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The Personality Inventory for Youth (PIY) is a recently developed, 

multiscale assessment instrument designed specifically for adolescents between the 

ages of nine and 18. The purpose of this archival study was to establish clinical 

correlates for the PIY scales. PIY profiles were collected from 100 juvenile files 

at the Gainesville State School and examined in conjunction with the Child 

Assessment Scale (CAS) and the Personal Attitude Scale (PAS) to provide 

evidence of convergent and discriminant validity. Results indicate modest to 

moderate convergent validity according to Campbell and Fiske's criteria for 

construct validity; however, discriminant results indicate considerable overlap 

among traits which are not expected to be highly correlated. 
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CHAPTER I 

INTRODUCTION 

According to Kazdin (1989), adolescent psychopathology has been a largely 

ignored area of research until the last decade. Many researchers disregarded 

adolescent psychopathology as simply a representative developmental variation that 

would probably be outgrown or overcome, while others, such as Hall (1904), 

believed adolescence to be a necessary period of turmoil and unpredictability. 

Assuming that adolescents will "grow out of their problems," clinicians and 

researchers (Kazdin, 1993) have not considered the very real psychiatric conditions 

which both children and adolescents may experience. Bonynge (1994) summarized 

the current status of adolescent psychopathology, "The study of psychopathology 

with respect to adolescence has lacked a coherent classification structure useful for 

treatment and research" (p. 265). Historically, adolescence has been characterized 

as a period of turmoil and acting out behavior, with significant physical and 

emotional changes. 

However, current trends point to adolescent psychopathology, such as 

conduct disorder, depression, and overanxious disorder, as being a deviation from 

normal adolescent development. Adolescence does not necessarily entail negative 

influences on psychological development (Nottelman, 1987), but can be a relatively 

smooth process (Powers, Hauser, & Kilner, 1989). Cansler (1986) attributed the 
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lack of knowledge of adolescent psychopathology in part to the dearth of specific 

measures of personality functioning for adolescents. 

Researchers (Kazdin, 1989; Powers, Hauser, & Kilner, 1989) have realized 

the importance of early intervention in many types of psychological dysfunction in 

childhood and adolescence, not only to ameliorate the current impairment, but also 

to prevent subsequent impairment in adulthood. The American Psychiatric 

Association's Diagnostic and Statistical Manual of Mental Disorders (DSM-DI; 

APA, 1980) illustrated this acknowledgment by its striking increase in the number 

of childhood disorders. Revisions have been made in subsequent editions of the 

DSM (DSM-m-R, APA, 1987; DSM-IV, APA, 1994) in maintaining and 

increasing this recognition. The present study will research one particular realm 

of adolescent psychiatric disorders (disruptive behavior disorders, particularly 

conduct disorder). Assessment instruments currently used with adolescents 

diagnosed with disruptive behavior disorders will be utilized. In particular, this 

study researched the Personality Inventory for Youth (PIY; Lachar & Gruber, 

1995), a new self-report instrument with diagnostic relevance to disruptive 

behavior disorders. 

Hart (1993) observed that an important issue when employing a self-report 

measurement is whether the adolescent will provide sufficiently useful information, 

particularly when applied to a delinquent population. This research utilized 

observations of the juveniles during the test-taking phase, as well as the validity 

scales on the PAS and PIY, to screen out invalid profiles. Obviously 
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uncooperative behavior, as well as excessive aggressiveness displayed during the 

interview process were used as exclusion criteria. Based on these criteria, 11 

juveniles were excluded from this study. 

Disruptive Behavior Disorders 

One example of a childhood disruptive behavior disorder is oppositional 

defiant disorder (ODD; APA, 1994), which is differentiated from conduct disorder 

by the lack of more serious infractions and physical aggression. ODD is 

chronologically the first disorder in which disruptive or acting out behavior 

constitutes part of the inclusion criteria. ODD reflects an externalizing behavior 

problem characterized by disobedience, provocation, and stubbornness; but not 

hostility and physical aggression. Conversely, conduct disorder (CD; APA, 1994) 

reflects an externalizing behavior problem which is characterized by hostility and 

physical aggression. When both ODD and CD are present in an adolescent, the 

CD takes precedent, and ODD is not diagnosed (APA, 1994) 

Currently, conduct disorder is the most frequent diagnosis in adolescent 

populations (Dumas, 1989; Kazdin, 1987; Patterson, DeBaryshe, & Ramsey, 1989). 

Researchers (see Kazdin, 1987) have concluded that as many as one-third to one-

half of the child and adolescent clinic referrals are made for aggressiveness, 

conduct problems, and antisocial behavior. This disorder encompasses a wide 

range of behaviors: overt or confrontational behaviors (e.g., fighting and arguing), 

and covert or concealed behaviors (e.g., stealing and lying). In conduct disorder, 

the overt behaviors may have evolved or become differentiated from early 
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oppositional defiant behavior. In order for a juvenile to be diagnosed with 

conduct disorder, he or she must possess three or more criteria from the following 

four categories: aggression to people and animals, destruction of property, 

deceitfulness or theft, and serious violations of rules (APA, 1994). The three 

criteria must have been present in the past 12 months, with at least one criterion 

present during the past six months. 

The unruly and sometimes criminal behavior of adolescents with a conduct 

disorder is an increasing concern for society. According to Maquire and Flanagan 

(1991), about 20% of all Americans arrested for crimes in 1989 in the United 

States were under the age of 18. Moreover, these offenses are concentrated, with 

chronic juvenile offenders committing 61% of all juvenile crimes (Wrightsman, 

Nietzel, & Fortune, 1994). These chronic offenders are considered more hard 

core, more violent, and break the law at younger ages. The most striking 

difference among juvenile delinquents is their gender: males significantly 

outnumber females, sometimes as much as 3.5 to one (Kashani, Deuser & Reid, 

1990; Wrightsman, et al., 1994). 

Acts of juvenile delinquency can range in severity from major crimes 

against people or property (e.g., assault and theft) to minor offenses (e.g., 

vandalism) and status offenses, which are illegal only by virtue of the offender's 

age (e.g., curfew violation). Conduct disorder also accounts for the largest portion 

of clinical referrals (Kazdin, 1987). More children and adolescents are referred to 

mental health professionals for behavior problems; one-third to one-half of the 
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children and adolescents receiving outpatient services have been in trouble because 

of antisocial behavior (Tolan, Ryan, & Jaffe, 1988). Conduct disorder tends to be 

chronic with a poor prognosis, and has the possibility of the adolescent developing 

antisocial personality disorder in adulthood. Additionally, Kernberg and Chazen 

(1991) found that children first arrested at a young age tend to commit a larger 

number of more serious offenses. 

Despite the increased prevalence of juvenile behavioral disorders, and the 

increase m juvenile crime, few effective and appropriate assessment tools have 

been established to identify and assess behavior disorders. An additional concern 

is an assessment instrument's inadequate ability to define and measure delinquent 

behavior, due to the range in severity of juvenile offenses. Holcomb and Kashani 

(1991) believed that a better comprehension of psychopathology for the conduct-

disordered juvenile may assist in better classification of this heterogeneous group. 

Several studies (Kashani, Reid, & Rosenberg, 1989; Kovacs, Paulaskas, 

Gatsonis, & Richards, 1988; Rohde, Lewinsohn, & Seeley 1991) have observed a 

high degree of comorbidity between conduct disorder and depression. The co-

occurrence of these two disorders has been estimated between 10% and 35%. 

Rohde et al. (1991) found that depressed young men were significantly more 

likely than nondepressed men to have a current diagnosis of conduct or 

oppositional disorder. They also found that a history of depression before and 

during adolescence was comorbid with disruptive behavior disorders for both 

adolescent males and females. Additionally, Patterson, DeBaryshe, and Ramsey 
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(1989) reported that antisocial children frequently suffer with various other forms 

of maladjustment in areas of academic achievement and peer social relations. 

McManus, Alessi, Grapentine, and Brickman (1984) have noted comorbidity in 

conduct disordered youth with serious forms of psychiatric symptomatology. 

Current Multiscale Adolescent Assessment Instruments 

Thompson, Hodges, and Hamlett (1990) underscored the need for multiple 

methods in the comprehensive assessment of behavioral disturbance in children. 

Studies of adolescent psychopathology have frequently used profiles derived from 

self-report inventories, such as the Basic Personality Inventory (BPI; Bonynge, 

1994). The field of psychological assessment has very few multifaceted, 

adequately standardized and thoroughly validated personality inventories for use 

with adolescents, particularly the delinquent population. Limited research with 

more severe acting out behaviors has been conducted on the assessment scales 

which do exist. The majority of the research has utilized the Millon Adolescent 

Personality Inventory (MAPI; Millon & Davis, 1993), the Minnesota Multiphasic 

Personality Inventory-Adolescent (MMPI-A; Butcher et al„ 1992), the Basic 

Personality Inventory (BPI; Levin & Montag, 1991), and the Devereux Adolescent 

Behavior Rating Scales (DAB; Williams, Ben-Porath, Uchiyama, & Weed, 1990). 

Each of these measures are briefly reviewed. 

The Millon Adolescent Personality Inventory fMAPFi 

The MAPI was constructed specifically for the adolescent population (ages 

13 to 18). This instrument was developed to measure pathological functioning 
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and enduring personality styles (Reidy & Carstens, 1990). The MAPI consists of 

150 true-false questions comprising eight personality style scales based on Millon's 

theoretical schema, eight expressed concerns scales that focus on feelings and 

attitudes in adolescence, and four behavioral correlates scales (Johnson, Archer, 

Sheaffer, & Miller, 1992; Pantle, Evert & Trenerry, 1990). The 20 MAPI scales 

include the following: (a) personality styles (introversive, inhibited, cooperative, 

sociable, confident, forceful, respectful, and sensitive), (b) expressed concerns (self-

concept, personal esteem, body comfort, sexual acceptance, peer security social 

tolerance, family rapport, and academic confidence), and (c) behavior attributes 

(impulse control, societal conformity, scholastic achievement, and attendance 

consistency). Ehrenberg, Cox, and Koopman (1990) noted that the reliability 

index was developed to identify indifferent response styles, and the validity index 

was designed to indicate random responding or extreme disorganization. The 

inventory requires only mid-fifth to sixth grade reading skills. 

Research on the MAPI consists of only a few published articles and 

presented papers; however, they tend to yield consistent results. Particular scale 

elevations are associated with emotional disturbances, anger and irritability. One 

of the personality type scales (Scale 6; "Forceful") is targeted toward the thinking, 

feelings and behavior associated with conduct disturbance; the constructs used in 

the development of this scale were parallel to the Antisocial scale of the original 

MiHon Clinical Multiaxial Inventory (Pantle, Barger, Hamilton, & Thorton, 1994). 

Assessment of depression in adolescents using the MAPI appears to be valid 
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(Pantle, Evert, & Trenerry, 1990). On this point, Ehrenberg, Cox and Koopman 

(1990) believe the MAPI furnishes descriptions of depressed adolescents that 

identify distinctive age-specific manifestations and symptoms. Johnson, Archer, 

Sheaffer and Miller (1992) have general concerns, however, that the MAPI has 

limited capability to diagnose Axis I symptomatology, particularly mood disorders. 

Trenerry and Pantle (1990) found that particular MAPI high-point codes 

generally appear to be related to Rorschach data. For example, both the 45/54 

and 28/82 high point profiles appeared to be associated with a higher incidence of 

vista responses compared to other code types, possibly suggesting that individuals 

with either code may harbor emotional discomfort regarding themselves. However, 

these researchers had limited success in obtaining a larger relationship between the 

MAPI and the Rorschach. 

Reidy and Carstens (1990) specifically sought to assess the stability of the 

MAPI scales in an incarcerated delinquent population. Participants were 35 males 

between the ages of 13 to 18 placed in juvenile hall for delinquent behavior. 

