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Vanderbilt ADHD Diagnostic Teacher Rating Scale
INSTRUCTIONS AND SCORING
Behaviors are counted if they are scored 2 (often) or 3 (very often).
Inattention

Requires six or more counted behaviors from questions 1–9 for
indication of the predominantly inattentive subtype.

Hyperactivity/
impulsivity

Requires six or more counted behaviors from questions 10–18
for indication of the predominantly hyperactive/impulsive
subtype.

Combined
subtype

Requires six or more counted behaviors each on both the
inattention and hyperactivity/impulsivity dimensions.

Oppositional
defiant and
conduct disorders

Requires three or more counted behaviors from questions 19–28.

Anxiety or
depression
symptoms

Requires three or more counted behaviors from questions 29–35.

The performance section is scored as indicating some impairment if a child scores 1 or 2 on at
least one item.

FOR MORE INFORMATION CONTACT

REFERENCE FOR THE SCALE’S
PSYCHOMETRIC PROPERTIES

Mark Wolraich, M.D.
Shaun Walters Endowed Professor of
Developmental and Behavioral Pediatrics
Oklahoma University Health Sciences
Center
1100 Northeast 13th Street
Oklahoma City, OK 73117
Phone: (405) 271-6824, ext. 123
E-mail: mark-wolraich@ouhsc.edu

Wolraich ML, Feurer ID, Hannah JN, et al. 1998.
Obtaining systematic teacher reports of disruptive
behavior disorders utilizing DSM-IV. Journal of
Abnormal Child Psychology 26(2):141–152.

The scale is available at http://peds.mc.
vanderbilt.edu/VCHWEB_1/rating~1.html.
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Vanderbilt ADHD Diagnostic Teacher Rating Scale
Name:

Grade: ____________________

Date of Birth: ______________ Teacher:__________________________________ School: __________________________________
Each rating should be considered in the context of what is appropriate for the age of the children you are rating.
Frequency Code: 0 = Never; 1 = Occasionally; 2 = Often; 3 = Very Often
1.

Fails to give attention to details or makes careless mistakes in schoolwork

0

1

2

3

2.

Has difficulty sustaining attention to tasks or activities

0

1

2

3

3.

Does not seem to listen when spoken to directly

0

1

2

3

4.

Does not follow through on instruction and fails to finish schoolwork
(not due to oppositional behavior or failure to understand)

0

1

2

3

5.

Has difficulty organizing tasks and activities

0

1

2

3

6.

Avoids, dislikes, or is reluctant to engage in tasks that require
sustaining mental effort

0

1

2

3

7.

Loses things necessary for tasks or activities (school assignments, pencils,
or books)

0

1

2

3

8.

Is easily distracted by extraneous stimuli

0

1

2

3

9.

Is forgetful in daily activities

0

1

2

3

10. Fidgets with hands or feet or squirms in seat

0

1

2

3

11. Leaves seat in classroom or in other situations in which remaining
seated is expected

0

1

2

3

12. Runs about or climbs excessively in situations in which remaining
seated is expected

0

1

2

3

13. Has difficulty playing or engaging in leisure activities quietly

0

1

2

3

14. Is “on the go” or often acts as if “driven by a motor”

0

1

2

3

15. Talks excessively

0

1

2

3

16. Blurts out answers before questions have been completed

0

1

2

3

17. Has difficulty waiting in line

0

1

2

3

18. Interrupts or intrudes on others (e.g., butts into conversations or games)

0

1

2

3

19. Loses temper

0

1

2

3

(continued on next page)
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Vanderbilt ADHD Diagnostic Teacher Rating Scale (continued)
Frequency Code: 0 = Never; 1 = Occasionally; 2 = Often; 3 = Very Often
20. Actively defies or refuses to comply with adults’ requests or rules

0

1

2

3

21. Is angry or resentful

0

1

2

3

22. Is spiteful and vindictive

0

1

2

3

23. Bullies, threatens, or intimidates others

0

1

2

3

24. Initiates physical fights

0

1

2

3

25. Lies to obtain goods for favors or to avoid obligations (i.e., “cons” others)

0

1

2

3

26. Is physically cruel to people

0

1

2

3

27. Has stolen items of nontrivial value

0

1

2

3

28. Deliberately destroys others’ property

0

1

2

3

29. Is fearful, anxious, or worried

0

1

2

3

30. Is self-conscious or easily embarrassed

0

1

2

3

31. Is afraid to try new things for fear of making mistakes

0

1

2

3

32. Feels worthless or inferior

0

1

2

3

33. Blames self for problems, feels guilty

0

1

2

3

34. Feels lonely, unwanted, or unloved; complains that “no one loves him/her”

0

1

2

3

35. Is sad, unhappy, or depressed

0

1

2

3

PERFORMANCE
Problematic

Average

Above Average

Academic Performance
1. Reading

1

2

3

4

5

2. Mathematics

1

2

3

4

5

3. Written expression

1

2

3

4

5

1. Relationships with peers

1

2

3

4

5

2. Following directions/rules

1

2

3

4

5

3. Disrupting class

1

2

3

4

5

4. Assignment completion

1

2

3

4

5

5. Organizational skills

1

2

3

4

5

Classroom Behavioral Performance
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About this CD-ROM
This CD-ROM contains one PDF of the ASQ:SE questionnaires and summary sheets,
which you are viewing now. You may print this PDF in its entirety or by selecting specific pages; the Table of Contents provides the page numbers corresponding to each
questionnaire and summary sheet. Summary sheets can be printed easily by clicking on
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6 Month
Questionnaire
(For infants ages 3 through 8 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.

TM
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6 Month ASQ:SE
Questionnaire
(For infants ages 3 through 8 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. When upset, can your baby calm down within
a half hour?

Z

V

X



2. Does your baby smile at you and other family
members?

Z

V

X



3. Does your baby like to be picked up and held?

Z

V

X



4. Does your baby stiffen and arch her back when
picked up?

X

V

Z



5. When talking to your baby, does he look at you
and seem to be listening?

Z

V

X



6. Does your baby let you know when she is
hungry or sick?

Z

V

X



7. When awake, does your baby seem to enjoy
watching or listening to people?

Z

V

X



8. Is your baby able to calm himself down (for
example, by sucking on his hand or a pacifier)?

Z

V

X



9. Does your baby cry for long periods of time?

X

V

Z



Z

V

X



10. Is your baby’s body relaxed?

TOTAL POINTS ON PAGE
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6 months

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

X

V

Z



12. Does it take longer than 30 minutes to feed
your baby?

X

V

Z



13. Do you and your baby enjoy mealtimes together
(including breast and bottle feeding)?

Z

V

X



X

V

Z



15. During the day, does your baby stay awake
for an hour or longer at one time?

Z

V

X



16. Does your baby have trouble falling asleep at
naptime or at night?

X

V

Z



17. Does your baby sleep at least 10 hours
in a 24-hour period?

Z

V

X



18. Does your baby get constipated or have diarrhea?

X

V

Z



11.

Does your baby have trouble sucking from a
bottle or breast?

14. Does your baby have any eating problems,
such as gagging, vomiting, or
(You may write in another problem.)

?

MOST
OF THE
TIME

TOTAL POINTS ON PAGE
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4

6 months

19. Has anyone expressed concerns about your
baby’s behavior? If you checked “sometimes”
or “most of the time,” please explain:

MOST
OF THE
TIME

X

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

V

Z



20. Do you have concerns about your baby’s eating or sleeping behaviors? If so, please explain:

21. Is there anything that worries you about your baby? If so, please explain:

22. What things do you enjoy most about your baby?

TOTAL POINTS ON PAGE

TM
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6 months

6 Month ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

State:

ZIP:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Add together:

Total points on page 5

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

6 months

45

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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12 Month/1 Year
Questionnaire
(For children ages 9 through 14 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.

TM

1
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12 Month/1 Year ASQ:SE
Questionnaire
(For children ages 9 through 14 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your baby laugh or smile at you and
other family members?

Z

V

X



2. Does your baby look for you when a stranger
approaches?

Z

V

X



3. Does your baby like to play near and be with
family members and friends?

Z

V

X



4. Does your baby like to be picked up and held?

Z

V

X



5. When upset, can your baby calm down within
a half hour?

Z

V

X



6. Does your baby stiffen and arch her back when
picked up?

X

V

Z



7. Does your baby like to play games like
Peekaboo?

Z

V

X



8. Is your baby’s body relaxed?

Z

V

X



9. Does your baby cry, scream, or have tantrums
for long periods of time?

X

V

Z



TOTAL POINTS ON PAGE
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12 months/1 year

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

Z

V

X



Z

V

X



12. Does it take longer than 30 minutes to feed
your baby?

X

V

Z



13. Do you and your baby enjoy mealtimes
together?

Z

V

X



14. Does your baby have any eating problems,
such as gagging, vomiting,
or _______________________ ?
(You may write in another problem.)

X

V

Z



15. Does your baby have trouble falling asleep at
naptime or at night?

X

V

Z



16. Does your baby make babbling sounds?
For example, does he put sounds together,
like “ba-ba-ba-ba” or “na-na-na-na”? (If your
child often babbles, mark “most of the time.”)

Z

V

X



17. Does your baby sleep at least 10 hours
in a 24-hour period?

Z

V

X



10. Is your baby able to calm himself down
(for example, by sucking on his hand or a
pacifier)?

11.

Is your baby interested in things around her,
such as people, toys, and foods?

MOST
OF THE
TIME

TOTAL POINTS ON PAGE
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12 months/1 year

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

18. Does your baby get constipated or have
diarrhea?

X

V

Z



19. Does your baby let you know when she is
hungry, hurt, or tired?

Z

V

X



20. When you talk to your baby, does he turn his
head, look, or smile?

Z

V

X



21. Does your baby try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

X

V

Z



22. Has anyone expressed concerns about your
baby’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

X

V

Z



23. Do you have concerns about your baby’s eating or sleeping behaviors? If so, please explain:

TOTAL POINTS ON PAGE
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12 months/1 year

24. Is there anything that worries you about your baby? If so, please explain:

25. What things do you enjoy most about your baby?
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12 months/1 year

12 Month/1 Year ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

ZIP:

State:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Add together:

Total points on page 5

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

12 months/1 year

48

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?, Have there been any stressful events in the child’s life
recently?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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12 months/1 year
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18 Month
Questionnaire
(For children ages 15 through 20 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.

TM

1
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18 Month ASQ:SE
Questionnaire
(For children ages 15 through 20 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to
him?

Z

V

X



2. When you leave, does your child remain
upset and cry for more than an hour?

X

V

Z



3. Does your child laugh or smile when you
play with her?

Z

V

X



4. Does your child look for you when a stranger
approaches?

Z

V

X



5. Is your child’s body relaxed?

Z

V

X



6. Does your child like to be hugged or cuddled?

Z

V

X



7. When upset, can your child calm down within
15 minutes?

Z

V

X



8. Does your child stiffen and arch his back when
picked up?

X

V

Z



9. Does your child cry, scream, or have tantrums
for long periods of time?

X

V

Z
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SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

Z

V

X



X

V

Z



X

V

Z



13. Does your child have trouble falling asleep at
naptime or at night?

X

V

Z



14. Do you and your child enjoy mealtimes
together?

Z

V

X



15. Does your child sleep at least 10 hours in a
24-hour period?

Z

V

X



16. When you point at something, does your child
look in the direction you are pointing?

Z

V

X



17. Does your child get constipated or have
diarrhea?

X

V

Z



10. Is your child interested in things around her,
such as people, toys, and foods?

11.

Does your child do things over and over
and can’t seem to stop? Examples are
rocking, hand flapping, spinning,
or _______________________ .
(You may write in something else.)

12. Does your child have eating problems, such as
stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

MOST
OF THE
TIME

TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

18. Does your child let you know how she is
feeling with gestures or words? For example,
does she let you know when she is hungry,
hurt, or tired?

Z

V

X



19. Does your child follow simple directions?
For example, does he sit down when asked?

Z

V

X



20. Does your child like to play near or be with
family members and friends?

Z

V

X



21. Does your child check to make sure you are
near when exploring new places, such as a
park or a friend’s home?

Z

V

X



22. Does your child like to hear stories or sing
songs?

Z

V

X



23. Does your child hurt herself on purpose?

X

V

Z



24. Does your child like to be around other
children?

Z

V

X



25. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

X

V

Z
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26. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

MOST
OF THE
TIME

X

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

V

Z



27. Do you have concerns about your child’s eating or sleeping behaviors? If so, please explain:

28. Is there anything that worries you about your child? If so, please explain:

29. What things do you enjoy most about your child?
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18 Month ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

State:

ZIP:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Add together:

Total points on page 6

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

18 months

50

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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24 Month/2 Year
Questionnaire
(For children ages 21 through 26 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.
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Ages & Stages Questionnaires : Social-Emotional
®

A Parent-Completed, Child-Monitoring System for Social-Emotional Behaviors
By Jane Squires, Diane Bricker, & Elizabeth Twombly
with assistance from Suzanne Yockelson, Maura Schoen Davis, & Younghee Kim
Copyright © 2002 by Paul H. Brookes Publishing Co.

24 Month/2 Year ASQ:SE
Questionnaire
(For children ages 21 through 26 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to
him?

Z

V

X



2. Does your child seem too friendly with
strangers?

X

V

Z



3. Does your child laugh or smile when you play
with her?

Z

V

X



4. Is your child’s body relaxed?

Z

V

X



5. When you leave, does your child remain upset
and cry for more than an hour?

X

V

Z



6. Does your child greet or say hello to familiar
adults?

Z

V

X



7. Does your child like to be hugged or cuddled?

Z

V

X



8. When upset, can your child calm down within
15 minutes?

Z

V

X



9. Does your child stiffen and arch his back when
picked up?

X

V

Z
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SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

Z

V

X



X

V

Z



12. Do you and your child enjoy mealtimes together?

Z

V

X



13. Does your child have eating problems, such
as stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

X

V

Z



14. Does your child sleep at least 10 hours in a
24-hour period?

Z

V

X



15. When you point at something, does your child
look in the direction you are pointing?

Z

V

X



16. Does your child have trouble falling asleep at
naptime or at night?

X

V

Z



17. Does your child get constipated or have
diarrhea?

X

V

Z



18. Does your child follow simple directions?
For example, does he sit down when asked?

Z

V

X



10. Is your child interested in things around her,
such as people, toys, and foods?

11.

Does your child cry, scream, or have tantrums
for long periods of time?

MOST
OF THE
TIME
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24 months/2 years

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

19. Does your child let you know how she is
feeling with either words or gestures?
For example, does she let you know when
she is hungry, hurt, or tired?

Z

V

X



20. Does your child check to make sure you are
near when exploring new places, such as a
park or a friend’s home?

Z

V

X



21. Does your child do things over and over
and can’t seem to stop? Examples are
rocking, hand flapping, spinning,
or _______________________ .
(You may write in something else.)

X

V

Z



22. Does your child like to hear stories or sing
songs?

Z

V

X



23. Does your child hurt himself on purpose?

X

V

Z



24. Does your child like to be around other
children?

Z

V

X



25. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

X

V

Z
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26. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

MOST
OF THE
TIME

X

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

V

Z



27. Do you have concerns about your child’s eating or sleeping behaviors? If so, please explain:

28. Is there anything that worries you about your child? If so, please explain:

29. What things do you enjoy most about your child?
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24 months/2 years

24 Month/2 Year ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

ZIP:

State:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Add together:

Total points on page 6

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

24 months/2 years

50

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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30 Month
Questionnaire
(For children ages 27 through 32 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.
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Ages & Stages Questionnaires : Social-Emotional
®

A Parent-Completed, Child-Monitoring System for Social-Emotional Behaviors
By Jane Squires, Diane Bricker, & Elizabeth Twombly
with assistance from Suzanne Yockelson, Maura Schoen Davis, & Younghee Kim
Copyright © 2002 by Paul H. Brookes Publishing Co.

30 Month ASQ:SE
Questionnaire
(For children ages 27 through 32 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to him?

Z

V

X



2. Does your child like to be hugged or cuddled?

Z

V

X



3. Does your child cling to you more than you
expect?

X

V

Z



4. Does your child greet or say hello to familiar adults?

Z

V

X



5. Does your child seem happy?

Z

V

X



6. Does your child like to hear stories and sing songs?

Z

V

X



7. Does your child seem too friendly with strangers?

X

V

Z



8. Does your child seem more active than other
children her age?

X

V

Z



9. Can your child settle himself down after periods
of exciting activity?

Z

V

X



X

V

Z



X

V

Z



10. Does your child cry, scream, or have tantrums
for long periods of time?

11.

Does your child do things over and over and can’t
seem to stop? Examples are rocking, hand flapping,
spinning, or _____________________________ .
(You may write in something else.)
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30 months

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

12. Can your child stay with activities she enjoys
for at least 3 minutes (not including watching
television)?

Z

V

X



13. Does your child do what you ask him to do?

Z

V

X



14. Is your child interested in things around her,
such as people, toys, and foods?

Z

V

X



15. When upset, can your child calm down within
15 minutes?

Z

V

X



16. Does your child have eating problems, such as
stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

X

V

Z



17. Do you and your child enjoy mealtimes together?

Z

V

X



18. When you point at something, does your child
look in the direction you are pointing?

Z

V

X



19. Does your child sleep at least 8 hours in a
24-hour period?

Z

V

X



20. Does your child let you know how he is feeling
with either words or gestures? For example,
does he let you know when he is hungry,
hurt, or tired?

Z

V

X
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

21. Does your child follow routine directions?
For example, does she come to the table or
help clean up her toys when asked?

