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Description of the Measure
The Living Situations Questionnaire (LSQ) is a modified version of the restrictiveness of living situations questionnaire (ROLES; Hawkins, Almeida, Fabry, & Reitz, 1992). The LSQ is designed to document the physical setting in which youth lived during a 6 month time period and to document with whom the child was living in that setting. Information gathered from the LSQ can be used to create the same living situation categories assessed in the ROLES, which was developed to operationalize and assess the restrictiveness of children’s living situations. 

Reliability and Validity of Original Measure
No formal reliability and validity information is available on the LSQ or the ROLES; however, expected relationships have been found between levels of restrictiveness, as assessed with the ROLES, and programmatic variables. The ROLES was used to document changes in the restrictiveness of placements over time as a quality assurance indicator for children in foster care (Thomlison, 1991) and as a process outcome for a therapeutic case management program for children with severe emotional disturbance (Yoe, Bruns, & Burchard, 1994). A revised version of the ROLES (the ROLES-R) has been used in the national evaluation of the Comprehensive Community Mental Health Services for Children and Their Families Program.

Subscales, Scoring, and Tabulation
The LSQ contains no subscales. LSQ data can yield a total number of living situations in which a child has lived. Within each placement, one can determine the nature of the caregiver relationship and can also calculate the total number of days (i.e., duration) a child has been in that placement. Note that the version included in the national evaluation has been modified from the original version: a few settings have been removed, added, renamed, and/or collapsed. Also, the settings are no longer listed in the authors’ order of relative restrictiveness and the weights for each setting have been removed. 
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Child Behavior Checklist (CBCL): Caregiver
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Child Behavior Checklist (CBCL), 6-18: Caregiver

CHILD BEHAVIOR CHECKLIST (CBCL), 6–18:  CAREGIVER

Description of Measure
The CBCL 6–18, formerly CBCL 4-18, is designed to provide a standardized measure of symptomatology for children ages 6 through 18. This new version of the checklist has been “updated to incorporate new normative data, include new DSM-oriented scales, and to complement the new preschool forms” (ASEBA CBCL 6–18, 2002). The CBCL 6–18 has been widely used in mental health services research as well as for clinical purposes. The checklist is a caregiver report of social competence and behavior and emotional problems among children and adolescents. It consists of 20 social competence items and 120 behavior problem items that include 118 specific problems and 2 open-ended items for reporting additional problems. The social competence section collects information related to the child’s activities, social relations, and school performance. The behavior problem section documents the presence of symptoms (e.g., argumentativeness, withdrawal, aggression). Caregivers rate their child for how true each item is now or within the past 6 months using the scale 0 = not true, 1 = somewhat/sometimes true, 2 = very/often true. The CBCL 6–18 scores on a number of empirically derived factors (ASEBA CBCL 6–18, 2002). Although it does not yield diagnoses, the CBCL assesses children’s symptoms on a continuum and provides two broadband (i.e., internalizing and externalizing) syndrome scores, eight cross-informant syndrome scores (e.g., attention problems, depressive mood, conduct problems), six DSM-oriented scales, and percentiles for three competence scales (activities, social, school). A Total Problem score can also be generated. 

Reliability and Validity

Achenbach (1991) has reported a variety of information regarding internal consistency, test-retest reliability, construct validity, and criterion-related validity. Good internal consistency was found for the Internalizing, Externalizing, and Total Problems scales (alpha>=.82). The CBCL  demonstrated good test-retest reliability after seven days (Pearson r at or above .87 for all scales). Moderate to strong correlation with the Connor Parent Questionnaire and the Quay-Peterson scale (Pearson r coefficients ranged from .59 to .88) suggested the construct validity of the CBCL. The CBCL was, for most items and scales, capable of discriminating between children referred to clinics for needed mental health services and those youth not referred (Achenbach, 1991). A variety of other studies have also shown good criterion-related or discriminant validity (e.g., Barkley, 1988; McConaughy, 1993).

Inter-observer agreement was evident in a meta-analysis of 119 studies that used the CBCL and the form for adolescents, the Youth Self-Report (YSR). In 269 separate samples, statistically significant correlations (using Pearson r) were found among ratings completed by parents, mental health workers, teachers, peers, observers, and adolescents themselves (Achenbach, McConaughey, & Howell, 1987).

Preliminary reliability analysis of CBCL 6–18 on a sample from Phase IV, Cycle I grant communities showed good internal consistency for the Internalizing (alpha=.89, n=676), Externalizing (alpha=.91, n=646), and Total Problems (alpha=.96, n=581) scales.