Participants were given the instrument twice; the range of time between 

administrations was two to four weeks. The stability of individual scales ranged 

from .33 to .89, with a mean of .74. The .33 (sexual acceptance scale) was an 

outlier; the next lowest score was .61. Based on these findings, Reidy and 

Carstens (1990) reported that MAPI has an acceptable test-retest reliability. 

Piersma, Pantle, Smith, Boes, and Kubiak (1991) compared adolescents 

diagnosed with externalizing disorders (conduct disorder, oppositional defiant 



disorder, and attention deficit disorder; n = 63) with those diagnosed with 

internalizing disorders (major depression, dysthymia, and depressive disorder NOS; 

n = 94) from a private, nonprofit psychiatric hospital. These researchers sought 

to determine the construct validity of the MAPI by comparing those diagnoses 

indicative of disruptive behavior disorders with diagnoses indicative of affective 

disorders. The MAPI was given upon admission and discharge for all adolescents 

in the sample. The average length of stay for the adolescents diagnosed with 

externalizing disorders was 133.21 days. The average length of stay for the 

adolescents diagnosed with internalizing disorders was 137.78 days. Test-retest 

correlations using the MAPI at admission and discharge for the internalizing group 

ranged from .36 to .67, with a mean of .49. For the disruptive behavior or 

externalizing group, the correlations ranged from .37 to .71, with a mean of .51. 

Upon completion of the study, these researchers found that the internalizing group 

reported greater distress and more emotional concerns. The disruptive behavior 

group acknowledged less emotional distress and more aggressive self-confidence. 

These results support the concept of externalizing and internalizing behaviors, and 

the differences between them. 

Johnson, Archer, Sheaffer and Miller (1992) examined the degree of 

association between the MAPI and the MMPI. The participants were 199 

adolescents (93 males, 106 females) entering inpatient or outpatient psychiatric 

treatment in Florida and Virginia. The mean participant age was 15 years, with 

age range of 12 to 18. The MMPI and MAPI were given upon an 
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commencement of treatment. Using T-scores for MMPI scales and base rate 

scores for MAPI scale, 152 of 240 intercorrelations reached statistical significance, 

with coefficient values from -.70 to .72, demonstrating both convergent and 

discriminant validity. The strongest correlations existed between MMPI Scales F, 

4, 7, 8, and 0, and several MAPI scales, specifically 2, 5, 8, A, B, C, D, E, H, 

UU, and WW (which all showed positive correlations between the two assessment 

instruments). However, there were also a number of scales from both the MMPI 

and the MAPI which showed low levels of correlation. The MMPI Scales 3 and 

9, and MAPI scales 3, 6, F, and G showed the lowest levels of correlation. 

These findings indicate that, despite sharing substantial elements of variance, there 

are also unique areas of measurement within each inventory. The correlational 

pattern implies general maladjustment may be responsible for most of the 

association between the instruments. 

Hart (1993) studied 85 inpatient adolescents admitted to the adolescent 

service of a private psychiatric hospital, who were given the MAPI upon 

admission. The adolescents had previously been assigned to one of two groups 

based on a disruptive (i.e., Oppositional Defiant Disorder, Conduct Disorder, or 

Adjustment Disorder with disturbance of conduct) versus no disruptive behavior 

disorder. Results, based on known-groups comparison for the MAPI, produced 

significant scores on Scales 6 (forceful), SS (impulse control), and TT (societal 

compliance). Using its levels of baserate, the MAPI demonstrated a higher hit 

rate for Conduct Disorder (20 of 25), than for Oppositional Defiance Disorder (9 
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of 16). These findings illustrate the efficacy of using the self-report with 

adolescents with disruptive disorders, specifically Conduct Disordered youths.. 

The Minnesota Multiphasic Personality Inventory - Adolescent 

The Minnesota Multiphasic Personality Inventory - Adolescent (MMPI-A; 

Butcher et al., 1992) is a modified version of the MMPI that was developed and 

released in August, 1992. The MMPI-A is the first revision of the MMPI 

targeted toward adolescents. Its development was spurred by (a) the recognition 

that MMPI norms for adolescents had become outdated, and (b) criticisms of the 

MMPI item content and its appropriateness for adolescents. 

The MMPI-A is a self-report measure, containing 478 items, including the 

10 standard scales (hypochondriasis, depression, hysteria, psychopathic deviate, 

masculinity-femininity, paranoia, psychasthenia, schizophrenia, hypomania, and 

social introversion), four validity scales, 15 content scales and six supplementary 

scales. The administration guidelines are: (a) the adolescent should be 14 to 18 

years old; (b) the adolescent must possess a seventh-grade reading level or the 

MMPI-A should be administered orally (no adolescent with less than a third grade 

reading level should complete any form of the MMPI-A); (c) the adolescent must 

receive appropriate supervision; and (d) the adolescent must be willing to tolerate 

the lengthy testing session (Archer, 1992). 

The MMPI-A manual described internal consistency and test-retest reliability 

data. Archer, Belevich, and Elkins (1994) have also identified the principal factor 

structure of the total MMPI-A item pool, which resulted in an extraction of 
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fourteen factors. These results were not directly comparable to prior investigations 

because prior investigations have been largely limited to the MMPI basic scales 

and not to an examination of the item level structure. These factors were 

discussed particularly as they related to the overlapping items and high 

intercorrelation of some of the basic scales. The relationship between clusters of 

the MMPI-A scales did reflect a common factoral composition that resulted in 

shared item content and overlapping constructs. However, both Archer (1992) and 

the MMPI-A authors (Butcher et al., 1992) have acknowledged the need for more 

research validating MMPI-A profiles against previous MMPI findings and external 

criteria. Clearly, empirical studies validating this measure are still needed. 

Basic Personality Inventory fRPFi 

The BPI was developed by Jackson (1989) to measure psychopathology. 

The BPI is a 240 item, forced-choice questionnaire with 12 non-overlapping 

scales: hypochondriasis, depression, denial, interpersonal problems, alienation, 

persecutory ideas, anxiety, thinking disorder, impulse expression, social 

introversion, self-depreciation, and deviation. 

The BPI manual (Jackson, 1989) contains separate norms for male and 

female adolescents. A fifth-grade reading comprehension is necessary to complete 

the inventory. Jackson (1989) identified homogeneous subgroups of young 

offenders, mental health maladjustment, interpersonal maladjustment, antisocial 

delinquency, somatic complaints, and high-risk rebelliousness. This study also 
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found that male adolescents score significantly higher than females on denial, 

which indicates that males are less disclosing of their emotional problems. 

Levin and Montag (1991), found the mean alpha coefficients for the scales 

was .66 with a range of .57 to .75, on a sample of 297 . The lowness of some 

of the scales was attributed to the use of psychopathological scales on normal 

participants. 

Devereux Adolescent Behavior Rating Scales (DAB-) 

The DAB (Spivack, Haimes, & Spotts, 1967) was organized into 15 scales 

and developed in the 1960's to measure adolescent behavior problems and to 

provide treatment information. Currently, treatment staff in residential treatment 

settings are used to provide ratings on the DAB for adolescents. 

Initial studies reported by Williams, Ben-Porath, Uchiyama, Weed, and 

Archer (1990) found low internal consistency for both a sample of adolescents 

hospitalized for substance abuse and a diagnostically more heterogeneous 

adolescent treatment sample. In reviewing these initial studies, the researchers 

developed new scales for the DAB using both principal-components and principal-

factor analyses. The new scales provided greater internal consistency (alphas 

ranged from .80 to .95, M = .87) on a sample of 737 adolescents from three 

types of adolescent treatment facilities: inpatient substance abuse units, inpatient 

psychiatric units, and day-treatment psychiatric facilities. 
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Personality Inventory for Youth (PIY1 

The PIY (Lachar & Kline, 1994) is a recently developed multiscale 

assessment instrument that was standardized on children and adolescents of the 

ages nine to 18. It consists of 270 items on nine nonoverlapping clinical scales 

(see Table 1) with each clinical scale divided into two or three subscales (24 

subscales total) via factor analysis (see Table 2). 

The PIY contains four scales to measure responding that would compromise 

test validity: Defensiveness (DEF) scale, Dissimulation (FB) scale, Inconsistency 

(INC) scale, and the Validity (VAL) scale comprised of six items (three scored 

false, and three scored true) representing infrequent experiences (Lachar & Kline, 

1994). The DEF items represent the denial of common problems and universal 

human weaknesses (e.g., "I always do my homework on time."). The FB items, 

when answered dissimilar from both regular education students and patients, 

clearly suggest the likelihood of an exaggerated or otherwise atypical response set 

(e.g., "I do not care about having fun."). The INC scale was developed to 

identify protocols finished without proper regard to, or understanding of, inventory 

items and consists of 35 pairs of correlated items (e.g., "I hardly ever smile."/"I 

smile a lot."). The Validity scale is basically six items written to look similar to 

other items, however, actually representing infrequent experiences (e.g., True: "All 

of my sleep is in the daytime."). 

Test administration takes approximately 45 minutes to one hour and is 

accomplished either in an individual or small group format. The PIY requires a 
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Table 1 

Content Area Descriptions for the PIY 

Scale Name Content of Scale 
Validity Scales 

Validity 

Inconsistency 

Dissimulation 

Defensiveness 

This scale was designed to identify protocols that may have 
been influenced by random response or that reflect the 
result of limited item comprehension. 

This scale was constructed to identify protocols completed 
without proper reading or comprehension of inventory items. 

This scale was developed to assist in the identification of 
the exaggeration of actual psychopathology or malingered 
symptoms and problems. 

This scale was constructed to identify the denial of 
problems, and/or a desire to be seen as exceptionally well-
adjusted. 

Clinical Scales 

Cognitive 
Impairment 

Impulsivity/ 
Distractibility 

Delinquency 

Family 
Dysfunction 

Reality 
Distortion 

A youth's self-perception of problems with intellectual 
and learning abilities. 

Inattention, impatience, impulsivity, and bravado. 

Unacceptable behaviors, antisocial/conduct disorder behaviors, 
absence of emotional control, and behaviors of 
noncompliance. 

Poor relations between child and parent(s), describes 
parental behavior that suggests poor emotional adjustment, 
and describes lack of agreement between parents. 

General feelings of being different and not belonging, as 
well as severe psychopathology. 

(table continues') 
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Scale Name Content of Scalp 
Somatic Specific somatic complaints, general health concerns, 
Concerns heightened affective response, tension or anxiety. 

Psychological Fear and worry, dysphoria, depression, problematic sleep 
Discomfort thoughts of death and suicide. 

Social Social discomfort, social introversion, withdrawal from 
Withdrawal others and isolation. 

Social Skills Relations with peers, specifically social activity and 
D e f l c l t s degree of influence, as well as problems in developing 

satisfying relations with peers. 

Mote- From Personality Inventory for Youth fPTYl b y 

D. Lachar and C. P. Gruber, 1995. Place of publication: Western Psychological 

Services. Copyright 1995 by Western Psychological Services. 

fourth grade reading comprehension. 

Standardization and Reliability of the Personality Inventory for 

Xouth. Lachar and Kline (1994) reported that standardization of the PIY was 

performed on a sample of children from grades 4-12 in regular education 

classrooms m 13 school districts located in five states. The total sample 

consisted of 2,327 students (1,076 males, 1,251 females) from a wide range of 

ethnic background (5.6% Asian American, 6.5% African American, 11.1% Hispanic 

American, 73.8% White) and socioeconomic status. 