Z

V

X



22. Does your child check to make sure you are
near when exploring new places, such as a
park or a friend’s home?

Z

V

X



23. Can your child move from one activity to the
next with little difficulty, such as from playtime
to mealtime?

Z

V

X



24. Does your child stay away from dangerous
things, such as fire and moving cars?

Z

V

X



25. Does your child destroy or damage things
on purpose?

X

V

Z



26. Does your child hurt himself on purpose?

X

V

Z



27. Does your child play alongside other
children?

Z

V

X



28. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

X

V

Z
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30 months

29. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

MOST
OF THE
TIME

X

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

V

Z



30. Do you have concerns about your child’s eating and sleeping behaviors or about her toilet training?
If so, please explain:

31. Is there anything that worries you about your child? If so, please explain:

32. What things do you enjoy most about your child?
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30 months

30 Month ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

State:

Today’s date:

Administering program/provider:

ZIP:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Total points on page 6

= _____

Add together:

Child’s total score = _____
SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

30 months

57

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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30 months
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TM

36 Month/3 Year
Questionnaire
(For children ages 33 through 41 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.
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Ages & Stages Questionnaires : Social-Emotional
®

A Parent-Completed, Child-Monitoring System for Social-Emotional Behaviors
By Jane Squires, Diane Bricker, & Elizabeth Twombly
with assistance from Suzanne Yockelson, Maura Schoen Davis, & Younghee Kim
Copyright © 2002 by Paul H. Brookes Publishing Co.

36 Month/3 Year ASQ:SE
Questionnaire
(For children ages 33 through 41 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to
her?

Z

V

X



2. Does your child like to be hugged or cuddled?

Z

V

X



3. Does your child talk and/or play with adults
he knows well?

Z

V

X



4. Does your child cling to you more than you
expect?

X

V

Z



5. When upset, can your child calm down within
15 minutes?

Z

V

X



6. Does your child seem too friendly with strangers?

X

V

Z



7. Can your child settle herself down after periods
of exciting activity?

Z

V

X



8. Can your child move from one activity to the
next with little difficulty, such as from playtime
to mealtime?

Z

V

X



9. Does your child seem happy?

Z

V

X
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36 months/3 years

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

10. Is your child interested in things around him,
such as people, toys, and foods?

Z

V

X



11.

Z

V

X



12. Does your child seem more active than other
children her age?

X

V

Z



13. Can your child stay with activities she enjoys
for at least 5 minutes (not including watching
television)?

Z

V

X



14. Do you and your child enjoy mealtimes together?

Z

V

X



15. Does your child have eating problems, such as
stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

X

V

Z



16. Does your child sleep at least 8 hours in a
24-hour period?

Z

V

X



17. Does your child use words to tell you what
he wants or needs?

Z

V

X



Does your child do what you ask her to do?

TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

18. Does your child follow routine directions?
For example, does she come to the table or
help clean up her toys when asked?

Z

V

X



19. Does your child cry, scream, or have tantrums
for long periods of time?

X

V

Z



20. Does your child check to make sure you are
near when exploring new places, such as a
park or a friend’s home?

Z

V

X



21. Does your child do things over and over
and can’t seem to stop? Examples are
rocking, hand flapping, spinning,
or _______________________ .
(You may write in something else.)

X

V

Z



22. Does your child hurt himself on purpose?

X

V

Z



23. Does your child stay away from dangerous
things, such as fire and moving cars?

Z

V

X



24. Does your child destroy or damage things on
purpose?

X

V

Z



25. Does your child use words to describe her
feelings and the feelings of others, such as,
“I’m happy,” “I don’t like that,” or “She’s sad”?

Z

V

X



TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

26. Can your child name a friend?

qZ

qV

qX

m

27. Do other children like to play with your child?

qZ

qV

qX

m

28. Does your child like to play with other children?

qZ

qV

qX

m

29. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

qX

qV

qZ

m

30. Does your child show an interest in or
knowledge of adult sexual language and activity?

qX

qV

qZ

m

31. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

qX

qV

qZ

m

32. Do you have any concerns about your child’s eating, sleeping, or toileting habits? If so, please
explain:

TOTAL POINTS ON PAGE
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33. Is there anything that worries you about
your child? If so, please explain:

34. What things do you enjoy most about your child?
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36 Month/3 Year ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

ZIP:

State:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Add together:

Total points on page 6

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

36 months/3 years

59

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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48 Month/4 Year
Questionnaire
(For children ages 42 through 53 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you and please look forward to filling out another ASQ:SE
questionnaire in
months.

.
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Ages & Stages Questionnaires : Social-Emotional
®

A Parent-Completed, Child-Monitoring System for Social-Emotional Behaviors
By Jane Squires, Diane Bricker, & Elizabeth Twombly
with assistance from Suzanne Yockelson, Maura Schoen Davis, & Younghee Kim
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48 Month/4 Year ASQ:SE
Questionnaire
(For children ages 42 through 53 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to
him?

Z

V

X



2. Does your child cling to you more than you
expect?

X

V

Z



3. Does your child talk and/or play with adults
she knows well?

Z

V

X



4. When upset, can your child calm down within
15 minutes?

Z

V

X



5. Does your child like to be hugged or cuddled?

Z

V

X



6. Does your child seem too friendly with
strangers?

X

V

Z



7. Can your child settle himself down after
periods of exciting activity?

Z

V

X



8. Does your child cry, scream, or have tantrums
for long periods of time?

X

V

Z



9. Is your child interested in things around her,
such as people, toys, and foods?

Z

V

X



TOTAL POINTS ON PAGE
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48 months/4 years

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

Z

V

X



X

V

Z



12. Do you and your child enjoy mealtimes together?

Z

V

X



13. Does your child do what you ask her to do?

Z

V

X



14. Does your child seem happy?

Z

V

X



15. Does your child sleep at least 8 hours in a
24-hour period?

Z

V

X



16. Does your child seem more active than other
children his age?

X

V

Z



17. Does your child use words to tell you what
she wants or needs?

Z

V

X



18. Can your child stay with activities he enjoys for
at least 10 minutes (not including watching
television)?

Z

V

X



10. Does your child stay dry during the day?

11.

Does your child have eating problems, such as
stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

MOST
OF THE
TIME

TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

19. Does your child use words to describe her
feelings and the feelings of others, such as,
“I’m happy,” “I don’t like that,” or “She’s sad”?

Z

V

X



20. Can your child move from one activity to the
next with little difficulty, such as from playtime
to mealtime?

Z

V

X



21. Does your child explore new places, such as a
park or a friend’s home?

Z

V

X



X

V

Z



23. Does your child hurt himself on purpose?

X

V

Z



24. Does your child follow rules (at home, at child
care)?

Z

V

X



25. Does your child destroy or damage things on
purpose?

X

V

Z



26. Does your child stay away from dangerous
things, such as fire and moving cars?

Z

V

X



22. Does your child do things over and over
and can’t seem to stop? Examples are
rocking, hand flapping, spinning,
or _______________________ .
(You may write in something else.)

TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

27. Can your child name a friend?

qZ

qV

qX

m

28. Does your child show concern for other
people’s feelings? For example, does
she look sad when someone is hurt?

qZ

qV

qX

m

29. Do other children like to play with your
child?

qZ

qV

qX

m

30. Does your child like to play with other
children?

qZ

qV

qX

m

31. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

qX

qV

qZ

m

32. Does your child show an interest or knowledge
of adult sexual language and activity?

qX

qV

qZ

m

33. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

qX

qV

qZ

m

TOTAL POINTS ON PAGE
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34. Do you have concerns about your child’s eating, sleeping, or toileting habits? If so, please explain:

35. Is there anything that worries you about your child? If so, please explain:

36. What things do you enjoy most about your child?
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48 Month/4 Year ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

ZIP:

State:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Add together:

Total points on page 6

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

48 months/4 years

70

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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60 Month/5 Year
Questionnaire
(For children ages 54 through 65 months)

Important Points to Remember:


Please return this questionnaire by



If you have any questions or concerns about your child or about this
questionnaire, please call:
.



Thank you for your participation in this project.

.
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Ages & Stages Questionnaires : Social-Emotional
®

A Parent-Completed, Child-Monitoring System for Social-Emotional Behaviors
By Jane Squires, Diane Bricker, & Elizabeth Twombly
with assistance from Suzanne Yockelson, Maura Schoen Davis, & Younghee Kim
Copyright © 2002 by Paul H. Brookes Publishing Co.

60 Month/5 Year ASQ:SE
Questionnaire
(For children ages 54 through 65 months)

Please provide the following information.
Child’s name:
Child’s date of birth:
Today’s date:
Person filling out this questionnaire:
What is your relationship to the child?
Your telephone:
Your mailing address:

City:
State:

ZIP

code:

List people assisting in questionnaire completion:

Administering program or provider:

TM

2

Please read each question carefully and
1. Check the box  that best describes your child’s behavior and
2. Check the circle  if this behavior is a concern

MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

1. Does your child look at you when you talk to
her?

Z

V

X



2. Does your child cling to you more than you
expect?

X

V

Z



3. Does your child like to be hugged or cuddled?

Z

V

X



4. Does your child talk and/or play with adults
he knows well?

Z

V

X



5. When upset, can your child calm down within
15 minutes?

Z

V

X



6. Does your child seem too friendly with
strangers?

X

V

Z



7. Can your child settle herself down after periods
of exciting activity?

Z

V

X



8. Does your child seem happy?

Z

V

X



9. Does your child cry, scream, or have tantrums
for long periods of time?

X

V

Z
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SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

Z

V

X



Does your child go to the bathroom by herself?
(Reminders and help with wiping are okay.)

Z

V

X



12. Does your child have eating problems, such as
stuffing foods, vomiting, eating nonfood items,
or _______________________ ?
(You may write in another problem.)

X

V

Z



13. Can your child stay with activities he enjoys
for at least 15 minutes (not including
watching television)?

Z

V

X



14. Do you and your child enjoy mealtimes
together?

Z

V

X



15. Does your child do what you ask her to do?

Z

V

X



16. Does your child seem more active than other
children his age?

X

V

Z



17. Does your child sleep at least 8 hours in a
24-hour period?

Z

V

X



10. Is your child interested in things around him,
such as people, toys, and foods?

11.

MOST
OF THE
TIME

TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

18. Does your child use words to tell you what she
wants or needs?

Z

V

X



19. Does your child use words to describe his
feelings and the feelings of others, such as,
“I’m happy,” “I don’t like that,” or “She’s sad”?

Z

V

X



20. Does your child move from one activity to the
next with little difficulty, such as from playtime
to mealtime?

Z

V

X



21. Does your child explore new places, such as a
park or a friend’s home?

Z

V

X



22. Does your child do things over and over
and can’t seem to stop? Examples are
rocking, hand flapping, spinning,
or _______________________ .
(You may write in something else.)

X

V

Z



23. Does your child hurt herself on purpose?

X

V

Z



24. Does your child follow rules (at home, at child
care)?

Z

V

X



25. Does your child destroy or damage things on
purpose?

X

V

Z



TOTAL POINTS ON PAGE
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MOST
OF THE
TIME

SOMETIMES

RARELY
OR
NEVER

CHECK IF
THIS IS A
CONCERN

26. Does your child stay away from dangerous
things, such as fire and moving cars?

qZ

qV

qX

m

27. Does your child show concern for other
people’s feelings? For example, does he look
sad when someone is hurt?

qZ

qV

qX

m

28. Do other children like to play with your child?

qZ

qV

qX

m

29. Does your child like to play with other children?

qZ

qV

qX

m

30. Does your child try to hurt other children,
adults, or animals (for example, by kicking
or biting)?

qX

qV

qZ

m

31. Does your child take turns and share when
playing with other children?

qZ

qV

qX

m

32. Does your child show an interest or knowledge
of adult sexual language and activity?

qX

qV

qZ

m

33. Has anyone expressed concerns about your
child’s behaviors? If you checked “sometimes”
or “most of the time,” please explain:

qX

qV

qZ

m
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34. Do you have concerns about your child’s eating, sleeping, or toileting habits? If so, please explain:

35. Is there anything that worries you about your child? If so, please explain:

36. What things do you enjoy most about your child?
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60 Month/5 Year ASQ:SE Information Summary
Child’s name:

Child’s date of birth:

Person filling out the ASQ:SE:

Relationship to child:

Mailing address:

City:

Telephone:

Assisting in ASQ:SE completion:

Today’s date:

Administering program/provider:

ZIP:

State:

SCORING GUIDELINES
1.

Make sure the parent has answered all questions and has checked the concern column as necessary. If all questions have been answered, go to
Step 2. If not all questions have been answered, you should first try to contact the parent to obtain answers or, if necessary, calculate an average
score (see pages 39 and 41 of The ASQ:SE User’s Guide).

2.

Review any parent comments. If there are no comments, go to Step 3. If a parent has written in a response, see the section titled “Parent Comments”
on pages 39, 41, and 42 of The ASQ:SE User’s Guide to determine if the response indicates a behavior that may be of concern.

3.

Using the following point system:
Z (for zero) next to the checked box

= 0 points

V (for Roman numeral V) next to the checked box

= 5 points

X (for Roman numeral X) next to the checked box

= 10 points

Checked concern

= 5 points

Total points on page 3

= _____

Total points on page 4

= _____

Total points on page 5

= _____

Add together:

Total points on page 6

= _____
Child’s total score = _____

SCORE INTERPRETATION
1.

Review questionnaires
Review the parent’s answers to questions. Give special consideration to any individual questions that score 10 or 15 points and any written or verbal comments that the parent shares. Offer guidance, support, and information to families, and refer if necessary, as indicated by score and referral
considerations.

2.

Transfer child’s total score
In the table below, enter the child’s total score (transfer total score from above).

3.

Questionnaire interval

Cutoff score

60 months/5 years

70

Child’s ASQ:SE score

Referral criteria
Compare the child’s total score with the cutoff in the table above. If the child’s score falls above the cutoff and the factors in Step 4 have been considered, refer the child for a mental health evaluation.

4.

Referral considerations
It is always important to look at assessment information in the context of other factors influencing a child’s life. Consider the following variables prior
to making referrals for a mental health evaluation. Refer to pages 44–46 in The ASQ:SE User’s Guide for additional guidance related to these factors and for suggestions for follow-up.
•

Setting/time factors
(e.g., Is the child’s behavior the same at home as at school?, Have there been any stressful events in the child’s life recently?)

•

Development factors
(e.g., Is the child’s behavior related to a developmental stage or a developmental delay?)

•

Health factors
(e.g., Is the child’s behavior related to health or biological factors?)

•

Family/cultural factors
(e.g., Is the child’s behavior acceptable given cultural or family context?)
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Intervention
Activity Sheets
The following social-emotional behavior development lists and activity sheets coordinate
with the ASQ:SE questionnaire intervals at 6, 12, 18, 24, 30, 36, 48, and 60 months. In addition, a social-emotional behavior development list and an activity sheet are included for
birth to 6 months of age. After a child has been screened with the ASQ:SE and program staff
have determined that there is no need to refer this child, staff may give the development
lists and activity sheets to the family as additional resources. The development lists are
intended to provide parents with guidance about what types of behaviors they may expect
from their growing child, while the activity sheets provide ideas or ways to assist their
young child’s social-emotional development. Please consider the following points when
using these resources.
First, the ASQ:SE development lists and activity sheets
•
•
•
•

May include behaviors or suggestions that are inappropriate for certain cultures
Are not an intervention. Rather, these resources can be used in a preventive manner
when children do not need further assessment.
Should not be considered comprehensive
May need to be modified to be appropriate for families (e.g., translated, shared verbally
with families, illustrated)

Second, the following information, which is not included in the development lists or activity sheets, should be made available to families. Parents may need support and/or information
about developmentally appropriate expectations and strategies related to these topics to feel
successful with their young children.
•
•
•
•
•
•

Feeding young children (including breast feeding)
Sleeping patterns
Toilet training
Guidance and discipline
Safety and childproofing home environments
Health and nutrition

SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

From birth to 6 months . . .
•
•
•
•
•
•
•
•
•
•
•
•

When she is a newborn, your baby lets you know when she is hungry and uncomfortable by crying.
Your baby often responds to your attempts to soothe him.
Your baby likes to look at your face and will look in your eyes, but only for a couple of seconds at first.
Your baby lets you know she is content by cooing.
When he is a couple of months old, your baby lets you know he is happy by smiling, laughing, and gurgling.
Your baby likes to be picked up, hugged, and cuddled by people she knows.
Your baby enjoys being with other children and people and will sometimes be fussy just because he wants
your attention.
Around 5 months your baby will sometimes stop crying when you talk to her (rather than pick her up).
Your baby likes to play with his fingers, hands, feet, and toes.
She often holds onto you and enjoys your hugs.
He recognizes familiar people by their voices.
Your baby sometimes sucks on her fingers or hands to calm herself down.
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SOCIAL-EMOTIONAL ACTIVITIES FOR INFANTS FROM BIRTH TO 6 MONTHS OLD
Sing lullabies and tell your baby nursery
rhymes. Use a soft and gentle voice
when you talk to him.

When your baby is a newborn, show her
black-and-white pictures. Place them
close to your baby (8–10 inches) so that
she can look at them.

Let your baby hear new, gentle sounds.
Quiet musical toys or soft bells will be
interesting to him.

Hold your baby and look in her eyes and
smile. Gently rub and touch her and tell
her how much you love her.

If your baby cries, pick her up and tell
her you love her. She may be hungry or
uncomfortable.

Talk to your baby about things he is
seeing, hearing, and feeling. Talk softly
and gently to him during routines of the
day.

Talk to your baby about things she
seems to like or dislike. “You don’t like
that big noise, do you?”

Let your baby lie on a blanket on the
floor and get down on the floor with him.
See the world from his point of view.

Make life interesting for your baby.
Introduce new sounds and places to him
from the safety of your arms.

Praise your baby often. Tell her how
strong she is getting and what a sweet
girl she is. Tell her you love her.

Begin to play simple games with your
baby such as Peekaboo. You can put a
cloth over your head and peek out.

Introduce new, safe* objects for your
baby to explore. Simple objects such as
plastic cups and big wooden spoons are
all new to her.

Place interesting objects on the wall
close to your baby’s bed or close to her
line of vision. Simple pictures from
magazines are great.

It’s never too early to start reading
books with your baby. Choose simple
books first and talk about the pictures
he sees. Cuddle up close.

Learn your baby’s special language. She
will “talk” to you with sounds and
gestures and let you know when she is
happy, uncomfortable, or hungry.