The instrument has been nationally normed on a proportionally representative sample of children across income and racial/ethnic groups, region, and urban-rural residence.

Subscales, Scoring and Tabulation
The CBCL 6–18 scoring profile provides raw scores, T scores, and percentiles for three competence scales, total competence, eight cross-informant syndromes and Internalizing, Externalizing and Total Problems. The cross-informant syndromes scored are 1) aggressive behavior, 2) anxious/depressed, 3) attention problems, 4) rule-breaking behavior, 5) social problems, 6) somatic complaints, 7) thought problems, and 8) withdrawn depressed. There are also six DSM-oriented scales, including 1) affective problems, 2) anxiety problems, 3) somatic problems, 4) attention deficit/hyperactivity problems, 5) oppositional defiant problems, and 6) conduct problems. The DSM-oriented scales “were constructed by having experienced child psychiatrists and psychologists from 16 cultures rate the consistency of checklist items with DSM-IV categories” (ASEBA CBCL 6–18, 2002). Scales are derived from factor analyses of caregiver ratings of 4,994 clinically referred children and are normed on 1,753 children aged 6 to 18. The scoring programs developed by the authors should be used to generate the scores. All grantees will be provided with a copy of the scoring program and accompanying manual, if they do not already have them. Sites should contact their liaisons for more information.
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CHILD BEHAVIOR CHECKLIST (CBCL) 1½–5:  CAREGIVER

Description of Measure
The CBCL is designed to provide a standardized measure of symptomatology for children ages 1½ through 5. The CBCL has been widely used in mental health services research as well as for clinical purposes. The checklist is a caregivers’ report of their child’s problems, disabilities, and strengths, parental concerns about their child. Caregivers report on 99 problem items by indicating if statements describing children are not true, somewhat/sometimes true, or very/often true for their child. Caregivers are also asked three questions that allow them to describe problems, concerns and strengths for their child. Using a national normative sample and large clinical samples to derive cross-informant syndromes, the checklist assesses children for seven conditions: 1) emotionally reactive, 2) anxious/depressed, 3) somatic complaints, 4) withdrawn, 5) attention problems, 6) aggressive behavior, and 7) sleep problems. Although it does not yield diagnoses, the CBCL1½–5 provides a profile of DSM-oriented scales that “experienced psychiatrists and psychologists from ten cultures rated as being very consistent with DSM diagnostic categories” (ASEBA CBCL 1½–5, 2002). Additionally, the checklist yields scores that measure children’s internalizing, externalizing and total problems. The CBCL 1½–5 is available in English and Spanish.

Reliability and Validity

Achenbach (1991) has reported a variety of information regarding internal consistency, test-retest reliability, construct validity, and criterion-related validity. Good internal consistency was found for the Internalizing, Externalizing, and Total Problems scales (alpha>=.82). The CBCL demonstrated good test-retest reliability after seven days (Pearson r at or above .87 for all scales). Moderate to strong correlation with the Connor Parent Questionnaire and the Quay-Peterson scale (Pearson r coefficients ranged from .59 to .88) suggested the construct validity of the CBCL. The CBCL was, for most items and scales, capable of discriminating between children referred to clinics for needed mental health services and those youth not referred (Achenbach, 1991). A variety of other studies have also shown good criterion-related or discriminant validity (e.g., Barkley, 1988; McConaughy, 1993).

Inter-observer agreement was evident in a meta-analysis of 119 studies that used the CBCL and the form for adolescents, the Youth Self-Report (YSR). In 269 separate samples, statistically significant correlations (using Pearson r) were found among ratings completed by parents, mental health workers, teachers, peers, observers, and adolescents themselves (Achenbach, McConaughey, & Howell, 1987).

The instrument has been nationally normed on a proportionally representative sample of children across income and racial/ethnic groups. Racial/ethnic differences in total and subscale scores of the CBCL disappeared when controlling for socioeconomic status (SES), suggesting a lack of instrument bias related to racial/ethnic differences.

Subscales, Scoring and Tabulation
The CBCL provides two broadband scores (i.e., internalizing, externalizing), seven narrow-band scores (e.g., emotionally reactive, withdrawn, aggressive behavior), and a Total Problem Score. Scales are based on ratings of 1,728 children and are normed on a national sample of 700 children. Hand-scored and computer-scored profiles are available. The scoring programs developed by the authors should be used to generate the scores. All grantees will be provided with a copy of the scoring program and accompanying manual, if they do not already have them. Sites should contact their liaisons for more information.

References
(A comprehensive computer-based bibliography of abstracts for 2,000 studies using the CBCL can be obtained from the author.)