Due to the significant effects of gender obtained from prior research 

studying the effects of demographic variables on the PIY scales, separate norms 

were developed for the scale and subscale scores based on gender (Lachar & 
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Scale Name/IVscrintion 

Validity Scales 

Validity 

Inconsistency 
Dissimulation 
Defensiveness 

Clinical Scales and Subscales 

Cognitive Impairment 
Poor Achievement/Memory 
Inadequate Abilities 
Learning Problems 

Impulsivity and Distractibility 
Brashness 
Distractibility and Overactivity 
Impulsivity 

Delinquency 
Antisocial Behavior 
Dyscontrol 
Noncompliance 

Family Dysfunction 
Parent-Child Conflict 
Parent Maladjustment 
Marital Discord 

Reality Distortion 
Feelings of Alienation 
Hallucinations and Delusions 

Scale 
Abbreviation 

VAL 

Number 
of Items 

INC 
FB 
DEF 

Clinical 
Range 

> 80T(m) 
> 85T(f) 
> 60T 
> 70T 
> 60T 

COG 20 > 60T 
COG1 8 > 65T 
COG2 8 > 65T 
COG3 4 > 70T 

ADH 17 > 60T 
ADH1 4 > 65T 
ADH2 8 > 65T 
ADH3 5 > 60T 

DLQ 42 > 60T 
DLQ1 15 > 65T 
DLQ2 16 > 65T 
DLQ3 11 > 65T 

FAM 29 > 60T 
FAM1 9 > 65T 
FAM2 13 > 65T 
FAM3 7 > 65T 

RLT 22 > 60T 
RLT1 11 > 65T 
RLT2 11 > 70T 

(table continues) 
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Scale Name/Description 
Scale Number Clinical 

Abbreviation of Items Ranfrp 

SOM 27 > 60T 
SOM1 9 > 65T 
SOM2 10 > 65T 
SOM3 8 > 65T 

DIS 32 > 60T 
DIS1 15 > 65T 
DIS2 11 > 65T 
DIS3 6 > 65T 

WDL 18 > 60T 
WDL1 10 > 65T 
WDL2 8 > 65T 

SSK 24 > 60T 
SSK1 13 > 65T 
SSK2 11 > 65T 

Somatic Concern 
Psychosomatic Syndrome 
Muscular Tension and Anxiety 
Preoccupation With Disease 

Psychological Discomfort 
Fear and Worry 
Depression 
Sleep Disturbance 

Social Withdrawal 
Social Introversion 
Isolation 

Social Skills Deficits 
Limited Peer Status 
Conflict with Peers 

N m ' F r o m Personality Inventory for Youth fPIY^ Mannai (p. 1 6 ) } b y 

D. Lachar and C. P. Gruber, 1995. Place of publication: Western Psychological 

Services. Copyright 1995 by Western Psychological Services. 

Gruber, 1993). Coefficient alphas were utilized in the clinical and nonnal 

samples during standardization to measure internal consistency. The coefficient 

alpha ranges for the clinical scales ranged from .74 (COG) to .92 (DLQ). In a 

test-retest reliability study (over a seven to 10 day retest interval) using a clinical 

population (E = 86), correlations ranged from .58 (ADH3) to .91 (DLQ) on all 

scales, with a mean of .82 for the nine clinical scales. The M reliability 
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coefficient for the subscales was .73, with a range from .44 to .84. In summary, 

the PIY appears to be a reliable psychological instrument. 

Validity of the Personality TnventotXiOTj£mth, Lachar and Gruber (1995) 

reported that the PIY is very effective in discriminating between normal and 

clinical samples. It is also effective in identifying an extensive array of 

psychological and behavioral characteristics. The following validity studies are 

from the PIY manual (Lachar & Gruber, 1995), as no research beyond the manual 

has been published. 

A sample of 152 adolescents (62 males and 90 females) completed both 

the PIY and the MMPI. Correlations were obtained between PIY scores and the 

10 standard MMPI clinical scales and the 13 Wiggins MMPI content scales. All 

Delinquent (DLQ) dimensions from the PIY obtained substantial correlations with 

the MMPI Hypomania clinical scale (MA = .55), however, DLQ obtained modest 

correlations with the Psychopathic Deviate (Pd) scale (.38). 

In a second study, a sample of adolescents (N = 79; 50 females and 29 

males) completed a variety of self-report measures (Social Support Scale, 

Adolescent Hassles Scale, State-Trait Anxiety Inventory, Reynolds Adolescent 

Depression Scale, and Suicidal Ideation Questionnaire). The PIY Social Skills 

Deficits (SSK) scale related to the absence of supportive interpersonal relationships 

as reported on the Social Support Scale (-.49). The PIY Psychological Discomfort 

Scale (DIS) obtained the strongest correlations with state anxiety (.51), trait 

anxiety (.53), adolescent depression (.70), and suicidal ideation (.60). Finally, the 
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Adolescent Hassles Scale correlated with two externalizing PIY scales; Delinquency 

Scale (.46), and Family Dysfunction Scale (.43). The Delinquency Scale also 

correlated with the Reynolds Adolescent Depression Scale (.51). The highest 

correlation was found between the PIY Psychological Discomfort Scale and the 

Reynolds Adolescent Depression Scale (.70). 

The Purpose of this Study 

No additional research on the PIY has been presented since its publication. 

To date, no studies referencing the PIY are listed in the PsychUT data base. 

This absence of research indicates an urgent need for empirical investigations 

exploring clinical applications of the PIY with adolescent populations, particularly 

delinquent samples. 

The purpose of this study was to obtain convergent and discriminant 

validation of the PIY scales and subscaies via comparison with the diagnostic 

criteria, symptomatology, and behavioral problems represented by the semi-

structured interview, the Child Assessment Schedule. This study examined 

correlations between the PIY and the CAS by comparing sca,es measuring similar 

constructs. This study also utilized a third measure for validation purposes, the 

Personal Attitude Scale (PAS), also a self-report inventory. The PAS will be 

described in the methods section. 

The participants for this study were comprised of male adolescent 

delinquents from Gainesville State School. Most adolescents at Gainesville State 

School have known psychological diagnoses. Therefore, comparisons weie made 
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between PIY scale scores and diagnostic information already provided in the 

adolescents' files, as well as between the PIY scale scores and the CAS 

diagnostic results. 

This study will provide much needed research of delinquent adolescents in 

general, as relatively little research has been done on the personality traits or 

characteristics of this population. Utilizing a representative offender sample of 

incarcerated juveniles in this study promotes the goal of developing a better 

understanding of the personality traits of this heterogeneous group, as well as 

serving as a validation study for the PIY. 

Construct V a l i d i t y 

This thesis examined construct validity on the PIY. According to Walsh 

and Betz (1990), the process of validation of an instrument includes examining 

the relationships of that instrument to others which measure the same and/or 

different constructs. Construct validity is the extent to which a test measures a 

theoretical construct or an underlying trait as compared to other instruments. 

Bellack and Hersen (1984) postulated that if a particular test has 

demonstrated construct validity, information can be gained through the concept of 

what that test score(s) says about an individual. Therefore, psychological 

constructs assist in the organization of an individual's behavior into meaningful 

categories. It is the ultimate goal of validation of test instruments to be able to 

use test scores or test data to gain meaningful information about an individual's 

personality or intellectual characteristics. 
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Convergent and discriminant validity are components of construct validity. 

If an assessment instrument possesses convergent validity, then it correlates 

substantially with other independent instruments measuring the same construct 

(Bellack & Hersen, 1984). According to Bellack and Hersen (1984), discriminant 

validity occurs when an assessment instrument fails to correlate with other 

independent measures of unrelated constructs. Therefore, if a comparison of two 

assessment instruments measuring a different construct shows a low correlation, 

the instruments are said to demonstrate discriminant validity. On the same hand, 

if two instruments which measure the same construct show low correlation, the 

validity of one or both of the instruments in measuring that construct is 

questionable. According to Vogt (1993), discriminant validity is the opposite 

counterpart of convergent validity. 

For the establishment of construct validity for the PIY, both convergent and 

discriminant validity are required. To examine the convergent and discriminant 

validity of an instrument, Campbell and Fiske (1959) proposed the use of a 

multitrait-multimethod matrix. To utilize this matrix, two or more traits measured 

by two or more instruments are compared and the correlations are displayed in a 

graph (see Table 3). The correlations examining convergent validity should be 

higher than those showing convergent validity. 

The first hypothesis stated that convergent validity should be evidenced on 

the following scales: 
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1. A positive relationship will be found between the Impulsivity and 

Distractibility (ADH) Scale on the PIY, the Anxiety/ADHD Scale on the PAS; 

and CAS symptoms of attention-deficit/hyperactivity disorder. 

2. A positive relationship will be found between the Delinquency Scale on the 

PIY, Aggression, Violence, and Gang Involvement Scales on the PAS, and CAS 

symptoms of conduct disorder and oppositional defiant disorder. 

3. A positive relationship should be found between the Somatic Concern and 

Psychological Discomfort Scales on the PIY, the Depression Scale on the PAS, 

and CAS symptoms of major depressive episode. 

4. A positive relationship will be found between the Social Skills Deficits 

Scale on the PIY, the Social Skills Scale on the PAS, and the CAS 

characteristics from the Friends Content Scale. 

5. As a final function of the first hypothesis, the relationship between those 

scales and diagnoses which should not be highly correlated, and which are said to 

measure different traits, was examined through discriminant validity. Little or no 

correlation will be observed between those scales and symptoms which measure 

different traits (e.g., conduct disorder as measured by the CAS, Anxiety/ADHD 

Scale Scores from the PAS, and Social Skills Scale Scores from the PIY). 

The second hypothesis was that a positive relationship should be observed 

between the Family Dysfunction Scale on the PIY with the scores on the Family 

Content Scale of the CAS. 
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The third hypothesis was that the Delinquency Scale (as a measure of 

conduct disorder) is correlated with the Depression Subscale on the PIY. As 

noted previously, several studies have observed a high degree of comorbidity 

between conduct disorder and depression. 

The fourth hypothesis was that younger participants will be more likely 

than older participants to display less severe, more verbally disruptive behaviors. 

This hypothesis was based on the premise that disruptive behavior disorders tend 

to manifest themselves verbally in the early stages (symptomatic of oppositional 

defiant disorder) and evolve or progress into physically disruptive behaviors in 

later stages (symptomatic of conduct disorder). Developmental^, oppositional 

defiant disorder precedes conduct disorder in a large number of cases. 



CHAPTER D 

METHOD 

Participants 

The participants m this study were selected from Gainesville State School, 

a correctional and educational facility for delinquent youth in the North Texas 

area. Gainesville State School is a residential facility housing approximately 

320-400 male juveniles with most placements ranging from six to nine months. 

Female juveniles are not placed at this facility; therefore, participation in the 

study was limited to males only. Data were collected from 100 files of male 

juveniles between the ages of 12 and 19 years of age. The racial distribution 

of these juveniles was 43.0% African American, 31.0% Hispanic American, 

24.0% White and 2.0% Asian American. Psychological assessment was 

conducted upon initial placement. All data were archival and obtained from the 

residents' records. 

Materials 

Upon entrance to the Gainesville State School, juveniles are screened for 

potential treatment needs. These adolescent males complete a battey of 

achievement, intelligence and personality tests, including the PAS, the PIY, and 

the CAS. Scores from the Woodcock-Johnson Psychoeducational Battery, given 
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upon admission, were used to assess reading skills and to screen for potential 

reading difficulties. The materials used in this study are described below. 

Personality Inventory for Youth rPTY) 

The PIY (Lachar & Kline, 1994) is a self-administered, multiscale 

objective inventory recently developed for the assessment of psychopathology in 

adolescent boys and girls. This instrument, which was developed from the 

Personality Inventory for Children-Revised (PIC-R; Lachar & Kline, 1994), 

focuses on multiple dimensions of personality traits. The test comprises 270 

items and requires approximately one hour to complete. 

