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Chapter 1 

Peabody Treatment Progress Battery 

(PTPB) 
 

Introduction 
 
The Peabody Treatment Progress Battery (PTPB) provides a cohesive, comprehensive, 
and evidence-based approach to enhancing mental health services for youths aged 11-18 
years.  The battery includes eleven clinically relevant measures of key mental health 
outcomes and clinical processes.  The measures, especially with their repeated use, offer 
clinicians systematic feedback on their clients, both individually and in relation to other 
clients served.  Such feedback provides rich clinical material for treatment planning, 
particularly for clients who are not improving as expected.  As an integrated set of brief, 
reliable, and valid instruments, the PTPB battery can be administered efficiently and at 
low cost.   
 
The PTPB is just one component of a feedback system known as Contextualized 
Feedback Systems® (CFS™), developed by the Center for Evaluation and Program 
Improvement (CEPI) of Vanderbilt University’s Peabody College. (Bickman, Riemer, 
Breda, & Kelley, 2006).  CFS™, described in Chapter 15 of this manual, includes web-
based training, data collection, and report functions. 
 
 

The Concept of a Measurement Battery 
 
In contrast to the typical single instrument, the PTPB is an integrated comprehensive set 
of measures not available elsewhere in the child and adolescent mental health field.  
Research clearly indicates that progress in treatment is multidimensional (Bickman, 
Karver, & Schut, 1997), and that feedback information is needed not only on traditional 
outcomes such as a reduction in symptoms, but also on the treatment process that mediate 
such outcomes.  More than simply an outcome measurement system, the PTPB uses a 
common factors approach to the measurement of treatment processes (Karver, 
Handelsman, Fields, & Bickman, 2005).  These common factors are elements not 
particular to any specific therapy (e.g., therapeutic alliance), but common across most 
therapies (Lambert, 2005), and are seen as largely responsible for the benefits of therapy.  
As common factors are not the specific ingredients of different therapies, they allow the 
PTPB to be used with almost any type of treatment or intervention.  
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Design of PTPB 
 
The PTPB instruments are designed to be suitable for services research, but more 
importantly, to be useful in the working clinical environment.  Research with clinicians 
indicates completion time is a major factor in determining the feasibility of measurement.  
The PTPB measures are brief and should take no more than five to eight minutes to 
complete each week, in accordance with the suggested schedule of administration 
(provided in Appendix A).  However, there is a tradeoff between conciseness and depth.  
For example, the longest measure in the PTPB is the Symptoms and Functioning Severity 
Scale (SFSS-Full) with 26 items (27 for clinician version), including symptoms 
associated with the major categories of mental illness found in the American 
Psychological Association Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV-TR; 2000).  While it is a useful indicator of global severity and internalizing 
and externalizing subscales, the SFSS-Full does not provide a diagnosis. 
 
Because information needs vary with stage of treatment, the PTPB provides questionnaire 
sets for baseline or intake, concurrent with treatment, discharge and follow-up.  These 
sets meet many of the criteria developed for the federal government of Australia 
(Bickman, Nurcombe, Townsend, Belle, Schut, & Karver, 1998): feasibility, 
comprehensiveness, flexibility, potential for improving clinical effectiveness, and 
psychometric soundness.  The PTPB exemplifies what Kazdin (2005) calls evidence-
based assessment, which includes feasible multiple measures of both outcomes and 
clinical processes that can be used over the course of treatment and that can be applied to 
several types of treatments and diverse problems.  

Feasibility 
Measures are feasible when they are applicable, acceptable, and practicable.  Instruments 
should be easy to administer in clinical settings, and take little effort and time for 
respondents to complete.  Little or no training should be required for administration, and 
the data yield should be easy to analyze and interpret.  The PTPB instruments are 
designed to fit the needs of service providers and be acceptable to respondents.   

Comprehensiveness 
A measurement system should address the domains that stakeholders consider important.  
The assessment of only a single domain (e.g., symptoms) omits changes that occur in 
other domains of outcomes and clinical processes.  In addition to comprehensive content, 
the measures should also represent the perspectives of different respondents.  The PTPB 
instruments collect information from youths (11-18 years), caregivers and clinicians; a 
teacher and a child version of the SFSS are under development for inclusion in a future 
update, as is a treatment team member version of the TAQS.  

Flexibility 
A measurement system should be flexible.  Service delivery organizations have different 
information needs that require diverse measures.  The PTPB identifies critical core 
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elements of treatment progress (outcomes) and clinical process (common factors) that 
should be measured.  The administration schedule depends on several factors including 
rapidity of change and type of respondent; however, frequent measurement concurrent 
with treatment is a key feature of the PTPB.  The concurrent treatment questionnaire set 
features a staggered administration schedule.  For example, depending on the domain 
being measured, some instruments are scheduled at two week intervals and others at two 
month intervals.  Clinicians can modify the schedule based on their own clinical 
judgment or agency policy. 

Potential for improving clinical effectiveness 
A measurement system should provide information that enhances clinical effectiveness.  
The system should include ongoing monitoring that not only provides feedback on client 
progress but also helps to target aspects of the treatment process to be modified when 
progress is not satisfactory.  The PTPB provides information relevant to ongoing clinical 
decision-making, treatment planning, and supervision. 

Psychometric soundness 
Regardless of its comprehensiveness and feasibility, the measurement system must be 
psychometrically sound—reliable, valid, and sensitive to the kind of change engendered 
by treatment.  The instruments included in the PTPB have sufficient reliability and 
validity, and are designed to be sensitive to change.  A description of the psychometric 
sample and test development procedures may be found in Chapter 2.  The psychometric 
qualities for each instrument can be found in the individual test chapters that follow. 
 
 

Brief History of the PTPB Development  
 
Initial development of the symptoms and functioning measure (SFSS) began in 1996 by 
Bickman, Lambert and Summerfelt while consulting with a now defunct test 
development company.  From 1997-2000 Bickman worked in Australia on measurement 
system development.  A grant awarded by the Australian government resulted in the 
monograph, Consumer Measurement System in Child and Adolescent Mental Health 
(1998), which reviewed over 100 instruments and recommended a new measurement 
system be developed to meet psychometric and practice criteria.  Research continued on a 
measure of adolescent functioning (Karver & Bickman, 2002) and on a measure of 
therapeutic alliance (Bickman, Vides de Andrade, Lambert, Doucette, Sapyta, & Boyd, 
2004).  In April 2004 the NIMH awarded a grant to Bickman on the use of feedback that 
included plans for instrument development (included in the first edition of the PTPB).  
The design and cognitive testing of the first edition PTPB measures took place from May 
2004 to April 2005.  Psychometric studies were conducted from May to September of 
2005.  Our collaborating partner on the psychometric study was a national social service 
agency that delivers home and community based services for youth and families. 
 
Since the first version was issued, we have conducted extensive psychometric studies on 
a large sample of youth receiving home based services.  The methodology followed as 
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described in chapter 2.  One of the measures used in this battery (the Youth Counseling 
Impact Scale) has been recently published in the premier measurement journal, 
Psychological Assessment (Riemer & Kearns, 2010).  The methodology used to assess 
the psychometric properties of that measure was used for all the other measures in the 
battery, thus assuring that the highest standards were followed in our measurement 
development process.  The 2010 edition also introduces into the PTPB the Session Report 
Form (SRF), a session-by-session measure capturing the content and topics of clinical 
sessions (Kelley, Vides de Andrade, Sheffer & Bickman, 2010).  Subsequently, each 
PTPB measure was featured in a 2012 Jan/March special issue for youth mental health 
measurement in the peer-reviewed journal Administration and Policy in Mental Health 
and Mental Health Services Research.  The articles included in this special issue are 
listed below: 
 

• The Peabody Treatment Progress Battery:  History and methods for developing a 
comprehensive measurement battery for youth mental health (Riemer, Athay, Bickman, 
Breda, Kelley, & Vides de Andrade, 2012) 
 

• The Symptoms and Functioning Severity Scale (SFSS): Psychometric evaluation and 
discrepancies among youth, caregiver, and clinician ratings over time (Athay, Riemer, & 
Bickman, 2012) 

 
• Brief Multidimensional Students’ Life Satisfaction Scale – PTPB Version (BMSLSS-

PTPB): Psychometric Properties and Relationship with Mental Health Symptom Severity 
Over Time (Athay, Kelley, & Dew-Reeves, 2012) 

 
• Satisfaction with Life Scale (SWLS) in Caregivers of Clinically-Referred Youth: 

Psychometric Properties and Mediation Analysis (Athay, 2012) 
 

• Measurement Quality of the Caregiver Strain Questionnaire-Short Form 7 (CGSQ-SF7; 
Brannan, Athay, & Vides de Andrade, 2012) 

 
• Validation and Use of the Children’s Hope Scale- Revised PTPB Edition (CHS-PTPB): 

High Initial Youth Hope and Elevated Baseline Symptomatology Predict Poor Treatment 
Outcomes (Dew-Reeves, Athay, & Kelley, 2012) 

 
• Development and Psychometric Evaluation of the Youth and Caregiver Service 

Satisfaction Scale (Athay & Bickman, 2012) 
 

• The Relationship Between Change in Therapeutic Alliance Ratings and Improvement in 
Youth Symptom Severity: Whose ratings matter the most? (Bickman, Vides de Andrade, 
Athay, Chen, De Nadai, Jordan-Arthur, & Karver, 2012) 

 
• Validation and Use of the Youth and Caregiver Treatment Outcome Expectations Scale 

(TOES) to Assess the Relationships between Expectations, Pretreatment Characteristics, 
and Outcomes  (Dew-Reeves & Athay, 2012) 

 
• Measuring Youths’ Perceptions of Counseling Impact: Description, Psychometric 

Evaluation, and Longitudinal Examination of the Youth Counseling Impact Scale v.2 
(Kearns, Athay & Riemer, 2012) 

 
• Motivation for Youth’s Treatment Scale (MYTS): A New Tool for Measuring Motivation 

among Youths and Their Caregivers (Breda & Riemer, 2012) 
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• The Session Report Form (SRF): Are Clinicians Addressing Concerns Reported by 
Youth and Caregivers?  (Kelley, Vides de Andrade, Bickman, & Robin, 2012) 

 

Intended Population 
 
The PTPB is intended for use with youth aged 11 to 18 years, in varied service settings 
and clinical programs, including outpatient care, in-home treatment, and foster care.  
Intensity of treatment can range from multiple sessions within a week to biweekly 
treatment.  The PTPB has not been tested for use in more restrictive service settings such 
as residential or inpatient treatment.  All of the measures are currently available in 
English or Spanish, and are written at a fourth-grade reading level.  The instruments can 
be completed individually by the respondent or, if needed, read aloud to a youth or adult 
caregiver.  Plans are underway to extend the PTPB for younger child and adult 
populations, and in other languages. 
 
 

Measures in the Peabody Treatment Progress Battery 
 
The PTPB contains 11 instruments measuring both therapeutic processes and outcomes, 
including positive or strength-oriented outcomes (e.g., hope) and more traditional 
measures of problems.  The treatment process instruments measure constructs that 
correlate with outcomes.  

1. Symptoms and Functioning Severity Scale (SFSS) 
Completed by the youth, adult caregiver and clinician, the SFSS is given at baseline, 
every (or every other) week throughout treatment, and at discharge.  The SFSS is best 
considered a global measure of severity and is not an instrument that can be used to 
provide a diagnosis.  Items are based on four of the most common mental health disorders 
for youth: ADHD, conduct/oppositional disorder, depression, and anxiety.  There are 
parallel forms (Short Forms A and B) for the clinician, youth, and adult caregiver, each 
containing 13 items.  An additional item is in the clinician version only that asks about 
youth self-harm.  There are also parallel versions of the SFSS that include items in Short 
Forms A and B (SFSS-Full: 26 items for youths and caregivers; 27 items for clinicians).  
For all forms of the SFSS, items about alcohol use, drug use, and self-harm are not 
included in scale scores.  Scores are reported as a total score, with two subscale scores 
(internalizing and externalizing).  See Chapter 4 for more information on the SFSS. 

2. Brief Multidimensional Students’ Life Satisfaction Scale – PTPB Version 
(BMSLSS-PTPB)  
Completed by youth, the BMSLSS-PTPB assesses life satisfaction across five 
dimensions.  This short questionnaire (6 items) is administered on the same schedule as 
the SFSS, and yields a total score.  The PTPB version represents a revised version of the 
BMSLSS (Seligson, Huebner, & Valois, 2003).  See Chapter 5 for more information on 
the BMSLSS-PTPB. 
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3. Children’s Hope Scale-PTPB Version (CHS-PTPB)  
A self-report assessment of the youth’s beliefs in the ability to achieve goals, the CHS-
PTPB also registers beliefs about initiating and sustaining movement toward these goals 
(4 items). Adapted from Snyder et al.’s Children’s Hope Scale (CHS; 1997) the CHS-
PTPB provides a total score of youth hope, and is administered at baseline, once a month 
or at least every two months during treatment, and at discharge.  See Chapter 6 for more 
information on the CHS-PTPB. 

4. Treatment Outcome Expectations Scale (TOES)  
The TOES (8 items) assess youths’ and adult caregivers’ expectations about the 
anticipated outcomes of treatment.  Completed by the youth and the adult caregiver, the 
TOES provides a total score, and is administered at baseline only.  It may be 
accompanied by the Treatment Process Expectations Index (TPEI), an additional list of 
nine recommended questions that assess youth and caregiver expectations about their role 
in counseling and the counseling process itself.  See Chapter 7 for more information on 
the TOES and the TPEI. 

5. Therapeutic Alliance Quality Scale (TAQS) and Therapeutic Alliance Quality 
Rating (TAQR) 
The Therapeutic Alliance Quality Scale (TAQS) for youth measures one of the most 
studied components of effective therapy, the client’s relationship with the clinician.  The 
youth version asks five questions concerning the bond the youth has with the clinician 
and agreement on goals and tasks.  The TAQS provides a total score.  The Therapeutic 
Alliance Quality Rating (TAQR) has a clinician and caregiver version that includes 
global items on alliance.  The Caregiver version includes two items and the clinician 
version includes four items and serves to orient the clinician when reviewing the youth 
and adult caregiver versions of the TAQS/TAQR respectively.  The TAQR is not a scale 
thus no summary score is provided.  The TAQS and TAQR are completed every week 
throughout concurrent treatment.  See Chapter 8 for more information about the TAQS 
and TAQR. 

6. Youth Counseling Impact Scale (YCIS v.2)  
A self-report questionnaire, the YCIS assesses the youth’s judgments of the short-term 
positive impact of counseling in regard to increased insight as well as positive changes in 
behavior, cognition or affect following the previous session (6 items).  The YCIS v.2 
provides a total score and subscale scores for insight and change.  This measure is 
administered every two weeks or at least once per month during treatment.  See Chapter 9 
for more information about the YCIS v.2. 

7. Motivation for Youth’s Treatment Scale (MYTS)  
The MYTS assesses treatment motivation, a key predictor of seeking and staying in 
services, as well as of treatment outcomes.  There are versions for the youth and adult 
caregiver (8 items each).  Both provide a total score, with subscale scores for problem 
recognition and treatment readiness.  There is a slightly different version for use at 
baseline and during the treatment phase; an item is re-worded so that it is appropriate for 
each time frame.  See Chapter 10 for more information about the MYTS. 
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8. Satisfaction with Life Scale (SWLS)2

A short instrument, the SWLS (Pavot & Diener, 1993) is completed by adult caregivers 
to measure their global judgments of life satisfaction.  This five item questionnaire yields 
a total score, and has the same schedule as the caregiver strain measure.  The SWLS is 
administered at baseline, once a month or at least every two months during concurrent 
treatment, and at discharge.  See Chapter 11 for more information about the SWLS. 

  

9. Caregiver Strain Questionnaire–Short Form7 (CGSQ-SF7)  
The CGSQ-RvSF assesses the extent to which caregivers and families experience 
additional demands, responsibilities, and difficulties resulting from caring for a child with 
emotional or behavioral disorders.  Components of caregiver strain include objective 
strain (i.e., observable negative consequences of caring for someone with special needs) 
and subjective strain (i.e., caregivers’ feelings associated with the objective strain).  The 
CGSQ-SF7 represents a revised version of the CGSQ-SF10 (first edition of the PTPB), 
reduced in size from 10 items to 7 items for inclusion in this edition of the PTPB.  This 
questionnaire provides a total score and two subscale scores, objective strain and 
subjective strain. It is completed by adult caregivers at baseline, once per month during 
treatment, and at discharge.  See Chapter 12 for more information about the CGSQ-SF7. 

10. Service Satisfaction Scale (SSS)  
The SSS provides a general indicator of how well youth and adult caregivers perceive the 
mental health organization’s services (5 items).  The SSS yields a total score, and is 
completed every two months during concurrent treatment, and at discharge.  See Chapter 
13 for more information about the SSS.  
 
11.  Session Report Form (SRF) 
The SRF is a 25-item self-report measure completed by the clinician at the end of each 
clinical session intended to capture the session content and topics addressed in each 
treatment session.  The SRF is completed every session during treatment and discharge.  
See Chapter 14 for more information about the SRF. 

Qualified Users of the PTPB 

Qualifications 
Clinical users of the PTPB include mental health practitioners and accredited mental 
health service provider organizations with state or federal license to practice in their 
jurisdiction.  To date, over 1300 individuals have registered to download the PTPB since 
it was first published in 2007. 

Safeguards 
All clinical users must safeguard client privacy at levels equal to or better than HIPAA 
requirements for protected health information (PHI).  If identifiable client data are stored 
on computers, the computer system must meet or exceed HIPAA standards for electronic 

                                                 
2 The Satisfaction with Life Scale is in the public domain 
(http://s.psych.uiuc.edu/~ediener/hottopic/hottopic.html). 
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protected health information (EPHI).  Completed testing forms and client data must 
remain in the secure control of licensed healthcare providers (individuals or 
organizations) for as long as they contain any identifiable client information.   
 
 

References  
 
American Psychological Association. (2000). Diagnostic and statistical manual of mental 

disorders–text revision DSM-IV-TR (text revision). Washington, DC: Author. 
 
Athay, M.M. (2012).  Satisfaction with Life Scale (SWLS) in caregivers of clinically-

referred youth: psychometric properties and mediation analysis.  Administration 
and Policy in Mental Health and Mental Health Services Research.  doi: 
10.1007/s10488-011-0390-8 

 
Athay, M.M., & Bickman, L. (2012).  Development and psychometric evaluation of the 

youth and caregiver Service Satisfaction Scale.  Administration and Policy in 
Mental Health and Mental Health Services Research. doi: 10.1007/s10488-012-
0407-y 

 
Athay, M.M., Kelley, S.D., & Dew-Reeves, S.E. (2012).  Brief Multidimensional 

Students’ Life Satisfaction Scale – PTPB Version (BMSLSS-PTPB): 
Psychometric properties and relationship with mental health symptom severity 
over time.  Administration and Policy in Mental Health and Mental Health 
Services Research.  doi: 10.1007/s10488-011-0385-5 

 
Athay, M.M., Riemer, M., & Bickman, L. (2012).  The Symptoms and Functioning 

Severity Scale (SFSS):  Psychometric evaluation and discrepancies among youth, 
caregiver, and clinician ratings over time.  Administration and Policy in Mental 
Health and Mental Health Services Research.  doi: 10.1007/s10488-012-0403-2 

 
Bickman, L., Karver, M., & Schut, L. J. A. (1997). Clinician reliability and accuracy in 

judging appropriate level of care. Journal of Consulting and Clinical Psychology, 
65(3), 515–520. 

 
Bickman, L., Nurcombe, B., Townsend, C., Belle, M., Schut, J., & Karver, M. (1998). 

Consumer measurement systems for child and adolescent mental health. 
Canberra, ACT: Department of Health and Family Services. 

 
Bickman, L., Riemer, M., Breda, C., & Kelley, S. D. (2006). CFIT: A system to provide a 

continuous quality improvement infrastructure through organizational 
responsiveness, measurement, training, and feedback. Report on Emotional and 
Behavioral Disorders in Youth, 6, 86-87, 93-94. 

 

 
 
8



Peabody Treatment Progress Battery 2010 

 

Bickman, L., Vides de Andrade, A.R., Athay, M.M., Chen, J.I., DeNadai, A.S., Jordan-
Arthur, B., & Karver, M.S. (2012).  The relationship between change in 
therapeutic alliance ratings and improvement in youth symptom severity: Whose 
ratings mater the most?  Administration and Policy in Mental Health and Mental 
Health Services Research. doi: 10.1007/s10488-011-0398-0 

 
Bickman, L., Vides de Andrade, A. R.., Lambert, E. W., Doucette, A., Sapyta, J., Boyd, 

A. S. et al. (2004). Youth therapeutic alliance in intensive treatment settings. 
Journal of Behavioral Health Services and Research, 31(2), 134-148. 
doi:10.1007/BF02287377 

 
Brannan, A.M., Athay, M.M., & Vides de Andrade, A.R. (2012).  Measurement quality 

of the Caregiver Strain Questionnaire-Short Form 7 (CGSQ-SF7).  Administration 
and Policy in Mental Health and Mental Health Services Research. doi: 
10.1007/s10488-012-0412-1 

 
Brannan, A. M., Heflinger, C. A., & Bickman, L. (1997). The caregiver strain 

questionnaire: Measuring the impact on the family of living with a child with 
serious emotional disturbance. Journal of Emotional and Behavioral Disorders, 
5(4), 212-222. 

 
Breda, C.S., & Riemer, M. (2012).  Motivation for Youth’s Treatment Scale (MYTS): A 

new tool for measuring motivation among youths and their caregivers.  
Administration and Policy in Mental Health and Mental Health Services 
Research. doi: 10.1007/s10488-012-0408-x 

 
Dew-Reeves, S.E., & Athay, M.M. (2012).  Validation and use of the youth and caregiver 

Treatment Outcome Expectations Scale (TOES) to assess the relationships 
between expectations, pretreatment characteristics, and outcomes.  Administration 
and Policy in Mental Health and Mental Health Services Research. doi: 
10.1007/s10488-012-0406-z 

 
Dew-Reeves, S.E., Athay, M.M., & Kelley, S.D. (2012).  Validation and use of the 

Children’s Hope Scale –Revised PTPB Edition (CHS-PTPB): High initial youth 
hope and elevated baseline symptomatology predict poor treatment outcomes.  
Administration and Policy in Mental Health and Mental Health Services 
Research.  doi: 10.1007/s10488-012-0411-2 

 
Karver, M. S., & Bickman, L. (2002). Positive functioning: Does it add validity to 

maladaptive functioning items? Evaluation and Program Planning, 25(1), 85-93. 
 
Karver, M. S., Handelsman, J. B., Fields, S., & Bickman, L. (2005). A theoretical model 

of common process factors in youth and family therapy. Mental Health Services 
Research, 7(1), 35-51.  

 

 
 
9

http://dx.doi.org/10.1007/BF02287377�


Peabody Treatment Progress Battery 2010 

 

Kazdin, A. E. (2005). Evidence-based assessment for children and adolescents: Issues in 
measurement development and clinical application. Journal of Clinical Child and 
Adolescent Psychology, 34(3), 548-558. 

 
Kearns, M.A., Athay, M.M., & Riemer, M. (2012).  Measuring youths’ perceptions of 

counseling impact: Description, psychometric evaluation, and longitudinal 
examination of the Youth Counseling Impact Scale v.2.  Administration and 
Policy in Mental Health and Mental Health Services Research. doi: 
10.1007/s10488-012-0414-z  

 
Kelley, S.D., Vides de Andrade, A.R., Bickman, L., & Robin, A. (2012). The Session 

Report Form (SRF): Are Clinicians Addressing Concerns Reported by Youth and 
Caregivers? Administration and Policy in Mental Health and Mental Health 
Services Research. doi: 10.1007/s10488-012-0415-y  

 
Kelley, S. D., de Andrade, A. R., Sheffer, E., & Bickman, L. (2010). Exploring the black 

box: Measuring youth treatment process and progress in usual care. 
Administration and Policy in Mental Health and Mental Health Services 
Research, 37(3), 287-300. doi:10.1007/s10488-010-0298-8 

 
Lambert, M. J. (2005). Special section on the placebo concept in psychotherapy. Early 

response in psychotherapy: Further evidence for the importance of common 
factors rather than “placebo effects.” Journal of Clinical Psychology, 61(7), 855–
869.  

 
Pavot, W. & Diener, E. (1993). Review of the Satisfaction with Life Scale. Psychological 

Assessment, 5(2), 164-172. doi:10.1037/1040-3590.5.2.164 
 
Riemer, M., Athay, M.M., Bickman, L., Breda, C., Kelley, S.D., & Vides de Andrade, 

A.R. The Peabody Treatment Progress Battery: History and methods for 
developing a comprehensive measurement battery for youth mental health.  
Administration and Policy in Mental Health and Mental Health Services 
Research.  doi: 10.1007/s10488-012-0404-1 

 
Riemer, M., & Kearns, M.A. (2010). Description and psychometric evaluation of the 

youth counseling impact scale. Psychological Assessment, 22(10), 259-268. 
 
Seligson, J., Huebner, E. S., & Valois, R. F. (2003). Preliminary validation of the Brief 

Multidimensional Students' Life Satisfaction Scale (BMSLSS). Social Indicators 
Research, 61, 121-145.  

 
Snyder, C. R., Hoza, B., Pelham, W. E., Rapoff, M., Ware, L., Danovsky, M. et al. 

(1997). The development and validation of the Children’s Hope Scale. Journal of 
Pediatric Psychology, 22(3), 399-421. doi:10.1093/jpepsy/22.3.399 

 

 
 
10

http://dx.doi.org/10.1007/s10488-010-0298-8�
http://dx.doi.org/10.1037/1040-3590.5.2.164�
http://dx.doi.org/10.1093/jpepsy%2F22.3.399�


Peabody Treatment Progress Battery 2010 

 

Chapter 2 

Test Development Procedures:  

Psychometric Study and Analytical Plan 
 

Introduction 
 
The Peabody Treatment Progress Battery (PTPB) is designed to provide clinically 
relevant measures of key mental health outcomes and clinical processes.  The measures, 
especially with their repeated use, offer clinicians systematic feedback on their clients, 
both individually and in relation to other clients served.  Such feedback provides rich 
clinical material for treatment planning, particularly for clients with outcomes that are not 
improving as expected. 
 
A useful test battery has the following qualities: 

• Reliable: Every question in a battery must contribute accurate information.   

• Valid: Scores must have evidence-based interpretations. 

• Short: Measures must be feasible to administer in the time available. A brief 
battery enables clinicians and clients to spend their time more effectively.  

• Theory-based: A battery must have an understandable theoretical core so that 
clinicians, caregivers, and youths can understand the results. 

• Integrated: A battery must cover main issues in a cohesive, integrated way, 
something a collection of unrelated instruments cannot do. 

 
We believe that the PTPB meets these criteria.  After two independent and 
comprehensive psychometric studies, we have strong evidence of the reliability of the 
instruments.  We also have some evidence for the battery’s construct validity including 
estimates of factorial and discriminant validity for all instruments, as well as estimates of 
concurrent (i.e., convergent) validity for the Symptoms and Functioning Severity Scale 
(SFSS) from the first edition of the PTPB in the form of correlations with widely used 
instruments, namely the Child Behavior Checklist (CBCL; Achenbach, 1991) and Youth 
Self Report (YSR; Achenbach); the Strengths and Difficulties Questionnaire (SDQ; 
Goodman, 1999); the Youth Outcome Questionnaire (Y-OQ®; Wells, Burlingame, & 
Lambert, 1999) and the Child and Adolescent Functioning Assessment Scale (CAFAS; 
Hodges & Wong, 1996).  We think that the instruments in the PTPB have good reliability 
and evidence of validity, but it will take more research to further evaluate their construct 
validity (Cronbach, 1955) and predictive validity for monitoring the process and outcome 
of counseling.  
 

 
 
11

http://www.oqmeasures.com/yoq-sr.htm�


Peabody Treatment Progress Battery 2010 

 

An objective multi-method approach was used to assure that the PTPB met the criteria 
described above, including expert review, cognitive testing, psychometric study, and a 
rigorous analysis plan.   
 
This second edition of the PTPB builds upon the 2007 version with a second round of 
intensive and comprehensive psychometric testing and measure revision.  The current 
edition also includes a new measure chapter dedicated to the Session Report Form (see 
chapter 14).  We believe the current edition of the PTPB represents an even stronger 
battery of clinically relevant measures revised to be as brief as possible while maintaining 
strong psychometric qualities and still being able to provide important information on key 
mental health outcomes and clinical processes. 
 

Development of the First Edition of the PTPB 
Below is a brief summary in the development of the first edition of the PTPB, published 
in 2007.  The remaining chapter describes the extensive development process that has 
taken place since then and has resulted in this second edition. 

Expert Reviews 
The measures were distributed to a large number of clinicians, researchers, and other 
experts in the field who provided feedback on the usefulness and validity (face, content) 
of measures and of items within each measure.  This resulted in some revisions (e.g., 
items reworded, added, dropped).  

Cognitive Testing 
The instruments were then administered to convenient samples of youths and their adult 
caregivers.  Trained staff conducted separate cognitive interviews with youths and 
caregivers to help assure the validity of measures and ensure age appropriate readability. 

Psychometric Study 
We conducted a study in 2005 to obtain information about youths served, to test the 
psychometric properties of measures in the PTPB, and to get feedback from clients, adult 
caregivers, and clinicians on their perceived utility of the measures.  The sample for this 
study was made available to us by a national social service agency (our collaborating 
partner in CFS™) that delivers home- and community-based services for youths and their 
families.  In 2006, the agency served over 43,000 clients with 600 contracts in 32 states 
and the District of Columbia.  Over 600 youths in 28 offices (called regions by the 
service organization), mostly located in the Eastern or Midwestern U.S., participated in 
the study. 

Rigorous Analysis Plan 
Analyses of the first edition of the PTPB assessed reliability, validity, and brevity to 
produce an integrated set of measures that can be administered efficiently and at low cost.  
Items were selected using objective public criteria from classical test theory, exploratory 
and confirmatory factor analysis, and Rasch modeling (Bond & Fox, 2001; Linacre & 
Wright, 2006), a single-parameter member of the IRT (Item Response Theory) family.  
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All measures were reduced to the minimum length consistent with traditional reliability 
(Cronbach & Shavelson, 2004) and person-separation reliability. The temporal stability 
and concurrent validity of the essential mental health measure (SFSS) were evaluated.   
 
 

Current Psychometric Study 
A description of the general analytic procedures is below.  The history of development, 
theory base, and statistical results for each instrument are presented in chapters 4 to 13 
and 15.  The examination of the measurement quality of all instruments in the PTPB is 
continuing, with future updates planned for this manual.  This second edition of the PTPB 
includes measure revisions and updated psychometrics from a second round of rigorous 
psychometric testing conducted in 2009 as well as the introduction of the Session Report 
Form (SRF; Chapter 14).  The psychometric sample was drawn from a larger study 
evaluating the effects of CFS on clinician behavior and client outcomes sponsored by the 
National Institute for Mental Health. 

Eligibility Criteria 
Eligible youths were 11-18 years old; they were receiving mental health services; and 
their clinicians thought they could understand questions in the PTPB.  One “primary” 
adult caregiver was also asked to participate if any was present at the time forms were 
completed.  The sample included participants (youths, caregivers and clinicians) from 38 
different sites of a national behavioral health organization.  All clinicians were eligible to 
participate along with all of their adolescent clients already in services or who presented 
for services during the study period.  If a youth had more than one clinician, the one 
considered the primary clinician and who saw the youth during the data collection period 
completed the clinician forms.  

Confidentiality 
All data were obtained as part of our collaborating partner’s continuous quality 
improvement (CQI) initiative; Contextualized Feedback Intervention and Training 
(CFIT) (see Chapter 15 for more information on CFIT).  This system has been replaced 
by a new and much improved system called Contextualized Feedback Systems® or 
CFS™ (CFsystemsOnline.com).  Vanderbilt had no contact with participants either for 
recruitment or data collection.  Names or other information that could readily identify 
respondents were not sought or obtained.  All data received and maintained by Vanderbilt 
included only a unique non-sensitive ID number for each participant. 

Administration Protocols 
Sometimes clinicians need to assist youths or caregivers whose reading is impaired.  For 
the study, clinicians were provided their own copy of all youth and caregiver 
questionnaires that they could read to youths and caregivers, as needed.  Clinicians were 
to read the instructions first, then the question, then the possible answer choices, giving 
respondents enough time to mark their answers on their own forms.  Clinicians could 
repeat answer choices if needed.  Youths/caregivers were asked to answer items the best 
way they could, as they understood them.  Clinicians were instructed to help, if requested, 
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with questions but not to help with answers.  We would recommend protocols such as 
these to PTPB users.  
 
In order to help assure widespread use of the battery, all instruments were written for 
respondent understanding at the 4th grade reading literacy level.  The literacy level was 
tested with Microsoft Office Word and then with the online SMOG (simplified measure 
of gobbledygook) Calculator.  Standard forward-backward translation methods were used 
to create Spanish versions.  A bilingual, native Hispanic translated the original English 
version into Spanish.  A second bilingual, non-native speaker back-translated the Spanish 
version into an English version, which was compared to the original English version to 
assure accuracy of translation. 

General Procedures 
Each youth entered into the feedback system (CFS™; as described in chapter 15 as part 
of the larger study) received a questionnaire schedule containing a combination of PTPB 
measures for each week, as well as for baseline and discharge assessments that were one-
time, non-repeating packets. The questionnaires scheduled for each week—according to 
the pre-programmed scheduled—contained a combination of youth, caregiver, and 
clinician questionnaires that could be printed from the system. The questionnaires were 
taken to each youth’s treatment session. The youth, a primary adult caregiver, if present, 
and clinician completed the measures at the end of a session to reduce any undue 
influence completing the forms might have on the therapeutic process.  Clinicians were 
allowed to read questions to youths and adult caregivers, but were instructed not to help 
with answers.  All youth and adult caregiver measures were available in English and 
Spanish. After all questionnaires had been completed, all respondents placed their 
questionnaires into a large envelope that the clinician sealed and then signed across the 
seal for confidentiality purposes. Clinicians returned their sealed and signed envelope to 
their office for data entry. The data entry staff were typically administrative assistants or 
office managers. Questionnaires were reviewed for completion and accurate answers 
(e.g., did not draw picture with answer responses), and then data entered into the 
feedback system. Once data entered, questionnaires were scored according to their 
individual psychometrics and an online feedback report became available.  The database 
was translated into SAS system files.  Univariate statistics (e.g., frequencies; means) for 
each variable were generated and examined for accuracy.   
 
Within the year-long data collection of the larger study evaluating the effects of CFS™  
on clinician behavior and client outcomes sponsored by the National Institute for Mental 
Health (Bickman, Kelley, Breda, Vides de Andrade, & Riemer, 2011), youth entered and 
left treatment (and thus the feedback system) at different times.  Therefore, the larger 
dataset is dynamic as the sample changes throughout time.  The sample utilized for 
current psychometric purposes represents a static snap-shot within this dynamic dataset 
and includes the first time each respondent completed each respective measure.  
Therefore, the sample sizes vary from measure to measure.   
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As Table 2.1 shows, a total of 749 youths, 695 caregivers, and 301 clinicians contribute 
data for the psychometric sample.  See individual measure chapters (chapter 4-14) for 
measure-specific sample sizes included in analyses. 
 

Table 2.1   Sample Size by Respondent   
Respondent N 

Youths 749 
Adult Caregivers 695 
Clinicians 301 

 

Sample Characteristics 
Of the 749 youths in the sample, 46% were female.  Approximately a third (30%) were 
African American; 49% white; 9% of other ethnic background and 12% multi-ethnic.  
Seventeen percent was Hispanic.  On average, youths were 15 years old, with 15% 
between 11-12 years of age; 47% between 13-15 years of age, and 38% between 16-18 
years of age.  Based on clinician reports, the majority (89%) of youths had been 
diagnosed with a mental health disorder at some time before or with current treatment.  
Almost half (45%) of the youths had used alcohol or drugs. 
 
On average, caregivers were 45 years old.  Approximately 86% were female.  About 33% 
were African American; 57% white; and 10% multi-ethnic or of other ethnic 
backgrounds. Almost twelve percent was Hispanic.  About 22% of caregivers had not 
received a high school diploma; nearly two-thirds (60%) had completed high school; and 
17% had earned a bachelor’s or higher degree.  Almost half (44%) had annual household 
incomes less than $20,000; 31% had incomes of $35,000 or more.  About a third of 
caregivers were divorced or separated, about half were currently married or living as 
married, 15% were never married, and others were widowed.   
 
Nearly all (96%) caregivers considered themselves to be the youth’s primary caregiver.  
About half (55%) were the youth’s birth parent, 19% were a foster parent, another 11% 
grandparents and others included other family members.  The majority (89%) reported 
they knew the youth at least pretty well, with others (virtually all foster parents) reporting 
they did not know the youth too well. 

Analytical Plan 
The psychometric analyses emphasized evaluating every item of every instrument for its 
reliability and validity.   
 

Determining Reliability 
 
Reliability of each instrument in the battery was determined using multiple methods, such 
as Cronbach’s alpha, item-total correlations, and Rasch person-separation reliability.  
Additional methods used to minimize test length are described below.  At this point, not 

 
 
15



Peabody Treatment Progress Battery 2010 

 

all psychometric measures of reliability are available for all instruments (see chapters 4-
13 & 15 for a discussion of tests for each measure). 

Reliability Coefficients 
Cronbach’s alpha internal consistency reliability estimates were calculated for total 
scores and any subscale scores.  Cronbach’s alpha is higher when internal consistency is 
high and smaller when it is low.  Alpha also increases with test length (Brown, 1910; 
Spearman, 1910).  A Cronbach’s alpha of 0.80 or higher is generally considered 
satisfactory (Nunnally & Bernstein, 1994).  Satisfactory Cronbach’s alpha indicates that a 
measure is of sufficient length and that the items appear to be measuring similar content. 

Comprehensive Item Psychometrics 
We examined each item using currently available models for psychometrics, namely 
classical test theory (CTT), confirmatory factor analysis (CFA), and Rasch modeling.  
We view all three methods as useful tools, each with strengths and limitations for 
creating brief instruments for frequent use.  Each of the models produces information to 
identify stronger and weaker items in a given test.  By putting this information into a 
single table, we can evaluate a test and its items at a glance.  Information about the 
statistical merits of each item is necessary to determine whether a test should be revised.  
Note that throughout this manual, we use the terms Rasch modeling and Item Response 
Theory (IRT) interchangeably to refer to the logistic model-based approach to test 
development as compared to the CTT.   
 
Table 2.2 shows the statistical information for a test or questionnaire with Likert-type 
scale items, and the criteria used to check each item. 
 

Table 2.2   Statistical Properties of Effective Test Items 

Criterion Sought Values Rationale 

Mean Between 2 and 4 (5 pt scale) Avoid floors and ceilings in the target 
sample 

Rasch Measure Score Cover the range Need items across the range of youth 

Kurtosis Not extremely high Avoid items where everyone gives 
same response 

Item-Total Correlation. Higher better Keep items that measure a single thing 
Infit & Outfit Between 0.5 and 1.5 Keep items that fit 1PL (logistic) model 

Discrimination Avoid low discrimination Avoid items that can’t discriminate  

Note: IRT with WINSTEPS® 3.63.0 (Linacre, 2007) 
 
Below is a brief explanation of the rationale for each criterion: 
 

• Mean: If an item’s mean is at the top or bottom of its range (e.g., a mean of 
4.8 or 1.2 on a 1-5 scale) this means that nearly everyone is giving the same 
rating, making it impossible for that item’s meager variance to correlate with 
anything.   
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• Kurtosis: A good way to spot items with poor measurement ability is to focus 
on those that are excessively leptokurtic, meaning that a great number of 
people all have the same score.  An example is the item “I have attempted 
suicide” in a nonclinical sample.  Since nearly all would say “No,” the 
kurtosis is very high.  Such items with extreme means and kurtosis have floor 
or ceiling artifacts that make little psychometric contribution to a test with 
normal subjects. 

• Rasch Measure Score: An item’s difficulty or rarity as expressed in the 
measure score in the Rasch logistic model shows where the item is efficient 
and informative about a given test taker.  For example, an “easy” item to 
endorse such as “I have worried more than once” might tell us nothing about 
differences between serious cases of psychopathology.  The most efficient 
strategy for accurate measurement is to have a range of items from very easy 
to very difficult or unusual (e.g., “I have committed homicide”) so that the 
entire range of clients is measured reliably.  Rasch measure scores were 
scaled to have a mean of 0 and a standard deviation of 1.  

• Item-Total Correlation: In classical test theory (Lord, Novick, & Numerous, 
1968), test designers realized that if a group of items is a reliable measure of a 
single construct, such as psychopathology or intelligence, the items must be 
correlated.  By observing the correlation between each item and the sum of all 
the others, we can identify the odd unrelated items by their low correlation.  It 
is senseless to add unrelated items into an index score.  By dropping items 
with low item-total correlations, we create an index with high internal 
consistency. 

• Rasch Model Infit and Outfit: Since the Rasch model defines good 
measurement, items that fit the model are good items, and scores on the good 
items show a consistent s-shaped logistic to give relationship to the person’s 
strength of the measured trait.  The Infit mean square measures model fit for 
the middle cases in the distribution; Outfit, for the extreme cases at the tails of 
the distribution.  According to Linacre (2006), items with an Infit and Outfit 
between 0.5 and 1.5 (Linacre, 2006) contribute to the reliability of 
measurement and items outside that range do not. When possible, we follow 
the stricter criteria of 0.7 – 1.3 (Bond & Fox, 2001). 

• Rasch Model Discrimination: While the Rasch model is a 1-parameter 
logistic model, WINSTEPS® 3.63.0 (Linacre, 2007) estimates each item’s 
discrimination after the 1 parameter logistic model is estimated.  Items with 
low discrimination are less effective at detecting which people are high or low 
on the trait measured.   

 
One goal in this second edition was to ensure our measures were as brief as possible 
while maintaining strong psychometric properties and providing maximum information.  
Thus, a large focus was determining whether items could be dropped from some 
instruments based on all of these indices of item quality.  Please understand that while 
these criteria provide guidance, there are no agreed upon cut scores for most of them.  
Fortunately, in our testing, the eliminated items had warning flags on multiple items. 
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Standard Errors of Measurement  
The standard error of measurement (SEM) shows how much uncertainty there is around 
each youth’s score on a given occasion.  This statistic is smaller (i.e., more precise) when 
reliability is high, and larger when it is low (i.e., the test’s standard deviation is high).  
Assuming, for example, that the total score on the adult caregiver SFSS (full version) was 
60, a standard error of 2.50 would mean that the true severity level for the youth is 
between 55.00 and 65.00 with approximately 95% certainty.  Thus, the smaller the 
standard error, the more precise the measurement.   

Minimum Detectable Change 
The index of minimum detectable change (MDC; Schmitt & Di Fabio, 2004) provides 
guidance about when a client’s change in scores is so large that we can be fairly certain 
that the client either improved or got worse significantly.  For example, if a youth’s self 
report score on the SFSS decreased by more than 4.63 points (which corresponds to the 
minimum detectable change threshold reported in each chapter), we would be 75% 
confident that the change in scores represents a significant improvement in the client’s 
severity level.  This does not mean that a change that is less than the indicated reliable 
change threshold reported for each scale is not meaningful.  However, because 
respondents to questionnaires do not always use the available answer options consistently 
(e.g., one time a youth uses “sometimes” and another time “often” to describe the 
frequency with which he got into trouble, even though nothing has really changed), we 
cannot be very certain whether the score change on the scale is related to a real change in 
severity level, if the change is less than the minimum detectable change threshold.  If the 
change in scores is less than the MDC threshold, the clinician may want to determine in 
some other way if a change in scores represents real change.  Reviewing which items 
contributed the most to the change in scores may provide some insight.  It is also helpful 
to look at a trend with more than just two data points.  A trend is more reliable than a 
simple change score, and provides information on whether a score is stable, improving, or 
declining over time. 

Test-Retest Reliability 
Test-retest reliability is a good indicator of an instrument’s temporal stability.  This form 
of reliability is only available for the SFSS from the first edition of the PTPB.  These 
results are reprinted below.  The procedures for test-retest reliability for the SFSS are as 
follows. 
 
Four different regional offices were targeted for a reliability test-retest of the SFSS.  
These regions received only the full SFSS and a few items on demographic background 
in two concurrent sessions.3

                                                 
3 Additionally, for two of the regions the order of items in the SFSS was reversed between the two regions 
in order to test for order effects.  Roughly the first half of items was at the beginning of the measure for one 
region (both administrations) while at the end of the measure for the other region (both administrations).  
There was no significant order effect in this sample. 

  Clinicians were instructed to administer the two sets of 
measures 4-7 days apart at the end of each of two sessions.  If the two sessions were more 
than 4-7 days apart, they were asked to administer the first set, then the 2nd at the very 
next session.  Participants for whom there was less than one day or more than 14 days 
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between administrations were not included in this assessment of test-retest reliability.  
The average interval between the two administrations for the final sample was 7 days (SD 
= 3.8).  Table 2.3 shows the number of clients in each region about whom youths, adult 
caregivers, and clinicians reported during the first (test) and second (retest) 
administrations of the SFSS. 
 

Table 2.3   SFSS Reliability Test: Participation by Region4

SFSS 

  

# of 
Regions 

# of Youth 
Reports 

# of Adult 
Caregiver 
Reports 

# of Clinician 
Reports 

  1st 
Adm. 2nd Adm. 1st 

Adm. 2nd Adm. 1st 
Adm. 2nd Adm. 

Reliability Test        

Total for Reliability Test 4 105 84 85 54 108 88 

 
 

Determining Validity 

Factorial Validity 
We evaluated the factorial validity of all PTPB measures.  Factorial validity examines 
whether the test’s confirmatory measurement model fits the theory of what the test 
purports to measure.  For example, theory suggests that the SFSS unlike Beck 
Depression, should not fit a unidimensional model because the SFSS is a broad sampling 
of different internalizing and externalizing problems.  Based on the factorial structure 
validated in the first edition of the PTPB, the current version represents further validation 
of previously determined factor structure for model fit.  
 
Scree Plots 
A scree plot of eigenvalues is used in exploratory factor analysis for a visual inspection 
of whether the data are best represented by more than one factor.  The plot shows the 
eigenvalue of each principle component.  Scree plots (Cattell, 1966) have long been used 
to see if a test fits a one-factor model.  If the second eigenvalue is less than two or three, 
then a robust second factor might not be possible.  Some instruments, such as the 
Caregiver Strain Questionnaire- Short Form 7 (CGSQ-SF7), are multifactorial, meaning 
they have subtests.  The multiple factors are apparent by inspection of scree plots, which 
are confirmed by confirmatory factor analysis. 
 
Scree plots are tools of exploratory factor analyses.  Whereas exploratory factor analysis 
(EFA) gives useful descriptions, confirmatory factor analysis (CFA) is provides more 
definite conclusions.  CFA gives a direct answer whether the observed data fit an explicit 
theoretical model (Floyd & Widaman, 1995).  The PTPB uses both EFA and CFA for 
what each method can contribute.   

                                                 
4 Results reported are reprinted from the first edition of the PTPB (Bickman et al., 2007) 
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Confirmatory Factor Analysis  
Confirmatory factor analysis (CFA) estimates how well a measurement model fits the 
data.  For example, when several sub-scales are suggested by theory, they can be tested to 
see how well the theory fits the data.  CFA lets us determine the “factorial validity” of 
each scale.  While this form of validity is less important than criterion validity, it is 
necessary for the interpretation of scores.  To estimate model fit, we used three popular 
fit statistics named in Table 2.4:  Bentler’s Comparative Fit Index (CFI; Bentler, 1990), 
Joreskog’s Goodness of Fit Index (GFI; Joreskog, 1988), and the Standardized Root 
Mean Square Residual (SRMR; Steiger, 2000).  A one-factor model required these rather 
exacting cutoffs (Yu, 2002).  According to Browne and Cudeck (1993), values greater 
than 0.90 indicate good fit between a model and the data for the CFI and GFI.  For the 
SRMR, a value of 0.05 indicates close fit, 0.08 fair fit, and 0.10 marginal fit (Hu & 
Bentler, 1999). 
 
Table 2.4   Fit Criteria 

Criterion Requirement 
Bentler’s CFI 0.90 or more 

Joreskog’s GFI 0.90 or more 

SRMR Well fitting: 0.05 or less  
Satisfactory: 0.08 to 0.051 

 

Convergent and Discriminant Validity 
Because these forms of validity are particularly important for a battery of instruments, an 
entire chapter is devoted to a discussion of the procedures and results (see Chapter 3). 
 
 

General Analytical Issues  

Age, Gender, Race and Ethnicity 
For each instrument, multi-factorial ANOVAs, followed by multiple comparisons, were 
conducted to determine if any differences were apparent by youth age, gender, and racial 
or ethnic group.  Significance levels were adjusted to account for the multiple tests using 
the Bonferroni adjustment.  Several of the youth measures (TOES, BMSLSS-PTPB, 
SFSS) displayed a small gender effect with males scoring somewhat lower than females.  
These differences were so small in magnitude in the overall context of non-significant 
comparisons that it was decided not to present different norms for these groups at this 
time.  It is also important to note that these analyses were based on a sample of youth 
who received services for their mental health problems.  It may well be that there are 
more pronounced differences among these groups (gender, race, ethnicity, and age) in 
nonclinical population samples.  Future analyses with additional samples are needed to 
determine whether different norms for these groups should be established.   
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Missing Data 
Analyses for each measure were based on cases with 85% or more completed data on the 
measure.  Among these cases, subject mean substitution was used for any missing data.  
Cases with less than 85% completed data were excluded entirely.  Please note that the 
self-scoring forms provided with this battery can be completed directly for a subject 
when all data are present.  When data are missing, users will need to compute the 
subject’s mean across all items in that measure first and substitute it for any missing item.  
Determining the cut point (e.g., 85%) for when too much data are missing to compute 
summary scores in this way is at the discretion of the user.  
 

Instrument Scoring and Interpretation 
 
In each chapter, specific scoring procedures are presented for the total score and any 
subscale scores (if applicable) with examples of the self-scoring forms and information 
on the clinical interpretation of scores.  All PTPB measures and self-scoring forms can 
also be found in Appendix B: Measures and Self-Scoring Forms. 
 
In addition to the reliable change index described previously, total and subscale scores for 
an individual respondent can be compared for that same respondent over time as a trend, 
and in relation to the psychometric sample.  Comparisons to the psychometric sample are 
given in the form of low, medium, and high scores.  The low, medium, high scores help 
to judge whether a score should be considered relatively low, medium, or high, compared 
to the current psychometric sample.  For example, if a youth’s SFSS Total Score falls in 
the low range, it means that this youth is rated to have relatively low signs of symptoms 
and functioning relative to the youths in the psychometric client sample (not a normal 
school population).  Percentile rank tables that represent the distribution of scores in the 
psychometric sample are presented as well.  Additional samples for comparison will be 
available in the future. 
 

Backward Compatibility to First Edition 
 
All individual items included in the measures found in this second edition of the PTPB 
are also found on first edition measures.  Although some items were dropped for the 
current edition, scale psychometrics are comparable across editions.  Therefore, with the 
exception of the transformed scores of the SFSS measures, total scores from the current 
version of the PTPB measures are backward compatible and thus comparable with those 
from the first edition.  This eases the transition of first edition users to the current updated 
edition by allowing individuals’ scale scores are able to be compared across editions. 
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Chapter 3 

Convergent and Discriminant Validity: 

Treatment Outcome and Process Ratings by Parents & Youth 
 

Forms of Validity 
 
Two forms of validity are required for a valid measure: convergent and discriminant (or 
divergent) validity according to Campbell and Fiske (1959).  Convergent validity requires 
that measures of similar constructs should be positively correlated.  For example, we 
validated the Symptoms and Functioning Severity Scale (SFSS) score by determining 
how it correlated with similar measures, namely the Child Behavior Checklist (CBCL; 
Achenbach, 1991), the Youth Self Report (YSR; Achenbach), the Youth Outcomes 
Questionnaire (Y-OQ®; Wells, Burlingame & Lambert, 1999), and the Strengths and 
Difficulties Questionnaire (SDQ; Goodman, 1999).  The correlations, approximately r = 
0.80, suggested that the SFSS was very similar to the other instruments.  They are all 
measures of reported emotional and behavioral problems (see Chapter 4 for more detail).  
Evidence of convergent validity is reprinted from the first edition of the PTPB.  Given 
high correlations (r = .99; see table 3.1) between the first edition’s SFSS-33 total scores 
and the current edition’s SFSS-Full total scores for all respondents (youth, clinician and 
adult caregiver), we determined it unnecessary to repeat the extensive data collection 
required to replicate our previous convergent validation analyses. 
 
Table 3.1:  Correlations of SFSS forms across PTPB editions 
 Correlation with 

SFSS-33 (v.1) 
N 

Adult Caregiver SFSS-Full (v.2) 0.99 647 
Clinician SFSS-Full (v.2) 0.99 671 
Youth SFSS-Full (v.2) 0.99 722 
 
 
Discriminant validity is often neglected in describing the validity of measures (Fiske & 
Campbell, 1992).  It requires low correlations for measures of unrelated constructs, or 
negative correlations for related but opposite constructs.  For example if the SFSS 
showed a high positive correlation with the Therapeutic Alliance Quality Rating (TAQR), 
this would call its construct validity into question because neither of the theories of 
alliance and psychopathology posit a strong positive connection between symptoms and 
alliance (Cronbach & Meehl, 1955).  In the case of the Peabody Treatment Progress 
Battery (PTPB), we are especially concerned that related constructs, such as service 
satisfaction and therapeutic alliance, be distinct.  If we believe that service satisfaction 
and therapeutic alliance provide different information, then they should not be highly 
correlated.  We use common Pearson correlations to evaluate convergent and 
discriminant validity. 
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Convergent Validity (*reprinted from the first edition of the PTPB) 
 
We focused the assessment of convergent validity on the key indicator of treatment 
progress, the SFSS.  To assess the convergent validity (also referred to as concurrent 
validity) of the SFSS, we included in the psychometric study four established measures 
used to assess mental health status of youths: the CBCL/YSR; the SDQ; the Y-OQ® and 
the CAFAS.  Except for the CAFAS, the appropriate version of each measure was 
completed by each respondent type with the caregiver version used by clinicians as well 
as caregivers.  The CAFAS, by its design, was completed about the youth by clinicians 
only. 
 
Unfortunately each of these external measures instructs respondents to consider a 
different recall period when answering items.  For example, the CBCL/YSR asks about 
the last six months; the Y-OQ® the last week; the SDQ, either the last month or the last 
six months; and the CAFAS, the last three months.  We created multiple versions of the 
SFSS, each with a recall period that matched the other measures so that validity tests 
would be based on data with equivalent time frames.  However we were also interested in 
learning more about what recall period is appropriate.  Given variability among 
established measures in the field, it was clear that this question has not been resolved.  
Therefore, we created another version of the SFSS with a 2-week recall period -- a time 
frame that we think may be the most suitable for assessing youths’ symptoms and 
functioning concurrently with treatment.  This 2-week version was paired with each of 
the external measures (with their usual recall periods).  Each region received only one 
type of pairing (e.g., the 1-week SFSS and the 1-week Y-OQ® or the 2-week SFSS and 
the 1-week Y-OQ®.)  Thus, we were able to assess the concurrent validity of the SFSS 
when identical recall periods with external measures were considered as well as the 
validity of the two-week recall relative to the time frames of the other measures. 
 