Achenbach, T. M. (1991). Manual for the Child Behavior Checklist 14-18 and 1991 Profile. Burlington, VT: University Associates in Psychiatry.

ASEBA (Achenbach System of Empirically Based Assessment) CBCL 1½-5. 2002. Available at http://www.aseba.org/PRODUCTS/cbcl1-5.html.

C.3.

Caregiver Strain Questionnaire (CGSQ): Caregiver

CAREGIVER STRAIN QUESTIONNAIRE (CGSQ):  CAREGIVER

Description of Measure
The CGSQ (formerly the Burden of Care Questionnaire) was developed for use with families of children who have emotional and behavioral problems (Brannan, Heflinger, & Bickman, 1997). Its development followed from the work of previous researchers of strain among family members of adults with severe and persistent mental illness, elderly persons with dementia, and children with chronic illnesses or developmental disabilities. The CGSQ’s theoretical underpinnings are based in the ecological perspective of families (Bronfenbrenner,1979) and, specifically, the Double ABCX model of family stress and coping (McCubbin, & Patterson, 1983). The CGSQ assesses, on a 5-point scale, the extent to which caregivers of children with emotional and behavioral disorders experience additional difficulties, strains, and other negative effects as the result of their caregiving responsibilities. It is currently being used in several studies of children’s mental health services. 

Reliability and Validity
The CGSQ demonstrated good reliability and validity in previous research. Confirmatory factor analysis findings from previous research with the CGSQ have supported the existence of three related dimensions of caregiver strain (Brannan, Heflinger, & Bickman, 1998). The three CGSQ subscales demonstrated adequate internal consistency with alpha coefficients ranging from .73 to .91 (Heflinger, Northrup, Sonnichsen, & Brannan, 1998). In addition, the CGSQ subscales were found to correlate with measures of family functioning and caregiver distress in expected ways, providing evidence of construct validity (Brannan, Heflinger, & Bickman, 1998). The predictive validity of the CGSQ is supported by findings that the CGSQ was a good predictor of service utilization patterns above the prediction provided by measures of the child’s clinical and functional status (Foster, Saunders, & Summerfelt, 1996; Lambert, Brannan, Heflinger, Breda, & Bickman, 1998).
Preliminary analysis of data on CGSQ from Phase IV, Cycle I communities shows good internal consistency for the three subscales as well. The Cronbach’s alphas are: .92 for Objective Strain (n=760), .67 for Subjective Internalizing Strain (n=775), and .82 for Subjective Externalizing Strain (n=773).
Subscales, Scoring, and Tabulation
The subscales were constructed from the findings from factor analyses. The authors caution that subscale scores should not be calculated if more than 15% of the items for that subscale are missing. Subscale scores are the mean of the items. Higher scores indicate greater strain. The subscales and items that comprise them are described below. The one item that should be reverse coded (subtract the response from 6) is bolded.

· Objective Strain assesses the extent to which observable negative events or consequences related to the child’s disorder have been a problem for the family, such as trouble with neighbors, disrupted family relationships, routines, and social activities, and loss of personal time. Items 1–11.

· Subjective-externalized Strain relates to negative feelings about the child such as anger, resentment, or embarrassment. Items 13, 14, 15, 19.

· Subjective-internalized Strain refers to the negative feelings that the caregiver experiences such as worry, guilt, and fatigue. Items 12, 16, 17, 18, 20, 21.

· Global Strain provides an indication of the total impact on the family. Sum of the mean scores of the three subscales.
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BEHAVIORAL AND EMOTIONAL RATING SCALE—
SECOND EDITION, PARENT RATING SCALE (BERS-2C): CAREGIVER


Description of Measure
The BERS-2 Parent Rating Scale is based on the original BERS and identifies the emotional and behavioral strengths of children. As with the original BERS, the BERS-2 measures children’s strengths in five domains (interpersonal strengths, family involvement, intrapersonal strengths, school functioning, and affective strengths). Epstein and Sharma (1998) describe strengths-based assessment as “the measurement of those emotional and behavioral skills, competencies, and characteristics that create a sense of personal accomplishment; contribute to satisfying relationships with family members, peers, and adults; enhance one’s ability to deal with adversity and stress; and promote one’s personal, social, and academic development.”  The BERS-2 Parent Rating Scale, designed to be completed by caregivers, contains 57 items that assess six dimensions of emotional and behavioral competence. The Parent Rating Scale has a reading level of fifth grade and can be completed in less than 15 minutes. Behaviors are rated on a 4-point scale:  0 = not at all like your child, 1 = not much like your child, 2 = like your child, and 3 = very much like your child.