Gently rock your baby and dance with
him to music. Your baby will love to move
like this and be close to you.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 6 months . . .
•
•
•
•
•
•
•
•
•
•
•

Your baby responds to your smile and is beginning to laugh when looking at you.
Your baby is babbling or talking by putting sounds together such as “ma-ma-ma,” “ba-ba-ba,” and
“da-da-da.”
Your baby responds to your soothing and comforting and loves to be touched or held close.
Your baby responds to your affection and may begin to initiate signs of affection.
Your baby enjoys watching other babies and children.
Your baby tries to talk with noises and gurgles.
Your baby focuses on your voice and turns her head to your voice. She may turn to you when you call her
name.
Your baby may be frightened by loud or unfamiliar noises.
Your baby wants quiet and soothing sometimes and talking and playing at other times.
Your baby enjoys simple games like Peekaboo or This Little Piggy.
A lot of the time, your baby wants you and no one else!
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SOCIAL-EMOTIONAL ACTIVITIES FOR INFANTS 6 MONTHS OLD
Learn your baby’s special routines, and
try to settle into a consistent routine for
eating, sleeping, and diapering. Talk to
your baby about his routines. This will
help your baby feel secure and content.

Your baby likes to hear new sounds.
Bells, whistles, and barking dogs are all
new and interesting. Talk to your baby
about what she is hearing.

Get down on the floor with your baby
and play with him on his level. Look at
toys, books, or objects together. Have
fun, laugh, and enjoy your special time
together.

When your baby cries, respond to her.
Whisper in her ear to quiet her. Hold her
close and make soft sounds. This will
help her know you are always there and
that you love her.

Play Peekaboo and Pat-a-Cake with
your baby. Be playful, have fun, and
laugh with your baby. She will respond
with smiles and laughs.

Read to your baby. Snuggle up close,
point to pictures, and talk about what
you are seeing. Your baby will begin to
choose favorite books as he gets a bit
older.

Bring your baby to new places to see
new things. Go on a walk to a park or in
the mall, or just bring her shopping. She
will love to see new things while you
keep her safe.

When you are working in your home,
place your baby in new areas or in new
positions. The world looks very different
from a new spot!

Let your baby begin to feed himself bits
of food and help feed himself with a
spoon and a cup. He will begin to enjoy
doing things by himself.

Use your baby’s name when you dress,
feed, and diaper her: “Here is Dusty’s
finger,” “Here is Jen’s foot.”

Provide new objects for your baby to
explore.* Everything is interesting to him.
Plastic cups, large wooden spoons, and
wet washcloths are all new and
interesting.

“Talk” with your baby. When your baby
makes a sound, imitate the sound back
to her. Go back and forth as long as
possible.

Sing songs to your baby and tell her
nursery rhymes. Make up songs about
your baby using her name. This will
make her feel special and loved.

Bath time* is a wonderful time to have
fun and be close with your baby.
Sponges, plastic cups, and washcloths
make simple, inexpensive tub toys.

Enjoy music with your baby. Pick her up,
bounce gently, and twirl with her in your
arms. Try new and different types of
music to dance to.

Go over and visit a friend who has a baby
or young child. Stay close to your baby
and let him know that these new people
are okay. It takes a little time to warm up.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 12 months (1 year) . . .
•
•
•
•
•
•
•
•
•
•
•
•

Your baby responds to her name when you call her.
Your baby is interested in other babies and children.
Your baby is showing many emotions, such as happiness, sadness, discomfort, and anger.
Your baby may be shy around new people and seem jealous if you pay attention to someone else. He may
need some time to watch and warm up to new people and new places.
Your baby may have fears such as of falling, darkness, large animals, loud sounds, or changes in routines.
Your baby responds differently to strangers than she does to family members and friends that she sees a lot.
Your baby wants you in his sight all of the time and may get upset when you leave him with someone else.
Your baby is imitating other children and adults. She may imitate things such as sounds, actions, and facial
expressions.
Your baby gives affection by hugging and kissing people, pets, or stuffed animals.
Your baby watches other people and may respond to someone’s distress by crying or showing distress
himself.
Your baby is beginning to show her likes and dislikes and may push things away that she does not like. She
may be attached to a special toy or blanket.
Your baby is becoming more independent and may seem stubborn or frustrated when he can’t do something
himself.
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SOCIAL-EMOTIONAL ACTIVITIES FOR INFANTS 12 MONTHS OLD (1 YEAR OLD)
Keep a routine at home for eating,
sleeping, diapering, and playtimes. Talk
to your baby about routines and what
will be next. This will help her feel
secure.

Let your baby know how much you love
him and how special he is every day—
when he wakes up in the morning and
when he goes to sleep at night.

Play on the floor with your baby every
day. Crawl around with her, or just get
down and play on her level. She will
really enjoy having you to herself.

Play simple games with your baby such
as Pat-a-Cake, Peekaboo, and Hide and
Seek, or chase each other. Laugh and
have fun together!

While you are making dinner, your baby
can “help.” Have a drawer or cupboard
that he can empty that is full of safe
kitchen things such as measuring cups
and big spoons.

Play gentle tickle games with your
baby, but make sure to stop when she
lets you know she has had enough.
Watch her carefully and you will know.

Dance to music with your baby. Hold his
hands while he bends up and down.
Clap and praise him when he “dances”
by himself.

Play name games with your baby like,
“Where is Rita?”

Go on a walk to a park or a place where
children play. Let your baby watch them
and visit a little if she is ready.

Play with child-safe mirrors* with your
baby. Make silly expressions and talk to
your baby about what he is seeing in
the reflection.

Twirl your baby around. She will enjoy
a little rough-and-tumble play, but make
sure you stop when she has had
enough.

Read together with your baby. Before
naptime and bedtime is a great time to
read together. Let your baby choose the
book and snuggle up!

Let your baby have as many choices
about foods, clothing, toys, and events
as possible. He will enjoy making
choices.

Invite a friend over who has a baby or
young child. Make sure you have
enough toys for both children. It’s a little
early for them to know about sharing.

Sit on the floor with your baby and roll
a ball back and forth. Clap your hands
when your baby pushes the ball or
“catches” the ball with his hands.

When you are dressing or diapering your
baby, talk about her body parts and
show her your body parts: “Here is
Mommy’s nose; here is Mary’s nose.”

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 18 months . . .
•
•

Your toddler is generally happy and smiles at people, including other children.
Your toddler likes to talk and is using more words every day.

•
•
•
•
•
•
•

Your toddler likes to show affection and give hugs and kisses.
Your toddler may be showing different emotions such as fear, sympathy, modesty, guilt, or embarrassment.
Your toddler likes to do things by himself. He may seem stubborn, but this is normal.
Your toddler likes to help out with simple household tasks.
Your toddler turns to you for help when she is in trouble.
He enjoys playing near other children, but not with them yet.
She may hand objects to other children, but she doesn’t understand how to share and wants the toys right
back.
Your toddler can play by himself for short periods of time.
Your toddler has specific likes and dislikes.
Your toddler likes to say “No!” She may have a quick temper and sometimes hits when frustrated.
Your toddler loves to be held and read to and becomes upset when separated from you.
Your toddler loves to imitate others.
Your toddler likes to be the center of attention.
Your toddler recognizes himself in mirror or pictures.

•
•
•
•
•
•
•
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SOCIAL-EMOTIONAL ACTIVITIES FOR INFANTS 18 MONTHS OLD
Your toddler likes to have a consistent
daily routine. Talk to him about what you
are doing now and what will be happening next. Give him time to be active
and time to be quiet.

Your toddler loves to have lots of hugs
and kisses. Give big hugs, little hugs,
loud kisses, soft kisses. Tell him you
love him soooo much!

Your toddler will enjoy gentle roughhousing and tickling games. Make sure
he can let you know when he has had
enough. He will like quiet snuggle-up
times, too.

Have a pretend party with stuffed animals
or dolls. You can cut out little “presents”
from a magazine, make a pretend “cake,”
and sing the birthday song.

Your toddler needs a lot of time to move
around and exercise.* Go for a walk to
the park, visit a playground, or make a
trip to a shopping mall.

Your toddler will love to help out with
daily tasks. Give him simple “jobs” to do
and let him know what a big boy he is.
He can wipe off a table, put his toys
away, or help sweep up.

Play simple games such as Hide and
Seek and Chase with your toddler. Have
fun and laugh together.

Dance with your toddler. Make a simple
instrument out of a large plastic food tub
(for a drum) or a small plastic container
filled with beans or rice (for a shaker).

Help your child learn about emotions. In
front of a mirror make happy faces, sad
faces, mad faces, and silly faces. This
is fun!

Let your toddler help out during mealtimes by bringing some things to the
table or setting a place.

Your child might enjoy having a little
place to hide. Use a blanket or sheet to
make a tent or secret spot for her to
play in.

Your child can help clean up after playtimes. Make it simple by putting things in
a big tub or box and help him clean. Clap
and praise him for his help.

Make playhouse furniture for your child
out of boxes. For a stove, turn a box
upside down and draw “burners.” Some
plastic containers make safe pots, and
wooden spoons stir the soup.

Set up playtimes with other children.
Your child doesn’t understand how to
share yet, so make sure there are plenty
of toys. Stay close by and help her
learn how to play with other children.

Your toddler is getting big and wants to
do things by himself! Let him practice
eating with a spoon and drinking with a
tippy cup during mealtimes. Get ready
for some spilling!

Story times, especially before naptime
and bedtime, are a great way to settle
down before sleep. Let your child choose
books to read and help turn pages, and
help her name what she sees.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 24 months (2 years) . . .
•
•

Your toddler likes to imitate you, other adults, and her friends.
Your toddler wants to do everything by himself, even though he can’t!

•
•

Your toddler’s favorite words are “mine,” “no,” “me do it.”
Your toddler has a lot of emotions, and her emotions can be very “big.” She can get angry and have temper
tantrums.
Your toddler likes to imitate household tasks and can put some of his toys away with help from you.

•
•
•
•
•
•
•
•
•
•

Your toddler loves to try new things and explore new places but wants to know you are nearby to keep her
safe.
Your toddler is very interested in other children and is still learning how to play with them.
He will play nearby other children, but not really with them. He doesn’t understand how to share his things
yet.
Your toddler has a hard time waiting and wants things right now.
Your toddler loves attention from familiar adults and children but may act shy around strangers.
Your toddler is learning how to show affection by returning a hug or kiss. She tries to comfort familiar
people who are in distress.
Your toddler knows his name and knows what he likes and dislikes. He may be very attached to certain
things such as a special book, toy, or blanket.
Your toddler enjoys simple pretend play like pretending to cook or talk on the telephone.
Your toddler is learning about the routines in your home, but generally she is unable to remember rules.
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SOCIAL-EMOTIONAL ACTIVITIES FOR INFANTS 24 MONTHS OLD (2 YEARS OLD)
Try to have clear routines during the day,
and let your child know what will be
happening next. “Remember, after we
brush hair, we get dressed.”

Your child is learning about rules but
will need lots and lots of reminders.
Keep rules short and simple, and be
consistent.

Have a special reading time every day
with your toddler. Snuggle up and get
close. Before bedtimes or naptimes is a
great time to read together.

Let your toddler know how special she
is! She will love to be praised for new
things she learns how to do: “You are so
helpful,” “Wow, you did it yourself!”

When your child plays with friends, stay
nearby to help them learn about taking
turns. It is still early for your child to
know how to share, but talking about
turns will help her learn.

Give your toddler choices, but keep
them simple. While dressing, let him
choose a red or a blue shirt. At lunch, let
him choose milk or juice.

Provide lots of time to play with other
children. Your child will play hard but
needs rest times too. Try to learn your
child’s rhythms and go with her flow.

Let your child do more things for himself.* Put a stool near the sink so he can
wash his hands and brush his teeth.
Let him pick out clothes and help dress
himself.

Get down on the floor and play with
your child. Try to follow your child’s lead
by playing with toys he wants to play
with and trying his ideas.

Encourage your child to pretend play.
With plastic cups, plastic containers,
and some spoons, you can make some
yummy “soup.” Praise your toddler’s
cooking.

Everything is new to your toddler. She
can find beauty in the little things like
some weeds growing on a path or a
pigeon pecking for seeds. Take some
time to see the little things with her.

Your toddler is learning all about
emotions. Help him label his feelings
when he is mad, sad, happy, or silly:
“You are really happy,” “You seem really
mad.”

Play Parade or Follow the Leader with
your toddler. Your child will love to copy
you—and be the leader!

If your child has a temper tantrum, stay
calm and talk in a quiet tone. If possible,
ignore her until she calms down by
herself.

Don’t forget to tell your child how much
you love him! Give him hugs and kisses
and soft touches to let him know.

Teach your child simple songs like
“Eensy Weensy Spider” where she can
use her fingers.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 30 months . . .
•
•
•
•
•
•
•
•
•
•
•
•

Your child enjoys playing alongside other children.
He likes using his increasing imagination. Puppets, dress-up clothes, dolls, and play figures are fun
playthings.
Your child is beginning to understand others’ feelings. She may be able to identify when another child is
angry or happy.
Your child is beginning to learn about sharing. He doesn’t always share but can sometimes.
Your child is getting louder and bossier at times. She may talk with a loud, urgent voice.
Your child at this age can follow simple routine directions, such as “Bring me your cup” and “Please go in
your room and get your socks.”
He enjoys hearing songs and stories—sometimes over and over again.
Your child wants to be independent sometimes but also may want you nearby. She will now easily leave
your side if she is in familiar surroundings.
He can identify whether he is a boy or a girl.
Your child may greet familiar adults and is happy to see familiar friends.
She may scream and throw temper tantrums at times.
He likes to be hugged and cuddled—but not in the middle of playtime.
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SOCIAL-EMOTIONAL ACTIVITIES FOR YOUNG CHILDREN 30 MONTHS OLD
Make a “Me Book” with your child. Take
some pieces of paper and glue in
pictures of your child, family members,
pets, or other special things. Tape the
pages together.

Tell your child funny stories about things
he did when he was a baby. Begin a
favorite story and see if he can tell what
happens next.

Show your child family photos. Talk
about the people in the pictures and
who they are: “That’s your Uncle Joe.”
Can your child tell you who the people
are?

Tell your child a favorite nursery rhyme
and ask her how the characters in the
story felt.

Give your child directions that have two
steps, like “Put all of the Legos in the
box, and then put the box away in the
closet.” Let her know what a big help
she is!

When cooking and cleaning, let your
child help.* He can do things like helping
to stir, putting flour in a cup, or putting
away spoons and forks in the drawer.

Your child loves to imitate you. Try new
words, animal sounds, and noises, and
see if your child can imitate what you
say or how you sound.

Encourage creative play, such as drawing
with crayons, painting, and playing with
playdough. Playing with chalk on the
sidewalk is fun.

Let your child do more things for
himself. Put a step stool near the
bathroom sink so he can wash his
hands and brush his teeth.

Draw and cut out different “feeling”
faces, such as angry, frustrated, and
happy. Encourage your child to use the
faces to tell you how she is feeling.

Every day, tell your child how much you
love him. Give him big hugs and little
hugs, big kisses and little kisses.

Have a special reading time every day.
Snuggle up and get close. Before
bedtimes and naptimes is a great time to
read together.

Play with your child and help her learn
how to share. Show her how to share
and praise her when she shares with
you. This is a new thing for her, so don’t
expect too much at this age.

Encourage your child to tell you his
name and age. Sometimes making up a
rhyme or song about his name will help
him remember. See if he can tell you the
name of his friends and teachers.

Sing songs and dance with your child.
Play different types of music from the
radio. Make simple instruments from
boxes, oatmeal cans, or yogurt tubs.

Take your child to a park and play with
her near other children. She may just
watch children at first but will join in with
others when she is ready.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 36 months (3 years) . . .
•
•
•
•
•
•
•
•
•

•
•

There are many things your child can do for herself, and she will tell you, “I can do it myself!”
Although he is more independent, your child is still learning to follow simple rules—and he may need gentle
reminders.
She now plays briefly with other children. She is learning more about sharing and taking turns.
He may have a special friend that he prefers playing with. Boys may prefer playing with boys, and girls with
girls.
She is becoming more independent. When you go on outings, she won’t always hold your hand and stay by
your side.
Your child’s emotions may shift suddenly, from happy to sad, from mad to silly. He’s trying to learn how to
handle his emotions.
She can sometimes express with words the feelings that she is having. She is beginning to think about the
feelings of others and may be able to identify their feelings, too.
Your child uses his imagination to create stories through pretend play with dolls, toy telephones, and action
figures.
Your child may boss people around and make demands. This shows not only that she is independent but also
that she values herself. She might do something that is asked of her but may be more willing if she thinks
it’s her idea.
Your child may be fearful and have nightmares. Television shows (even scary cartoons) can give him
nightmares.
Your child’s attention span is increasing, and she often stays with an activity for at least 5 minutes.
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SOCIAL-EMOTIONAL ACTIVITIES FOR YOUNG CHILDREN 36 MONTHS OLD (3 YEARS OLD)
Tell your child a simple story about
something she did that was funny or
interesting. See if your child can tell a
different story about herself.

Encourage your child to identify and
label his emotions and those of other
children or adults.

Provide opportunities for your child to
play with other children in your neighborhood or at a park.*

Many children this age have imaginary
friends. Let your child talk and play with
these pretend playmates.

Give your child choices. For example,
when dressing, let him choose between
two shirts or during snack time, let him
choose between two snacks.

When you and your child are cooking,
dressing, or cleaning,* give her directions that have at least two steps: “Put
that pan in the sink and then pick up
the red spoon.”

Write a letter together to grandparents,
a pen pal, or friend. See if your child can
tell you what to write about himself to
include in the letter.

Play games with your child that involve
taking turns, such as Follow the Leader
and Hopscotch.

With stuffed animals or dolls, create
conflict situations. Talk with your child
about what happened, feelings, and how
best to work out problems when they
come up.

Have a special reading time each day.
Snuggle up and get close. Slowly
increase the length of the stories so your
child can sit and listen a little longer.