Twenty-six of the 28 regions participating in the psychometric study completed data for 
the concurrent validity test.  Two of the 28 regions were targeted for the reliability test 
(test/retest) and were not asked to provide the external validity measures.  The 26 regions 
were divided into five groups based on the number of clients they served and any 
familiarity they already had with administering any of the external measures.  This helped 
assure an adequate number of cases in each test group as well as eased the burden of 
completing new forms.  Each group received the same external measure paired either 
with the 2-week SFSS or the SFSS with the equivalent recall period as the external 
measure.  Roughly half of the booklets (to be administered at the 1st session) sent to each 
region included one of the pairings; half included the other pairing (in addition to the 
other measures in the 1st booklet).  Prior to shipping materials, the envelopes that 
contained the 1st set of booklets were interleaved so that every other envelope included 
the same pairing.  This procedure helped assure we would receive a balanced number of 
the two pairings (versions) from each region.  Table 3.2 shows the number of regions in 
each of the five measurement groups and the number of clients in each group about 
whom youths, caregivers, and clinicians reported.  
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Table 3.2   SFSS Validity Test: Participation by Measurement Group  

SFSS External 
Measure 

# of 
Regions 

# of Youth 
Reports 

# of 
Caregiver 
Reports 

# of 
Clinician 
Reports 

Validity Test      

2 week & 1 week 1-week  
Y-OQ® 2 56 47 59 

2 week & 1 month 1 month  
SDQ  5 84 75 85 

2 week & 3 Month 3-month  
CAFAS 5 135 103 147 

2 week & 6 month 6-month  
SDQ 8 155 124 162 

2 week & 6 month 6-month 
CBCL/YSR 6 159 137 163 

Total for Validity 
Test  26 589 486 616 

 
Because ratings of severity can differ significantly depending on the type of rater (youth, adult 
caregiver, or clinician), we matched the samples by respondent type.  The CAFAS, for 
example, is completed by the clinician.  When calculating the correlation, we matched it, 
therefore, with the clinician version of the SFSS.  If versions for several types of 
respondents were available, we matched each version of the SFSS with the corresponding 
version of the validity measure.  
 
As can be seen in Tables 3.3 and 3.4, the correlations of the SFSS are very high with the 
CBCL, the YSR, the different versions of the SDQ, and the different versions of the Y-
OQ®.  These correlations range from 0.71 to 0.89 for the full version and from 0.68 to 
0.92 for the short forms.  The correlation coefficients are close to the internal reliability 
estimates of the SFSS, which may be considered the maximum that can be obtained (see 
Table 4.8).  These results provide impressive evidence for the convergent validity of the 
SFSS.  The fact that the SFSS correlates highly with the much longer CBCL and YSR 
makes it an attractive alternative to those scales if the main goal is to track clinical 
outcomes over time. 
 
An indirect comparison can be made with the SDQ, as it correlates with the CBCL 
compared to the correlation of the CBCL with the SFSS (0.86).  The correlation of the 
SFSS with the CBCL is very similar to those found between the SDQ and CBCL.  
Studies have found correlations of 0.82 (Klasen, 2000) with German caregivers, 0.87 
with an English sample (Goodman, & Scott, 1999), and 0.74 with a Dutch sample 
(vanWidenfelt, Goedhart, Treffers, & Goodman, 2003). 
 
It is noticeable in Tables 3.3 and 3.4 that the correlations with the CAFAS are 
comparably low (about 0.40).  This is true for the CAFAS 5T score as well as the 
CAFAS 8T score.  We could find no published studies that correlated the SDQ or the Y-
OQ® with the CAFAS.  However, low correlations between CBCL and CAFAS (0.22) 
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and YSR and CAFAS (0.24) have been reported by Rosenblatt and Rosenblatt (2002), 
but attributed to differences in reporter, with CBCL being the caregiver, the YSR the 
youth, and the CAFAS the clinician.  Bates (2001) also reports comparatively low but 
somewhat higher correlations of the CAFAS with the CBCL (0.42 to 0.49).  The present 
analysis found similar results even with the same type of reporter.  We conclude that the 
relatively low correlation of the SFSS with the CAFAS is most likely caused by the 
CAFAS not measuring the same construct as these other instruments.   
 

Table 3.3   SFSS Convergent Validity Estimates for the SFSS-33 Version 

 
SFSS-33 N Youth Adult Clinician 

CBCL Adult  0.86*  115 

YSR Youth 0.77*   134 

Y-OQ® 
Youth 0.83*   55 
Adult  0.89*  44 
Clinician   0.87* 58 

SDQ 
Youth 0.75*   229 
Adult  0.79*  192 
Clinician   0.71* 239 

CAFAS Cafas5T   0.42* 115 
Cafas8T   0.40* 115 

*Significant at p < 0.05. 
 
 

Table 3.4   SFSS Convergent Validity Estimates for the Short Forms A and B 

*Significant at p < 0.05. 

 
 
 
 

 SFSS – Short Forms A and B 
Youth Adult Clinician 

Form A Form B Form A Form B Form A Form B 
CBLC Adult   0.84* 0.85*   

YSR Youth 0.73* 0.80*     

Y-OQ® 
Youth 0.84* 0.80*     
Adult   0.83* 0.88*   
Clinician     0.84* 0.92* 

SDQ 
Youth 0.71* 0.68*     
Adult   0.79* 0.77*   
Clinician     0.73* 0.73* 

CAFAS Cafas5T     0.34* 0.42* 
Cafas8T     0.38* 0.43* 
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Discriminant Validity  
 
Of measures in the second edition of the PTPB, we consider adult caregiver ratings first, 
correlating the adult caregiver and clinician ratings of youth symptoms and functioning 
(SFSS-Full) with three treatment process measures (adult caregiver life satisfaction was 
not used). 

• Satisfaction with Services Scale (SSS) 

• Treatment Outcome Expectations Scale (TOES) 

• Motivation for Youth’s Treatment Scale (MYTS) 
Table 3.5 shows inter-rater correlations; Cohen’s (1992) standard for small/medium/large 
correlations are r > 0.10/0.30/0.50.  As a rule of thumb, small and medium correlations 
are no bar to discriminant validity, but large positive correlations would be a concern. 
 

Table 3.5   Correlations Among Adult-Rated Process and Outcome Total Scores 

  
Adult 

Caregiver 
SSS 

Adult 
Caregiver 

TOES 

Adult 
Caregiver 

MYTS 

SFSS - Adult Caregiver -0.10 -0.10 0.57* 

SFSS - Clinician -0.03 0.00 0.29* 

*Significant at p < 0.05. 
 
Table 3.5 shows little correlation between youth severity and treatment process ratings in 
adult raters, except for treatment motivation, which is higher when symptom scores are 
higher, a straightforward and rational relationship.  This pattern supports the convergent 
and discriminate validity of the battery for these measures. 
 
For youth self-ratings, there were three outcome instruments: 

• Brief Multidimensional Students’ Life Satisfaction Scale-PTPB (BMSLSS-PTPB) 
• Symptoms and Functioning Severity Scale (SFSS) 
• Children’s Hope Scale-PTPB (CHS-PTPB; Snyder et al., 1997) 

 
And five instruments measuring treatment process: 

• Youth’s Counseling Impact Scale (YCIS v.2) 
• Youth Service Satisfaction Scale (SSS) 
• Youth Therapeutic Alliance Quality Scale (TAQS) 
• Youth Treatment Outcome Expectations Scale (TOES) 
• Youth Motivation for Youth’s Treatment Scale (MYTS) 
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Table 3.6   Correlations Among Youth-Rated Process and Outcome Total Scores 
Scales YCIS SSS TAQS TOES MYTS 

BMSLSS 0.26* 0.23* 0.17* 0.08 -0.14* 

SFSS -0.10 0.01 -0.13* 0.01 0.43* 

CHS 0.37* 0.19* 0.27* 0.19* -0.13* 

*Significant at p < 0.05. 
 

As presented in Table 3.6, life satisfaction and hope ratings had small correlations with 
process scores.  Symptom scores, on the other hand, were not correlated with process 
measures except for the expected positive correlation with treatment motivation (MYTS) 
and therapeutic alliance (TAQS).  The correlation with MYTS was expected because 
higher treatment motivation usually accompanies serious symptoms.  The small negative 
correlation with TAQS does not pose a threat to discriminant validity. 
 

Inter-Rater Issues 

SFSS Inter-Rater Correlations 
The inter-rater correlations on the SFSS Total Score had medium-sized effects as shown 
in Table 3.7. 
 

Table 3.7   Inter-Rater Correlations for SFSS Total Scores 

 SFSS-Adult 
Caregiver 

SFSS-
Clinician 

SFSS-
Youth 

Adult Caregiver 1   

Clinician 0.48* 1  

Youth 0.40* 0.34* 1 
Notes: For Pearson r, Cohen defines small/medium/large as 0.10, 0.30, 0.50. 
*Significant at p < 0.05.. 

 
While the youth-clinician correlation appears lower than the other two, this difference 
was only significantly lower than the clinician-adult caregiver correlation (probCA < 
0.05).  It is typical to obtain correlations about r = 0.20 to 0.30 between caregiver and 
youth (De Los Reyes & Kazdin, 2005).  The clinician-adult caregiver correlation (0.48) 
and the adult caregiver-youth correlation (0.40) are significantly higher than r = 0.30 (p < 
0.01) but the youth-clinician correlation (0.34) is not (prob > 0.10). 

Test with Three Items (3 Raters) 
Instead of regretting the low caregiver-youth correlations, we viewed the SFSS as a test 
with three items, youth, adult caregiver, and clinician.  This “meta-test” had a moderate 
reliability of alpha = 0.66.  The item-total correlations (see Table 3.8) would be good for 
the usual items in a test.  While this viewpoint doesn’t solve the problem of low inter-
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rater correlations, it does contradict the idea that adult caregiver and youth ratings are 
unrelated. Further research using multilevel models may treat the dyad or triad as the 
subject, following (Raudenbush, Brennan, & Barnett, 1995). 
 

Table 3.8   Item-Total Correlations for SFSS Informants 

Item-Total r Item 

0.52 Adult Caregiver SFSS  

0.49 Clinician SFSS  

0.41 Youth SFSS  

 

Adult versus Youth Discriminant Validity 
We hypothesized that discriminant validity would be somewhat better for adults, because 
of the less differentiated cognitive and emotional development of the youth.  We tested 
this with matching youth-adult correlation matrices including only the instruments that 
both respondents shared.  According to the results presented in Table 3.9 youth appear to 
have a more global, less differentiated, view of service satisfaction and treatment 
expectations.   Caregivers appear to have a more global, less differentiated view of 
symptom severity and motivation for treatment.  
 

Table 3.9  Battery Instrument Correlations for Youth and Adult Caregivers 

 Scale SSS TOES MYTS SFSS 

Youth 

SSS 1    

TOES 0.46* 1   

MYTS 0.24* 0.49* 1  

SFSS -0.11* 0.01 0.43* 1 

TAQS 0.50* 0.50* 0.25* -0.13* 

Adult Caregiver 

SSS 1    

TOES 0.18* 1   

MYTS 0.09* 0.04 1  

SFSS -0.10 -0.10 0.57* 1 

Youth and 
Adult Caregiver 

Difference 

SSS 1    

TOES -0.32* 1   

MYTS -0.15 -0.50* 1  

SFSS -0.01 0.11 -0.19* 1 
* Significant at p<.05 
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Chapter 4 

Symptoms and Functioning Severity Scale 

(SFSS) 
 

Background 

Purpose 
The Symptoms and Functioning Severity Scale (SFSS) serves as the core indicator of 
treatment progress in the PTPB.  It is a general measure of youths’ emotional and 
behavior problems intended to measure change over time in closely timed repeated 
measurements (e.g., two weeks apart).  The SFSS is designed to provide systematic 
feedback on the youth’s global level of severity in regard to symptoms and functioning.  
The SFSS is comparable to other existing clinical outcome measures but has the 
advantage of being short (it takes only five to seven minutes to complete) and allowing 
for frequent assessment over time.  The current version also offers two shorter parallel 
forms that can be alternated for weekly assessment of symptom severity.  

Theory 
The emphasis of this battery is on the assessment of both treatment process and treatment 
progress.  Treatment progress is to be assessed frequently so that adjustments to the 
treatment plan can be made while treatment is still ongoing.  But, what is understood as 
treatment progress?  In his popular book, Authentic Happiness, Martin Seligman (2002) 
proposes that if we consider individual well-being to range on a scale from -10 to 10, 
then you can either focus to move a person from -2 to 0 or you could try to move a person 
from 0 to +2.  The former could be described as a reduction of problems, such as typical 
mental health symptoms (e.g., difficulty controlling oneself, feelings of depression, 
experience of anxiety) and the latter as an increase in happiness and hope.  In the PTPB 
we included measures that allow the user to assess progress on both sides of that scale.  
The SFSS is a measure assessing progress in reducing symptom severity and increasing 
functioning.  Thus, it is intended to assess progress from a high, clinical severity level 
into a low non-clinical level of severity.   
 
The SFSS is not too different from existing youth mental health outcome measures.  
Probably the most popular of these is the Child Behavior Checklist (CBCL; Achenbach, 
1991) and the parallel versions, the Youth Self Report (YSR; Achenbach, 1991) and the 
Teacher Rating Form (TRF; Achenbach, 1991).  Among other reasons, the Achenbach 
scales are popular because they provides a total problem score plus eight subscale scores 
(e.g., anxious/depressed and attention problems).  However, they requires the respondents 
to answer over 110 questions.  Completing this questionnaire can easily take the complete 
clinical session and since the CBCL & YSR have a recall period of six months they are 
not a feasible option for frequent administration.  In contrast, the SFSS provides a total 
problem score plus two broad subscale scores (internalizing and externalizing) and uses 
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only 26 items (less items if one of the shorter versions is used).  The 26 items cover 
behaviors and experienced emotions that are linked to the most typical mental health 
disorders for youth including ADHD, conduct disorder, oppositional defiant disorder, 
depression and anxiety.  In addition, the SFSS includes items related to peer and family 
relationship problems as well as substance use.  However, the SFSS is not intended as a 
diagnostic instrument.  It provides a global indicator for overall symptom severity and 
functionality and can be used to track changes over the course of treatment.  If a more 
targeted assessment is desired, we recommend administering a specialized scale on a less 
frequent basis (e.g., every three months) in addition to the SFSS.  Since many youth 
experience co-morbid conditions, a global indicator covering a range of symptoms makes 
sense to utilize in monitoring treatment progress.  
 
We recommend using all three versions (youth, adult caregiver, and clinician) of the 
SFSS simultaneously.  There are significant differences in the perception of the problem 
by the different stakeholders in the treatment process.  In a meta-analysis by Achenbach 
and his colleagues (Achenbach, McConaughy, & Howell, 1987), for example, they found 
that while the agreement between similar informants (e.g., two parents) is relatively high 
(mean r = 0.60), the correlation between different types of informants (e.g., parent and 
teacher) is low (0.28) and even lower if the scores of the youth are compared to those of 
others (0.22).  A more recent review by Meyer and colleagues (2001) generally confirms 
these findings.  Consequently, it seems advantageous if not necessary to triangulate these 
three perspectives.  The brevity and the simplicity of the corresponding SFSS versions 
facilitate this type of comprehensive assessment. 

History of Development 
The SFSS has a long history of development.  An earlier form of the Symptoms and 
Functioning measure was included in the Child and Adolescent Measurement System 
(CAMS; Doucette & Bickman, 2001) which was used in several child and adolescent 
mental health research projects.  Experience with this earlier form of the scale led to 
several revisions.  One of the major revisions we undertook was to create a better balance 
among externalizing and internalizing items.  Using the American Psychological 
Association’s Diagnostic and Statistical Manual of Mental Disorders –Text Revision 
(DSM-IV-TR; 2000) as a general guide, we made sure to include items that cover 
symptoms characteristic of the main disorders described for youth: ADHD, conduct 
disorder, oppositional defiant disorder, depression and anxiety.  In addition, items related 
to peer and family relationship problems and substance use were included.  The revised 
form was then reviewed by the clinical leadership of two mental health provider 
organizations.  We also conducted focus groups with several clinicians at a mental health 
provider organization in Nebraska.  In addition we completed three pilot tests at three 
different provider organizations (the provider in Nebraska, a provider of home-based 
clinical services in Tennessee and Florida, and a crisis center in New York).  Finally, we 
conducted cognitive interviews with youth and their caregivers.  These reviews and tests 
led to more revisions that resulted in the 33-item form of the SFSS (SFSS-33) which 
underwent thorough psychometric evaluation and was published in the first edition of the 
PTPB. 
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The current SFSS has been revised in two important ways.  First, a second round of 
psychometric testing (as described in Chapter 2) allowed us to develop the SFSS-Full, a 
slightly shortened version of the SFSS-33, which retains important measure information 
and maintains strong psychometric qualities.  The psychometric results are presented in 
this chapter.  Secondly, two brief parallel shorter forms of the SFSS, which facilitate 
more frequent assessment, were developed and evaluated.  In order to create these shorter 
forms, we matched items on their content area (e.g., ADHD) and their measure score 
(i.e., the item difficulty level).  Then, one half of the matched pair was included in the 
SFSS Short Form A and the other half in the SFSS Short Form B.  This created two very 
short, non-redundant, measures assessing the same construct (severity level) at a 
comparable difficulty level so that the total scores of these two measures can be 
compared across administrations.  A benefit of the SFSS Short Forms is that they allow 
for weekly assessment of symptom severity.  Additional testing and analyses are planned 
to assess the construct and predictive validity and the sensitivity to change of all forms of 
the SFSS. 

Structure  
The SFSS has three forms, SFSS-Full, SFSS Short Form A and SFSS Short Form B, for 
each respondent group: adult caregiver, clinician, and youth.  The youth and adult 
caregiver versions of the SFSS-Full are each 26 items, while the clinician form of the 
SFSS-Full includes an additional question about self-harm resulting in a 27-item 
measure.  The two equivalent youth and adult caregiver short forms (Short Form A and 
Short Form B) are 13 items, while the clinician Short Forms A and B are each 14 items.  
 
Each item asks the respondent to rate how frequently the youth experienced certain 
emotions or displayed certain behaviors within the last two weeks (e.g., how often they 
got into trouble).  The frequency is rated using a five-point Likert scale and includes the 
following answer categories: never, hardly ever, sometimes, often, and very often.  The 
SFSS Total Score is calculated based on a linear transformation of the item average if at 
least 85 % of the items are completed.  There is a different linear transformation for each 
respondent. Therefore, scores range from 30 to 82 for adult caregivers, 27 to 88 for 
clinicians, and 33 to 86 for youths.  The SFSS Total Scores for a given youth can be 
compared over time as a trend and the SFSS Total Score can be compared to comparison 
samples, such as the psychometric sample presented in this manual.  Based on these 
comparison samples, one can assess whether a score should be considered high, medium, 
or low.   
 
In addition to the SFSS Total Score, there are also two subscale scores available for the 
SFSS-Full: Internalizing and Externalizing.  In order to create these subscale scores, we 
divided the items into internalizing and externalizing symptoms, as it is commonly done 
in clinical practice.  Internalizing disorders, such as depression and anxiety, are expressed 
within the individual and are focused on a clinically problematic affective and/or 
emotional state.  Externalizing disorders, such as conduct disorder and attention deficit 
hyperactivity disorder (ADHD) are expressed overtly.  It is important to note that these 
categorizations were done using theoretical criteria prior to the empirical analyses.  While 
there is some evidence in the psychometric data that confirms the division of the items 
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into internalizing and externalizing symptoms, the results of the confirmatory factor 
analyses do not meet stringent scientific criteria in satisfactory ways.  Therefore, these 
subscale scores should serve mainly to establish whether certain types of items (focusing 
on internalizing or externalizing symptoms) scored higher or lower during a given 
instance of measurement.  To track progress toward reducing the youth’s symptom 
severity level, we recommend using the SFSS Total Score.  Table 4.1 below shows how 
the items of the SFSS relate to the SFSS Short Forms, the Internalizing and Externalizing 
subscales, and the DSM-IV-TR categories that were used to develop the scale. 
 

Table 4.1   SFSS Items in Relation to Short Forms, Subscales, and DSM-IV-TR 
Categories 

Item 
No. Item SFSS- 

Short Form Subscale DSM-IV-TR 
Category 

1 Throw things when mad B E C 
2 Feel unhappy or sad A I D 
3 Get into trouble A E C 
4 Have little or no energy A I D 
5 Disobey adults A E C 
6 Interrupted others B E I 
7 Lie to get things B E C 
8 Hard time controlling temper B E C/I 
9 Worry about a lot of things B I A 

10 Threaten or bully others A E C 
11 Feel worthless  B I D 
12 Have a hard time having fun  B I D 
13 Feel afraid others laugh  A I A 
14 Hang out with kids in trouble B E C 
15 Feel nervous/shy  A I A 
16 Have a hard time paying attention B E I 
17 Get into fights with family/friends  B E C 
18 Have a hard time sitting still A E I 
19 Have a hard time sleeping  B I A 
20 Feel tense B I A 
21 Cry easily A I D 
22 Annoy others on purpose A E C 
23 Argue with adults A E C 
24 Hard time waiting turn A E I 
25* Use drugs B Neither Other 
26* Drink alcohol A Neither Other 
27** Think about hurting self A I D 

DSM-IV-TR category codes: C = conduct or oppositional;            D = depression;                   A = anxiety; 
                                                I = hyperactivity or impulse;        C/I = conduct or impulse.  
*Items not included in calculating scores 
**This Item requires immediate action and is included only on the clinician’s form. 
Items 25 and 26 were uncategorized as they could be associated with any disorder.  
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Administration 
 
The SFSS may be administered during all phases, baseline through follow-up, as 
indicated in Table 4.2, and should be completed by the youth, adult caregiver and 
clinician.  The SFSS-Full may be administered at any phase, while weekly alternating 
administrations of Short Forms A and B may occur during the treatment phase only .  The 
suggested frequency of administration is every other week or at least once a month for 
the SFSS-Full.    
 

Table 4.2   Administration of SFSS by Phase 
Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ 
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Recommended Frequency: Short Form A and B, Weekly, alternating or SFSS-Full, Every two weeks 
 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
forms can be found in Appendix B: Measures and Self-Scoring Forms.  
 
 

Description 

Basic Descriptives 
The possible range of SFSS Total Scores and Internalizing and Externalizing subscale 
scores for all different forms of the SFSS is 30 to 82 for adult caregivers, 27 to 88 for 
clinicians, and 33 to 86 for youths.  The distribution of adult caregiver scores for all SFSS 
forms is approximately normal with no significant skewness or kurtosis.  As can be seen 
in Table 4.6, 25% of the adult caregivers rated the symptom severity of their children to 
be 57 or higher while another 25% rated the severity as relatively low, with scores of 43 
or less.  The distributions of the Internalizing and Externalizing subscales for the adult 
caregiver version of the SFSS-Full are listed in Table 4.3 as well.  The standard 
deviations of the two subscales are only slightly inflated.  The correlation of the two 
subscales scores is relatively high with r= 0.63, but not so high that the subscales are 
indistinguishable. 
 
 
 
 
 
 

Table 4.3   Descriptive Statistics for SFSS-Adult Caregiver Summary Scores 
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Scale N Mean Std Dev Skewness Kurtosis Min Max 

SFSS-Full  686 50.17 10.00 0.16 -0.35 30 82 

Internalizing  684 48.70 10.62 0.32 -0.29 30 82 

Externalizing  688 51.25 11.57 0.16 -0.59 30 82 

SFSS Short Form A 684 50.30 10.20 0.20 -0.35 30 82 

SFSS Short Form B 682 50.01 10.35 0.19 -0.32 30 82 
 
 
The distribution of clinician scores for all SFSS forms (see Table 4.4) is also 
approximately normal with no significant skewness or kurtosis.  A quarter of the 
clinicians rated youth at a high severity of 57 or higher, while another 25 % rated youth at 
low severity of 43 or lower (see Table 4.6).  The distributions of the Internalizing and 
Externalizing subscales show that the mean for the Externalizing subscale is higher by 
about seven points.  The standard deviations of the subscales are also higher compared to 
SFSS Total Score.  The correlation of the two subscales scores is lower for the clinician 
version compared to the adult caregiver and youth versions with r = 0.49 for clinicians.  
That is, the two subscales share approximately 25% of the variance. 
 
 

Table 4.4   Descriptive Statistics for SFSS-Clinician Summary Scores 

Scale N Mean Std Dev Skewness Kurtosis Min Max 

SFSS-Full  710 50.15 10.01 0.08 -0.47 27 88 

Internalizing  708 49.08 11.36 0.37 -0.17 27 88 

Externalizing  711 50.87 11.87 0.14 -0.46 27 88 

SFSS Short Form A 709 50.01 10.26 0.11 -0.52 27 88 

SFSS Short Form B 709 50.22 10.40 0.09 -0.43 27 88 
 
As can be seen in Table 4.5, the average youth scores across SFSS forms is 
approximately 50 with a distribution that is approximately normal and low levels of 
skewness and kurtosis.  A quarter of the youth rate themselves as experiencing high 
severity with a score of 56 or higher, while another 25 % rated themselves as having a 
low severity with a score of 42 or lower (see Table 4.6).  The correlation of the SFSS-
Full Internalizing and Externalizing subscales is high with r = 0.63 but significantly less 
than the internal reliability estimates (see Table 4.8). 
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Table 4.5   Descriptive Statistics for SFSS-Youth Summary Scores 

Scale N Mean Std Dev Skewness Kurtosis Min Max 

SFSS-Full  760 50.10 10.01 0.37 -0.22 33 86 

Internalizing  759 50.01 12.03 0.54 -0.38 33 86 

Externalizing  761 50.14 10.73 0.39 -0.22 33 86 

SFSS Short Form A 755 50.03 10.08 0.42 -0.08 33 86 

SFSS Short Form B 754 50.14 10.80 0.42 -0.22 33 86 
 

Quartiles 
High scores (high severity) are in the top quarter, with low scores (low severity) in the 
bottom quarter as presented in Table 4.6.  For example, for the adult caregiver SFSS 
Total Score, a score greater than 57 is considered high in severity, while a score less than 
43 is considered low in severity. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample. This information is 
presented in the last section of this chapter. 
 

Table 4.6   SFSS-Full Quartiles 
 

 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
4.7.  These alphas suggest a satisfactory degree of internal consistency for the SFSS Total 
Scores.  As expected, the SFSS Short Forms have smaller internal consistency estimates 
compared to the SFSS-Full, as can be seen in Table 4.7.  However, the difference is small 
and the alphas for the SFSS Short Forms are still in the satisfactory range, suggesting that 
they can be used with comparable reliability.   
 
 

Quartile Adult 
Caregiver Clinician Youth 

100% Max 81 78 82 

75%  Q3 57 57 56 

50%  Median 50 50 50 

25%  Q1 43 43 42 

0%    Min 30 27 32 
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Table 4.7   Cronbach’s Alphas for the SFSS 

Scale SFSS-Full Short Form A Short Form B 

SFSS-Youth 0.92 0.84 0.86 

SFSS-Adult Caregiver 0.94 0.88 0.89 

SFSS-Clinician 0.93 0.86 0.87 
 
The internal consistency reliability of the SFSS-Full Internalizing and Externalizing 
subscales is presented in Table 4.8.  The reliability estimates for these subscales are high, 
suggesting that the subscale scores can be used with satisfactory internal reliability based 
on this psychometric sample.  

 
Table 4.8   Cronbach’s Alphas for the SFSS-Full Subscales 

Scale Internalizing Externalizing 

SFSS-Adult Caregiver 0.89 0.93 

SFSS-Clinician 0.89 0.93 

SFSS-Youth 0.88 0.89 
 

Comprehensive Item Psychometrics 
Tables 4.9 to 4.11 present the comprehensive item psychometrics.  Shaded cells indicate 
that a criterion was out of the range of sought values, as described previously in Table 2.2 
in Chapter Two.  Only items with two or more shaded cells are considered problematic. 
 
Overall results for the adult caregiver, clinician, and youth versions were similar.  
Although two items with near-floor means (assessing use of alcohol and drugs) had many 
psychometric warnings for all three respondents, it should be noted that these items are 
not included in the SFSS Total Score calculation.  These items are included for the 
clinically meaningful information the items provide.  
 
Besides the items assessing using drugs and alcohol, the item assessing whether the youth 
spends time with other youth who get in trouble is flagged as problematic in the adult 
caregiver and clinician samples.  The high infit and outfit values as well as the relatively 
low discrimination value suggest that this item behaves differently from the other items 
in the scale and is not the most efficient item to use in differentiating youth with different 
severity levels.  However, because of its content validity, the acceptable item-total 
correlation for the adult caregiver sample and the desire to keep the SFSS forms identical 
across respondents; we decided to retain the item in the scale. 
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Table 4.9   Comprehensive Item Analysis for the SFSS-Youth 
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Worry 756 3.04 1.36 -1.13 0.60 0.62 -0.62 0.94 0.97 1.01 
Feel unhappy 758 2.95 1.24 -0.81 0.60 0.63 -0.54 0.79 0.86 1.10 
Trouble 753 2.79 1.27 -0.91 0.53 0.57 -0.40 0.96 1.06 0.86 
Interrupt 750 2.54 1.18 -0.52 0.62 0.56 -0.38 0.84 0.86 1.15 
Temper 757 2.74 1.36 -1.04 0.63 0.67 -0.35 0.89 0.86 1.19 
Disobey 750 2.66 1.24 -0.76 0.57 0.60 -0.28 0.86 0.88 1.07 
Sitting still 755 2.61 1.36 -1.07 0.57 0.62 -0.24 1.02 1.01 0.99 
Annoy others 755 2.23 1.29 -0.53 0.61 0.54 -0.20 0.86 0.84 1.18 
Lie 753 2.10 1.15 0.11 0.52 0.56 -0.17 0.87 0.96 0.94 
Get along with family 756 2.47 1.28 -0.73 0.61 0.67 -0.11 0.87 0.85 1.09 
No energy 751 2.41 1.27 -0.77 0.39 0.40 -0.05 1.24 1.49 0.61 
Nervous around others 755 2.38 1.29 -0.76 0.48 0.49 -0.02 1.14 1.19 0.88 
Hard time sleeping 756 2.34 1.39 -0.90 0.58 0.61 0.02 1.13 1.10 1.03 
Tense 752 2.28 1.28 -0.66 0.63 0.66 0.08 0.89 0.88 1.21 
Cry easily  756 2.24 1.38 -0.67 0.51 0.52 0.12 1.28 1.30 0.90 
Argue with adults 757 2.57 1.29 -0.87 0.52 0.65 0.12 1.12 1.08 0.97 
Kids in trouble 757 2.19 1.23 -0.41 0.42 0.47 0.17 1.22 1.21 0.79 
Throw when mad 754 1.98 1.15 -0.13 0.53 0.53 0.26 0.94 0.90 0.98 
Worthless 756 2.06 1.30 -0.35 0.64 0.66 0.30 1.02 0.90 1.19 
Hard to have fun 757 2.06 1.21 -0.25 0.46 0.49 0.30 1.17 1.28 0.90 
Waiting your turn 758 2.04 1.19 0.00 0.51 0.55 0.33 1.06 1.04 1.01 
Paying attention 760 2.77 1.30 -0.98 0.49 0.66 0.39 1.07 1.09 0.95 
Afraid of laugh 759 1.97 1.26 0.04 0.52 0.52 0.41 1.24 1.13 1.00 
Bully 751 1.64 0.95 1.91 0.45 0.47 0.84 1.07 0.99 0.98 
Use drugs non-medical* 760 1.26 0.75 10.67 0.19 0.16 1.47 1.76 1.71 0.93 
Drink alcohol* 764 1.26 0.68 8.37 0.22 0.21 1.48 1.46 1.37 0.96 

Note: Items listed in ascending order by item difficulty (Measure) 
*items not included in total score 
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Table 4.10   Comprehensive Item Analysis for the SFSS-Adult Caregiver 
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Disobey 680 3.08 1.26 -0.89 0.71 0.77 -0.55 0.77 0.80 1.28 
Feel unhappy 683 3.04 1.05 -0.21 0.62 0.62 -0.50 0.71 0.85 1.17 
Interrupt 683 2.93 1.24 -0.86 0.65 0.71 -0.47 0.88 0.87 1.18 
Temper 682 2.99 1.31 -1.03 0.70 0.76 -0.44 0.83 0.81 1.21 
Annoy others 683 2.79 1.33 -1.01 0.71 0.69 -0.40 0.88 0.86 1.23 
Lie 681 2.66 1.34 -1.03 0.65 0.67 -0.38 0.86 0.88 1.11 
Worry 680 2.90 1.24 -0.85 0.54 0.51 -0.34 1.07 1.09 0.82 
Argue with adults 678 2.95 1.35 -1.10 0.62 0.78 -0.24 1.04 1.04 1.01 
Sitting still 681 2.73 1.31 -0.99 0.57 0.58 -0.17 1.13 1.11 0.83 
Get along with family 682 2.72 1.23 -0.82 0.71 0.76 -0.16 0.74 0.72 1.28 
Trouble 682 2.67 1.21 -0.79 0.66 0.69 -0.11 0.83 0.82 1.18 
Throw when mad 683 2.13 1.22 -0.46 0.61 0.66 -0.10 1.11 1.13 0.95 
Tense 682 2.55 1.17 -0.65 0.63 0.58 0.02 0.83 0.84 1.18 
No energy 677 2.46 1.22 -0.84 0.42 0.42 0.12 1.35 1.61 0.46 
Afraid of laugh 683 2.38 1.27 -0.81 0.58 0.58 0.22 1.13 1.09 0.91 
Waiting your turn 682 2.36 1.25 -0.76 0.63 0.67 0.24 0.97 0.96 1.09 
Worthless 676 2.31 1.21 -0.69 0.65 0.62 0.29 0.91 0.85 1.13 
Nervous around others 684 2.32 1.17 -0.50 0.43 0.39 0.29 1.29 1.39 0.64 
Hard time sleeping 681 2.26 1.24 -0.51 0.51 0.47 0.35 1.26 1.25 0.73 
Cry easily 681 2.24 1.21 -0.33 0.54 0.54 0.38 1.14 1.14 0.85 
Hard to have fun 680 2.19 1.11 -0.34 0.57 0.54 0.44 0.95 0.95 1.02 
Kids in trouble 683 2.19 1.28 -0.62 0.45 0.49 0.44 1.50 1.63 0.55 
Bully 683 2.13 1.24 -0.43 0.61 0.65 0.51 1.11 1.01 1.04 
Paying attention 685 3.01 1.26 -0.84 0.63 0.67 0.51 1.02 0.97 1.12 
Use drugs non-medical* 684 1.27 0.77 10.66 0.24 0.22 1.86 1.94 1.71 0.89 
Drink alcohol* 685 1.21 0.66 12.15 0.19 0.16 2.09 1.84 1.96 0.91 

Note: Items listed in ascending order by item difficulty (Measure). 
*items not included in total score 
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Table 4.11   Comprehensive Item Analysis for the SFSS-Clinician 
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Feel unhappy 707 3.07 0.92 0.20 0.57 0.52 -0.76 0.72 0.74 1.33 
Disobey 704 2.98 1.07 -0.51 0.66 0.77 -0.65 0.77 0.78 1.26 
Annoy others 709 2.43 1.19 -0.75 0.72 0.72 -0.61 0.78 0.78 1.31 
Worry 709 2.93 1.09 -0.47 0.50 0.42 -0.59 1.07 1.09 0.89 
Get along with family 708 2.92 1.08 -0.51 0.69 0.74 -0.57 0.72 0.72 1.35 
Trouble 706 2.83 1.02 -0.37 0.60 0.69 -0.46 0.79 0.80 1.23 
Temper 708 2.83 1.10 -0.55 0.66 0.74 -0.46 0.81 0.83 1.24 
Interrupt 706 2.61 1.13 -0.69 0.62 0.71 -0.43 0.91 0.92 1.10 
Lie 707 2.49 1.06 -0.43 0.63 0.66 -0.17 0.93 0.92 1.10 
Tense 708 2.56 1.07 -0.53 0.65 0.57 -0.10 0.80 0.81 1.26 
Throw when mad 709 1.87 0.93 -0.17 0.59 0.61 0.00 0.91 0.91 1.09 
Argue with adults 706 2.95 1.16 -0.71 0.64 0.81 0.06 1.05 1.01 0.99 
Nervous around others 709 2.38 1.05 -0.36 0.40 0.31 0.14 1.23 1.30 0.66 
Worthless 708 2.37 1.09 -0.56 0.56 0.46 0.15 1.05 1.06 0.95 
Sitting still 708 2.37 1.16 -0.69 0.57 0.62 0.15 1.15 1.12 0.87 
No energy 706 2.33 1.04 -0.50 0.41 0.36 0.21 1.22 1.22 0.68 
Kids in trouble 706 2.29 1.11 -0.63 0.38 0.44 0.26 1.44 1.44 0.46 
Afraid of laugh 708 2.26 1.13 -0.48 0.50 0.43 0.31 1.26 1.20 0.73 
Waiting your turn 709 2.25 1.07 -0.57 0.58 0.64 0.32 1.00 1.02 1.02 
Hard to have fun 705 2.18 0.98 -0.46 0.52 0.45 0.43 0.96 0.99 1.00 
Hard time sleeping 707 2.16 1.09 -0.17 0.50 0.41 0.46 1.21 1.24 0.77 
Cry easily 708 2.03 1.06 -0.08 0.47 0.41 0.65 1.27 1.29 0.74 
Bully 707 1.97 1.03 -0.16 0.56 0.64 0.74 1.09 1.02 0.99 
Paying attention 708 2.81 1.13 -0.75 0.55 0.63 0.91 0.95 0.88 1.10 
Think about hurting self* 697 1.35 0.67 4.49 0.40 0.39 1.72 1.13 1.02 1.01 
Use drugs non-medical* 707 1.29 0.72 7.93 0.18 0.18 1.94 1.84 1.88 0.77 
Drink alcohol* 712 1.25 0.63 7.50 0.13 0.14 2.09 1.66 2.10 0.80 

Note: Items listed in ascending order by item difficulty (Measure). 
*items not included in total score 
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In the youth and adult caregiver samples, the item assessing decreased energy is also 
flagged as a potential problematic item.  The relatively low item-total correlation for the 
youth sample (0.39) suggests that this item is not a strong predictor of severity.  
Additionally, this item has a lower than satisfactory efficiency in differentiating youth 
with different severity levels in the youth and caregiver samples.  However, we 
determined that the deviations from the recommended criteria of quality were slight and 
the goal of keeping all three versions parallel across respondents was important.  For 
these reasons, we chose to retain this item.  

Standard Errors of Measurement  
For the SFSS, the standard errors of measurement (SEMs) are presented in Table 4.12.  
For example, on the adult caregiver SFSS-Full, we can say that a caregiver’s true score is 
between approximately ± 2 SEMs, or ± 5.00 points with 95% certainty.  
 
It is not surprising that the SEMs for the SFSS Short Forms are higher than those for the 
SFSS-Full given their somewhat lower internal consistency reliabilities.  The higher 
standard error for the youth versions also suggest that there is less certainty in the exact 
level of the youth’s rating of severity at any given measurement instance.  Having 
multiple measurement instances from the same youth allows direct comparisons to the 
youth’s prior ratings. 
  

Table 4.12   Standard Errors of Measurement by SFSS Form and Informant 

SFSS Form Adult Caregiver Clinician Youth 

SFSS-Full 2.50 2.72 2.85 

SFSS Form A 3.60 3.90 4.07 

SFSS Form B 3.50 3.82 3.98 
 

Index of Minimum Detectable Change 
The reliable change threshold for each form and informant on the SFSS is reported in 
Table 4.13.  For example, the index of minimal detectable change (MDC) for the youth 
self-report total score on the SFSS-Full is 4.63 points, giving us 75% confidence that a 
difference of more than 4.63 points is not due to chance.  If the change is in a negative 
direction (i.e., decrease in score) it represents an improvement in perceived youth 
symptoms and functioning, while a change in the positive direction (i.e., increase in 
score) indicates that the youth’s global severity is worsening. 
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Table 4.13   Minimum Detectable Change Thresholds for Total Score by SFSS Form 
and Informant 

SFSS Form 
Adult Caregiver 

75% 

Clinician 

75% 

Youth 

75% 

SFSS-Full 4.07 4.43 4.63 

SFSS Form A 5.85 6.35 6.62 

SFSS Form B 5.69 6.22 6.47 
 

Test-Retest Reliability (Reprinted from the first edition of the PTPB) 
Another test of a scale’s reliability is its test-retest correlation.  For this purpose data are 
typically collected from the same group of individuals at two different time points.  For 
scales that measure a more or less constant construct, such as an intelligence test, one 
would expect high correlations between the first time an individual was assessed and the 
second time, even if the time between those two measurement instances is substantial 
(e.g., a year).  For a construct like symptom severity, change is expected over time, 
especially if the youth is in treatment.  On average, one would not expect major changes 
in a short time period (e.g., two weeks).  Since the average time interval of seven days 
between administrations in our test-retest sample from the first edition of the PTPB (SD = 
3.8; range 1-14 days), we would expect a relatively high correlation of 0.7 or higher.  
Table 4.14 provides the correlations for our test-retest samples, in which correlations 
range between 0.68 and 0.87.  These results (reprinted from the first edition) suggest 
some variability over time, as expected since the youth are in treatment, as well as a 
relatively strong relationship between the two assessments.  For example, approximately 
75% of the variance in adult caregiver ratings at the second assessment can be explained 
by using the ratings from the first assessment.  In comparison, the test-retest reliability is 
the strongest for adult caregivers, followed by clinicians, and the lowest for youth. It is 
important to note that the observed correlations with samples of 54-88 participants are 
only approximate due to sampling error.  Future analyses with larger samples will have to 
confirm the robustness of these results.  

 
Table 4.14   SFSS Test-Retest Correlations* 

Respondent r N 

Adult Caregiver 0.87 54 

Clinician 0.74 88 

Youth 0.68 84 
*Reprinted from the first edition of the PTPB (2007) 
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Evidence of Validity 
 
The objective of this section is to provide evidence for the construct validity of the SFSS.  
The construct the SFSS is intended to measure is complex.  Weiss, Susser & Catron’s 
(1998) model of psychopathology suggests that it has wide-band common features (i.e., 
internalizing and externalizing) as well as narrow-band specific features (e.g., anxiety 
versus depression).  According to the DSM-IV-TR, psychopathology occurs in distinct 
subtypes, each defined by distinct profiles of symptoms and deficits.  The psychometric 
sample includes youth with a wide variety of problems and the SFSS estimates severity 
over a broad range of problems including anxiety, depression, behavior problems, as well 
as other problems youth typically experience often at the same time.  Thus, we did not 
expect to find as clear of a factor structure as found in specialized measures, such as 
Brekke’s (2002) five aspects of social functioning in schizophrenics.  Interpretation of the 
factor analyses presented below should take this complexity into account.   
 

Scree Plot 
A combined scree plot of eigenvalues for the three informants of the SFSS-Full, youth, 
adult caregiver and clinician, appears in Figure 4.1.  The plots suggests that the three 
respondents respond in a similar fashion, with one large and robust principle component, 
and four additional ones that contribute to less than 5% of the variance.  Since we used 
theoretical considerations prior to the empirical analyses when we determined whether 
each of the items should be considered part of the Internalizing or Externalizing subscale, 
we present the results of the confirmatory factor analysis (CFA) next. 
 

 
Figure 4.1 Combined Scree Plot of Eigenvalues for SFSS 
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Confirmatory Factor Analysis 
We evaluated two different models using a confirmatory factor analysis (CFA) conducted 
with SAS CALIS in a mode emulating Bentler & Wu’s (1995) EQS.  The first model 
loads all items onto one factor, but includes only items that could be clearly theoretically 
classified as Internalizing or Externalizing (see Table 4.1).  The second model included 
the same items as the first model but is based on two correlated factors (internalizing and 
externalizing) according to the theory (see Table 4.1).  These models are nested and thus 
can be compared directly. 
 
As can be seen in Tables 4.15, 4.16, and 4.17, none of the models meet all the established 
criteria of fit (CFI, GFI, and SRMR) in a satisfactory way.  Comparatively, however, the 
second model has a clear superior fit relative to the first model, which is confirmed by the 
significant chi-square differences tests.  We consider this indirect evidence and support 
for the validity and use of the two subscale scores.  Given this support from CFA, the 
high internal reliability of the SFSS subscales and the difference of their average scores 
for all three respondent types, we feel comfortable recommending the use of the two 
subscales as a general orientation to youth severity, in addition to the SFSS Total Score. 
 
The standardized factor loadings for the items on the internalizing and externalizing 
factors in the third model ranged for the adult caregiver version from 0.47 to 0.76 for 
internalizing, and 0.43 to 0.83 for externalizing.  For the clinician version, they ranged 
from 0.52 to 0.74 and 0.47 to 0.81 respectively.  The range for the youth version is 0.44 
to 0.73 and 0.52 to 0.72.  These loadings should be considered with caution, because of 
the less than satisfactory fit of the overall model to the data. 
 

Table 4.15   Evaluation of the SFSS Factor Structure – Adult Caregiver 

Model χ2 df χ2 / 
df χ2 diff Bentler 

CFI 
Joreskog 

GFI SRMR 

One-Factor – 
Selected Items 2303.2 252 9.14  0.74 0.64 0.10 

Two Correlated 
Factors  1143.5 251 4.55 1159.7 0.89 0.85 0.05 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 

 

Table 4.16   Evaluation of the SFSS Factor Structure – Clinician 

Model χ2 df χ2 / 
df χ2 diff Bentler 

CFI 
Joreskog 

GFI SRMR 

One-Factor – 
Selected Items 3449.4 252 13.68  0.63 0.56 0.13 

Two Correlated 
Factors  1768.8 251 7.05 1680.6 0.82 0.79 0.07 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
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Table 4.17   Evaluation of the SFSS Factor Structure – Youth 

Model χ2 df χ2 / 
df χ2 diff Bentler 

CFI 
Joreskog 

GFI SRMR 

One-Factor – 
Selected Items 2000.6 252 7.94  0.73 0.69 0.09 

Two Correlated 
Factors  1056.6 251 4.21 944.0 0.88 0.87 0.06 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 

 

 

Convergent and Discriminant Validity 
 
In order to provide additional evidence for the construct validity of the SFSS, we also 
evaluated criteria for discriminant and convergent validity.  Discriminant validity showed 
that using the scale, the construct can be measured in a way that it can be differentiated 
from related but distinctly different constructs (see chapter 3 for more information).  In 
convergent validity, we examined the degree to which the operationalization is similar to 
(converges on) other operationalizations to which it should be theoretically similar.  
Evidence for convergent validity was established by showing that the SFSS Total scores 
correlated highly with other established scales that measure the same or a very similar 
construct.  Sometimes, this is also referred to as concurrent validity.  Evidence for this 
convergent and discriminant validity for the SFSS is presented in Chapter 3.   
 

Using the SFSS 

Scoring 
Use the self-scoring forms (Tables 4.19, 4.20, and 4.21) to calculate the SFSS Total 
Score.  These tables are also available with the measures in Appendix B.  Enter the value 
for the selected responses in fields A-AA for the SFSS-Full, or fields A-Q or A-P for 
Short Form A or Form B respectively.  Calculate the SFSS Total Score by adding the 
scores and then divide the sum by the number of items to calculate the average score.  For 
the youth and caregiver versions, total number of items is 26 for the SFSS-Full, 13 for 
Short Form A, and 13 for Short Form B. For the clinician version, there are 27 total items 
for the SFSS-full, and 14 items on both Short Form A and Short Form B.  Once the total 
average is calculated, a linear transformation is done by multiplying this average by the 
factor U and then adding the factor V as shown in Table 4.18.  There are no reverse 
coded items in the SFSS.  The self-scoring forms are also available in Appendix B: 
Measures and Self-Scoring Forms. 
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Table 4.18   Factors for Linear Transformation of SFSS Scores 

 U V 
Youth 13.405 18.220 
Adult Caregiver 12.594 17.636 
Clinician 15.291 12.004 

 
Use the scoring forms in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
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Table 4.19   Self-Scoring Form – SFSS- Full 

Item 
Values for Responses 

Enter value for selected responses 
here and calculate scores as 

instructed 

Never Hardly Ever Sometimes Often Very 
Often Subscale E Subscale I  

1 1 2 3 4 5  A  

2 1 2 3 4 5 B   

3 1 2 3 4 5  C  

4 1 2 3 4 5 D   

5 1 2 3 4 5 E   

6 1 2 3 4 5  F  

7 1 2 3 4 5 G   

8 1 2 3 4 5  H  

9 1 2 3 4 5 I   

10 1 2 3 4 5  J  

11 1 2 3 4 5 K   

12 1 2 3 4 5 L   

13 1 2 3 4 5 M   

14 1 2 3 4 5 N   

15 1 2 3 4 5 O   

16 1 2 3 4 5 P   

17 1 2 3 4 5  Q  

18 1 2 3 4 5 R   

19 1 2 3 4 5  S  

20 1 2 3 4 5  T  

21 1 2 3 4 5 U   

22 1 2 3 4 5 V   

23 1 2 3 4 5  W  

24 1 2 3 4 5  X  

25* 1 2 3 4 5   Y 
26* 1 2 3 4 5   Z 
27** 1 2 3 4 5   AA 

Subscale 
E 

Sum of B, D, E, G, I, K-P, R,  and  U-V BB 

 BB / 14 CC 

▲Perform calculation noted below DD 

Subscale 
I 

Sum of A, C, F, H, J, Q, S, T, W and X EE 

 EE / 10 FF 

▲ Perform calculation noted below GG 

Total Score 

Sum of BB and EE HH 

HH / 24 II 

▲ Perform calculation noted below JJ 
▲ For Youth, multiply by 13.405 and add 18.220                                        SFSS Subscale E Score = DD 
▲ For Adult Caregiver, multiply by 12.594 and add 17.636                          SFSS Subscale I Score = GG 
▲For Clinician, multiply by 15.291 and add 12.004                                        SFSS-Full Total Score = JJ 
*not included in Total Score 
**clinician form only 
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Table 4.20   Self-Scoring Table - SFSS Short Form A 

Item 

Values for Responses 

Enter value for selected responses 
here and calculate scores as 

instructed 
N

ev
er

 

H
ar

dl
y 

Ev
er

 

So
m

et
im

es
 

O
fte

n 

V
er

y 
O

fte
n 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 

Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form A Total Score = Q 
*Not included in total score 
**Clinician form only 
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Table 4.21   Self-Scoring Form- SFSS Short Form B 

Item 

Values for Responses 

Enter value for selected responses 
here and calculate scores as 

instructed 
N

ev
er

 

H
ar

dl
y 

Ev
er

 

So
m

et
im

es
 

O
fte

n 

V
er

y 
O

fte
n 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 

Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form B Total Score = Q 
*Not included in total score 
**Clinician form only 

 

Interpretation 
The SFSS assesses symptoms and functioning during the previous two weeks.  Scores on 
the SFSS can fluctuate from one administration to the next.  Thus, it is important to 
interpret whether these changes represent clinically significant change and if so, what 
may have caused it.  It will also be important to administer the SFSS frequently so that 
general trends can be reliably assessed.  A negative trend indicates that the youth is 
experiencing fewer problem behaviors and emotions. 
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Low, Medium, High Scores 
In general, the total scores of the SFSS can range from 30 to 82 for adult caregivers, 27 to 
88 for clinicians, and 33 to 86 for youths, where a high score represents high severity and 
a low score indicates low severity.  The low, medium, high scores presented in Table 
4.22 apply to all forms of the SFSS, and help to judge whether a score should be 
considered relatively low, medium, or high, compared to the current psychometric 
sample.  Respondents who rate their (or the youth’s) severity as high are indicating that 
the youth is experiencing behaviors or emotions that are causing problems in his or her 
life.  When a youth (or adult caregiver or clinician) reports low severity, it indicates that 
the youth is experiencing few problem behaviors or emotions. 
 

Table 4.22   SFSS Low, Medium, and High Total Scores  
Scale / Subscale Low Medium High 

SFSS-Youth < 42 42 - 56 > 56 

     Internalizing < 41 41 - 58 > 58 

     Externalizing < 42 42- 57 > 57 

SFSS- Adult Caregiver < 43 43- 57 > 57 

     Internalizing < 40 40- 55 > 55 

     Externalizing < 43 43- 59 > 59 

SFSS-Clinician < 43 43- 57 > 57 

     Internalizing < 41 41- 56 > 56 

     Externalizing < 43 43- 59 > 59 

 

Percentile Ranks 
Percentile ranks for the youth, adult caregiver and clinician psychometric samples appear 
in Table 4.23.  For example, as shown in the table for youth respondents, a total score of 
44 is in the 30th percentile.  This means that in the psychometric sample, 30% scored 44 
or lower and 70% scored higher. 
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Table 4.23   SFSS Percentile Ranks for Total Scores 
SFSS-Youth  SFSS-Adult Caregiver  SFSS-Clinician 

Score Percentile  Score Percentile  Score Percentile 
32 1  30 1  27 0 
33 2  31 2  28 1 
34 4  32 3  29 1 
35 6  33 4  30 1 
36 8  34 6  31 2 
37 10  35 7  32 3 
38 12  36 9  33 4 
39 16  37 11  34 6 
40 18  38 13  35 8 
41 21  39 15  36 11 
42 23  40 17  37 12 
43 27  41 20  38 13 
44 30  42 23  39 15 
45 33  43 25  40 18 
46 37  44 29  41 20 
47 41  45 33  42 23 
48 45  46 35  43 26 
49 48  47 39  44 30 
50 50  48 42  45 33 
51 55  49 48  46 35 
52 58  50 50  47 39 
53 63  51 54  48 41 
54 67  52 57  49 45 
55 71  53 61  50 50 
56 73  54 65  51 53 
57 77  55 69  52 57 
58 81  56 72  53 62 
59 84  57 75  54 66 
60 85  58 78  55 69 
61 86  59 81  56 71 
62 88  60 83  57 75 
63 89  61 86  58 79 
64 91  62 89  59 81 
65 92  63 90  60 83 
66 93  64 92  61 84 
67 94  65 93  62 89 
68 95  66 94  63 91 
69 95  67 95  64 92 
70 96  68 96  65 93 
71 98  69 97  66 94 
72 98  70 97  67 95 
73 99  71 98  68 96 
74 99  72 98  69 96 
75 99  73 99  70 97 
76 100  74 99  71 98 
77 100  75 99  72 99 

 

 76 100  73 99 
 77 100  74 99 
 78 100  75 100 
 79 100  76 100 
 80 100  

 
 81 100  
   

Note: Percentiles on the SFSS short forms are extremely similar. 
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Chapter 5 

Brief Multidimensional Students’ Life Satisfaction Scale–PTPB 

(BMSLSS-PTPB) 
 

Background 

Purpose 
The Brief Multidimensional Students’ Life Satisfaction Scale-PTPB (BMSLSS-PTPB) is 
a measure of perceived quality of life.  The CEPI form represents a revised version of the 
BMSLSS (Seligson, Huebner, & Valois, 2003).  Perceived quality of life—sometimes 
called life satisfaction—may be defined as “a global evaluation by the person of the 
quality of his or her life” (Pavot, Diener, Colvin, & Sandvik, 1991, p. 150).  In addition to 
global quality of life, domain specific life satisfaction may be assessed (e.g. satisfaction 
with family life).  The BMSLSS-PTPB was designed to assess global life satisfaction as 
well as domain specific satisfaction with family, friends, school, self and living 
environment.  Quality of life and life satisfaction may be targeted directly or indirectly 
with treatment and thus can be thought of as positive, strengths-based indicators of 
treatment progress.  