Reliability and Validity
The BERS-2 Parent Rating Scale has been tested for reliability and validity within a series of three studies (Mooney, Epstein, Ryser, & Pierce, 2005). The first study demonstrated high test-retest reliability (coefficients above .80). The second study showed a highly positive correlation between the six BERS-2 Parent Rating Scale subscales and composite scores from the parent forms of the Social Skills Rating System. The third study correlated the BERS-2 Parent Rating Scale with the problem scales of the Achenbach’s Child Behavior Checklist. The correlations were negative and moderate to large. BERS-2 Parent Rating Scale can be considered a sound rapid-assessment instrument.
Analysis of completed BERS-2C forms submitted by Phase IV, Cycle I communities revealed high internal consistency for all six subscales. Internal consistency reliability estimates were: .91 for Interpersonal Strength Subscale (n=738), .83 for Family Involvement Subscale (n=691), .82 for Intrapersonal Strength Subscale (n=725), .85 for School Functioning Subscale (n=654), .80 for Affective Strength Subscale (n=745), and .84 for Career Strength Subscale (n=638).
Subscales, Scoring, and Tabulation
The BERS contains the following five empirically-derived subscales:  1) Interpersonal Strength refers to a child’s ability to control his/her emotions or behaviors in social situations; 2) Family Involvement assesses a child’s participation in and relationship with his/her family; 3) Intrapersonal Strength examines a child’s view of his/her competence and accomplishments; 4) School Functioning assesses a child’s competence in school and classroom tasks; and 5) Affective Strength captures a child’s ability to accept affection from others and express feelings toward others. Awardees will receive a copy of the BERS Examiner’s Manual, which contains additional information on tabulation and scoring. Sites should contact their liaisons for more information.
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Education Questionnaire—Revised (EQ-R): Caregiver

EDUCATION QUESTIONNAIRE—REVISED (EQ-R): CAREGIVER

Description of Measure
The EQ-R was developed to collect, from caregivers, information on their child’s educational status. The EQ-R contains 15 questions with subparts covering topics including school attendance, grade level, school achievement, alternative or special school and classroom placements, and reasons for having an Individualized Education Plan (IEP). Additional questions also provide information on overall academic performance and whether the child has been suspended or expelled from school.

Reliability and Validity
As a method for collecting descriptive information, conventional assessments of reliability and validity are not appropriate for the EQ-R. However, review and refinement of the measure were conducted for Phase IV, building on the questionnaire used in the Phase I, II, and III evaluations, and feedback from grant communities. 

Tabulation and Scoring
No tabulation or scoring conventions apply to the EQ-R. The items in the EQ-R can be used individually or collapsed as necessary for specific purposes and analyses.

C.6.

Family Life Questionnaire (FLQ): Caregiver
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Description of Measure

The Family Life Questionnaire (FLQ) is administered to caregivers in an interview format. The questionnaire consists of 12 questions that assess the family communication, decision-making, and support and bonding. This questionnaire was designed to assess aspects of family life that may change as a result of changes in children’s functional impairment.

Reliability and Validity
Analysis of 767 completed FLQs submitted by Phase IV, Cycle I communities revealed high internal consistency (Cronbach’s alpha=.85). Further, subscales of the CGSQ were found to correlate negatively with the Family Life Questionnaire (FLQ) items as expected suggesting the measure has discriminant validity.
Subscales, Scoring, and Tabulation
No tabulation or scoring conventions are available for the FLQ. The items in the FLQ can be used individually or collapsed as necessary for specific purposes and analyses.

C.7.

Delinquency Survey—Revised (DS-R): Youth

DELINQUENCY SURVEY—REVISED (DS-R): YOUTH
Description of Measure

The Delinquency Survey—Revised gathers information reported by youth about their contacts with law enforcement and other delinquent behavior. Questions are directly administered to youth 11 years and older in an interview format because previous research indicates that youth more accurately recall and report their own delinquent behaviors and experiences than do their caregivers or other adults. The questionnaire consists of 29 questions that assess the youth’s destructive and violent behavior toward others in the community and contact with law enforcement, including involvement with criminal offenses, arrests, and probation.

Reliability and Validity
Analysis of 149 completed DS-Rs submitted by Phase IV, Cycle I communities revealed high internal consistency on DS-R items measuring the frequency and type of delinquent behavior in the past 6 months (Cronbach’s alpha=.86).
Subscales, Scoring, and Tabulation
No tabulation or scoring conventions are available for the DS-R. The items in the DS-R can be used individually or collapsed as necessary for specific purposes or analyses. Caution should be exercised in summarizing the number of delinquent acts. For example, note that item 1 refers to whether the youth was with a gang while members of the gang were engaged in illegal activities. Those same delinquent behaviors may be endorsed later in the survey; to sum them would result in counting gang-related acts twice.