Every day, let your child know you love
her and how great she is. Give her a
“high five,” a big smile, a pat on the
back, or a hug. Tell her she is super,
cool, sweet, and fun.

Tell your child a favorite story such as the
Three Little Pigs or Goldilocks and the
Three Bears. See if your child can tell you
how the animals felt in the story.

Draw and cut out different feeling faces,
and then glue them on Popsicle sticks.
Let your child act out the different
feelings with the puppets.

Get down on the floor and play with
your child. Try to follow your child’s lead
by playing with toys he wants to play
with and trying his ideas.

Play games such as Mother May I and
Red Light, Green Light that involve
following simple directions.

Tell silly jokes with your child. Simple
“What am I?” riddles are also fun. Have a
good time and laugh with your child.

*Be sure to review safety guidelines with your health care provider at each new age level.
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SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 48 months (4 years) . . .
•
•
•
•
•
•
•
•
•
•
•
•
•

Your child likes to play with other children and has favorite games and playmates.
Your child is beginning to share and take turns but is possessive of favorite toys and playthings.
Your child expresses extreme emotions at times—laughs, cries, is silly, angry. She may be able to label her
own feelings.
When your child plays, he often uses real-life situations such as going to the store, school, and gas station.
Your child may continue to have imaginary friends when playing games, sleeping at night, and going to
preschool.
Your child now understands home rules if they are short and simple.
Your child is starting to understand danger and knows when to stay away from dangerous things.
Your child loves silly jokes and has a sense of humor.
Your child is beginning to control her feelings of frustration.
Your child may use his imagination a lot, and he can be very creative.
Your child is becoming more independent and adventurous and may be attracted to try new things.
With her new independence, your child may be boastful and bossy at times.
Your child may show concern and sympathy for younger siblings and playmates when they’re hurt or upset.
His ability to empathize—to put himself in someone else’s shoes—is increasing.
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SOCIAL-EMOTIONAL ACTIVITIES FOR YOUNG CHILDREN 48 MONTHS OLD (4 YEARS OLD)
Introduce a new feeling each day using
pictures, gestures, and words. Encourage your child to use a variety of words
to describe how he feels.

Encourage activities that involve sharing,
such as blocks, crayons, playdough,
acting out stories. Give your child lots of
time to play with other children.

Provide opportunities for your child to
be creative. Empty containers, glue,
newspapers, rubber bands, and magazines can be used for making new
inventions.

Take your child to the store, to a restaurant or the library. Explore lots of new
places.* Talk with her about similarities
and differences in people.

When doing housework or yard work,
allow your child to do a small part on
her own. Let her empty the wastebasket
or clean crumbs off the table.

Talk with your child about possible
dangers in your home, such as electrical
outlets and stovetops. Talk about
outdoor dangers, too, such as crossing
the street or talking with strangers.*

Encourage your child’s independence.
Let him fix a sandwich like peanut butter
and jelly. At bedtime, let him choose his
clothes to wear the next day.

Develop a conflict or argument with
stuffed animals or puppets. Talk first
about how the different animals are
feeling. Discuss with your child how to
resolve the conflict.

Tell a favorite nursery rhyme or story.
Talk about what is make-believe and
what is real.

Using stuffed animals or play figures,
create a party or group playtime. Play
different people and talk about how they
might feel and act.

Tell a favorite nursery rhyme or story
about “anger,” and talk about positive
ways the characters in the story
resolved their differences.

Take your child to the library for story
hour. She can learn about sitting in a
group and listening to stories.

Your child is learning more about rules
but will still need reminders. Talk about
your family rules. Keep rules short and
simple, and be consistent.

Have simple props like old clothes,
boxes, and plastic utensils for playing
store, fire station, and school.

Remember at least once a day to hug
and cuddle and to praise your child for
new skills—independence, creativity,
expressing emotions, and sharing toys.

Try to have clear routines during the day,
and let your child know what will happen
next. Have a reading time and quiet time
each day.

*Be sure to review safety guidelines with your health care provider at each new age level.
The ASQ:SE User’s Guide, Squires, Bricker, and Twombly. © 2002 Paul H. Brookes Publishing Co.

SOCIAL-EMOTIONAL BEHAVIOR DEVELOPMENT IN YOUNG CHILDREN

At 60 months (5 years) . . .
•
•

Your child likes to play best with one or two other children at a time.
He likes to choose his own friends and may have a best friend.

•
•

Your child now plays simple table games like Candy Land and Lotto.
Your child likes to play in small groups at the park or at school and may play with most of the children in
her class.
He understands and can follow simple rules at home and at school.

•
•
•
•
•
•
•
•
•
•
•

Your child is showing a variety of emotions. She may be jealous of other children at times, especially of a
younger brother or sister who is getting attention.
Your child is now very independent and likes to make his own choices about clothes, foods to eat, and
activities.
Your child is sensitive to other children’s feelings and can identify feelings in others: “He’s sad.”
Your child likes to talk with familiar adults and children.
Your child understands how to take turns and share at home and at school, but she may not want to all of
the time.
Your child is beginning to understand the meaning of right and wrong. He doesn’t always do what is right,
though.
Adult approval is very important to your child. Your child looks to adults for recognition and
acknowledgment.
Your child is showing some self-control in group situations and can wait for her turn or stand in a line.
Your child is usually able to respond to requests such as “Use your quiet voice” or “Inside is for walking.”
Your child’s attention span is increasing. He is able to focus his attention for a necessary length of time such
as when directions are being given or when a story is being read.
The ASQ:SE User’s Guide, Squires, Bricker, and Twombly. © 2002 Paul H. Brookes Publishing Co.

SOCIAL-EMOTIONAL ACTIVITIES FOR YOUNG CHILDREN 60 MONTHS OLD (5 YEARS OLD)
Tell simple jokes and riddles. Your child
will love it when you laugh at her jokes.
The sillier, the better.

Gather old shirts, skirts, hats, and so
forth from friends or a thrift store.
Encourage dramatic play—acting out
stories, songs, and scenes from the
neighborhood.

Encourage your child to make choices
as often as possible. Let him choose between two or three different shirts when
dressing, or give choices of foods for
lunch.

Most of the time, your child will feel good
about doing small jobs around the
house.* Give her a lot of praise when she
does a good job, and tell her what a big
help she is.

Your child may need some help
resolving conflicts, especially with his
friends. Let him know he should use his
words but can come to you for help.

Make sure your child has plenty of rest
and quiet and alone time when she
needs it.

When your child has friends over,
encourage them to play games that
require working together. Building a
tent out of old blankets or playing balls
are examples.

Tell your child a favorite nursery rhyme
that involves the idea of “right” and
“wrong,” and discuss what kinds of
choices the characters made in the story.

Let your child know how special she is.
Give her a lot of love, praise, and hugs
every day.

Show your child pictures cut out from
magazines of people from different cultures. Talk about things that are the
same or different between your family
and other families.

Ask your child his birthday, telephone
number, and first and last name.
Practice what he would do if he got
separated from you at the store.

Play games with your child. Board games
or card games that have three or more
rules are great. Go Fish, Checkers, or
Candy Land are examples.

Have a special time for reading each
day. Snuggle up and get close. Before
bedtime is a great time to read together.

Using hand-drawn pictures or pictures
cut out from a magazine, talk about real
dangers (fire, guns, cars) and makebelieve dangers (monsters under the
bed, the dark).

Build a store, house, puppet stage, or
fire truck out of old boxes. Your child
can invite a friend over to play store or
house, have a puppet show, or be
firefighters.

Encourage your child to talk about the
different rules at home and at school.
Talk about why we have rules.

*Be sure to review safety guidelines with your health care provider at each new age level.
The ASQ:SE User’s Guide, Squires, Bricker, and Twombly. © 2002 Paul H. Brookes Publishing Co.

About the ASQ:SE

This CD includes a series of eight questionnaires for the Ages & Stages Questionnaires®:
Social-Emotional (ASQ:SE) system, which were developed to assist with monitoring and
1
identification of children from 3 months to 5 /2 years of age. The Ages & Stages Questionnaires®: Social-Emotional are designed to complement the Ages & Stages Questionnaires®
(ASQ) by assisting parents, caregivers, and early intervention and early childhood personnel
in the timely identification of children with responses or patterns of responses that indicate
possible future social or emotional difficulties. This screening tool helps to identify the need
for further social and emotional behavioral assessment in children—that is, to identify those
children who are in need of further evaluation and those who appear to be developing typically. Like the ASQ, the ASQ:SE system is designed to be completed by the parents or caregivers of young children rather than by trained professionals. (For more information about
the development and developers of the ASQ:SE system, see The ASQ:SE User’s Guide.)
THE ASQ:SE USER’S GUIDE AND OTHER COMPONENTS
The ASQ:SE User’s Guide is a companion to these questionnaires and contains necessary
information for using the entire ASQ:SE monitoring system. Procedures for planning a
monitoring program, using and scoring the questionnaires, making referrals, and evaluating
the monitoring program throughout implementation are included in the User’s Guide. A
number of useful sample letters and forms are also provided—in both English and Spanish—
in the User’s Guide. In addition, the User’s Guide includes information about other ASQ
products, a description of typical stages of social and emotional development, suggested
intervention activities for distribution to families, and case studies, as well as a compilation of the data and analyses conducted on the questionnaires. In particular, validity, sensitivity, specificity, and overreferral and underreferral rates are addressed.
Several optional components are available. The videotape ASQ:SE in Practice explains
in further detail how to use the ASQ:SE questionnaires in a variety of settings and explains
how to score and interpret ASQ:SE results. The Ages & Stages Questionnaires® on a Home
Visit is a videotape that describes using the ASQ questionnaires in the home environment
with families. The videotape ASQ Scoring and Referral explains how to score and interpret
ASQ questionnaire results. The ASQ CD-ROM, available in English or Spanish, contains
all 19 of the ASQ questionnaires and scoring sheets, along with 200 intervention activities
from The ASQ User’s Guide. The Ages & Stages Activities contains developmentally
appropriate activities, divided by age range and ASQ domain, that parents can use with
their children. (See the Order Forms for ordering information for the ASQ and ASQ:SE products.)

THE QUESTIONNAIRES
The Ages & Stages Questionnaires®: Social-Emotional, which are also available in Spanish,
are color coded for easy reference. They are intended to be photocopied in the course of service provision to families. The questionnaires can be mailed to parents and completed by
them in the home environment, with the assistance of a nurse or social worker on a home
visit or during a telephone interview, by parents at a medical clinic prior to a well-child
check- up, or by a child’s regular caregiver at a child care center.
Each questionnaire has a title page with an area containing a shaded drawing of a parent
and child. A program logo or agency contact information may be placed in this shaded area
so that it will appear on all duplicated questionnaires. If the questionnaires are to be used in
mail-back format, the address of the program should be on the mail-out and mail-back
sheet, which is also included, for easy return by parents.
Each questionnaire contains 22–36 questions addressing seven behavioral areas: selfregulation, compliance, communication, adaptive functioning, autonomy, affect, and interaction with people. To promote read-ability and parental identification with the forms,
questionnaire items are worded with alternating male and female pronouns.
Anyone who spends time with a child on a regular basis, such as parents, caregivers, foster parents, grandparents, aunts, and uncles, is qualified to answer the questionnaire items.
If parents or caregivers are not sure whether a child exhibits a particular behavior described
in a questionnaire item, professionals should not advise or lead parents but instead should
encourage them to use their judgment.
Because a screening tool is brief, mistakes will occur; children who do not have difficulties may be referred for further assessment, and children with difficulties may not be identified as needing further assessment. Thus, results from the ASQ:SE will not identify which
children have difficulties and which ones do not. Rather, the results will suggest which
children should be referred for further evaluation and which ones appear to be developing
typically. Because the Ages & Stages Questionnaires®: Social-Emotional involve parents as
screeners of their young child’s development, completing the questionnaires may enhance
parents’ knowledge of their child’s developmental status while involving them in the
assessment process. In addition, serial or sequential monitoring has been shown to be more
effective than one-time screening. Therefore, having parents complete the ASQ:SE questionnaires at regular intervals as their child develops may prove to be more effective and
cost efficient than one-time screening programs conducted by professionals.
No one questionnaire or screening tool will be culturally appropriate for all children and
families. Modifications may need to be made, such as translating certain phrases into a family’s native language or seeking advice from a mental health professional who is familiar with
the culture of the family to determine whether behaviors are within a cultural “norm.”
If parents cannot read English or Spanish at a fifth- to sixth-grade level, someone can
read the items aloud and help parents to complete the questionnaire. There are, however,
some parents who may not answer the questionnaire accurately. Parents with limited cognitive abilities and those abusing alcohol or drugs are examples of parents who may have
difficulty. Other professionally administered screening tools, such as those that are listed in
The ASQ:SE User’s Guide, may be more appropriate for children in these families.

SCORING PROCEDURES
The ASQ:SE Information Summary is designed to be completed by professionals and maintained by programs as a record of the child’s performance on a questionnaire. A cutoff score
appears on each ASQ:SE Information Summary that can easily be compared with the child’s
performance at that age interval to determine whether the child should be referred for further evaluation. Factors to consider when making referral decisions, such as the child’s current health status and family/cultural factors such as stressful events, are also included.
The questionnaires are scored by converting each response—most of the time, sometimes, and rarely or never—to a numerical value. The letters Z, V, and X appear next to each
check box on the questionnaires. The numerical values 0, 5, and 10 correspond to Z, V, and
X, respectively. Also, each time that parents mark that an item is an area of concern, 5
points is added to the child’s score. To score the questionnaire, the numerical equivalents
for each answer are added together to determine a total, which is compared with the empirically derived cutoff point for the questionnaire. If a child’s total score is higher than the
cutoff point, the child should be referred for further evaluation. Again, more explanation of
how to score the questionnaires and how to determine when to refer a child for further evaluation can be found in The ASQ:SE User’s Guide.
A MESSAGE FROM THE AUTHORS
The Ages & Stages Questionnaires®: Social-Emotional were designed to encourage screening of large numbers of children in an economical and efficient way. Our goal is to assist
you in establishing a system that can identify children in need of intervention services in a
timely and cost-effective manner. The ASQ:SE system works with the original ASQ to provide a more complete assessment of a child’s development. The first edition of the Ages &
Stages Questionnaires® was published in 1995; a second edition was released in 1999. We
have valued the input and enthusiastic feedback we have received from the hundreds of personnel who are using the first and second edition ASQ questionnaires in screening, monitoring, and home visiting programs. The ASQ:SE contains eight questionnaires to be used at
intervals at 6, 12, 18, 24, 30, 36, 48, and 60 months. This tool should assist parents, caregivers, and early intervention and early childhood personnel to identify children that may
be at risk for developing social or emotional difficulties. We hope that you will find
these materials of use and that, ultimately, the social and emotional developmental outcomes of young children and families will be improved.

About the Authors
The ASQ:SE system, including the Ages & Stages Questionnaires®: Social-Emotional—
English and Spanish versions, The ASQ:SE User’s Guide, and ASQ:SE in Practice, was
developed by the following authors:
Jane Squires, Ph.D., Professor and Director, Early Intervention Program, Center on
Human Development, University of Oregon, Eugene, Oregon 97403
Dr. Squires is a professor in special education, focusing on the field of early intervention. She is also Associate Director of the University of Oregon Center for Excellence
in Development Disabilities. Dr. Squires has directed several research studies at the
University of Oregon on the Ages & Stages Questionnaires® and the Ages & Stages
Questionnaires®: Social-Emotional. In addition, she has directed national outreach
training activities related to developmental screening and the involvement of parents
in the assessment and monitoring of their child’s development. In addition to her interests in screening and tracking, Dr. Squires directs a master’s-level early intervention/special education personnel preparation program and teaches courses in early
intervention at the University of Oregon.
Diane Bricker, Ph.D., Professor Emerita and Former Director, Early Intervention
Program, Center on Human Development, University of Oregon, Eugene, Oregon
97403
Dr. Bricker has focused her professional career on the development and study of
assessment/evaluation systems and intervention approaches for young children with
disabilities and those who are at risk for disabilities. She has also been instrumental
in the development and implementation of graduate-level personnel preparation programs. These programs have produced professionals who are delivering quality services to thousands of young children and their families. Dr. Bricker has published
extensively in the field of early intervention.
Elizabeth Twombly, M.S., Senior Research Assistant, Early Intervention Program,
Center on Human Development, University of Oregon, Eugene, Oregon 97403
Ms. Twombly is a senior research assistant at the Early Intervention Program. She has
coordinated research activities on the Ages & Stages Questionnaires®: SocialEmotional and has been involved in several research studies on the Ages & Stages
Questionnaires®. In addition, Ms. Twombly provides training and technical assistance
to agencies on a variety of topics including screening and child-find activities, social and
emotional assessment of young children, and the inclusion of parents in service provision.
Suzanne Yockelson, Ph.D., Research Associate, Early Intervention Program, Center on
Human Development; and Program Coordinator, Educational Studies: Educational
Foundations, and Instructor, Teacher Education Program, College of Education,
University of Oregon, Eugene, Oregon 97403

Dr. Yockelson earned her doctorate at the University of Oregon in 1999. She consults
with various state programs on using the Ages & Stages Questionnaires® for developmental screening of infants and young children. She teaches courses on child development, research, and curriculum at the University of Oregon’s College of Education.
Dr. Yockelson’s research interests include the social and emotional development of
infants and young children and parent education.
Maura Schoen Davis, Ph.D., Private Consultant, Early Intervention, Asheville, North
Carolina
Dr. Davis earned her doctorate from the University of Oregon, where she investigated the concurrent validity of the Ages & Stages Questionnaires®: Social-Emotional.
She is conducting training in evaluation and management as well as consulting in early
intervention and early childhood special education.
Younghee Kim, Ph.D., Associate Professor, Master of Arts in Teaching Program,
Education Department, Southern Oregon University, 1250 Siskiyou Boulevard,
Ashland, Oregon 97520
Dr. Kim works with Early Childhood and Elementary Education Master of Arts in
Teaching Program students at Southern Oregon University. She graduated from
Sogang University in Seoul, Korea, in 1985. She received her master’s degree in 1992
and her doctorate in 1996 from the University of Oregon in the area of early intervention/early childhood special education. Her special research interests include
alternative assessment for young children with special needs, parent involvement in
early intervention, and young children with emotional and social challenges, as well
as multicultural education for children with diverse backgrounds. She lives with her
husband and two young, bilingual children in Ashland, Oregon.