Theory 
Few life satisfaction measures exist that are suitable for use with children and 
adolescents.  Four developmentally appropriate life satisfaction measures (Quality of Life 
Profile-Adolescent Version, Raphael, Rukholm, Brown, Hill-Bailey, & Donato, 1996; 
Comprehensive Quality of Life Scale, Gullone & Cummins, 1999; Students’ Life 
Satisfaction Scale, Huebner, 1991; Perceived Life Satisfaction Scale, Adelman, Taylor & 
Nelson, 1989) provide only a global satisfaction score.  In contrast, the Multidimensional 
Students’ Life Scale (MSLSS; Huebner, 1994) provides a global satisfaction score as 
well as scores in the five domains assessed by the BMSLSS (family, friends, school, self 
and living environment).  However, the MSLSS is a 40-item measure, making it less 
practical under real world conditions when time is limited.  To adjust for this, the 
BMSLSS was designed with six items as a brief quality of life measure for use with 
children and adolescents.  The BMSLSS is based on the same conceptualization as the 
MSLSS and both provide a multicontextual profile of quality of life (Seligson et al., 
2003).  

History of Development 
The development of the BMSLSS followed the development of the 40-item MSLSS.  
Based on the conceptual framework of the MSLSS, five new items were developed for 
the BMSLSS, with each item representing one of the five life satisfaction domains (i.e., 
family, friends, school, self and living environment).  Psychometric analysis of the initial 
five items of the BMSLSS indicated that the measure had adequate internal consistency 
and validity (Seligson et al., 2003).  Seligson added a sixth item, the one-item Rating of 
Global Life Satisfaction (GLLS) at the end of the BMSLSS to provide an assessment of 
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overall life satisfaction.  To address concerns about comprehension and readability for 
youth self-report measures, and based on the results of psychometric analysis, we 
changed the wording of the questions and simplified the item stems for clarity as 
described below.   
 
As originally published by Huebner (1994), the BMSLSS measured life satisfaction with 
Andrews and Withey’s (1976) Delighted-Terrible Scale, a one to seven Likert-type scale 
as presented in Figure 5.1.  After an item response theory (IRT) analysis of the 
psychometric study sample indicated that some response alternatives were not 
empirically distinct, we revised the response alternatives to the current values of ”Very 
Dissatisfied, Somewhat Dissatisfied, Neither Satisfied nor Dissatisfied, Somewhat 
Satisfied, and Very Satisfied” to create the BMSLSS-PTPB (see Figure 5.2).  The 
resulting 6-item scale with five item response alternatives comprised the BMSLSS 
published in the first edition of the PTPB.  After another complete psychometric analysis 
with results described here, the BMSLSS-PTPB items and response alternatives remains 
unchanged in the second edition of the PTPB. 
 
These six questions ask about your satisfaction with different areas of your life.  Circle 
the best answer for each. 
 
1.. I would describe my satisfaction with my family life as: 

a) Terrible e) Mostly satisfied 
b) Unhappy f) Pleased 
c) Mostly dissatisfied g) Delighted 
d) Mixed (about equally satisfied and dissatisfied) 

 

Figure 5.1   Huebner BMSLSS Response Categories 1-7 
 

 
 
Please place an ‘X’ in the one box that best indicates how satisfied or dissatisfied you 
CURRENTLY are with each item below. There is no right or wrong answer. 
 

 
HOW SATISFIED OR 
DISSATISFIED ARE 
YOU WITH... 

Very 
Dissatisfied 

Somewhat 
Dissatisfied 

Neither  
Satisfied 

Nor 
Dissatisfied 

Somewhat 
Satisfied 

Very 
Satisfied 

1. Your family life □ □ □ □ □ 

Figure 5.2   BMSLSS-PTPB Response Categories 1-5 
 

Structure 
The BMSLSS-PTPB measures life satisfaction using six youth appropriate items, five of 
which measure satisfaction in a specific life domain and one of which measures overall 
life satisfaction.  
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As shown in Figure 5.2, the BMSLSS-PTPB uses a standard five-point Likert-type scale 
for each item with responses ranging from one (Very Dissatisfied) to five (Very 
Satisfied).  The BMSLSS-PTPB Total Score describes overall youth life satisfaction, and 
is based on the average item total if more than 85% of the items are completed.  The total 
score, along with each item, was evaluated with classical test theory (CTT), confirmatory 
factor analysis (CFA), and Rasch modeling.  The psychometrics described below are 
based on the complete sample of the psychometric study.  See Chapter 2 for more detail 
on the psychometric sample and test development procedures. 
 

Administration 
 
As shown in Table 5.1, the BMSLSS-PTPB may be administered during all phases and is 
completed by the youth.  The suggested frequency of administration is every other week 
or at least once a month.  
 

Table 5.1   Administration of BMSLSS-PTPB by Phase 

Baseline Treatment Discharge Follow-Up 
Y A C Y A C Y A C Y A C 

■   ■   ■   ■   
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested frequency: Every other week or at least once a month. 

 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
forms can be found in Appendix B: Measures and Self-Scoring Forms.  
 

Description 

Basic Descriptives 
The descriptive statistics for the BMSLSS-PTPB from the psychometric sample appear in 
Table 5.2.  They show fairly high satisfaction for the psychometric sample, but not so 
high as to restrict the variance by ceiling artifacts.  Results suggest some variation in 
youth responses to each item. 
 

Table 5.2   Descriptive Statistics for BMSLSS–PTPB Total Score 

Scale N Mean Std 
Dev Skewness Kurtosis Min Max 

BMSLSS-PTPB 694 3.81 0.85 -0.67 0.10 1.00 5.00 
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Quartiles 
High scores, indicating high satisfaction, are those in the top quarter, with low scores in 
the bottom quarter as presented in Table 5.3.  For the BMSLSS-PTPB Total Score, a 
score greater than 4.5 is considered high, while a score less than 3.3 is considered low.   
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample. This information is 
presented in the last section of this chapter. 
 

Table 5.3   BMSLSS–PTPB Total Score Quartiles 
Quartile Score 

100%  Max 5.0 
75%   Q3 4.5 
50%   Median 3.8 
25%   Q1 3.3 
0%     Min 1.0 

 
 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
5.4.  These alphas suggest a satisfactory degree of internal consistency for the BMSLSS-
PTPB Total Score.  
 

Table 5.4   Cronbach’s Alphas for the BMSLSS-PTPB Total Score 

Scale Unstandardized  
Alpha 

Standardized 
Alpha 

BMSLSS-PTPB 0.77 0.77 

 

Comprehensive Item Psychometrics 
Table 5.5 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
Chapter 2.  Only items with two or more shaded cells are considered problematic.  The 
summary item “satisfaction with life overall” displays a less than satisfactory fit with the 
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scale given the infit and outfit values below the desired range.  However, given the overall theoretical importance of this item and the 
fact that this is an established scale, we chose to keep this item in the scale.  
 
An oddity with the BMSLSS-PTPB is having five items and a sixth summary item, which in a sense, may be a redundant measure of 
the other items.  If this sixth item were simply the sum of the others, it would be a mistake to include responses to this item in the total 
score.  However, since it is a participant’s response to a unique item, it is a legitimate item.  Further, although the item-total 
correlation is somewhat higher than other items, it is within the acceptable range. 

 
Table 5.5   Comprehensive Item Analysis for BMSLSS-PTPB 
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Satisfaction with friendships 694 4.09 1.13 0.83 0.47 0.51 -0.36 1.08 1.07 0.97 

Satisfaction with myself 694 3.96 1.22 0.02 0.6 0.72 -0.18 0.9 0.83 1.18 
Satisfaction with where I live 694 3.83 1.36 -0.44 0.47 0.54 -0.01 1.27 1.18 0.89 
Satisfaction with life overall 694 3.79 1.18 -0.26 0.64 0.78 0.03 0.69 0.69 1.27 
Satisfaction with family 694 3.71 1.27 -0.54 0.52 0.6 0.12 0.97 0.98 1.02 
Satisfaction with school 694 3.47 1.32 -0.82 0.4 0.46 0.4 1.2 1.26 0.61 
Note: Items listed in ascending order of item difficulty (Measure). 
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Standard Errors of Measurement 
For the BMSLSS-PTPB Total Score, the standard error of measurement (SEM) is 0.40 points.  
With 95% confidence, we can say that a given participant’s true score is between approximately 
± 2 SEMs, or 0.80 points on a one to five point scale. 

Minimum Detectable Change 
The minimum detectable change threshold is 0.66 points with 75% confidence for the BMSLSS-
PTPB Total Score. This means that we can be 75% confident that a change in the BMSLSS-
PTPB Total Score of more than 0.66 points is not due to chance.  If the change is in a positive 
direction (i.e., increase in the BMSLSS-PTPB Total Score) it represents an improvement in 
perceived life satisfaction, while a change in the negative direction (decrease in the BMSLSS-
PTPB Total Score) indicates that the level of perceived life satisfaction is declining. 

Test-Retest Reliability 
Not available at this time. 
 

Evidence of Validity 

Scree Plot 
A scree plot of eigenvalues (Figure 5.3) suggests that the BMSLSS-PTPB is a one-factor scale, 
since the second eigenvalue is less than one.  The final factor structure was tested using 
confirmatory factor analysis (CFA). 
 
 

 
Figure 5.3 Scree Plots of Eigenvalues for BMSLSS-PTPB 
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Confirmatory Factor Analysis 
A confirmatory factor analysis (CFA) was run with SAS CALIS in a mode emulating Bentler & 
Wu’s (1995) EQS.  We ran a simple measurement model to see how well a one-factor model 
could explain the observed data.  Results shown in Table 5.6 suggest that a one-factor model had 
an excellent fit with the data.  We conclude that the BMSLSS-PTPB is a measure of one 
construct.  Standardized factor loadings ranged from 0.57 to 0.79, indicating that the items 
represent a single factor. 
 

Table 5.6   Evaluation of the BMSLSS–PTPB Factor Structure 

 
 

Scoring the BMSLSS-PTPB 

Scoring  
Use Table 5.7 to calculate the BMSLSS-PTPB Total Score.  Enter the value for the responses in 
fields A-F and calculate fields G and H as instructed.  There are no reverse coded items in the 
BMSLSS-PTPB.  The self-scoring form is also available in Appendix B: Measures and Self-
Scoring Forms. 
 
Use the scoring table in the case where measures are fully completed (100% response rate).  
Otherwise, in cases with missing data, scoring can be done by computing the mean of completed 
items.  Determining when too much missing data occurs for computing summary (total) scores is 
at the discretion of the user.  The analyses presented in this chapter required 85% of the items to 
have valid total scores. 

Scale Bentler CFI Joreskog GFI SRMR 

BMSLSS-PTPB One-Factor Model 0.93 0.97 0.05 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 1993).  
For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
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Table 5.7   BMSLSS–PTPB Self-Scoring Form 

 

Interpretation 
BMSLSS-PTPB scores can fluctuate significantly from one administration to the next.  It is 
important to examine scores to determine if these changes represent clinically significant change 
and if so, attempt to establish the cause.  It is suggested that the administration of the BMSLSS-
PTPB occur at least monthly so that general trends in a specific life domain or overall life 
satisfaction can be reliably assessed.  A positive trend indicates that the youth is increasingly 
feeling better about the multiple aspects of their quality of life assessed by the BMSLSS-PTPB.   
 
In general, the scores on the BMSLSS-PTPB can range from one to five, where a five represents 
high satisfaction while a one indicates low satisfaction.  The tables presented below (see Tables 
5.10 and 5.11) help to judge whether a score should be considered relatively low, medium, or 
high.  Youth who rate their life satisfaction as high report being satisfied with their family, 
friends, school, self and living environment.  
 
Life satisfaction scores are a very global measure of quality of life, which should improve with 
successful mental health treatment.  As a general quality of life outcome, the BMSLSS-PTPB 
can be used with youth with very diverse presenting problems (e.g., depressed children and 
children with conduct disorder).   
 

Item 

Values for Responses  

Very 
Dissatisfied 

Somewhat 
Dissatisfied 

Neither 
Satisfied Nor 
Dissatisfied 

Somewhat 
Satisfied Very Satisfied 

 

Enter value for 
selected response here 
and calculate scores as 
instructed 

1 1 2 3 4 5 A     

2 1 2 3 4 5 B     
3 1 2 3 4 5 C     
4 1 2 3 4 5 D     
5 1 2 3 4 5 E     
6 1 2 3 4 5 F     
  Sum of A-F: 

 G  

G / 6: H 
BMSLSS-PTPB Total Score = H 
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Low, Medium, High Scores 
Based on the psychometric sample, a BMSLSS-PTPB Total Score of greater than 4.5 is 
considered high, indicating that the youth reports a strong satisfaction with life.  If the total is 
less than 3.3, it is considered low, indicating that the youth’s perception of life satisfaction is 
lower than the psychometric study sample.  All scores in between 3.3 and 4.5 represent a 
medium level of perceived life satisfaction.  These criteria are listed in Table 5.8. 
 

Table 5.8   BMSLSS–PTPBTotal Score Low, Medium and High Scores 
Scale Low Medium High 

BMSLSS-PTPB Total Score < 3.3 3.3 - 4.5 > 4.5 

 

Percentile Ranks 
Percentile ranks appear in Table 5.9.  For example, a BMSLSS-PTPB Total Score of 3.7 is in the 
44th percentile.  This means that for the psychometric sample, 44 % of the youth scored 3.7 or 
lower and 56% scored higher.   
 

Table 5.9   BMSLSS–PTPB Percentile Ranks for Total Scores 
Score Percentile  Score Percentile 

1.0 1  3.2 24 
1.2 1  3.3 31 
1.3 1  3.5 37 
1.5 1  3.7 44 
1.7 2  3.8 51 
1.8 2  4.0 57 
2.0 4  4.2 64 
2.2 5  4.3 73 
2.3 7  4.5 79 
2.5 9  4.7 86 
2.7 12  4.8 92 
2.8 14  5.0 100 
3.0 19   
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Chapter 6 

Children’s Hope Scale 

(CHS-PTPB) 
 

Background 

Purpose 
The CHS-PTPB is a revision of the Children’s Hope Scale5

Theory  

 (CHS; Snyder et al., 1997) and is a 
measure of youth hopefulness that has youth to report on their ability to generate paths toward 
goals and persevere toward those goals.  Youth hopefulness is conceptually an important factor 
in the successful treatment of emotional and behavioral disorders, constituting an outcome that 
may be affected by the treatment process. 

Historically, theories about hope developed out of the motivational literature, with hope 
conceptualized as a cognitive motivational process (Snyder, 2002).  Although there is some 
controversy in the literature as to whether hope is predominantly a cognitive or emotional 
construct, most authors agree that both cognitions and emotions are involved in the experience of 
hope.  For example, Shorey and colleagues (Shorey, Snyder, Rand, Hockemeyer, & Feldman, 
2002) describe hope as a process in which emotions follow cognitive appraisals and then interact 
with future appraisals.  This suggests that both thoughts and feelings are important to the 
ongoing experience of hope.  
 
As with the general psychological literature, the majority of empirical work on hope has been 
conducted with adult samples, although hope has long been considered an important experience 
throughout childhood and adolescence. In our review of the literature, we identified two issues of 
importance in selecting a measure of hope appropriate for youth.  The first corresponds to 
whether one measures hopefulness or hopelessness.  The Hopelessness Scale for Children (HSC; 
Kazdin, French, Unis, Esveldt-Dawson, & Sherick, 1983) was derived from the Beck 
Hopelessness Scale (Beck, Weissman, Lester, & Trexler, 1974), an adult measure.  The HSC 
consists of 17 true-false items describing negative expectations about oneself and the future.  
While such negative expectations may be important aspects of a youth’s experience, lacking 
negative expectations does not necessarily indicate having positive expectations (Snyder et al., 
1997).   
 
The second issue in selecting a youth hope measure concerns the definition of hope used in 
constructing the measure.  In broad terms, hope is a way of thinking about goals.  As such, hope 

                                                 
5 The Childrens’ Hope Scale is in the public domain (http://www.psych.ku.edu/faculty/rsnyder/child.htm).  
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refers to a wish or desire for something accompanied by the expectation of obtaining it.  Snyder, 
Michael and Cheavens (1999) define hope as the perceived ability to produce pathways to attain 
goals (pathway thinking) and move on the path toward those goals (agency thinking).  Given that 
hope is a motivational process that can affect behavior and subsequent thoughts and feelings, it 
represents a clinically meaningful outcome of treatment. 
 
The Hopefulness Scale for Adolescents (HAS; Hinds et al., 1999) is a 24-item self-report visual 
analogue scale developed to measure the positive future orientation felt by adolescents at the 
time of measurement (Hinds et al., 1999).  The HAS was developed to capture hope, defined as 
“the degree to which an adolescent experiences a comforting or life-sustaining reality-based 
belief that a positive future exists for self and others” (Hinds, 1988, p.85).  The aforementioned 
definition is less concrete and more goal-oriented.  General beliefs or expectations may not 
adequately capture the pathway and agency thinking asserted to be critical components of 
hopefulness.  
 
Snyder and colleagues (Snyder et al., 1997) developed a six-item CHS to adequately capture 
both the pathway and agency thinking components of hope in a brief, developmentally 
appropriate measure.  Given the importance of capturing hopefulness rather than hopelessness, 
items focus on the positive or hopeful cognitions that youth may possess.  This is also consistent 
with a strengths-based approach.  The measure was originally designed for use with youth ages 8 
– 16 but subsequent validation studies suggest that it is appropriate for adolescents up to age 19 
(Valle, Huebner, & Suldo, 2004). 

History of Development 
Development of the CHS began by generating a pool of items reflecting agency and pathway 
thinking in children.  A consensus was attained among Snyder’s research group on twelve items 
(six agency and six pathway items) reflecting youths’ hopeful thinking. The initial scale was 
administered to a pilot sample, with psychometric analyses suggesting the need to eliminate six 
items.  The resulting scale contained six total items- three agency and three pathway items.  
Subsequent analyses were conducted on this scale and found evidence for a cohesive two-factor 
scale (Snyder et al., 1997).  The reliability and validity of the CHS has been repeatedly supported 
across samples (Snyder et al., 1997; Valle et al., 2004).  
 
The CHS scale evaluated as part of the 2007 psychometric study contained six items and 
supported a one-factor structure.  The current psychometric study (described in Chapter 2) aimed 
at reducing the length of the CHS while maintaining strong psychometric qualities and measure 
reliability.  In deciding which items to delete, six main criteria were used: (a) general 
psychometric quality of an item, (b) the similarity of an item in its difficulty measurement score 
to another item (indicates redundancy), (c) the similarity of an item in its wording to another 
item (an important factor in respondent compliance), (d) the relationship of the item to the 
general factor structure, and (e) the theoretical properties of each item.  The psychometric 
properties and the validity of the 4-item CHS-PTPB version are described below.   
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Structure  
The CHS-PTPB measures goal-oriented thinking using four youth-appropriate items.  Two items 
were removed from the previous six item version to shorten the scale and eliminate redundancy.  
Each item has response options rated on a six-point Likert-type scale ranging from one (None of 
the Time) to six (All of the Time).  The CHS-PTPB Total Score represents the mean of the 
responses across all items if at least 85% of the items are completed.  All items are positively 
worded, with a high CHS-PTPB Total Score indicating positive goal-oriented thinking.  While 
the scale authors (Snyder et al., 1997) found a two-factor (pathway and agency thinking) 
structure, the evidence was weak given that they were intercorrelated factors based on a very 
small number of items.  Valle et al. (2004) also found two factors but goodness of fit indices 
suggested a poor fit.  Our psychometric analyses (presented later in this chapter) replicate 
previous findings from our independent 2007 sample that support a one-factor structure.  
Therefore, suggested scoring for the CHS is results in the CHS-PTPB Total Score only.  The 
psychometrics described here are based on the complete sample of the psychometric study.  See 
Chapter 2 for more detail on the psychometric sample and test development procedures. 
 

Administration 
 
The CHS-PTPB should be completed by the youth and may be administered during all phases of 
treatment, baseline through follow-up, as shown in Table 6.1.  The suggested frequency of 
administration is once a month or at least every two months. 
  

Table 6.1   Administration of CHS-PTPB by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

■   ■   ■   ■   
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested frequency: Once a month or at least every two months 
 
The suggested administration schedule of all the measures in the Peabody Treatment Progress 
Battery is presented in Appendix A.  All PTPB measures with self-scoring tables can be found in 
Appendix B. 
 

Description 

Basic Descriptives 
The CHS-PTPB Total Score had a non-normal distribution with 29% of youth endorsing all six-
items with “Most of the Time” or “All of the Time”.  As Table 6.2 summarizes, the mean CHS-
PTPB Total Score was 3.98, which is very near the median and the CHS-PTPB Total Score has a 
neutral skew with the distribution of responses a bit flattened (kurtosis = -0.8).  At the high end 
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of youth scores, the distribution is somewhat constrained by “perfect” or “quasi perfect” scores 
of those endorsing “All of the Time” on every item.  The comprehensive psychometric item 
analysis, presented in Table 6.6, shows the impact of the non-normal distribution of scores.   
 

Table 6.2   Descriptive Statistics for CHS-PTPB Summary Scores 
 N Mean Std Dev Skewness Kurtosis Min Max 

CHS-PTPB 
Total Score 521 3.98 1.25 -0.13 -0.80 1 6 

 

Quartiles 
Table 6.3 shows quartiles for the CHS-PTPB Total Score for youth.  Scores indicating high 
levels of hope are those in the top quarter, with low scores indicating low levels of hope in the 
bottom quarter as presented in Table 6.3.  For the CHS-PTPB Total Score, a score greater than 
5.00 is considered to be high, while a score less than 3.00 is considered low.   
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample. This information is presented 
in the last section of this chapter. 
 

Table 6.3   CHS-PTPB Quartiles 
Quartile Score 

100% Max 6.00 
75%   Q3 5.00 
50%   Median 4.00 
25%   Q1 3.00 
0%     Min 1.00 

 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 6.4.  
These alphas suggest a satisfactory degree of internal consistency for the total score.   
 

Table 6.4   Cronbach’s Alphas for the CHS-PTPB 

Scale Unstandardized 
Alpha 

Standardized 
Alpha 

CHS-PTPB Total Score 0.87 0.87 
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Comprehensive Item Psychometrics 
Table 6.5 presents the comprehensive item psychometrics.  Shaded cells indicate that a criterion was out of the range of sought 
values, as described previously in Table 2.2 in Chapter Two. Only items with two or more shaded cells are considered 
problematic.  All items in the CHS-PTPB showed satisfactory scale characteristics. 
 

Table 6.5   Comprehensive Item Analysis for the CHS-PTPB 

 
 

Standard Errors of Measurement  
For the CHS-PTPB Total Score, the standard error of measurement (SEM) is 0.46 points.  With 95% confidence, we can say that 
a youth’s true score is between approximately +2 SEMs, or 0.92 points on a scale of 1 to 6.   
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Doing pretty well 521 4.15 1.35 -0.89 0.71 0.78 -0.26 0.92 0.95 1.03 
Doing just as well as other kids 521 4.04 1.50 -1.01 0.73 0.81 -0.1 0.96 0.92 1.04 
If want to quit, can solve problems 521 3.99 1.53 -1.05 0.68 0.74 -0.01 1.17 1.14 0.87 

Can solve problems  521 3.75 1.54 -1.11 0.75 0.82 0.37 0.91 0.9 1.10 
Note: Items listed in ascending order by item difficulty (Measure). 
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Minimum Detectable Change 
The minimum detectable change (MDC) threshold is 0.74 points with 75% confidence for the 
CHS-PTPB Total Score.  This gives us 75% confidence that a difference of more than 0.74 
points is not due to chance.  If the change is in a positive direction (i.e., increase in score) it 
represents an improvement in perceived hopefulness, while a change in the negative direction 
(i.e., reduction in score) indicates that the level of perceived hopefulness is declining.  

Test–Retest Reliability 
Not available at this time. 
 

Evidence of Validity 

Scree Plot 
A scree plot of eigenvalues (Figure 6.1) suggests that the CHS-PTPB is a one-factor scale, since 
the second eigenvalue is less than one.  While the scree plot suggests that it is reasonable to view 
the CHS-PTPB as having a single factor, the final factor structure was tested using confirmatory 
factor analysis (CFA).  
 

 
Figure 6.1 Scree Plots of Eigenvalues for CHS-PTPB 

Confirmatory Factor Analysis 
A confirmatory factor analysis (CFA) was conducted with SAS CALIS. Results suggested that a 
one-factor model had good fit with the CFI, GFI and SRMR all demonstrating satisfactory 
values.  Standardized factor loadings ranged from 0.82 to 0.86. 

 
 
73



Peabody Treatment Progress Battery 2010 

 

 

Table 6.6   Evaluation of the CHS-PTPB Factor Structure 

Scale Bentler CFI Joreskog GFI SRMR 

CHS-PTPB One-Factor Model 0.97 0.97 0.03 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 1993).  For the 
SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
 

Scoring the CHS-PTPB 

Scoring 
Use Table 6.7 to calculate the CHS-PTPB Total Score.  Enter the value for the answer choices in 
fields A-D and calculate fields E and F as instructed.  There are no reverse coded items in the 
CHS-PTPB.  The self-scoring form is also available in Appendix B: Measures and Self-Scoring 
Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response rate).  In 
cases with missing data, the CHS-PTPB Total Score should be determined by computing the 
mean of completed items.  Determining when too much missing data occurs to compute a CHS-
PTPB Total Score is at the discretion of the user.  The analyses presented in this chapter required 
85% of the items to have valid answers. 
 

Table 6.7   CHS-PTPB Self-Scoring Form 

Item 

Values for Responses 

Enter value for selected 
responses here and calculate 

scores as instructed 
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1 1 2 3 4 5 6 A     

2 1 2 3 4 5 6 B     

3 1 2 3 4 5 6 C     

4 1 2 3 4 5 6 D     

  Sum of A-D:   E   

E / 4:  F 

CHS-PTPB Total Score = F 
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Interpretation 
The literature on hopefulness suggests that it is a dynamic process and as such, it can fluctuate 
significantly over time (e.g., Hinds et al., 1999).  Thus, it is important to monitor scores to 
determine whether changes represent clinically significant change and also the cause of such 
changes.  Administering the CHS-PTPB throughout treatment will help reliably assess the 
variations in hopefulness a youth is experiencing.  Overall, a positive trend indicates that the 
youth increasingly believes that he or she can generate paths towards goals and persevere toward 
those goals.  
 
The scores on the CHS-PTPB can range from 1.0 to 6.0, where a 6.0 represents high hopefulness 
while a 1.0 indicates low hopefulness.  The tables presented below (6.8-6.9) help to judge 
whether a score should be considered relatively low, medium, or high.  Youth who rate their 
hopefulness as high believe that they have strategies for achieving their targeted goals, and they 
can institute and continue using those strategies.  
 
When a youth reports low hopefulness, it does not necessarily mean that the treatment has no 
effect.  Rather, it shows that youth do not believe there are ways to meet goals and/or do not 
perceive they have the ability to pursue their goals.  If youth do not perceive themselves to have 
the capacity to pursue their goals, they may become less motivated to be in, or even be resistant 
to treatment.  They may also be less likely to make changes in their behavior or in the way they 
think and feel about themselves.   

Low, Medium, High Scores 
Based on the psychometric sample, a youth CHS-PTPB Total Score greater than 5.0 is 
considered high, and indicates that the youth reports a strong positive perception of self-capacity 
to achieve goals.  If the CHS-PTPB Total Score is less than 3.0, it is considered low and 
indicates that the youth’s perception of hope is lower than the hopefulness experienced by 
participants in the psychometric study.  These criteria are presented in Table 6.8.  
 

Table 6.8   CHS-PTPB Low, Medium, and High Scores 
Scale Low Medium High 

CHS-PTPB Total Score < 3.0 3.0 – 5.0 > 5.0 

 

Percentile Ranks 
Table 6.9 shows the percentile ranks of total scores in the psychometric study sample.  For 
example, a total score of 4.00 is in the 55th percentile.  This means that for the psychometric 
sample, 55 % scored 4.00 or lower and 45 % scored higher.  
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Table 6.9   CHS-PTPB Percentile Ranks 

Score Percentile Score Percentile 

1.00 1 3.75 47 

1.25 2 4.00 55 

1.50 3 4.25 60 

1.75 4 4.50 66 

2.00 7 4.75 71 

2.25 10 5.00 79 

2.50 16 5.25 84 

2.75 21 5.50 88 

3.00 29 5.75 92 

3.25 34 6.00 100 

3.50 40   

 

References  
 
Beck, A. T., Weissman, A., Lester, D., & Trexler, L. (1974). The measurement of pessismism: 

The Hopelessness Scale. Journal of Consulting and Clinical Psychology, 42(6), 861-865. 
doi:10.1037/h0037562  

 
Bentler, P. M. & Wu, E. J. C. (1995). EQS for Windows user’s guide. Encino, CA: Multivariate 

Software, Inc. 
 
Browne, M. W. & Cudeck, R. (1993). Alternative ways of accessing model fit. In K. A. Bollen & 

J. S. Long (Eds.), Testing structural equation models (pp. 136-162). Newbury Park: Sage. 
 
Cantrell, M. A. & Lupinacci, P. (2004). A predictive model of hopefulness for adolescents. 

Journal of Adolescent Health, 35(6), 478-485. doi:10.1016/S1054-139X(04)00088-6 
 
Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155-159. doi:10.1037/0033-

2909.112.1.155 
 
Hinds, P. S. (1988). Adolescent hopefulness in illness and health. Advances in Nursing Science, 

10(3), 79-88. 
 
Hinds, P. S., Quargnenti, A., Fairclough, D., Bush, A. J., Betcher, D., Rissmiller, G. et al.. 

(1999). Hopefulness and its characteristics in adolescents with cancer.  Western Journal 
of Nursing Research, 21 (5), 600-620. doi:10.1177/019394599902100503  

 

 
 
76

http://dx.doi.org/10.1037/h0037562�
http://dx.doi.org/10.1016/S1054-139X%2804%2900088-6�
http://dx.doi.org/10.1037/0033-2909.112.1.155�
http://dx.doi.org/10.1037/0033-2909.112.1.155�


Peabody Treatment Progress Battery 2010 

 

 
Hu, L.T., Bentler, P.M. (1999).  Cutoff criteria for fit indexes in covariance structure analysis:  

Conventional criteria versus new alternatives.  Structural Equation Modeling A 
Multidisciplinary Journal, 6(1), 1-55. doi:10.1080/10705519909540118 

 
Kazdin, A. E., French, N. H., Unis, A. S., Esveldt-Dawson, K., & Sherick, R. B. (1983). 

Hopelessness, depression, and suicidal intent among psychiatrically disturbed children. 
Journal of Consulting and Clinical Psychology, 51(4), 504-510. doi:10.1037/0022-
006X.51.4.504 

 
Shorey, H. S., Snyder, C. R., Rand, K.L., Hockemeyer, J. R., & Feldman, D. B. (2002). 

Somewhere over the rainbow: Hope theory weathers its first decade. Psychological 
Inquiry, 13(4), 322-331. doi:10.1207/S15327965PLI1304_03 

 
Snyder, C. R. (2002). Hope theory: Rainbows in the mind. Psychological Inquiry, 13(4), 249-

275. doi:10.1207/S15327965PLI1304_01 
 
Snyder, C. R., Hoza, B., Pelham, W. E., Rapoff, M., Ware, L., Danovsky, M., et al. (1997). The 

development and validation of the Children's Hope Scale. Journal of Pediatric 
Psychology, 22(3), 399-421. doi:10.1093/jpepsy/22.3.399 

 
Snyder, C. R., Michael, S. T., & Cheavens, J. S. (1999). Hope as a psychotherapeutic foundation 

of common factors, placebos, and expectancies. In M.A. Hubble, B.L. Duncan & S.D. 
Miller (Eds.), The heart and soul of change: What works in therapy (pp. 179-200). 
Washington DC: American Psychological Association. 

 
Valle, M. F., Huebner, E. S., Suldo, S. M. (2004). Further evaluation of the Children’s Hope 

Scale. Journal of Psychoeducational Assessment, 22(4), 320 – 337. 
doi:10.1177/073428290402200403  

  
 

 
 
77

http://dx.doi.org/10.1080/10705519909540118�
http://dx.doi.org/10.1037/0022-006X.51.4.504�
http://dx.doi.org/10.1037/0022-006X.51.4.504�
http://dx.doi.org/10.1207/S15327965PLI1304_03�
http://dx.doi.org/10.1207/S15327965PLI1304_01�
http://dx.doi.org/10.1093/jpepsy%2F22.3.399�
http://dx.doi.org/10.1177/073428290402200403�


Peabody Treatment Progress Battery 2010 

 

Chapter 7 

Treatment Outcome Expectations Scale (TOES)  

Treatment Process Expectations Index (TPEI) 
 

Background 

Purpose 
The Treatment Outcome Expectations Scale (TOES) is a measure of client and caregiver 
expectations about mental health treatment.  Specifically, the TOES assesses expectations about 
the outcomes of treatment.  Expectations about treatment refer to “…anticipatory beliefs that 
clients bring to treatment and can encompass beliefs about procedures, outcomes, therapists, or 
any other facet of the intervention and its delivery.” (Nock & Kazdin, 2001, p. 155)  By this 
definition, expectancies are thought to be a pretreatment client characteristic.  The Treatment 
Process Expectations Index (TPEI) is a set of nine additional items that assesses the youth’s 
expectations about their role in counseling and the counseling process itself.  Client expectations 
about treatment are an important factor in establishing how treatment will proceed, and have 
been linked to both treatment process and outcomes. 

Theory 
Historically, two types of expectations have been described in the literature: role and outcome 
expectancies.  Role expectations refer to “patterns of behavior viewed as appropriate or expected 
of a person who occupies a particular position...clients have role expectations both of themselves 
and of the therapist” (Arnkoff, Glass & Shapiro, 2002, p. 336).  Outcome expectations refer to 
“expectations that therapy will lead to change” (p. 335).  More recent research has focused on 
process expectations—for example, the activities involved in and feelings elicited by treatment 
(Dew & Bickman, 2005).  
 
Research supports the importance of addressing client expectations about treatment, repeatedly 
linking expectations to the therapeutic alliance (see Al-Darmaki & Kivlighan, 1993; Joyce & 
Piper, 1998; Meyer et al., 2002) and client improvement (see Friedman, 1963; Goldstein & 
Shipman, 1961; Meyer et al.; Tollinton, 1973; Safren, Heimburg & Juster, 1997; Sotsky et al., 
1991).  Studies generally suggest more positive outcome expectations are associated with 
building more positive therapeutic alliances and better client outcomes (see Dew & Bickman, 
2005 for a review).  Additional studies suggest that role expectancies are linked to therapy 
process and outcomes, though far fewer studies have examined these relationships.  Research 
suggests the therapeutic alliance mediates the relationship between expectations and client 
improvement (e.g., Meyer et al., 2002).  Taken altogether, this suggests that assessing 
expectations may have important clinical implications. 
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There are currently no widely used measures of expectations about treatment.  Existing adult 
measures have many deficits, including a lack of reported psychometric properties and poor 
consideration of contextual characteristics (e.g., cultural sensitivity, sensitivity to treatment 
setting) (Dew & Bickman, 2005).  These measures also reflect diversity in content assessed, 
including role, outcome and process expectations, expectations about the specific treatment 
being used, and non-expectancy content (e.g., credibility of treatment, preference for treatment).  
This lack of agreement on what constitutes treatment expectations may have contributed to 
decreased reliability of measurement.  
 
A review of the literature led to the identification of eight measures of youth and/or caregiver 
expectations about roles, process, and/or outcomes of therapy.  Overall, these measures took 
developmental considerations into account when creating items and/or interpreting results of 
analyses.  However, sensitivity to culture, presenting problem, and treatment were largely absent 
in these measures.  Further, we found problems with the psychometrics, scoring and 
interpretation similar to those reviewed in the adult literature.  For some youth and/or caregiver 
measures, there was no report of psychometric properties (Bonner & Everett, 1982; Weiss & 
Dlugokinski, 1974) or a lack of clarity on the meaning of summary scores derived from the 
measure (Bonner & Everett, 1982; 1986; Day & Reznikoff, 1980; Plunkett, 1984; Shuman & 
Shapiro, 2002).  When psychometric properties were reported, some measures did not perform as 
expected, evidenced by insufficient divergent validity (Waas & Anderson, 1991) or poor internal 
consistency and predictive validity (Morrissey-Kane, 2000; Shuman & Shapiro, 2002).  
 
Nock and Kazdin (2001) developed the Parent Expectations for Therapy Scale to assess the role 
and outcome expectancies of caregivers as well as the perceived credibility of the treatment in 
which their children were participating.  Although this measure generally performed well, 
demonstrating adequate psychometric properties, and yielding subscale scores for each factor, 
the inclusion of non-expectation content (i.e., perceived credibility of treatment) led to imprecise 
measurement.  In addition, multiple items assessed expectations about the specific treatment 
being utilized, which made the measure less generalizable.  This suggests the need for a reliable, 
valid measure of treatment expectations that would be applicable for both youth and caregivers, 
and would be generalizable across treatment contexts.  
 

History of Development  
The development of the TOES began with the aforementioned review of the relevant literature 
on treatment expectations.  After establishing the need for a new measure of expectations and 
determining the best direction for measurement, an initial pool of items was generated to 
describe expectations about role, process and outcomes of treatment, with parallel forms for 
youth and caregivers.  After an internal review by our research team and an external review by 
the clinical advisory board of our partner organization, a preliminary measure with 19 items was 
included in the psychometric study published in the first edition of the PTPB as described in 
Chapter 2.  
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Initial analyses suggested that this preliminary measure had inadequate psychometric properties, 
so we turned back to the conceptualization of expectancies and used this information in 
conjunction with the preliminary results to guide our revisions.  Because outcome expectations 
have been most consistently linked to both therapeutic alliance and client improvement, they 
represent a potentially useful area for assessment.  In addition, measures of outcome expectations 
have clear meaning because outcome expectations can easily be valued (i.e., positive, neutral and 
negative expectations about outcome are each meaningful).  This is in contrast to role and 
process expectations, which are not as easily quantified.  Thus, following initial analysis, 
outcome expectancies were targeted as the primary area of interest for the TOES.  The 10 items 
retained in the first edition of the TOES assess anticipated impact of treatment on: the youth-
caregiver relationship, youth thoughts, feelings and behaviors, youth ability to cope, and youth 
functioning. Current psychometric analyses revealed items utilizing reversed coding in the first 
edition were confusing for respondents to answer and were redundant and were thus dropped 
from the current TOES measure, resulting in a more cohesive 8-item scale.  
 
In developing the initial pool of items, it became clear that there were additional aspects of 
expectations that were both interesting and potentially useful, despite them not being facets of 
outcome expectations.  These items assess various aspects of working with the counselor (e.g., 
collaboration, confidentiality), and participation in treatment (e.g., amount of work and change 
needed for improvement, whether supplemental treatments will be necessary).  Because these 
nine items yield clinically useful information, they were retained for use and comprise the 
supplemental Treatment Process Expectations Index (TPEI). Initial and current analyses suggest 
that these items do not form a coherent, meaningful scale, thus psychometric analyses will not be 
reported for the TPEI.  However, a brief description of the structure and item-level interpretive 
suggestions is included in this chapter, following the discussion of the TOES. 
 
Existing descriptions of expectations and the initial analyses support the use of the TOES, with 
the TPEI providing supplemental information.  Thus, expectations about treatment are assessed 
primarily through the TOES, which is a measure of outcome expectations that can be scored and 
interpreted quantitatively.  The TPEI provides additional item-level information that can 
facilitate additional understanding about expectations.   
 
Information on the TOES is presented below, followed by detailed information on the TPEI. 
 

Treatment Outcome Expectations Scale (TOES) 

Structure  
The TOES consists of eight items assessing expectations about the anticipated outcomes of 
treatment.  Each item is rated on a three-point Likert-type scale with a response range from one 
(I do not expect this) to three (I do expect this).  Youth and adult caregivers respond to each item 
based on their expectations about what will happen in the future as a result of their counseling.  
The TOES Total Score describes overall youth and caregiver expectations about the outcomes of 
treatment, and represents the mean of the responses across all items if at least 85% of the items 
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are completed.  Factor analysis suggests that the TOES is best described by a one-factor model.  
The psychometric data that follow are based on the complete sample of the psychometric study.  
See Chapter 2 for more detail on the psychometric sample and test development procedures. 
 

Administration 
 
The TOES has two versions, one to be completed by the youth and the other to be completed by 
the adult caregiver.  As shown in Table 7.1, the TOES may be administered only during the 
baseline phase.  
 

Table 7.1   Administration of TOES by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

■ ■           
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested frequency: Once at Baseline. 
 
The suggested administration schedule of all the measures in the Peabody Treatment Progress 
Battery is presented in Appendix A.  All PTPB measures with self-scoring forms are available in 
Appendix B: Measures and Self-Scoring Forms.  
 

Description  

Basic Descriptives 
Descriptive statistics for youth and adult caregiver TOES Total Scores appear in Table 7.2.  
TOES Total Scores retain the original metric and range from 1.0 to 3.0.  Mean TOES Total 
Scores in the sample were 2.44 for youth and 2.64 for adult caregivers.  This corroborates with 
item-level descriptive data (see Tables 7.5 and 7.6 below) and suggests that TOES Total Scores 
are near the ceiling of possible scores, similar to results found with the Therapeutic Alliance 
Quality Scale (TAQS; see Chapter 8).  These findings may be related, indicating a self-selection 
bias of participants whereby those who had positive expectations about the outcome of treatment 
were the same participants who had persevered in treatment and highly rated their relationship 
with their counselors. The relationship between the TOES and TAQS may look different when 
the TOES is administered at the outset of treatment, as intended, as opposed to concurrently, as 
was done with the psychometric study. 
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Table 7.2   Descriptive Statistics for TOES Total Scores 
Scale N Mean Std Dev Kurtosis Skewness Min Max 

Youth 291 2.44 0.57 0.06 -0.96 1.0 3.0 

Adult Caregiver 268 2.72 0.37 2.75 -1.58 1.63 3.0 

 

Quartiles 
Overall, adult caregiver TOES Total Scores were higher than youth TOES Total Scores, 
indicating that caregivers in the psychometric sample had higher expectations for the outcome of 
treatment than did youth.  Table 7.3 shows quartiles for the TOES Total Score for both youth and 
adult caregivers.  High scores are those in the top quarter, with low scores in the bottom quarter.  
For the youth TOES Total Score, scores in the top range are blurred, with the highest score of 3.0 
at the third quartile 3.0, while a score less than 2.0 is considered low.  For the adult caregiver 
TOES Total Score, a score less than 2.5 is low, whereas scores in the top range are blurred, with 
the highest score of 3.0 at the third quartile.  This failure of both the youth and adult caregiver 
versions to distinguish upper scores shows a ceiling effect limitation, reflected in the 
comprehensive psychometric analysis presented in Tables 7.6 and 7.7.  Thus the TOES measure 
appears only to distinguish low scores from medium/high scores and does not distinguish 
medium from high scores. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample. This information is presented 
in the last section of this chapter. It should be noted that the restricted range of responses impacts 
these comparisons.   
 

Table 7.3   TOES Total Score Quartiles 

Quartile Youth Adult 
Caregiver 

100% Max 3.0 3.0 
75%  Q3 3.0 3.0 
50%  Median 2.63 2.88 
25%  Q1 2.0 2.5 
0%    Min 1.0 1.0 
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Evidence of Reliability  

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 7.4.  
These alphas suggest a satisfactory degree of internal consistency for both youth and adult 
caregiver TOES Total Scores. 
 
 

Table 7.4   Cronbach’s Alphas for the TOES Total Scores 

Scale Unstandardized 
Alpha 

Standardized 
Alpha 

TOES-Youth 0.91 0.91 

TOES-Adult Caregiver 0.85 0.86 

 

Comprehensive Item Psychometrics 
Tables 7.5 and 7.6 present the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in Chapter 2. 
Only items with two or more shaded cells are considered problematic.  There is a ceiling effect in 
that most items are rated at the high end (indicating very positive outcome expectations).  This is 
especially true for the caregiver sample, in which many items have mean scores that are close to 
the upper end of the scale range (i.e., approaching means scores of 3 out of 3) and also high 
kurtosis.  The consequence is that it is difficult to use this scale to differentiate among caregivers 
who have moderate to high expectations.  The only distinction that can be made is between 
caregivers with low expectations and those with either medium or high expectations.  This is 
similar for the youth TOES version as well.
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Table 7.5   Comprehensive Item Analysis for the TOES–Youth  
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Deal with bothering thoughts 290 2.51 0.73 -0.23 0.74 0.80 -0.32 0.94 0.87 1.16 
Counseling will help solve 
problems 291 2.50 0.73 -0.27 0.70 0.74 -0.30 1.04 1.05 1.01 
Improve behavior at home 289 2.49 0.69 -0.25 0.71 0.74 -0.27 0.96 0.93 1.07 
Learn to use strengths 289 2.47 0.70 -0.40 0.69 0.72 -0.14 0.97 1.04 0.97 
Help with painful feelings 286 2.42 0.76 -0.71 0.74 0.80 0.08 0.95 0.95 1.09 
Counseling will help improve 
relationship with caregiver 287 2.41 0.70 -0.63 0.68 0.73 0.12 1.01 1.09 0.90 
Will improve school behavior          288 2.35 0.78 -1.00 0.66 0.69 0.40 1.17 1.14 0.81 
Help lead to a good life 289 2.35 0.73 -0.87 0.69 0.73 0.42 0.94 0.98 1.00 

Note: Items listed in ascending order by item difficulty (Measure).  
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Table 7.6   Comprehensive Item Analysis for the TOES-Adult Caregiver  
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Deal with bothering thoughts  267 2.84 0.43 7.23 0.64 0.75 -1.01 0.89 0.65 1.18 
Help with painful feelings 266 2.81 0.45 4.73 0.62 0.73 -0.71 0.90 0.94 1.09 
Help solve problems 267 2.78 0.46 3.44 0.65 0.73 -0.47 0.85 0.81 1.16 
Help youth use strengths 266 2.77 0.48 3.38 0.61 0.59 -0.40 0.97 0.80 1.09 
Will improve school behavior 266 2.68 0.56 1.45 0.62 0.61 0.32 0.99 0.98 1.01 

Will improve home behavior 266 2.65 0.58 1.00 0.57 0.57 0.60 1.09 1.06 0.90 
Counseling will help improve 
relationship with youth  267 2.64 0.62 1.07 0.54 0.57 0.63 1.35 1.33 0.57 
Help youth lead good life 265 2.57 0.59 0.06 0.59 0.57 1.05 0.98 1.01 0.95 

Note: Items listed in ascending order by item difficulty (Measure).  
 
 

Standard Errors of Measurement  
For the TOES Youth Total Score, the standard error of measurement (SEM) is 0.17 points.  With 95% confidence, we can say 
that a youth’s true score is between approximately ± 2 SEMs, or 0.34 points on a one to three point scale.  The SEM for the 
TOES Adult Caregiver Total Score is 0.14 points.  With 95% confidence, we can say that a caregiver’s true score is between 
approximately ±2 SEMs, or 0.28 points on a one to three point scale. 
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Minimum Detectable Change 
The index for minimum detectable change (MDC) is not applicable with the suggested 
administration schedule of initial assessment only. 
 

Test-Retest Reliability 
Not available at this time. 
 

Evidence of Validity  

Scree Plot 
The scree plot of eigenvalues (Figure 7.1) suggests that the TOES is a one-factor scale for 
both the youth and adult caregiver versions.  The final factor structure was tested using 
confirmatory factor analysis (CFA). 

 
Figure 7.1   Scree Plot of Eigenvalues for TOES 

Confirmatory Factor Analysis) 
A confirmatory factor analysis (CFA) was conducted with SAS CALIS in a mode 
emulating Bentler & Wu’s (1995) EQS.  We used a simple measurement model to see 
how well a one-factor model could explain the observed data.  Results are shown in Table 
7.7.   
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For the youth, standardized factor loadings on Factor I were large and positive (0.74 – 
0.82).  Adult ratings showed a similar pattern with higher standardized loadings for items 
(0.56 to 0.73). 
 
For the youth data, the results indicate that the fit of the one-factor model was 
satisfactory.  For the adult caregiver data, fit indices were less satisfactory, possibly 
because of the kurtosis of the data.  These results suggest that there is a moderate 
departure from unidimensionality, especially for the adult form.  However this departure 
may not be an important problem to clinicians using the instruments. 
 

Table 7.7   Evaluation of the TOES Factor Structure  

Scale Bentler CFI Joreskog 
GFI SRMR 

Youth – One-Factor Model 0.97 0.95 0.03 

Adult Caregiver – One-Factor Model 0.75 0.78 0.10 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
 

Scoring the TOES 
 
Use Table 7.8 to calculate the TOES Total Score.  Enter the value for the responses in 
fields A-H and calculate fields J and K as instructed.  The self-scoring form is also 
available in Appendix B: Measures and Self-Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 

Interpretation 
The TOES Total Score indicates how the youth or adult caregiver views expectations of 
treatment outcomes.  In general, the scores of the TOES can range from 1.0 to 3.0, where a 3.0 
represents high expectations and a 1 indicates low expectations.  
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Table 7.8   TOES Self-Scoring Form  

Item 

Values for Responses 
Enter value for 

selected responses 
here and calculate 

scores as 
instructed 

I do not expect 
this I am not sure I do expect this 

1 1 2 3 A     

2 1 2 3 B     
3 1 2 3 C     
4 1 2 3 D     
5 1 2 3 E     
6 1 2 3 F     
7 1 2 3 G   
8 1 2 3 H   
  Sum of A-H: J   

J / 8: K 
TOES Total Score = K 
 
The scores presented in Table 7.9 and percentile ranks in Table 7.10 help to judge 
whether a score should be considered relatively low, medium, or high.  Youth or adult 
caregivers who rate their expectations as high anticipate a positive impact of treatment on 
the youth-caregiver relationship, youth thoughts, feelings and behaviors, youth ability to 
cope, and youth functioning.  When youth or adult caregivers report low expectations, it 
does not necessarily mean that the treatment will have no effect. Instead, low 
expectations show that the youth or caregiver does not anticipate that treatment will have 
those outcomes.  However, if the youth or caregiver is not expecting positive outcomes, 
this may be a warning sign to counselors that the youth or caregiver may be less 
motivated and invested in treatment or may be resistant to treatment.  In turn, youth or 
adult caregivers with low outcome expectations may be less likely to engage in treatment 
activities (e.g., efforts to change behavior or teach coping skills).  Administration of the 
TOES prior to beginning treatment can assist clinicians in facilitating a discussion of 
outcome expectations, identifying youth or caregiver misconceptions and concerns. 
 
Low, Medium, High Scores 
 
Based on the psychometric sample, a youth TOES Total Score greater than 2.0 is 
considered medium/high.  For adult caregivers, a TOES Total Score of 2.5 or greater 
indicates a medium to high score (categories were collapsed).  Medium/high scores 
indicate the youth or adult caregiver expect generally positive outcomes of treatment.  If 
the Toes Total Score is less than 2.0 for youth, or less than 2.5 for adult caregivers, it is 
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considered a low score.  Low scores indicate the youth or adult caregiver does not expect 
positive outcomes, or expects negative outcomes of treatment.  These criteria are listed in 
Table 7.9. 
 
Table 7.9   TOES Total Score Low, Medium, High Scores 

Scale Low Medium/High 

TOES-Youth Total Score < 2.0 2.0-3.0 

TOES-Adult Caregiver 
Total Score < 2.5 2.5-3.0 

Note: For the Adult-Caregiver TOES, the medium and high categories were collapsed due to overlap between the 
quartiles.  Failure to distinguish medium and high scores shows a ceiling effect limitation. 

 

Percentile Ranks 
Percentile ranks appear in Table 7.10.  For example, a youth TOES Total Score of 2.5 is 
in the 48th percentile.  This means that for the psychometric study, 48 % of youth scored 
2.5 or lower and 52 % scored higher.  
 

Table 7.10   TOES Total Score Percentile Ranks  
Youth Adult Caregiver 

Score Percentile Score Percentile 
1.00 4 1.00 1 
1.13 5 1.63 1 
1.25 6 1.75 1 
1.38 8 1.88 3 
1.43 8 2.00 9 
1.50 10 2.13 12 
1.63 12 2.14 12 
1.75 14 2.25 15 
1.86 15 2.38 21 
1.88 18 2.43 21 
2.00 25 2.50 27 
2.13 28 2.63 33 
2.25 35 2.71 33 
2.29 36 2.75 44 
2.38 41 2.86 45 
2.43 42 2.88 56 
2.50 48 3.00 100 
2.63 55 

 
2.71 55 
2.75 65 
2.88 75 
3.00 100 
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Treatment Process Expectations Index (TPEI) 

Structure  
The Treatment Process Expectations Index (TPEI) assesses expectations about what 
being in treatment will be like, i.e., the activities involved, the feelings that may arise, 
and the roles the client and counselor will have.  Specifically, the TPEI consists of nine 
items assessing expectations about feelings and behaviors that the client or caregiver may 
experience as a result of treatment, behaviors of the counselor, and need for supplemental 
services.  Each item is rated on a three-point Likert-type scale with a response range from 
one (I do not expect this) to three (I do expect this).  The TPEI has both youth and adult 
caregiver versions.  Printable versions of the TPEI are available in Appendix B: Measures 
and Self-Scoring Forms. 

Using the TPEI 
Like the TOES, the TPEI should be administered during the baseline phase and should be 
completed by the youth and the adult caregiver.  Because the TPEI is a supplemental item 
list intended to be used only at the item-level, psychometrics and scoring information are 
not presented. 