C.8.

Gain Quick-R Substance Problem Scale (Gain Quick-R): Youth

GAIN QUICK-R: SUBSTANCE PROBLEM SCALE (GAIN QUICK-R): YOUTH

Description of Measure
GAIN Quick-R Substance Problem Scale (Gain) “documents participant-reported problems associated with the use and abuse of and dependence on drugs and alcohol” (Dennis & Titus, 2003, p. 9). This questionnaire is drawn from the Global Appraisal of Individual Needs—Quick version (GAIN-Q, http://www.chestnut.org/LI/gain/GAIN_Q/index.html). There is one screener item and 16 core items. Youth are asked to respond in the negative ‘no’ or positive ‘yes’ to each item. The 16 core items parallel those used to obtain a DSM-IV diagnosis of substance use. Though typically used to assess issues present during the past 12 months, the Gain will assess issues that occurred in the past 6 months, the timeframe used throughout the national evaluation. 

Reliability and Validity  

The overall alpha coefficient reported by Dennis and Titus (2003) for the 16 core items of the Gain for adolescents (using a 12-month timeframe) is .82. Two subscales result from the 16 core Gain items; the nine-item Substance Use and Abuse Index (SAUI-9) and the seven-item Substance Dependence Index (SDI-7). The alpha coefficients for these indices are .63 and .75, respectively. 
Reliability analysis of data from Phase IV, Cycle I communities on GAIN Quick-R revealed good internal consistency for the two subscales. Internal consistency reliability estimates were .82 (n=152) for Substance Use and Abuse Scale, .85 (n=148) for Substance Dependence Scale-7.
Subscales, Scoring, and Tabulation

Items included in the Gain are presented in the order of the subscales. The first nine items are summed to generate the SAUI-9 subscale and the last seven items are summed to generate the SDI-7 subscale. The resulting raw scores are converted to percents of endorsed items using a key provided by Dennis and Titus (2003). An urgency (of the disorder) assignment can be generated from these percent scores (0 to 24% = no or minimal urgency, 25 to 74% = moderate urgency, and 75 to 100% = high urgency).  
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Description of Measure
Information on the Substance Use Survey—Revised assesses the youth’s report of their substance use for alcohol, tobacco and other drugs. Questions are administered directly to youth 11 years and older as previous research indicates youth more accurately recall their own alcohol or other drug usage. The first set of questions measure a youth’s alcohol use, including history and frequency of drinking behaviors, and cigarette use. The next set of questions focus on the youth’s illegal substance use. Youth are asked if they ever used the substance, how old they were when they first tried the substance, how long it has been since they last used the substance, and frequency of use during the past 30 days. The remaining questions assess youth’s use of prescription drugs without a physician’s prescription and abuse of non-prescription or over-the-counter drugs.

Reliability and Validity
Reliability and validity information for the Substance Use Survey—Revised used in this study is not available. 

Subscales, Scoring, and Tabulation
No tabulation or scoring conventions are available for the Substance Use Survey—Revised. The items in the measure can be used individually or collapsed as necessary for specific purposes or analyses.

C.10.

Revised Children’s Manifest Anxiety Scales (RCMAS): Youth

REVISED CHILDREN’S MANIFEST ANXIETY SCALES (RCMAS): YOUTH
Description of Measure

The Revised Children’s Manifest Anxiety Scales (RCMAS) (Reynolds and Richmond, 1979) assesses the level and nature of anxiety in youth aged 6 to 19 years. It is a 37 item self-report measure that contains four scales:  worry/oversensitivity; social concerns/concentration; physiological anxiety; and the lie scale. Each item is a statement that embodies a feeling or action that reflects an aspect of anxiety. The scale takes approximately 10 minutes to administer and the questions will be read aloud to respondents.