Brookes On Location
Brookes On Location is a program that connects you with the experts behind Brookes
books for seminars tailored to your agency’s specific needs. We offer you an outline of
the seminar, and you determine the venue for the seminar and the professional development priorities for the participants.
Using ASQ:SE to Assess Young Children for Social or Emotional Difficulties
This seminar introduces the Ages & Stages Questionnaires®: Social-Emotional
(ASQ:SE) and show participants how to use this low-cost, reliable new tool to identify children 6–60 months old who are at risk for social or emotional difficulties.
This seminar typically encompasses an introduction to assessment and the ins and
outs of using ASQ:SE, from setting up a tickler system, administering the questionnaires, tracking results, and scoring the questionnaires, to communicating results to
families and considering the options for following up after questionnaires have been
scored. It also addresses the role of parents in the ASQ:SE assessment process, including the validity of parent reporting and factors that affect parents’ responses so that
participants can ensure that they obtain the most reliable information possible. The
speakers provide specifics on how to interpret ASQ:SE scores and how to make referral and intervention decisions based on those scores.
Programs that are already using the ASQ:SE will also find this seminar useful. The
speakers can tailor the seminar to individual programs’ needs and address any implementation issues that programs identify in advance of the seminar date.
Speakers supplement their instruction with extended case studies, and they offer roleplays and hands-on activities that give participants experience using ASQ:SE before
going out in the field to work with families.
Following this seminar, participants will be able to
•
•
•
•

administer and score ASQ:SE
interpret ASQ:SE findings and communicate the results with families
identify warning signs of social and emotional difficulties
identify resources for age-appropriate intervention strategies and activities to
enhance social-emotional development
• describe the process for referring children at-risk for social and emotional
difficulties to appropriate agencies
This seminar can be combined with instruction in ASQ so that participants will be
prepared to screen young children for developmental delays as well. “Train the trainer” sessions are also available for participants interested in instructing others to use
ASQ:SE.

Speakers
Elizabeth Twombly, M.S., has been involved with the ASQ project for 10 years. Most
recently she has worked as a Senior Research Assistant in the development of Ages &
Stages Questionnaires®: Social-Emotional (ASQ:SE). Ms. Twombly instructs early
childhood professionals nationwide from fields such as early intervention, childcare,
and public health on using ASQ in screening and monitoring programs for infants and
children who are at risk for developmental delays. She has a Master's degree in Early
Intervention from the University of Oregon.
Suzanne Yockelson, Ph.D., received her degree from the University of Oregon Early
Intervention Program and has a background in education for typically and atypically
developing children. She provides instruction on developmental screening of young
children using ASQ. Dr. Yockelson teaches a variety of courses in an undergraduate
program in teacher education which she also coordinates. Her research interests
include social and emotional development of young children and teacher education.
Linda Stone, Ph.D., is Director of the Orlando Area Part C Early Intervention Program
and Program Manager of the Developmental Center for Infants and Children at
Arnold Palmer Hospital for Children and Women. Previously, she was on faculty at
the University of South Florida College of Public Health, serving as a program director at The Lawton and Rhea Chiles Center for Healthy Mothers and Babies. Dr.
Stone’s experience includes establishing and directing the Orange County Healthy
Start Coalition (OCHSC), a not-for-profit agency advocating quality systems of prenatal and infant health services for residents of Orange County. She was also instrumental in developing and implementing a model of therapeutic childcare for substance-exposed infants, toddlers, and preschool children, and home visiting, education, and support services for their biological parents.
In the early 1990s, Dr. Stone was selected as one of three team leaders to oversee
Florida’s PL 99-457, Part H, Cost/Implementation Study. This study projected the
impact, service costs, and cost/benefits of providing early intervention services to
infants and toddlers in Florida. She has worked with the Florida State University
Center for Prevention and Early Intervention Policy, Florida Department of Health
and Rehabilitative Services, Florida Department of Education, and Arnold Palmer
Hospital for Children and Women. She is a licensed school psychologist and a marriage and family therapist.
Barbara Battin, R.N., M.P.H., is on the faculty at the University of South Florida at the
College of Nursing, where she teaches community health nursing. Ms. Battin is currently teaching two web-based courses on school health nursing and community
health. In addition, she conducts instructional programs on a variety of maternal and
child health topics including Ages & Stages Questionnaires® (ASQ), Denver II, and
the HOME scale.
Ms. Battin received a Bachelor's Degree in Nursing at Florida State University and a
Master's Degree in Public Health at the University of South Florida. She has worked
in a variety of capacities as a maternal and child health nursing consultant and
instructor. She has coordinated and presented state-wide workshops related to maternal, child, adolescent, school, and public health issues.
Jantina Clifford, M.S. is a doctoral student in the Early Intervention Program at the
University of Oregon. Ms. Clifford has taught in a variety of settings as an early childhood educator and has a master's degree in early intervention from the University of
Oregon. She currently conducts seminars on the Ages & Stages Questionnaires®
(ASQ) and the Ages & Stages Questionnaires®: Social Emotional (ASQ:SE), and she
assists in courses in the Teacher Education Program at the University of Oregon.
Jantina’s research interests are focused on infant mental health and support for adoptive families and children.

Required Materials
The ASQ:SE User’s Guide, for each participant and a CD-ROM or box of questionnaires for each office.

Seminar Length
1 day or longer
(A one-day overview of the ASQ system is available for organizations considering this
tool. No materials required.)

Number of participants
10–60

Who Will Benefit from this Seminar
Early intervention program staff, psychologists, behavior specialists, psychiatrists,
social workers, community service centers, outreach programs, state child find programs, and pediatricians
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Ages & Stages
Questionnaires®: Social-Emotional
A Parent-Completed, Child-Monitoring
System for Social-Emotional Behaviors
By Jane Squires, Ph.D., Diane Bricker, Ph.D., & Elizabeth Twombly, M.S.
with assistance from Suzanne Yockelson, Ph.D.,
Maura Schoen Davis, Ph.D., & Younghee Kim, Ph.D.

The ASQ:SE system includes:
• ASQ:SE Questionnaires: Eight color-coded, photocopiable questionnaires for use at
6, 12, 18, 24, 30, 36, 48, and 60 months of age, plus eight photocopiable scoring
sheets, and one reproducible mail-back sheet
• Edades y Etapas: Social-Emocional: The Spanish version of the ASQ:SE
questionnaires
• ASQ:SE CD-ROM: Includes all questionnaires, scoring sheets, and activity sheets;
available in English or Spanish
• The ASQ:SE User’s Guide: Complete instructions on administering and scoring
ASQ:SE, plus technical data and creative activities to share with parents
• ASQ:SE in Practice (video): A look at ASQ:SE in action, ideal for professional
development

PLACE YOUR ORDER NOW—
fill out the order form on the back of this page and mail today!

Please send me
Questionnaires on CD-ROM and
English User’s Guide

ASQ:SE in Practice
____ Stock #: 67601 US$49.95—VHS
____ Stock #: 69735 US$49.95—DVD

____ Stock #: 67861 US$149.00—English
____ Stock #: 67885 US$149.00—Spanish

CD-ROMs
Questionnaires on paper and English User’s Guide
____ Stock #: 65348 US$149.00—English
____ Stock #: 65379 US$149.00—Spanish

____ Stock #: 67854 US$125.00—English
____ Stock #: 67878 US$125.00—Spanish

Paper questionnaires
ASQ:SE User’s Guide

____ Stock #: 65324 US$125.00—English
____ Stock #: 65362 US$125.00—Spanish

____ Stock #: 65331 US$45.00—English

___ Check enclosed (payable to Brookes Publishing Co.)
___ Purchase order attached (bill my institution) *Add 2% to product total for P.O. handling fee.
___ Please charge my credit card: ❍ American Express ❍ MasterCard
❍ Visa
Credit Card #: _________________________________________________________________ Exp. Date: ____________
Signature (required with credit card use): _____________________________________________________________________
Name: __________________________________________________________Daytime Phone: ______________________
Street Address: ___________________________________________________________ ❑ residential ❑ commercial
Complete street address required.

City/State/ZIP: _____________________________________________________________ Country: _________________
E-mail Address: _______________________________________________________________________________________
❑ Yes! I want to receive email about new titles and special offers! My e-mail address will not be shared with any other party.

Convenient ways to order:
CALL toll-free 1-800-638-3775 M–F, 8 A.M. to 5 P.M. ET; FAX 410-337-8539;
MAIL order form to: Brookes Publishing Co., P.O. Box 10624, Baltimore, MD 21285-0624;
ON-LINE www.brookespublishing.com
Money-back guarantee! Ordering with Brookes is risk-free! If you are not completely satisfied, you may return books within 30 days for a full credit
of the purchase price (unless otherwise indicated). Refunds will be issued for prepaid orders. Items must be returned in resalable condition.
Policies and prices subject to change without notice. All prices in U.S. dollars. Prices may be higher outside the U.S.A.

STANDARD GROUND SHIPPING & HANDLING
(For other shipping options and rates, call 1-800-638-3775, in the U.S.A. and Canada, and 410-337-9580, worldwide.)
Continental U.S.A., AK, HI, PR,
and U.S.A. territories & protectorates
For subtotal of

Add*

US$55.00 and under

$6.49

US$55.01 and over

12%

Canada
For subtotal of

Add*

US$67.00 and under

$9.99

US$67.01 and over

15%

Orders for Canada are consolidated for shipping twice each month. For minimum
shipping time, please place your orders by the 9th or 24th of each month.

Orders within continental U.S.A ship via UPS Ground Delivery. Orders for AK, HI, PR, U.S.A.
territories & protectorate ship via USPS. Please call or email for expedited shipping options
and rates.

*calculate percentage on subtotal

Subtotal $ ________
+

5 sales tax, Maryland only $ ________
%

+

6% business tax (GST), CAN only $ ________
+

2% P.O. of subtotal $ ________
+

Shipping (see chart) $ ________
=

Total (in U.S. dollars) $ ________
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Now that you’ve successfully screened children’s social and emotional health,
evaluate other key developmental areas with the same proven, easy-to-use format!

Ages & Stages Questionnaires®
A Parent-Completed, Child-Monitoring System, Second Edition

By Diane Bricker, Ph.D., & Jane Squires, Ph.D.,
with assistance from Linda Mounts, M.A., LaWanda Potter, M.S.,
Robert Nickel, M.D., Elizabeth Twombly, M.S., & Jane Farrell, M.S.

ASQ is the flexible, reliable, and economical way to assess young children’s skills in five key developmental
areas: communication, gross motor, fine motor, problem-solving, and personal-social. Parents complete the
short, simple questionnaires, and in just 2–3 minutes, professionals convert the responses to color-coded scoring
sheets to determine the child’s progress in each developmental area.
The complete ASQ includes:
• ASQ Questionnaires: 19 photocopiable questionnaires and scoring sheets for use at 4, 6, 8, 10, 12, 14,
16, 18, 20, 22, 24, 27, 30, 33, 36, 42, 48, 54, and 60 months.
• ASQ User’s Guide: The User’s Guide helps professionals accurately administer the questionnaires
and interpret the results with the included validation data.
• ASQ CD-ROM: The PDF-format questionnaires, scoring sheets, and intervention activity sheets on
this CD-ROM are available in English or Spanish and can be printed or photocopied by a single site
as needed. They can be posted on an internal office network for use by multiple people in one
office (or by multiple people in multiple offices with the purchase a multi-site license).
• ASQ: Scoring and Referral: This 16-minute tutorial shows how to score the questionnaires accurately and make informed decisions about referrals. Available on DVD or VHS.
• The Ages & Stages Questionnaires® on a Home Visit: This 22-minute tutorial shows
a home visitor guiding a family with three children through the items on an ASQ
questionnaire. Available on DVD or VHS.
• ASQ Manager: This computer database program helps centers and agencies use ASQ more efficiently
by storing records, scoring questionnaires, creating centerwide reports, and generating parent letters.
• Ages & Stages Learning Activities: Fun, simple, and age-appropriate, these activities for children
from 1 month to 5 years address the same five developmental areas as ASQ.

PLACE YOUR ORDER NOW—
fill out the order form on the back of this page and mail today!
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Please send me
ASQ Set — User’s Guide* and CD-ROM

ASQ Questionnaires

____ Stock #69932 / US$199.00 — English
____ Stock #66956 / US$199.00 — Spanish

____ Stock #63689 / $175.00 — English
____ Stock #63696 / $175.00 — Spanish
____ Stock #64822 / $1775.00 — French
____ Stock #8015 / $115.00 — Korean
ASQ questionnaires are available in other languages.
For more information call 1-800-638-3775.

ASQ Set — User’s Guide* and Questionnaires
____
____
____
____

Stock
Stock
Stock
Stock

#63702
#63719
#64839
#65270

/
/
/
/

$199.00
$199.00
$199.00
$140.00

—
—
—
—

English
Spanish
French
Korean

The Ages & Stages Questionnaires®
on a Home Visit

The ASQ User’s Guide, Second Edition*
____ Stock #63672 / $49.00 — English

____ Stock #62187 / $49.95 — English,VHS
____ Stock #69711 / $49.95 — English, DVD

Ages & Stages Learning Activities*

ASQ Scoring & Referral

____ Book — Stock #67700 / US$24.95
____ CD-ROM — Stock #67762 / US$24.95
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult
Name: ___________________________

Age: ____

Sex:  Male  Female

Date:________

If this questionnaire is completed by an informant, what is your relationship with the individual? ___________________
In a typical week, approximately how much time do you spend with the individual? ____________________ hours/week
Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.
During the past TWO (2) WEEKS, how much (or how often) have you been
bothered by the following problems?
I.

None
Slight
Mild Moderate Severe Highest
Not at Rare, less Several More than Nearly Domain
all than a day days
half the
every Score
or two
days
day (clinician)

1. Little interest or pleasure in doing things?

0

1

2

3

4

2. Feeling down, depressed, or hopeless?

0

1

2

3

4

II.

3. Feeling more irritated, grouchy, or angry than usual?

0

1

2

3

4

III.

4. Sleeping less than usual, but still have a lot of energy?

0

1

2

3

4

5. Starting lots more projects than usual or doing more risky things than
usual?

0

1

2

3

4

6. Feeling nervous, anxious, frightened, worried, or on edge?

0

1

2

3

4

7. Feeling panic or being frightened?

0

1

2

3

4

8. Avoiding situations that make you anxious?

0

1

2

3

4

9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)?

0

1

2

3

4

10. Feeling that your illnesses are not being taken seriously enough?

0

1

2

3

4

11. Thoughts of actually hurting yourself?

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

VIII. 14. Problems with sleep that affected your sleep quality over all?

0

1

2

3

4

IX.

15. Problems with memory (e.g., learning new information) or with location
(e.g., finding your way home)?

0

1

2

3

4

X.

16. Unpleasant thoughts, urges, or images that repeatedly enter your mind?

0

1

2

3

4

17. Feeling driven to perform certain behaviors or mental acts over and over
again?

0

1

2

3

4

18. Feeling detached or distant from yourself, your body, your physical
surroundings, or your memories?

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

22. Smoking any cigarettes, a cigar, or pipe, or using snuff or chewing tobacco?

0

1

2

3

4

23. Using any of the following medicines ON YOUR OWN, that is, without a
doctor’s prescription, in greater amounts or longer than prescribed [e.g.,
painkillers (like Vicodin), stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (like sleeping pills or Valium), or drugs like marijuana, cocaine
or crack, club drugs (like ecstasy), hallucinogens (like LSD), heroin,
inhalants or solvents (like glue), or methamphetamine (like speed)]?

0

1

2

3

4

IV.

V.

VI.

VII. 12. Hearing things other people couldn’t hear, such as voices even when no
one was around?
13. Feeling that someone could hear your thoughts, or that you could hear
what another person was thinking?

XI.

XII. 19. Not knowing who you really are or what you want out of life?
20. Not feeling close to other people or enjoying your relationships with them?
XIII. 21. Drinking at least 4 drinks of any kind of alcohol in a single day?
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Instructions to Clinicians
The DSM-5 Level 1 Cross-Cutting Symptom Measure is a self- or informant-rated measure that assesses mental health
domains that are important across psychiatric diagnoses. It is intended to help clinicians identify additional areas of inquiry
that may have significant impact on the individual’s treatment and prognosis. In addition, the measure may be used to track
changes in the individual’s symptom presentation over time.
This adult version of the measure consists of 23 questions that assess 13 psychiatric domains, including depression, anger,
mania, anxiety, somatic symptoms, suicidal ideation, psychosis, sleep problems, memory, repetitive thoughts and behaviors,
dissociation, personality functioning, and substance use. Each item inquires about how much (or how often) the individual has
been bothered by the specific symptom during the past 2 weeks. If the individual is of impaired capacity and unable to
complete the form (e.g., an individual with dementia), a knowledgeable adult informant may complete the measure. The
measure was found to be clinically useful and to have good test-retest reliability in the DSM-5 Field Trials that were conducted
in adult clinical samples across the United States and in Canada.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=none or not at all; 1=slight or rare, less than a day or two; 2=mild or
several days; 3=moderate or more than half the days; and 4=severe or nearly every day). The score on each item within a
domain should be reviewed. Because additional inquiry is based on the highest score on any item within a domain, the
clinician is asked to indicate that score in the “Highest Domain Score” column. A rating of mild (i.e., 2) or greater on any item
within a domain (except for substance use, suicidal ideation, and psychosis) may serve as a guide for additional inquiry and
follow up to determine if a more detailed assessment for that domain is necessary. For substance use, suicidal ideation, and
psychosis, a rating of slight (i.e., 1) or greater on any item within the domain may serve as a guide for additional inquiry and
follow-up to determine if a more detailed assessment is needed. The DSM-5 Level 2 Cross-Cutting Symptom Measures may be
used to provide more detailed information on the symptoms associated with some of the Level 1 domains (see Table 1 below).
Frequency of Use
To track change in the individual’s symptom presentation over time, the measure may be completed at regular intervals as
clinically indicated, depending on the stability of the individual’s symptoms and treatment status. For individuals with
impaired capacity, it is preferable that the same knowledgeable informant completes the measures at follow-up
appointments. Consistently high scores on a particular domain may indicate significant and problematic symptoms for the
individual that might warrant further assessment, treatment, and follow-up. Clinical judgment should guide decision making.
Table 1: Adult DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure: domains, thresholds for further inquiry, and
associated Level 2 measures for adults ages 18 and over
Domain
I.
II.
III.
IV.
V.
VI.
VII.
VIII.
IX.
X.
XI.
XII.
XIII.