The TPEI provides clinically relevant information about youth and caregiver role and 
process expectations.  Interpreting the TPEI should occur at the item level.  Table 7.11 
includes each item on the TPEI along with suggestions for interpreting the presence of, 
uncertainty about, and absence of that expectation.  
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Table 7.11   Interpreting the TPEI 
Item Expectation Present Uncertain Expectation Absent 

1 
My counselor will not tell 
other people what I tell 
him/her. 

Expects confidentiality, which may indicate 
some level of trust in the counselor 

Uncertain about whether confidentiality will 
be maintained and whether the counselor 
can be trusted 

Expects a lack of confidentiality, which may 
indicate a lack of trust in the counselor 

2 For me to get better, I will 
have to change a lot. 

Expects that making major changes will be 
necessary for client improvement, which 
may suggest high motivation and/or 
knowledge about treatment 

Uncertain about whether making major 
changes will be necessary for client 
improvement 

Does not expect that making major changes are 
necessary for client improvement, which may 
suggest low motivation and/or knowledge about 
treatment 

3 My counselor and I will 
work together in counseling. 

Expects to work collaboratively with his/her 
counselor, which may indicate expecting an 
active role in treatment 

Uncertain about whether he/she will work 
collaboratively with his/her counselor 

Does not expect to work collaboratively with 
counselor, which may indicate expecting a passive 
role in treatment 

4 Being in counseling will be 
hard work for me. 

Expects that participating in treatment will 
involve hard work, which may suggest high 
motivation and/or knowledge about 
treatment 

Uncertain about whether participating in 
treatment will involve hard work 

Does not expect that participating in treatment will 
involve hard work, which may suggest low 
motivation and/or knowledge about treatment 

5 I will be very careful about 
what I tell my counselor. 

Expects to be cautious about sharing with 
counselor, which may indicate a lack of 
trust or uncertainty about the counselor or 
treatment 

Uncertain about whether he/she will be 
cautious about sharing with counselor 

Does not expect to be cautious about sharing with 
counselor, which may indicate trust and believing 
in counselor or treatment 

6 
I will feel comfortable 
speaking up if I think 
counseling isn’t helping me. 

Expects to feel comfortable speaking up in 
treatment, which may indicate he/she feels 
empowered and expects to work 
collaboratively 

Uncertain about whether he/she will feel 
comfortable speaking up in treatment 

Does not expect to feel comfortable speaking up in 
treatment, which may indicate he/she does not feel 
empowered or expects to be passive in treatment 

7 
Sometimes, I may have 
difficult thoughts and/or 
feelings because of my 
counseling sessions. 

Expects that treatment may sometimes feel 
uncomfortable, which suggests an 
understanding or knowledge about the 
process 

Uncertain about whether treatment will 
sometimes feel uncomfortable 

Does not expect that treatment will feel 
uncomfortable, which suggests a lack of 
understanding or knowledge about the process 

8 
My counselor will respect 
my (or my family’s) customs 
and/or cultural background. 

Expects that the counselor will be culturally 
sensitive  

Uncertain about whether the counselor will 
be culturally sensitive 

Does not expect counselor will be culturally 
sensitive 

9 
Counseling will be the only 
help I will need to deal with 
my problems. 

Expects that counseling will be the only 
treatment needed 

Uncertain about whether counseling will be 
the only treatment needed 

Does not expect that counseling will be the only 
treatment needed; may expect that medication or 
additional services will be necessary. Also may 
suggest expecting the need for informal supports 
such as religious or spiritual guidance, family or 
friend support, etc. 
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Therapeutic Alliance Quality Scale (TAQS) 

Therapeutic Alliance Quality Rating (TAQR) 

 

Background 

Purpose 
Therapeutic alliance (TA), also called therapeutic bond, working alliance, or rapport 
between clinician and client, is cited by clients and clinicians as one of the most 
important components of effective therapy (Bickman, Sapyta, Rumberger, & Reich, 
2000; Karver, Handelsman, Fields, & Bickman., 2006; Kazdin, Siegel, & Bass, 1990).  In 
multiple studies TA has been linked to improvement in clinical outcomes (Horvath, 2001; 
Kazdin, Whitley & Marciano, 2006).  In child and adolescent counseling, the TA 
between the clinician and the adult caregiver has been found to be equally if not more 
important as the alliance between the clinician and the youth.  The adult caregiver’s trust 
in the clinician and participation in their child’s treatment are important determinants of 
whether the youth participates or remains in treatment.  Consequently, knowledge about 
the client’s and adult caregiver’s perceptions of alliance can be critical for understanding 
treatment and its outcomes.   
 
The Therapeutic Alliance Quality Scale (TAQS) provides short scales to regularly assess 
the alliance as experienced by the youth during a session.  Since the TAQS is session 
based, it enables the clinician to link behavior during a session directly to changes in 
alliance.  In addition, it is expected that respondents are more likely to admit to problems 
with their clinician if responses are based on one session compared to when they are 
asked to rate the relationship in more general terms.  It also ensures that disruptions in the 
alliance can be detected and dealt with early before alliance repair becomes more 
difficult.  Ideally, the Therapeutic Alliance Quality Rating (TAQR) would be completed 
by the clinician and adult caregiver simultaneously with the TAQS.  The two items on the 
adult caregiver version allows the adult caregiver to indicate their general feelings about 
their working alliance with the clinician.  The four items on the TAQR allow clinicians to 
check how accurately they know the client’s and adult caregiver’s general feelings about 
the working alliance and how well their assessment of the alliance is aligned with the 
clinician’s own assessment. 

Theory  
The youth TAQS is designed to reflect Bordin’s (1979; 1994) widely accepted 
conceptualization of alliance as comprised by the following components: agreement on 
therapeutic goals as well as on therapeutic tasks (i.e., specific activities that occur in 
therapy) and the bond between the client and therapist.  Client-therapist bond is assessed 
by items on communication, trust, and general perception of the relationship.  In addition, 
some bond items can indicate if a problem in the relationship, or a rupture, has occurred.    
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History of Development 
The TAQS and TAQR went through several iterations of pre-testing and revisions until 
the final forms were compiled.  An original pool of 27 items was generated for two 
versions of the TAQS (youth and adult caregiver) as well as for the clinician TAQR.  
These items were selected to reflect Bordin’s (1979, 1994) conceptualization of TA and 
assessed alliance in a general way that was not about the alliance during a specific 
session.  After these initial items were reviewed by experts in alliance to ensure face 
validity, they were evaluated for their psychometric properties in the context of a pilot 
study with several crisis centers providing mental health services in a large metropolitan 
area.  Based on this initial evaluation, items asking about perceived competence and 
helpfulness as well as several items that were expected to be more difficult to endorse 
were added in order to create a more balanced scale.  The new form included 52 items.  
The instructions and items of this new form were reworded to reflect session based 
assessment, as the TA scale is intended for frequent use in clinical practice and is 
intended to be a measure of ongoing treatment process.   
 
The 52-item form of the TAQS and the initial form of the TAQR were then tested in 
another pilot study in several offices of a mental health provider in a northern state.  
During this pilot study, clinicians completed written evaluation forms about this version 
of the TA scale and several volunteers participated in a focus group where the measures 
were discussed.  Based on the data from this pilot study and the feedback of these 
clinicians, the youth and adult caregiver versions were reduced to 30 items; the general 
structure was kept the same.  Since the correlation between the very long TA clinician 
version and the four item TAQR was high, the TA clinician version was replaced with the 
TAQR.  The 30 item youth and adult caregiver versions were then tested using cognitive 
interviews.  Based on these interviews, slight changes in wording were made to further 
improve the readability of the scale and to ensure that the items were interpreted as 
intended by the developers.  
 
Both TAQS versions and the TAQR underwent further evaluation in the 2007 
psychometric study.  Samples were randomly divided into two halves using a SAS® 
program that utilized a replicable random seed.  One half of the study sample served as 
the learning sample that was used to further reduce the number of items while the other 
half was used as the validity sample.  In deciding which items to remove, six main 
criteria were used: (a) general psychometric quality of an item, (b) the ability of an item 
to discriminate from related but distinct constructs like service satisfaction (important 
when compiling a battery of measures), (c) the similarity of an item in its difficulty 
measurement score to another item (indicates redundancy), (d) the similarity of an item in 
its wording to another item (an important factor in respondent compliance), (e) the 
relationship of the item to the general factor structure, and (f) the theoretical properties of 
each item.  Using these criteria, the youth version of TAQS was reduced to 13 items and 
the adult caregiver version to 10 items.  These were published in the first edition (2007) 
of the PTPB. 
 
The current edition includes some changes from the 2007 edition.  First, utilizing the 
same criteria listed above (and described in chapter 2) the Youth TAQS form was 
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reduced to TAQS to five items.  Psychometrics from the 5-item TAQS are described 
below.  The second change in the current edition of the PTPB is the replacement of the 
adult caregiver TAQS with an adult caregiver TAQR.  A major initiative of this PTPB 
edition was to reduce time burden on respondents while retaining measure information 
and maintaining sound psychometric qualities.  Psychometric analyses revealed that little 
information was obtained from the adult caregiver TAQS and that item responses 
ceilinged out, creating a skewed distribution with little variability.  Furthermore, a pilot 
study found that similar information concerning the adult caregiver’s general assessment 
of therapeutic alliance with the clinician could be gained from asking two questions 
mirroring those of the clinician’s TAQR.  The correlation was high between adult 
caregiver total score and a single item rating of TA (r =.74). Thus, we recommend the 
continuation of using a multiple-item scale for youth respondents but a simpler and 
shorter rating scale for clinician and adult caregiver respondents. 

Structure  
The TAQS-Youth consists of two items reflecting the bond between each and the 
clinician, and three items addressing agreement on goals and tasks.  While both versions 
of the scale were constructed to cover these theoretical concepts, they do not constitute 
distinct subscales.  The scales provide one global score reflecting the general quality of 
alliance, calculated as the mean of all items.  Each item is rated on a five-point Likert-
type scale with a higher TAQS Total Score corresponding to higher quality alliance.  
Response options range from one (Not at All) to five (Totally).  The analyses presented in 
this chapter required 85% of the items to have valid answers. 
 
The Clinician TAQR includes four items.  Two items ask the clinician to rate their own 
perceptions of the level of their TA with their adolescent client and the adult caregiver.  
The other two items ask how the clinician thinks the youth and adult caregiver rate their 
respective TA with the clinician.  The items are rated on a five-point Likert scale with a 
higher responses corresponding to higher quality alliance.  The Adult Caregiver TAQR 
includes only two items assessing how they would rate the TA and how the adult 
caregiver thinks the clinician will assess the TA.  It is important to note that the TAQRs 
are not scales and, thus, we do not report psychometric properties for them except for 
some basic item information.  The counselors’ ratings on the TAQR serve mainly as an 
orientation to the counselor when reviewing the youth’s TAQS and caregiver’s TAQR 
scores. 
 
 

Administration 
 
The TAQS may be administered during the treatment phase as shown in Table 8.1.  The 
youth TAQS and adult caregiver TAQR versions are intended to be completed by each 
respondent respectively at the end of the treatment session.  As shown in Table 8.2, the 
TAQR may be completed by the clinician during the same time period.  The suggested 
frequency of administration is every week.  If the youth is seeing more than one clinician, 
it is important to clarify at the time the TAQS and TAQR are administered, about whom 
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the youth and adult caregiver are supposed to answer the questions.  In most cases that 
will be the primary care provider but that is not a requirement.  The important factor is 
that all three respondents (youth, adult caregiver, and clinician) report on the same 
working relationship.   
 

Table 8.1   Administration of TAQS by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

   ■         
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested Frequency: Every week 
 
 

Table 8.2   Administration of TAQR by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

    ■ ■       
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested Frequency: Every week 

 
The suggested schedule for administration of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
forms can be found in Appendix B: Measures and Self-Scoring Forms. 
 
 

Description 

Basic Descriptives 
Table 8.3 shows that a large majority of the youth in the psychometric study reported a 
very good relationship with their clinician, as demonstrated by the relatively large means 
(4.12) and the negative skewness (-1.32).  Our experience in developing the scale over 
several years and several samples indicates that this pattern is not an artifact of the type 
of scale but seems to reflect the true relationship between the youth and caregiver and the 
counselor.  It appears that only a small minority of youth have poor relationships with 
their counselor.  
 
Past analyses of an adult caregiver TAQS form indicated a similar highly positive 
indicated TA relationship.  Very few adult caregivers indicated a poor relationship with 
their counselor.  This response pattern is maintained with the adult caregiver TAQR.  In 
the pilot study of the TAQR, we found a very high correlation (r = .74) between the adult 
caregiver’s total score and the single TAQR item asking the caregiver to rate the TA.  
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Thus we conclude that the simpler and shorter TAQR provides similar information as the 
TAQR and recommend the 2 item TAQR be used with the caregiver. 
 
 

Table 8.3   Descriptive Statistics for TAQS Summary Scores & TAQR Items  

Scale N Mean 
Std  

Dev 
Skewness Kurtosis Min Max 

TAQS-Youth Total Score 679 4.12 0.89 -1.32 1.56 1.0 5.0 

TAQR-Adult Caregiver Items 

Adult Caregiver’s Rating 
of TA w/ Clinician 78 4.54 0.66 -1.13 0.11 1.0 5.0 

Estimate of Clinician’s 
Rating of TA 78 4.37 0.67 -0.59 -0.65 1.0 5.0 

TAQR-Clinician Items 

Clinician’s Rating of TA 
w/    Youth 641 3.80 0.82 -0.53 0.51 1.0 5.0 

Clinician’s Rating of TA 
w/ Adult Caregiver 505 4.22 0.71 -0.74 1.04 1.0 5.0 

Estimate of Youth’s 
Rating of TA 637 3.71 0.74 -0.63 1.19 1.0 5.0 

Estimate of Adult 
Caregiver’s Rating of 
TA 

508 3.98 0.57 -0.45 2.06 1.0 5.0 

 
 
Quartiles 
Quartiles appear in Table 8.4.  High scores are those in the top quarter, with low scores in 
the bottom quarter.  For the TAQS Youth Total Score, a score greater than 4.80 is 
considered high, while a score less than 3.80 is considered low.  The restricted range of 
upper scores shows a ceiling effect limitation, reflected in the comprehensive 
psychometric analysis presented in Tables 8.6.  No quartiles are provided for the TAQR 
forms given there are no associated summary scores. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample. This information is 
presented in the last section of this chapter. It should be noted that the restricted range of 
responses impacts both types of comparisons. 
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Table 8.4   TAQS Quartiles 

Quartile 
TAQS-Youth 

Total Score 

100 % Max 5.00 

75 %   Q3 4.80 

50 %   Median 4.40 

25 %   Q1 3.80 

00 %   Min 1.00 
 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
8.5.  These alphas suggest a satisfactory degree of internal consistency for the total score.  
Internal consistency criteria do not apply to the TAQR forms since it does not have the 
characteristics of a scale. 
 

Table 8.5   Cronbach’s Alphas for the TAQS 

Scale 
Unstandardized 

Alpha 

Standardized 

Alpha 

TAQS-Youth  0.85 0.85 
 

Comprehensive Item Psychometrics 
Table 8.6 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
chapter two.  Only items with two or more shaded cells are considered problematic.  
While none of the items has more than one shaded cell, it is noticeable that many of the 
items have means in the upper range of the scale.  This explains the skewness in the scale 
score reported above.  A consequence of this is that even relatively high scores (e.g., 4.3) 
will be considered medium relative to this psychometric sample.  The users of this scale 
should take this into account when interpreting the scores of this scale.    
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Table 8.6   Comprehensive Item Analysis for the TAQS-Youth 
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Youth happy with session          goals/tasks 679 3.91 1.17 0.21 0.66 0.73 0.47 0.95 0.96 1.04 
Counselor understood 
youth    bond 679 3.94 1.23 0.13 0.69 0.77 0.42 0.94 0.94 1.06 
Youth/counselor worked 
together                   goals/tasks 679 4.15 1.14 0.85 0.70 0.77 -0.03 0.96 0.95 1.06 
Youth felt counselor would 
help          goals/tasks  679 4.22 1.1 1.32 0.68 0.75 -0.2 1.02 0.97 1.05 
Youth/Counselor 
understanding          bond 679 4.4 0.94 3.2 0.59 0.64 -0.66 1.19 1.13 0.86 

Note: Items listed in descending order by item difficulty (Measure) 
 
 

Standard Errors of Measurement) 
For the TAQS-Youth Total Score, the standard error of measurement (SEM) is .0.34 points.  With 95% confidence we can say that the 
true score is between approximately ±2 SEMs, or 0.68 points on a one to five point scale. 
 

Minimum Detectable Change 
The minimum detectable change (MDC) threshold is 0.55 points with 75% confidence for the TAQS-Youth Total Score.  This gives 
us 75% confidence that a difference of more than 0.55 points is not due to chance.  If the change is in a positive direction (i.e., 
increase in score value) it represents an improvement in the perceived alliance, while a change in the negative direction (i.e., reduction 
in score value) indicates that the alliance as perceived by the youth is declining. 
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Test-Retest Reliability 
Not available at this time. 
 

Evidence of Validity 
 

Scree Plot: TAQS-Youth  
The scree plot (Figure 8.1) for the TAQS-Youth suggest one latent factor for the items. 
The final factor structure was tested using confirmatory factor analysis (CFA). 
 

 
Figure 8.1   Scree Plot of Eigenvalues for Youth TAQS 
 

Confirmatory Factor Analysis: TAQS-Youth 
 
The confirmatory factor analysis (CFA) was done with SAS CALIS in a mode emulating 
Bentler & Wu’s (1995) EQS.  The factor structure of the TAQS-Youth supports the 
findings from 2007 of one latent factor.  In accordance with the results of the exploratory 
factor analysis there was no support for any meaningful secondary factors or subscales.  
The results of this analysis are presented in Table 8.7.  The one-factor model presents an 
adequate fit in the data according to the CFI, GFI and SRMR.  The factor loadings ranged 
from 0.73 to 0.82. 
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Table 8.7   Evaluation of the TAQS-Youth and TAQS-Adult Caregiver Factor Structure 

Scale Bentler 
CFI 

Joreskog 
GFI SRMR 

TAQS-Youth One-Factor Model 0.99 0.99 0.02 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & 
Cudeck, 1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 

 

Scoring the TAQS  

Scoring 
Use self-scoring form in Table 8.8 to calculate the TAQS Total Scores for youth.  Enter 
the value for the answer choices in fields A-E and calculate fields F and G as instructed.  
There are no reverse coded items in the TAQS. The self-scoring form is also available in 
Appendix B: Measures and Self-Scoring forms.  The TAQR forms do not require scoring 
as they do not represent a scale.   
 
Use the scoring table in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 
Table 8.8   TAQS–Youth Self-Scoring Form  

Item 

Values for Responses 

Enter value for selected 
responses here and calculate 
scores as instructed 
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01 1 2 3 4 5 A   

02 1 2 3 4 5 B   

03 1 2 3 4 5 C   

04 1 2 3 4 5 D   

05 1 2 3 4 5 E   

 Sum of A-E: F  

F/ 5: G  
TAQS-Youth Total Score = G    
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Interpretation 
TAQS scores and TAQR ratings are session-based and may fluctuate from one 
administration to the next.  It is suggested that the TAQS and TAQR be administered as 
frequently as every week so that sessions can be reliably assessed.  A high score or rating 
indicates that the youth or adult caregiver is feeling that the bond with the clinician is 
strong. 
 
In general, the scores on the TAQS can range from one to five, where a five represents 
high TA and a one indicates low TA.  The scores presented in Table 8.9 help to judge 
whether a score should be considered relatively low, medium, or high.  Youth who score 
TA as high perceive that they trust the clinician. In the interpretation of the TAQS Total 
Score, comparison to the psychometric study is important; while a score of 4.0 may seem 
high, relative to the psychometric sample, it falls in the medium range. 
 
When youth or adult caregivers report low TA, it may show that the youth or adult 
caregiver has lost trust in their clinician.  If they do not perceive trust in the clinician, 
they may become less motivated to be in, or even become resistant to treatment.   
 

Low, Medium, High Scores 
Based on the psychometric sample, a TAQS-Youth Total Score greater than 4.80 on a 
five-point scale is considered high and indicates that the youth reports a high therapeutic 
alliance.  If the total score is less than 3.80, it is considered low, indicating that the 
youth’s perception of TA is low.  All scores in between represent a medium level of 
perceived alliance.  The criteria for the youth versions are presented in Table 8.9. 
 

Table 8.9   TAQS Low, Medium, and High Scores  
Scale Low Medium High 

TAQS-Youth Total 
Score < 3.80 3.80 - 4.80 > 4.80 

 

Percentile Ranks 
Percentile ranks appear in Table 8.10.  For example, as shown in the table, a score of 4.40 
for the TAQS-Youth is in the 59th percentile.  This means that in the youth psychometric 
sample, 59 % scored 4.40 or lower and 41 % scored higher.   
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Table 8.10   TAQS-Youth Percentile Ranks for Total Scores 

TAQS-Youth 

Score Percentile 
1.00 1 
1.20 2 
1.40 2 
1.60 3 
1.80 3 
2.00 4 
2.20 5 
2.40 6 
2.60 8 
2.80 9 
3.00 14 
3.20 18 
3.40 20 
3.60 25 
3.80 30 
4.00 37 
4.20 47 
4.40 59 
4.60 68 
4.80 78 
5.00 100 
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Chapter 9 

Youth Counseling Impact Scale v.2 

(YCIS v.2) 
 

Background 

Purpose 
The Youth Counseling Impact Scale (YCIS) is a measure of perceived effectiveness of a 
specific counseling session.  In general, measures of impact “are concerned with clients’ 
internal reactions to sessions which, logically, must intervene between in-session events 
and the long-term effects of treatment” (Stiles et al., 1994, p.175).  The YCIS specifically 
asks the youth to report on the positive impact he or she thinks the counseling sessions 
have had in terms of (1) insight into problems and possible solutions, and (2) behavioral, 
cognitive and emotional changes made following the previous session.  The client’s 
perception that treatment is working is an important factor in the treatment process.  

Theory  
The most commonly used session impact measures are the Session Evaluation 
Questionnaire (SEQ; Stiles, 1980) and the Session Impact Scale (SIS; Elliot & Wexler, 
1994).  The SEQ consists of several bipolar adjective pairs that describe perceptions of 
session impact on two dimensions: depth and smoothness (Stiles, 1980).  The SIS 
assesses perceptions of session impact on the dimensions of hindering versus helpful 
impacts (Elliot & Wexler).  The latter has two sub-dimensions: task impacts and 
relationship impacts.  Unlike the SEQ which focuses on general emotional reactions to 
sessions, the SIS targets the specific content of therapy sessions (Elliot & Wexler).  Both 
of these measures, however, were designed for adults. 
 
Measures of session impact for youth are seriously lacking.  To our knowledge, the only 
impact measure that has been developed specifically for adolescents is the Session 
Evaluation Form (SEF) by Bussell and Kurtines, which was adapted from the SIS (see 
Bussell, 2000).  The limitation of the SEF is that it was developed specifically for group 
sessions.  Additionally, like most session impact scales the SEF only assesses the 
immediate reaction after a session but does not examine the effects of changes that occur 
in the weeks following a session.  These changes, however, are especially relevant in the 
mental health treatment of youth.  The YCIS was developed for use in individual 
counseling sessions with youth ages 11-18 years and includes an assessment of changes 
that occur both immediately after and in the weeks following a session. 
 
For our purposes, we defined helpful counseling impact as the perceived immediate 
effect of a counseling session on client insight (understanding of feelings, relationships, 
and problems) and client change (positive behavioral, cognitive, and emotional changes 
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that occur in the weeks immediately following the counseling session).  The former was 
derived from the task impact dimension described by Elliot and Wexler (1994). 

History of Development 
The development of the YCIS began with a review of the relevant literature on session 
impact.  Based on this review and the intended purpose of this measure for the overall 
measurement battery, 12 potential items were identified.  After an internal review by our 
research team and an external review by the clinical advisory board of our partner 
organization, the list was reduced to ten items.  These ten items were evaluated as part of 
the psychometric study (see Chapter 2).  All ten items demonstrated good psychometric 
properties and the theoretical construct was confirmed by the data as described further 
below. Based on the recent increase in the use of a strength-based approach, we added an 
additional item that asks specifically about insight into the youth’s strengths.  This 
addition worked well and did not compromise the psychometric integrity of the scale. 
This version of the scale has been published in the journal Psychological Assessment 
(Riemer & Kearns, 2010) 
 
In this new version (v.2), the YCIS we used detailed psychometric information and 
theoretical consideration in order to shorten it to six items without compromising its 
excellent psychometric properties and its factor structure. In deciding which items to 
delete, six main criteria were used: (a) general psychometric quality of an item, (b) the 
similarity of an item in its difficulty measurement score to another item (indicates 
redundancy), (c) the similarity of an item in its wording to another item (an important 
factor in respondent compliance), (d) the relationship of the item to the general factor 
structure, and (e) the theoretical properties of each item.  The new version, while 
significantly shorter, still has one primary factor and the two secondary (see below). The 
psychometric properties are comparable to the earlier version. 

Structure  
The YCIS v.2 measures perceived helpful counseling impact using six youth appropriate 
items, three of which assess insight immediately after a session and three that measure 
emotional, cognitive, and behavioral changes in the two weeks prior to the current 
session.  Each item is rated on a five-point Likert-type scale, with higher scores 
corresponding to greater positive impact.  Responses range from one (Not at All a 
Problem) to five (Totally). Factor analysis with the test sample has confirmed that the 
YCIS v.2 assesses a total score of counseling impact and two related but distinct 
subscales, insight and change.  The YCIS v.2 Total Score is calculated as the mean of all 
six items.  The two subscale scores are both means of item subsets: Insight (items one to 
three) and Change (items 4 to 6).  The psychometrics described are based on the complete 
sample of the psychometric study with the 6-item version, and required 85% of the items 
to have valid answers.  See Chapter 2 for more detail on the psychometric sample and test 
development procedures. 
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Administration 
 
The YCIS v.2 is a written self-report treatment phase measure to be administered at least 
two weeks after treatment starts.  As can be seen in Table 9.1, no intake, discharge, or 
follow-up version exists.  The YCISv.2  is completed by the youth only.  The suggested 
frequency of administration is every other week or at least once a month.  

Table 9.1   Administration of YCIS v.2 by Phase 
Intake Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 
   ■         

Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Recommended Frequency: Every two weeks or at least once a month 

 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
tables can be found in Appendix B: Measures and Self-Scoring Forms. 
 
 

Description 

Basic Descriptives 
As seen in Table 9.2, the mean of the YCIS v.2 Total Score as well as the scores for each 
subscale are about 0.5 units above the scale middle of 3.0 (3.57, 3.56, and 3.47 
respectively).  However, the overall distribution is close to a normal distribution with no 
worrisome skewness or kurtosis and scores across the full range of possible scale scores. 
 
The correlation between the two subscales is relatively large (r = 0.72, N = 446; p < 
0.001).  However, the confirmatory factor analysis (CFA) reported below provides 
evidence for two distinct sub-factors that together compose the general counseling impact 
factor.   
 

Table 9.2   Descriptive Statistics for YCIS v.2 Summary Scores 
 N Mean Std Dev Skewness Kurtosis Min Max 

YCIS v.2 Total Score 445 3.65 1.06 -0.73 -0.13 1 5 

Insight Subscale Score 459 3.68 1.16 -0.82 -0.11 1 5 

Change Subscale Score 462 3.58 1.12 -0.53 -0.54 1 5 
 

Quartiles 
Quartiles appear in Table 9.3.  High scores are those in the top quarter, with low scores in 
the bottom quarter.  For the YCIS v.2 Total Score, a score greater than 4.5 is considered 
high, whereas a score less than 3.0 is considered low. 

 
 
108



Peabody Treatment Progress Battery 2010 

 

 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample.  This information is 
presented in the last section of this chapter. 
 

Table 9.3   YCIS v.2 Quartiles   

Quartile  YCIS v.2 
Total Score 

Insight 
Subscale 

Change 
Subscale 

100 % Max 5.0 5.0 5.0 
75 %   Q3 4.5 4.7 4.7 
50 %   Median 3.83 4.0 3.7 
25 %   Q1 3.0 3.0 3.0 
00 %   Min 1.0 1.0 1.0 

 
 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
9.4.  These alphas suggest a satisfactory degree of internal consistency for the total score 
and the subscales. 
 

Table 9.4   Cronbach’s Alphas for the YCIS v.2 

Scale / Subscale Unstandardized 
Alpha 

Standardized 
Alpha 

YCIS v.2 0.90  0.90 

YCIS v.2 Insight 0.87 0.88 

YCIS v.2 Change 0.82  0.82 

 

Comprehensive Item Psychometrics 
Table 9.5 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
Chapter 2.  Only items with two or more shaded cells are considered problematic.  
Almost all items in the YCIS v.2 showed satisfactory scale characteristics.  The only 
exception is item number 10 which asks about changes in school (infit and outfit criteria 
above 1.5).  This is not surprising since the data were collected during the summer when 
school was not in session.  Thus, it is likely that respondents were not clear how to 
respond to this item.  As a consequence, this item was revised to include other places 
outside of the client’s home beside school. 
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Table 9.5   Comprehensive Item Analysis for the YCIS v.2 
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Youth understands strengths      445 3.8 1.26 -0.31 0.77 0.85 -0.27 0.85 0.86 1.17 

Youth can deal with problems         445 3.72 1.28 -0.3 0.78 0.86 -0.12 0.79 0.8 1.24 

Have tried things suggested      445 3.65 1.29 -0.54 0.66 0.68 0 1.19 1.27 0.77 

Better behavior at home    445 3.65 1.29 -0.66 0.66 0.68 0 1.22 1.28 0.7 

Understand feelings     445 3.54 1.37 -0.84 0.73 0.79 0.19 1.02 1.01 1.03 

Learned from counseling 445 3.54 1.32 -0.9 0.76 0.76 0.19 0.88 0.88 1.13 

Notes: Items listed in ascending order by item difficulty (Measure).  
 
 

Standard Errors of Measurement  
For the YCIS v.2 Total Score, the standard error of measurement (SEM) is 0.34 points.  With 95% confidence, we can say that that the 
true score is between approximately ±2 SEMs, or 0.68 points on a one to five point scale.  The SEMs for the YCIS v.2 subscales are 
0.40 points for Insight (95% confidence interval between approximately ±2 SEMs, or 0.80 points) and 0.48 points for Change (95% 
confidence interval between approximately ±2 SEMs, or 0.96 points).  

 
 
110



Peabody Treatment Progress Battery 2010 

 

Minimum Detectable Change 
The minimum detectable change (MDC) threshold is 0.55 points with 75% confidence 
for the YCIS v.2 Total Score, and gives us 75% confidence that a difference of more than 
0.55 points is not due to chance.  For the subscale scores, the MDC is 0.65 for Insight and 
0.77 for Change.  If the change is in a positive direction (i.e., increase in score value) it 
represents an improvement in perceived positive counseling impact while a change in the 
negative direction (i.e., reduction in score value) indicates that the level of perceived 
impact is declining.  

Test-Retest Reliability 
Not available at this time. 
 
 

Evidence of Validity 

Scree Plot 
The scree plot (Figure 9.1) clearly provides support for the general primary factor.  The 
secondary factors are more subtle and are in general difficult to detect with this type of 
exploratory method.  However, the pattern of the factor loadings of the items on the 
second factor with an eigenvalue of approximately one provide some evidence for the 
separation of the 6 items into two distinct factors.  The first three items (Insight) all have 
negative loadings on the second factor while the last three items (Change) all have 
positive loadings.  The final factor structure was tested using confirmatory factor analysis 
(CFA). 
 

 
Figure 9.1   Scree Plot of Eigenvalues for YCIS v.2 
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Confirmatory Factor Analysis  
The expected factor structure inferred from the theory was a hierarchical G-Factor model 
with the two secondary factors (insight and change) loading on a higher-order counseling 
impact factor.  This structure was well supported by the data.  Confirmatory factor 
analysis (CFA) was conducted with SAS CALIS in a mode emulating Bentler & Wu’s 
(1995) EQS.  We ran a one-factor model as well as the G-Factor model to evaluate how 
well each model could explain the observed data.  For the G-Factor model the loadings of 
the lower-order factors on the general counseling impact factor were set to be equal for 
the model to be identified.  The superiority of the fit indices of the G-Factor model 
clearly provides support for the respective factor structure.  The G-model demonstrates 
an excellent fit for these data while the fit indices for the one-factor model are less 
satisfactory.  The χ2 difference test further provides evidence for the G-Factor model 
compared to a one-factor model (χ2diff = 127, df = 2, p < .001).  The two models are 
nested because the G-Factor model is mathematically the same as a model with two 
correlated factors and the one-factor model is the same as a two-factor model with 
perfectly correlated factors (correlation constrained to be 1).  Since the difference is 
statistically significant the less constrained G-Factor model is preferred. 
The factor loadings (standardized estimates) for each manifest variable can be found in 
Table 9.7.  All loadings were medium to high (between 0.45 and 0.71).  The 
unstandardized loadings for the Insight and Change Factors on the general Counseling 
Impact Factor were 0.70 6

 
.  

 

Table 9.6   Evaluation of the YCIS v.2 Factor Structure 

Scale χ2 df χ2 / 
df χ2 diff Bentler 

CFI 
Joreskog 

GFI SRMR 

YCIS v.2 One-
Factor Model 

157.55 10 15.76  0.91 0.88 0.1824 

YCIS v.2 G-Factor 
Model 

30.56 8 3.82 126.99 0.99 0.98 0.0797 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 

 
 
 
 
 
 
 
                                                 
6 Note that the loadings of the subscales on the general factor have set to be equal because the model would 
otherwise not be identified and inestimable.  The standardized estimates for the loadings provided by 
PROC CALIS are 0.89 for Insight and 0.91 for Change. 
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Table 9.7   Loadings for the G-Factor Confirmatory Model of YCIS v.2  

Item/Subscale 
Insight Change Impact 

Unstandardi
zed Standardized Unstandardi

zed 
Standard

ized 
Unstandardi

zed 
Standardize

d 

1 Understand 
feelings 1.00 0.62     

2 How to deal 1.14 0.45     

3 Understand 
strengths 1.11 0.49     

4 Tried things   1.00 0.64   

5 Used what 
learned   1.14 0.48   

6 Improved at 
home   0.91 0.71   

Insight 0.70 0.89 

Change 0.70 0.91 

 

Scoring the YCIS v.2 

Scoring 
Use Table 9.8 to calculate the YCIS v.2 Total Score as well as the two subscale scores.  
Enter the value for the answer choices in fields A-F and I –M and calculate fields G, H, 
and N-Q as instructed.  There are no reverse coded items in the YCIS v.2.  The self-
scoring forms are also available in Appendix B: Measures and Self-Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
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Table 9.8   YCIS v.2 Self-Scoring Form 

Item 

Values for Responses 

Enter value for selected 
response here and calculate 
scores as instructed 

N
ot

 a
t a

ll 

O
nl

y 
a 

lit
tle

 

So
m

ew
ha

t 

Q
ui

te
 a

 b
it 

T
ot

al
ly

 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
 Sum of A-C: D   

D / 3: E   
07 1 2 3 4 5  F  
08 1 2 3 4 5  G  
09 1 2 3 4 5  H  

 Sum of F-H: I  
I / 3: J  

 E + J: K 
K / 2: L 

YCIS v.2 Total Score = L    
YCIS v.2-Insight Subscale Score = E 
YCIS v.2-Change Subscale Score = J 
 

Interpretation 
The YCIS v.2 is a session-based instrument and assesses the youth’s perceptions of 
overall counseling impact, insight attained during the current session, and certain 
behavioral, cognitive and emotional changes during the previous two weeks.  Thus, the 
YCIS v.2 can be used to evaluate specific sessions and be linked to the events in that 
session.  This is especially true for the items that represent the Insight Subscale.  This can 
be a useful tool for clinicians to determine if specific interventions or clinician behaviors 
in a session instill a feeling in clients that the treatment is working for them. 
 
The fact that the YCIS v.2 is session-based also means that the score can fluctuate 
significantly from one administration to the next.  Thus, it is important to see if these 
changes represent reliable change (described above) and if so, what may have caused the 
change.  It will also be important to administer the YCIS v.2 frequently so that general 
trends can be reliably assessed.  A positive trend indicates that the youth is increasingly 
feeling that the sessions have a positive impact.  
 
The scores on the YCIS v.2 can range from one to five, where a five represents high 
positive impact while one indicates low impact.  The total score and percentile ranks 
presented below (see Tables 9.9 and 9.10) help to judge whether a score should be 
considered relatively low, medium, or high.  Youths who rate counseling impact as high 
believe that their treatment sessions have a positive impact on the way they feel about 
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themselves, their insight into their problems and possible solutions, and on the way they 
behave.  
 
When youth report low impact, it does not necessarily mean that the treatment had no 
effect, but may indicate that youth had little or no understanding of the positive impact 
the treatment had on them.  However, if youth believe the treatment has no positive 
impact, they may become less motivated to be in or even be resistant to treatment.  Youth 
may also be less likely to make changes in behavior or the way they think and feel about 
themselves. 

Low, Medium, High Scores 
Based on the psychometric sample, a total score greater than 4.5 is considered high, 
which indicates that the youth reports a strong positive counseling impact.  If the total 
score is less than 3.0, it is considered low, indicating that the youth’s perception of 
counseling impact is lower than the psychometric study sample.  All scores in between 
represent a medium level of perceived impact.  Low, medium and high scores are listed 
in Table 9.9. 
 

Table 9.9   YCIS v.2 Low, Medium, and High Scores  
Scale/Subscales Low Medium High 

YCIS v.2 Total Score < 3.0 3.0 - 4.5 > 4.5 

     Insight < 3.0 3.0 - 4.67 > 4.67 

     Change < 3.0 3.0 - 4.67 > 4.67 
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Percentile Ranks 
Percentile ranks appear in Table 9.10.  For example, a score of 2.5 is in the 14th 
percentile.  This means that in the psychometric sample, 14% of youth scored 2.5 or 
lower and 86% scored higher. 
 

Table 9.10   YCIS v.2 Percentile Ranks for Total Scores 

Score Percentile Score Percentile 

1.00 3 3.17 31 
1.17 4 3.33 37 
1.33 5 3.50 43 
1.50 6 3.67 48 
1.67 8 3.83 54 
1.83 9 4.00 61 
2.00 11 4.17 66 
2.17 12 4.33 74 
2.33 14 4.50 79 
2.50 17 4.67 84 
2.67 18 4.83 87 
2.83 21 5.00 100 
3.00 27   
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Chapter 10 

Motivation for Youth’s Treatment Scale 

(MYTS) 
 

Background 

Purpose 
The Motivation for Youth’s Treatment Scale (MYTS) is a measure of the intrinsic 
aspects of treatment motivation.  In treatment, youth often come extrinsically motivated; 
indeed, some suggest that the therapeutic process often includes efforts toward 
transforming this external motivation into the internal sources of motivation required to 
sustain treatment involvement and improve outcomes (Breda & Heflinger, 2004; 
McMurran, Theodosi, & Sellen, 2006).  The MYTS specifically asks youth to report how 
they think about their problems, readiness for treatment, and desire towards help.  Adult 
caregivers are asked to report on how they perceive the youth’s problems, and their own 
readiness for change and desire for help.   

Theory  
Motivation has been identified as a predictor of seeking and staying in services (DeLeon, 
Melnick, Kressel, & Jainchill, 1994; Ryan, Plant, & O’Malley, 1995; Prochaska, 
DiClemente, & Norcross, 1992; and Simpson, 2001), as well as better treatment 
outcomes in the field of adolescent substance abuse (Breda & Heflinger, 2004), with 
equal promise in the field of child and adolescent mental health.  Conceptualizations of 
motivation often identify two broad components: extrinsic and intrinsic motivation.  
External sources of motivation can come from parents or legal authorities who exert 
pressure on the individual to seek or stay in treatment.  Intrinsic motivation reflects the 
respondent’s own problem recognition, desire for help, and treatment readiness, 
dimensions that have been found to be important for treatment involvement and outcome 
(Simpson, 2001). 
 
There are currently several motivation measures in use with various adult and youth 
populations including offenders, substance abusers, and clinical populations.  For 
example, the University of Rhode Island Change Assessment (URICA; McConnaughy, 
DiClemente, Prochaska, & Velicer, 1989; McConnaughy, Prochaska, & Velicer, 1983) 
asks respondents to indicate the degree to which they agree or disagree with 32 
statements (McConnaughy et al., 1983; 1989).  The URICA has four subscales comprised 
of eight items each that assess the four stages of change: Precontemplation, 
Contemplation, Action, and Maintenance (Prochaska et al., 1992).  The URICA has been 
used with adult and youth (McMurran et al., 2006).  However, the validity of the stage 
model, which the URICA is based on has recently been subject to dispute (West, 2005; 
Casey, Day, & Howells, 2005).  
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The Treatment Motivation Questionnaire (TMQ; Ryan et al., 1995) is a 26-item measure 
that consists of four subscales (Internal Motivation, External Motivation, Help Seeking, 
and Confidence in Treatment).  This measure requires respondents to indicate the degree 
to which each of the statements is true or not true of them on a seven-point scale.  The 
TMQ has been shown to predict treatment engagement, attendance, and outcomes in 
adults and youth with alcohol problems.  
 
The Treatment Entry Questionnaire (TEQ; Wild, 2006) is a 20-item measure based on 10 
of the items from the Treatment Motivation Questionnaire described above.  The 
additional items were included by the author in an effort to discriminate between 
introjected (e.g., guilt), identified (e.g., identification with and commitment to treatment 
goals), and external motivation.  The TEQ has been used with success with a sample of 
adults in a substance abuse program.   
 
The Circumstances, Motivation, Readiness, and Suitability Scale (CMRS; DeLeon et al., 
1994) has an 18-item adolescent form that is appropriate for use with youth.  On a five 
point Likert-type scale, this measure assesses external motivation (the Circumstances 
subscale), internal motivation (the Motivation subscale), the perception that the youth 
needs treatment (Readiness subscale), and the youth’s perception that residential 
treatment is suitable.  A modified version of the CMRS (the CMR), that does not include 
one item from the Motivation subscale and drops the whole Suitability subscale has been 
tested in a sample of youth receiving treatment for substance abuse (Breda & Heflinger, 
2004).  
 
There are few measures assessing caregiver motivation to participate in a youth’s 
treatment.  Indeed, currently only one, other than the MYTS, has been identified, the 
Parent Motivation Inventory (PMI; Nock & Photos, 2006).  The 25-item PMI assesses 
three dimensions: caregiver desire for change in the youth, caregiver willingness to 
change their behaviors to help their child change, and caregiver’s perceived ability to 
enact the needed change and has been examined in a sample of caregivers of youth with 
emotional and behavioral disorders.  There is, however, no parallel youth form for the 
PMI, precluding the possibility of making any comparisons between the two.  

History of Development 
The motivation scales evaluated as part of the 2007 psychometric study contained 10 
items for the youth version and 9 items for the adult caregiver version.  The current 
psychometric study (described in chapter 2) aimed at reducing the length of both the 
youth and adult caregiver versions of the motivation scale.  In deciding which items to 
delete, six main criteria were used: (a) general psychometric quality of an item, (b) the 
similarity of an item in its difficulty measurement score to another item (indicates 
redundancy), (c) the similarity of an item in its wording to another item (an important 
factor in respondent compliance), (d) the relationship of the item to the general factor 
structure, and (e) the theoretical properties of each item.  The psychometric properties 
and the validity of these 8-item final versions are described below.   
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Structure  
The youth version (8 items) assesses the youth’s problem recognition and readiness to be 
and participate in treatment.  The adult caregiver version (8 items) assesses the adult 
caregiver’s motivation to participate in the youth’s treatment in regard to problem 
recognition and readiness to participate.  Response options range from one (Strongly 
Disagree) to five (Strongly Agree) on a five-point Likert-type scale.  The MYTS-Youth 
Total Score provides an overall assessment of motivation as well as two subscale scores: 
Problem Recognition (4 items), and Treatment Readiness (4 iems).  Scores for the adult 
version include the MYTS-Adult Caregiver Total Score as well as two subscale scores: 
Problem Recognition (3 items) and Treatment Readiness (5 items).  All scale scores 
represent the mean of items (either the total number or a select subgroup) and range from 
one (low motivation) to five (high motivation).  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 

Administration 
 
The MYTS is available in two versions, one to be completed by the youth and one to be 
completed by the adult caregiver.  As presented in Table 10.1, the MYTS may be 
administered during baseline and treatment phases.  The suggested frequency of 
administration is every other week or at least once a month.    
 
Table 10.1   Administration of MYTS by Phase 
Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

■ ■  ■ ■        
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Recommended Frequency:   Every two weeks or at least once a month 
 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
tables can be found in Appendix B: Measures and Self-Scoring Forms. 
 

Description 

Basic Descriptives 
The descriptive statistics for the youth and adult versions of the MYTS appear in Tables 
10.2 and 10.3. 
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Table 10.2   Descriptive Statistics for MYTS Summary Scores 
MYTS N Mean Std 

Dev Skewness Kurtosis Min Max 

Youth Total Score 504 3.08 0.89 -0.22 -0.48 1 5 

  Problem Recognition 462 2.69 1.13 0.07 -0.97 1 5 

  Treatment Readiness 459 3.46 1.05 -0.55 -0.37 1 5 

Adult Caregiver Total 
Score 457 3.81 0.76 -0.79 0.99 1 5 

  Problem Recognition 453 2.98 1.18 -0.11 -1.02 1 5 

  Treatment Readiness 447 4.31 0.76 -1.80 4.75 1 5 

 
The correlations among the MYTS subscales suggest related but distinct constructs.  The 
correlation of the problem recognition and treatment readiness subscales of the youth 
version is r = 0.33, while the same correlation in the adult version is r = 0.38.   

Quartiles 
Quartiles for the MYTS are presented in Table 10.3.  High scores are those in the top 
quarter, with low scores in the bottom quarter.  For the MYTS - Youth Total Score, a 
score greater than 3.75 is considered high, whereas a score less than 2.5 considered low.  
For the MYTS-Adult Caregiver Total Score, a score greater than 4.38 is considered high, 
whereas a score less than 3.38 is considered low. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample.  This information is 
presented in the last section of this chapter. 
 

Table 10.3   MYTS Quartiles 

Quartile 
MYTS-Youth  

Total Score 
MYTS–Adult Caregiver 

Total Score 

100% Max 5.0 5.0 

75%  Q3 3.75 4.38 

50%  Median 3.13 3.88 

25%  Q1 2.5 3.38 

0%    Min 1.0 1.0 
 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability for the MYTS is presented in Table 
10.5. 

 
 
121



Peabody Treatment Progress Battery 2010 

 

Table 10.5   Cronbach’s Alphas for the MYTS 

Scale 
Unstandardized 

Alpha 

Standardized 

Alpha 

MYTS-Youth 0.82 0.82 

     Problem Recognition 0.84 0.84 

     Treatment Readiness 0.83 0.83 

MYTS-Adult Caregiver 0.84 0.86 

     Problem Recognition 0.84 0.84 

     Treatment Readiness 0.88 0.89 
 
The commonly accepted criterion for internal consistency reliability as measured by the 
unstandardized and standardized coefficient alpha is 0.80.  If a test’s reliability is below 
0.80, it may be too short to measure individuals accurately.  The reliability of the youth 
and adult caregiver MYTS and associated subscales meet this criteria. 
 

Comprehensive Item Psychometrics 
Tables 10.6 and 10.7 present the comprehensive item psychometrics.  Shaded cells 
indicate that a criterion was out of the range of sought values, as described previously in 
Table 2.2 in chapter two.  Only items with two or more shaded cells are considered 
problematic.  The only item with problematic values is the item asking about the youth’s 
problems making the caregiver’s life worse on the Adult Caregiver form.  The slightly 
elevated outfit as well as the relatively low discrimination value suggests that this item 
behaves differently from the other items in the scale and is not the most efficient item to 
use in differentiating caregivers with different levels of motivation for youth’s treatment.  
However, because of it content validity, the acceptable item-total correlation for the adult 
caregiver sample and the desire to keep certain MYTS items identical across respondents, 
we decided to retain the item in the scale.   
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Table 10.6   Comprehensive Item Analysis for the MYTS-Youth  
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Readiness Youth seeking help for problems 497 3.74 1.25 -0.06 0.53 -0.71 1.07 1.03 0.99 

Readiness Staying in counseling seems 
good 503 3.62 1.25 -0.38 0.58 -0.57 0.89 0.9 1.09 

Readiness Youth accepting counseling will 
help 501 3.57 1.26 -0.43 0.54 -0.51 0.98 0.93 1.02 

Readiness Youth wants counseling 500 2.94 1.39 -1.25 0.45 0.15 1.22 1.31 0.60 
Problem Feeling are bothering me 500 2.84 1.40 -1.37 0.57 0.25 0.98 0.96 1.10 
Problem Feelings causing problems  503 2.70 1.43 -1.31 0.60 0.40 0.94 0.93 1.16 

Problem Youth behavior causes problems 500 2.65 1.32 -1.20 0.55 0.43 0.93 0.99 1.01 
Problem Youth outcome of behavior 503 2.52 1.34 -1.17 0.53 0.57 0.99 1.03 0.97 
Note: Items listed in ascending order by item difficulty (Measure).   
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Table 10.7   Comprehensive Item Analysis for the MYTS-Adult Caregiver 
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Readiness Counseling good idea 457 4.45 0.84 5.30 0.63 -1.13 0.86 0.76 1.18 

Readiness Caregiver seeks help for youth’s 
problems 455 4.36 0.92 4.64 0.65 -0.89 0.91 0.76 1.24 

Readiness Caregiver’s participation is 
important 456 4.36 0.87 3.97 0.62 -0.89 0.86 0.78 1.14 

Readiness Willing to make changes for 
youth 454 4.26 0.92 3.13 0.54 -0.66 1.04 1.07 0.96 

Readiness My decision re: child’s 
counseling 452 4.11 1.05 0.99 0.58 -0.33 1.13 1.07 0.90 

Problem Troubled by how youth feels  451 3.21 1.37 -1.16 0.60 1.01 1.01 1.08 0.95 

Problem Youth’s behavior causing 
problems 456 3.19 1.40 -1.22 0.58 1.04 1.08 1.30 0.94 

Problem Caregiver’s life is worse because 
of youth problems 457 2.56 1.30 -0.98 0.52 1.84 1.03 1.75 0.70 

Note: Items listed in ascending order by item difficulty (Measure).   
 
 

Standard Errors of Measurement  
For the MYTS-Youth Total Score, the standard error of measurement (SEM) is 0.38 points.  With 95% confidence, we can say the true 
score is between approximately ±2 SEMs, or 0.76 points on a one to five point scale.  The SEM for the MYTS-Adult Caregiver Total 
Score is 0.28 points.  With 95% confidence, we can say the true score is between approximately ±2 SEMs, or 0.56 points on a one to 
five point scale. 
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Minimum Detectable Change 
The minimum detectable change (MDC) threshold is 0.61 points with 75% confidence 
for the MYTS-Youth Total Score, and gives us 75% confidence that a difference of more 
than 0.61 points is not due to chance.  For the MYTS-Adult Caregiver Total Score, the 
MDC is 0.47 points, and gives us 75% confidence that a difference of more than 0.47 
points is not due to chance.  The MDCs for subscale scores are as follows for the youth 
(Problem Recognition = 0.74, Treatment Readiness = 0.70) and the adult caregiver 
(Problem Recognition = 0.77, Treatment Readiness = 0.41).  For both versions of the 
MYTS, if the change is in a positive direction (i.e., increase in score value), it represents 
an increase in reported motivation, while a change in the negative direction indicates a 
reduction in perceived motivation. 

Test-Retest Reliability 
Not available at this time. 
 
 

Evidence of Validity 

Scree Plot 
Scree plots for the youth and adult caregiver versions of the MYTS were very similar as 
shown in Figure 10.2.  These exploratory factor analyses suggest more than one-factor 
for the MYTS, which is accordance with the theory.  The final factor structure was tested 
using confirmatory factor analysis (CFA). 
 

 
Figure 10.2 Scree Plots of Eigenvalues for MYTS 
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Confirmatory Factor Analysis: Youth 
The factor structure of the MYTS-Youth was first evaluated using confirmatory analysis.  
The results of these initial analyses indicated that a two factor model represents the data 
best, which corresponds with the theory and the results of exploratory factor analysis.  
The two factors are problem recognition, and treatment readiness.  For comparison 
purposes we also included a one-factor model at this final stage.  The results of this 
analysis, presented in Table 10.8, indicate a good fit of the two-factor model with the 
data.  Clearly, the fit for the two-factor model is superior to the one of the one-factor 
model as the values for the CFI, the GFI, and the RMSEA as well as the significant chi 
square difference test indicate.  The factor loadings on each of the two factors were 
generally high, ranging from 0.38 to 0.75. 

 
Table 10.8   Evaluation of the MYTS-Youth Factor Structure  

Scale χ2 df χ2 / df χ2 diff Bentler 
CFI 

Joreskog 
GFI SRMR 

MYTS-Youth One-
Factor Model 752.17 20 37.61  0.57 0.67 0.18 

MYTS-Youth  
Two-Factor Model 77.88 19 4.10 674.29*** 0.97 0.96 0.06 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
***p<.001 

 

Confirmatory Factor Analysis: Adult-Caregiver 
Parallel to the youth version, the factor structure of the MYTS-Adult Caregiver was 
evaluated using confirmatory analysis.  The results of these initial analyses indicated that 
a two-factor model represents the data best.  The two factors are problem recognition and 
treatment readiness.  For comparison purposes we also included a one-factor model at 
this final stage.  The results of this analysis, presented in Table 10.9, indicate a 
satisfactory fit of the two-factor model with the data using the CFI, GFI, and SRMR as 
criteria.  The factor loading have satisfactory or high loading ranging from 0.32 to 0.85.   
 

Table 10.9   Evaluation of the MYTS-Adult Caregiver Factor Structure  
Sample χ2 df χ2 / df χ2 diff Bentler 

CFI 
Joreskog 

GFI SRMR 

MYTS-Adult Caregiver 
One-Factor Model 576.46 20 28.8  0.70 0.74 0.15 

MYTS-Adult Caregiver 
Two-Factor Model 138.59 19 7.29 437.87*** 0.94 0.93 0.06 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
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Scoring the MYTS 

Scoring 
Use the self-scoring tables (Table 10.10 and 10.11) to calculate the MYTS Total Score 
for the adult caregiver and youth versions respectively.  Enter the value for the responses 
in fields A-J.  Calculate the total score by adding the scores and then dividing the sum by 
the number of items (8).  Separate columns in the tables indicate items included in 
subscale scores for ease of calculation.  There are no reverse coded items in the MYTS.  
Self-scoring tables are also available in Appendix B: Measures and Self-Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 

Table 10.10   MYTS-Adult Caregiver Self-Scoring Form  

Item 

Values for Responses 
Enter value for 
selected responses 
here and calculate 
scores as instructed 

N
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01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   

 Sum of A-C: D   
D / 3:   E 

04 1 2 3 4 5  F  
05 1 2 3 4 5  G  
06 1 2 3 4 5  H  
07 1 2 3 4 5  I 
08 1 2 3 4 5  J 

 Sum of F- J: K 
K / 5:  L 

Sum of D and K: M 
M/ 8: N 

MYTS-Adult Caregiver Total Score = N 
MYTS-Adult Caregiver Problem Recognition Subscale Score = E 
MYTS-Adult Caregiver Treatment Readiness Subscale Score = L 
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Table 10.11   MYTS-Youth Self-Scoring Form  

Item 

Values for Responses 
Enter value for 
selected responses 
here and calculate 
scores as instructed 
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01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
04 1 2 3 4 5  D  
05 1 2 3 4 5  E  
06 1 2 3 4 5  F  
07 1 2 3 4 5  G  
08 1 2 3 4 5 H   

 Sum of A, B, C, H I   
I /4   J 

    
Sum of D-G: K  

K / 4:  L 
Sum of I and K: M 

M/ 8: N 
MYTS-Youth Total Score = N 
MYTS-Youth Problem Recognition Subscale Score = J 
MYTS-Youth Treatment Readiness Subscale Score = L 
 

Interpretation 
The MYTS assesses treatment motivation during the previous two weeks.  Scores on the 
MYTS can fluctuate significantly from one administration to the next.  Thus, it is 
important to see if these changes represent clinically significant change and if so, what 
may be the cause.  It will also be important to administer the MYTS frequently so that 
general trends can be reliably assessed.  A negative trend indicates that the youth is not 
highly motivated to participate in his or her treatment. 
 