Child Assessment Schedule 

This study also utilized the CAS to provide a comparison of the PIY 

with a diagnostic interview. As noted in Rogers (1995), structured interviews 

have many advantages over other traditional! methods of psychological 

assessment. They standardize the format of information gathering and provide a 

systematic method by which the reliability of the information can be established. 

Information and criterion variance is reduced as the same questions and same 

decision rules apply to each interview. Structured interviews tend to be 

significantly more comprehensive and less likely to miss diagnoses than other 

forms of assessment. According to Rogers (1995), they are currently the most 

reliable source of clinical data on symptoms and syndromes. Hodges (1993) 

reported that adolescents can respond accurately to structured interviews. 
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The CAS is a semi-structured clinical interview targeted toward children 

and adolescents, ages nine to 18. The CAS "was developed to address the 

need for a standardized child interview that could be used for research and 

clinical purposes" (Hodges et al., 1982). The CAS provides a standardization of 

its questions and responses, and a format that is designed to enhance rapport 

with children. Each CAS item is phrased such that an affirmative response 

indicates the presence of symptomatology. The items are scores as "yes," "no," 

"ambiguous," or "non-scoreable." 

The CAS is used to determine whether criteria have been met for 

specific psychiatric diagnoses according to the Diagnostic and Statistical Manual 

of Mental Disorders, 3rd Edition (DSM-DI; APA, 1980). The CAS has been 

updated (Thompson, Hodges, & Hamlett, 1990) to include DSM-ffl-R (APA, 

1987) diagnostic criteria. The CAS consists of three sections. The fust section 

(see Table 4) asks questions about 10 content areas (i.e., school, friends, family, 

worries, and expression of anger) in which DSM-IE-R items are embedded. 

Diagnoses for attention-deficit/hyperactivity, conduct, oppositional defiant, 

depression (major depressive episode or dysthymia) and anxiety (overanxious, 

separation anxiety, phobias, and obsessive compulsive) disorders can be rendered 

(Hodges, 1993; Hodges & Plow, 1990). The second section focuses on 

questions regarding onset and duration for symptoms that are endorsed in the 

first section. The third section asks questions about 53 targeted behaviors which 

the interviewer has observed during the interview. 
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Scale Name Content of Scale 

School Relationship with teachers, grades, homework, concentration, 
attendance. 

Friends Friendships, enjoyment of activities with peers, quality of 
friendships, degree of conflict, trustfulness. 

Activities Hobbies, current interest in activities, loneliness, ability to be 
by him/herself. 

Family Constellation of family, current relationship with biological 
parents or parental figures, qualitative description of relationship 
with parental figures, desired changes for family. 

Fears Open-ended inquiry about fears, inquiry about a listing of 
common phobic situations and objects, assessment as to whether 
criteria for phobia are met for any fear. 

Worries and Open-ended inquiry about worries, inquiry about common 
anxieties worries about family members as well as about oneself, inquiry 

to determine whether any of the worries assessed meet criteria 
for being preoccupying or incapacitating. 

Self-image General inquiry to elicit description of self, specific inquiry 
about self-perception in various domains. 

Mood and Inquiry about moods including dysphoria and related affects; 
behavior precipitating situations and coping skills; symptoms associated 

with depression. 

Physical Variety of sleep difficulties, appetite and weight change; aches 
complaints and pains; fatigue, restlessness, enuresis, encopresis. 

Expression Precipitating situations and coping skills, impulsivity, difficulty 
of anger with anger and temper, trouble following rules, variety of 

questions about oppositional defiant disorder and conduct 
disorder, use of alcohol or drugs. 

(table continues-) 
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Scale Name Content of Scale 

Reality-testing Delusions, hallucinations, and the experiences of feeling 
symptomatology confused or going crazy. 

Note. From "Internal Consistency of a Diagnostic Interview for Children: The 

Child Assessment Schedule," by K. Hodges and W. Saunders, 1989, Journal of 

Abnormal Child Psychology. 17f6>. p. 692. Copyright 1989 

by Kay Hodges. 

The entire CAS interview takes from approximately 45 minutes to one 

hour to administer. The CAS can be computer-scored, based on a diagnostic 

program that matches the CAS items to specific DSM-DI diagnostic criteria 

(Thompson, et al., 1990). 

The CAS has been found to have satisfactory reliability and validity and 

to be able to discriminate among groups of children based on psychopathology. 

It was developed as a clinical measurement that can be qualitatively examined 

by clinicians in order to establish diagnoses and to develop treatment plans 

(Hodges, Kline et al., 1982). 

Reliability on the Child Assessment Slchedule. A study examining the 

DSM-m diagnoses (Hodges, Saunders, Kashani, Hamlett, & Thompson, 1989) 

found high levels of internal consistency on the CAS for all the major 

diagnostic categories with alpha coefficients of .80 or better for psychiatric 

patients. 
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In a second study, Hodges and Saunders (1989) found moderately high 

internal consistencies (alphas > .70) for six content scales (school, friends, 

worries and anxieties, mood, physical complaints, and expression of anger). 

Alphas in the .60s were observed for family, fears, and self-image, with low 

levels of reliability for activities (alpha = .09) and reality-testing symptomatology 

(alpha = .58). Four studies (Hodges, Cools, & McKnew, 1989; Hodges, 

Gordon, & Lennon, 1990; Hodges, Kline et al., 1982; Hodges, McKnew, Cytryn, 

Stern, & Kline, 1982) were conducted to examine interrater and test-retest 

reliability. For the Hodges, Kline et al. (1982) study, reliability coefficients 

were computed for the total CAS score (r = .90), content scales (median r = 

.75) and dimensional ratings of diagnostic groupings (median r = .68). Even 

more impressively, Hodges, McKnew, et al. (1982) found high interrater 

reliabilities (r > .90) for scale and total symptom scores. Barrera and Garrison-

Jones (1992) believe the strong interrater reliability on the CAS stems from the 

straightforward questions which require little clinical judgement in interpretations 

of responses. 

Hodges, et al. (1989) utilized 32 inpatients, ages six to 12, and found 

good interrater reliability for the scales (median r = .80) and sufficient reliability 

for diagnoses (mean r = .67). This study found generally good test-retest 

reliability (average interval between tests was one week) from three perspectives: 

"the presence or absence of a diagnosis, item endorsement, and symptom scores 

. . . when administered to preadolescent children with serious psychiatric 
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symptomatology." In a fourth study, Hodges et al. (1990) studied the 

relationship between the child and parent versions. However, as has been found 

with other child diagnostic interviews, high agreement between child and parent 

forms seems to be a difficult reliability to achieve (Rogers, 1995). 

Validity on the Child Assessment Schedule. For the Hodges et al. 

(1982) study, the concurrent validity of the CAS was examined with three 

criterion groups (inpatients, outpatients, and controls) that represented three 

gradations of pathology. The inpatients scored higher than the outpatients and 

controls for behaviors concerning severe management difficulties (i.e., expression 

of anger, oppositional disorder). Only one diagnosis (Attention Deficit Without 

Hyperactivity) and two content areas (Fears and Worries) failed to discriminate 

among the groups. 

Three additional studies also examined validity on the CAS. The 

Hodges, Gordon, and Lennon (1990) study found moderate or higher correlations 

(.40 or higher) for total score, for four out of seven of the diagnostic scales, 

and for five out of nine of the content area scales on degree of parent-child 

agreement. Verhulst et al. (1987) found satisfactory psychometric properties for 

the CAS. They also found that the children's reports of fears and anxiety 

added information not provided by the parents. Using discriminant function 

analysis, they report overall correct classification of 76%. 

Finally, a study by Hodges, McKnew, Burbach, & Roebuck (1987) 

demonstrated concurrent validity of the conduct disorder scale. This study found 
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moderate concordance (kappa = .50) between corresponding sections of the CAS 

and the Schedule for Affective Disorders and Schizophrenia for School-age 

Children (K-SADS). 

Personal Attitude Scale (PAS) 

The PAS is a multiscale inventory designed specifically for adolescent 

delinquents between the ages of 12 and 20, that was developed by Neil 

Holliman, Ph.D. The PAS is a self-administered, true-false inventory that 

consists of 216 items, with a reading level of 3rd grade. It can be given 

individually or in small groups, with administration time averaging between 30 

and 40 minutes. The PAS is composed of three validity scales (inconsistency, 

consistency, and unlikely), and 18 content scales (see Table 5). The validity 

scales involve item content comparisons, in which responses are scored as 

consistent or inconsistent with each other. The content scales average 20 items 

and possess some overlap between scales, which is minimized by reverse scoring 

(i.e., an item may be positively scored on one scale and negatively scored on 

another scale). The Responsibility scale, which consists of 33 items, does 

contain the two subscales of Self-esteem and Mistrust. However, the Self-

esteem and Mistrust scales are being treated as separate scales, with items 

shared with the original Responsibility scale. 

Research utilizing measures of internal consistency (alpha and split-half) 

indicated reliability ranging from .86 to .95 with the majority of scales 
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Table 5 

Personal Attitude Scale - Scale Descriptions 

Scale Name Scale Description 

Validity Scales 

Inconsistency 
(20 items) 

Consistency 
(18 items) 

Contains question pairs to test whether the PAS is 
answered in contradictory or inconsistent ways. 

Reflects the ability to think clearly and logically, consider 
consequences and see patterns or connections between 
events or actions and their consequences. 

Unlikely 
(18 items) 

Consists of statements which are infrequent in their 
occurrence. 

Content Scales 

Aggression/Anger 
(30 items) 

Measures the tendency to assault, fight, or get angry easily 
and threaten, intimidate, and assault others. 

Anxiety/ADHD 
(36 items) 

Describes worries, problems paying attention, restlessness, 
impulsiveness and abuse. 

Conflict 
(20 items) 

Describes internal or external stress where the person feels 
pulled and torn by conflicting or contradictory needs. 

Depression 
(20 items) 

Describes feelings of sadness, hopelessness, worthlessness, 
regret, lack of caring, with little hope for the future. 

Dissociation Describes experiences of unusual perceptions, altered states 
(20 items) of consciousness, memory gaps, flashbacks, intrusive 

thoughts. 

Drug use 
(6 items) 

Reflects the tendency to use or abuse substances (drugs). 

Excitement 
(20 items) 

Describes a person who reports a strong need for 
activity, excitement, and sensations. 

(table continues') 
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Scale Name Scale Description 

Gang Activity 
(22 items) 

Guilt/Self Harm 
(17 items) 

Narcissism 
(30 items) 

Responsibility 
(33 items) 

Self-Esteem 
(24 items) 

Sensitivity/ 
Dependency 

(20 items) 

Describes the extent to which a person is likely to be a 
gang member or thinks like, acts or associates with gang 
members or extreme groups such as cultists. 

Indicates remorse, regret, and a negative self image in 
which the person feels they should be hurt or severely 
punished. 

Reflects a self centered (egocentric) attitude where a person 
expects to be treated better than others. 

Reflects positive decision making and acceptance of 
consequences for one's actions. 

Describes the extent to which a person feels they are 
worthwhile, competent, and confident in their abilities. 

Describes the degree of sensitivity, feeling, and need for 
others. 

Social Skills 
(20 items) 

Somatic 
(20 items) 

Mistrust 
(17 items) 

Describes the level of basic social and interpersonal skills 
necessary to effectively interact with others. 

Reflects physical problems likely to be related to anxiety 
or stress such as headaches, problems sleeping, enuresis, or 
allergies. 

Indicates the extent of being able to rely, depend upon, and 
be close to others. 

Antisocial Values 
(22 items) 

Victim 
(29 items) 

Describes the value orientation of the person from antisocial 
to prosocial. 

Describes the extent to which the person feels taken 
advantage of, feels sorry for themselves, feels treated 
unfairly, coerced and controlled or harmed by others. 