Domain Name

Threshold to guide DSM-5 Level 2 Cross-Cutting Symptom Measure available online
further inquiry
Depression
Mild or greater
LEVEL 2—Depression—Adult (PROMIS Emotional Distress—Depression—Short
1
Form)
1
Anger
Mild or greater
LEVEL 2—Anger—Adult (PROMIS Emotional Distress—Anger—Short Form)
Mania
Mild or greater
LEVEL 2—Mania—Adult (Altman Self-Rating Mania Scale)
1
Anxiety
Mild or greater
LEVEL 2—Anxiety—Adult (PROMIS Emotional Distress—Anxiety—Short Form)
Somatic Symptoms
Mild or greater
LEVEL 2—Somatic Symptom—Adult (Patient Health Questionnaire 15 Somatic
Symptom Severity [PHQ-15])
Suicidal Ideation
Slight or greater None
Psychosis
Slight or greater None
1
Sleep Problems
Mild or greater
LEVEL 2—Sleep Disturbance - Adult (PROMIS—Sleep Disturbance—Short Form)
Memory
Mild or greater
None
Repetitive Thoughts Mild or greater
LEVEL 2—Repetitive Thoughts and Behaviors—Adult (adapted from the Florida
and Behaviors
Obsessive-Compulsive Inventory [FOCI] Severity Scale [Part B])
Dissociation
Mild or greater
None
Personality
Mild or greater
None
Functioning
Substance Use
Slight or greater LEVEL 2—Substance Abuse—Adult (adapted from the NIDA-modified ASSIST)

1

The PROMIS Short Forms have not been validated as an informant report scale by the PROMIS group.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—
Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 11–17
Name: ________________________________

Age: ____

Sex:  Male  Female

Date:___________

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.
None

I.
II.
III.
IV.

During the past TWO (2) WEEKS, how much (or how often) have you…
1. Been bothered by stomachaches, headaches, or other aches and pains?

Slight

Mild Moderate Severe Highest
Nearly Domain
every
Score

Not at all Rare, less Several More than
than a day days
half the
or two
days

day

0

1

2

3

4

2.

Worried about your health or about getting sick?

0

1

2

3

4

3.

Been bothered by not being able to fall asleep or stay asleep, or by waking
up too early?

0

1

2

3

4

4.

Been bothered by not being able to pay attention when you were in class or
doing homework or reading a book or playing a game?

0

1

2

3

4

5.

Had less fun doing things than you used to?

0

1

2

3

4

6.

Felt sad or depressed for several hours?

0

1

2

3

4

V. & 7.
VI. 8.

Felt more irritated or easily annoyed than usual?

0

1

2

3

4

Felt angry or lost your temper?

0

1

2

3

4

VII.

Started lots more projects than usual or done more risky things than usual?

0

1

2

3

4

0

1

2

3

4

VIII. 11. Felt nervous, anxious, or scared?

0

1

2

3

4

12. Not been able to stop worrying?

0

1

2

3

4

9.

10. Slept less than usual but still had a lot of energy?

IX.

X.

13.

Not been able to do things you wanted to or should have done, because
they made you feel nervous?

0

1

2

3

4

14.

Heard voices—when there was no one there—speaking about you or telling
you what to do or saying bad things to you?

0

1

2

3

4

15.

Had visions when you were completely awake—that is, seen something or
someone that no one else could see?

0

1

2

3

4

Had thoughts that kept coming into your mind that you would do
16. something bad or that something bad would happen to you or to someone
else?

0

1

2

3

4

17.

Felt the need to check on certain things over and over again, like whether a
door was locked or whether the stove was turned off?

0

1

2

3

4

18.

Worried a lot about things you touched being dirty or having germs or being
poisoned?

0

1

2

3

4

19.

Felt you had to do things in a certain way, like counting or saying special
things, to keep something bad from happening?

0

1

2

3

4

(clinician)

In the past TWO (2) WEEKS, have you…
XI.

XII.

20. Had an alcoholic beverage (beer, wine, liquor, etc.)?



Yes



No

21. Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tobacco?
Used drugs like marijuana, cocaine or crack, club drugs (like Ecstasy),
22. hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or
methamphetamine (like speed)?
Used any medicine without a doctor’s prescription to get high or change
the way you feel (e.g., painkillers [like Vicodin], stimulants [like Ritalin or
23.
Adderall], sedatives or tranquilizers [like sleeping pills or Valium], or
steroids)?
In the last 2 weeks, have you thought about killing yourself or committing
24.
suicide?



Yes



No



Yes



No



Yes



No



Yes



No

25. Have you EVER tried to kill yourself?



Yes



No
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Instructions to Clinicians
The DSM-5 Level 1 Cross-Cutting Symptom Measure is a self-rated measure that assesses mental health domains that are important
across psychiatric diagnoses. It is intended to help clinicians identify additional areas of inquiry that may have significant impact on
the child’s treatment and prognosis. In addition, the measure may be used to track changes in the child’s symptom presentation
over time.
This child-rated version of the measure consists of 25 questions that assess 12 psychiatric domains, including depression, anger,
irritability, mania, anxiety, somatic symptoms, inattention, suicidal ideation/attempt, psychosis, sleep disturbance, repetitive
thoughts and behaviors, and substance use. Each item asks the child, age 11–17, to rate how much (or how often) he or she has
been bothered by the specific symptom during the past 2 weeks. The measure was found to be clinically useful and had good testretest reliability in the DSM-5 Field Trials conducted in pediatric clinical samples across the United States.
Scoring and Interpretation
Nineteen of the 25 items on the measure are each rated on a 5-point scale (0=none or not at all; 1=slight or rare, less than a day or
two; 2=mild or several days; 3=moderate or more than half the days; and 4=severe or nearly every day). The suicidal ideation,
suicide attempt, and substance abuse items are each rated on a “Yes or No” scale. The score on each item within a domain should
be reviewed. Because additional inquiry is based on the highest score on any item within a domain, the clinician is asked to indicate
that score in the “Highest Domain Score” column. Table 1 (below) outlines threshold scores that may be used to guide further
inquiry for the domains. With the exception of inattention and psychosis, a rating of mild (i.e., 2) or greater on any item within a
domain that is scored on the 5-point scale may serve as a guide for additional inquiry and follow-up to determine if a more detailed
assessment for that domain is needed. The DSM-5 Level 2 Cross-Cutting Symptom measures listed in Table 1 may be used as a
resource to provide more detailed information on the symptoms associated with some of the Level 1 domains.
Frequency of Use
To track change in the child’s symptom presentation over time, it is recommended that the measure be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status. Consistently high scores on
a particular domain may indicate significant and problematic symptoms for the child that might warrant further assessment,
treatment, and follow-up. Clinical judgment should guide decision making.

Table 1: DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 11–17: domains, thresholds for further
inquiry, and associated Level 2 measures
Domain
I.
II.
III.
IV.
V.
VI.
VII.
VIII.
IX.
X.
XI.
XII.

Domain Name

Threshold to guide DSM-5 Level 2 Cross-Cutting Symptom Measure available online
further inquiry
Somatic Symptoms Mild or greater
LEVEL 2—Somatic Symptom—Child Age 11–17 (Patient Health Questionnaire
Somatic Symptom Severity [PHQ-15])
Sleep Problems
Mild or greater
LEVEL 2—Sleep Disturbance—Child Age 11-17 (PROMIS—Sleep Disturbance—
1
Short Form)
Inattention
Slight or greater None
Depression
Mild or greater
LEVEL 2—Depression—Child Age 11–17 (PROMIS Emotional Distress—
Depression—Pediatric Item Bank)
Anger
Mild or greater
LEVEL 2—Anger—Child Age 11–17 (PROMIS Emotional Distress—Calibrated
Anger Measure—Pediatric)
Irritability
Mild or greater
LEVEL 2—Irritability—Child Age 11–17 (Affective Reactivity Index [ARI])
Mania
Mild or greater
LEVEL 2—Mania—Child Age 11–17 (Altman Self-Rating Mania Scale [ASRM])
Anxiety
Mild or greater
LEVEL 2—Anxiety—Child Age 11–17 (PROMIS Emotional Distress—Anxiety—
Pediatric Item Bank)
Psychosis
Slight or greater None
Repetitive Thoughts Mild or greater
LEVEL 2—Repetitive Thoughts and Behaviors—Child 11–17 (adapted from the
& Behaviors
Children’s Florida Obsessive-Compulsive Inventory [C-FOCI] Severity Scale)
Substance Use
Yes/
LEVEL 2—Substance Use—Child Age 11–17 (adapted from the NIDA-modified
Don’t Know
ASSIST)
Suicidal Ideation/
Suicide Attempts

Yes/

None

Don’t Know

1

Not validated for children by the PROMIS group but found to have acceptable test-retest reliability with child informants in the DSM-5 Field Trial.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom
Measure—Child Age 6–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6–17
Child’s Name: _________________________________

Age: ____

Sex:  Male  Female

Date:___________

Relationship with the child: _________________________________________________________________
Instructions (to the parent or guardian of child): The questions below ask about things that might have bothered your child. For each
question, circle the number that best describes how much (or how often) your child has been bothered by each problem during the
past TWO (2) WEEKS.
None

I.
II.
III.
IV.

During the past TWO (2) WEEKS, how much (or how often) has your child…
1. Complained of stomachaches, headaches, or other aches and pains?

Slight

Mild Moderate Severe Highest

Not at Rare, less Several More than Nearly Domain
all than a day days
half the
every
Score
or two
days
day (clinician)

0

1

2

3

4

2.

Said he/she was worried about his/her health or about getting sick?

0

1

2

3

4

3.

Had problems sleeping—that is, trouble falling asleep, staying asleep, or
waking up too early?

0

1

2

3

4

4.

Had problems paying attention when he/she was in class or doing his/her
homework or reading a book or playing a game?

0

1

2

3

4

5.

Had less fun doing things than he/she used to?

0

1

2

3

4

6.

Seemed sad or depressed for several hours?

0

1

2

3

4

V. & 7.
VI. 8.

Seemed more irritated or easily annoyed than usual?

0

1

2

3

4

Seemed angry or lost his/her temper?

0

1

2

3

4

VII.

Started lots more projects than usual or did more risky things than usual?

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

9.

10. Slept less than usual for him/her, but still had lots of energy?
VIII. 11. Said he/she felt nervous, anxious, or scared?

IX.

X.

12. Not been able to stop worrying?
Said he/she couldn’t do things he/she wanted to or should have done,
13.
because they made him/her feel nervous?
Said that he/she heard voices—when there was no one there—speaking
14.
about him/her or telling him/her what to do or saying bad things to him/her?
Said that he/she had a vision when he/she was completely awake—that is,
15.
saw something or someone that no one else could see?
Said that he/she had thoughts that kept coming into his/her mind that he/she
16. would do something bad or that something bad would happen to him/her or
to someone else?
Said he/she felt the need to check on certain things over and over again, like
17.
whether a door was locked or whether the stove was turned off?
Seemed to worry a lot about things he/she touched being dirty or having
18.
germs or being poisoned?
Said that he/she had to do things in a certain way, like counting or saying
19.
special things out loud, in order to keep something bad from happening?
In the past TWO (2) WEEKS, has your child …

XI.

XII.

20. Had an alcoholic beverage (beer, wine, liquor, etc.)?



Yes



No

 Don’t Know

21. Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tobacco?
Used drugs like marijuana, cocaine or crack, club drugs (like ecstasy),
22. hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or
methamphetamine (like speed)?
Used any medicine without a doctor’s prescription (e.g., painkillers [like
23. Vicodin], stimulants [like Ritalin or Adderall], sedatives or tranquilizers [like
sleeping pills or Valium], or steroids)?
In the past TWO (2) WEEKS, has he/she talked about wanting to kill
24.
himself/herself or about wanting to commit suicide?
25. Has he/she EVER tried to kill himself/herself?



Yes



No

 Don’t Know



Yes



No

 Don’t Know



Yes



No

 Don’t Know



Yes



No

 Don’t Know



Yes



No

 Don’t Know
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Instructions to Clinicians
The DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6–17 assesses mental health domains that
are important across psychiatric diagnoses. It is intended to help clinicians identify additional areas of inquiry that may have
significant impact on the child’s treatment and prognosis. The measure may also be used to track changes in the child’s symptom
presentation over time.
The measure consists of 25 questions that assess 12 psychiatric domains, including depression, anger, irritability, mania, anxiety,
somatic symptoms, inattention, suicidal ideation/attempt, psychosis, sleep disturbance, repetitive thoughts and behaviors, and
substance use. Each item asks the parent or guardian to rate how much (or how often) his or her child has been bothered by the
specific symptom during the past 2 weeks. The measure was found to be clinically useful and had good test-retest reliability in the
DSM-5 Field Trials in pediatric clinical samples across the United States.
Scoring and Interpretation
Nineteen of the 25 items on the measure are each rated on a 5-point scale (0=none or not at all; 1=slight or rare, less than a day or
two; 2=mild or several days; 3=moderate or more than half the days; and 4=severe or nearly every day). The suicidal ideation,
suicide attempt, and substance abuse items are each rated on a “Yes, No, or Don’t Know” scale. The score on each item within a
domain should be reviewed. Because additional inquiry is based on the highest score on any item within a domain, the clinician is
asked to indicate that score in the “Highest Domain Score” column. Table 1 (below) outlines threshold scores that may be used to
guide further inquiry for each domain. With the exception of inattention and psychosis, a rating of mild (i.e., 2) or greater on any
item within a domain that is scored on the 5-point scale may serve as a guide for additional inquiry and follow-up to determine if a
more detailed assessment for that domain is needed. A parent or guardian’s rating of “Don’t Know” on the suicidal ideation, suicide
attempt, and any of the substance use items, especially for a child age 11–17, may be used as a guide for additional inquiry of the
issues with the child. The DSM-5 Level 2 Cross-Cutting Symptom measures in Table 1 may be used as a resource to provide more
detailed information on the symptoms associated with some of the Level 1 domains.
Frequency of Use
To track change in the child’s symptom presentation over time, the measure may be completed at regular intervals as clinically
indicated, depending on the stability of the child’s symptoms and treatment status, and preferably by the same parent or guardian.
Consistently high scores on a particular domain may indicate significant and problematic symptoms for the child that might warrant
further assessment, treatment, and follow-up. Clinical judgment should guide decision making.
Table 1: DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6–17: domains, thresholds for further
inquiry, and associated Level 2 measures
Domain
Domain Name Threshold to guide DSM-5 Level 2 Cross-Cutting Symptom Measure available online
further inquiry
I.
Somatic Symptoms Mild or greater
LEVEL 2—Somatic Symptom—Parent/Guardian of Child Age 6–17 (Patient Health
Questionnaire 15 Somatic Symptom Severity (PHQ-15)
II.
Sleep Problems
Mild or greater
LEVEL 2—Sleep Disturbance—Parent/ Guardian of Child Age 6–17 (PROMIS—
1
Sleep Disturbance—Short Form)
III.
Inattention
Slight or greater LEVEL 2—Inattention—Parent/Guardian of Child Age 6–17 (SNAP-IV)
IV.
Depression
Mild or greater
LEVEL 2—Depression—Parent/Guardian of Child Age 6–17 (PROMIS Emotional
Distress—Depression—Parent Item Bank)
V.
Anger
Mild or greater
LEVEL 2—Anger—Parent/Guardian of Child Age 6–17 (PROMIS Emotional
Distress—Calibrated Anger Measure—Parent)
VI.
Irritability
Mild or greater
LEVEL 2—Irritability—Parent/Guardian of Child Age 6–17 (Affective Reactivity
Index)
VII.
Mania
Mild or greater
LEVEL 2—Mania—Parent/Guardian of Child Age 6–17 (adapted from the Altman
Self-Rating Mania Scale)
VIII.
Anxiety
Mild or greater
LEVEL 2—Anxiety—Parent/Guardian of Child Age 6–17 (adapted from PROMIS
Emotional Distress—Anxiety—Parent Item Bank)
IX.
Psychosis
Slight or greater None
X.
Repetitive Thoughts Mild or greater
None
and Behaviors
XI.
Substance Use
Yes/
LEVEL 2—Substance Use—Parent/Guardian of Child Age 6–17 (adapted from the
Don’t Know
NIDA-modified ASSIST)/LEVEL 2—Substance Use—Child Age 11–17 (adapted
from the NIDA-modified ASSIST)
XII.
Suicidal Ideation/
Yes/
None
Suicide Attempts
Don’t Know
1

Not validated for children by the PROMIS group but found to have acceptable test-retest reliability with parent informants in the DSM-5 Field Trial.
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LEVEL 2—Anger—Child Age 11–17*
*

PROMIS Emotional Distress—Calibrated Anger Measure—Pediatric1

Name: _______________________

Age: ____

Sex:  Male  Female

Date:_____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “feeling irritated or easily annoyed” and/or “feeling angry or lost
your temper” at a mild or greater level of severity. The questions below ask about these feelings in more detail and
especially how often you have been bothered by a list of symptoms during the past 7 days. Please respond to each
item by marking ( or x) one box per row.
Clinician
Use
In the past SEVEN (7) DAYS…
Never

Almost
Never

Sometimes

Often

Almost
Always

1. I felt mad.
I was so angry I felt like throwing
2.
something.
I was so angry I felt like yelling at
3.
somebody.
4. When I got mad, I stayed mad.
5. I felt fed up.