The scores of the MYTS can range from one to five, where a five represents high 
motivation for treatment while a one indicates low motivation.  The scores presented 
below (Table 10.12) help to judge whether a score should be considered relatively low, 
medium, or high.  Respondents who rate their motivation as high may recognize that the 
youth has a problem that requires treatment.  High scores may also indicate that the 
respondent is ready to participate in and commit to the youth’s treatment.  When a youth 
or caregiver reports low motivation it indicates that the respondent may not recognize the 
youth has a problem, that the respondent does not think the youth needs treatment, or that 
the youth or caregiver is not willing to change in order to help the youth improve.   
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Low, Medium, High Scores 
Based on the psychometric sample, a total score greater than 3.75 in the MYTS-Youth is 
considered high, which indicates that the youth reports a strong positive motivation for 
counseling.  If the total score is less than 2.5, it is considered low, indicating that the 
youth’s motivation for counseling is lower than the psychometric study sample.  All 
scores in between represent a medium level of motivation.  A total score greater than 4.38 
in the MYTS-Adult Caregiver is considered high, which indicates that the caregiver 
reports a strong positive motivation for counseling.  If the total score is less than 3.38, it 
is considered low, indicating that the caregiver’s motivation for counseling is lower than 
the psychometric study sample.  All scores in between represent a medium level of 
motivation.  Total scores for the MYTS are presented in Table 10.12. 
 

Table 10.12   MYTS Low, Medium, and High Scores  
Scale Low Medium High 

MYTS-Youth Total < 2.50 2.50 – 3.75 > 3.75 

     Problem Recognition < 1.75 1.75 – 3.50 > 3.50 

     Treatment Readiness < 2.75 2.75 – 4.25 > 4.25 

MYTS-Adult Caregiver Total < 3.38 3.38 – 4.38 > 4.38 

     Problem Recognition < 2.0 2.0 –  4.0 > 4.0 

     Treatment Readiness < 4.0 4.0 – 5.0 5.0 

 

Percentile Ranks 
Table 10.13 shows the percentile ranks of total scores for the youth and adult caregiver 
versions of the MYTS.  For example, on the MYTS-Youth, a score of 3.00 is in the 49th 
percentile.  This means that in the psychometric sample, 49% of youth scored 3.00 or 
lower and 51% scored higher.   
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Table 10.13   MYTS Percentile Ranks for Total Scores 

MYTS-Youth MYTS-Adult Caregiver 

Score Percentile Score Percentile Score Percentile Score Percentile 

1.00 2 3.00 49 1.00 1 3.71 41 
1.30 2 3.13 53 1.13 1 3.75 47 
1.25 3 3.14 53 1.25 1 3.86 47 
1.38 4 3.25 59 1.38 1 4.00 60 
1.50 5 3.29 59 1.50 2 4.13 66 
1.57 6 3.38 63 2.13 2 4.25 71 
1.63 7 3.43 63 2.25 4 4.38 77 
1.75 9 3.50 67 2.38 4 4.43 77 
1.86 9 3.57 68 2.50 6 4.50 81 
1.88 12 3.71 73 2.57 6 4.57 82 
2.00 16 3.75 78 2.63 7 4.63 88 
2.13 18 3.86 78 2.71 8 4.71 88 
2.14 19 3.88 83 2.75 8 4.75 93 
2.25 21 4.00 86 2.88 11 4.88 96 
2.29 22 4.13 89 3.00 15 5.00 100 
2.38 24 4.25 93 3.13 18 

 

2.50 28 4.38 95 3.14 18 
2.57 28 4.43 95 3.25 24 
2.63 31 4.50 97 3.38 28 
2.75 35 4.63 98 3.50 36 
2.86 36 4.88 99 3.57 40 
2.88 40 5.00 100 3.63 41 
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Chapter 11 

Satisfaction with Life Scale 

(SWLS) 
 

Background 

Purpose 
The Satisfaction with Life Scale7

Theory  

 (SWLS; Diener, Emmons, Larsen, & Griffen, 1985) is a 
measure of adult caregiver life satisfaction.  In general, measures of life satisfaction 
require individuals to assess the quality of their lives on the basis of their own unique set 
of criteria.  The SWLS asks adult caregivers to report on satisfaction with their life as a 
whole.  The adult caregivers’ perception that life in general is going well for them can be 
an important factor in the treatment process.  

Subjective well-being has been conceptualized as being composed of two components: an 
affective component and a cognitive component (Diener et al., 1985).  Life satisfaction is 
viewed as the cognitive aspect of subjective well-being. Because life satisfaction is a 
subjective construct, individuals are likely to differ in terms of which life domains they 
view as most critical to their well-being.  Additionally, they are likely to differ in terms of 
what self-imposed standard or set of standards they use to evaluate their life satisfaction.  

History of Development 
The development of the SWLS began with the scale authors (Diener et al., 1985) 
generating 48 theory-driven items reflecting life satisfaction and well-being. An initial 
factor analysis indicated three factors: Life Satisfaction, Positive Affect, and Negative 
Affect.  The ten items that loaded onto the life satisfaction factor were retained and were 
later reduced to five items to make a more parsimonious scale.  Psychometric analyses 
conducted by the scale authors indicated adequate scale properties (i.e., reliability and 
validity).  The SWLS was also evaluated as part of the 2007 psychometric study and 
reevaluated in the psychometric study described in Chapter 2.  The scale demonstrated 
good scale properties and the theoretical construct was confirmed by the data.   

Structure  
The SWLS measures perceived life satisfaction using five items that correspond to 
aspects of overall life satisfaction as currently perceived by the adult caregiver.  The 
response options range from one (Strongly Disagree) to seven (Strongly Agree) on a 

                                                 
7 The Satisfaction with Life Scale is in the public domain 
(http://s.psych.uiuc.edu/~ediener/hottopic/hottopic.html). 
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Likert-type scale.  Factor analysis with the test sample has confirmed that the SWLS 
assesses a total score of life satisfaction.  The SWLS Total Score is calculated as the 
mean of all five items.  The analyses presented in this chapter required 85% of the items 
to have valid answers, and the psychometrics are based on the complete sample of the 
psychometric study.  See Chapter 2 for more detail on the psychometric sample and test 
development procedures. 
 
 

Administration 
 
The SWLS is a self-report measure that may be administered during the baseline, 
treatment, discharge, and follow-up phases as shown in Table 11.1, and is to be 
completed by the adult caregiver only.  The suggested frequency of administration is 
once a month or at least every two months.  
 

Table 11.1   Administration of SWLS by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

 ■   ■   ■   ■  
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Suggested Frequency: Once a month or at least every two months 
 
The suggested administration schedule for all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
forms can be found in Appendix B: Measures and Self-Scoring Forms. 
 
 

Description 

Basic Descriptives 
The means of the SWLS Total Scores are aligned near the center at four, and show no 
ceiling constraints.  As seen in Table 11.2, the SWLS Total Score has a neutral skew and 
a mesokurtic distribution slightly flatter than the normal. 
 

Table 11.2   Descriptive Statistics for SWLS Summary Scores 
Scale N Mean Std Dev Skewness Kurtosis Min Max 

SWLS 610 4.41 1.55 -0.39 -0.72 1.00 7.00 

 
 
133



Peabody Treatment Progress Battery 2010 
 

 

 

Quartiles 
Quartiles appear in Table 11.3.  High scores are those in the top quarter with low scores 
in the bottom quarter.  For the SWLS Total Score, a score greater than 5.6 is considered 
to be high, whereas a score less than 3.4 is considered to be low. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample.  This information is 
presented in the last section of this chapter. 
 

Table 11.3   SWLS Quartiles 

Quartile SWLS 
Total Score 

100% Max 7.0 
75%  Q3 5.6 
50%   Median 4.6 
25%  Q1 3.4 
0%     Min 1.0 

 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
11.5.  These alphas suggest a satisfactory degree of internal consistency for the total 
score.  
 

Table 11.5   Cronbach’s Alphas for the SWLS 

Scale Unstandardized 
Alpha 

Standardized 
Alpha 

Satisfaction with Life Scale 0.89 0.90 

 

Comprehensive Item Psychometrics 
Table 11.6 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
chapter two.  Only items with two or more shaded cells are considered problematic.  The 
item “I wouldn’t change anything” is flagged as potentially problematic.  It had fit 
indices that were slightly out of the acceptable range with somewhat lower item-total 
correlation and discrimination.  These mild disturbances suggest that this item measures 
something in addition to satisfaction with life.  However, this problem is not severe and 
doesn’t necessitate revising the SWLS at this time, especially considering that it is a 
widely used scale
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Table 11.6   Comprehensive Item Analysis for the SWLS 
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Gotten the important things 610 4.91 1.74 -0.46 0.72 0.76 -0.51 1.07 1.05 0.97 
Satisfied with life 610 4.66 1.83 -0.9 0.82 0.89 -0.24 0.74 0.77 1.24 
Close to ideal life 610 4.41 1.85 -1.08 0.75 0.81 0.01 0.97 1.00 1.10 
Excellent life conditions 610 4.20 1.79 -1.09 0.78 0.84 0.21 0.81 0.84 1.13 
Wouldn't change anything 610 3.88 2.00 -1.34 0.64 0.67 0.52 1.42 1.41 0.58 

Note: Items in ascending order by item difficulty (Measure). 
 

Standard Errors of Measurement  
For the SWLS Total Score, the standard error of measurement (SEM) is 0.50points.  With 95% confidence, we can say that the true 
score is between approximately ±2 SEMs, or 1.00points on a one to seven point scale. 
 
 

Minimum Detectable Change 
The minimum detectable change threshold is 0.82 points with 75% confidence for the SWLS Total Score, and gives us 75% 
confidence that a difference of more than 0.82 points is not due to chance.  If the change is in a positive direction (i.e., an increase in 
score value) it represents an increase in reported caregiver life satisfaction, while a change in the negative direction indicates a 
reduction in perceived caregiver life satisfaction. 
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Test-Retest Reliability 
Not available at this time. 
 
 

Evidence of Validity 

Scree Plot 
The scree plot of eigenvalues, Figure 11.1, suggests that the SWLS is a one-factor scale 
since the second eigenvalue is less than one.  The final factor structure was tested using 
confirmatory factor analysis (CFA). 
 

 
Figure 11.1 Scree Plots of Eigenvalues for SWLS 

 

Confirmatory Factor Analysis 
A confirmatory factor analysis (CFA) was conducted with SAS CALIS in a mode 
emulating Bentler & Wu’s (1995) EQS.  We used a simple measurement model to see 
how well a one-factor model could explain the observed data.  Results suggested that a 
one-factor model had good CFI, GFI, and SRMR fit indices with the data as shown in 
Table 11.7.  Standardized factor loadings ranged from 0.76 to 0.89. 
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Table 11.7   Evaluation of the SWLS Factor Structure 

Scale Bentler CFI Joreskog GFI SRMR 

SWLS One-Factor Model 0.99 0.99 0.02 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
 

Scoring the SWLS 

Scoring 
Use Table 11.8 to calculate the SWLS Total Score.  Enter the value for the responses in 
fields A-E and calculate fields F and G as instructed.  There are no reverse coded items in 
the SWLS.  The self-scoring table is also available in Appendix B: Measures and Self-
Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 
 

Table 11.8   SWLS Self-Scoring Form  

Item 

Values for Responses 
Enter value for 

selected responses here 
and calculate scores as 

instructed 
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1 1 2 3 4 5 6 7 A  

2 1 2 3 4 5 6 7 B  
3 1 2 3 4 5 6 7 C  
4 1 2 3 4 5 6 7 D  
5 1 2 3 4 5 6 7 E  

  Sum of A-E F  
F / 5 G 

SWLS Total Score = G 
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Interpretation 
Because the SWLS does not assess satisfaction with specific life domains such as health 
or finances but allows subjects to integrate and weigh these domains in whatever way 
they choose, scores can fluctuate significantly from one administration to the next.  Thus, 
it is important to examine if the changes represent reliable change and if so, what may 
have been its cause.  It will also be important to administer the SWLS frequently so that 
general trends can be reliably assessed.  Overall, a positive trend indicates that the adult 
caregiver is increasingly feeling satisfied with life. 
 
The scores of the SWLS can range from one to seven, where a seven represents high life 
satisfaction while one indicates low life satisfaction.  Tables 11.9 and 11.10 provide 
information on low, medium, and high scores and percentile ranks based on comparison 
to the psychometric sample.  Adult caregivers who rate life satisfaction as high believe 
that their lives are going well.  
 
When an adult caregiver reports low life satisfaction, it does not necessarily mean that the 
treatment has no effect.  It could show that the adult caregiver is not satisfied with life in 
general, and hence may become less motivated to participate in the youth’s treatment.  
They may also be less likely to support changes in the youth’s behavior.  Low life 
satisfaction, among other factors, may also indicate the need to explore the adequacy of 
support in the adult caregiver’s environment and possibly the need for additional 
treatment. 

Low, Medium, High Scores 
Based on the psychometric sample, a total score greater than 5.6 is considered high, 
which indicates that the adult caregiver reports a high satisfaction with life.  If the total 
score is less than 3.4, it is considered low, indicating that the adult caregiver’s perception 
of life satisfaction is lower than the psychometric study sample.  All scores in between 
represent a medium level of life satisfaction.  Low, medium, and high scores for the 
SWLS are presented in Table 11.9. 
 

Table 11.9   SWLS Low, Medium, and High Scores 
Scale Low Medium High 

SWLS < 3.4 3.4 – 5.6 > 5.6 

 

Percentile Ranks 
Table 11.10 shows the percentile ranks of total scores in the psychometric sample.  For 
example, a score of 3.4 is in the 28th percentile.  This means that for the psychometric 
sample, 28% of the adult caregivers scored 3.4 or lower and 72% scored higher. 
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Table 11.10   SWLS Percentile Ranks for Total Scores 

Score Percentile Score Percentile Score Percentile 

1.0 2.3 3.2 24.9 5.4 71.2 
1.2 3.0 3.4 28.0 5.6 75.6 
1.4 4.9 3.6 31.0 5.8 80.3 
1.6 5.4 3.8 35.0 6.0 87.7 
1.8 7.2 4.0 40.8 6.2 91.1 
2.0 9.8 4.2 43.3 6.4 93.1 
2.2 12.6 4.4 47.4 6.6 95.3 
2.4 14.6 4.6 51.0 6.8 96.6 
2.6 16.4 4.8 55.6 7.0 100.0 
2.8 19.2 5.0 61.6  
3.0 21.5 5.2 67.4 
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Chapter 12 

Caregiver Strain Questionnaire–Short Form 7 

(CGSQ-SF7) 
 

Background 

Purpose 
The Caregiver Strain Questionnaire-Short Form 7 (CGSQ-SF7) assesses the extent to 
which caregivers and families experience additional demands, responsibilities, and 
difficulties resulting from caring for a child with emotional or behavioral disorders.  The 
CGSQ-SF7 also assesses the psychological impact of the caregiving function.  As 
observable events, the caregiver can respond to objective strain items for the whole 
family.  However, it is generally agreed that a respondent can only report on his or her 
own subjective strain and not on feelings of other members of the family (Platt, 1985).  
The terms traditionally used in the adult mental health literature include burden of care, 
family burden of care, or caregiver burden (Schene, Tessler, & Gamache, 1994).  The 
caregiver’s perception of caregiving strain is an important outcome of the child or 
family’s treatment, and also influences help-seeking and treatment experiences, 
components of the treatment process. 
 

Theory 
The literature supports a two dimensional conceptualization of caregiver strain.  Hoenig, 
and Hamilton (1967) were the first to recognize caregiver strain’s subjective and 
objective dimensions.  Objective caregiver strain refers to the observable negative 
occurrences and events resulting from the relative's disorder (e.g., loss of personal time, 
disrupted work life, difficulties with neighbors, disrupted family relationships, financial 
hardship).  Subjective caregiver strain captures to the caregiver's feelings related to those 
occurrences (e.g., sadness, embarrassment, guilt, anger and worry).  Research has shown 
that the subjective and objective dimensions of caregiver strain are related, but have 
different sets of correlates (Montgomery, Gonyea, & Hooyman, 1985; Thompson & Doll, 
1982). 
 
Caregiver strain and psychological distress, although correlated, are different constructs. 
Moreover, caregiver strain may mediate the relationship between child problems and 
parental distress.  Previous research modeled the relationship among caregiver strain 
child clinical symptoms, caregiver psychological distress, functioning, social support, 
stressful life events, and material resources.  Findings indicated that global caregiver 
strain and caregiver psychological distress are only weakly related when other family 
variables were controlled (Brannan & Heflinger, 2001; Sales, Greeno, Shear, & 
Anderson, 2004). 
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Caregiver strain has been found to be strongly related to the severity of the ill relative's 
symptoms (Brannan & Heflinger, 2001; Montgomery et al., 1985; Noh & Turner, 1987).  
However, several caregiver demographic characteristics appear to influence caregiver 
strain including caregiver's educational level and employment status (McDonald, et al., 
1997).  Racial differences in caregiver strain have long been documented in the adult 
mental health literature with studies generally finding that African-Americans report 
lower caregiver strain than caregivers of other cultural backgrounds (Cook et al., 1994; 
Guarnaccia & Parra, 1996; Horwitz & Reinhardt, 1995).  Similar findings have been 
reported among families of children with emotional and behavioral disorders (Kang, 
Brannan, & Heflinger, 2005; McCabe, Yeh, Lau, Garland, & Hough, 2003). 
 
A growing body of evidence indicates that caregiver strain has important implications for 
how children use mental health services after controlling for severity of child symptoms 
and psychosocial functioning (Angold et al., 1998; Brannan & Heflinger, 2005; Brannan, 
Heflinger, & Foster, 2003; Farmer, Burns, Angold, & Costello, 1997).  Caregiver strain is 
also associated with parental involvement in their children's treatment (Yatchmenoff et 
al., 1998), and it is likely that caregiver strain impacts effectiveness in the caregiving 
role.  Recent evidence indicates that reducing parenting stress can improve the 
effectiveness of evidence-based treatments (Kazdin & Whitley, 2003).  The sum of the 
research suggests that families respond to the added demands of caring for a child with 
emotional and behavioral challenges in different ways, and that caregivers experience 
strain at different thresholds.  
 

History of Development 
The CGSQ was originally developed for the Fort Bragg Evaluation Project (Bickman et 
al., 1995; Brannan, Heflinger, & Bickman, 1997) and has since been used in several 
multi-site longitudinal studies.  The development of the CGSQ was based on a 
modification of the Double ABCX model (McCubbin & Patterson, 1982; Heflinger, 
Northrup, Sonnichsen, & Brannan, 1998) and an extensive review of the caregiving 
literature.  Original psychometric analyses were conducted with the Fort Bragg sample of 
youth receiving mental health services through three Army posts (Brannan, Heflinger, & 
Bickman).  Additional analyses have been conducted on samples of youth who were 
enrolled in Medicaid (Heflinger & Brannan, 2005; Kang, Brannan, & Heflinger, 2005).  
Examination of the CGSQ’s measurement quality continues with other samples.  
 
The development of the CGSQ-SF10 in the 2007 psychometric study focused on the 
creation of a brief measure appropriate for frequent administration as part of the overall 
measurement battery.  Findings from these analyses replicated well with two additional 
samples of families (Brannan, manuscript in progress).  The current psychometric study 
(described in Chapter 2) focused on shortening the CGSQ-SF10 while maintaining strong 
psychometric properties.  In deciding which items to delete, six main criteria were used: 
(a) general psychometric quality of an item, (b) the similarity of an item in its difficulty 
measurement score to another item (indicates redundancy), (c) the similarity of an item in 
its wording to another item (an important factor in respondent compliance), (d) the 
relationship of the item to the general factor structure, and (e) the theoretical properties of 
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each item.  The CGSQ-SF7 contains seven items, which demonstrated good 
psychometric properties as described further below.   
 

Structure  
The original CGSQ contains 21 items, which assess strain over the previous six month 
period.  The questions ask the extent to which certain occurrences or events (e.g., missed 
work, financial strain, trouble with neighbors) or feelings (e.g., sadness, guilt, worry) 
have been a problem as a result of the child’s emotional or behavioral problems.  The 
response options range from one (not at all a problem) to five (very much a problem) on a 
Likert-type scale.  Factor analyses with multiple samples have confirmed that the CGSQ 
assesses three related but distinct subscales.  Objective strain refers to the observable 
negative events that result from the youth's problems (e.g., financial strain, disrupted 
family relations, and difficulty with neighbors or police).  Two subjective strain subscales 
emerged in factor analyses.  Subjective externalized strain involves outwardly directed 
negative feelings about the child's problems such as anger, resentment, and 
embarrassment.  The subjective internalized strain subscale refers to inwardly directed 
feelings experienced by the caregiver such as worry, guilt, and fatigue.  
 
The CGSQ-SF7 contains seven items derived from the CGSQ-SF10 version, with 
response options on the same five-point Likert scale.  It measures caregiver strain in the 
previous month.  Factor analysis with the test sample has confirmed that the CGSQ-SF10 
assesses a total score of caregiving strain and two related but distinct subscales, Objective 
Strain (four items) and Subjective Internalized Strain (three items).  The subjective 
externalized subscale was omitted from the short form because of its relatively poorer 
internal consistency and questionable predictive validity.  The subscale scores are both 
means of item subsets: objective strain (items one to four) and subjective internalized 
strain (items five to seven).  The CGSQ-SF7 Total Score is calculated as the sum of the 
two subscales; the analyses presented in this chapter required 85% of the items to have 
valid answers.  Psychometric information described below is based on the complete 
sample of the psychometric study.  See Chapter 2 for more detail on the psychometric 
sample and test development procedures. 
 
 

Administration 
 
The CGSQ-SF7 is to be administered to parents and other caregivers (e.g., foster parents, 
relatives) who have primary responsibility for attending to the needs of youth with 
emotional and behavioral disorders.  It may be administered at baseline, monthly during 
the treatment phase, at discharge, and follow-up as shown in Table 12.1.   
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Table 12.1   Administration of CGSQ-SF7 by Phase 

Baseline Treatment Discharge Follow-Up 
Y A C Y A C Y A C Y A C 

 ■   ■   ■   ■  
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Recommended Frequency: Every four weeks 
 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
tables can be found in Appendix B. 
 
 

Description 

Basic Descriptives 
As seen in Table 12.2, the mean of the CGSQ-SF7 Total Score was 5.45, approximately 
in the middle of the potential score distribution (2 -10).  Means for the subscales are 
slightly below the scale middle of 3.0.  However, the overall distribution is close to a 
normal distribution with no worrisome skewness or kurtosis and scores across the full 
range of possible scale scores. 
 
The correlation between the two subscales is large (r = 0.70, N = 442; p < 0.0001) but not 
so large as to indicate they are the same.  The confirmatory factor analysis (CFA) 
reported below provides evidence for two distinct subfactors that together compose 
global caregiver strain.   
 

Table 12.2   Descriptive Statistics for CGSQ-SF7 Summary Scores 
 N Mean Std Dev Skewness Kurtosis Min Max 

CGSQ-SF7 Total Score 434 5.45 2.09 0.17 -0.89 1 10 

Objective Strain Subscale 
Score 431 2.18 1.03 0.74 -0.36 1 5 

Subjective Strain Subscale 
Score 433 3.25 1.24 -0.25 -1.11 1 5 

Note: Data represented in this table reflect the 7-item version of the CGSQ. 

 

Quartiles 
Quartiles for the CGSQ-SF7 appear in Table 12.3.  High scores are those in the top 
quarter, with low scores in the bottom quarter.  For the CGSQ-SF7 Total Score, a score 
greater than 7.0 is considered high, while a score of less than 3.8 is considered low.  High 
and low points for the subscales are Objective, 3.0 & 1.5, and Subjective 4.0 & 2.0. 
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To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample.  
 
 

Table 12.3   CGSQ-SF7 Quartiles   

Quartile 
CGSQ-

SF7Total 
Score 

Objective Strain 
Subscale 

Subjective 
Internalized Strain 

Subscale 
100 % Max 10.0 5.0 5.0 
75 %   Q3 7.0 3.0 4.33 
50 %   Median 5.4 2.0 3.33 
25 %   Q1 3.8 1.25 2.33 
00 %   Min 1.0 1.0 1.0 

 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
12.4.  These alphas suggest satisfactory internal consistency for the total score and the 
subscales.  
 

Table 12.4   Cronbach’s Alphas for the CGSQ-SF7 

Version 
Unstandardized 

Alpha 

Standardized 

Alpha 

CGSQ-SF7 (7 items Total) 0.89 0.89 

Objective Strain Subscale 

(4 items) 
0.84 0.84 

Subjective Internalized Strain 
Subscale (3 items) 0.86 0.86 

 

Comprehensive Item Psychometrics 
Table 12.5 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
chapter two.  Only items with two or more shaded cells are considered problematic.  All 
items in the CGSQ-SF7 showed satisfactory scale characteristics. 
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Table 12.5   Comprehensive Item Analysis for the CGSQ-SF7  
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How worried about child's future 437 3.66 1.33 -0.87 0.62 0.68 -1.56 1.10 1.30 0.81 
How sad or unhappy you feel 438 3.10 1.43 -1.33 0.72 0.77 -0.68 0.96 0.86 1.08 
How tired or strained you feel  442 2.95 1.47 -1.41 0.78 0.84 -0.48 0.81 0.73 1.31 
Interruption of personal time 438 2.58 1.25 -0.98 0.66 0.70 0.04 1.05 1.20 0.75 
Disruption of family relationships  439 2.28 1.31 -0.72 0.72 0.75 0.50 0.92 0.87 1.08 
Missing work/neglecting duties 441 2.16 1.31 -0.68 0.69 0.72 0.71 1.04 1.05 1.03 
Financial strain for family 439 1.74 1.14 0.98 0.60 0.64 1.47 1.26 1.02 0.96 

Note: Items listed in ascending order by item difficulty (Measure).  
 

Standard Errors of Measurement  
For the CGSQ-SF7 Total Score, the standard error of measurement (SEM) is 0.70 points.  With 95% confidence, we can say that the 
true score is between approximately ±2 SEMs, or 1.4 points on a one to five point scale.  The SEMs for the CGSQ-SF7 subscales are 
0.41 for Objective Strain (95% confidence interval between approximately ±2 SEMs or 0.82 points) and 0.46 points for Subjective 
Strain (95% confidence interval between approximately ±2 SEMs, or 0.92 points).  
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Minimum Detectable Change 
The minimum detectable change (MDC) threshold is 1.13 points with 75% confidence 
for the CGSQ-SF7 Total Score, and gives us 75% confidence that a difference of more 
than 1.13 points is not due to chance.  If the change is in a positive direction (i.e., 
increase in score value) it represents an increase in reported strain, while a change in the 
negative direction indicates a reduction in perceived strain.  MDC thresholds for the 
subscale scores are 0.66 for Objective Strain and 0.76 for Subjective Strain. 

Test-Retest Reliability 
Not available at this time. 
 
 

Evidence of Validity 

Scree Plot 
Exploratory factor analysis (EFA) was conducted to examine whether the CGSQ-SF7 
items load on the expected factors.  Examination of the scree plot (Figure 12.1) provides 
clear support for the general primary factor.  The eigenvalue of the second factor (0.94) is 
near the Kaiser criterion of one and provides some evidence for the separation of the 7 
items into two factors.  The final factor structure was tested using confirmatory factor 
analysis (CFA) as presented below. 

 
Figure 12.1 Scree Plots of Eigenvalues for CGSQ-SF7 

Confirmatory Factor Analysis  
A confirmatory factor analysis (CFA) was run using SAS CALIS in a mode emulating 
Bentler & Wu’s (1995) EQS.  Results are results presented in Table 12.6.  The two factor 
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model that emerged from the EFA was reasonably supported in the CFA.  The CFI, GFI  
and SRMR fit indices just met the generally accepted thresholds.  We also ran a simple 
one-factor model to see if the items of the CGSQ-SF7 were capturing a single construct.  
The fit for the one-factor model was considerably worse than for the two-factor 
conceptualization of caregiver strain.  The χ2 difference test indicated that the two-factor 
model provided a significantly better fit than did the one-factor model (χ2diff = 129, df = 
1, p < .001).  In addition, when these tests were replicated with two additional samples, 
the two-factor model fit the data very well (i.e., RMSEA < 0.08) (Brannan, manuscript in 
progress). 
 

Table 12.6   Evaluation of the CGSQ-SF7 Factor Structure 

Sample χ2 df χ2 diff Bentler 
CFI 

Joreskog 
GFI SRMR 

CGSQ One Factor Model 210.4 14  0.87 0.85 0.07 

CGSQ Two Pre-stated 
Factors 
Objective & Subjective 

81.4 13 129** 
df = 1 0.95 0.94 0.04 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
** p < .001 
 

Factor loadings for Objective Strain and Subjective Strain appear in Table 12.7.  They are 
large and fairly uniform as they should be.  The correlation between scores for the two 
factors (r = 0.70) suggests that the two forms of strain share roughly half their variance.  
Clinicians using the CGSQ-SF7 may use the total score for simplicity and higher 
reliability, or the two factor scores then the distinction between objective and subjective 
strain is important.   
 

Table 12.7   CGSQ-SF7 Standardized Factor Loadings 

Item 
Factor 1 

Objective Strain 

Factor 2 

Subjective Strain 

Personal time 0.70  

Missing Work 0.72  

Financial Strain 0.64  

Disrupt relationships 0.75  

Sad or unhappy  0.77 

Worried about future  0.68 

Tired or strained  0.84 
Note: Correlation r (Objective, Subjective) = 0.70 
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Using the CGSQ-SF7 

Scoring 
Use the Self-Scoring Form (Table 12.8) to calculate the CGSQ-SF7 subscale and total 
scores.  The total score is calculated as the sum of the two subscale scores and should not 
be calculated if either subscale score is missing. There are no reverse coded items in the 
CGSQ-SF7. The self-scoring form is also available in Appendix B: Measures and Self-
Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 
 

Table 12.8   CGSQ-SF7 Self-Scoring Form  

Item 

Values for Responses 

Enter value for selected responses here 
and calculate scores as instructed 
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1 1 2 3 4 5 A     

2 1 2 3 4 5 B     
3 1 2 3 4 5 C     
4 1 2 3 4 5 D     
5 1 2 3 4 5  E  
6 1 2 3 4 5  F  
7 1 2 3 4 5  G  
  Sum of A-D: H     

H / 4:    I 
Sum of E-G: J  

J / 3:  K 
Sum of I and K: L 

  
CGSQ-SF7 Total Score = L 
CGSQ-SF7 Objective Strain Subscore = I 
CGSQ-SF7 Subjective Strain Subscore = K 
 

Interpretation 
The CGSQ-SF7 assesses the extent to which families of children with emotional and 
behavioral problems experience additional demands, difficulties, and psychological 
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consequences as a result of their caregiving role.  Both objective strain (i.e., observable 
disruptions, negative events and occurrences) and subjective internalized strain (i.e., 
negative inwardly directed feelings such as worry, sadness, and guilt) are assessed.  
Subscale scores can range from one to five and the total score ranges from two to ten.  
The tables presented below help to judge whether a score should be considered relatively 
low, medium, or high.  The higher the score, the more strain the caregiver and family are 
experiencing.  
 
Scores from the CGSQ-SF7 can be used for several purposes.  First, practitioners can use 
the scores to identify families who need support services and the type of services that 
would be helpful.  Second, the CGSQ-SF7 is a useful measure of child clinical and 
family outcomes.  Previous research has shown that strain scores decrease as child 
symptoms decline.  In addition, many programs are interested in improving the overall 
family environment in order to support a healthy context for children that can maximize 
clinical outcomes.  Many observers also believe that supporting caregivers and reducing 
strain allows them to be more effective in their caregiving role.  Hence, CGSQ-SF7 can 
be used to assess the impact of programs on child, family and caregiver outcomes. 
 
Finally, the CGSQ-SF7 can also be used as a predictor or mediating variable.  For 
example, previous research indicates that, after controlling for severity of child problems, 
children of caregivers who are experiencing greater strain are more likely to use 
expensive residential services (Brannan & Heflinger, 2005; Brannan, Heflinger, & Foster, 
2003).  Some research has shown that providing support services to caregivers can 
improve the effectiveness of evidence-based treatments (Kazdin & Whitley, 2003).  
CGSQ data can be used to help understand children’s treatment experiences and can 
point to service changes that can be made that would help meet system goals such as 
reduction of service costs and improvement intervention outcomes. 
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Percentile Ranks 
Percentile ranks appear in Table 12.10.  For example, a score of 3.5 is in the 21st 
percentile.  This means that in the psychometric sample, 21% of caregivers scored 3.5 or 
lower and 79% scored higher. 
 

Table 12.10   CGSQ-SF7 Percentile Ranks for Total Scores 

Score   Percentile 

2.00 5 
2.50 8 
3.00 16 
3.50 21 
4.00 29 
4.50 37 
5.00 44 
5.50 53 
6.00 61 
6.50 69 
7.00 75 
7.50 81 
8.00 87 
8.50 91 
9.00 97 
9.50 98 

10.00 100 
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Chapter 13 

Service Satisfaction Scale 

(SSS) 
 

Background 

Purpose 
The Satisfaction with Services Scale (SSS) is a measure of youth and adult caregiver 
satisfaction with the treatment they receive.  Service satisfaction has been defined at 
multiple levels.  Broadly, it can be defined as “a health care recipient’s reaction to salient 
aspects of the context, process, and results of their…experience” (Pascoe, 1983, p. 189). 
A more specific definition found in the “discrepancy approach” defines satisfaction as 
“the emotional response to the judgment of difference between perceived services and 
consumers’ desired and expected services” (Gerkensmeyer, Austin, & Miller, 2006, 
p.66).  The SSS specifically asks youth and caregivers to report on whether they perceive 
their needs and preferences were met.  Satisfaction with services represents one type of 
treatment outcome and thus can be thought of as an indicator of treatment process. 

Theory  
Satisfaction with services has long been seen as a potentially important nonclinical 
outcome.  Many managed care companies consider satisfaction to be a helpful, high 
priority outcome (Lambert, Salzer, & Bickman, 1998).  Likewise, some assert that 
satisfaction is a critical indicator of whether needs were met (Burnam, 1996).  Despite 
this, research on consumer satisfaction suggests that it is at best mildly related to 
symptom change (e.g., Lambert et al., 1998; Luk et al., 2001; Lunnen & Ogles, 1998).   
Because consumer satisfaction is not predictive of clinical outcomes, the use of a lengthy 
measure of satisfaction with services was deemed unnecessary.  However, because many 
managed care organizations mandate the use of service satisfaction indices, the 
Satisfaction with Services Scale was developed to assess service satisfaction in an 
efficient manner.  The SSS is not intended to be used as a measure of clinical outcomes 
or treatment effectiveness, but is solely a measure of client and adult caregiver service 
satisfaction. 

History of Development 
The development of the SSS began with a review of the relevant literature on satisfaction 
with mental health services.  At the most basic level, these measures assess whether 
youth and/or adult caregivers perceive their needs to have been met by treatment.  Based 
on the discrepancy approach to satisfaction, whether preferences or desires for services 
are met is an additional component of satisfaction.  Because of this, client and adult 
caregiver perception of their needs and preferences being met were targeted as important 
item content.   
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The scale tested was a five-item version that included four close-ended items (Likert-
scale) and one open-ended item that asked respondents for any optional comments they 
may have about services.  One of the close-ended items was dropped due to poor item 
psychometrics.  After further testing and review of the literature, we identified an 
additional item that could strengthen the validity of the measure, an item about the degree 
to which youths or caregivers thought the services they received “took the right 
approach.”  The current version of the PTPB includes this revised, five-item measure, 
with four close-ended items and the single open-ended item.   

Structure  
The SSS measures client and caregiver satisfaction with mental health services using five 
self-report items.  Four items are rated on a four-point Likert-type scale ranging from one 
(No, definitely not) to four (Yes, definitely).  In addition to the four Likert-scale items, 
there is a free-response item asking for other comments about the services received.  
 
It should be noted that only four of the five items were evaluated as part of the 
psychometric study (see Chapter 2), with results reported below.  The three items are: (1) 
did you get the kind of services you think you needed; (2) if a friend were in need of 
similar help, would you recommend our services to him or her;  (3) if you were to seek 
help again, would you seek it from us; and 4). were the services you received the right 
approach for helping you.  The free response item does not produce any quantitative 
output.   
 
The SSS Total Score describes overall satisfaction with services.  This total score is 
calculated by taking the average item total for the four Likert-type items.  The 
psychometrics presented in this chapter are based on the complete psychometric study 
sample with the four Likert-type items noted above, and the analyses presented required 
85% of the items to have valid answers.  See Chapter 2 for more detail on the 
psychometric sample and test development procedures. 
 

Administration 
 
The SSS should be administered during the treatment and discharge phases and is to be 
completed by both the youth and the adult caregiver as indicated in Table 13.1.  The 
suggested frequency of administration is every two months. 
 

Table 13.1   Administration of SSS 
Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

   ■ ■  ■ ■     
Y = Youth (age 11-18); A = Adult Caregiver; C = Counselor 
Recommended Frequency:  Every two months  
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The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures with self-scoring 
forms can be found in Appendix B.  
 

Description 

Basic Descriptives 
The descriptive statistics for the SSS appear in Table 13.2.  They show fairly high 
satisfaction for the psychometric sample, but not so high as to restrict the variance by 
ceiling artifacts.  Results suggest some variation in both adult caregiver and youth 
responses to each item. 
 

Table 13.2   Descriptive Statistics for SSS Summary Scores  

Scale N Mean Std 
Dev Skewness Kurtosis Min Max 

SSS Total Score – 
Adult Caregiver 383 3.59 0.51 -1.47 2.73 1 4 

SSS Total Score – 
Youth 490 3.37 0.66 -1.30 1.87 1 4 

 

Quartiles 
High scores are those in the top quarter, with low scores in the bottom quarter as 
presented in Table 13.3.  For youth, a score less than 3.00 is considered low, while for 
adult caregivers, a score less than 3.25 is considered low.  For youth and adult caregivers, 
scores in the top range are blurred, with the highest score of 4.00 at the third quartile.  
This failure to distinguish upper scores shows a ceiling effect limitation, reflected in the 
comprehensive psychometric analysis presented in Table 13.6. 
 
To aid interpretation, the quartiles were used to create low, medium, and high scores and 
percentile ranks based on comparison to the psychometric sample.  This information is 
presented in the last section of this chapter.  It should be noted that the restricted range of 
responses impacts both types of comparisons. 
 

Table 13.3   SSS Quartiles  

Quartile SSS Total Score - 
Youth 

SSS Total Score – 
Adult Caregivers 

100% Max 4.00 4.00 
75%   Q3 4.00 4.00 
50%   Median 3.50 4.75 
25%   Q1 3.00 3.25 
0%     Min 1.00 1.00 
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Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability correlations are presented in Table 
13.4.  These alphas suggest a satisfactory degree of internal consistency for the total score 
for both youth and adult caregiver.  
 

Table 13.4   Cronbach’s Alphas for the SSS  

Scale Unstandardized 
Alpha 

Standardized 
Alpha 

SSS-Adult Caregiver 0.85 0.85 

SSS-Youth 0.86 0.86 

 

Comprehensive Item Psychometrics 
Table 13.5 presents the comprehensive item psychometrics.  Shaded cells indicate that a 
criterion was out of the range of sought values, as described previously in Table 2.2 in 
chapter two.  Only items with two or more shaded cells are considered problematic.  The 
adult version shows typical problems with satisfaction scales.  The average item scores 
are relatively close to the maximum value of the scale range indicating a ceiling effect.  
Most adult caregivers reported to be very satisfied with the services offered to them.  
Since this it true for all four items, the combination of item answers can be used as scale 
(high item-total correlations) but it is not a very efficient scale in differentiating clients 
with different levels of satisfaction.  This scale can mainly be used to identify clients and 
their caregivers who are not very satisfied with the services they received. 
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Table 13.5   Comprehensive Item Analysis for the SSS 
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Youth 
 

Services were right 
approach            490 3.32 0.77 1.01 0.72 0.79 0.3 0.91 0.88 1.08 
Received needed 
services 490 3.35 0.75 1.42 0.7 0.77 0.12 0.97 0.95 1.03 
Seek help from us 
again       490 3.41 0.8 1.58 0.73 0.8 -0.2 1 0.92 1.06 
Would recommend our 
services   490 3.41 0.8 1.41 0.7 0.77 -0.22 1.11 1.06 0.86 

Adult 
Caregiver 

Youth received right 
approach 383 3.49 0.63 1.29 0.69 0.72 0.91 0.94 0.84 1.11 
Youth received needed 
services 383 3.51 0.59 0.69 0.69 0.71 0.71 0.91 0.84 1.12 
Would recommend our 
services 383 3.66 0.63 4.7 0.68 0.81 -0.59 1.23 1.12 0.8 
Seek help from us 
again       383 3.7 0.59 5.89 0.71 0.83 -1.04 1.06 0.82 1.00 

Note: Items listed in descending order by item difficulty (Measure). 
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Standard Errors of Measurement  
For the adult caregiver SSS Total Score, the standard error of measurement (SEM) is 0.20 
points.  With 95% confidence, we can say that the true score is between approximately 
±2 SEMs, or 0.40 points on a one to four point scale. For the youth SSS Total Score, the 
standard error of measurement (SEM) is 0.25 points.  With 95% confidence, we can say 
that the true score is between approximately ±2 SEMs, or 0.50 points on a one to four 
point scale. 
 

Minimum Detectable Change 
For youth, the minimum detectable change (MDC) threshold is 0.40 points with 75% 
confidence for the SSS Total Score, and gives us 75% confidence that a difference of 
more than 0.40 points is not due to chance.  For adult caregivers, the MDC threshold is 
0.32 points with 75% confidence for the total score, and gives us 75% confidence that a 
difference of more than 0.32 points is not due to chance. If the change is in a positive 
direction (i.e., increase in score value) it represents an increase in service satisfaction, 
while a change in the negative direction indicates a reduction in perceived satisfaction 
with services. 

Test-Retest Reliability 
Not available at this time. 
 

Evidence of Validity 

Scree Plot  
The scree plot, Figure 13.1, suggests that both the youth and adult caregiver SSS are one-
factor scales.  Since the second eigenvalue is less than 1.0, efforts to construct a second 
factor would likely fail.  The final factor structure was tested using confirmatory factor 
analysis (CFA).  
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Figure 13.1 Scree Plots of Eigenvalues for SSS-Youth and SSS-Adult Caregiver  

 

Confirmatory Factor Analysis  
A confirmatory factor analysis (CFA) was run with SAS CALIS in a mode emulating 
Bentler’s & Wu’s (1995) EQS.  We ran a simple measurement model to see how well a 
one-factor model could explain the observed data.  Results shown in Table 13.6 suggest 
that despite the good fit indices, the large residuals indicate the model is not good.  This 
means that the common factor model is imprecise in its ability to explain the items’ 
correlation matrix.  With a scale of only 4 items, the question of “factorial validity” is 
nearly moot, and these confirmatory analyses are reported only for consistency with other 
chapters.  Standardized factor loadings ranged from 0.83 to 0.85 for the youth version, 
and 0.72 to 0.87 for the adult caregiver version. 
 

Table 13.6   Evaluation of the SSS Factor Structure  

Scale Bentler CFI Joreskog GFI SRMR 

SSS-Youth One-Factor Model 0.93 0.93 0.05 

SSS-Adult Caregiver  
One-Factor Model 0.82 0.84 0.09 

For the CFI and GFI, values greater than 0.90 indicate good fit between a model and the data (Browne & Cudeck, 
1993).  For the SRMR, a value of below 0.08 shows a good fit (Hu & Bentler, 1999). 
Data represented in this table reflect the four-item version of the SSS. 
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Scoring the SSS 
 
Use Table 13.7 to calculate the SSS Total Score.  The total score is the average item 
score.  Enter the value for the responses in fields A-D and calculate fields E and F as 
instructed.  There are no reverse coded items in the SSS.  The self-scoring form is also 
available in Appendix B: Measures and Self-Scoring Forms. 
 
Use the scoring form in the case where measures are fully completed (100% response 
rate).  Otherwise, in cases with missing data, scoring can be done by computing the mean 
of completed items.  Determining when too much missing data occurs for computing 
summary scores is at the discretion of the user.  The analyses presented in this chapter 
required 85% of the items to have valid answers. 

 
Table 13.7   SSS Self-Scoring Form  

Item 

Values for Responses 

Enter value for 
selected responses 
here and calculate 

scores as instructed 
No, definitely not No, not really Yes, generally Yes, definitely 

1 1 2 3 4 A   

2 1 2 3 4 B   
3 1 2 3 4 C   
4 1 2 3 4 D   
  Sum of A-D: E   

E / 4: F 
SSS Total Score = F 
 
Interpretation 
 
The SSS assesses youth and caregiver satisfaction with services.  Total scores range from 
one to four.  A higher score indicates greater perceived satisfaction. Interpretation of high 
scores is made difficult given the ceiling effects (lack of variance at the upper range) and 
blurring of the top range of medium scores and high scores.  The average rating exceeds 
3.5 on a 4-point scale, and a score of 4.0 is both ‘medium’ and ‘high’ (see Table 13.9 
below).  This problem of high scores blurring distinctions is common in satisfaction 
scales or any measure where many receive a near perfect score.  Due to the importance of 
measuring service satisfaction for reporting agencies, the SSS was kept as a part of the 
PTPB despite the psychometric problems. 
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Low, Medium, High Scores 
Based on the psychometric sample, if the total score falls below 3.25 for the adult 
caregiver, or 3.00 for the youth, service satisfaction is considered low.  All scores equal 
to or above those cutoffs represent a medium to high level of service satisfaction (given 
the blurring of medium and high scores discussed previously).  Low and medium / high 
scores are listed in Table 13.8. 
 
Table 13.8   SSS Low, Medium, and High Scores  

Scale Low Medium / High 

SSS-Adult Caregiver < 3.25 3.25 - 4.00 

SSS-Youth < 3.00 3.00 - 4.00 
Note: Data represented in this table reflect the four-item version of the SSS.  The 
medium and high categories were collapsed due to overlap between the quartiles. 

 

Percentile Ranks 
Percentile ranks appear in Table 13.9.  For example, a youth total score of 3.00 is in the 
34th percentile.  This means that in the psychometric study, 34 % of youth scored 3.00 or 
lower and 66 % scored higher.   
 
Table 13.9   SSS Percentile Ranks for Total Scores 

Youth 

 

Adult Caregiver 
Score Percentile Score Percentile 

1 2 1 1 
1.75 4 1.75 1 

2 6 2 2 
2.25 8 2.25 3 
2.5 10 2.5 4 

2.75 16 2.75 7 
3 34 3 23 

3.25 43 3.25 27 
3.5 57 3.5 42 

3.75 68 3.75 55 
4 100  4 100 

Note: Data represented in this table reflect the three-item version of the SSS. 
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Chapter 14 

Session Report Form 

(SRF) 
 

Background 

Purpose 
The Session Report Form (SRF) is a session-based measure that is used only by the 
clinician to document the content of each clinical session.   The SRF contains questions 
regarding session characteristics (i.e. type of session, length and location of session, who 
participated) as well as a checklist of topics keyed to the many of the questionnaires 
included in the PTPB battery (e.g. behavioral or emotional issues, family issues, 
problems with delinquent behavior, etc.) and treatment process topics (e.g., common 
factors such as therapeutic alliance and motivation for treatment) addressed as part of the 
session.  With the unique ability to be linked with other PTPB measures, the SRF is 
designed to provide information consistent with clinical practice that can be utilized in 
clinical supervision and treatment decision-making. 
 

Theory  
Whether called “progress notes”, “case notes” or by some other term, clinicians are 
accustomed to documenting their clinical sessions.  As Seligan (2004) states, 
“[Clinicians] are expected to maintain progress notes in nearly all mental health treatment 
programs as well as in private practice. Progress notes are entries made in clients’ charts 
or files each time the [clinician] has a session or other significant interaction with a 
client.” (pp. 342-342).  This documentation is needed to maintain a record of the 
counseling process and helps clinicians demonstrate that they have been providing 
appropriate treatment (Seligan, 2004).  Such documentation often includes topics such as 
client presentation, client goals, the nature of the clinician’s intervention as well as the 
client’s response to the intervention and treatment plans.  Additional information 
documented includes basic information such as name of client, date of service, type of 
service and time/location of service. 
 
Documentation of what happens during clinical sessions has also become an important 
need for researchers, specifically within usual care (UC) settings.  Without it, it is 
difficult to account for the wide variation in clinical practice, identify aspects of effective 
treatment, and explain the difficulties in operationalizing evidence based treatments 
(EBT’s) in routine clinical practice.   
 
Whereas psychotherapy measures intended for use within research studies and EBT’s are 
common, measures designed for use in UC are fairly new.  Chorpita, Daleiden and Weisz 
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(2005a, b) combed through EBT manuals and collaborated with a panel of practitioners, 
intervention developers and other experts to identify 55 common techniques, or practice 
elements, used within EBTs.  This work resulted in the development of the Monthly 
Treatment and Progress Summary (MTPS), which records these techniques employed 
with each client on a monthly basis (Nakamura, Daleiden & Mueller, 2007). However, in 
pilot testing a similar approach we found that lengthy training would be needed to 
prepare typical clinicians found in community practice with the meaning of these 
techniques given that the usual clinician receives scant if any training in these 
approaches.  This is a very appropriate approach to take when clinicians all have received 
sufficient training and practice in these techniques.  
 
The team of Garland, Hawley, Brookman-Frazee and Hurlburt (2008) took a different 
approach in the identification of common practice elements of clinical care.  They 
identified not only elements related to specific EBT strategies but also factors common 
across all treatment modalities, such as working alliance.  Despite the welcomed addition 
of such common factors, the inclusion of elements related to specific EBT strategies 
again necessitates sufficient clinician training and practice in those techniques.  If a 
measure were to be able to be completed by a clinician without training in such specific 
techniques/strategies, a different approach from Garland et al. would be needed. 
 
Another measure used to document the ongoing process of treatment is the Therapy 
Procedures Checklist (TPC) which includes 50 techniques associated with 
psychodynamic, cognitive-behavioral and interpersonal therapy (Weersing, Weisz & 
Donenberg, 2002).  Unfortunately, given the wide variety of clinical techniques outside 
these orientations utilized by clinicians commonly ascribing to an “eclectic” approach, 
the TPC may be of limited utility in usual care (UC) settings.  Additionally the TPC 
cannot be reflective of session to session changes given its completion only at treatment 
termination (Weersing et al., 2002). 
 
The Treatment Recording Sheet (TRS; Bearsley-Smith, Sellick, Chesters, & Francis, 
2008), a refinement of the MTPS, was developed based on feedback from clinicians who 
were using the measure in their clinician practice.  The result was a tool clinicians found 
to be helpful and reflective that validated their treatment strategies with their adolescent 
clients.  However the TRS requires further psychometric testing before its dissemination 
(Bearsley-Smith et al., 2008) and its infrequent administration weakens its ability to 
reflect treatment strategies from a session to session basis. 
 
The Session Report Form (SRF) reflects an expansion upon this previous work by 
measuring treatment process information concurrent with treatment and for use within 
community mental health settings.  Pilot work also indicated a lack of common language 
of techniques among masters level clinicians.  Therefore a need for a measure focusing 
on content rather than techniques was identified. In addition, the use of topics reduces the 
social desirability of the clinician reporting the “right” technique or approach.  
 

 
 
165



Peabody Treatment Progress Battery 2010 
 

 

History of Development 
The SRF was developed together with a team of clinicians from a large national youth 
behavioral health organization.  First the team of clinicians and researchers reviewed 
samples of weekly documentation (e.g. progress notes) typically used within community 
mental health clinics.  This aided in the identification of five basic descriptive 
information items to be included:  who participated in the session (e.g., youth, caregivers, 
other), length and location (e.g., client’s home, outpatient clinic) of the session, an overall 
rating of the session and time spent in crisis. 
 
Next, the team reviewed all measures included in the first edition of the PTPB and 
generated a pool of items that would assess areas of content that may have been 
addressed within the session.  These items would be especially helpful as they can be 
linked to specific PTPB measures.  After each item was reviewed by the team for clinical 
relevance and clarity of wording, group consensus selected the final list of 20 topic items 
to be included in the SRF. 
 
The SRF is used as part of CFS (see chapter 15) and data presented in this chapter are 
from sample described in chapter 2 with the exception that SRF data was analyzed over 
time (7058 clinical sessions for 600 youth) whereas other psychometric data was a single 
time point.  Preliminary evidence for the reliability and validity of the SRF has been 
shown (Kelley, Vides de Andrade, Sheffer & Bickman, 2010). The key use of the SRF in 
the CFS is the algorithmic linkage between other scales in the PTPB with the SRF in the 
form of “alerts” that inform the clinician that topics deemed important by the youth or 
caregiver have not been addressed by the clinician. 

Structure  
The SRF is a 25-item self-report measure completed by clinicians as the end of each 
treatment session.  The SRF is divided into three parts:  Session characteristics, 
symptoms and functioning topics addressed within the session and the Treatment Process 
Index.   

1. Session Characteristics: Five items ask about basic descriptive session 
information:  who participated in the session (e.g., youth, caregivers, 
other), length and location (e.g., client’s home, outpatient clinic) of the 
session, an overall rating of the session on a 5-point scale from ‘very poor’ 
(1) to ‘excellent’ (5), and time spent in crisis on a 4-point scale from 
‘none’ (0) to ‘most or all’ (3).   

2. Symptoms and functioning topics addressed within the session:  Ten 
items ask clinicians to rate the extent to which topics were addressed 
and/or the focus of the session with responses including “No, not 
addressed”, “Yes, addressed”, and “Yes, addressed and was an important 
focus of the session”.  These topics are viewed as separate items reflecting 
distinct aspects of session content. 