(table continues! 
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Scale Name Scale Description 

Violence Reflects exposure to violence in the home and on the 
(17 items) streets. 

Note. Holliman, N. (1995). [Scale descriptions for the Personal Attitude 

Scale]. Unpublished raw data. 

possessing reliability in the low .90s (Holliman, 1995). Populations sampled 

include adjudicated delinquent males and selected volunteers from the 

community. 

A study conducted during the past two years sought to establish the 

content, construct, and discriminant validity of the PAS. The total number of 

participants in the study was 61 juveniles placed in Gainesville State School. 

The study was composed of three groups. The 20 most assaultive/aggressive 

delinquent males were given the PAS as part of their admission assessment 

(Holliman, 1995). The aggressive scores were the highest scores for 

assaultive/aggressive delinquents (T = 265) followed by gang activity scores (T = 

208). These participants were also extremely low in social skills and 

responsibility. 

A second group of 20 emotionally disturbed male delinquents were 

selected based on past history of (a) self-harm, (b) suicide alert status, (c) 

history of depression or psychiatric hospitalization, (d) history of documented or 

highly probably physical or sexual abuse, (e) current staff referral for unusual 



37 

behavior (e.g., dissociative experiences), and (f) current brief clinical interviews 

(Holliman, 1995). With respect to the PAS profile, Dissociation was the highest 

scale for emotionally disturbed adolescents, followed by Gang Activity, Conflict, 

and Aggression Scales. Findings indicate that the type of aggression endorsed 

by this group was lower than the assaultive/aggressive group, and appeared to be 

based on retaliation and/or self-protection, rather than on assaultiveness. 

The third group consisted of 21 typical male delinquents diagnosed with 

conduct disorder, but lacking any unusually aggressive/assaultive behavior or 

emotional distress. The findings indicate a profile similar to the assaultive/ 

aggressive group, but at significantly lower T scores. 

Currently research is underway to determine the usefulness of the PAS 

with a larger and more diverse population. This research compares specific 

constructs on the PAS with established instruments such as the MMPI-A, 

Children's Depression Inventory, Schedule of Affective Disorders and 

Schizophrenia for School-Age Children, and the CAS. 

Procedures 

The juveniles screened for treatment at Gainesville were new admissions 

to the facility. Juvenile files containing PAS and PIY scoring forms and CAS 

scoring sheets were utilized for analysis. To protect confidentiality, code 

numbers were assigned to each juvenile's file, such that no identifying 

information will ever be released. 
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Due to the involvement of human participants in this study, approval was 

sought for archival research with the University of North Texas Institutional 

Review Board for the Protection of Human Subjects in Research (IRB). The 

required documentation was completed and submitted to the Office of Research 

Administration and Academic Grants, and approval for this project was granted. 

Approval was been given by Dr. Neil Holliman, Director of Psychological 

Assessment, to utilize these data in the evaluation of treatment. 

The assessment instruments were administered by Dr. Neil Holliman and 

fourth year doctoral students as part of standard admission intakes. All 

measures were administered according to standard instructions, and typically in a 

standardized format: PAS, PIY and CAS. The PAS and PIY were administered 

either individually or in small groups (6-10) in a supervised setting so that 

questions arising from the test items could be addressed. For each resident, all 

three instruments were administered within a four-week period. Reading levels 

were established by reviewing the Woodcock-Johnson scores prior to 

administering the PIY; adolescents with reading levels below 4th grade were 

excluded from the study. 

Adolescents at Gainesville State School are officially in the custody of 

the State and have been removed legally from their homes. In many cases, 

parents are not available for any assessment procedures; therefore, the Parent 

Form (P-CAS) of the Child Assessment Schedule was not completed. However, 

various studies have demonstrated adequate validity for information obtained 
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from child interviews alone. Lachar (1993) reported that increasing child age 

appears to relate directly to assessed reliability of self-report. Thompson, 

Merritt, Keith, Murphy and Johndrow (1993) in a study of six to 12 year old 

children, found that the older children reported more total symptoms, and 

symptoms related to mood, physical complaints, expression of anger, depression 

and overanxious disorder. Also, several studies have found that the agreement 

between the responses of parents and their children on structured interviews 

increases with the child's age (Brent, et al., 1986; Edelbrock, Costello, Dulcan, 

Conover, & Kalas, 1986; Reich, Harjanic, Welner, & Gandhy, 1982). Lachar 

and Kline (1994) concluded that the self-report of adolescents can substantially 

contribute to clinical practice, and could be beneficial when a parent or 

surrogate parent is not available. 

Additional information was gathered from each participant's file, including 

a list of prior arrests and security violations. 

Statistical Analyses 

To examine the first hypothesis, convergent and discriminant validity 

coefficients were computed. Convergent validity was examined by (a) alpha 

coefficients with scores for the same trait as measured by the same method 

(monotrait-monomethod); and (b) validity coefficients with scores for the same 

trait as measured by different methods (monotrait-heteromethod). Discriminant 

validity was examined by conducting a Pearson product-moment correlation to 

obtain relationships between (a) different traits measured by the same method 
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(heterotrait-monomethod) and (b) different traits measured by different methods 

(heterotrait-heteromethod). Upon completion of the trait and method correlations, 

a multitrait-multimethod matrix was constructed displaying all possible 

correlations between the scores and diagnoses being examined by each of the 

three measures (see Table 3). 

The second hypothesis examined the relationship between the Family 

Dysfunction Scale on the PIY with the scores on the Family Section of the 

CAS. To test this hypothesis, a Pearson product-moment correlation was 

conducted between the PIY scores on the Family Dysfunction Scale and the 

CAS scores on the Family Section. 

The third hypothesis examined the co-occurrence of the Delinquency Scale 

(as a measure of conduct disorder) and the Depression Subscale as measured by 

the PIY. This hypothesis was contingent upon the positive correlation found 

between conduct disorder and the Delinquency Scale as indicated in Hypothesis 

One above. To test this hypothesis, a Pearson product-moment correlation was 

computed between the PIY Delinquency Scale and Depression Subscale. 

The fourth hypothesis examined the relationships between age and the 

type of disruptive behavior displayed by the participant. It was hypothesized 

that the younger participants had a greater likelihood of displaying less severe, 

more verbally disruptive behaviors; while the older participants had a greater 

likelihood of displaying more severe, more physically disruptive behaviors. To 

test this hypothesis, an analysis of variance was conducted between the 
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participants' age (independent variable), and the PIY scores on the Delinquency 

Scale (dependent variable) and the Texas Youth Commission category (dependent 

variable) assigned to each participant based on the type of offenses committed. 



CHAPTER ffl 

RESULTS 

The sample was composed of 100 juvenile records, of which 43 records 

were African American, 31 records were Hispanic American, 24 records were 

White, and 2 records were Asian American, The mean age of the participants 

was 15.9 with an age range from 13 to 18 years old. The majority of 

juveniles in this sample were 15 and 16 year olds (69%). 

When adjudicated into the Texas Youth Commission, juveniles are 

classified according to one of six categories (TYC, 1995), based on their 

criminal behavior or type of offense (see Table 6). The categories are listed in 

an ascending order according to the seriousness of the offense, with General 

Offender being the least serious, and Violent A Offender being the most serious. 

A General Offender is a juvenile who does not meet the requirements for any 

other classification. A Firearms Offender is a juvenile whose offense involved 

possession of a firearm. A Controlled Substances Dealer Offender is a juvenile 

whose offense is defined as a manufacture or delivery offense under the Texas 

Controlled Substances Act. A Chronic Serious Offender is a juvenile whose 

offense is a felony, and who has committed at least one felony in each of at 

least three separate and distinct due process hearings. A Violent B Offender is 

a juvenile whose offense is the commission, attempted commission, aiding the 

42 
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Table 6 

Offenders Categorized by Tvpe of Offense" 

Offense Category Percent 

General Offender GEN 34.0 

Firearms Offender FAO 13.0 

Controlled Substance Dealer CSD 4.0 

Chronic Serious Offender CSO 7.0 

Violent B Offender VOB 36.0 

Violent A Offender VOA 4.0 

Note: aTexas Youth Commission (TYC). (1995). Classification. General 
Operating Policy Manual. Austin, TX: Author. 

commission, conspiracy to commit, or solicitation of sixteen listed offenses (i.e., 

murder, sexual assault, kidnapping, arson). A Violent A Offender is a juvenile 

whose offense involves murder, capital murder, or criminal attempt of capital 

murder. 

The mean number of years of total education was 7.89 (SD = .81). The 

mean IQ for the participants, as assessed upon admission to TYC by the WISC-

R and TONI, was 90 (SD = 12.14), with a range from 64 to 124. The mean 

reading level for this group was 7.58 (SD = 3.65). 

The majority of the participants had an extensive history of criminal 

violations (M = 6.87; SD = 5.54). In addition, since their admission to 

Gainesville, 46 juveniles had at least one security violation (M = -96; SD = 

1.41). The average length of time from admittance to the first security violation 

was one month. 
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The frequency of psychiatric diagnosis as it relates to category of 

offender is shown in Table 7. As would be predicted based on the population 

Table 7 

Frequency nf Psychiatric Diagnosis As Measured by the CAS Per Category of 

Offender 

Diagnosis 
PAD PEP ANX PSY wnense 

GEN 1 33 16 5 1 8 2 4 

FAO 0 9 1 2 1 2 2 1 

CSD 0 2 0 0 0 0 0 0 

CSO 0 5 4 0 0 2 1 1 

VOB 0 28 15 8 2 11 5 5 

VOA 0 1 2 0 0 2 0 1 

INUlc. — v^iinu uwiwuuiv, ^ ~ J r 

Disorder; CD = Conduct Disorder; ODD = Oppositional Defiant Disorder; SAD = 
Separation Anxiety Disorder; OAD = Overanxious Disorder; DEP = Major 
Depressive Disorder; PSY = Psychotic Disorder; GEN = General Offender; FAO = 
Firearms Offender; CSD = Controlled Substance Dealer; CSO = Chronic Serious 
Offender; VOB = Violent B Offender; VOA = Violent A Offender. 

sampled, the majority of the juveniles were diagnosed by the CAS with Conduct 

Disorders or Oppositional Defiant Disorders. Additionally, 25% of the sample 

was diagnosed with a Major Depressive Disorder. 

Additional findings were generated for the frequency of offenses (Table 

8). The categories General Offender (GEN) and Violent B Offender (VOB) 

contained the highest percentage of juveniles with 34% and 36% respectively. 

Gang involvement or gang activity was reported by 57% of the juveniles. 

Of those who did report involvement, 71% were 15 and 16 year olds (14 and 
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27 juveniles, respectively). Hispanic Americans and African Americans (19 and 

26 juveniles, respectively) accounted for 78% of those involved with gang 

Table 8 

Demographic Information Per Category of Offender 

Ethnic Composition 

Mean African- Hispanic- Asian-

Offense Aee American American White American 

GEN 

£ 

15.6 14 7 13 0 

FAO 15.9 7 3 2 1 

CSD 16.5 2 2 0 0 

CSO 16.3 0 4 3 0 

VOB 15.9 18 12 5 1 

VOA 16.5 1 2 1 0 

Note. GEN = General Offender; FAO = Firearms Offender; CSD = Controlled 
Substance Dealer; CSO = Chronic Serious Offender; VOB = Violent B Offender, VOA 
= Violent A Offender. 

activity. The representation of gang members per offender classification are as 

follows: 47% (n = 16) of all GEN juveniles; 61% (n = 8) of all FAO 

juveniles; 25% (n = 1) of all CSD juveniles; 57% (n = 4) of all CSO 

juveniles; 63% (n = 23) of all VOB juveniles; and 100% (n = 4) of all VOA 

offenders. 

Cronbach alpha coefficients, as measures of internal consistency, were 

calculated and are shown in parentheses in the diagonal of the matrix. The 

internal reliability values obtained are meager to high, ranging from .51 to .84. 