Reliability and Validity  

Internal consistency, long-term reliability, and concurrent, convergent, and divergent validity have been demonstrated. Reynolds and Richmond (1978) reported that the items on the RCMAS yield a Kuder-Richardson (KR) reliability estimate of .83, demonstrating internal consistency. A cross-validation assessment conducted with 167 middle and high-school aged children yielded a KR reliability estimate of .85. Comparable internal consistency was also demonstrated with kindergarten-age children. The measure has been shown to have high short-term (i.e., retesting at one and five weeks) test-retest reliability (Pearson correlations from .60 to .88, significant at p ( .01), and fairly high long-term (i.e., retest at 9 months) retest reliability (r = .68). The RCMAS is highly correlated with the trait measure of anxiety, STAIC (r  = .85, p ( .05). A study by Mattison, Bagnato and Brubaker (1988) showed that the RCMAS is able to discriminate between children with a DSM-III anxiety disorder and other DSM-III psychiatric diagnoses.
Preliminary analysis of data from Phase IV, Cycle I communities on RCMAS revealed good internal consistency for the three subscales and the total scale. Internal consistency reliability estimates were: .73 (n=528) for Physiological Anxiety, .84 (n=528) for Worry and Oversensitivity, .70 (n=513) for Social Concerns and Concentration, .89 (n=507) for Total Anxiety Scale.
Subscales, Scoring, and Tabulation

Standardized scores are provided, and the sample on which the norms were based included Midwestern and Southwestern African-American and Caucasian males and females. Each item is given a score of one for a “yes” response, yielding a Total Anxiety score (Ag). Three empirically derived Anxiety Subscales scores (Physiological Anxiety, Worry/Oversensitivity, and Social Concerns/Concentration) and Lie Scale scores can be calculated. The Lie scale is best thought of as a social desirability scale as it does not directly and conclusively detect “lying”. High scores on the sub-scales can represent different aspects of anxiety. Grantees will receive a copy of the RCMAS Manual, which contains additional information on tabulation and scoring. Sites should contact their liaisons for more information.
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Reynolds Adolescent Depression Scale—Second Edition (RADS-2): Youth

REYNOLDS ADOLESCENT DEPRESSION SCALE—SECOND EDITION (RADS-2): YOUTH
Description of Measure
The Reynolds Adolescent Depression Scale 2nd edition (RADS-2) is a 30-item self-report measure that evaluates four basic domains (consistent with DSM-IV) of adolescent depression: Dysphoric Mood, Anhedonia/Negative Affect, Negative Self-Evaluation, and Somatic Complaints. Items are written at a 3rd grade reading level. It is suitable for youth aged 11 to 20 years old and takes approximately 5 minutes to administer. This scale will be administered by reading the questions aloud to the respondent.

Reliability and Validity  

Validity of the RADS-2 has been examined with respect to content validity, criterion-related validity, construct validity (convergent, discriminant, and factorial), and clinical validity (Krefetz, Steer, Gulab, & Beck, 2002; Reynolds & Mazza, 1998). Reliability and validity studies included a school-based sample of over 9,000 adolescents and a clinical sample of 297 adolescents with DSM-III-R or DSM-IV diagnoses who were evaluated in both school and clinical settings.

Reynolds (1986) examined the reliability and validity of the RADS in a sample of 89 young adolescents from an inner-city school. The study found an internal consistency reliability of .91 on the initial assessment and .93 for the retest. The test-retest reliability of the RADS was .87. The RADS was able to discriminate depressed and non-depressed adolescents, with a sensitivity rate of 89% and specificity of 90%, and an overall correct classification of 90%. Total scores for the RADS have a correlation of 0.84 with the Beck Depression Inventory (p < 0.001) and 0.76 with the Hamilton Depression Rating Scale.
Reliability analysis of data from Phase IV, Cycle I communities on RADS revealed good internal consistency for the four subscales. Internal consistency reliability estimates were: .81 (n=529) for Dysphoric Mood, .68 (n=533) for Anhedonia and Negative Affect, .82 (n=527) for Negative Self-evaluation, .76 (n=530) for Somatic Complaints.
Subscales, Scoring, and Tabulation

Adolescent depression is scored along four subscales: Dysphoric Mood, Anhedonia/Negative Affect, Negative Self-Evaluation, and Somatic Complaints. Grantees will receive a copy of the RADS-2 Manual, which contains additional information on tabulation and scoring. Sites should contact their liaisons for more information.
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Youth Information Questionnaire (YIQ): Youth

 SEQ CHAPTER \h \r 1YOUTH INFORMATION QUESTIONNAIRE (YIQ): YOUTH

Description of Measure
The YIQ contains 25 items that capture a range of issues and information that are important for understanding many facets of the child’s life. The information is best obtained directly from the youth either because the youth can provide the most reliable answer or because it is important to have the youth’s perspective and perception of the issue. The YIQ includes questions about the youth’s acculturation, employment, peer relationships, presenting problems, suicidality, and neighborhood safety. The DIQ is asked of Child and Family Outcome Study participants. A subset of 18 YIQ items (i.e., those data elements that may change over time) will also be asked at each follow-up data collection point (e.g., 6 months, 12 months, 18 months, etc.).