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

6. I felt upset.

 1

2

3

4

5

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
The PROMIS measure was developed for and can be used with children ages 8-17.
1
This measure was not tested in the DSM-5 Field Trials.
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Instructions to Clinicians
The DSM-5 Level 2—Anger—Child Age 11–17 measure is the 6-item PROMIS Calibrated Anger Measure that assesses the
pure domain of anger in children and adolescents. The PROMIS Calibrated Anger Measure was developed for and can be
used with children ages 8–17. The measure is completed by the child prior to a visit with the clinician. Each item asks the
child receiving care to rate the severity of his or her anger during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=almost never; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 6 to 30 with higher scores indicating greater severity of anger. The clinician is asked
to review the score on each item on the measure during the clinical interview and indicate the raw score for each item in
the section provided for “Clinician Use.” The raw scores on the 6 items should be summed to obtain a total raw score.
Next, the T-score table should be used to identify the T-score associated with the child’s total raw score and the
information entered in the T-score row on the measure.
Score
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

T-Score SE
31.1
35.9
39
41.7
44.2
46.4
48.5
50.5
52.4
54.2
56.0
57.7
59.5
61.2
62.9
64.6
66.3
68.0
69.8
71.6
73.4
75.4
77.5
79.8
82.7

5.8
5.1
4.9
4.7
4.6
4.5
4.4
4.4
4.3
4.3
4.3
4.3
4.3
4.3
4.3
4.2
4.2
4.2
4.2
4.2
4.3
4.3
4.5
4.6
4.9

Note: This look-up table works only if all items on the form are answered. If 75% or
more of the questions have been answered, you are asked to prorate the raw score
and then look up the conversion to T-Score. The formula to prorate the partial raw
score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number. For example, if 5 of 6
items were answered and the sum of those 5 responses was 20, the prorated raw
score would be 20 X 6/5 = 24. The T-score in this example would be 69.8.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than 1) are missing a
response, the scores should not be used. Therefore, the child receiving care should
be encouraged to complete all of the items on the measure.
Frequency of Use
To track change in the severity of the child’s anger over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of
the child’s symptoms and treatment status. Consistently high scores on a particular
domain may indicate significant and problematic areas for the child that might
warrant further assessment, treatment, and follow-up. Your clinical judgment
should guide your decision.

©2008-2012 PROMIS Health Organization (PHO)
and PROMIS Cooperative Group.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Anger—Parent/Guardian of Child Age 6-17
(PROMIS Emotional Distress—Calibrated Anger Measure—Parent)
Rights granted: This material can be reproduced without permission by clinicians
for use with their patients. Any other use, including electronic use, requires
written permission of the PROMIS Health Organization (PHO).
Rights holder: PROMIS Health Organization (PHO) and PROMIS Cooperative
Group
To request permission for any other use beyond what is stipulated above,
contact: PROMIS Health Organization (PHO)

LEVEL 2—Anger—Parent/Guardian of Child Age 6-17*
*

PROMIS Emotional Distress—Calibrated Anger Measure—Parent1

Child’s Name: _______________________

Age: ____

Sex:  Male  Female

Date:_____________

What is your relationship with the child receiving care? ______________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “seeming irritated or easily
annoyed” and/or “seeming angry or lost his/her temper” at a mild or greater level of severity. The questions below ask
about these feelings in more detail and especially how often your child receiving care has been bothered by a list of
symptoms during the past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
In the past SEVEN (7) DAYS…

1. My child felt mad.
My child was so angry he/she felt like
2.
yelling at somebody.
My child was so angry he/she felt like
3.
throwing something.
4. My child felt upset.
5.

When my child got mad, he/she stayed
mad.

Never

Almost
Never

Sometimes

Often

Almost
Always

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

 1

2

3

4

5

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
1

This measure was not tested in the DSM-5 Field Trials.
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Instructions to Clinicians

The DSM-5 Level 2—Anger—Parent/Guardian of Child Age 6–17 measure is the 5-item PROMIS Calibrated Anger
Measure that assesses the pure domain of anger in children and adolescents. The measure is completed by the parent
or guardian about the child prior to a visit with the clinician. Each item asks the parent or guardian to rate the severity of
his or her child’s anger during the past 7 days.
Scoring and Interpretation

Each item on the measure is rated on a 5-point scale (1=almost never; 2=rarely; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 5 to 25 with higher scores indicating greater severity of anger. The clinician is asked
to review the score on each item on the measure during the clinical interview and indicate the raw score for each item in
the section provided for “Clinician Use.” The raw scores on the 5 items should be summed to obtain a total raw score.
Next, the T-score table should be used to identify the T-score associated with the total raw score and the information
entered in the T-score row on the measure.
Score T-Score SE
5
29 5.1
6
34.4 4.4
7
38.1 4.1
8
41.3 3.9
9
44.2 3.9
10
47.1 3.9
11
49.9 3.9
12
52.7
4
13
55.4 4.1
14
58 4.1
15
60.8 4.1
16
63.5 4.1
17
66
4
18
68.3
4
19
70.5 3.9
20
72.7 3.9
21
74.9 3.9
22
77.2 3.9
23
79.6 3.9
24
82.1
4
25
85.2 4.2

Note: This look-up table works only if all items on the form are answered. If 75% or more
of the questions have been answered, you are asked to prorate the raw score and then
look up the conversion to T-Score. The formula to prorate the partial raw score to Total
Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number. For example, if 4 of 5 items
were answered and the sum of those 4 responses was 17, the prorated raw score would
be 17 X 5/4 = 21, after rounding. The T-score in this example would be 77.2.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than 1) are missing a response, the
scores should not be used. Therefore, the parent or guardian should be encouraged to
complete all of the items on the measure.

©2008-2012 PROMIS Health Organization (PHO)
and PROMIS Cooperative Group.

Frequency of Use
To track change in the severity of the child’s anger over time, the measure may be completed at regular intervals as
clinically indicated, depending on the stability of the child’s symptoms and treatment status. For consistency, it is
preferred that completion of the measures at follow-up appointments is by the same parent or guardian. Consistently
high scores on a particular domain may indicate significant and problematic areas for the child that might warrant
further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.
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LEVEL 2—Anxiety—Child Age 11–17*
*

PROMIS Emotional Distress—Anxiety—Pediatric Item Bank

Name: _______________________

Sex:  Male  Female

Age: ____

Date:_____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “feeling nervous, anxious, or scared”, “not being able to stop
worrying” and/or “not being able to do things you wanted to or should have done because they made you feel nervous”
at a mild or greater level of severity. The questions below ask about these feelings in more detail and especially how
often you have been bothered by a list of symptoms during the past 7 days. Please respond to each item by marking
( or x) one box per row.
Clinician
Use
Item Score

In the past SEVEN (7) DAYS.…
Never

Almost
Never

Sometimes

Often

Almost
Always

1. I felt like something awful might happen.

 1

2

3

4

5

2. I felt nervous.

 1

2

3

4

5

3. I felt scared.

 1

2

3

4

5

4. I felt worried.

 1

2

3

4

5

5. I worried about what could happen to me.

 1

2

3

4

5

6. I worried when I went to bed at night.

 1

2

3

4

5

7. I got scared really easy.

 1

2

3

4

5

8. I was afraid of going to school.

 1

2

3

4

5

9. I was worried I might die.

 1

2

3

4

5

10. I woke up at night scared.

 1

2

3

4

5

11. I worried when I was at home.

 1

2

3

4

5

12. I worried when I was away from home.

 1

2

3

4

5

13. It was hard for me to relax.

 1

2

3

4

5

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
*

The PROMIS measure was developed for and can be used with children ages 8-17 but was tested in children ages 11–17 in the DSM-5 Field Trials.
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Instructions to Clinicians
The DSM-5 Level 2—Anxiety—Child Age 11–17 measure is the 13-item PROMIS Anxiety Short Form that assesses the
pure domain of anxiety in children and adolescents. The PROMIS Anxiety scale was developed for and can be used with
children ages 8–17; however, it was tested only in children ages 11–17 in the DSM-5 Field Trials. The measure is
completed by the child prior to a visit with the clinician. Each item asks the child receiving care to rate the severity of his
or her anxiety during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=almost never; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 13 to 65 with higher scores indicating greater severity of anxiety. The clinician is
asked to review the score on each item on the measure during
Score T-Score SE
Score T-Score SE
the clinical interview and indicate the raw score for each item
13
32.3 5.7
40
64.5 3.1
in the section provided for “Clinician Use.” The raw scores on
the 13 items should be summed to obtain a total raw score.
14
36.6 4.8
41
65.3 3.1
Next, the T-score table should be used to identify the T-score
15
38.9 4.6
42
66 3.1
associated with the child’s total raw score and the information
16
41.1 4.3
43
66.8 3.1
entered in the T-score row on the measure.
17
42.8 4.1
44
67.5 3.1
18
44.3 3.9
45
68.2 3.1
Note: This look-up table works only if all items on the form are
19
45.7 3.8
46
69 3.1
answered. If 75% or more of the questions have been
answered, you are asked to prorate the raw score and then
20
47 3.7
47
69.7 3.1
look up the conversion to T-Score. The formula to prorate the
21
48.2 3.6
48
70.5 3.1
partial raw score to Total Raw Score is:
22
49.4 3.5
49
71.3 3.1
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39

50.4
51.4
52.4
53.3
54.2
55.1
56
56.8
57.6
58.4
59.2
60
60.8
61.6
62.3
63.1
63.8

3.4
3.4
3.3
3.3
3.3
3.3
3.2
3.2
3.2
3.2
3.2
3.2
3.2
3.1
3.1
3.1
3.1

50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65

©2008-2012 PROMIS Health Organization (PHO)
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72
72.8
73.6
74.4
75.3
76.1
77
77.9
78.9
79.9
81
82.1
83.3
84.7
86.1
88

3.1
3.2
3.2
3.2
3.2
3.3
3.3
3.4
3.4
3.5
3.6
3.7
3.7
3.8
3.8
3.8

(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
For example, if 12 of 13 items were answered and the sum of
those 12 responses was 40, the prorated raw score would be
40 X 13/12 = 43, after rounding. The T-score in this example
would be 66.8.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than 3)
are missing a response, the scores should not be used.
Therefore, the child receiving care should be encouraged to
complete all of the items on the measure.

Frequency of Use
To track change in the severity of the child’s anxiety over time, the measure may be completed at regular intervals as
clinically indicated, depending on the stability of the child’s symptoms and treatment status. Consistently high scores on
a particular domain may indicate significant and problematic areas for the child that might warrant further assessment,
treatment, and follow-up. Your clinical judgment should guide your decision.
Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
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instruments’ usefulness in characterizing patient status and improving patient
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LEVEL 2—Anxiety—Parent/Guardian of Child Age 6-17*
*

Adapted from PROMIS Emotional Distress—Anxiety—Parent Item Bank

Child’s Name: _______________________

Age: ______

Sex:  Male  Female

Date:_________________

What is your relationship with the child receiving care?__________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “feeling nervous, anxious, or
scared”, “not being able to stop worrying”, and/or “couldn’t do things he/she wanted to or should have done because
they made him/her feel nervous” at a mild or greater level of severity. The questions below ask about these feelings in
more detail and especially how often your child receiving care has been bothered by a list of symptoms during the past
7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
In the past SEVEN (7) DAYS, my child said that he/she …
Never

Almost
Never

Sometimes

Often

Almost
Always

1. Felt like something awful might happen.

 1

2

3

4

5

2. Felt nervous.

 1

2

3

4

5

3. Felt scared.

 1

2

3

4

5

4. Felt worried.

 1

2

3

4

5

5. Worried about what could happen to him/her.

 1

2

3

4

5

6. Worried when he/she went to bed at night.

 1

2

3

4

5

7. Got scared really easy.

 1

2

3

4

5

8. Was afraid of going to school.

 1

2

3

4

5

9

 1

2

3

4

5

 1

2

3

4

5

Worried when he/she was at home.

10. Worried when he/she was away from home.

Item
Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.
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Instructions to Clinicians
The DSM-5 Level 2—Anxiety—Parent/Guardian of Child Age 6–17 measure is the 10-item PROMIS Anxiety Form that
assesses the pure domain of anxiety in children and adolescents. The measure is completed by the parent or guardian
about the child prior to a visit with the clinician. Each item asks the parent or guardian to rate the severity of his or her
child’s anxiety during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=almost never; 2=rarely; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 10 to 50 with higher scores indicating greater severity of anxiety. The clinician is
asked to review the score on each item on the measure during the clinical interview and indicate the raw score for each
item in the section provided for “Clinician Use.” The raw scores on the 10 items should be summed to obtain a total raw
score. Next, the T-score table should be used to identify the T-score associated with the total raw score and the
information entered in the T-score row on the measure.
Score T-Score SE
10
34.4
5.6
11
39.4
4.3
12
42.3
3.9
13
44.6
3.5
14
46.5
3.2
15
48.2
3.1
16
49.7
2.9
17
51.1
2.9
18
52.4
2.8
19
53.6
2.8
20
54.8
2.7
21
55.9
2.7
22
57.1
2.7
23
58.2
2.8
24
59.3
2.8
25
60.4
2.8
26
61.5
2.8
27
62.6
2.8
28
63.7
2.9
29
64.8
2.9
30
65.8
2.9

Score T-Score SE
31
66.9
2.9
32
67.9
2.9
33
68.9
2.9
34
70
2.9
35
71
2.8
36
72
2.8
37
73
2.8
38
73.9
2.8
39
74.9
2.8
40
75.9
2.8
41
76.9
2.8
42
77.9
2.8
43
79
2.8
44
80
2.8
45
81.2
2.9
46
82.4
3
47
83.6
3.1
48
85
3.2
49
86.6
3.2
50
88.8
3.3

©2008-2012 PROMIS Health Organization (PHO)
and PROMIS Cooperative Group.

Note: This look-up table works only if all items on the form are
answered. If 75% or more of the questions have been
answered, you are asked to prorate the raw score and then look
up the conversion to T-Score. The formula to prorate the partial
raw score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
For example, if 9 of 10 items were answered and the sum of
those 9 responses was 28, the prorated raw score would be 28 X
10/9 = 31, after rounding. The T-score in this example would be
66.9.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than 2)
are missing a response, the scores should not be used.
Therefore, the parent or guardian should be encouraged to
complete all of the items on the measure.

Frequency of Use
To track change in the severity of the child’s anxiety over time, the measure may be completed at regular intervals as
clinically indicated, depending on the stability of the child’s symptoms and treatment status. For consistency, it is
preferred that completion of the measures at follow-up appointments is by the same parent or guardian. Consistently
high scores on a particular domain may indicate significant and problematic areas for the child that might warrant
further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Depression—Child Age 11–17 (PROMIS Emotional Distress—
Depression—Pediatric Item Bank)
Rights granted: This material can be reproduced without permission by clinicians
for use with their patients. Any other use, including electronic use, requires
written permission of the PROMIS Health Organization (PHO).
Rights holder: PROMIS Health Organization (PHO) and PROMIS Cooperative
Group
To request permission for any other use beyond what is stipulated above,
contact: PROMIS Health Organization (PHO)

LEVEL 2—Depression—Child Age 11–17*
*

PROMIS Emotional Distress—Depression—Pediatric Item Bank

Name: _______________________

Age: ____

Sex:  Male  Female

Date:_____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “having little interest or pleasure in doing things” and/or “feeling
down, depressed, or hopeless” at a mild or greater level of severity. The questions below ask about these feelings in
more detail and especially how often you have been bothered by a list of symptoms during the past 7 days. Please
respond to each item by marking ( or x) one box per row.
Clinician
Use
In the past SEVEN (7) DAYS…
Never

Almost
Never

Sometimes

Often

Almost
Always

1. I could not stop feeling sad.

 1

2

3

4

5

2. I felt alone.

 1

2

3

4

5

3. I felt everything in my life went wrong.

 1

2

3

4

5

4. I felt like I couldn’t do anything right.

 1

2

3

4

5

5. I felt lonely.

 1

2

3

4

5

6. I felt sad.

 1

2

3

4

5

7. I felt unhappy.

 1

2

3

4

5

8. I thought that my life was bad.

 1

2

3

4

5

 1

2

3

4

5

10. I didn’t care about anything.

 1

2

3

4

5

11. I felt stressed.

 1

2

3

4

5

12. I felt too sad to eat.

 1

2

3

4

5

13. I wanted to be by myself.

 1

2

3

4

5

14. It was hard for me to have fun.

 1

2

3

4

5

9.

Being sad made it hard for me to do
things with my friends.

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
*

The PROMIS measure was developed for and can be used with children ages 8-17 but was tested in children ages 11–17 in the DSM-5 Field Trials.
©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.
This material can be reproduced without permission by clinicians for use with their patients.
Any other use, including electronic use, requires written permission of the PHO.