3. Treatment Process Index:  Ten items answered on the same scale as the 
symptoms and functioning topics ask clinicians to rate the extent to which 
several topics related to the treatment process or common factors (e.g. 
therapeutic alliance, treatment motivation) were addressed.  Preliminary 
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evidence indicates these questions are tapping into the same general 
construct – the treatment process.  Thus we suggest they be viewed 
together as the Treatment Process Index.  

 
The SRF yields descriptive information concerning the session content and thus no scores 
are computed.  
 

Administration 
 
The SRF is completed by the clinician at the end of each treatment session.  As presented 
in Table 14.1, the SRF is completed during treatment and discharge phases.  The 
suggested frequency of administration is every treatment session. 
 
Table 14.1   Administration of SRF by Phase 

Baseline Treatment Discharge Follow-Up 

Y A C Y A C Y A C Y A C 

     ■   ■    
Y = Youth (age 11-18); A = Adult Caregiver; C = Clinician 
Recommended Frequency:   Every session 
 
The suggested administration schedule of all the measures in the Peabody Treatment 
Progress Battery is presented in Appendix A.  All PTPB measures can be found in 
Appendix B: Measures and Self-Scoring Forms. 
 

Description 

Although the data presented in the chapter was collected from the same sample described 
in chapter 2, the nature of the SRF as well as the development process of this unique 
measure necessitates a different type of sample and psychometric description as 
presented in other chapters.  Instead of a sample of individuals (e.g. clients, caregivers or 
clinicians), the SRF is described by a sample of sessions.  As part of the larger study (see 
chapter 2), the current sample includes 7,058 clinical sessions.  

Basic Descriptives 
Sessions typically lasted 31-60 minutes (44%) with the majority of remaining sessions 
lasting more than one hour (39% one to two hours; 14% more than two hours).  Very few 
sessions lasted half an hour or less (3%).  The treatment session usually occurred in the 
client’s home (72%) and occasionally in other settings (8% in client’s school, 9% in 
outpatient clinic/center, 10% other).  Most sessions were held with the youth and one or 
more family members present (56%) and about a third (34%) were held with only the 
youth present.  The majority of sessions did not include any time spent on a crisis (77%) 
and 4% of sessions spent most or all of the session dealing with a crisis.  The remaining 
spent a little time (15%) or half the time (4%) on a crisis.  On average sessions received a 
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clinician’s rating of 3.9 (SD=0.7) on a 1-5 scale (indicating ‘good’).  Very few sessions 
(3%) were rated very poor or somewhat poor. 
 
The frequency of addressed and focused topics per session is shown in table 14.2.  
Clinicians indicated they addressed an average of 7.2 distinct topics (SD = 3.9) in any 
given session, although fewer topics (mean = 2.1, SD = 2.5) were reported to be an 
important focus of the session.  This heterogeneity suggests the SRF measures an 
adequate range of topics.  Client progress was addressed most frequently (60% of 
sessions) and several other topics were addressed in over half of the sessions (emotional 
issues, strengths of youth/family, family issues, school/work issues, behavioral issues and 
client hope for the future).  The topics most likely to be indicated as an important focus of 
any given session were behavioral, family and emotional issues.   
 

Table 14.2   Topics/Focus of Clinical Sessions 

Topic # sessions Addressed Focused 
Addressed or 

Focused 
Client progress                         6978 60% 11% 72% 
Emotional issues                      6993 56% 28% 84% 
Strengths of youth/family               6959 55% 13% 67% 
Family issues                         6993 54% 30% 84% 
Friends/peer issues                   6982 54% 13% 68% 
School/work issues                    6983 53% 22% 74% 
Behavioral issues                     7013 52% 31% 83% 
Client hope for future                  6948 51% 10% 61% 
Client motivation for treatment         6959 42% 6% 48% 
Client perceptions on counseling impact     6936 34% 4% 38% 
Client satisfaction w/ services          6928 31% 3% 34% 
Caregiver strain 6863 30% 8% 38% 
Caregiver motivation for youth treatment 6870 30% 6% 36% 
Therapeutic relationship w/ client        6937 26% 4% 29% 
Caregiver satisfaction w/life           6866 24% 3% 27% 
Caregiver satisfaction w/ services       6865 24% 3% 26% 
Harm to self or others                     6940 16% 6% 22% 
Problems w/ delinquent behavior          6923 15% 4% 18% 
Therapeutic relationship w/ caregiver            6857 14% 2% 16% 
Alcohol/substance use                   6935 11% 4% 16% 

 
Based on item psychometrics and traditional principal component analysis (PCA) the 
treatment process items represented one primary scale (SRF Treatment Process Index) 
and the remaining topics treated as individual items represented youth symptoms and 
functioning (see Kelley, Vides de Andrade, Sheffer & Bickman, 2010 for more 
information).  Psychometrics for the 20 SRF Topics is are shown in table 14.3.  
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Table 14.3   Psychometric Evaluation of 20 SRF Topic Items 

Topic N Mean SD 
Item-Total 
Correlation 

Youth Symptoms & Functioning Items*     
Behavioral issues                      5473 1.1 0.7 0.29 
Family issues                          5461 1.2 0.7 0.29 
Harm to self or others                      5420 0.3 0.6 0.27 
School/work issues                     5457 1.0 0.7 0.20 
Friends/peer issues                    5455 0.8 0.7 0.22 
Emotional issues                       5463 1.1 0.7 0.27 
Alcohol/substance use                    5414 0.2 0.5 0.10 
Problems w/ delinquent behavior           5412 0.2 0.5 0.19 
Strengths of youth/family                5433 0.7 0.6 0.35 
Client hope for future                   5423 0.7 0.6 0.45 
Treatment Process Items     
Client motivation for treatment          5441 0.5 0.6 0.50 
Therapeutic relationship w/ client         5414 0.3 0.5 0.36 
Client perceptions on counseling impact      5420 0.4 0.6 0.43 
Client progress                          5451 0.8 0.6 0.47 
Client satisfaction w/ services           5406 0.3 0.5 0.43 
Caregiver strain  5354 0.4 0.6 0.43 
Caregiver satisfaction w/life            5364 0.3 0.5 0.40 
Caregiver motivation for youth treatment 5355 0.4 0.6 0.51 
Therapeutic relationship w/ caregiver             5352 0.1 0.4 0.38 
Caregiver satisfaction w/ services        5356 0.2 0.5 0.45 

*Youth Symptoms and Functioning Items do not constitute a scale 
 

Evidence of Reliability 

Reliability Coefficients 
The Cronbach’s alpha internal consistency reliability for the SRF’s Treatment Process 
Index is reported in table 14.4.  The set of 10 youth symptoms and function items do not 
constitute a scale and therefore no alpha is given. 

Table 14.4   Cronbach’s Alpha for the TPI  

Scale 
Unstandardized 

Alpha 

Standardized 

Alpha 

SRF- TPI 0.81 0.81 
 
The commonly accepted criterion for internal consistency reliability as measured by the 
unstandardized and standardized coefficient alpha is 0.80.  If a test’s reliability is below 
0.80, it may be too short to measure individuals accurately.  The reliability of the TPI and 
meets this criterion.   
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Use of SRF 

Scoring 
Unlike the other measures included in the PTPB, there is no scoring of the SRF.  The 
SRF is meant to document each clinical session.  Although evidence indicates the items 
of the SRF Treatment Process Index are measuring the same treatment process construct 
and should be viewed together, no method for combining or interpreting combined 
responses to these items is currently available.  Work is currently underway for 
determining the use and interpretation of the TPI as a single numerical index.  We 
currently recommend viewing TPI items as individual items, similar to the symptoms and 
functioning topic items. 
 
Suggested Use of SRF 
The SRF provides insight into what happens in treatment and could provide valuable 
information for treatment planning and for clinical supervision.  As stated earlier, 
“documentation is needed to document the counseling process and…demonstrate that 
[clinicians] have been providing appropriate treatment (Seligan, 2004, pp. 342-343).   A 
unique feature of the SRF is the ability to link session content to other measures found in 
the PTPB (see table 14.5), thus allowing for the connection between client, caregiver 
and/or clinician feedback and the clinician’s behavior in session focus in subsequent 
sessions.  In other words it makes visible if/when clinicians modify the session content 
based (as recorded on the SRF) on what they perceive to be the issues for that specific 
client at each session (perhaps as seen by scores on the SFSS, MYTS or other PTPB 
measure).  This connection may have a particularly valuable impact within supervisory 
settings for evaluation, treatment planning or case review.  Additionally, the ability to 
quantify this connection is valuable to researchers to have a better understanding of what 
occurs within clinical treatment and identify useful interventions. 
 
Current work is underway within the larger CFS (see chapter 15) study to address the 
clinical usefulness of the SRF as well as analyzing whether systematic feedback on client 
treatment progress and process (as provided by PTPB measures) influences session 
content as reported in the SRF.  Preliminary findings are promising indicating that when 
problems are reported by the youth or caregiver (as indicated by an out of range score on 
an item or total score from another PTPB measure) and the clinician is aware of this out 
of range score, the clinician is more likely to discuss that problem with the youth in 
subsequent sessions than if they clinician is not aware of this out of range score.   
 
It is not clear at this point in the development of the SRF if it can replace extensive 
clinical notes that are usually part of a clinical record.  However, King (2010) in 
commenting on the state of record keeping in psychotherapy concludes that there is little 
in usual codes of practice or in the published literature that provides guidance on what 
clinician notes should contain.  He notes that “there is remarkably little written on the 
subject of clinical records in psychotherapy” (p.60).  This is despite the fact that such 
record keeping can consume a great deal of a clinician’s time and energy.   
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Table 14.5   SRF Topics Related to Other PTPB 2010 Measure Information 
Topic Link to PTPB 

Youth Symptoms & Functioning 
Items* 

Measure Specific Items* 

Behavioral issues                      Youth, Caregiver or Clinician SFSS externalizing 
subscale 

Family issues                          Youth, Caregiver or Clinician SFSS 4, 12, 18 
Harm to self or others                      Clinician SFSS 27 
School/work issues                     Youth, Caregiver or Clinician SFSS 4, 12, 22 
Friends/peer issues                    Youth, Caregiver or Clinician SFSS 4, 5, 6, 8, 18, 21 
Emotional issues                       Youth, Caregiver or Clinician SFSS internalizing 

subscale 
Alcohol/substance use                    Youth, Caregiver or Clinician SFSS 25, 26 
Problems w/ delinquent behavior           Youth, Caregiver or Clinician SFSS 2, 5, 21 
Strengths of youth/family                  
Client hope for future                   Youth CHS-CEPI  
Treatment Process Items   
Client motivation for treatment          Youth MYTS  
Therapeutic relationship w/ client         Youth TAQ  
Client perceptions on counseling impact      Youth YCIS  
Client progress                            
Client satisfaction w/ services           Youth SSS  
Caregiver strain  Caregiver CGSQ  
Caregiver satisfaction w/life            Caregiver SWL  
Caregiver motivation for youth 
treatment 

Caregiver MYTS  

Therapeutic relationship w/ caregiver             Caregiver TAQR  
Caregiver satisfaction w/ services        Caregiver SSS  
*item numbers differ on SFSS Short Forms A or B 

 

References 
 
Bearsley-Smith, C., Sellick, K., Chesters, J., & Francis, K. (2008). Treatment content in 

child and adolescent mental health services: Development of the treatment 
recording sheet. Administration and Policy in Mental Health and Mental Health 
Services Research, 35(5), 423-35. doi:10.1007/s10488-008-0184-9 

 
Chorpita, B. F., Daleiden, E. L, & Weisz, J. R. (2005a). Identifying and selecting the 

common elements of evidence based interventions: A distillation and matching 
model. Mental Health Service Research, 7(1), 5-20. doi:10.1007/s11020-005-
1962-6 

 
Chorpita, B. F., Daleiden, E. L, & Weisz, J. R. (2005b). Modularity in the design and 

application of therapeutic interventions. Applied and Preventive Psychology, 
11(3), 141-56. doi:10.1016/j.appsy.2005.05.002 

 

 
 
171

http://dx.doi.org/10.1007/s10488-008-0184-9�
http://dx.doi.org/10.1007/s11020-005-1962-6�
http://dx.doi.org/10.1007/s11020-005-1962-6�
http://dx.doi.org/10.1016/j.appsy.2005.05.002�


Peabody Treatment Progress Battery 2010 
 

 

Garland, A. F., Hawley, K. M., Brookman-Frazee, L., & Hurlburt, M. S. (2008). 
Identifying common elements of evidence-based psychosocial treatments for 
children's disruptive behavior problems. Journal of the American Academy of 
Child & Adolescent Psychiatry, 47(5), 505-14. doi: 
10.1097/CHI.0b013e31816765c2 

 
Kelley, S. D., de Andrade, A. R., Sheffer, E., & Bickman, L. (2010). Exploring the black 

box: Measuring youth treatment process and progress in usual care. 
Administration and Policy in Mental Health and Mental Health Services 
Research, 37(3), 287-300. doi:10.1007/s10488-010-0298-8 

 
King, R. (2010) Record Keeping in Psychotherapy, Psychotherapy in Australia, 16(3), 

60-67. 
 
Nakamura, B. J., Daleiden, E. L., & Mueller, C. W. (2007). Validity of treatment target 

progress ratings as indicators of youth improvement. Journal of Child and Family 
Studies, 16(5), 729-41. doi: 10.1007/s10826-006-9119-9 

 
Seligman, L. (2004). Diagnosis and Treatment Planning in Counseling. (3rd ed.).  
 Springer Science and Business Media, LLC: New York. 
 
Weersing, V. R., Weisz, J. R., Donenberg, G. R. (2002). Development of the Therapy 
 Procedures Checklist: A therapist-report measure of technique use in child and 
 adolescent treatment. Journal of Clinical Psychology, 31(2), 168-80. doi: 
 10.1207/153744202753604458 
 

 
 
172

http://dx.doi.org/10.1007/s10488-010-0298-8�


Peabody Treatment Progress Battery 2010 
 

 

Chapter 15 

CFS™: Contextualized Feedback Systems©8

 
  

 
 

 
 

CFS™: A System to Provide a Continuous Quality Improvement Infrastructure 
Through Organizational Responsiveness, Measurement, Training, and Feedback 
 
by Leonard Bickman9

 
, Manuel Riemer, Carolyn Breda, and Susan D. Kelley 

 

                                                 
8 An earlier version of this paper appeared in Report on Emotional & Behavioral Disorders in Youth, Vol. 
6, No. 4 (Fall 2006) (pp. 86-87, 93-94) It has been revised in July 2010 to be current with subsequent 
developments.  In addition the previous article referred to the program as Contextualized Feedback and 
Training or ‘CFIT’.  Because of a trademark issue the name has been changed to Contextualized Feedback 
Systems® or CFS™ (logo) 
9 Leonard Bickman, Ph.D., is professor of psychology, psychiatry and public policy at Vanderbilt 
University, director of the University’s Center for Evaluation and Program Improvement, and associate 
dean for research at the University’s Peabody College. Manuel Riemer, M.S., is a doctoral student in 
quantitative methods in the department of Psychology and Human Development at Vanderbilt University 
and co-developer, with Dr. Bickman, of the Contextualized Feedback Intervention Theory. Carolyn Breda, 
Ph.D., is senior research associate at the Center for Evaluation and Program Improvement and an adjunct 
professor of sociology at Peabody College. Susan D. Kelley, Ph.D., is a research associate at the Center for 
Evaluation and Program Improvement.  Dr. Bickman can be reached by email at 
Leonard.Bickman@vanderbilt.edu. 
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Over the last two decades, mental health 
service providers have been confronted 
with demands for improved service 
quality.  There has been pressure to be 
accountable for outcomes, and such 
forces have led service providers and 
funders to search for ways to improve 
services.  Previous reforms have focused 
on system-level interventions such as 
system integration.  The evidence to date 
is that these efforts can affect system-
level variables such as access, but rarely 
client-level outcomes.  For these 
outcomes, the field is turning to 
evidence-based treatments as one 
solution to the problem.  There is 
optimism that treatments developed in 
well-controlled laboratory contexts can 
be transferred to real life settings; 
however, we have begun to see that this 
could be more difficult than it first 
seemed.  Part of the problem is the 
difficulty in changing the behavior of 
organizations and clinicians.  
Additionally, it is proving harder to 
adapt these treatments to real world 
setting, and most service organizations 
do not have an infrastructure that 
informs them about clinician practices 
and client progress in an objective and 
systematic manner.  It is clinician 
practices and client progress issues that 
the system described herein addresses. 
 

The Center for Evaluation and 
Program Improvement (CEPI) at 
Vanderbilt University has developed an 
evidence-based, outcome-driven 
continuous quality improvement system 
called Contextualized Feedback 
Intervention Training (CFIT).  CFS™ 
takes advantage of recent advancements 
in web technology to collect, track, 
analyze and influence performance 
outcomes.  It offers service providers 
tools for continuing professional 

development and quality improvement 
and enables provider organizations to 
make data-based decisions and transform 
themselves into learning organizations.  

 
In establishing the theoretical 

principles of CFS™, CEPI has 
incorporated a detailed review of 
previous reform efforts in mental health 
as well as of the literature on individual 
and organizational change.  
Psychological constructs such as goal 
setting, attribution, and cognitive 
dissonance, as well as organizational 
constructs including climate, culture, and 
leadership are modeled.  CFS™ has four 
major components:  

 
• Organizational assessment;  

• A comprehensive treatment 

progress measurement system;  

• A formative feedback system; 

and  

• Training. 

Organizational Assessment 
In addition to being a measurement and 
feedback system that operates at the 
clinical level, CFS™ is designed to 
affect the culture of the organization and 
create a true learning environment.  An 
important principal of CFS™ is that 
innovations need to be carefully 
introduced into an organization.  Each 
application of CFS™ begins with an 
assessment of the organization's needs 
and readiness for change, i.e., readiness 
to adopt the measurement, feedback, and 
training components of the system.  This 
assessment information is used to tailor 
the implementation process of the 
system to the specific organizational 
context, from bringing the organization's 
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technology up to the level required for 
system implementation to interventions 
for improving the attractiveness of the 
system for clinicians and other 
stakeholders.  Consultations can help to 
identify the kind of measures an 
organization deems helpful and will use, 
as well as the type of feedback that will 
be provided.  CEPI consultants support 
the organization throughout the process 
of implementation, and critical practical 
issues such as resources needed to 
sustain the system are thoroughly 
explored.  Several measures, such as a 
readiness survey and implementation 
monitoring survey, as well as other tools, 
are available to help in this process. 

A Comprehensive System for 
Measuring Treatment Progress  

In order to ensure systematic and 
accurate feedback, CEPI developed a 
battery of measures/questionnaires over 
the course of several years that satisfies 
expectations for scientific rigor and 
clinical usefulness.  CFS™ offers a 
modern comprehensive measurement 
that can be tailored to the specific needs 
of clients and service delivery 
organizations.  Using advanced web 
technology, the measurement has been 
developed to reflect the dynamic and 
complex nature of the therapeutic 
process.  Information is collected on 
multiple domains (youth, caregiver, and 
clinician); portions of the battery (e.g., 
expectations of therapy, client 
motivation toward treatment) can be 
used at intake and concurrently with 
treatment.  Concurrent measures assess 
both processes (therapeutic alliance, 
treatment motivation, and session 
impact) and clinical outcomes (life 
satisfaction, hope, symptoms and 
functioning).  The CFS™ system 
automatically generates a measurement 

schedule for a client and his or her 
family, making it easy for clinicians to 
use. 

 
Client Progress.  Several scales are 

available to measure progress in client 
outcomes.  Based on strengths 
orientation, client outcomes are defined 
as: 
• A reduction in symptoms; 

• An increase in functioning; and  

• A positive outlook on life. 

The CFS™ uses the Peabody 
Treatment Progress Battery (PTPB) as its 
core measurement system.  The battery  
includes the Symptoms and Functioning 
Severity Scale (SFSS) developed at 
Vanderbilt, and two scales developed 
elsewhere, the Brief Multidimensional 
Students’ Life Satisfaction Scale 
(BMSLSS; Huebner, 2004), and the 
Children’s Hope Scale (CHS; Snyder, 
1997).  The SFSS is completed by the 
youth, the caregiver, and the counselor to 
ensure that different perspectives are taken 
into account when assessing progress.  
Teachers may also be asked to complete 
the SFSS in order to get a broader account 
of the client’s progress. 

 
Client Treatment Process.  Several 

scales included in the CFS™ battery assist 
clinicians in assessing important treatment 
process indicators.  The most central 
measure is the Therapeutic Alliance 
Quality Scale (TAQS) which measures the 
youth’s relationship with the clinician.  
The client’s ongoing engagement and 
motivation to participate in treatment is 
assessed by the Motivation for Youth’s 
Treatment Scale (MYTS).  The Youth 
Counseling Impact Scale (YCIS) taps into 
client’s perception of the impact 
counseling sessions have on him or her. 
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Caregiver Outcomes and Treatment 
Process.  The worse a caregiver feels 
about his/her life, the more difficult it can 
be to care for the child in a positive way.  
CFS™ recognizes the importance of the 
family, and includes several scales that 
focus specifically on the primary caregiver 
in the treatment process.  Two of these 
scales assess the caregiver’s well being; 
the Satisfaction with Life Scale (SWL; 
Pavot & Diener, 1993) provides the 
counselor with some general information 
about how the caregivers feel about their 
life, and the Caregiver Strain 
Questionnaire (CGSQ) provides the 
counselor with information about 
subjective and objective types of strain in 
caring for the youth.  To allow the 
counselor to assess the caregiver’s level of 
engagement and participation in the 
child’s treatment, CFS™ offers the 
caregiver’s version of the Motivation for 
Youth Treatment Scale (MYTS).  Finally, 
the caregiver version of the Therapeutic 
Alliance Quality Scale (TAQS) assesses 
the quality of the working relationship 
between the caregiver and the counselor. 

Feedback Reports 
Feedback is based on the information 

collected from the comprehensive 
measurement system.  Information can 
be analyzed at all levels of the 
organization—by the clinician, 
supervisor, administrator, and financers.  
The goal is to revolutionize the way 
these groups operate by providing them 
with common information not available 
in most treatment settings.  The feedback 
is provided online in a user-friendly 
format.  Problem areas are highlighted in 
easy to understand ways such as color-
coding.  Individual scores can be 
compared to organization-specific norms 
and benchmarks.  Treatment progress 
over time can be compared to typical 

treatment change of similar clients, and 
the counselor is alerted to deviations 
from this trajectory. Alerts are provided 
in a dashboard format for quick and easy 
access for busy clinicians.  All CFS™ 
users are trained to use and interpret the 
feedback reports. 

 
Comparison Through Aggregated 

Data.  CFS™ also can be summative; 
the data can be aggregated to compare 
clinicians, clinics, provider 
organizations, and types of treatment.  
Such information can transform mental 
health services from being viewed as a 
commodity purchased primarily on the 
basis of cost to a service that is selected 
for its quality.  With CFS™, consumers 
as well as providers can use valid 
information to identify and select quality 
services and providers.  Reimbursement 
for services can be made based on 
knowledge of effectiveness instead of 
customary factors such as service 
location (e.g., home, clinic, and hospital) 
or the length of a therapy session. 

 
Weekly Review and Adjustment.  

Using CFS™, Agencies can review the 
measurement schedule and can change 
the schedule based on their own needs.  
Clinicians can use the feedback to 
identify treatment factors that may need 
attention.  The automated system works 
interactively with the clinician to bring 
art and science together for the best care 
possible for clients. 

The feedback reports provide rich 
information about the clients and their 
treatment progress, which supports and 
informs the counselors’ decision making 
without replacing their clinical 
judgment.  Additionally, clinical 
supervisors receive intensive specialized 
training on how to interpret feedback 
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reports and integrate them into their 
supervisory sessions with counselors. 

 
Designed to Enhance Counselors’ 
Skills.  The CFS™ system has been 
designed to enhance the counselor’s 
clinical skills to improve client outcomes 
by providing counselors with feedback 
on therapeutic process as well as on 
 
client progress.  Supervisors can receive 
the same information to better assist 
direct-care staff in making evidence-
based decisions regarding practice with a 
particular client.  CFS™ information can 
also be used to manage services, not by 
financial budgets, but by client progress.  
Supervisors and directors can monitor 
performance outcomes including change 
in severity and client satisfaction.  In 
addition they can make ongoing, timely 
changes to program design based on 
objective evidence, assure the quality of 
services being provided in various 
programs, and identify professional 
development needs as well as essential 
evidence-directed training. 

Evidence-Based Training 
CFS™’s clinical training is based on a 

common factors approach—those factors 
that are common across almost all 
therapies—rather than a specific 
therapeutic school (e.g., cognitive-
behavioral therapy).  The training has three 
objectives, to:  

 

• Orient clinicians, supervisors, and 
administrators to the CFS approach 
and the CFS system (e.g., 
principles of the model, how to 
access and interpret data, inputting 
data);  

 

• Teach clinicians and supervisors 
about common factors, evidence-
based interventions to optimize 
therapeutic processes (e.g., 
developing individual and family 
dimensions of alliance, identifying 
and responding to alliance 
rupture); and  

 

• Provide specific techniques for 
clinicians and supervisors to 
improve practice (e.g., a ‘clinical 
toolbox’ of activities for use in 
treatment and supervision). 

 
The training model is based on the 

principle that learning needs to occur 
continuously and requires frequent 
follow up.  In order to make this feasible 
for a typical mental health organization, 
and for clinicians with diverse 
educational backgrounds (primarily 
counsellors with bachelor’s degrees), 
CFS™ uses a combination of online 
modules and webinars.  

 
Training the Trainers.  Before the 

CFS™ system is fully operational, CEPI 
works with a small group who will 
become the CFS™ Trainers for that 
organization.  Together, they develop 
training that fits the organization’s 
needs.  At a minimum, all potential 
CFS™ users are trained how to interface 
with and use the CFS™ system, with 
break-out sessions based on staff role 
and function (e.g., data entry and quality 
control, integrating feedback information 
to enhance clinical practice).  

 
Optional on-site train-the-trainer 

sessions focus on evidence-based 
interventions to optimize the therapeutic 
process. The organization’s CFS™ 
Trainers will in turn train supervisors as 
part of an intensive workshop.  It is 
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expected that supervisors will use the 
knowledge and skills they obtain in this 
workshop to support the clinicians who 
provide direct care.  
As part of CFS™, clinicians then 
participate in the online training, 
supported and enhanced by their 
supervisors.  After this initial training 
period, clinicians are encouraged to 
review specific problem-focused online 
modules based on information they 
receive about their client or caregiver 
through the feedback reports. The main 
objective is to provide clinicians with 
information on how to optimize the 
therapeutic processes based on state-of-
the-art knowledge as well as on the 
evidence generated for individual 
clients.  Clinicians and supervisors can 
evaluate the success of their 
interventions, as well as refine 
interventions, through a continuing 
review of the feedback reports. 
 
Common Factor Training Modules.  
CFS™ focuses on common factors that are 
relevant to almost all types of treatment 
settings and approaches.  Common factors 
are those elements that are not particular to 
any therapeutic modality, but are common 
across almost all therapies.  Research 
indicates that these common factors are the 
basis for achieving the benefits of therapy. 
Common factors can be classified into five 
broad categories:  

• Client characteristics;  

• Therapist qualities; 

• Change processes; 

• Treatment structure; and 

• Therapeutic relationship. 

The importance of these factors in 
determining outcomes is congruent with a 
strength-based approach.  

Developed collaboratively by 
academic and clinical experts, the 
Common Factor Training Modules are 
kept short in order to be easily integrated 
into the clinician’s clinical practice.  The 
training modules are updated to reflect 
the most recent developments in the 
clinical literature and ongoing 
experience with the CFS™ system.  
Each module provides a rating of the 
level of empirical evidence that exists in 
support of the suggested interventions.  
The online CFS™ system links all these 
different elements together into one 
seamless system that is easily 
incorporated into the clinicians’ daily 
clinical routines.  Currently, CEPI offers 
training on building and repairing 
therapeutic alliances, addressing 
expectancies about counseling, and 
collaborative treatment planning. 

Other Features of CFS™ 
   
Individualization.  Individualization 

of treatment is a strong value held by 
most service providers; however, there is 
little known information about how to 
achieve this individualization.  CFS™ is 
tailored to each program based on 
specific performance objectives, 
regulatory requirements, program goals 
and other contextual dynamics.  Specific 
methods are used to help ensure that 
clients are satisfied, benefit from the 
services, receive the appropriate level of 
care, and meet treatment goals.  CFS™ 
provides counselors with the opportunity 
to strengthen their skills by offering 
tools that support and inform their 
treatment planning.  The system 
provides continuous feedback, including 
evidence for the treatment of individual 
clients and feedback for program 
improvement efforts.  
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Synergistic With Evidence-Based 
Treatments.  CFS™ is designed to be 
synergistic with other evidence-based 
treatments.  It can provide the necessary 
infrastructure to know if treatment is 
being implemented with sufficient 
fidelity and if expected outcomes are 
realized.  Without such a system, 
entropy can occur, allowing a once well-
organized treatment structure to 
deteriorate.  To sustain an effective 
program and promote innovation, 
ongoing monitoring is required.  

 
A Strong Base in Theory and 

Science.  CEPI has conducted mental 
health services research since 1986.  
Leonard Bickman and Manuel Riemer 
have developed a theory of change, 
grounded in psychological and 
organizational research, which provides 
the theoretical foundation of the CFS™ 
system (Riemer et al., 2005; Sapyta et 
al., 2005).  CEPI has used rigorous 
research methods in developing an 
empirical evidence base for the different 
components of CFS™, and CFS™ 
measures have been found to be 
scientifically sound and practically 
useful.  The training modules are based 
on the most recent evidence-based 
effective clinical interventions.  A 
substantial five-year grant from the 
National Institute of Mental Health to 
develop and refine the CFS™ system 
demonstrates significant cconfidence in 
the potential of the CFS™ system.  
NIMH has award Dr. Bickman another 
five year grant in June, 2010 to optimize 
CFS™ with another evidence based 
treatment. 

 
A Strong Base in Practice.  One of 

the most important lessons learned in 
mental health services research is that 
successful quality improvement tools 

need to be developed in close proximity 
to the practice field and with active input 
from practitioners.  From the beginning 
of the development of CFS™ and its 
applications, CEPI has worked closely 
with several mental health provider 
organizations.   

It is also important that the 
technology be the most advanced 
available and be developed by 
experienced computer programmers.   

 
Uses of CFS™: A Few Scenarios 

The following scenarios illustrate 
how the CFS system can be used: 

 
Improving CFS™ Implementation.  

Kristi, the clinical director, reviews the 
quarterly implementation report with her 
two clinical supervisors.  They discover 
that, overall, things have been better than 
last quarter but that one counselor, Mary, 
continues to struggle to get the 
questionnaires completed.  Kristi meets 
with the counselor and her supervisor.  
Together they discuss the reasons for the 
unsatisfactory completion rate.  They 
determine that Mary has had a difficult 
time getting cooperation from the 
family.  Together they decide that it 
would be good for Mary to talk to 
another counselor, John, about his 
strategies for getting family support.  
John, who also struggled at the 
beginning, has since had good 
compliance rates. 

 
Individualizing Treatment. Beverly 

is a 14-year old girl referred for 
intensive in-home services by the 
Department of Mental Health.  At intake, 
Beverly and her biological mother, 
Rhonda, reported several behaviors 
consistent with depression, including 
crying and moping around, decreased 
interest in friends and activities, and 
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sleeping a lot.  After three months of 
treatment, Beverly’s counselor, John, 
has noted some improvement in her 
symptoms and functioning, consistent 
with youth and caregiver reports.  
However, John has been concerned 
about Beverly’s engagement and 
motivation during recent visits.  He 
decides to review the weekly feedback 
report with his supervisor. 

 
Meeting External Standards.  A 
regional director needs to meet an 
accreditation agency’s requirements.  
Accreditation standards require 
collection and reporting of extensive 
demographic information.  The CFS™ 
questionnaires collect these data (on 
client satisfaction and outcome 
measurements, for example), as well as 
additional information that meets 
continuous quality improvement (CQI) 
requirements.  The director is now able 
to access and organize this information 
easily from the system, enabling her to 
respond to the agency’s needs and 
allowing her team members to focus 
their energies on other responsibilities. 
 

Adjusting Treatment and 
Training.  The clinical director has his 
quarterly meeting with his program 
directors.  An item on the agenda is to 
identify training needs.  Together, they 
review the last quarterly report and 
discover that some programs have 
difficulty getting caregivers motivated to 
actively participate in the youth’s 
treatment.  They decide to develop a 
training agenda around caregiver 
motivation and engagement.  In the next 
supervisor support meeting, the 
supervisors exchange information about 
helpful training material for caregiver 
engagement. 

 

Conducting Program Evaluation.  
The management team is considering the 
use of several evidence-based 
treatments; however, the team does not 
know which interventions will work 
best.  Moreover, they are concerned that 
unless treatments are carefully 
monitored, fidelity may degrade.  The 
team decides to implement two different 
treatment programs and evaluate their 
relative effects after six months.  The 
CFS™ system provides the information 
they need to make an empirically based 
decision at no additional cost.  
Additionally, because of the flexibility 
of the CFS™ system, they are able to 
add fidelity measures to monitor 
program implementation on an ongoing 
basis. 

 
In summary, CFS™ provides a 

practical, but sophisticated and flexible 
system to monitor both the processes and 
outcomes of treatment.  The feedback 
report provided by the system can be 
used to support clinical decision making, 
supervision, management and program 
evaluation.  The system also produces 
reports that monitor the implementation 
of the system.  The utility of the system 
is further enhanced by the provision of 
both in-person and web-based training. 
 
 
Huebner, E.S., Suldo, S. Smith, L., & 
McKnight, C. (2004). Life satisfaction in 
children and youth: Empirical 
foundations and implications for school 
psychologists. Psychology in the 
Schools, 41(1), 81-94. 
doi:10.1002/pits.10140 
 
Pavot, W., & Diener, E. (1993). Review 
of the satisfaction with life scale. 
Psychological Assessment, 5(2), 164-
172. 

 
 
180

http://dx.doi.org/10.1002/pits.10140�


Peabody Treatment Progress Battery 2010 
 

 

 
Riemer, M., Rosof-Williams, J., & 
Bickman, L. (2005). Theories related to 
changing clinician practice. Child and 
Adolescent Psychiatric Clinics of North 
America, 14(2), 241-254. 
doi:10.1016/j.chc.2004.05.002 
 
Sapyta, J., Riemer, M., & Bickman, L. 
(2005). Feedback to clinicians: Theory, 
research & practice. Journal of Clinical 

Psychology, 61(2), 145-153. 
doi:10.1002/jclp.20107 
 
Snyder, C.R., Hoza, B., Pelham, W.E., 
Rapoff, M., Ware, L., Danovsky, M., 
Highberger, L., Ribinstein, H., & Stahl, 
K.J. (1997). The development and 
validation of the Children’s Hope Scale. 
Journal of Pediatric Psychology, 22(3), 
339-421.

 

 
 
181

http://dx.doi.org/10.1016/j.chc.2004.05.002�
http://dx.doi.org/10.1002/jclp.20107�


Peabody Treatment Progress Battery 2010 
 

 

Appendix A 

Suggested Schedules of Administration of  

PTPB 2010 Forms and Measures 
 

Suggested Schedules of Administration by Phase      Page 
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Treatment Phase 
Suggested Weekly Schedule of Administration  184 
Suggested Every-Other-Week Schedule of Administration 185 
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Table A.1:  Suggested Administration of PTPB 2010 Forms and Measures by Phase 
Phase Respondent Forms SFSS

-Full 
BMSLS

S 
CHS TPEI TOES YCIS MYTS SWLS CGSQ TAQS/

R 
SSS SRF Total # 

 
Baseline 

Youth  (26) (6) (4) (9) (8)  (8)      61 
Caregiver  (26)   (9) (8)  (8) (5) (7)    63 
Clinician Baseline 

Assessment 
             

    
Treatment 

Youth  
Caregiver  
Clinician  

 
Discharge 

Youth  (26) (6) (4)         (4)  40 
Caregiver  (26)       (5) (7)  (4)  42 
Clinician Discharge 

Form 
(27)            27 

 
Follow up 

Youth  (26) (6) (4)          36 
Caregiver  (26)        (7)    33 
Clinician               

Number of items in ( ) 

 
 
 
 
 
 
 
 
 
 

 

See table below 
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Table A.2   Treatment Phase: Suggested Weekly Schedule of Administration of PTPB 2010 Measures 
Respondent Week 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 

Youth 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS 2 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSSA 
(13) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

TAQS 
(5) 

YCIS 
(6) 

MYTS 
(8) 

YCIS 
(6) 

CHS 
(4) 

YCIS 
(6) 

MYTS 
(8) 

YCIS 
(6) 

CHS 
(4) 

YCIS 
(6) 

MYTS 
(8) 

YCIS 
(6) 

CHS 
(4) 

YCIS 
(6) 

MYTS 
(8) 

YCIS 
(6) 

CHS 
(4) 

YCIS 
(6) 

       BMLSS 
(6) 

SSS 
(4) 

      BMLSS 
(6) 

SSS 
(4) 

Total  Items 24 26 24 22 24 26 24 28 28 26 24 22 24 26 24 28 28 

 
 
Caregiver 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS 2 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSS A 
(13) 

SFSS B 
(13) 

SFSSA 
(13) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQR 
(2) 

TAQS 
(2) 

 MYTS 
(8) 

 CGSQ 
(7) 

 MYTS 
(8) 

 CGSQ 
(7) 

SSS 
(4) 

MYTS 
(8) 

 CGSQ 
(7) 

 MYTS 
(8) 

 CGSQ 
(7) 

SSS 
(4) 

       SWLS 
(5) 

       SWLS 
(5) 

 

Total Items 15 23 15 22 15 23 15 27 19 23 15 22 15 23 15 27 19 

 
Clinician 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSS A 
(14) 

SFSS B 
(14) 

SFSSA 
(14) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

TAQR 
(4) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

SRF 
(26) 

Total Items 44 44 44 44 44 44 44 44 44 44 44 44 44 44 44 44 44 
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Table A.3   Treatment Phase: Suggested Every-Other-Week Schedule of Administration of PTPB 2010 Measures 
Week 0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 

Youth 

SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS 2 SFSS A SFSS B SFSS A 

(13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) 

TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS TAQS 

(6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) 

YCIS MYTS YCIS CHS YCIS MYTS YCIS CHS YCIS MYTS YCIS CHS YCIS MYTS YCIS 

(6) (8) (6) (4) (6) (8) (6) (4) (6) (8) (6) (4) (6) (8) (6) 

       BMLSS SSS     BMLSS SSS 

       (6) (4)     (6) (4) 

TOTAL 25 27 25 23 25 27 25 29 29 27 25 23 25 33 29 

Caregiver 

SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS 2 SFSS A SFSS B SFSS A 

(13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) 

TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR 

(3) (3) (3) (3) (3) (3) (3) (3) (3) (3) (3) (3) (3) (3) (3) 

 MYTS  CGSQ  MYTS  CGSQ SSS MYTS  CGSQ  MYTS SSS 

 (8)  (7)  (8)  (7) (4) (8)  (7)  (8) (4) 

       SWLS      SWLS  

       (5)      (5)  
TOTAL 16 24 16 23 16 24 16 28 20 24 16 23 16 29 20 

Clinician 

SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A SFSS B SFSS A 

(13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) (13) 

TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR TAQR 

(6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) (6) 

SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF SRF 

(26) (26) (26) (26) (26) (26) (26) (26) (26) (26) (26) (26) (26) (26) (26) 

TOTAL 45 45 45 45 45 45 45 45 45 45 45 45 45 45 45 
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Appendix B 

Measures and Self-Scoring Forms 
 

Measures and Self-Scoring Forms by Respondent     Page 
       
Respondent:  Youth          

Y_SFSS-Full Your Behaviors, Thoughts and Feelings     187 
Y_SFSS-Short Form A        190 
Y_SFSS-Short Form B        192 
Y_BMSLSS-PTPB Your Satisfaction with Life      194 
Y_CHS-PTPB Questions about Your Goals      196 
Y_TOES What You Expect Counseling to Do for You     198 
Y_TPEI (no self-scoring form) What You Expect Counseling to be Like   200 
Y_TAQS Your Relationship with Your Counselor      201 
Y_YCIS v.2 Your Counseling Session       203 
Y_MYTS How You Feel About Counseling       
 Y_MYTS (baseline phase)       205 
 Y_MYTS (treatment phase)       207 
Y_SSS  Your Satisfaction with Services       209  

  
Respondent:  Adult Caregiver 

A_SFSS-Full This Youth’s Behavior’s, Thoughts and Feelings    211 
A_SFSS-Short Form A        214 
A_SFSS-Short Form B        216 
A_TOES What You Expect Counseling to Do for This Youth     218 
A_TPEI (no self-scoring form) What You Expect Counseling to be Like   220 
A_TAQR (no self-scoring form) Your Relationship with This Youth’s Counselor  221 
A_MYTS How You Feel about This Youth’s Counseling   
 A_MYTS (baseline phase)       222 
 A_MYTS (treatment phase)       224 
A_SWLS Satisfaction with Life        226  
A_CGSQ-SF7 How Things Have Been for Your Family     228 
A_SSS Your Satisfaction With Services       230 

 
Respondent:  Clinician 
 

C_SFSS-Full  This Youth’s Behavior’s, Thoughts and Feelings    232 
C_SFSS-Short Form A        235 
C_SFSS-Short Form B        237 
C_TAQR (no self-scoring form) Therapeutic Alliance Rating    239 
C_SRF (no self-scoring form) Session Report Form     240 
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Your Behaviors, Thoughts, and Feelings 

 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  . . . disobey adults? (not do what adults told you    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at you? □ □ □ □ □ 
7.  . . . have a hard time waiting your turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . throw things when you were mad? □ □ □ □ □ 
14.  . . . interrupt others? □ □ □ □ □ 
15.  . . . lie to get things you wanted? □ □ □ □ □ 
16.  . . . have a hard time controlling your temper? □ □ □ □ □ 
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IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

17.  . . . worry about a lot of things? □ □ □ □ □ 
18.  

. . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

19.  . . . feel worthless? □ □ □ □ □ 
20.  . . . have a hard time having fun? □ □ □ □ □ 
21.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
22.  . . . have a hard time paying attention? □ □ □ □ □ 
23.  . . . have a hard time sleeping because you  

      were worrying? □ □ □ □ □ 
24.  . . . feel tense? □ □ □ □ □ 
25.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
26.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
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 Self-Scoring Form – SFSS- Full 

Item 
Values for Responses 

Enter value for selected 
responses here and calculate 

scores as instructed 

Never Hardly 
Ever 

Sometimes Often Very 
Often 

Subscale 
E 

Subscale 
I 

 

1 1 2 3 4 5  A  

2 1 2 3 4 5 B   

3 1 2 3 4 5  C  

4 1 2 3 4 5 D   

5 1 2 3 4 5 E   

6 1 2 3 4 5  F  

7 1 2 3 4 5 G   

8 1 2 3 4 5  H  

9 1 2 3 4 5 I   

10 1 2 3 4 5  J  

11 1 2 3 4 5 K   

12 1 2 3 4 5 L   

13 1 2 3 4 5 M   

14 1 2 3 4 5 N   

15 1 2 3 4 5 O   

16 1 2 3 4 5 P   

17 1 2 3 4 5  Q  

18 1 2 3 4 5 R   

19 1 2 3 4 5  S  

20 1 2 3 4 5  T  

21 1 2 3 4 5 U   

22 1 2 3 4 5 V   

23 1 2 3 4 5  W  

24 1 2 3 4 5  X  

25* 1 2 3 4 5   Y 
26* 1 2 3 4 5   Z 
27** 1 2 3 4 5   AA 

Subscale 
E 

Sum of B, D, E, G, I, K-P, R,  and  U-V BB 

 BB / 14 CC 

▲Perform calculation noted below DD 

Subscale 
I 

Sum of A, C, F, H, J, Q, S, T, W and X EE 

 EE / 10 FF 

▲ Perform calculation noted below GG 

Total 
Score 

Sum of BB and EE HH 

HH / 24 II 

▲ Perform calculation noted below JJ 

▲ For Youth, multiply by 13.405 and add 18.220                                        SFSS Subscale E Score = DD 
▲ For Adult Caregiver, multiply by 12.594 and add 17.636                          SFSS Subscale I Score = GG 
▲For Clinician, multiply by 15.291 and add 12.004                                        SFSS-Full Total Score = JJ 
*not included in Total Score 
**clinician form only 
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Your Behaviors, Thoughts, and Feelings 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  . . . disobey adults? (not do what adults told you    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at you? □ □ □ □ □ 
7.  . . . have a hard time waiting your turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
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 Self-Scoring Table - SFSS Short Form A 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form A Total Score = Q 
*Not included in total score 
**Clinician form only 
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Your Behaviors, Thoughts, and Feelings 
 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when you were mad? □ □ □ □ □ 

2.  . . . interrupt others? □ □ □ □ □ 

3.  . . . lie to get things you wanted? □ □ □ □ □ 

4.  . . . have a hard time controlling your temper? □ □ □ □ □ 

5.  . . . worry about a lot of things? □ □ □ □ □ 

6.  
. . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

7.  . . . feel worthless? □ □ □ □ □ 

8.  . . . have a hard time having fun? □ □ □ □ □ 

9.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
10.  . . . have a hard time paying attention? □ □ □ □ □ 
11.  . . . have a hard time sleeping because you  

      were worrying? □ □ □ □ □ 
12.  . . . feel tense? □ □ □ □ □ 
13.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
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  Self-Scoring Form- SFSS Short Form B 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form B Total Score = Q 
*Not included in total score 
**Clinician form only 
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Your Satisfaction with Life 
 

 

Please place an ‘X’ in the one box that best indicates how satisfied or 
dissatisfied you CURRENTLY are with each item below. There is no right or 
wrong answer.  

 

 
HOW SATISFIED OR DISSATISFIED 
ARE YOU WITH... 

Very 
Dissatisfied 

Somewhat 
Dissatisfied 

Neither 
Satisfied Nor 
Dissatisfied 

Somewhat 
Satisfied 

Very 
Satisfied 

1.  Your family life □ □ □ □ □ 
2.  Your friendships □ □ □ □ □ 
3.  Your school experience □ □ □ □ □ 
4.  Yourself □ □ □ □ □ 
5.  Where you live □ □ □ □ □ 
6.  Your life overall □ □ □ □ □ 
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 BMSLSS–PTPB Self-Scoring Form 
 

Item 

Values for Responses  

Very 
Dissatisfied 

Somewhat 
Dissatisfied 

Neither 
Satisfied Nor 
Dissatisfied 

Somewhat 
Satisfied Very Satisfied 

 

Enter value for 
selected 
response here 
and calculate 
scores as 
instructed 

1 1 2 3 4 5 A     

2 1 2 3 4 5 B     
3 1 2 3 4 5 C     
4 1 2 3 4 5 D     
5 1 2 3 4 5 E     
6 1 2 3 4 5 F     
  Sum of A-F: 

 G  

G / 6: H 
BMSLSS-PTPB Total Score = H 
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Peabody Treatment Progress Battery 2010 
CHS-PTPB: Youth 

Y_CHS-PTPB_v2                                                                      Adapted from Snyder et al. (1997) 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

Questions About Your Goals 
 

 
The sentences below describe how children might think about themselves and 
how they do things in general. Read each sentence carefully. For each 
sentence, please think about how you are in most situations. Then, put an ‘X’ in 
the one box that best matches your answer. There is no right or wrong answer. 

 

  

None 
Of The 
Time 

A Little 
Of The 
Time 

Some 
Of The 
Time 

A Lot 
Of The 
Time 

Most 
Of The 
Time 

All 
Of The 
Time 

1.  I think I am doing pretty well.  □ □ □ □ □ □ 

2.  I am doing just as well as other kids my age.  □ □ □ □ □ □ 

3.  When I have a problem I can come up with 
lots of ways to solve it.  □ □ □ □ □ □ 

4.  Even when others want to quit, I know that I 
can find ways to solve the problem. □ □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
CHS-PTPB: Youth 

Y_CHS-PTPB_v2                                                                      Adapted from Snyder et al. (1997) 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

 CHS-PTPB Self-Scoring Form  
 

Item 

Values for Responses 

Enter value for 
selected responses 
here and calculate 

scores as instructed 

N
o

n
e
 o

f 
th

e
 t

im
e
 

A
 l

it
tl

e
 o

f 
th

e
 

ti
m

e
 

S
o

m
e
 o

f 
th

e
 

ti
m

e
 

A
 l

o
t 

o
f 

th
e
 t

im
e
 

M
o

st
 o

f 
th

e
 t

im
e
 

A
ll

 o
f 

th
e
 t

im
e
 

1 1 2 3 4 5 6 A     

2 1 2 3 4 5 6 B     

3 1 2 3 4 5 6 C     

4 1 2 3 4 5 6 D     

  Sum of A-D:   E   

E / 4:  F 

CHS-PTPB Total Score = F 
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Peabody Treatment Progress Battery 2010 
TOES: Youth 

Y_TOES_v2                          Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Do for You 
 
 

Youths who see a counselor often expect different things from counseling. 
Below is a list of statements about what people might or might not expect. For 
each item, think about your own expectations and place an ‘X’ in the one box 
that best indicates whether you do not expect, are not sure, or do expect each 
item from counseling. There is no right or wrong answer. 

 
 

  
I Do Not 
Expect 

This 

I Am 
Not Sure 

I Do 
Expect 

This 

1.  
Counseling will help improve my relationship with my caregiver(s). 
*Caregiver means the person(s) who mainly takes care of you, such as a 
parent, foster parent, or grandparent.  

□ □ □ 
2.  Counseling will help me learn how to deal with thoughts that are 

bothering me. □ □ □ 
3.  Counseling will help me learn how to deal with my painful feelings. □ □ □ 
4.  Counseling will help me learn how to solve my own problems. □ □ □ 
5.  Counseling will improve my behavior at home. □ □ □ 
6.  Counseling will help me have the kind of life I want to live. □ □ □ 
7.  

In counseling, I will learn to use my strengths to help with my 
problems. □ □ □ 

8.  
Counseling will improve my behavior at school. 
*If you are not in school now, please answer what you would expect if 
you were in school now. 

□ □ □ 
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Peabody Treatment Progress Battery 2010 
TOES: Youth 

Y_TOES_v2                          Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

 TOES Self-Scoring Form  

Item 

Values for Responses 

Enter value for 
selected responses 
here and calculate 

scores as instructed I do not expect 
this I am not sure I do expect this 

1 1 2 3 A     

2 1 2 3 B     
3 1 2 3 C     
4 1 2 3 D     
5 1 2 3 E     
6 1 2 3 F     
7 1 2 3 G   
8 1 2 3 H   
  Sum of A-H: I   

I / 8: J 
TOES Total Score = J 

 

 
 
199

http://peabody.vanderbilt.edu/ptpb�


Peabody Treatment Progress Battery 2010 
TPEI: Youth 

Y_TPEI_v2                              Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Be Like 
 

 
Youths who see a counselor often expect different things from counseling. 
Below is a list of statements about what people might or might not expect. For 
each item, think about your own expectations and place an ‘X’ in the one box 
that best indicates whether you do not expect, are not sure, or do expect each 
item from counseling. There is no right or wrong answer. 
 

 
 

  
I Do Not 
Expect 

This 

I Am 
Not Sure 

I Do 
Expect 

This 

1.  My counselor will not tell other people what I tell him/her. □ □ □ 
2.  For me to get better, I will have to change a lot. □ □ □ 
3.  My counselor and I will work together in counseling. □ □ □ 
4.  Being in counseling will be hard work for me. □ □ □ 
5.  I will be very careful about what I tell my counselor. □ □ □ 
6.  I will feel comfortable speaking up if I think counseling isn’t 

helping me. □ □ □ 
7.  Sometimes I may have difficult thoughts and/or feelings because 

of my counseling sessions. □ □ □ 
8.  

My counselor will respect my (or my family’s) customs and/or 
cultural background. □ □ □ 

9.  
Counseling will be the only help I will need to deal with my 
problems. □ □ □ 
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Peabody Treatment Progress Battery 2010 
TAQS: Youth 

Y_TAQS_v2                       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 

 
 
                           Your Relationship with Your Counselor 
 

 
 

 
 

  

Not  
At All 

Only A 
Little 

Some- 
what 

Quite A 
Bit Totally 

2. Did this session head in the direction that you 
wanted?   □ □ □ □ □ 

3. Did you understand the things that your counselor 
said in this session?  □ □ □ □ □ 

4. Did you and your counselor work on problems 
together in this session?  □ □ □ □ □ 

5. In this session, did you feel that your counselor 
would stick with you no matter how you behaved? □ □ □ □ □ 

6. 
In this session, did you feel that your counselor 
understood what it feels like to be you?   □ □ □ □ □ 

 
 

Below are questions about the session or meeting that you just had with your counselor.  
Please select one answer for each question. If there was more than one counselor in the 
session, complete the questions about the main counselor.  
 
1. Did you participate in the session that your counselor just had for you?  

  □ No     

  □ Yes    
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Y_TAQS_v2                       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
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 TAQS–Youth Self-Scoring Form  

Item 

Values for Responses 
Enter value for 
selected responses 
here and calculate 
scores as instructed 

N
o

t 
a
t 

a
ll
 

O
n

ly
 a

 l
it

tl
e
 

S
o

m
e
w

h
a
t 

Q
u

it
e
 a

 b
it

 

T
o

ta
ll
y
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
04 1 2 3 4 5 D   
05 1 2 3 4 5 E   

 Sum of A-E: F  
F/ 5: G  

TAQS-Youth Total Score = G    
 

 
 
202



Peabody Treatment Progress Battery 2010 
YCIS: Youth 

Y_YCIS_v2                           Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

Your Counseling Session 
 

 
Below are several statements about the session or meeting you just had with 
your counselor. Please read each statement carefully, then place an ‘X’ in the 
one box that best matches what you think this session did for you – either  
“Not At All,” “Only A Little,” “Somewhat,” “Quite A Bit,” or “Totally.”   

 

  

Not At 
All 

Only A 
Little 

Some- 
what 

Quite 
A Bit Totally 

1.  I now understand my feelings better. □ □ □ □ □ 

2.  I now have a better idea about how I can deal with my 
problems. □ □ □ □ □ 

3.  I now understand better what my strengths are. □ □ □ □ □ 
 
 
Below are several statements about what may have happened in your life in 
the LAST TWO WEEKS. Please read each statement carefully, then place an ‘X’ 
in the one box that best matches what happened within the last two weeks – 
either “Not At All,” “Only A Little,” “Somewhat,” “Quite A Bit,” or “Totally.”     