Reliability and Validity
As a method for collecting descriptive information, conventional assessments of reliability and validity are not appropriate for the YIQ. 

Subscales, Tabulation and Scoring
The YIQ contains no subscales, and no tabulation or scoring conventions apply to the YIQ. The items in the YIQ can be used individually or collapsed as necessary for specific purposes or analyses.

C.12.a.

Youth Information Questionnaire—Intake (YIQ-I): Youth

C.12.b.

Youth Information Questionnaire—Follow-Up (YIQ-F): Youth

C.13.

Behavioral and Emotional Rating Scale—Second Edition, Youth Rating Scale 

(BERS-2Y): Youth

 SEQ CHAPTER \h \r 1
BEHAVIORAL AND EMOTIONAL RATING SCALE-SECOND EDITION, YOUTH RATING SCALE (BERS-2Y): YOUTH

Description of Measure
The BERS-2 Youth Rating Scale is based on the original BERS and identifies the emotional and behavioral strengths of children. As with the original BERS, the BERS-2 measures children’s strengths in five domains (interpersonal strengths, family involvement, intrapersonal strengths, school functioning, and affective strengths). Epstein and Sharma (1998) describe strengths-based assessment as “the measurement of those emotional and behavioral skills, competencies, and characteristics that create a sense of personal accomplishment; contribute to satisfying relationships with family members, peers, and adults; enhance one’s ability to deal with adversity and stress; and promote one’s personal, social, and academic development.”  The BERS-2 Youth Rating Scale, designed to be completed by youth, contains 57 items that assess six dimensions of emotional and behavioral competence. The Youth Rating Scale has a reading level of fifth grade and can be completed in less than 15 minutes. Behaviors are rated on a 4-point scale:  0 = not at all like you, 1 = not much like you, 2 = like you, and 3 = very much like you.

Reliability and Validity
The BERS-2 Youth Rating Scale has been tested for reliability and validity within a series of three studies (Epstein, Mooney, Ryser, & Pierce, n.d.). The first two studies showed that scores on the BERS-2 have a high positive correlation with scores from the Social Skills Rating System-Student Form, and a negative correlation with the problem scales of Achenbach’s Youth Self Report. The third study demonstrated high test-retest reliability (coefficients above .80). Another study was conducted to determine if the youth data fit the five-factor structure that had been established with the original BERS (Buckley, Ryser, Epstein, & Reid, n.d.). In this study, the BERS-2 Youth Rating Scale was administered to 1301 youth with and without disabilities. Results indicated the same factor structure holds for the BERS-2 youth self-report as for the original BERS, and BERS-2 Youth Rating Scale can be considered a valid measure of child and adolescent perception of their behavioral and emotional strengths.
Preliminary analysis of data from Phase IV, Cycle I communities on BERS-2 Youth Rating Scale revealed good internal consistency for the six subscales. Internal consistency reliability estimates were: .87 for Interpersonal Strength Subscale (n=528), .75 for Family Involvement Subscale (n=502), .75 for Intrapersonal Strength Subscale (n=520), .82 for School Functioning Subscale (n=512), .77 for Affective Strength Subscale (n=531), .83 for Career Strength Subscale (n=487).
Subscales, Scoring, and Tabulation
The BERS contains the following five empirically-derived subscales:  1) Interpersonal Strength refers to a child’s ability to control his/her emotions or behaviors in social situations; 2) Family Involvement assesses a child’s participation in and relationship with his/her family; 3) Intrapersonal Strength examines a child’s view of his/her competence and accomplishments; 4) School Functioning assesses a child’s competence in school and classroom tasks; and 5) Affective Strength captures a child’s ability to accept affection from others and express feelings toward others. Awardees will receive a copy of the BERS Examiner’s Manual, which contains additional information on tabulation and scoring. Sites should contact their liaisons for more information.
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Columbia Impairment Scale (CIS): Caregiver

COLUMBIA IMPAIRMENT SCALE (CIS): CAREGIVER
Description of Measure
The Columbia Impairment Scale (CIS) is a 13-item measure that evaluates four basic areas of functioning: interpersonal relations, broad psychopathological domains, functioning in job or schoolwork, and use of leisure time. The four areas are scored together to determine a global measure of impairment. Within each of the four functioning areas, caregivers are read a description of a problem and asked to rate how much of a problem each is for their child. The CIS can be administered by a trained layperson.