All three measures show moderate reliability. The PIY demonstrated the best 

reliability coefficients, with a range of alpha coefficients from .56 to .84 (M = 
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.74). The CAS and PAS showed similar coefficients with ranges of .53 to .72 

(M = -69) and .51 to .76 (M = -64) respectively. 

The construct validity of the PIY in relation to the CAS and PAS was 

examined via convergent and discriminant validity using Pearson product-moment 

correlations. To determine construct validity, the multitrait-multimethod matrix 

was applied to investigate the strength of the validity coefficients (monotrait-

heteromethod) in comparison to correlations for the same measure (heterotrait-

monomethod) and across measures (heterotrait-heteromethod) (see Table 9). 

Based on these standards, moderate evidence of convergent validity exists 

for similar scales between the PIY and the PAS. Convergent validity was not 

consistently found for the relationships between the CAS and PIY, and the CAS 

and PAS. The validity coefficients for the PIY in relation to the PAS are as 

follows: Anxiety/ADHD to ADH (r = .62); Delinquency to Aggression (r = .54); 

Delinquency to Violence (r = .61); Delinquency to Gang Involvement (r = .45); 

Somatic Concerns to Depression (r = .41); Psychological Discomfort to 

Depression (r = .53); and Social Skills to Social Skills (r = .33). All of these 

validity coefficients are significant at the .01 level. 

For the relationship between the CAS and the PAS, only one validity 

coefficient was significant: Depression (r = .45). The validity coefficients for 

the PIY and CAS showed a similar trend, with only two coefficients reaching 

significance: Delinquency and Oppositional Defiant Disorder (r = .30), and 
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Psychological Discomfort and Depression (r = .37). An unexpected finding was 

that the Friends content scale from the CAS did not correlate with corresponding 

scales from the other two measures, particularly the Social Skills scales on both 

the PIY and PAS. 

To examine discriminant validity, convergent validities should be higher 

than both heterotrait-heteromethod and heterotrait-monomethod correlations (see 

Table 9). In this study, the convergent validity coefficients (M = -39) for the 

PIY and PAS scales did exceed substantially the heterotrait-heteromethod 

coefficients between the PIY and PAS (M = -25). However, the heterotrait-

monomethod correlations for the PIY were moderately high (r = .46) and the 

relationship between the PIY and CAS (range from -.15 to .37; M = -12), was 

similar to the relationship between the PAS and CAS (range from -.10 to .33; M 

= .09). In addition, convergent validities did not significantly exceed heterotrait-

monomethod coefficients (range from .02 to .72; M = -27). 

PIY convergent and discriminant validities were also examined by 

diagnoses. These correlations are displayed in Table 10. 

The discriminant validity coefficient for ADHD was slightly higher than the 

convergent validity, which indicates that the ADHD construct is not specific to 

the scale. The ODD/CD construct, likewise, displayed little difference between 

convergent and discriminant validity. On the other hand, Anxiety, Depression 

and Social Skills showed moderate convergent validity and sufficient discriminant 

validity as per the Fiske and Campbell (1995) model. 
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Table 10 

PTY Convergent and Discriminant Validity bv Diagnosis 

Diagnosis Convergent Validity Discriminant Validity3 

ADHD .38 .39 

ODD/CDb .41 .36 

Anxietyc .44 .18 

Depression*1 .48 .22 

Social Skills .33 .14 

Note: PIY = Personality Inventory for Youth. a = Discriminant validity as 
measured on the CAS and PAS. b = Oppositional Defiant Disorder and 
Conduct Disorder as measured by the Delinquency Scale. 0 = Anxiety as 
measured by the Somatic Concerns Scale. d = Depression as measured by 
the Psychological Discomfort scale, and Depression subscale on the 
Psychological Discomfort scale. 

The Campbell and Fiske (1959) model also allows examination of the 

relative validity (convergent and discriminant) of individual measures, therefore, 

although problems are apparent with an overall construct, a particular measure 

may yield satisfactory validity. To examine this possibility, method effects were 

also determined between the three measures (See Table 11). 

M validity coefficients for the PIY were compared to the CAS and PAS. 

For the PIY, the M validity coefficients were generally significant for convergent 

validity (.39), however, the intercorrelations of the PIY subscales nullifies the 

discriminant validity (M - -46). Even with removal of those scales which are 
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Table 11 

Method Effects for the PIY. CAS, and PAS 

Discriminant Validity 
Convergent Heterotrait- Heterotrait-

Measure Validity Monomethod Heteromethod 

PIY .39 .46 (.43)a .17 

CAS .18 .11 .10 

PAS .33 .43 (.37)a .18 

Note: PIY = Personality Inventory for Youth; CAS = Child Assessment Schedule; 
PAS = Personal Attitude Scale. a = M coefficients with removal of scales that 
are predicted to be highly correlated (PIY = Psychological Discomfort and 
Somatic Concerns; PAS = Aggression, Violence, and Gang Involvement). 

predicted to be highly correlated, the discriminant validity is vitiated (M = -43). 

Examining the heterotrait-heteromethod only, the PIY showed good discriminant 

validity (r = .17) from the CAS and PAS. 

To isolate possible relationships between particular measures in a study, 

removal of lower correlated measures can be done to explore the relationship 

between the remaining measures. To better examine the relationship between the 

PIY and PAS, method effects were determined between the two measures (See 

Table 12). 

The convergent validity coefficients (M = -52) between the PIY and PAS 

scales did exceed substantially the heterotrait-heteromethod coefficients between 

them (M = .25). 
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Table 12 

Method Effects for the PIY and PAS 

Discriminant Validitv 

Measure 
Convergent 
Validitv 

Heterotrait-
Monomethod 

Heterotrait-
Heteromethod 

PIY .52 .46 (,43)a .25 

PAS .52 .43 (.37)a .25 

Note: PIY = Personality Inventory for Youth; PAS = Personal Attitude Scale. 
a = M coefficients with removal of scales that are predicted to be highly 
correlated. 

Contrary to the first hypothesis, a relationship between the Delinquency 

scale on the PIY and conduct disorder (CD) as measured on the CAS was not 

found. In addition, no relationship was found between CD as measured by the 

CAS and any scale on the PIY or PAS which measured acting out behavior 

(e.g., the aggression scale on the PAS). A relationship was found between 

oppositional defiant disorder (ODD) as measured on the CAS and the 

Delinquency scale on the PIY (r = .30). 

The second hypothesis predicted a relationship between the Family 

Dysfunction scale on the PIY and the Family Section of the CAS. This 

relationship (see Table 9) was found with a coefficient of .55. 

The relationship between the Delinquency scale on the PIY and the 

Depression subscaie on the PIY, as predicted in the third hypothesis, did 

not reach significance (r = .21). However, convergence was demonstrated 
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between the PIY Delinquency scale and the PIY Psychological Discomfort 

scale on the (r = .43). Additionally, a relationship was found between the 

Delinquency scale and Major Depressive Disorder on the CAS (r = .37) and 

the Delinquency scale and the Depression scale on the PAS (r = .44). A 

significant correlation was also found between the Delinquency scale and the 

Somatic Concerns scale on the PIY. This scale measures physical 

discomfort and anxiety. 

To examine the relationship between the age of the juvenile and the 

type of disruptive behavior displayed, analyses of variance were conducted 

between the juveniles' age, the PIY scores on the Delinquency scale and the 

category assigned to the juveniles at Gainesville based on their type of 

offense. As discussed previously (see Table 6), when adjudicated into the 

Texas Youth Commission, juveniles are classified according to one of six 

categories, based on their criminal behavior or type of offense. The results 

for the analyses of variance are listed in Tables 13 and 14. The mean PIY 

Delinquency scale score for this sample was 57.08, and the mean category 

rating was 3.10. 

Based on the following results, the category score was a better 

predictor of juvenile delinquency classification. Statisically, the F value of 

1.02 reached significance at the .01 level when comparing Category and age 

of the offender. A post-hoc analysis of the ANOVA results using the 
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Table 13 

Age of Offender by Category 

Source SS df MS F eta 

Main Effects of Category 14.00 4 3.50 1.02 .21 

Residual 316.51 92 3.44 

Total 330.52 96 3.44 

Note: Category delineates Category Ratings based on Categories 1 through 
6, as provided by TYC. 

Table 14 

Age of Offender bv Delinquency Score 

Source SS df MS F eta p 

Main Effects of 

Delinquency Score 1260.88 4 315.22 3.06 .34 .02 

Residual 9466.11 92 102.89 

Total 10726.99 96 111.74 

Note: The Delinquency score is taken from the PIY and is based on a T 
score of 50, with a standard deviation of 10. 

Duncan Multiple-Range Test indicated that no two groups were significantly 

different at the .05 level. With ANOVA testing, using the comparison of 

Delinquency scores from the PIY and age of the offenderstatisticalal 

significance was not obtained, with an F value of 3.06 (See Table 14). 
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However, in the post-hoc analysis using the Duncan Multiple-Range Test, 

the 15 year old group showed the highest delinquency scores (M = 61.88, 

SD = 10.14), which were significantly different from the other groups at the 

.05 level. 

Additional Information 

This research also sought to examine the correlations between type of 

home situation and variables, such as ethnic background and type of offender. 

The home situation was classified in one of five categories: Both biological 

parents; biological parent and stepparent; single parent, either mother or father; 

any other form of caregiver, such as aunt, uncle or grandparent; and a child with 

no adult caregiver. 

The majority of juveniles fell into the single parent classification (40%), 

with both biological parents representing 24% of the juveniles. The remaining 

three classifications were biological and stepparent (18%), other caregiver (15%), 

and no caregiver (2%). Both of the juveniles that fell into the no caregiver 

classification had been on the streets for a. period of at least one year prior to 

their arrests. The largest percentage of juveniles (31%) were Hispanic Americans 

and African Americans raised in single parent homes. The offense classifications 

of VOB and GEN showed the highest frequencies in single parent homes (36% 

and 31% respectively). The majority of juveniles raised by both biological 

parents fell into the VOB classification (41%). 



CHAPTER IV 

DISCUSSION 

Few assessment instruments are available which provide accurate and 

consistent clinical information on juvenile delinquents. Additionally, few effective 

and appropriate assessment tools have been established to identify and assess 

more severe behavior disorders with the delinquent offender population. 

Typically, clinicians, case workers, and others who evaluate individuals in the 

delinquent population rely on case histories, police reports, and diagnostic criteria, 

in determining mental disorders in the adolescent offender. 

Historically, assessment research on juvenile delinquency has utilized self-

report inventories, such as the Minnesota Multiphasic Personality Inventory-

Adolescent (MMPI-A); the Millon Adolescent Personality Inventory (MAPI); the 

Basic Personality Inventory (BPI); and the Devereux Adolescent Behavior Rating 

Scales (DAB) 

The newest of the measures, the MMPI-A, was developed in 1992 strictly 

for the adolescent population to assess varying degrees of psychopathology and 

personality characteristics (Butcher et al., 1992). Current research on the MMPI-

A consists mainly of the reliability and validity data reported in its manual, as 

few external validity studies have been conducted. 

55 
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The MAPI, which was also constructed for the adolescent population, was 

developed to measure pathological functioning and enduring personality styles 

(Reidy & Carstens, 1990). Research utilizing the MAPI (Pantle, Barger, 

Hamilton & Thorton, 1994) has identified Scale 6 (Forceful), which was based 

on the Antisocial scale of the MCMI, as identifying symptomatology in 

adolescents which is associated with conduct disturbance. Thus, the MAPI is 

reported to have construct validity in the identification of conduct disorders, 

disruptive behaviors, and depression in adolescence. 