 

 
IN THE LAST TWO WEEKS… Not At 

All 
Only A 
Little 

Some- 
what 

Quite 
A Bit Totally 

4.  I tried things my counselor suggested. □ □ □ □ □ 

5.  I used things that I learned in counseling. □ □ □ □ □ 

6.  I improved my behavior in my home. □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
YCIS: Youth 

Y_YCIS_v2                           Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

    YCIS Self-Scoring Form 

Item 

Values for Responses 

Enter value for 
selected response here 
and calculate scores as 
instructed 

N
o

t 
a
t 

a
ll
 

O
n

ly
 a

 l
it

tl
e
 

S
o

m
e
w

h
a
t 

Q
u

it
e
 a

 b
it

 

T
o

ta
ll
y
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   

 Sum of A-C: D   
D / 3: E   

07 1 2 3 4 5  F  
08 1 2 3 4 5  G  
09 1 2 3 4 5  H  

 Sum of F-H: I  
I / 3: J  

 E + J: K 
K / 2: L 

YCIS Total Score = L    
YCIS-Insight Subscale Score = E 
YCIS-Change Subscale Score = J 
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Peabody Treatment Progress Battery 2010 
MYTS: Youth 

Y_MYTS_Intake_v2               Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

How You Feel About Counseling 
 

 
Below are statements about how youths might feel about their lives and about 
counseling. For each statement, please think about how you CURRENTLY feel 
and place an ‘X’ in the one box that best describes how much you agree or 
disagree with each one. There is no right or wrong answer. 

 

  

Strongly 
Disagree Disagree 

Neither 
Agree  Nor 
Disagree 

Agree Strongly 
Agree 

1.  My behavior is causing problems at home, 
school, with my friends, or in other places. □ □ □ □ □ 

2.  My behavior is making my life worse. □ □ □ □ □ 

3.  Some of my feelings are really bothering 
me. □ □ □ □ □ 

4.  I want help finding solutions for my current 
problems.  □ □ □ □ □ 

5.  Getting counseling seems like a good idea 
to me. □ □ □ □ □ 

6.  If I attend counseling I think my life will get 
better. □ □ □ □ □ 

7.  I am getting counseling because I want to. □ □ □ □ □ 

8.  My feelings are causing problems at home, 
school, with my friends, or in other places. □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
MYTS: Youth 

Y_MYTS_Intake_v2               Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

 MYTS-Youth Self-Scoring Form  

Item 

Values for Responses Enter value for 
selected 
responses here 
and calculate 
scores as 
instructed N

ot
 a

t a
ll 

O
nl

y 
a 

lit
tle

 

So
m

ew
ha

t 

Q
ui

te
 a

 b
it 

To
ta

lly
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
04 1 2 3 4 5  D  
05 1 2 3 4 5  E  
06 1 2 3 4 5  F  
07 1 2 3 4 5  G  
08 1 2 3 4 5 H   
 Sum of A, B, C, H I   

I /4   J 
    

Sum of D-G: K  
K / 4:  L 

Sum of I and K: M 
M/ 8: N 

MYTS-Youth Total Score = N 
MYTS-Youth Problem Recognition Subscale Score = J 
MYTS-Youth Treatment Readiness Subscale Score = L 
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Peabody Treatment Progress Battery 2010 
MYTS: Youth 

Y_MYTS_TxPhase_v2            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

How You Feel About Counseling 
 

 
Below are statements about how youths might feel about their lives and about 
counseling. For each statement, please think about how you CURRENTLY feel 
and place an ‘X’ in the one box that best describes how much you agree or 
disagree with each one. There is no right or wrong answer. 

 

  

Strongly 
Disagree Disagree 

Neither 
Agree  Nor 
Disagree 

Agree Strongly 
Agree 

1.  My behavior is causing problems at home, 
school, with my friends, or in other places. □ □ □ □ □ 

2.  My behavior is making my life worse. □ □ □ □ □ 

3.  Some of my feelings are really bothering 
me. □ □ □ □ □ 

4.  I want help finding solutions for my current 
problems.  □ □ □ □ □ 

5.  Getting counseling seems like a good idea 
to me. □ □ □ □ □ 

6.  If I keep attending counseling I think my 
life will get better. □ □ □ □ □ 

7.  I am getting counseling because I want to. □ □ □ □ □ 

8.  My feelings are causing problems at home, 
school, with my friends, or in other places. □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
MYTS: Youth 

Y_MYTS_TxPhase_v2            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

MYTS-Youth Self-Scoring Form  

Item 

Values for Responses Enter value for 
selected 
responses here 
and calculate 
scores as 
instructed N

ot
 a

t a
ll 

O
nl

y 
a 

lit
tle

 

So
m

ew
ha

t 

Q
ui

te
 a

 b
it 

To
ta

lly
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
04 1 2 3 4 5  D  
05 1 2 3 4 5  E  
06 1 2 3 4 5  F  
07 1 2 3 4 5  G  
08 1 2 3 4 5 H   
 Sum of A, B, C, H I   

I /4   J 
    

Sum of D-G: K  
K / 4:  L 

Sum of I and K: M 
M/ 8: N 

MYTS-Youth Total Score = N 
MYTS-Youth Problem Recognition Subscale Score = J 
MYTS-Youth Treatment Readiness Subscale Score = L 
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Peabody Treatment Progress Battery 2010 
SSS: Youth 

Y_SSS_v2                            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

Your Satisfaction with Services 
 

 
We would like to know your honest opinion about what you CURRENTLY think 
of the services you have received from us. Please read each item below and 
place an ‘X’ in the one box that best matches your opinion about our services. 

 

  

No, 
Definitely 

Not  

No, Not 
Really  

Yes, 
Generally 

Yes, 
Definitely 

1.  
Did you get the kind of services you think you 
needed? □ □ □ □ 

2.  
Were the services you received the right approach for 
helping you? □ □ □ □ 

3.  If a friend were in need of similar help, would you 
recommend our services to him or her?  □ □ □ □ 

4.  If you were to seek help again, would you seek it 
from us? □ □ □ □ 

5.  

 
Do you have any other comments about the services you have received from us? 
 
 
 
 
 
 
 
 

 

 
 
209

http://peabody.vanderbilt.edu/ptpb�


Peabody Treatment Progress Battery 2010 
SSS: Youth 

Y_SSS_v2                            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

 SSS Self-Scoring Form  

Item 

Values for Responses 
Enter value for 

selected 
responses here 
and calculate 

scores as 
instructed 

No, 
definitely 

not 
No, not really 

Yes, 
generally 

Yes, 
definitely 

1 1 2 3 4 A   

2 1 2 3 4 B   
3 1 2 3 4 C   
4 1 2 3 4 D   
  Sum of A-D: E   

E / 4: F 
SSS Total Score = F 
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Peabody Treatment Progress Battery 2010 
SFSS(full): Adult Caregiver 
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This Youth’s Behaviors, Thoughts, and Feelings  
 
 

~ Please do NOT complete this form if you have not known  
this youth for at least 2 weeks ~ 

 
Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  
. . . disobey adults? (not do what adults told him/her    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at him/her? □ □ □ □ □ 
7.  . . . have a hard time waiting his/her turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . throw things when he/she was mad? □ □ □ □ □ 
14.  . . . interrupt others? □ □ □ □ □ 
15.  . . . lie to get things he/she wanted? □ □ □ □ □ 
16.  . . . have a hard time controlling his/her temper? □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
SFSS(full): Adult Caregiver 

A_SFSS_Full_v2         Copyright © 2006-2010 by Vanderbilt University.  All rights Reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

17.  . . . worry about a lot of things? □ □ □ □ □ 
18.  

. . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

19.  . . . feel worthless? □ □ □ □ □ 
20.  . . . have a hard time having fun? □ □ □ □ □ 
21.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
22.  . . . have a hard time paying attention? □ □ □ □ □ 
23.  . . . have a hard time sleeping because he/she  

      was worrying? □ □ □ □ □ 
24.  . . . feel tense? □ □ □ □ □ 
25.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
26.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
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A_SFSS_Full_v2         Copyright © 2006-2010 by Vanderbilt University.  All rights Reserved. 
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  Self-Scoring Form – SFSS- Full 

Item 
Values for Responses 

Enter value for selected 
responses here and calculate 

scores as instructed 

Never Hardly 
Ever 

Sometimes Often Very 
Often 

Subscale 
E 

Subscale 
I 

 

1 1 2 3 4 5  A  

2 1 2 3 4 5 B   

3 1 2 3 4 5  C  

4 1 2 3 4 5 D   

5 1 2 3 4 5 E   

6 1 2 3 4 5  F  

7 1 2 3 4 5 G   

8 1 2 3 4 5  H  

9 1 2 3 4 5 I   

10 1 2 3 4 5  J  

11 1 2 3 4 5 K   

12 1 2 3 4 5 L   

13 1 2 3 4 5 M   

14 1 2 3 4 5 N   

15 1 2 3 4 5 O   

16 1 2 3 4 5 P   

17 1 2 3 4 5  Q  

18 1 2 3 4 5 R   

19 1 2 3 4 5  S  

20 1 2 3 4 5  T  

21 1 2 3 4 5 U   

22 1 2 3 4 5 V   

23 1 2 3 4 5  W  

24 1 2 3 4 5  X  

25* 1 2 3 4 5   Y 

26* 1 2 3 4 5   Z 

27** 1 2 3 4 5   AA 

Subscale 
E 

Sum of B, D, E, G, I, K-P, R,  and  U-V BB 

 BB / 14 CC 

▲Perform calculation noted below DD 

Subscale 
I 

Sum of A, C, F, H, J, Q, S, T, W and X EE 

 EE / 10 FF 

▲ Perform calculation noted below GG 

Total 
Score 

Sum of BB and EE HH 

HH / 24 II 

▲ Perform calculation noted below JJ 

▲ For Youth, multiply by 13.405 and add 18.220                                        SFSS Subscale E Score = DD 
▲ For Adult Caregiver, multiply by 12.594 and add 17.636                          SFSS Subscale I Score = GG 
▲For Clinician, multiply by 15.291 and add 12.004                                        SFSS-Full Total Score = JJ 
*not included in Total Score 
**clinician form only 
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Peabody Treatment Progress Battery 2010 
SFSS(A): Adult Caregiver 

A_SFSS_ShortFormA_v2       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

This Youth’s Behaviors, Thoughts, and Feelings 
 

~ Please do NOT complete this form if you have not known  
this youth for at least 2 weeks ~ 

 
Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  
. . . disobey adults? (not do what adults told him/her    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at him/her? □ □ □ □ □ 
7.  . . . have a hard time waiting his/her turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
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  Self-Scoring Table - SFSS Short Form A 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form A Total Score = Q 
*Not included in total score 
**Clinician form only 
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This Youth’s Behaviors, Thoughts, and Feelings 

 
~ Please do NOT complete this form if you have not known  

this youth for at least 2 weeks ~ 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when he/she was mad? □ □ □ □ □ 

2.  . . . interrupt others? □ □ □ □ □ 

3.  . . . lie to get things he/she wanted? □ □ □ □ □ 

4.  . . . have a hard time controlling his/her temper? □ □ □ □ □ 

5.  . . . worry about a lot of things? □ □ □ □ □ 

6.  . . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

7.  . . . feel worthless? □ □ □ □ □ 

8.  . . . have a hard time having fun? □ □ □ □ □ 

9.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
10.  . . . have a hard time paying attention? □ □ □ □ □ 
11.  

. . . have a hard time sleeping because he/she  
      was worrying? □ □ □ □ □ 

12.  . . . feel tense? □ □ □ □ □ 
13.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
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Self-Scoring Form- SFSS Short Form B 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form B Total Score = Q 
*Not included in total score 
**Clinician form only 
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What You Expect Counseling to Do for This Youth 
 
 

People with children or adolescents who see a counselor often expect different 
things from counseling. Below is a list of statements about what people might 
or might not expect. For each item, think about your own expectations and 
place an ‘X’ in the one box that best indicates whether you do not expect, are 
not sure, or do expect each item from this youth’s counseling. There is no right 
or wrong answer. 

 
 

 
 

I Do Not 
Expect 

This 

I Am Not 
Sure 

I Do 
Expect 

This 

1.  Counseling will help improve my relationship with this youth. □ □ □ 
2.  

Counseling will help this youth learn how to deal with thoughts 
that are bothering him/her. □ □ □ 

3.  
Counseling will help this youth learn how to deal with his/her 
painful feelings. □ □ □ 

4.  
Counseling will help this youth learn how to solve his/her 
problems. □ □ □ 

5.  Counseling will improve this youth’s behavior at home. □ □ □ 
6.  Counseling will help this youth have the kind of life he/she 

wants to live. □ □ □ 
7.  

In counseling, this youth will learn to use his/her strengths to 
help with his/her problems. □ □ □ 

8.  
Counseling will improve this youth’s behavior at school. 
*If this youth is not in school now, please answer what you 
would expect if he/she were in school now. 

□ □ □ 
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  TOES Self-Scoring Form  

Item 

Values for Responses 

Enter value for 
selected responses 
here and calculate 

scores as instructed I do not expect 
this I am not sure I do expect this 

1 1 2 3 A     

2 1 2 3 B     
3 1 2 3 C     
4 1 2 3 D     
5 1 2 3 E     
6 1 2 3 F     
7 1 2 3 G   
8 1 2 3 H   
  Sum of A-H: I   

I/ 8: J 
TOES Total Score = J 
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What You Expect Counseling to Be Like 
 
 

People with children or adolescents who see a counselor often expect different 
things from counseling. Below is a list of statements about what people might 
or might not expect. For each item, think about your own expectations and 
place an ‘X’ in the one box that best indicates whether you do not expect, are 
not sure, or do expect each item from this youth’s counseling. There is no right 
or wrong answer. 

 
 

 
 

I Do Not 
Expect 

This 

I Am Not 
Sure 

I Do 
Expect 

This 

1.  
This youth’s counselor will not tell other people what I tell 
him/her. □ □ □ 

2.  For this youth to get better, he/she will have to change a lot. □ □ □ 
3.  This counselor and I will work together in counseling. □ □ □ 
4.  Having this youth in counseling will be hard work for me. □ □ □ 
5.  I will be very careful about what I tell this youth’s counselor. □ □ □ 
6.  I will feel comfortable speaking up if I think counseling isn’t 

helping this youth. □ □ □ 
7.  Sometimes I may have difficult thoughts and/or feelings 

because of this youth’s counseling sessions. □ □ □ 
8.  

This youth’s counselor will respect my family’s (or this youth’s) 
customs and/or cultural background. □ □ □ 

9.  
Counseling will be the only help this youth will need to deal with 
his/her problems. □ □ □ 
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                               Your Relationship with Your Counselor 
                                             
 
 
 
      

 
 
 
 
 
 
 
 
 
 

 

  Very Poor Poor Satisfactory  Good Excellent 

2. For this session, how would you rate your 
relationship with this counselor? □ □ □ □ □ 

3. 
For this session, how do you think the 
COUNSELOR will rate your relationship with 
him/her? 

□ □ □ □ □ 

 

Below are questions about the session or meeting that you just had with this youth’s 
counselor.  Please select one answer for each question. If there was more than one 
counselor in the session, complete the questions about the main counselor. 
 
1. Did you participate in the session that the counselor just had for this youth? 

  □ No     

  □ Yes    
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How You Feel About This Youth’s Counseling 
 
 

 

 
 

Below are statements about how parents or caregivers might feel about their 
youth and about their youth’s counseling. For each statement, please think 
about how you CURRENTLY feel and place an ‘X’ in the one box that best 
describes how much you agree or disagree with each one. There is no right or 
wrong answer. 

  

Strongly 
Disagree Disagree 

Neither 
Agree 
Nor 

Disagree 

Agree Strongly 
Agree 

1.  
This youth’s behavior is causing problems at 
home, school, with friends, or in other places. □ □ □ □ □ 

2.  This youth’s behavior is making my life worse. □ □ □ □ □ 

3.  
The way this youth feels about him/herself is 
troubling me. □ □ □ □ □ 

4.  
I am willing to make some changes in my life 
to help this youth become better.  □ □ □ □ □ 

5.  I want help finding solutions for this youth’s 
problems. □ □ □ □ □ 

6.  Getting counseling for this youth’s problems 
seems like a good idea to me.  □ □ □ □ □ 

7.  
My participation in this youth’s counseling is 
important for this youth to get better.  □ □ □ □ □ 

8.  
It is my decision to get counseling for this 
youth. □ □ □ □ □ 
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 MYTS-Adult Caregiver Self-Scoring Form  

Item 

Values for Responses Enter value for 
selected 
responses here 
and calculate 
scores as 
instructed N

ot
 a

t a
ll 

O
nl

y 
a 

lit
tle

 

So
m

ew
ha

t 

Q
ui

te
 a

 b
it 

To
ta

lly
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
 Sum of A-C: D   

D / 3:   E 
04 1 2 3 4 5  F  
05 1 2 3 4 5  G  
06 1 2 3 4 5  H  
07 1 2 3 4 5  I 
08 1 2 3 4 5  J 

 Sum of F- J: K 
K / 5:  L 

Sum of D and K: M 
M/ 8: N 

MYTS-Adult Caregiver Total Score = N 
MYTS-Adult Caregiver Problem Recognition Subscale Score = E 
MYTS-Adult Caregiver Treatment Readiness Subscale Score = L 
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How You Feel About This Youth’s Counseling 
 
 

 

 
 

Below are statements about how parents or caregivers might feel about their 
youth and about their youth’s counseling. For each statement, please think 
about how you CURRENTLY feel and place an ‘X’ in the one box that best 
describes how much you agree or disagree with each one. There is no right or 
wrong answer. 

  

Strongly 
Disagree Disagree 

Neither 
Agree 
Nor 

Disagree 

Agree Strongly 
Agree 

1.  
This youth’s behavior is causing problems at 
home, school, with friends, or in other places. □ □ □ □ □ 

2.  This youth’s behavior is making my life worse. □ □ □ □ □ 

3.  
The way this youth feels about him/herself is 
troubling me. □ □ □ □ □ 

4.  
I am willing to make some changes in my life 
to help this youth become better.  □ □ □ □ □ 

5.  I want help finding solutions for this youth’s 
problems. □ □ □ □ □ 

6.  Getting counseling for this youth’s problems 
seems like a good idea to me.  □ □ □ □ □ 

7.  
My participation in this youth’s counseling is 
important for this youth to get better.  □ □ □ □ □ 

8.  
It is my decision to keep this youth in 
counseling. □ □ □ □ □ 
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    MYTS-Adult Caregiver Self-Scoring Form  

Item 

Values for Responses Enter value for 
selected 
responses here 
and calculate 
scores as 
instructed N

ot
 a

t a
ll 

O
nl

y 
a 

lit
tle

 

So
m

ew
ha

t 

Q
ui

te
 a

 b
it 

To
ta

lly
 

01 1 2 3 4 5 A   
02 1 2 3 4 5 B   
03 1 2 3 4 5 C   
 Sum of A-C: D   

D / 3:   E 
04 1 2 3 4 5  F  
05 1 2 3 4 5  G  
06 1 2 3 4 5  H  
07 1 2 3 4 5  I 
08 1 2 3 4 5  J 

 Sum of F- J: K 
K / 5:  L 

Sum of D and K: M 
M/ 8: N 

MYTS-Adult Caregiver Total Score = N 
MYTS-Adult Caregiver Problem Recognition Subscale Score = E 
MYTS-Adult Caregiver Treatment Readiness Subscale Score =L 
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Your Satisfaction with Life 
 
 

For each statement, please think about how you CURRENTLY feel and place an 
‘X’ in the one box that best describes how much you agree or disagree with 
each statement. There is no right or wrong answer.  

 
 

  

Strongly 
Disagree Disagree Slightly 

Disagree 

Neither 
Agree 
Nor 

Disagree 

Slightly  
Agree Agree Strongly 

Agree 

1.  In most ways my life is close to 
my ideal. □ □ □ □ □ □ □ 

2.  The conditions of my life are 
excellent. □ □ □ □ □ □ □ 

3.  I am satisfied with my life. □ □ □ □ □ □ □ 

4.  
So far I have gotten the 
important things I want in life. □ □ □ □ □ □ □ 

5.  
If I could live my life over, I 
would change almost nothing.  □ □ □ □ □ □ □ 
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  SWLS Self-Scoring Form  

Item 

Values for Responses 

Enter value for 
selected 

responses here 
and calculate 

scores as 
instructed 

S
tr

o
n

g
ly

 
D

is
a
g

re
e
 

D
is

a
g

re
e
 

S
li

g
h
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y
 

D
is

a
g
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e
 

N
e
it

h
e
r 

A
g
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e
 

n
o

r 
D

is
a
g
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e
 

S
li

g
h

tl
y
 

A
g

re
e
 

A
g

re
e
 

  
S

tr
o
n

g
ly

 
A

g
re

e
 

  
 

 

1 1 2 3 4 5 6 7 A  

2 1 2 3 4 5 6 7 B  
3 1 2 3 4 5 6 7 C  
4 1 2 3 4 5 6 7 D  
5 1 2 3 4 5 6 7 E  

  Sum of A-E F  
F / 5 G 

SWLS Total Score = G 
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How Things Have Been for Your Family 

 
 
If this youth has lived with you for less than two weeks, please DO NOT 
complete this form. 
 
Please look back over the past month and try to remember how things have 
been for your family. We are trying to get a picture of how life has been in 
your household over that time.   
 
Please read each statement carefully, then place an ‘X’ in the one box that 
best matches how you feel things have been for your family over the past 
month . 

 

 

IN THE PAST MONTH, HOW MUCH OF A PROBLEM 
WERE THE FOLLOWING: 

Not 
At All 

A 
Little 

Some- 
What 

Quite 
A Bit 

Very 
Much 

1.  Interruption of personal time resulting from this 
youth’s problems? □ □ □ □ □ 

2.  
Your missing work or neglecting other duties because  
of this youth’s problems? □ □ □ □ □ 

3.  
Financial strain for your family as a result of this 
youth’s problems? □ □ □ □ □ 

4.  Disruption or upset of relationships within the family 
due to this youth’s problems? □ □ □ □ □ 

5.  
How sad or unhappy did you feel as a result of this 
youth’s problems? □ □ □ □ □ 

6.  How worried did you feel about this youth’s future? □ □ □ □ □ 
7.  

How tired or strained did you feel as a result of this 
youth’s problems? □ □ □ □ □ 

 

 
 
228



Peabody Treatment Progress Battery 2010 
CGSQ-SF7: Adult Caregiver 

 

A_CGSQ-SF7                       Copyright © 2006-2010 by Vanderbilt University. All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

  CGSQ-SF7 Self-Scoring Form  
 

Item 

Values for Responses 

Enter value for selected 
responses here and calculate 
scores as instructed 

N
o

t 
a
t 

a
ll
 

A
 l

it
tl

e
  

S
o

m
e
w

h
a
t 

 

Q
u

it
e
 a

 b
it

 

V
e
ry

 m
u

ch
 

1 1 2 3 4 5 A     

2 1 2 3 4 5 B     
3 1 2 3 4 5 C     
4 1 2 3 4 5 D     
5 1 2 3 4 5  E  
6 1 2 3 4 5  F  
7 1 2 3 4 5  G  
  Sum of A-D: H     

H / 4:    I 
Sum of E-G: J  

J / 3:  K 
Sum of I and K: L 

  
CGSQ-SF7 Total Score = L 
CGSQ-SF7 Objective Strain Subscore = I 
CGSQ-SF7 Subjective Strain Subscore = K 
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Your Satisfaction with Services 
 

 

We would like to know your honest opinion about what you CURRENTLY think 
of the services this youth received from us. Please read each item below and 
place an ‘X’ in the one box that best matches your opinion about our services.  

 

  

No, 
Definitely 

Not  

No, Not 
Really  

Yes, 
Generally 

Yes, 
Definitely 

1.  
Did this youth get the kind of services you think 
he/she needed?  □ □ □ □ 

2.  
Were the services this youth received the right 
approach for helping him/her? □ □ □ □ 

3.  
If a friend were in need of similar help, would you 
recommend our services to him or her?  □ □ □ □ 

4.  If you were to seek help again, would you seek it 
from us?  □ □ □ □ 

5.  

 
Do you have any other comments about the services this youth has received from us?    
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 SSS Self-Scoring Form  

Item 

Values for Responses 
Enter value for 

selected 
responses here 
and calculate 

scores as 
instructed 

No, 
definitely 

not 
No, not really 

Yes, 
generally 

Yes, 
definitely 

1 1 2 3 4 A   

2 1 2 3 4 B   
3 1 2 3 4 C   
4 1 2 3 4 D   
  Sum of A-D: E   

E / 4: F 
SSS Total Score = F 
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This Youth’s Behaviors, Thoughts, and Feelings 

 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  
 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  
. . . disobey adults? (not do what adults told him/her    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at him/her? □ □ □ □ □ 
7.  . . . have a hard time waiting his/her turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . throw things when he/she was mad? □ □ □ □ □ 
14.  . . . interrupt others? □ □ □ □ □ 
15.  . . . lie to get things he/she wanted? □ □ □ □ □ 
16.  . . . have a hard time controlling his/her temper? □ □ □ □ □ 
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IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

17.  . . . worry about a lot of things? □ □ □ □ □ 
18.  

. . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

19.  . . . feel worthless? □ □ □ □ □ 
20.  . . . have a hard time having fun? □ □ □ □ □ 
21.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
22.  . . . have a hard time paying attention? □ □ □ □ □ 
23.  . . . have a hard time sleeping because he/she  

      was worrying? □ □ □ □ □ 
24.  . . . feel tense? □ □ □ □ □ 
25.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
26.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
27.  In the last week, how often has this youth thought 

about hurting him/herself? □ □ □ □ □ 
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 Self-Scoring Form – SFSS- Full 

Item 
Values for Responses 

Enter value for selected 
responses here and calculate 

scores as instructed 

Never Hardly 
Ever 

Sometimes Often Very 
Often 

Subscale 
E 

Subscale 
I 

 

1 1 2 3 4 5  A  

2 1 2 3 4 5 B   

3 1 2 3 4 5  C  

4 1 2 3 4 5 D   

5 1 2 3 4 5 E   

6 1 2 3 4 5  F  

7 1 2 3 4 5 G   

8 1 2 3 4 5  H  

9 1 2 3 4 5 I   

10 1 2 3 4 5  J  

11 1 2 3 4 5 K   

12 1 2 3 4 5 L   

13 1 2 3 4 5 M   

14 1 2 3 4 5 N   

15 1 2 3 4 5 O   

16 1 2 3 4 5 P   

17 1 2 3 4 5  Q  

18 1 2 3 4 5 R   

19 1 2 3 4 5  S  

20 1 2 3 4 5  T  

21 1 2 3 4 5 U   

22 1 2 3 4 5 V   

23 1 2 3 4 5  W  

24 1 2 3 4 5  X  

25* 1 2 3 4 5   Y 
26* 1 2 3 4 5   Z 
27** 1 2 3 4 5   AA 

Subscale 
E 

Sum of B, D, E, G, I, K-P, R,  and  U-V BB 

 BB / 14 CC 

▲Perform calculation noted below DD 

Subscale 
I 

Sum of A, C, F, H, J, Q, S, T, W and X EE 

 EE / 10 FF 

▲ Perform calculation noted below GG 

Total 
Score 

Sum of BB and EE HH 

HH / 24 II 

▲ Perform calculation noted below JJ 

▲ For Youth, multiply by 13.405 and add 18.220                                        SFSS Subscale E Score = DD 
▲ For Adult Caregiver, multiply by 12.594 and add 17.636                          SFSS Subscale I Score = GG 
▲For Clinician, multiply by 15.291 and add 12.004                                        SFSS-Full Total Score = JJ 
*not included in Total Score 
**clinician form only 
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This Youth’s Behaviors, Thoughts, and Feelings 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad? □ □ □ □ □ 

2.  . . . get into trouble? □ □ □ □ □ 

3.  . . . have little or no energy?  □ □ □ □ □ 

4.  . . . disobey adults? (not do what adults told him/her    
      to do) □ □ □ □ □ 

5.  . . . threaten or bully others? □ □ □ □ □ 

6.  . . . feel afraid that other kids would laugh at him/her? □ □ □ □ □ 
7.  . . . have a hard time waiting his/her turn? □ □ □ □ □ 
8.  . . . feel nervous and/or shy around other people? □ □ □ □ □ 
9.  . . . have a hard time sitting still? □ □ □ □ □ 
10.  . . . cry easily? □ □ □ □ □ 
11.  . . . annoy other people on purpose? □ □ □ □ □ 
12.  . . . argue with adults? □ □ □ □ □ 
13.  . . . drink alcohol (beer, wine, hard liquor)? □ □ □ □ □ 
14.  In the last week, how often has this youth thought 

about hurting him/herself? □ □ □ □ □ 
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 Self-Scoring Table - SFSS Short Form A 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form A Total Score = Q 
*Not included in total score 
**Clinician form only 
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This Youth’s Behaviors, Thoughts, and Feelings 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when he/she was mad? □ □ □ □ □ 

2.  . . . interrupt others? □ □ □ □ □ 

3.  . . . lie to get things he/she wanted? □ □ □ □ □ 

4.  . . . have a hard time controlling his/her temper? □ □ □ □ □ 

5.  . . . worry about a lot of things? □ □ □ □ □ 

6.  
. . . have a hard time getting along with family and/or  
      friends? □ □ □ □ □ 

7.  . . . feel worthless? □ □ □ □ □ 

8.  . . . have a hard time having fun? □ □ □ □ □ 

9.  . . . hang out with kids who get into trouble? □ □ □ □ □ 
10.  . . . have a hard time paying attention? □ □ □ □ □ 
11.  . . . have a hard time sleeping because he/she  

      was worrying? □ □ □ □ □ 
12.  . . . feel tense? □ □ □ □ □ 
13.  . . . use drugs for non-medical purposes? □ □ □ □ □ 
14.  

In the last week, how often has this youth thought 
about hurting him/herself? □ □ □ □ □ 
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 Self-Scoring Form- SFSS Short Form B 

Item 

Values for Responses 

Enter value for selected 
responses here and 
calculate scores as 

instructed 
N

e
v
e
r 

H
a
rd

ly
 E

v
e
r 

S
o

m
e
ti

m
e
s 

O
ft

e
n

 

V
e
ry

 O
ft

e
n

 

1 1 2 3 4 5 A 

 

 

2 1 2 3 4 5 B 

3 1 2 3 4 5 C 

4 1 2 3 4 5 D 

5 1 2 3 4 5 E 

6 1 2 3 4 5 F 

7 1 2 3 4 5 G 

8 1 2 3 4 5 H 

9 1 2 3 4 5 I 

10 1 2 3 4 5 J 

11 1 2 3 4 5 K 

12 1 2 3 4 5 L 

13* 1 2 3 4 5 
 

M 

14** 1 2 3 4 5 N 

 
Sum of A-L: O 

 
O / 12: P 

 For Youth, multiply P by 13.405 and add 18.220 
Q   For Adult Caregiver, multiply P by 12.594 and add 17.636 

 For Clinician, multiply P by 15.291 and add 12.004 
SFSS Form B Total Score = Q 
*Not included in total score 
**Clinician form only 
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Session Report Form 
 

 
Please complete this form at the end of each session. By "session" we mean the actual therapeutic 
contact you just had with this client/family. Most questions can be answered by placing an 'X' in 
the one box that best reflects your answer.  

1.   Who participated in this session?  
(Mark all that apply.)   

No, 
did not participate 

Yes, 
did participate 

Youth (client) □ □ 

Caregiver: Foster parent(s) □ □ 

Caregiver: Non-foster parent(s) □ □ 

Other family member(s) □ □ 

School staff (e.g., teacher) □ □ 

Other(s) □ □ 
 
 
1a.  
 

If you checked “Other(s)” above, please specify their relationship to the youth  
(if more than one person, please list all separated by a comma): 

  
 
 

 
 
 30 min 

or less 
31-60 
min 

61-90 
min 

91-120 
min 

more than 
2 hrs 

2. How long did this session last? □ □ □ □ □ 
 
 
 Client’s home Client’s 

school 
Outpatient 

clinic/center 
Other 

3. Primary location of session 
(select only one answer): □ □ □ □ 

 
 
 Excellent Good Fair Somewhat 

poor 
Very 
poor 

4. Overall, how would you rate this session? 
 □ □ □ □ □ 

 
 
 None A little About 

half 
Most or 

All 
5. How much time in this session did you spend 

dealing with a crisis? □ □ □ □ 
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ISSUES TIME SPENT ON DURING THIS SESSION 

6. Please indicate to what extent you addressed each issue below with this youth or 
caregiver during this session. We are not asking if these are current issues but if 
you SPENT TIME on any of them in this session.  (Please mark ONLY ONE answer for 
each issue.) 

 No,  
not 

addressed 

Yes, 
addressed 

Yes, and 
was an 

important 
focus of 

the 
session 

Behavioral issues □ □ □ 

Emotional issues □ □ □ 

Harm to self or others □ □ □ 

School/work issues □ □ □ 

Friends/Peer issues □ □ □ 

Family issues  □ □ □ 

Alcohol/substance use □ □ □ 

Strengths of youth/family □ □ □ 
Problems with the police, courts, or corrections because of 
delinquent behavior □ □ □ 

Client hope for future □ □ □ 

Client motivation for treatment □ □ □ 

Issues in your relationship with the client □ □ □ 

Client perceptions of the impact of counseling □ □ □ 

Client progress □ □ □ 

Client satisfaction with services □ □ □ 
Caregiver strain of parenting a youth with 
emotional/behavioral problems □ □ □ 

Caregiver satisfaction with life □ □ □ 

Caregiver motivation for the youth’s treatment □ □ □ 

Issues in your relationship with the caregiver □ □ □ 

Caregiver satisfaction with services □ □ □ 
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Baseline Assessment 
Staff Form 

(to be completed by person conducting initial assessment) 
 
 

PLEASE PRINT 
 

1.  Today’s Date:  ______ /______ / 20______ 
 
2.  Name of Staff Conducting Initial Assessment:_____________________________ 
                                                                                                       first/last 

 
 

About this youth: 
 

 
3.  Youth’s Name: (first/last) _____________________________________________ 

4.  Youth’s Gender:    □  Female     □ Male  
      
5.  Youth’s Birth Date:  ______ /______ /____________ (mm/dd/yyyy) 
 
6.  Is youth of Spanish/Hispanic descent or origin?    

               □ No    □ Yes □ Do Not Know  
 

 
 

7. Which of the following best describes the youth’s racial/ethnic background? 
Please place an ‘X’ in only one box. 

 African American or Black                                                                      □ 
 American Indian or Alaskan Native                                                            □ 
 Asian                                                                                                    □ 
 Caucasian or White                                                                                  □ 
 Native Hawaiian or Other Pacific Islander                                                   □ 
 More than one race □ 
 Refused  □ 
 Other  □ 
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8.  PRESENTING PROBLEMS 

 
8a/b. Please indicate this youth’s presenting problem(s) or reason(s) for seeking 
services from our agency. Place an ‘X’ in all boxes that apply. Then, CIRCLE the ONE 
problem that is this youth’s MAIN presenting problem.  
 

Anxiety □ Conduct Disorder □ 
Depression □ Oppositional Defiant Disorder  □ 
Isolative/withdrawn □ Chronic Lying □ 
Sleep problems □ Manipulative □ 
Phobia □ Destroys Property □ 
Attention Deficit/Hyperactivity □ Harmful to Animals □ 
Impulsive □ Fire Setting or Fire Play □ 
Obsessive/Compulsive □ Homicidal Thoughts □ 
Post Traumatic Stress □ Gang Association □ 
Eating Disorder □ Aggressive □ 
Sudden Mood Changes □ Self Harm (cutting, burning, etc.) □ 
Psychosis/ Thought Disorders □ Suicidal Ideation  □ 
Hallucinations □ Suicidal Attempt  □ 
Physical/Medical Issues □ Alcohol/Substance Use/Abuse/Dependence  □ 
Problems with Personal Hygiene □ Runaway □ 
Enuresis/Encopresis □ Neglect □ 
Sexually Active □ School Problems □ 
Sexually Inappropriate Behavior □ Learning Disability □ 
Abuse   □ Other (please specify): _______________ 

__________________________________ 
__________________________________ 
__________________________________ 

□ 
If YES to Abuse, was this youth: 

the  victim □   the perpetrator   □ 

 
  

Please REMEMBER to circle this youth’s ONE MAIN presenting problem. 
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Previous Treatment History No Yes Do Not 
Know 

9. 
Has this youth ever received mental health services before 
starting this treatment? □ □ □ 

10. 
Has this youth ever received treatment for alcohol or 
substance problems before starting this treatment?  □ □ □ 

 
 
 
11. What is (are) the client’s Current diagnosis(es) 

 

 11a. 

 
Primary DSM Code if known: __ __ __ . __ __   
 
Description: _____________________________________________ 
 

 11b. 

 
Secondary DSM Code if known: __ __ __ . __ __  
  
Description: _____________________________________________ 
 

 11c. 

 
Secondary DSM Code if known: __ __ __ . __ __   
 
Description: _____________________________________________ 
 

 
 
About this youth’s Caregiver: 

 

12.  Caregiver’s Gender:    □  Female     □ Male  
      
13.  Caregiver’s Birth Date:  ______ /______ /____________ (mm/dd/yyyy) 
 

 

14. What is caregiver’s highest level of education completed?  

 No formal schooling                                                                                                           □ 
 Less than high school degree or GED                                                                                                   □ 
 High school diploma or GED                                                                                         □ 
 Bachelor’s degree                                                                                                            □ 
 Post-graduate degree (e.g., Masters, Doctorate)                                                                                                               □ 
 Refused □ 
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15.  Is caregiver of Spanish/Hispanic descent or origin?  

               □ No    □ Yes □ Do Not Know  
 
 

 
 
 

 
 
 
 
 
 

16. 
Which of the following best describes the caregiver’s racial/ethnic background? 
Please place an ‘X’ in one box only. 

 African American or Black                                                                                          □ 
 American Indian or Alaskan Native □ 
 Asian   □ 
 Caucasian or White □ 
 Native Hawaiian or Other Pacific Islander □ 
 More than one race □ 
 Refused □ 
 Other □ 

17.  What is the caregiver’s current marital status?  

 Never married                                                                                                                □ 
 Now married                                                                                                                      □ 
 Living with someone as married (for example, domestic partner, cohabitating)                                                                            □ 
 Widowed                                                                                                                             □ 
 Divorced                                                                                                                             □ 
 Separated                                                                                                                           □ 
 Refused                                                                                                   □ 
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18.  
What is the caregiver’s relationship to the youth who will be receiving services 
from us? 

 Birth parent                                                                                                                                             □ 
 Adoptive parent                                                                                                                                      □ 
 Grandparent                                                                                                                                            □ 
 Step-Parent                                                                                                                                            □ 
 Family member                                                             □ 
 Foster parent                                                                                                                                           □ 
 Group home staff (e.g., counselor, leader, director)                                                                               □ 
 Other (please specify)_______________________________________________                                                                                                                                 □ 

 
18a. If you marked “other” in question 18, please specify caregiver’s relationship to 
youth. ______________________________________________________________ 

 
 
246



Peabody Treatment Progress Battery 2010 
DF: Clinician 

C_DF_v2                                      © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 
 

Discharge Form 
 

 
 

1. Did this client successfully complete treatment?  
    (Please place an ‘X’ in only one box.)       

    □ No   □ Yes       
 

2. What is the reason for this discharge from your office?  (Please place an ‘X’ 
in all boxes that apply.) 

 ‘X’ 

Adequate funding no longer available  □ 
Caregiver opted to discontinue treatment (AMA) □ 
Client implicitly withdrew prematurely (e.g., stopped showing up) □ 

Client “step down” in services  □ 

Client “step up” in services □ 

Client aged out of services (eligibility) □ 

Client explicitly opted to discontinue treatment (AMA) □ 

Client (or family) has moved residence outside the geographic area □ 

Court discharged the client □ 
Client was referred to another service provider (outside of your agency) □ 

Client met Tx goals; no additional services warranted/needed □ 
Other, please specify _______________________________________ 
 □ 
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Appendix D 

Codebooks for Researchers 
 

Codebooks          Page 
 
Respondent:  Youth          

Y_SFSS-Full         249   
Y_SFSS-Short Form A       251 
Y_SFSS-Short Form B       252 
Y_BMSLSS-PTPB        253 
Y_CHS-PTPB        254 
Y_TOES         255 
Y_TPEI         256 
Y_TAQS         257 
Y_YCIS         258 
Y_MYTS         259 
Y_SSS          260 

  
Respondent:  Adult Caregiver 

A_SFSS-Full         261 
A_SFSS-Short Form A       263 
A_SFSS-Short Form B       264 
A_TOES         265 
A_TPEI         266 
A_TAQR         267 
A_MYTS         268 
A_SWLS         269 
A_CGSQ-SF7        270 
A_SSS          271 

 
Respondent:  Clinician 
 

C_SFSS-Full         272 
C_SFSS-Short Form A       274 
C_SFSS-Short Form B       275 
C_TAQR         276 
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Your Behaviors, Thoughts, and Feelings 

 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  YDSFB02 1 2 3 4 5 

2.  . . . get into trouble?  YDSFA02 1 2 3 4 5 

3.  . . . have little or no energy? YDSFB03 1 2 3 4 5 

4.  . . . disobey adults? (not do what adults told you    
      to do) YDSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? YDSFB07 1 2 3 4 5 

6.  . . . feel afraid that other kids would laugh at you? 
YDSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting your turn? YDSFA10 1 2 3 4 5 

8.  . . . feel nervous and/or shy around other people? 
YDSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? YDSFB12 1 2 3 4 5 

10.  . . . cry easily? YDSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? YDSFA15 1 2 3 4 5 

12.  . . . argue with adults? YDSFB15 1 2 3 4 5 

13.  . . . throw things when you were mad? YDSFB01 1 2 3 4 5 

14.  . . . interrupt others? YDSFA03 1 2 3 4 5 

15.  . . . lie to get things you wanted? YDSFA04 1 2 3 4 5 

16.  . . . have a hard time controlling your temper? 
YDSFA05 

1 2 3 4 5 
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IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

17.  . . . worry about a lot of things? YDSFA06 1 2 3 4 5 

18.  
. . . have a hard time getting along with family and/or  
      friends? YDSFB06 

1 2 3 4 5 

19.  . . . feel worthless? YDSFA07 1 2 3 4 5 

20.  . . . have a hard time having fun? YDSFA09 1 2 3 4 5 

21.  . . . hang out with kids who get into trouble? YDSFA11 1 2 3 4 5 

22.  . . . have a hard time paying attention? YDSFB10 1 2 3 4 5 

23.  . . . have a hard time sleeping because you  
      were worrying? YDSFA14 

1 2 3 4 5 

24.  . . . feel tense? YDSFB13 1 2 3 4 5 

25.  . . . drink alcohol (beer, wine, hard liquor)? YDSFA08 1 2 3 4 5 

26.  . . . use drugs for non-medical purposes? YDSFB05 1 2 3 4 5 
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Your Behaviors, Thoughts, and Feelings 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  YDSFB02 1 2 3 4 5 

2.  . . . get into trouble?  YDSFA02 1 2 3 4 5 

3.  . . . have little or no energy? YDSFB03 1 2 3 4 5 

4.  . . . disobey adults? (not do what adults told you    
      to do) YDSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? YDSFB07 1 2 3 4 5 

6.  . . . feel afraid that other kids would laugh at you? 
YDSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting your turn? YDSFA10 1 2 3 4 5 

8.  . . . feel nervous and/or shy around other people? 
YDSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? YDSFB12 1 2 3 4 5 

10.  . . . cry easily? YDSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? YDSFA15 1 2 3 4 5 

12.  . . . argue with adults? YDSFB15 1 2 3 4 5 

13.  . . . drink alcohol (beer, wine, hard liquor)? YDSFA08 1 2 3 4 5 
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Your Behaviors, Thoughts, and Feelings 
 
 

 
Below is a list of behaviors, thoughts, and feelings that kids and teens may 
experience. Please put an ‘X’ in the one box that best matches how often you 
have experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places you may have experienced these things, for 
example, at school, at home, with friends, or at work.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID YOU: Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when you were mad? YDSFB01 1 2 3 4 5 

2.  . . . interrupt others? YDSFA03 1 2 3 4 5 

3.  . . . lie to get things you wanted? YDSFA04 1 2 3 4 5 

4.  
. . . have a hard time controlling your temper? 
YDSFA05 

1 2 3 4 5 

5.  . . . worry about a lot of things? YDSFA06 1 2 3 4 5 

6.  
. . . have a hard time getting along with family and/or  
      friends? YDSFB06 

1 2 3 4 5 

7.  . . . feel worthless? YDSFA07 1 2 3 4 5 

8.  . . . have a hard time having fun? YDSFA09 1 2 3 4 5 

9.  . . . hang out with kids who get into trouble? YDSFA11 1 2 3 4 5 

10.  . . . have a hard time paying attention? YDSFB10 1 2 3 4 5 

11.  . . . have a hard time sleeping because you  
      were worrying? YDSFA14 

1 2 3 4 5 

12.  . . . feel tense? YDSFB13 1 2 3 4 5 

13.  . . . use drugs for non-medical purposes? YDSFB05 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
BMSLSS-PTPB: Youth 

Y_BMSLSS-PTPB_v2                                           Adapted from Seligson, Huebner, & Valois (2003) 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

Your Satisfaction with Life 
 

 
Please place an ‘X’ in the one box that best indicates how satisfied or 
dissatisfied you CURRENTLY are with each item below. There is no right or 
wrong answer.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 
HOW SATISFIED OR DISSATISFIED 
ARE YOU WITH... 

Very 
Dissatisfied 

Somewhat 
Dissatisfied 

Neither 
Satisfied Nor 
Dissatisfied 

Somewhat 
Satisfied 

Very 
Satisfied 

1.  Your family life YDBLS01 1 2 3 4 5 

2.  Your friendships YDBLS02 1 2 3 4 5 

3.  Your school experience YDBLS03 1 2 3 4 5 

4.  Yourself YDBLS04 1 2 3 4 5 

5.  Where you live YDBLS05 1 2 3 4 5 

6.  Your life overall YDBLS06 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
CHS-PTPB: Youth 

Y_CHS-PTPB                                                                         Adapted from Snyder et al. (1997) 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

Questions About Your Goals 
 

 
The sentences below describe how children might think about themselves and 
how they do things in general. Read each sentence carefully. For each 
sentence, please think about how you are in most situations. Then, put an ‘X’ in 
the one box that best matches your answer. There is no right or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

  

None 
Of The 
Time 

A Little 
Of The 
Time 

Some 
Of The 
Time 

A Lot 
Of The 
Time 

Most 
Of The 
Time 

All 
Of The 
Time 

1.  I think I am doing pretty well. YDCHS01 1 2 3 4 5 
 

6 

2.  I am doing just as well as other kids my age. 
YDCHS03 

1 2 3 4 5 
 

6 

3.  When I have a problem I can come up with 
lots of ways to solve it. YDCHS04 

1 2 3 4 5 
 

6 

4.  Even when others want to quit, I know that I 
can find ways to solve the problem. YDCHS06 

1 2 3 4 5 
 

6 
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Peabody Treatment Progress Battery 2010 
TOES: Youth 

Y_TOES_v2                          Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Do for You 
 
 

Youths who see a counselor often expect different things from counseling. 
Below is a list of statements about what people might or might not expect. For 
each item, think about your own expectations and place an ‘X’ in the one box 
that best indicates whether you do not expect, are not sure, or do expect each 
item from counseling. There is no right or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 
 

  
I Do Not 
Expect 

This 

I Am 
Not Sure 

I Do 
Expect 

This 

1.  
Counseling will help improve my relationship with my caregiver(s). 
*Caregiver means the person(s) who mainly takes care of you, such as a 
parent, foster parent, or grandparent.  YDTOE01 

1 2 3 

2.  
Counseling will help me learn how to deal with thoughts that are 
bothering me. YDTOE02 

1 2 3 

3.  Counseling will help me learn how to deal with my painful feelings. 
YDTOE03 

1 2 3 

4.  Counseling will help me learn how to solve my own problems. 
YDTOE04 

1 2 3 

5.  Counseling will improve my behavior at home. YDTOE06 1 2 3 

6.  Counseling will help me have the kind of life I want to live. 
YDTOE07 

1 2 3 

7.  
In counseling, I will learn to use my strengths to help with my 
problems. YDTOE08 

1 2 3 

8.  
Counseling will improve my behavior at school. 
*If you are not in school now, please answer what you would expect if 
you were in school now. YDTOE09 

1 2 3 
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Peabody Treatment Progress Battery 2010 
TPEI: Youth 

Y_TPEI_v2                              Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Be Like 
 

 
Youths who see a counselor often expect different things from counseling. 
Below is a list of statements about what people might or might not expect. For 
each item, think about your own expectations and place an ‘X’ in the one box 
that best indicates whether you do not expect, are not sure, or do expect each 
item from counseling. There is no right or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 
 

 
 

  
I Do Not 
Expect 

This 

I Am 
Not Sure 

I Do 
Expect 

This 

1.  
My counselor will not tell other people what I tell him/her. 
YDTPE01 

1 2 3 

2.  For me to get better, I will have to change a lot. YDTPE02 1 2 3 

3.  My counselor and I will work together in counseling. YDTPE03 1 2 3 

4.  Being in counseling will be hard work for me. YDTPE04 1 2 3 

5.  I will be very careful about what I tell my counselor. YDTPE05 1 2 3 

6.  I will feel comfortable speaking up if I think counseling isn’t 
helping me. YDTPE06 

1 2 3 

7.  
Sometimes I may have difficult thoughts and/or feelings because 
of my counseling sessions. YDTPE07 

1 2 3 

8.  My counselor will respect my (or my family’s) customs and/or 
cultural background. YDTPE08 

1 2 3 

9.  
Counseling will be the only help I will need to deal with my 
problems. YDTPE09 

1 2 3 
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Peabody Treatment Progress Battery 2010 
TAQS: Youth 

Y_TAQS_v2                       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 

 
 
                           Your Relationship with Your Counselor 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 
 

 
 

  

Not  
At All 

Only A 
Little 

Some- 
what 

Quite A 
Bit Totally 

2. Did this session head in the direction that you 
wanted?  YDTAQ02 

1 2 3 4 5 

3. Did you understand the things that your counselor 
said in this session? YDTAQ03 

1 2 3 4 5 

4. Did you and your counselor work on problems 
together in this session? YDTAQ06 

1 2 3 4 5 

5. 
In this session, did you feel that your counselor 
would stick with you no matter how you behaved? 
YDTAQ08 

1 2 3 4 5 

6. 
In this session, did you feel that your counselor 
understood what it feels like to be you?  YDTAQ13 

1 2 3 4 5 

 
 

Below are questions about the session or meeting that you just had with your counselor.  
Please select one answer for each question. If there was more than one counselor in the 
session, complete the questions about the main counselor.  
 
1. Did you participate in the session that your counselor just had for you? YDTAPART 

  □ No    0 

  □ Yes   1 
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Peabody Treatment Progress Battery 2010 
YCIS: Youth 

Y_YCIS_v2                           Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

Your Counseling Session 
 

 
Below are several statements about the session or meeting you just had with 
your counselor. Please read each statement carefully, then place an ‘X’ in the 
one box that best matches what you think this session did for you – either  
“Not At All,” “Only A Little,” “Somewhat,” “Quite A Bit,” or “Totally.”   
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

  

Not At 
All 

Only A 
Little 

Some- 
what 

Quite 
A Bit Totally 

1.  I now understand my feelings better. YDCI03 1 2 3 4 5 

2.  I now have a better idea about how I can deal with my 
problems. YDCI05 

1 2 3 4 5 

3.  I now understand better what my strengths are. 
YDCI06 

1 2 3 4 5 

 
 
Below are several statements about what may have happened in your life in 
the LAST TWO WEEKS. Please read each statement carefully, then place an ‘X’ 
in the one box that best matches what happened within the last two weeks – 
either “Not At All,” “Only A Little,” “Somewhat,” “Quite A Bit,” or “Totally.”    
 .R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 
IN THE LAST TWO WEEKS… Not At 

All 
Only A 
Little 

Some- 
what 

Quite 
A Bit Totally 

4.  I tried things my counselor suggested. YDCI07 1 2 3 4 5 

5.  I used things that I learned in counseling. YDCI09 1 2 3 4 5 

6.  I improved my behavior in my home. YDCI10 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
MYTS: Youth 

Y_MYTS_TxPhase_v2            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

How You Feel About Counseling 
 

 
Below are statements about how youths might feel about their lives and about 
counseling. For each statement, please think about how you CURRENTLY feel 
and place an ‘X’ in the one box that best describes how much you agree or 
disagree with each one. There is no right or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

  

Strongly 
Disagree Disagree 

Neither 
Agree  Nor 
Disagree 

Agree Strongly 
Agree 

1.  
My behavior is causing problems at home, 
school, with my friends, or in other places.  
YDMYT01 

1 2 3 4 5 

2.  My behavior is making my life worse. 
YDMYT02 

1 2 3 4 5 

3.  Some of my feelings are really bothering 
me. YDMYT03 

1 2 3 4 5 

4.  I want help finding solutions for my current 
problems. YDMYT05 

1 2 3 4 5 

5.  Getting counseling seems like a good idea 
to me. YDMYT06 

1 2 3 4 5 

6.  If I keep attending counseling I think my 
life will get better. YDMYT07 

1 2 3 4 5 

7.  I am getting counseling because I want to. 
YDMYT08 

1 2 3 4 5 

8.  
My feelings are causing problems at home, 
school, with my friends, or in other places. 
YDMYT10 

1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
SSS: Youth 

Y_SSS_v2                            Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 
 

Your Satisfaction with Services 
 

 
We would like to know your honest opinion about what you CURRENTLY think 
of the services you have received from us. Please read each item below and 
place an ‘X’ in the one box that best matches your opinion about our services. 

.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 
 

  

No, 
Definitely 

Not  

No, Not 
Really  

Yes, 
Generally 

Yes, 
Definitely 

1.  
Did you get the kind of services you think you 
needed?  YDSS01 

1 2 3 4 

2.  
Were the services you received the right approach for 
helping you?  YDSS02 

1 2 3 4 

3.  
If a friend were in need of similar help, would you 
recommend our services to him or her?  YDSS03 

1 2 3 4 

4.  If you were to seek help again, would you seek it 
from us?  YDSS04 

1 2 3 4 

5.  

