorial measures of family maltreatment severity
with documented reliability—is not only warranted but
also needed.
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