The BPI, which was developed by Jackson in 1989, provides separate 

norms for male and female adolescents. Jackson (1989), using the BPI, 

identified homogeneous subgroups of young offenders: mental health 

maladjustment, interpersonal maladjustment, antisocial delinquency, somatic 

complaints, and high-risk rebelliousness. 

The above studies illustrate the efficacy of using a self-report measurement 

with adolescents with disruptive disorders. However, these assessment 

instruments are lacking both (a) specific applications to a delinquent population, 

and (b) validation of a measure that addresses the more extreme, disruptive 

behaviors, such as assault and other forms of violence. With the exception of 

the MMPI-A, previous instruments were developed to assess psychiatric disorders 

in the adult population, and later extended to the adolescent population on the 

basis of norms, but not by developing appropriate content. 

The PIY was recently developed by Lachar and Kline (1994), and was 
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based upon PIC items, which were rephrased as a self-report inventory 

specifically for children and adolescents of the ages nine to 18. Based upon its 

specific item content, the PIY was chosen for this study for the purpose of 

determining if it possessed construct validity in its application with a delinquent 

population. 

Construct Validity 

Determining construct validity includes demonstrating convergent validity 

(obtaining a correlation between scores which are predicted to show a 

relationship), as well as discriminant validity (obtaining little or no correlation 

between scores which are predicted to show no relationship). Therefore, the 

construct validity of the assessment instrument is supported if it demonstrates 

moderate to high correlations with instruments designed to measure the same 

constructs, while demonstrating low to no relationship with instruments designed 

to measure different constructs (Golden, Satwicki, & Franzen, 1984), assuming the 

instruments used for comparison have demonstrated construct validity. 

Campbell and Fiske (1959) devised an experimental design which 

addresses both types of validity in a multitrait-multimethod matrix. When using 

the multitrait-multimethod matrix, it should be noted that successful validity 

coefficients are often modest, typically in the .30 to .50 range (Fiske & 

Campbell, 1992). 

Convergent Validity of the PTY 

Overall, the first hypothesis, which describes predicted relationships 
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between constructs, was supported between the PIY and the PAS, but not all of 

the relationships with the CAS were supported. Specifically, the diagnosis of 

ADHD, as measured on the CAS and the ADHD scale on the PIY, showed no 

significant convergence. However, a relationship was found between the PIY and 

PAS ADHD scales. This finding may be attributed to the fact that both scales 

also address concepts of anxiety. Additionally, the PIY ADHD scale measures 

purposeful intrusiveness and acting out behavior commonly associated with 

disorders such as conduct disorder and oppositional defiant disorder (i.e., "I often 

nag and bother other people," "Nothing scares me," and "I do not learn from my 

mistakes"). It appears that both the PIY and PAS ADHD scales are measuring 

more than just symptoms of ADHD, and therefore do not correspond with a 

strict diagnosis of ADHD, as is found on the CAS measure. 

A significant relationship was found between the Delinquency scale on the 

PIY, Aggression, Violence, and Gang Involvement scales on the PAS, and CAS 

symptoms of oppositional defiant disorder, but not for conduct disorder. This 

finding indicates the CAS oppositional defiant symptoms are more related to the 

PIY and PAS measures of delinquency than CD. Thus, the PIY and PAS 

emphasize the oppositional defiant component of conduct disorder more so than 

the more aggressive and physically violent behaviors evident in the diagnosis of 

conduct disorder. 

A positive relationship was found between the Psychological Discomfort 

scale on the PIY, the Depression scale on the PAS, and CAS symptoms of 
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major depressive episode, but not for the Somatic Concerns scale on the PIY. 

The Psychological Discomfort scale on the PIY does contain a Depression 

subscale. Therefore, the Psychological Discomfort scale on the PIY, the 

Depression scale on the PAS, and the CAS depressive symptoms are describing 

psychological discomfort and dysphoric mood. The Somatic Concerns scale 

appears to be measuring anxiety and worries about psychosomatic concerns, rather 

than depression. 

Thus these results, as reported in Table 9, support the convergent validity 

of these scales. The convergent validity coefficients, with the exceptions noted 

previously, were between .37 to .62, which falls within the range of successful 

validity coefficients as noted by the Fiske and Campbell (1992) model. 

Moderate convergence was found between the Social Skills Deficits scales 

on the PIY and PAS, however, the Friends content scale on the CAS was not 

significantly related. It would appear that the Friends content scale is measuring 

something other than social skills or social interaction. The questions on the 

Friends content scale are directed more to identification of friendships, versus 

social interaction skills. This finding is consistent with the poor social skills and 

lack of close friendships found among delinquents. 

An interesting finding was the relationship between the Delinquency Scale 

on the PIY and the diagnosis of Oppositional Defiant Disorder on the CAS. As 

the same relationship did not occur with the diagnosis of Conduct Disorder, it is 

hypothesized that the Delinquency Scale on the PIY taps into behavior more 



indicative of children and adolescents diagnosed with Oppositional Defiant 

Disorder. On the PIY, the majority of juveniles did not me, the cutoff for the 

delinquency scale, and therefore werP n n t 

considered delinquent. The low scores 

on the delinquency scale suggests that the test manual, Cinically referred 

population sample, which was not screened for delinquency, i s l i k e l y ( ( ) h a v e 
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~ d s e n i l e s are not attending schoo,, an,or no, l M n g a t h o m e 

* support of these fmdings, ,he Delinquency scale does possess a large 

number of „ems relafcd ,o behaviors more consistent with ODD. Of the 41 



verbally aggressive behavior found with ODD (i.e., "sharing things has been a 

problem for me," "At times I hurt other people's feelings," and "I am pretty 

stubborn,"). I„ addition, the Delinquency scale has three subscales, Antisocial 

Behavtor, Dyscontrol, and Noncompliance, all of which contain some items 

related to ODD. However, the Noncompliance scale consists mainly of ODD 

type behaviors. 

Discriminant Validity of the PTY 

Campbell and Fiske (1959) proposed that each convergent coefficient 

should surpass the congelations in the corresponding row and column in its 

discriminant validity block. The mean convergent and discriminant coefficients 

for the ADHD scale on the PIY were similar. ADHD scale does not appear to 

be measuring specifically a construct of ADHD, but rather a composite of several 

different constructs. As discussed previously, this scale also addresses anxiety 

related behaviors and symptoms, as well as acting out behaviors associated with 

ODD or CD. Therefore, based on the items on the ADHD scale, it shows 

considerable item overlap with other scales on the PIY. 

For the PIY Delinquency scale, the convergent coefficient exceeded the 

discriminant coefficient. The Delinquency scale does appear to be measuring a 

construct of acting out behavior. 

For the PIY Somatic Concerns Scale, the convergent coefficient 

significantly exceeded the discriminant coefficient. Likewise, for the 

Psychological Discomfort scale on the PIY, the convergent coefficient significantly 

61 
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exceeded the discriminant coefficient. Both the Somatic Concerns and 

Psychological Discomfort scales are measuring those traits consistent with bodily 

concerns and psychological distress. Finally, for the Social Skills scale on 

the PIY, the convergent coefficient (r = .33) with the PAS Social Skills scale 

exceeded the discriminant coefficient (M = .14). The Social Skills scale 

describes a construct relating to social interaction and interpersonal skills. 

Based on these findings, construct validation was adequate for the PIY as 

compared to the guidelines from the Fiske and Campbell (1992) model. 

Additionally, monomethod convergent and discriminant validity was established for 

some of the described scales (Delinquency, Somatic Concerns, Psychological 

Discomfort, and Social Skills). However, the ADHD scale was not found to 

have adequate discriminant validity. The ADHD scale was highly correlated with 

the PIY scales of Delinquency, Somatic Concerns and Psychological Distress, 

which indicates considerable overlap between these constructs. Thus, within a 

juvenile offender population, this scale does not show good ability to measure 

this construct. 

Methods Effect 

The means of the heterotrait-monomethod coefficients are higher than the 

means of the heterotrait-heteromethod coefficients by .26 (PIY), .01 (CAS), and 

.19 (PAS). This demonstrates that there is very little method effect on the CAS, 

however, moderate amounts on the PIY and PAS. According to the Marsh 
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(1990) guidelines, the PIY has adequate convergent validity, however its 

discriminant validity (as noted above) is not supported. 

As was noted previously, the discriminant validity coefficient was higher 

than the convergent validity coefficient when the CAS was included in the 

calculations, which indicates that the measurement of the identified constructs is 

contaminated by other effects. Since the CAS is focusing on diagnosis and is not 

a self-report measure, it was removed from the calculations as an exploratory 

approach to compare the convergent validity of the PIY and PAS. With this 

removal the convergent validity increased significantly, which suggests the CAS is 

not measuring the same constructs, and possibly obscuring the validity of the 

other two instruments. Further, with the exclusion of the CAS, the relationship 

between the convergent and discriminant validity of both the PIY and PAS 

changed in a more favorable direction, and the estimates of construct validity 

improved. In examining those constructs which are not expected to be similar, 

the PIY demonstrated good discriminant validity across measures (Campbell & 

Fiske, 1959). 

Heterotrait-Monomethod Correlations of the PIY 

The PIY manual validation study is based on two sample populations: a 

regular education sample (represented youth in the United States in the 4th 

through 12th grades); and a clinically referred sample (represented youth from in-

and outpatient clinics, school special service clinics, hospitals, and private practice 
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settings). For comparison purposes with the present study, the clinically referred 

sample was utilized. 

In comparing the heterotrait-monomethod correlations of the PIY from this 

study with those reported in the PIY test manual, similar relationships between 

the constructs are noted. For the PIY test manual clinically referred population, 

the heterotrait-monomethod correlations ranged from .04 to .63 (M = .37). For 

the present study, the heterotrait-monomethod correlations ranged from .18 to .77 

(M = .46). This finding indicates that the PIY test manual showed better 

discriminant validity in the clinical population as compared to the present study. 

This is probably a result of the more homogenous group found in the delinquent 

population, which are predominantly conduct disordered. In the following 

correlation comparisons, the numbers in parentheses represent the present study 

a n d PIY test manual, respectively. 

Approximately 50% of the compared correlations were within several 

decimal points of each other: ADHD and Delinquency (.67Z.63); ADHD and 

Social Skills (.22/. 17); Delinquency and Somatic Concerns (.35A33); Delinquency 

and Psychological Discomfort (.437.43); and Somatic Concerns and Social Skills 

(.23/. 17). The heterotrait-monomethod coefficients from the present study strongly 

correspond to the heterotrait-monomethod coefficients from the PIY test manual. 

Heterotrait-Heteromethod Correlations of the PIY 

The PIY manual, in addition to providing heterotrait-monomethod 

coefficients, also provides a portion of the heterotrait-heteromethod coefficients in 
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the comparison of the PIY to .he PIC-R. Of those comparisons that are 

provided by the manual, only two constructs (delinquency and social skills) are 

relevant to the present study. The correlation between the PIY Delinquency scale 

and the PIC-R Delinquency scale was moderate (.52). The correlation between 

the PIY Social Skills scale, and the PIC-R Social Skills scale was modest (.42). 

In relation to the present study, similar correlations were found between the PIY 

and PAS for the Delinquency (M = .53) scale, however the correlation for the 

Social Skills scale was weaker (.33). The Delinquency scale was correlated with 

the Aggression ft = .54), Violence ( l = .61), and Gang Involvement ( l = .45) 

scales from the PAS. 

For the remaining scale comparisons, the manual does not provide the 

coefficients necessary. Therefore, an adequate comparison of the scales from the 

PIY and PIC-R is not possible. Of the two scales which can be compared, the 

heterotrait-heteromethod validity appears to be modest. 