 
Do you have any other comments about the services you have received from us? 
  YDSS05 [TEXT] 
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Peabody Treatment Progress Battery 2010 
SFSS(full): Adult Caregiver 

A_SFSS_Full_v2                    Copyright © 2006-2010 by Vanderbilt University. All rights reserved. 
Peabody Treatment Progress Battery 2010.              http://peabody.vanderbilt.vanderbilt.edu/ptpb 

This Youth’s Behaviors, Thoughts, and Feelings  
 
 

~ Please do NOT complete this form if you have not known  
this youth for at least 2 weeks ~ 

 
Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  ADSFB02 1 2 3 4 5 

2.  . . . get into trouble?  ADSFA02 1 2 3 4 5 

3.  . . . have little or no energy? ADSFB03 1 2 3 4 5 

4.  . . . disobey adults? (not do what adults told him/her    
      to do) ADSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? ADSFB07 1 2 3 4 5 

6.  . . . feel afraid that other kids would laugh at him/her? 
ADSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting his/her turn? ADSFA10 1 2 3 4 5 

8.  . . . feel nervous and/or shy around other people? 
ADSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? ADSFB12 1 2 3 4 5 

10.  . . . cry easily? ADSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? ADSFA15 1 2 3 4 5 

12.  . . . argue with adults? ADSFB15 1 2 3 4 5 

13.  . . . throw things when he/she was mad? ADSFB01 1 2 3 4 5 

14.  . . . interrupt others? ADSFA03 1 2 3 4 5 

15.  . . . lie to get things he/she wanted? ADSFA04 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010  
SFSS(full): Adult Caregiver 

A_SFSS_Full_v2                   Copyright © 2006-2010 by Vanderbilt University.  All rights Reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

16.  . . . have a hard time controlling his/her temper? 
ADSFA05 

1 2 3 4 5 

17.  . . . worry about a lot of things? ADSFA06 1 2 3 4 5 

18.  . . . have a hard time getting along with family and/or  
      friends? ADSFB06 

1 2 3 4 5 

19.  . . . feel worthless? ADSFA07 1 2 3 4 5 

20.  . . . have a hard time having fun? ADSFA09 1 2 3 4 5 

21.  . . . hang out with kids who get into trouble? ADSFA11 1 2 3 4 5 

22.  . . . have a hard time paying attention? ADSFB10 1 2 3 4 5 

23.  
. . . have a hard time sleeping because he/she  
      was worrying? ADSFA14 

1 2 3 4 5 

24.  . . . feel tense? ADSFB13 1 2 3 4 5 

25.  . . . drink alcohol (beer, wine, hard liquor)? ADSFA08 1 2 3 4 5 

26.  . . . use drugs for non-medical purposes? ADSFB05 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
SFSS(A): Adult Caregiver 

A_SFSS_ShortFormA_v2       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

This Youth’s Behaviors, Thoughts, and Feelings 
 

~ Please do NOT complete this form if you have not known  
this youth for at least 2 weeks ~ 

 
Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  ADSFB02 1 2 3 4 5 

2.  . . . get into trouble?  ADSFA02 1 2 3 4 5 

3.  . . . have little or no energy? ADSFB03 1 2 3 4 5 

4.  
. . . disobey adults? (not do what adults told him/her    
      to do) ADSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? ADSFB07 1 2 3 4 5 

6.  
. . . feel afraid that other kids would laugh at him/her? 
ADSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting his/her turn? ADSFA10 1 2 3 4 5 

8.  
. . . feel nervous and/or shy around other people? 
ADSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? ADSFB12 1 2 3 4 5 

10.  . . . cry easily? ADSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? ADSFA15 1 2 3 4 5 

12.  . . . argue with adults? ADSFB15 1 2 3 4 5 

13.  . . . drink alcohol (beer, wine, hard liquor)? ADSFA08 1 2 3 4 5 

 

 
 
263



Peabody Treatment Progress Battery 2010 
SFSS(B): Adult Caregiver 

A_SFSS_ShortFormB_v2       Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                               http://peabody.vanderbilt.edu/ptpb 

 
This Youth’s Behaviors, Thoughts, and Feelings 

 
~ Please do NOT complete this form if you have not known  

this youth for at least 2 weeks ~ 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when he/she was mad? ADSFB01 1 2 3 4 5 

2.  . . . interrupt others? ADSFA03 1 2 3 4 5 

3.  . . . lie to get things he/she wanted? ADSFA04 1 2 3 4 5 

4.  
. . . have a hard time controlling his/her temper? 
ADSFA05 

1 2 3 4 5 

5.  . . . worry about a lot of things? ADSFA06 1 2 3 4 5 

6.  
. . . have a hard time getting along with family and/or  
      friends? ADSFB06 

1 2 3 4 5 

7.  . . . feel worthless? ADSFA07 1 2 3 4 5 

8.  . . . have a hard time having fun? ADSFA09 1 2 3 4 5 

9.  . . . hang out with kids who get into trouble? ADSFA11 1 2 3 4 5 

10.  . . . have a hard time paying attention? ADSFB10 1 2 3 4 5 

11.  
. . . have a hard time sleeping because he/she  
      was worrying? ADSFA14 

1 2 3 4 5 

12.  . . . feel tense? ADSFB13 1 2 3 4 5 

13.  . . . use drugs for non-medical purposes? ADSFB05 1 2 3 4 5 
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Peabody Treatment Progress Battery 2010 
TOES: Adult Caregiver 

A_TOES_v2                                    © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Do for This Youth 
 
 

People with children or adolescents who see a counselor often expect different 
things from counseling. Below is a list of statements about what people might 
or might not expect. For each item, think about your own expectations and 
place an ‘X’ in the one box that best indicates whether you do not expect, are 
not sure, or do expect each item from this youth’s counseling. There is no right 
or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 
 

 
 

I Do Not 
Expect 

This 

I Am Not 
Sure 

I Do 
Expect 

This 

1.  
Counseling will help improve my relationship with this youth. 
ADTOE01 

1 2 3 

2.  
Counseling will help this youth learn how to deal with thoughts 
that are bothering him/her. ADTOE02 

1 2 3 

3.  
Counseling will help this youth learn how to deal with his/her 
painful feelings. ADTOE03 

1 2 3 

4.  
Counseling will help this youth learn how to solve his/her 
problems. ADTOE04 

1 2 3 

5.  Counseling will improve this youth’s behavior at home. 
ADTOE06 

1 2 3 

6.  
Counseling will help this youth have the kind of life he/she 
wants to live. ADTOE07 

1 2 3 

7.  
In counseling, this youth will learn to use his/her strengths to 
help with his/her problems. ADTOE08 

1 2 3 

8.  
Counseling will improve this youth’s behavior at school. 
*If this youth is not in school now, please answer what you 
would expect if he/she were in school now. ADTOE09 

1 2 3 
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Peabody Treatment Progress Battery 2010 
TPEI: Adult Caregiver 

A_TPEI_v2                                    © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 
 

What You Expect Counseling to Be Like 
 
 

People with children or adolescents who see a counselor often expect different 
things from counseling. Below is a list of statements about what people might 
or might not expect. For each item, think about your own expectations and 
place an ‘X’ in the one box that best indicates whether you do not expect, are 
not sure, or do expect each item from this youth’s counseling. There is no right 
or wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 
 

 
 

I Do Not 
Expect 

This 

I Am Not 
Sure 

I Do 
Expect 

This 

1.  
This youth’s counselor will not tell other people what I tell 
him/her.  ADTPE01 

1 2 3 

2.  
For this youth to get better, he/she will have to change a lot.  
ADTPE02 

1 2 3 

3.  This counselor and I will work together in counseling.  ADTPE03 1 2 3 

4.  
Having this youth in counseling will be hard work for me.  
ADTPE04 

1 2 3 

5.  I will be very careful about what I tell this youth’s counselor.  
ADTPE05 

1 2 3 

6.  I will feel comfortable speaking up if I think counseling isn’t 
helping this youth.  ADTPE06 

1 2 3 

7.  
Sometimes I may have difficult thoughts and/or feelings 
because of this youth’s counseling sessions.  ADTPE07 

1 2 3 

8.  
This youth’s counselor will respect my family’s (or this youth’s) 
customs and/or cultural background.  ADTPE08 

1 2 3 

9.  Counseling will be the only help this youth will need to deal with 
his/her problems.  ADTPE09 

1 2 3 
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Peabody Treatment Progress Battery 2010 
TAQR: Adult Caregiver 

A_TAQR_v2                    Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
Peabody Treatment Progress Battery 2010                         http://peabody.vanderbilt.edu/ptpb 

 
                               Your Relationship with Your Counselor 
                    .R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 
 
 
 
      

 
 
 
 
 
 
 
 
 
 

 

  Very Poor Poor Satisfactory  Good Excellent 

2. 
For this session, how would you rate your 
relationship with this counselor? ADTA01 

1 2 3 4 5 

3. 
For this session, how do you think the 
COUNSELOR will rate your relationship with 
him/her?  ADTAO2 

1 2 3 4 5 

 

Below are questions about the session or meeting that you just had with this youth’s 
counselor.  Please select one answer for each question. If there was more than one 
counselor in the session, complete the questions about the main counselor. 
 
1. Did you participate in the session that the counselor just had for this youth? ADTAPART 

  □ No   0 

  □ Yes   1 
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How You Feel About This Youth’s Counseling 
 
 

 

 
 

Below are statements about how parents or caregivers might feel about their 
youth and about their youth’s counseling. For each statement, please think 
about how you CURRENTLY feel and place an ‘X’ in the one box that best 
describes how much you agree or disagree with each one. There is no right or 
wrong answer. 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

Strongly 
Disagree Disagree 

Neither 
Agree 
Nor 

Disagree 

Agree Strongly 
Agree 

1.  
This youth’s behavior is causing problems at 
home, school, with friends, or in other places.  
ADMYT01 

1 2 3 4 5 

2.  
This youth’s behavior is making my life worse. 
ADMYT02 

1 2 3 4 5 

3.  
The way this youth feels about him/herself is 
troubling me. ADMYT03 

1 2 3 4 5 

4.  
I am willing to make some changes in my life 
to help this youth become better.  ADMYT04 

1 2 3 4 5 

5.  
I want help finding solutions for this youth’s 
problems. ADMYT05 

1 2 3 4 5 

6.  Getting counseling for this youth’s problems 
seems like a good idea to me.  ADMYT06 

1 2 3 4 5 

7.  
My participation in this youth’s counseling is 
important for this youth to get better.  
ADMYT07 

1 2 3 4 5 

8.  It is my decision to keep this youth in 
counseling. ADMYT08 

1 2 3 4 5 
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A_SWLS_v2                                    Pavot, W. and Diener, E. (1993) 
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Your Satisfaction with Life 
 
 

For each statement, please think about how you CURRENTLY feel and place an 
‘X’ in the one box that best describes how much you agree or disagree with 
each statement. There is no right or wrong answer.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 
 

  

Strongly 
Disagree Disagree Slightly 

Disagree 

Neither 
Agree 
Nor 

Disagree 

Slightly  
Agree Agree Strongly 

Agree 

1.  
In most ways my life is close to 
my ideal. ADSWL01 

1 2 3 4 5 6 7 

2.  
The conditions of my life are 
excellent. ADSWL02 

1 2 3 4 5 6 7 

3.  I am satisfied with my life. 
ADSWL03 

1 2 3 4 5 6 7 

4.  
So far I have gotten the 
important things I want in life. 
ADSWL04 

1 2 3 4 5 6 7 

5.  
If I could live my life over, I 
would change almost nothing. 
ADSWL05 

1 2 3 4 5 6 7 
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How Things Have Been for Your Family 

 
 
If this youth has lived with you for less than two weeks, please DO NOT 
complete this form. 
 
Please look back over the past month and try to remember how things have 
been for your family. We are trying to get a picture of how life has been in 
your household over that time.   
 
Please read each statement carefully, then place an ‘X’ in the one box that 
best matches how you feel things have been for your family over the past 
month . 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

 

IN THE PAST MONTH, HOW MUCH OF A PROBLEM 
WERE THE FOLLOWING: 

Not 
At All 

A 
Little 

Some- 
What 

Quite 
A Bit 

Very 
Much 

1.  
Interruption of personal time resulting from this 
youth’s problems?  ADCGS01 

1 2 3 4 5 

2.  Your missing work or neglecting other duties because  
of this youth’s problems? ADCGS02 

1 2 3 4 5 

3.  
Financial strain for your family as a result of this 
youth’s problems? ADCGS05 

1 2 3 4 5 

4.  
Disruption or upset of relationships within the family 
due to this youth’s problems? ADCGS06 

1 2 3 4 5 

5.  How sad or unhappy did you feel as a result of this 
youth’s problems? ADCGS07 

1 2 3 4 5 

6.  
How worried did you feel about this youth’s future? 
ADCGS08 

1 2 3 4 5 

7.  How tired or strained did you feel as a result of this 
youth’s problems? ADCGS10 

1 2 3 4 5 
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Your Satisfaction with Services 
 

 
We would like to know your honest opinion about what you CURRENTLY think 
of the services this youth received from us. Please read each item below and 
place an ‘X’ in the one box that best matches your opinion about our services.  
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

  

No, 
Definitely 

Not  

No, Not 
Really  

Yes, 
Generally 

Yes, 
Definitely 

1.  
Did this youth get the kind of services you think 
he/she needed?   ADSS01 

1 2 3 4 

2.  
Were the services this youth received the right 
approach for helping him/her?   ADSS02 

1 2 3 4 

3.  
If a friend were in need of similar help, would you 
recommend our services to him or her?   ADSS03 

1 2 3 4 

4.  If you were to seek help again, would you seek it 
from us?   ADSS04 

1 2 3 4 

5.  

 
Do you have any other comments about the services this youth has received from us?    
   ADSS05 [TEXT] 
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This Youth’s Behaviors, Thoughts, and Feelings 

 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  
 

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  CDSFB02 1 2 3 4 5 

2.  . . . get into trouble?  CDSFA02 1 2 3 4 5 

3.  . . . have little or no energy? CDSFB03 1 2 3 4 5 

4.  
. . . disobey adults? (not do what adults told him/her    
      to do) CDSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? CDSFB07 1 2 3 4 5 

6.  
. . . feel afraid that other kids would laugh at him/her? 
CDSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting his/her turn? CDSFA10 1 2 3 4 5 

8.  
. . . feel nervous and/or shy around other people? 
CDSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? CDSFB12 1 2 3 4 5 

10.  . . . cry easily? CDSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? CDSFA15 1 2 3 4 5 

12.  . . . argue with adults? CDSFB15 1 2 3 4 5 

13.  . . . throw things when he/she was mad? CDSFB01 1 2 3 4 5 

14.  . . . interrupt others? CDSFA03 1 2 3 4 5 

15.  . . . lie to get things he/she wanted? CDSFA04 1 2 3 4 5 
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IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

16.  . . . have a hard time controlling his/her temper? 
CDSFA05 

1 2 3 4 5 

17.  . . . worry about a lot of things? CDSFA06 1 2 3 4 5 

18.  . . . have a hard time getting along with family and/or  
      friends? CDSFB06 

1 2 3 4 5 

19.  . . . feel worthless? CDSFA07 1 2 3 4 5 

20.  . . . have a hard time having fun? CDSFA09 1 2 3 4 5 

21.  . . . hang out with kids who get into trouble? CDSFA11 1 2 3 4 5 

22.  . . . have a hard time paying attention? CDSFB10 1 2 3 4 5 

23.  
. . . have a hard time sleeping because he/she  
      was worrying? CDSFA14 

1 2 3 4 5 

24.  . . . feel tense? CDSFB13 1 2 3 4 5 

25.  . . . drink alcohol (beer, wine, hard liquor)? CDSFA08 1 2 3 4 5 

26.  . . . use drugs for non-medical purposes? CDSFB05 1 2 3 4 5 

27.  
In the last week, how often has this youth thought 
about hurting him/herself? CDSFA17 

1 2 3 4 5 
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This Youth’s Behaviors, Thoughts, and Feelings 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . feel unhappy or sad?  CDSFB02 1 2 3 4 5 

2.  . . . get into trouble?  CDSFA02 1 2 3 4 5 

3.  . . . have little or no energy? CDSFB03 1 2 3 4 5 

4.  . . . disobey adults? (not do what adults told him/her    
      to do) CDSFB04 

1 2 3 4 5 

5.  . . . threaten or bully others? CDSFB07 1 2 3 4 5 

6.  . . . feel afraid that other kids would laugh at him/her? 
CDSFB08 

1 2 3 4 5 

7.  . . . have a hard time waiting his/her turn? CDSFA10 1 2 3 4 5 

8.  . . . feel nervous and/or shy around other people? 
CDSFA12 

1 2 3 4 5 

9.  . . . have a hard time sitting still? CDSFB12 1 2 3 4 5 

10.  . . . cry easily? CDSFB14 1 2 3 4 5 

11.  . . . annoy other people on purpose? CDSFA15 1 2 3 4 5 

12.  . . . argue with adults? CDSFB15 1 2 3 4 5 

13.  . . . drink alcohol (beer, wine, hard liquor)? CDSFA08 1 2 3 4 5 

14.  In the last week, how often has this youth thought 
about hurting him/herself? CDSFA17 

1 2 3 4 5 
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This Youth’s Behaviors, Thoughts, and Feelings 
 
 

Below is a list of behaviors, thoughts, and feelings that youths may experience. 
Please put an ‘X’ in the one box that best matches how often you think this 
youth has experienced each of these things OVER THE LAST 2 WEEKS – either 
Never, Hardly Ever, Sometimes, Often or Very Often. When answering, think 
about the different places this youth may have experienced these things, for 
example, at school, at home, with friends, or at work (for older teens). 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

  

 
 

IN THE LAST TWO WEEKS, HOW OFTEN DID THIS 
YOUTH: 

Never Hardly 
Ever 

Some- 
times Often Very 

Often 

1.  . . . throw things when he/she was mad? CDSFB01 1 2 3 4 5 

2.  . . . interrupt others? CDSFA03 1 2 3 4 5 

3.  . . . lie to get things he/she wanted? CDSFA04 1 2 3 4 5 

4.  
. . . have a hard time controlling his/her temper? 
CDSFA05 

1 2 3 4 5 

5.  . . . worry about a lot of things? CDSFA06 1 2 3 4 5 

6.  
. . . have a hard time getting along with family and/or  
      friends? CDSFB06 

1 2 3 4 5 

7.  . . . feel worthless? CDSFA07 1 2 3 4 5 

8.  . . . have a hard time having fun? CDSFA09 1 2 3 4 5 

9.  . . . hang out with kids who get into trouble? CDSFA11 1 2 3 4 5 

10.  . . . have a hard time paying attention? CDSFB10 1 2 3 4 5 

11.  
. . . have a hard time sleeping because he/she  
      was worrying? CDSFA14 

1 2 3 4 5 

12.  . . . feel tense? CDSFB13 1 2 3 4 5 

13.  . . . use drugs for non-medical purposes? CDSFB05 1 2 3 4 5 

14.  
In the last week, how often has this youth thought 
about hurting him/herself? CDSFA17 

1 2 3 4 5 
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C-TAQR_v2                        Copyright © 2006-2010 by Vanderbilt University.  All rights reserved. 
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Therapeutic Alliance Quality Rating 
.R = REFUSED, .N = NOT APPLICABLE, .D = DON’T KNOW, .M = MISSING 

 

All questions below refer to the session that you just completed with this family. Please select one 
answer for each question. 

 
1. Did the youth participate in the session that you just had for him or her? CDYTAPRT 

  □ No    0 

  □ Yes   1 
 
 

  

Very Poor Poor Satisfactory  Good Excellent 

2. 
In this session, how would you describe 
your relationship with this YOUTH? 
CDTAY01 

1 2 3 4 5 

3. 
In this session, how do you think the 
YOUTH will rate your relationship with 
him/her?  CDTAY03 

1 2 3 4 5 

 
 

4. Did the youth’s caregiver participate in the session that you just had for this youth? 
CDATAPRT 

  □ No    0 

  □ Yes   1 

 

 
 
 
 

 
 

  

Very Poor Poor Satisfactory  Good Excellent 

5. 
In this session, how would you describe your 
relationship with this CAREGIVER?  
CDTAA02 

1 2 3 4 5 

6. 
In this session, how do you think the 
CAREGIVER will rate your relationship with 
him/her?  CDTAA04 

1 2 3 4 5 
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Sus Comportamientos, Pensamientos, y Sentimientos 
 

 Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los niños y adolescentes pueden experimentar.  Ponga por 
favor una ‘X’ en sólo un recuadro que mejor coincida a cuán a menudo usted ha 
experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 SEMANAS -- 
Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al responder, piense 
en los diferentes lugares en los que usted pudo haber experimentado estas 
cosas, por ejemplo, en la escuela, en la casa, con los amigos, o en el trabajo. 

 

 
 

EN LAS ÚLTIMAS DOS SEMANAS, ¿CÚAN A MENUDO 
USTED: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . se sintió infeliz o triste? □ □ □ □ □ 

2.  . . . se metió en problemas? □ □ □ □ □ 

3.  . . . tuvo poca o nada de energía? □ □ □ □ □ 

4.  
. . . desobedeció a los adultos? (no hizo lo que los 

adultos le dijeron que hiciera) □ □ □ □ □ 

5.  . . . amenazó o intimidó a otros? □ □ □ □ □ 

6.  . . . temió que otros niños se rieran de usted? □ □ □ □ □ 
7.  . . . tuvo dificultad para esperar su turno? □ □ □ □ □ 
8.  . . . se sintió nervioso(a) y/o tímido(a) alrededor de 

otras personas? □ □ □ □ □ 
9.  

. . . tuvo dificultad para mantenerse sentado  
      tranquilamente? □ □ □ □ □ 

10.  . . . lloró fácilmente? □ □ □ □ □ 
11.  . . . hizo enojar a otras personas a propósito? □ □ □ □ □ 
12.  . . . discutió con adultos? □ □ □ □ □ 
13.  . . . arrojó objetos cuando estaba enojado(a)? □ □ □ □ □ 

14.  . . . interrumpió a otros? □ □ □ □ □ 

15.  . . . mintió para conseguir las cosas que quería? □ □ □ □ □ 
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EN LAS ÚLTIMAS DOS SEMANAS, ¿CÚAN A MENUDO 
USTED: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

16.  . . . tuvo dificultad para controlar su temperamento? □ □ □ □ □ 

17.  . . . se preocupó por un montón de cosas? □ □ □ □ □ 

18.  
. . . tuvo dificultad para llevarse bien con su familia 

y/o con sus amigos? □ □ □ □ □ 

19.  . . . se sintió inútil? □ □ □ □ □ 

20.  . . . tuvo dificultad para divertirse? □ □ □ □ □ 

21.  . . . salió con niños que se meten en problemas? □ □ □ □ □ 
22.  . . . tuvo dificultad para prestar atención? □ □ □ □ □ 
23.  

. . . tuvo dificultad para dormir porque se estaba  
      preocupado(a)? □ □ □ □ □ 

24.  . . . se sintió tenso(a)? □ □ □ □ □ 
25.  

. . . consumió alcohol (cerveza, vino, licores  
      fuertes)? □ □ □ □ □ 

26.  . . . usó drogas para fines no-medicinales? □ □ □ □ □ 
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Sus Comportamientos, Pensamientos, y Sentimientos 
(Formulario del Joven – A) 

 
 Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los niños y adolescentes pueden experimentar.  Ponga por 
favor una ‘X’ en sólo un recuadro que mejor coincida a cuán a menudo usted ha 
experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 SEMANAS -- 
Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al responder, piense 
en los diferentes lugares en los que usted pudo haber experimentado estas 
cosas, por ejemplo, en la escuela, en la casa, con los amigos, o en el trabajo. 

 

 
 

EN LAS ÚLTIMAS DOS SEMANAS, ¿CÚAN A MENUDO 
USTED: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . se sintió infeliz o triste? □ □ □ □ □ 

2.  . . . se metió en problemas? □ □ □ □ □ 

3.  . . . tuvo poca o nada de energía? □ □ □ □ □ 

4.  . . . desobedeció a los adultos? (no hizo lo que los 
adultos le dijeron que hiciera) □ □ □ □ □ 

5.  . . . amenazó o intimidó a otros? □ □ □ □ □ 

6.  . . . temió que otros niños se rieran de usted? □ □ □ □ □ 
7.  . . . tuvo dificultad para esperar su turno? □ □ □ □ □ 
8.  

. . . se sintió nervioso(a) y/o tímido(a) alrededor de 
otras personas? □ □ □ □ □ 

9.  . . . tuvo dificultad para mantenerse sentado  
      tranquilamente? □ □ □ □ □ 

10.  . . . lloró fácilmente? □ □ □ □ □ 
11.  . . . hizo enojar a otras personas a propósito? □ □ □ □ □ 
12.  . . . discutió con adultos? □ □ □ □ □ 
13.  

. . . consumió alcohol (cerveza, vino, licores  
      fuertes)? □ □ □ □ □ 
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Sus Comportamientos, Pensamientos, y Sentimientos 
(Formulario del Joven – B) 

 
 Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los niños y adolescentes pueden experimentar.  Ponga por 
favor una ‘X’ en sólo un recuadro que mejor coincida a cuán a menudo usted ha 
experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 SEMANAS -- 
Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al responder, piense 
en los diferentes lugares en los que usted pudo haber experimentado estas 
cosas, por ejemplo, en la escuela, en la casa, con los amigos, o en el trabajo. 

 

 
 

EN LAS ÚLTIMAS DOS SEMANAS, ¿CÚAN A MENUDO 
USTED: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . arrojó objetos cuando estaba enojado(a)? □ □ □ □ □ 

2.  . . . interrumpió a otros? □ □ □ □ □ 

3.  . . . mintió para conseguir las cosas que quería? □ □ □ □ □ 

4.  . . . tuvo dificultad para controlar su temperamento? □ □ □ □ □ 

5.  . . . se preocupó por un montón de cosas? □ □ □ □ □ 

6.  
. . . tuvo dificultad para llevarse bien con su familia 

y/o con sus amigos? □ □ □ □ □ 

7.  . . . se sintió inútil? □ □ □ □ □ 

8.  . . . tuvo dificultad para divertirse? □ □ □ □ □ 

9.  . . . salió con niños que se meten en problemas? □ □ □ □ □ 
10.  . . . tuvo dificultad para prestar atención? □ □ □ □ □ 
11.  . . . tuvo dificultad para dormir porque se estaba  

      preocupado(a)? □ □ □ □ □ 
12.  . . . se sintió tenso(a)? □ □ □ □ □ 
13.  . . . usó drogas para fines no-medicinales? □ □ □ □ □ 
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Su Satisfacción Con La Vida 
 

Ponga por favor una ‘X’ en sólo un recuadro que mejor indique qué tan 

satisfecho(a) o descontento(a) está usted ACTUALMENTE con cada uno de los 
siguientes puntos.  No existe respuesta correcta  o incorrecta. 

 

 
¿QUÉ TAN SATISFECHO(A) O 
DESCONTENTO(A) ESTÁ 
USTED CON: 

Muy 
Descontento(a) 

Algo 
Descontento(a) 

Ni 
Satisfecho(a) 

Ni 
Descontento(a) 

Algo 
Satisfecho(a) 

 

Muy 
Satisfecho(a) 

 

1.  Su vida familiar □ □ □ □ □ 
2.  Sus amistades □ □ □ □ □ 
3.  Su experiencia escolar □ □ □ □ □ 
4.  Usted mismo(a) □ □ □ □ □ 
5.  Donde vive □ □ □ □ □ 
6.  Su vida en general □ □ □ □ □ 
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Preguntas Acerca de Sus Metas 
 
Las seis frases que encontrará más abajo describen la opinión que tienen los 
niños de sí mismos y cómo actúan en general. Lea cuidadosamente cada frase. 
Piense por favor en cómo se siente en la mayoría de las situaciones. Luego 
ponga una ‘X’ en sólo un recuadro que se ajuste mejor a su respuesta.  No 
existe respuesta correcta o incorrecta. 

 

  

Nunca Casi 
Nunca A Veces A 

Menudo 
Casi 

Siempre 
Todo El 
Tiempo 

1.  Pienso que estoy bastante bien.  □ □ □ □ □ □ 

2.  Estoy tan bien como otros niños de mi 
edad. □ □ □ □ □ □ 

3.  Cuando tengo un problema se me 
ocurren muchas maneras de resolverlo. □ □ □ □ □ □ 

4.  
Aún cuando otros quieren desistir, yo 
sé que puedo encontrar maneras de 
resolver el problema. 

□ □ □ □ □ □ 
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Qué Espera Que la Consejería Haga por Usted 
 

Los jóvenes que van a ver a un(a) consejero(a) usualmente tienen diferentes 
expectativas sobre la consejería (o tratamiento psicológico). Más abajo 
encontrará una lista de afirmaciones sobre lo que las personas pueden o no 
esperar de la consejería. En cada una de ellas, reflexione sobre sus propias 
expectativas y ponga una ‘X’ en sólo un recuadro que mejor indique si no 
espera esto, si no está seguro(a), o si sí espera esto de la consejería. No existe 
respuesta correcta o incorrecta. 

 
 

  
No 

Espero 
Esto 

No Estoy 
Seguro(a) 

Sí 
Espero 

Esto 

1.  

La consejería ayudará a mejorar la relación con mi(s) encargado(s)  
*Encargado significa la(s) persona(s) que se encarga(n) principalmente 
de usted, como sus padre/madre, su padre/madre adoptivo(a), o su 
abuelo(a). 

□ □ □ 
2.  

La consejería me ayudará a aprender cómo manejar los 
pensamientos que me están preocupando. □ □ □ 

3.  
La consejería me ayudará a aprender cómo manejar los 
sentimientos que me apenan. □ □ □ 

4.  
La consejería me ayudará a aprender cómo resolver mis propios 
problemas. □ □ □ 

5.  La consejería va a mejorar mi comportamiento en casa. □ □ □ 
6.  

La consejería me va a ayudar a tener el tipo de vida que quiero 
vivir. □ □ □ 

7.  
En la consejería voy a aprender a usar mis puntos fuertes para 
resolver mis problemas. □ □ □ 

8.  
La consejería va a mejorar mi comportamiento en la escuela. 
*Si no está actualmente en la escuela,  responda por favor lo que 
esperaría si estuviera en la escuela ahora. 

□ □ □ 
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Cómo Espera Usted Que Sea la Consejería 
 

Los jóvenes que van a ver a un(a) consejero(a) usualmente tienen diferentes 
expectativas sobre la consejería (o tratamiento psicológico). Más abajo 
encontrará una lista de afirmaciones sobre lo que las personas pueden o no 
esperar de la consejería. En cada una de ellas, reflexione sobre sus propias 
expectativas y ponga una ‘X’ en sólo un recuadro que mejor indique si no 
espera esto, si no está seguro(a), o si sí espera esto de la consejería. No existe 
respuesta correcta o incorrecta. 

 

  No Espero 
Esto 

No Estoy 
Seguro(a) 

Sí Espero 
Esto 

1.  
Mi consejero(a) no va a comentarle a otras personas lo que yo 
le cuento. □ □ □ 

2.  Para mejorar, tengo que cambiar mucho. □ □ □ 
3.  Mi consejero(a) y yo trabajaremos juntos en la consejería. □ □ □ 
4.  Estar en consejería será un trabajo duro para mí. □ □ □ 
5.  

Seré muy cuidadoso(a) sobre lo que le cuento a mi 
consejero(a). □ □ □ 

6.  
Me sentiré cómodo(a) de decir lo que pienso si creo que la 
consejería no me está ayudando. □ □ □ 

7.  
A veces puedo tener pensamientos y/o sentimientos 
problemáticos debido a mis sesiones de consejería. □ □ □ 

8.  Mi consejero(a) va a respetar mis costumbres (o las de mi 
familia) y/o mi formación cultural. □ □ □ 

9.  
La consejería será la única ayuda que necesitaré para lidiar con 
mis problemas. □ □ □ 
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Su Relación con Su Consejero(a) 
 

Las personas tienen diferentes tipos de experiencias con sus consejeros. Esta 
experiencia incluso puede diferir de una sesión a otra.  
 

Abajo encontrará varias preguntas acerca de la sesión o reunión que usted 
acaba de tener con su consejero(a).  Por favor lea cuidadosamente cada 
pregunta y ponga una ‘X’ en sólo un recuadro que mejor se ajuste a su 
respuesta –ya sea “No En Lo Absoluto”, “Sólo Un Poco”, “Algo”,”Bastante,” o 
“Totalmente.”  
 

Su padre/encargado y su consejero(a) no verán ninguna de sus respuestas 
individuales. Lo más que su consejero(a) verá luego será un número que 
combina todas sus respuestas en un sólo puntaje. 
 

Si hay más de un(a) consejero(a) en esta sesión, por favor conteste las 
preguntas en relación al consejero(a) que también está llenando el formulario. 
 
 
1. ¿Participó Ud. en la sesión que acaba de tener con su consejero? 

□ No 
□ Sí 

 
 

  
No En Lo 
Absoluto 

Sólo Un 
Poco Algo Bastante Total-

mente 

1.  ¿Se dirigió esta sesión en la dirección que 
usted quería? □ □ □ □ □ 

2.  ¿Entendió las cosas que su consejero(a) dijo en 
esta sesión? □ □ □ □ □ 

3.  ¿Trabajaron juntos su consejero(a) y usted en 
esta sesión? □ □ □ □ □ 

4.  
En esta sesión, ¿sintió que su consejero(a) 
continuaría trabajando con usted 
independientemente de su comportamiento? 

□ □ □ □ □ 

5.  En esta sesión, ¿sintió que su consejero(a) 
comprendió lo que se siente ser usted? □ □ □ □ □ 
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Peabody Treatment Progress Battery 2010 
YCIS: Youth 

 

Y_YCIS_SPAN_v2                          Copyright Vanderbilt University 2006, 2010. All rights reserved. 
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Su Sesión de Consejería 

 
Abajo encontrará varias afirmaciones sobre la sesión o reunión que acaba de 
tener con su consejero(a). Por favor lea cuidadosamente cada afirmación, y 
ponga una ‘X’ en sólo un recuadro que mejor se ajuste a lo que usted piensa 
que esta sesión le ha dado – ya sea “’Nada En Lo Absoluto,” “Sólo Un Poco,” 
“Algo,” “Bastante,” o “Completamente.” 

 

  

Nada En 
Lo 

Absoluto 

Sólo Un 
Poco Algo Bastante Completa-

mente 

1.  Ahora entiendo mejor mis propios 
sentimientos. □ □ □ □ □ 

2.  Ahora tengo una mejor idea de cómo lidiar 
con mis problemas. □ □ □ □ □ 

3.  Ahora entiendo mejor cuáles son mis puntos 
fuertes. □ □ □ □ □ 

 
 
Abajo hay varias afirmaciones acerca de lo que pudo haber ocurrido en su vida 
en las ÚLTIMAS DOS SEMANAS. Por favor lea cuidadosamente cada afirmación, 
y ponga una ‘X’ en sólo un recuadro que mejor se ajuste a lo que ocurrió en las 
últimas dos semanas – ya sea “Nada En Lo Absoluto,” “Solo Un Poco,” “Algo,” 
“Bastante,” o “Completamente”.   

 

 
EN LAS ÚLTIMAS DOS SEMANAS… 

Nada En 
Lo 

Absoluto 

Sólo Un 
Poco Algo Bastante Completa-

mente 

4.  Traté de hacer las cosas que me sugirió mi 
consejero(a). □ □ □ □ □ 

5.  Usé cosas que aprendí en consejería.  □ □ □ □ □ 

6.  Mejoré mi comportamiento en mi casa.  □ □ □ □ □ 
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Opinión Sobre el Tratamiento Psicológico 
 

Más abajo encontrará afirmaciones sobre cómo los jóvenes pueden sentirse en 
relación a sus vidas y acerca del tratamiento psicológico (consejería). En cada 
afirmación, por favor reflexione sobre cómo se siente ACTUALMENTE y ponga 
una ‘X’ en sólo un recuadro que mejor describa cuán de acuerdo o en 
desacuerdo se encuentra con cada una de ellas. No existe respuesta correcta o 
incorrecta. 

 

 
 

  

Totalmente 
En 

Desacuerdo 

En 
Desacuerdo 

No Estoy 
Ni De 

Acuerdo Ni 
En 

Desacuerdo 

De 
Acuerdo 

Totalmente 
De 

Acuerdo 

1.  
Mi comportamiento está causando 
problemas en mi casa, en mi escuela, 
con mis amigos, o en otros lugares. 

□ □ □ □ □ 

2.  Mi comportamiento está empeorando mi 
vida. □ □ □ □ □ 

3.  Algunos de mis sentimientos realmente 
me están molestando. □ □ □ □ □ 

4.  
Quiero ayuda para encontrar soluciones 
para mis problemas actuales. □ □ □ □ □ 

5.  
Recibir consejería me parece una buena 
idea. □ □ □ □ □ 

6.  
Si voy a consejería creo que mi vida va a 
mejorar. □ □ □ □ □ 

7.  
Yo voy a consejería porque deseo 
hacerlo. □ □ □ □ □ 

8.  
Mis sentimientos están causando 
problemas en mi casa, en la escuela, con 
mis amigos, o en otros lugares. 

□ □ □ □ □ 
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Su Satisfacción con Los Servicios 
 
Quisiéramos saber su honesta opinión sobre lo que piensa ACTUALMENTE 
acerca de los servicios que le hemos brindado. Por favor lea cada pregunta de 
abajo y ponga una ‘X’ en sólo un recuadro que mejor se ajuste a su opinión 
sobre nuestros servicios. 

 

  

No, 
Definitivamente 

No 

No, No 
Realmente 

Generalmente 
Sí 

Definitivamente 
Sí 

1.  ¿Obtuvo el tipo de servicio que usted 
piensa que necesitaba? □ □ □ □ 

2.  
¿Fueron los servicios que usted recibió 
el mejor acercamiento para 
ayudarlo(a)? 

□ □ □ □ 

3.  
Si un amigo o amiga necesitara de una 
ayuda similar, ¿le recomendaría 
nuestros servicios? 

□ □ □ □ 

4.  
Si usted necesitara ayuda de nuevo, 
¿volvería a buscarnos? □ □ □ □ 

5.  

 
¿Tiene algún otro comentario acerca de los servicios que le brindamos a usted? 
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Los Comportamientos, Pensamientos y Sentimientos de Este(a) Joven 
 

~ Por favor NO llene este formulario si usted no ha conocido este(a) joven por lo 
menos 2 semanas ~ 

  

Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los jóvenes pueden experimentar.  Ponga por favor una ‘X’ en 
sólo un recuadro que mejor coincida a cuán a menudo usted piensa que este(a) 
joven ha experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 
SEMANAS -- Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al 
responder, piense en los diferentes lugares en los que este(a) joven pudo 
haber experimentado estas cosas, por ejemplo, en la escuela, en la casa, con 
los amigos, o en el trabajo (en el caso de adolescentes mayores). 

  

 
 

EN LAS ÚLTIMAS DOS SEMANAS, CUÁN A 
MENUDO ESTE(A) JOVEN: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . se sintió infeliz o triste? □ □ □ □ □ 

2.  . . . se metió en problemas? □ □ □ □ □ 

3.  . . . tuvo poca o nada de energía? □ □ □ □ □ 

4.  
. . . desobedeció a los adultos? (no hizo lo que los 

adultos le dijeron que hiciera) □ □ □ □ □ 

5.  . . . amenazó o intimidó a otros? □ □ □ □ □ 

6.  . . . temió que otros niños se rieran de usted? □ □ □ □ □ 
7.  . . . tuvo dificultad para esperar su turno? □ □ □ □ □ 
8.  

. . . se sintió nervioso(a) y/o tímido(a) alrededor de 
otras personas? □ □ □ □ □ 

9.  
. . . tuvo dificultad para mantenerse sentado  
      tranquilamente? □ □ □ □ □ 

10.  . . . lloró fácilmente? □ □ □ □ □ 
11.  . . . hizo enojar a otras personas a propósito? □ □ □ □ □ 
12.  . . . discutió con adultos? □ □ □ □ □ 
13.  . . . arrojó objetos cuando estaba enojado(a)? □ □ □ □ □ 

14.  . . . interrumpió a otros? □ □ □ □ □ 

15.  . . . mintió para conseguir las cosas que quería? □ □ □ □ □ 
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EN LAS ÚLTIMAS DOS SEMANAS, CUÁN A 
MENUDO ESTE(A) JOVEN: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

16.  . . . tuvo dificultad para controlar su temperamento? □ □ □ □ □ 

17.  . . . se preocupó por un montón de cosas? □ □ □ □ □ 

18.  
. . . tuvo dificultad para llevarse bien con su familia 

y/o con sus amigos? □ □ □ □ □ 

19.  . . . se sintió inútil? □ □ □ □ □ 

20.  . . . tuvo dificultad para divertirse? □ □ □ □ □ 

21.  . . . salió con niños que se meten en problemas? □ □ □ □ □ 
22.  . . . tuvo dificultad para prestar atención? □ □ □ □ □ 
23.  

. . . tuvo dificultad para dormir porque se estaba  
      preocupado(a)? □ □ □ □ □ 

24.  . . . se sintió tenso(a)? □ □ □ □ □ 
25.  

. . . consumió alcohol (cerveza, vino, licores  
      fuertes)? □ □ □ □ □ 

26.  . . . usó drogas para fines no-medicinales? □ □ □ □ □ 
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Los Comportamientos, Pensamientos y Sentimientos de Este(a) Joven 
(Formulario del Encargado(a) – A) 

 
~ Por favor NO llene este formulario si usted no ha conocido este(a) joven por lo 

menos 2 semanas ~ 
  

Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los jóvenes pueden experimentar.  Ponga por favor una ‘X’ en 
sólo un recuadro que mejor coincida a cuán a menudo usted piensa que este(a) 
joven ha experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 
SEMANAS -- Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al 
responder, piense en los diferentes lugares en los que este(a) joven pudo 
haber experimentado estas cosas, por ejemplo, en la escuela, en la casa, con 
los amigos, o en el trabajo (en el caso de adolescentes mayores). 

  

 
 

EN LAS ÚLTIMAS DOS SEMANAS, CUÁN A 
MENUDO ESTE(A) JOVEN: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . se sintió infeliz o triste? □ □ □ □ □ 

2.  . . . se metió en problemas? □ □ □ □ □ 

3.  . . . tuvo poca o nada de energía? □ □ □ □ □ 

4.  . . . desobedeció a los adultos? (no hizo lo que los 
adultos le dijeron que hiciera) □ □ □ □ □ 

5.  . . . amenazó o intimidó a otros? □ □ □ □ □ 

6.  . . . temió que otros niños se rieran de usted? □ □ □ □ □ 
7.  . . . tuvo dificultad para esperar su turno? □ □ □ □ □ 
8.  

. . . se sintió nervioso(a) y/o tímido(a) alrededor de 
otras personas? □ □ □ □ □ 

9.  
. . . tuvo dificultad para mantenerse sentado  
      tranquilamente? □ □ □ □ □ 

10.  . . . lloró fácilmente? □ □ □ □ □ 
11.  . . . hizo enojar a otras personas a propósito? □ □ □ □ □ 
12.  . . . discutió con adultos? □ □ □ □ □ 
13.  . . . consumió alcohol (cerveza, vino, licores  

      fuertes)? □ □ □ □ □ 
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Los Comportamientos, Pensamientos y Sentimientos de Este(a) Joven 
(Formulario del Encargado(a) – B) 

 
~ Por favor NO llene este formulario si usted no ha conocido este(a) joven por lo 

menos 2 semanas ~ 
  

Más abajo encontrará una lista de comportamientos, pensamientos, y 
sentimientos que los jóvenes pueden experimentar.  Ponga por favor una ‘X’ en 
sólo un recuadro que mejor coincida a cuán a menudo usted piensa que este(a) 
joven ha experimentado cada una de estas cosas DURANTE LAS ULTIMAS 2 
SEMANAS -- Nunca, Casi Nunca, A Veces, A Menudo o Muy A Menudo.  Al 
responder, piense en los diferentes lugares en los que este(a) joven pudo 
haber experimentado estas cosas, por ejemplo, en la escuela, en la casa, con 
los amigos, o en el trabajo (en el caso de adolescentes mayores). 

  

 
 

EN LAS ÚLTIMAS DOS SEMANAS, CUÁN A 
MENUDO ESTE(A) JOVEN: 

Nunca Casi 
Nunca A Veces A 

Menudo 
Muy A 

Menudo 

1.  . . . arrojó objetos cuando estaba enojado(a)? □ □ □ □ □ 

2.  . . . interrumpió a otros? □ □ □ □ □ 

3.  . . . mintió para conseguir las cosas que quería? □ □ □ □ □ 

4.  . . . tuvo dificultad para controlar su temperamento? □ □ □ □ □ 

5.  . . . se preocupó por un montón de cosas? □ □ □ □ □ 

6.  . . . tuvo dificultad para llevarse bien con su familia 
y/o con sus amigos? □ □ □ □ □ 

7.  . . . se sintió inútil? □ □ □ □ □ 

8.  . . . tuvo dificultad para divertirse? □ □ □ □ □ 

9.  . . . salió con niños que se meten en problemas? □ □ □ □ □ 
10.  . . . tuvo dificultad para prestar atención? □ □ □ □ □ 
11.  . . . tuvo dificultad para dormir porque se estaba  

      preocupado(a)? □ □ □ □ □ 
12.  . . . se sintió tenso(a)? □ □ □ □ □ 
13.  . . . usó drogas para fines no-medicinales? □ □ □ □ □ 
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Qué Espera Que la Consejería Haga por Este(a) Joven  
 

Las personas con niños o adolescentes que ven a un(a) consejero(a) a menudo 
tienen diferentes expectativas sobre la consejería (o tratamiento psicológico). 
Más abajo está una lista de afirmaciones sobre lo que las personas pueden o 
no pueden esperar. En cada una de ellas, reflexione sobre sus propias 
expectativas y ponga una ‘X’ en sólo un recuadro que mejor indique si no 
espera esto, si no esta seguro(a), o si sí espera esto de la consejería de 
este(a) joven. No existe respuesta correcta o incorrecta. 

 

 
 

No 
Espero 

Esto 

No Estoy 
Seguro(a) 

Sí Espero 
Esto 

1.  
La consejería me ayudará a mejorar la relación con este(a) 
joven. □ □ □ 

2.  
La consejería va a ayudar a este(a) joven a aprender cómo 
manejar los pensamientos que lo/la están preocupando. □ □ □ 

3.  
La consejería ayudará a este(a) joven a aprender cómo manejar 
los sentimientos que lo(a) apenan. □ □ □ 

4.  
La consejería va a ayudar a este(a) joven a aprender cómo 
resolver sus problemas. □ □ □ 

5.  
La consejería va a mejorar el comportamiento de este(a) joven 
en casa. □ □ □ 

6.  La consejería ayudará a este(a) joven a tener el tipo de vida 
que él/ella quiere vivir. □ □ □ 

7.  En consejería este(a) joven aprenderá a usar sus puntos fuertes 
para resolver sus problemas. □ □ □ 

8.  

La consejería ayudará a mejorar el comportamiento de este(a) 
joven en la escuela. 
*Si este(a) joven no está actualmente en la escuela,  por favor 
responda lo que usted esperaría si él/ella estuviera en la escuela 
ahora. 

□ □ □ 
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Cómo Espera Usted Que Sea la Consejería 
 

Las personas con niños o adolescentes que ven a un(a) consejero(a) a menudo 
tienen diferentes expectativas sobre la consejería (o tratamiento psicológico). 
Más abajo está una lista de afirmaciones sobre lo que las personas pueden o 
no pueden esperar. En cada una de ellas, reflexione sobre sus propias 
expectativas y ponga una ‘X’ en sólo un recuadro que mejor indique si no 
espera esto, si no esta seguro(a), o si sí espera esto de la consejería de 
este(a) joven. No existe respuesta correcta o incorrecta. 

 
 

 
 

No 
Espero 

Esto 

No Estoy 
Seguro(a) 

Sí Espero 
Esto 

1.  
El/La consejero(a) de este(a) joven no le contará a otras 
personas lo que yo le cuento.  □ □ □ 

2.  Para que este(a) joven mejore, el/ella va a tener que cambiar 
mucho. □ □ □ 

3.  
El/La consejero(a) de este(a) joven y yo trabajaremos juntos en 
la consejería. □ □ □ 

4.  
Tener a este(a) joven en consejería será un trabajo duro para 
mí.  □ □ □ 

5.  
Seré muy cuidadoso(a) sobre lo que le cuento al consejero(a) 
de este(a) joven. □ □ □ 

6.  Me sentiré en confianza de decir lo que pienso si creo que la 
consejería no está ayudando a este(a) joven. □ □ □ 

7.  
A veces puedo tener pensamientos y/o sentimientos 
problemáticos debido a las sesiones de consejería de este(a) 
joven. 

□ □ □ 
8.  

El/La consejero(a) de este(a) joven va a respetar las 
costumbres de mi familia (o las de este(a) joven) y/o su 
formación cultural. 

□ □ □ 
9.  

La consejería será la única ayuda que este(a) joven necesitará 
para lidiar con sus problemas. □ □ □ 
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Su Relación con el/la Consejero(a) de Este(a) Joven  

 

NOTA: Si hay más de un(a) consejero(a) en esta sesión, por favor conteste las 
preguntas en relación al consejero(a) que también está llenando el formulario. 
 
 
 

 1.  ¿Participó Ud. en la sesión que este(a) joven acaba de tener con el consejero? 

□ No 
□ Sí 

 

  
Muy 

Pobre Pobre 
Satisfac

torio Bueno Excelente 

2. ¿En esta sesión, como describiría su 
relación con este consejero(a)? □ □ □ □ □ 

3. 
¿En esta sesión, como cree que este 
consejero(a) describiría tu relación con 
el/ella? 

□ □ □ □ □ 
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Opinión Sobre el Tratamiento Psicológico de Este(a) Joven (2040) 

 

 

 

Más abajo encontrará afirmaciones sobre cómo los padres o encargados 
pueden sentirse acerca del/de la joven y acerca del tratamiento psicológico 
(consejería) del/de la joven. En cada afirmación, por favor reflexione sobre 
cómo se siente ACTUALMENTE y ponga una ‘X’ en sólo un recuadro que mejor 
describa cuán de acuerdo o en desacuerdo se encuentra con cada una de ellas. 
No existe respuesta correcta o incorrecta. 

  

Totalmente 
En 

Desacuerdo 

En 
Desacuerdo 

No Estoy 
Ni De 

Acuerdo Ni 
En 

Desacuerdo 

De 
Acuerdo 

Totalmente 
De 

Acuerdo 

1.  

El comportamiento de este(a) joven está 
causando problemas en la casa, en la 
escuela, con los amigos, o en otros 
lugares.  

□ □ □ □ □ 

2.  
El comportamiento de este(a) joven está 
empeorando mi vida. □ □ □ □ □ 

3.  
La manera en que este(a) joven se 
siente sobre él/ella misma me está 
preocupando. 

□ □ □ □ □ 

4.  
Estoy dispuesto(a) a realizar algunos 
cambios en mi vida para ayudar a que 
este(a) joven mejore.  

□ □ □ □ □ 

5.  
Necesito ayuda para encontrar 
soluciones a los problemas de este(a) 
joven. 

□ □ □ □ □ 

6.  
Obtener consejería para ayudar con los 
problemas de este(a) joven me parece 
una buena idea.  

□ □ □ □ □ 

7.  
Mi participación en la consejería de 
este(a) joven es importante para que 
él/ella mejore. 

□ □ □ □ □ 

8.  
Es decisión mía el conseguir consejería 
para este(a) joven. □ □ □ □ □ 
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Satisfacción Con La Vida 
 

En cada afirmación, por favor piense en cómo se siente usted ACTUALMENTE y 
ponga una ‘X’ en sólo un recuadro que mejor describa qué tan de acuerdo o en 
desacuerdo se encuentra usted con cada afirmación. No existe respuesta 
correcta o incorrecta. 

 
 

  

Completa-
mente En 

Desacuerdo 

En 
Desacuerdo 

Mas Bien 
En 

Desacuerdo 

Ni De 
Acuerdo Ni 

En 
Desacuerdo 

Mas Bien 
De 

Acuerdo 

De 
Acuerdo 

Completa-
mente De 
Acuerdo 

1.  
En su mayor parte, 
mi vida se acerca a 
mi ideal. 

□ □ □ □ □ □ □ 

2.  
Las condiciones de 
mi vida son 
excelentes. 

□ □ □ □ □ □ □ 

3.  Estoy satisfecho(a) 
con mi vida. □ □ □ □ □ □ □ 

4.  

Hasta ahora, he 
conseguido las cosas 
que para mí son 
importantes en la 
vida. 

□ □ □ □ □ □ □ 

5.  
Si volviese a nacer, 
no cambiaria casi 
nada de mi vida.  

□ □ □ □ □ □ □ 

 
 
 

 
 
298

http://peabody.vanderbilt.edu/ptpb�


Peabody Treatment Progress Battery 2010 
CGSQ-SF7: Adult Caregiver 

 

A_CGSQ-SF7_SPAN_v2                Copyright Vanderbilt University 2006, 2010.  All rights reserved.                                   
Peabody Treatment Progress Battery 2010                              http://peabody.vanderbilt.edu/ptpb  
 

 

 
 

Cómo Han Sido Las Cosas para Su Familia 
 

Si este(a) joven ha vivido con usted por menos de dos semanas, por favor NO 
llene este formulario.  
 
Por favor mire en retrospectiva lo ocurrido en el último mes y trate de recordar 
cómo han ido las cosas en su familia.  Estamos tratando de crear una imagen 
de cómo ha sido la vida en su hogar durante ese tiempo.  
 
Lea por favor cada afirmación cuidadosamente, y ponga una ‘X’ en sólo un 
recuadro que mejor coincida con cómo siente que han ido las cosas en su 
familia en el último mes. 

 

 

EN EL ÚLTIMO MES, QUÉ TAN PROBLEMÁTICAS 
HAN SIDO LAS SIGUIENTES SITUACIONES: 

No En 
Lo 

Absoluto 
Un Poco Algo Bastante Mucho 

1.  
Interrupción del tiempo dedicado a su persona 
como resultado de los problemas de este(a) joven. □ □ □ □ □ 

2.  
Faltar al trabajo o dejar de cumplir otras 
obligaciones debido a los problemas de este(a) 
joven. 

□ □ □ □ □ 
3.  Tensión financiera en su familia como resultado de 

los problemas de este(a) joven □ □ □ □ □ 
4.  

Interrupción o trastorno de las relaciones dentro de 
su familia como resultado de los problemas de 
este(a) joven 

□ □ □ □ □ 
5.  

¿Qué tan triste o infeliz se sintió como resultado de 
los problemas de este(a) joven? □ □ □ □ □ 

6.  
¿Qué tan preocupado(a) se sintió por el futuro de 
este(a) joven? □ □ □ □ □ 

7.  ¿Cuán cansado(a) o tenso(a) se sintió como 
resultado de los problemas de este(a) joven? □ □ □ □ □ 
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Satisfacción con Los Servicios 

 
Quisiéramos saber su honesta opinión sobre lo que piensa ACTUALMENTE 
acerca de los servicios que le brindamos a este(a) joven. Por favor lea cada 
pregunta de abajo y ponga una ‘X’ en sólo un recuadro que mejor se ajuste a 
su opinión sobre nuestros servicios.  

 

  

No, 
Definitivamente 

No  

No, No 
Realmente  

Generalmente 
Sí 

Definitivamente 
Sí 

1.  
¿Obtuvo este(a) joven el tipo de 
servicio que usted piensa que él/ella 
necesitaba? 

□ □ □ □ 

2.  
¿Fueron los servicios que este(a) joven 
recibió el mejor acercamiento para 
ayudarlo(a)? 

□ □ □ □ 

3.  
Si un amigo o amiga necesitara de una 
ayuda similar, ¿le recomendaría 
nuestros servicios? 

□ □ □ □ 

4.  Si usted necesitara ayuda de nuevo, 
¿volvería a buscarnos? □ □ □ □ 

5.  

 
¿Tiene algún otro comentario acerca de los servicios que le brindamos a este(a) joven? 
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