Reliability and Validity  

Reliability and validity were measured on a sample from an ethnically, geographically, and socioeconomically diverse population ranging in age from 9 to 17 (n = 121) and a demographically comparable sample of clinical subjects (n = 61). Validity was determined by comparing scores from the CIS with those from the clinician-scored Children’s Global Assessment Scale (CGAS), with a correlation of –0.73 between the CIS and CGAS (scales for the two measures move in opposite directions). There was high internal consistency across the four conceptual domains measured by the CIS (range: 0.43 to 0.77), and the measure was able to discriminate between clinical and community subjects (p < 0.001). The CIS has good test-retest reliability, with an intraclass correlation coefficient = 0.89. 
Analysis of 572 completed CIS instruments submitted by Phase IV, Cycle I communities revealed high internal consistency (Cronbach’s alpha=.85).
Subscales, Scoring, and Tabulation

The CIS asks questions covering four basic areas of functioning. Caregivers answer these questions using a Likert scale ranging from 0 (no problem) to 4 (very big problem) and the scores from each of the areas are combined to generate a global measure of impairment.
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Vineland Screener
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VINELAND SCREENER (VS): CAREGIVER

Description of Measure
The Vineland Screener measures the personal and social sufficiency of individuals from 0 to under 3 and 3 to 5 years of age for the purpose of screening large groups. This measure is to be used for research purposes only. It is administered through a semi-structured interview with a respondent familiar with the activities of the child or adolescent. Administration time is approximately 15 minutes. The Vineland Screener can be administered by trained lay interviewers after a training session of approximately three to four hours. In addition to the training session, instructions for administering the interview will be provided to each community in a data collection manual (Sparrow, Carter, & Cicchetti, 1993).

Reliability and Validity
The Vineland normative data was obtained from a representative national sample matched to the 1980 census on the basis of gender, race/ethnicity, community size, region of the country, and parents’ educational level. This sample of 536 children was also used to derive the norms for the Vineland Screener (Canino, Costello, & Angold, 1999; Coll, Buckner, Brooks, Weinreb, & Bassuk, 1998).

The Vineland Screener is highly correlated with the in-depth Vineland Survey Form, with correlations of at least 0.89 (range: 0.87–0.98) on each domain and the composite score. The instrument has interrater reliability of ( = 0.98 among lay interviewers.

Subscales, Scoring, and Tabulation
The Vineland Screener consists of 15 items in each of three domains: (1) Communication (how the individual speaks and understands others); (2) Daily Living Skills (practical skills needed to get along with others); (3) Socialization (skills needed to get along with others). The Adaptive Behavior Composite is formed by combining scores over these three domains (Sparrow, Carter, & Cicchetti, 1993).
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Vineland Screener, 0–Under 3 (VS1): Caregiver

C.15.b.

Vineland Screener, 3–5 (VS2): Caregiver

C.15.c.

Vineland Screener, 6–12 (VS3): Caregiver
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Caregiver Information Questionnaire (CIQ)

CAREGIVER INFORMATION QUESTIONNAIRE (CIQ): CAREGIVER

Description of Measure
The CIQ is asked of all children and families who participate in the Child and Family Outcome Study. The CIQ contains 47 items that describe the child and family and includes demographic information, risk factors, family composition, physical custody of the child, child’s mental and physical health service use history, caregiver employment status, attitudes about coercion in receiving services, and child’s presenting problem(s). A follow-up version of the CIQ is asked at each follow-up data collection point (e.g., 6 months, 12 months, 18 months, etc.). The follow-up CIQ is structured with skip patterns that take into account that the respondent at follow-up may be different from the baseline respondent, thus allowing repeat responders to skip over personal questions that do not change over time. Respondents who did not complete the baseline CIQ will answer 39 items and, following the skip patterns, repeat respondents will answer 28 items.

Reliability and Validity
As a method for collecting descriptive information, conventional assessments of reliability and validity are not appropriate for the CIQ.

Subscales, Tabulation and Scoring
The CIQ contains no subscales, and no tabulation or scoring conventions apply to the CIQ. The items in the CIQ can be used individually or collapsed as necessary for specific purposes or analyses.

C.16.a.

Caregiver  SEQ CHAPTER \h \r 1Information Questionnaire—Intake: Caregiver (CIQ-IC)
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Caregiver Information Questionnaire—Follow-up: Caregiver (CIQ-FC)
C.16.c.

Caregiver Information Questionnaire—Intake: Staff as Caregiver (CIQ-IS)
C.16.d.

Caregiver Information Questionnaire—Follow-up: Staff as Caregiver (CIQ-FS)