Con-elation of Conduct Disorder and Depression 

The comorbidity between conduct disorder and depression has been 

estimated between 1 0 * and 35% (Kashani, Reid, & Rosenberg, 1989; Kovacs, 

Paulaskas, Gatsonis, & Richards, 1988; Rohde, Lewinsohn, & Seeley 1991). A s 

was previously reported by Rohde et al. (1991), depressed adolescents were 

significantly more likely than nondepressed to have a concurrent conduct or 

oppositional disorder. In keeping with past research, the c u r a t study also found 

a relationship ft . .37) between acting out behavior on the Delinquency scale on 
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the PIY and Major Depressive Disorder on the CAS. A similar relationship was 

found (i = .44) between the Delinquency scale on the PIY and the Depression 

scale on the PAS. Interestingly, of the three scales on the PAS developed to 

measure forms of acting out behavior (Aggression Scale, Violence Scale, Gang 

Involvement Scale), only the Violence scale significantly correlated with measures 

of depression on both the PIY (Somatic Concerns Scale, r = .25; Psychological 

Discomfort Scale, t = .21) and the CAS (Depressive Disorder, r = 26). The 

Violence scale on the PAS, in addition to containing questions about violence, 

also contains questions which are associated with exposure to violence and which 

are related to abuse and victimization, rather than acting out violence. 

The diagnosis of conduct disorder on the CAS correlated negatively with 

both the PIY Somatic Concerns (i = -.15) a n d Psychological Discomfort (r = -

.13) scales. Also, the diagnosis of Depression as measured on the CAS showed 

a poor con-elation with both the PAS Aggression scale fc = .,0) and Gang 

Involvement scale (i = .16), which indicates that delinquent juveniles tend to 

deny or minimize emotional disturbance and psychological discomfort. The 

relationship between CAS Depressive Disorder and the PAS Violence scale ( l = 

.26) showed a modest correlation. This correlation with depression would be 

expected to be associated with exposure to abnse and victimization. 

The PIY Delinquency scale and its correlations with measures of 

depression supports the validity of the co-occurence of conduct disorder and 

depression. While the PIY Delinquency scale correlations are modes, (M = .39), 
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they meet the criteria set forth from previous studies indicating the comorbidity 

between conduct disorder and depression ranging from 10% to 35%. 

Age and Severity of Offenses 

The ability of age to be able to discriminate type of acting out behavior 

(see Table 14) was supported by the scores on the PIY Delinquency scale, but 

the pattern was different than predicted by the fourth hypothesis. According to 

these scores, the 15 year olds of this population reported the greatest amount of 

delinquent behavior, whereas the 16 and 17 year olds reported the least amount 

of acting out behavior. One reason for these findings may be due to the 

increasing normalization of deviant behaviors as the individual ages and is 

involved in a greater number of crimes. A second factor may be a function of 

institutionalization due to repeated arrests and incarcerations. This process 

desensitizes them to delinquent nature of their behaviors. During the assessment 

process, it was noted by this examiner that the younger members of this sample 

presented as more aware of the criminalistic nature of their behaviors, as well as 

the wrongfulness of their crimes. The oldest members (18 year olds) of this 

sample did present with the second highest average of scores, which is likely due 

to recommitment as a result of repeated offenses. Analysis of the representation 

of age in the Category groupings support this statement as well. The most 

serious classification, the Violent A Offender category, consisted of only four 

juveniles, ages 15, 16, 17, and 18. Additionally, no 13 or 14 year olds were 

represented in the Firearms Offender, Controlled Substance Dealer, Chronic 
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Serious Offender, or Violent A Offender categories. The majority of the 18 year 

olds (60%) were represented in the two most serious categories (VOB and VOA). 

These findings display a stronger upward trend in level of category assigned (and 

therefore, severity of crimes) with the age of the offender. This indicates that 

the category assigned by TYC, based partly on the offenders' past criminal 

record, appears to be a better predictor of type of acting out behavior in 

correlation with age. As the PIY Delinquency scale scores are based on self-

report, it appears that the juveniles' self-perceptions of their crimes are not as 

accurate as the perceptions of the mental health and detention professionals who 

work with them. 

Comparison of the PIY and PAS 

Not surprisingly, stronger convergent validity was found between the PIY 

and PAS, which utilize the same methodology: scaled responses to standardized 

questions designed to measure general constructs and behaviors, as opposed to 

diagnostic categories. Between these two highly similar assessment methods, 

validation was established. The trait variance was higher than the method 

variance; convergent validity values are in general higher than discriminant values 

in both the heteromethod and monomethod blocks. 

The modest convergent validity of the CAS to these measures can be 

partially attributed to the methodology of the CAS which utilizes standardized 

questions to determine diagnostic categories. These differences become apparent 

in Table 9, which shows the low convergent correlations between the CAS and 



69 

the other two measures. Additionally, the CAS scores measure different subtypes 

of a diagnosis (e.g., Conduct disorder, group type), whereas the scale scores from 

the PIY and PAS measure overall constructs, such as delinquency or depression. 

Thus, the PIY and PAS appear to be measuring more similar constructs than the 

CAS. Additionally, the PIY appears to be a useful measure of those constructs 

assessed, particularly delinquency, psychological distress, and somatic concerns, 

when used with a delinquent population. 

A promising finding was the potential of the PAS as an assessment 

instrument for the juvenile offender population. The development of the PAS 

was designed to specifically address populations similar to this sample. Its item 

content includes extensive questions addressing gang violence, physical aggression, 

drug and alcohol use, criminal activity, and severe family dysfunction. Due to 

the newness of the PAS, and its lack of external validation studies, further 

research is warranted. The convergent validity (see Table 9) of the PAS is 

moderate (r = .33), however, it demonstrated poor discriminant validity (r = .43) 

using heterotrait-monomethod comparisons. This finding may be due to either 

item overlap or the homogeneity of common behaviors found in delinquency. 

Those scales which are described as measuring different constructs were overall 

more highly correlated than those scales described as measuring similar 

constructs. With removal of those validity coefficients that are predicted to be 

highly correlated (gang involvement, violence, and aggression), the within measure 

discriminant validity improved slightly (r = .37). It did demonstrate good 
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between measures discriminant validity (r = .18) in comparison with the PIY and 

CAS. 

Concerns Regarding the PIY 

The PIY was lengthy in administration, due to its 270 items. Accurate 

scoring was very difficult, using the templates which come attached underneath 

the answer sheet and utilize a number of carbons, which are easily smudged and 

unable to be clearly corrected. Also, the time required to score takes between 

20 to 30 minutes per test, which makes it impractical for testing large 

populations, as is found in most agencies dealing with juvenile delinquents. Use 

in a clinical practice with a smaller caseload would be more practical. The 

reading level appears higher than that stated in the manual. The questions are 

written to allow for the understanding by children with a language comprehension 

of a typical 9-year-old. However, words like "constipated," "seizures," and 

"scolding" were unknown many the juvenile offenders who are adolescents. 

Clearly, a restriction of utilizing the PIY with a more severe delinquent 

population is the lack of questions on the PIY which are directed to highly 

troublesome behaviors of juvenile delinquents. In general, a significant proportion 

of incarcerated juveniles have been involved in felonies. The majority of the 

questions on the Delinquency scale on the PIY address the less severe behavior 

(e.g., status offenses) more commonly found in juveniles labeled with behavioral 

problems, rather than juveniles who have been incarcerated. As stated by Lachar 

and Gruber (1995), the PIY items are written to specifically address those 
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interests and issues of young people through adolescence. Therefore, the PIY 

questions do not adequately address, both in terms of qualitative and quantitative 

measurement, the more severe issues of juvenile delinquency, such as gang 

involvement, substance abuse, and physical aggression. 

Limitations of the Current Research 

A limitation of the current research is the exclusive use of males. The 

failure in endorsement on the Delinquency Scale on the PIY, in addition to being 

a lack of items which tap into more severe acting out behavior, may also be a 

gender-related issue. Research (Sullivan & Wilson, 1995) has shown that female 

delinquents tend to display less physical, and more verbal and emotional acting 

out behavior, such as status offenses. Therefore, females may endorse those 

items on the Delinquency Scale that the male population from this sample failed 

to endorse. Based on the results of the current study, future research utilizing 

the PIY, along with other measures, with a female juvenile delinquent population 

may provide information to support the gender differences in delinquency. 

A second limitation is the purpose of the two different types of 

assessment instruments utilized in this research. Two of the instruments, the PIY 

and PAS, are both true/false, self-report measures, designed to describe behavior 

rather than diagnose or classify symptoms. They provide a standardized measure, 

but do not allow for additional inquiry or clarification of answers. The last 

instrument, the CAS, is a semi-structured interview, which allows for probes and 
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clarification of answers, but is less descriptive of general behaviors outside of the 

diagnostic categories. 

Thus, developing a measure to describe the behavior of a person 

diagnosed as conduct disordered involves a different conceptual approach then 

diagnosing the conduct disorder. The use of structured interviews tend to be 

more comprehensive and less likely to miss diagnoses than other assessment 

methods, but they are not as practical for providing descriptions of personality 

functioning or general behavioral constructs. The scoring method, based upon 

absolute diagnostic categories, and type of information (diagnosis versus test 

items) gleaned from the CAS inherently complicates the methodology of 

determining convergent and discriminant validity. The CAS scores appear to 

represent a nominal scale, whereas the PIY and PAS are both interval scales. 

Comparisons of mixed measures can weaken the validity coefficients outlined in 

the multi-trait/multi-method matrix. Conversely, "robust" constructs can be 

measured by dissimilar methods. 

A third limitation of this study was that the population sample was 

adjudicated delinquents, which would limit the scoring range to having a much 

larger proportion of high scoring individuals. This delinquent population was 

adjudicated by state courts, and assessed and assigned to maximum security care 

level 5 by psychologists at the state reception center. Since nonadjudicated 

adolescents were not included in this sample, the correlations and validity 

coefficients would likely be lower because of the restricted range of responses. 
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Another limitation of this study was the time interval between the 

administration of tests for each participant. Ideally, test administration should be 

as close in time as possible. However, due to the difficulties of scheduling 

participants, the interval between testing sessions ranged between two to four 

weeks. During this time period some changes in behavior or symptomatology 

may have occurred in the participants. 

The gender of the interviewer in relation to the interviewee may have also 

posed a limitation of this study. Conflict and acting out behavior was more 

likely to occur when the interviewer was a male, based upon personal 

experiences of the male and female interviewers. This observation became 

apparent during discussions between the interviewers, which occurred at the end 

of each testing period. Whether this conflict was a function of the personality 

dynamics of the parties involved, or was more simply a function of the gender 

of the interviewer was not determined. 

Directions for Future Research 

The most important issue for future research focuses on the identification 

of the most troublesome behavior. As clinicians, we are constantly asked to 

make assessments of risk behavior, and whether an individual is a danger to self 

or others. Mental health professionals, in the past, have often not been involved 

in research regarding juvenile offenders due to the common misconception that 

criminal behavior and violent acting out were not pathological, therefore not 

clinical issues (Holliman, 1995). Additionally, as Borum (1996) pointed out, few 
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investigators have focused on developing instruments which would provide 

validity for making clinical decisions regarding individuals' risk for violent 

behavior. He specifically stated that no explicit national psychological or mental 

health standards exist for the assessment of violence risk. 

Instruments are needed that effectively measure external expressions 

(aggressive or violent acting out) of mental disorders. Current assessment 

instruments make little attempt to ask the necessary questions about actual 

behaviors which juvenile delinquents would endorse, and thus are unable to 

accurately classify the realistic level of aggression and violence found in society. 

Current demographic information suggests that the age of juvenile delinquents is 

decreasing and younger juveniles are committing more serious offenses (Kernberg 

& Chazen, 1991), however, the progression of age with increasing severity of the 

offense remains stable. As suggested by Holcomb and Kashani (1991), a better 

comprehension of the conduct disordered juvenile may assist in better 

classification and description of this heterogeneous group. 
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