Instructions to Clinicians
The DSM-5 Level 2—Depression—Child Age 11–17 measure is the 14-item PROMIS Depression Short Form that assesses
the pure domain of depression in children and adolescents. The PROMIS Depression scale was developed for and can be
used with children ages 8–17; however, it was tested only in children ages 11–17 in the DSM-5 Field Trials. The measure
is completed by the child prior to a visit with the clinician. Each item asks the child receiving care to rate the severity of
his or her depression during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=almost never; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 14 to 70 with higher scores indicating greater severity of depression. The clinician is
asked to review the score on each item on the measure during the clinical interview and indicate the raw score for each
item in the section provided for “Clinician Use.” The raw scores on the 14 items should be summed to obtain a total raw
score. Next, the T-score table should be used to identify the T-score associated with the child’s total raw score and the
information entered in the T-score row on the measure.
Score T-Score SE
14
31.7
5.9
15
35.2
5.3
16
36.9
5.2
17
39.1
4.8
18
40.6
4.7
19
42.4
4.3
20
43.8
4.1
21
45.2
3.9
22
46.5
3.7
23
47.6
3.5
24
48.7
3.4
25
49.7
3.3
26
50.6
3.2
27
51.5
3.1
28
52.4
3
29
53.2
3
30
54
2.9
31
54.8
2.9
32
55.6
2.8
33
56.3
2.8
34
57
2.8
35
57.7
2.8
36
58.4
2.8
37
59.1
2.7
38
59.8
2.7
39
60.4
2.7
40
61.1
2.7
41
61.8
2.7
42
62.4
2.7

Score T-Score SE
43
63.1 2.7
44
63.8 2.7
45
64.4 2.7
46
65.1 2.7
47
65.7 2.7
48
66.4 2.7
49
67 2.7
50
67.7 2.7
51
68.4 2.7
52
69 2.7
53
69.7 2.7
54
70.4 2.7
55
71.1 2.7
56
71.8 2.7
57
72.6 2.8
58
73.3 2.8
59
74.1 2.8
60
74.9 2.9
61
75.7
3
62
76.6
3
63
77.5 3.1
64
78.4 3.2
65
79.4 3.3
66
80.6 3.5
67
81.7 3.6
68
83.1 3.7
69
84.6 3.8
70
86.6
4

©2008-2012 PROMIS Health Organization (PHO)
and PROMIS Cooperative Group.

Note: This look-up table works only if all items on the form
are answered. If 75% or more of the questions have been
answered, you are asked to prorate the raw score and then
look up the conversion to T-Score. The formula to prorate
the partial raw score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole
number. For example, if 12 of 14 items were answered and
the sum of those 12 responses was 40, the prorated raw
score would be 40 X 14/12 = 47, after rounding. The T-score
in this example would be 65.7.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than
3) are missing a response, the scores should not be used.
Therefore, the child receiving care should be encouraged to
complete all of the items on the measure.
Frequency of Use
To track change in the severity of the child’s depression
over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of
the child’s symptoms and treatment status. Consistently
high scores on a particular domain may indicate significant
and problematic areas for the child that might warrant
further assessment, treatment, and follow-up. Your clinical
judgment should guide your decision.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Depression—Parent/Guardian of Child Age 6-17
(PROMIS Emotional Distress—Depression—Parent Item Bank)
Rights granted: This material can be reproduced without permission by clinicians
for use with their patients. Any other use, including electronic use, requires
written permission of the PROMIS Health Organization (PHO).
Rights holder: PROMIS Health Organization (PHO) and PROMIS Cooperative
Group
To request permission for any other use beyond what is stipulated above,
contact: PROMIS Health Organization (PHO)

LEVEL 2—Depression—Parent/Guardian of Child Age 6-17*
*

PROMIS Emotional Distress—Depression—Parent Item Bank

Child’s Name: __________________________

Age: ____

Sex:  Male  Female

Date:___________

What is your relationship with the child receiving care?_____________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “not finding interest or pleasure in
doing things” and/or “seeming down, depressed, or hopeless” at a mild or greater level of severity. The questions below
ask about these feelings in more detail and especially how often your child receiving care has been bothered by a list of
symptoms during the past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
In the past SEVEN (7) days, my child said he/she …
Never

Almost
Never

Sometimes

Often

Almost
Always

1.

Could not stop feeling sad.

 1

2

3

4

5

2.

Felt alone.

 1

2

3

4

5

3.

Felt like he/she couldn’t do anything
right.

 1

2

3

4

5

4.

Felt lonely.

 1

2

3

4

5

5.

Felt sad.

 1

2

3

4

5

6.

Felt unhappy.

 1

2

3

4

5

7.

Thought that his/her life was bad.

 1

2

3

4

5

8.

Didn’t care about anything.

 1

2

3

4

5

9.

Felt stressed.

 1

2

3

4

5

10.

Felt too sad to eat.

 1

2

3

4

5

11.

Wanted to be by himself/herself.

 1

2

3

4

5

Item
Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.

This material can be reproduced without permission by clinicians for use with their patients.
Any other use, including electronic use, requires written permission of the PHO.

Instructions to Clinicians
The DSM-5 Level 2—Depression—Parent/Guardian of Child Age 6–17 measure is an 11-item PROMIS Depression Short
Form that assesses the pure domain of depression in children and adolescents. The measure is completed by the parent
or guardian about the child prior to a visit with the clinician. Each item asks the parent or guardian to rate the severity of
his or her child’s depression during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=almost never; 3=sometimes; 4=often; and 5=almost
always) with a range in score from 11 to 55 with higher scores indicating greater severity of depression. The clinician is
asked to review the score on each item on the measure during the clinical interview and indicate the raw score for each
item in the section provided for “Clinician Use.” The raw scores on the 11 items should be summed to obtain a total raw
score. Next, the T-score table should be used to identify the T-score associated with the total raw score and the
information entered in the T-score row on the measure. Interpretations of the T-scores are:
Score T-Score SE
11
32.1
5.6
12
36
4.9
13
38.6
4.6
14
41.1
4.1
15
43.2
3.8
16
45.1
3.5
17
46.7
3.4
18
48.2
3.3
19
49.6
3.2
20
50.9
3.1
21
52.2
3
22
53.5
3
23
54.6
3
24
55.8
2.9
25
57
2.9
26
58.1
2.9
27
59.2
2.9
28
60.3
2.9
29
61.3
2.9
30
62.4
2.9
31
63.5
2.9
32
64.5
2.9
33
65.6
2.9

Score T-Score SE
34
66.6 2.9
35
67.7 2.8
36
68.7 2.8
37
69.7 2.8
38
70.7 2.8
39
71.7 2.8
40
72.7 2.8
41
73.8 2.8
42
74.8 2.8
43
75.8 2.8
44
76.9 2.9
45
78 2.9
46
79.1 2.9
47
80.2
3
48
81.4 3.1
49
82.6 3.2
50
83.8 3.3
51
85.2 3.4
52
86.5 3.5
53
87.9 3.5
54
89.3 3.4
55
90.5 3.2

Note: This look-up table works only if all items on the form
are answered. If 75% or more of the questions have been
answered, you are asked to prorate the raw score and then
look up the conversion to T-Score. The formula to prorate
the partial raw score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole
number. For example, if 10 of 11 items were answered and
the sum of those 10 responses was 30, the prorated raw
score would be 30 X 11/10 = 33. The T-score in this
example would be 65.6.
The T-scores are interpreted as follows:
Less than 55
55.0—59.9
60.0—69.9
70 and over

= None to slight
= Mild
= Moderate
= Severe

If more than 25% of the total items (in this case more than
2) are missing a response, the scores should not be used.
Therefore, the parent or guardian should be encouraged to
complete all of the items on the measure.

©2008-2012 PROMIS Health Organization (PHO)
and PROMIS Cooperative Group.

Frequency of Use
To track change in the severity of the child’s depression over time, the measure may be completed at regular intervals as
clinically indicated, depending on the stability of the child’s symptoms and treatment status. For consistency, it is
preferred that completion of the measures at follow-up appointments is by the same parent or guardian. Consistently
high scores on a particular domain may indicate significant and problematic areas for the child that might warrant
further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.
Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Inattention—Parent/Guardian of Child Age 6–17 (Swanson,
Nolan, and Pelham, version IV [SNAP-IV])
Rights granted: This material can be reproduced without permission by clinicians
for use with their own patients. Any other reproduction, including electronic
reproduction, requires permission from the rights holder.
Rights holder: ©2011 James M. Swanson, Ph.D.
To request permission for any other use beyond what is stipulated above,
contact: James M. Swanson, Ph.D.

LEVEL 2—Inattention—Parent/Guardian of Child Age 6–17*
*

Swanson, Nolan, and Pelham, version IV (SNAP-IV)

Child’s Name: __________________

Age: ____

Sex:  Male  Female

Date: _____________

What is your relationship with the child receiving care?______________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “problems paying attention when
he/she was in class or doing his/her homework or reading a book or playing a game” at a slight or greater level of
severity. The questions below ask about these feelings in more detail and especially how often your child receiving care
has been bothered by a list of symptoms during the past 7 days. Please respond to each item by marking ( or x) one
box per row.
Clinician
Use

For each item, choose the response which best describes
your child in the last SEVEN (7) DAYS:
Often fails to give close attention to details or makes
1. careless mistakes in schoolwork, work, or other
activities.

Not at
Just a Little
All

Quite a
Bit

Very Much

 0

1

2

3

Often has difficulty sustaining attention in tasks or play
activities.

 0

1

2

3

3. Often does not seem to listen when spoken to directly.

 0

1

2

3

Often does not follow through on instructions and fails
to finish schoolwork, chores, or duties.

 0

1

2

3

5. Often has difficulty organizing tasks and activities.

 0

1

2

3

Often avoids, dislikes, or is reluctant to engage in tasks
6. that require sustained mental effort (e.g., schoolwork or
homework).

 0

1

2

3

 0

1

2

3

 0

1

2

3

2.

4.

7.

Often loses things necessary for tasks or activities (e.g.,
toys, school assignments, pencils, books, or tools.)

8. Often is distracted by extraneous stimuli.

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score
©2011 James M. Swanson, Ph.D. This material can be reproduced without permission by clinicians for use with their own patients.
Any other reproduction, including electronic reproduction, requires permission.

Instructions to Clinicians
The DSM-5 Level 2—Inattention—Parent/Guardian of Child Age 6–17 is the Swanson, Nolan, and Pelham,
version IV (SNAP-IV) that assesses the pure domain of inattention. The measure is completed by the parent or
guardian about the child prior to a visit with the clinician. Each item asks the parent or guardian to rate the
severity of the child’s inattention during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 4-point scale (0=not at all; 1=just a little; 2=quite a bit; 3=very much).
The total score can range from 0 to 24, with higher scores indicating greater severity of inattention symptoms.
The clinician is asked to review the score of each item on the measure during the clinical interview and
indicate the raw score for each item in the section provided for “Clinician Use.” The raw scores on the 8 items
should be summed to obtain a total raw score. In addition, the clinician is asked to calculate and use the
average total score. The average total score reduces the overall score to a 4-point scale, which allows the
clinician to think of the child’s inattention in terms of none (0), mild (1), moderate (2), or severe (3). The use of
the average total score was found to be reliable, easy to use, and clinically useful to the clinicians in the DSM-5
Field Trials. The average total score is calculated by dividing the partial or raw total score by number of items
in the measure (i.e., 8).
Note: If 3 or more items are left unanswered on the measure, the total scores should not be calculated.
Therefore, the parent or guardian should be encouraged to complete all of the items on the measure. If 1 or 2
items are left unanswered, you are asked to prorate the raw score by first summing the scores of items that
were answered to get a partial raw score. Next, multiply the partial raw score by the total number of items
on the measure (i.e., 8). Finally, divide the value by the number of items that were actually answered to
obtain the prorated total raw score.
Prorated Score =

(Partial Raw Score x number of items on the SNAP-IV)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track change in the severity of the child’s inattention over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status. For
consistency, it is preferred that completion of the measures at follow-up appointments is by the same parent
or guardian. Consistently high scores on a particular domain may indicate significant and problematic areas for
the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Irritability—Child Age 11–17 (Affective Reactivity Index [ARI])
Rights granted: This material can be reproduced without permission by
clinicians for use with their own patients. Any other use, including electronic
use, requires the prior written permission of the Authors.
Rights holder: ©2012 Stringaris A (King’s College London), Goodman R (King’s
College London), Ferdinando S (King’s College London), Razdan V (National
Institutes of Health), Muhrer E (National Institutes of Health), Leibenluft E
(National Institutes of Health), Brotman MA (National Institutes of Health).
To request permission for any other use beyond what is stipulated above,
contact: The Authors listed as “Rights holder” above

LEVEL 2—Irritability—Child Age 11–17*
*

Affective Reactivity Index (ARI)

Name: _______________________

Age: ____

Sex:  Male  Female

Date: _____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “feeling irritated or easily annoyed” and/or “feeling angry or lost
your temper” at a mild or greater level of severity. The questions below ask about these feelings in more detail and
especially how often you have been bothered by a list of symptoms during the past 7 days. Please respond to each
item by marking ( or x) one box per row.
Clinician
Use
In the last SEVEN (7) DAYS and compared to others of the same age, how well does each of the following
statements describe your behavior or feelings? Please try to answer all questions.
Not True

Somewhat True

Certainly True

1. Am easily annoyed by others.

 0

1

2

2. Often lose my temper.

 0

1

2

3. Stay angry for a long time.

 0

1

2

4. Am angry most of the time.

 0

1

2

5. Get angry frequently.

 0

1

2

6. Lose temper easily.

 0

1

2

7. Overall irritability causes me problems.

 0

1

2

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1 item is left unanswered)
©2012 Stringaris A (King’s College London), Goodman R (King’s College London), Ferdinando S (King’s College London), Razdan V (National Institutes of
Health), Muhrer E (National Institutes of Health), Leibenluft E (National Institutes of Health), Brotman MA (National Institutes of Health).
This material can be reproduced without permission by clinicians for use with their own patients.
Any other use, including electronic use, requires the prior written permission of the Authors.

Instructions to Clinicians
The DSM-5 Level 2—Irritability—Child Age 11–17 is an adapted version of the Affective Reactivity Index (ARI)
that assesses the pure domain of irritability. The original version of the ARI, which was validated in children
ages 6–17, uses the same items as above but includes a past 6-month time frame.1 The ARI with a 6-month
time frame may be appropriate for use when first evaluating a patient and might be helpful in differential
diagnosis (e.g., disruptive mood dysregulation disorder, oppositional defiant disorder). The adapted version of
the ARI that was used in the DSM-5 Field Trial used a current state (i.e., past 7-day) time frame, and is
intended to be part of the battery of cross-cutting Level 2 measures for assessing treatment response. The
child-rated cross-cutting measures are completed by the child prior to each of the child’s visits with the
clinician. Each item asks the child to rate the severity of his or her irritability during the past 7 days. The 7-day,
current state time frame was not validated by the developers of the ARI1 but was found to be reliable in
conjunction with the Level 1 cross-cutting measure in the DSM-5 field trials.2
Scoring and Interpretation
Each item on the scale is rated on a 3-point scale (0=not true; 1=somewhat true; 2= certainly true). The
clinician is asked to review the score on each item on the measure during the clinical interview and indicate
the raw score for each item in the section provided for “Clinician Use.” The raw scores on the first six items are
summed to obtain a total raw score that ranges from 0 to 12. Higher scores indicate greater severity of
irritability. In addition, the clinician is asked to calculate and use the average total score. The average total
score reduces the overall score to a 3-point scale, which allows the clinician to think of the child’s irritability in
terms of none (0), mild-moderate (1), or moderate-severe (2). The use of the average total score was found to
be reliable, easy to use, and clinically useful to the clinicians in the DSM-5 Field Trials.2 The average total score
is calculated by dividing the raw total score by 6 (i.e., the first 6 items on the measure).
Note: If 2 or more of the first 6 items are left unanswered on the irritability measure (i.e., more than 25% of
the total items are missing), the scores should not be used. Therefore, the child should be encouraged to
complete all of the items on the measure. If 1 item of the first 6 items is left unanswered, you are asked to
prorate the raw score by first summing the scores of the 5 items that were answered to get a partial raw
score. Next, multiply the partial raw score by 6. Finally, divide the value by the number of items that were
actually answered (i.e., 5) to obtain the prorated total raw score.
Prorated Score = (Partial Raw Score x number of items on the ARI)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track change in the severity of the child’s irritability over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child
that might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your
decision.
1

Stringaris A, Goodman R, Ferdinando S, Razdan V, Muhrer E, Leibenluft E, Brotman MA. The Affective Reactivity Index: a concise irritability scale
for clinical and research settings. J Child Psychol Psychiatry. 2012 Nov;53(11):1109–17. doi: 10.1111/j.1469-7610.2012.02561.x. Epub 2012 May 10.
2
Narrow WE, Clarke DE, Kuramoto SJ, Kraemer HC, Kupfer DJ, Greiner L, Regier DA. DSM-5 field trials in the United States and Canada, Part III:
development and reliability testing of a cross-cutting symptom assessment for DSM-5. Am J Psychiatry 2013;170:71-82.
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Measure: LEVEL 2—Irritability—Parent/Guardian of Child Age 6–17
(Affective Reactivity Index [ARI])
Rights granted: This material can be reproduced without permission by
clinicians for use with their own patients. Any other use, including electronic
use, requires the prior written permission of the Authors.
Rights holder: ©2012 Stringaris A (King’s College London), Goodman R (King’s
College London), Ferdinando S (King’s College London), Razdan V (National
Institutes of Health), Muhrer E (National Institutes of Health), Leibenluft E
(National Institutes of Health), Brotman MA (National Institutes of Health).
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LEVEL 2—Irritability—Parent/Guardian of Child Age 6–17*
*

Affective Reactivity Index (ARI)

Child’s Name: __________________

Sex:  Male  Female

Age: ____

Date: _____________

What is your relationship with the child receiving care? ______________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “seeming irritated or easily
annoyed” and/or “seeming angry or lost his/her temper” at a mild or greater level of severity. The questions below ask
about these feelings in more detail and especially how often your child receiving care has been bothered by a list of
symptoms during the past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
In the last SEVEN (7) DAYS and compared to others of the same age, how well does each of the following
statements describe the behavior/feelings of your child? Please try to answer all questions.
Not True

Somewhat True

Certainly True

1. Is easily annoyed by others.

 0

1

2

2. Often loses his/her temper.

 0

1

2

3. Stays angry for a long time.

 0

1

2

4. Is angry most of the time.

 0

1

2

5. Gets angry frequently.

 0

1

2

6. Loses temper easily.

 0

1

2

7. Overall irritability causes him/her problems.

 0

1

2

Item Score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1 item is left unanswered)
©2012 Stringaris A (King’s College London), Goodman R (King’s College London), Ferdinando S (King’s College London), Razdan V (National Institutes of
Health), Muhrer E (National Institutes of Health), Leibenluft E (National Institutes of Health), Brotman MA (National Institutes of Health).
This material can be reproduced without permission by clinicians for use with their own patients.
Any other use, including electronic use, requires the prior written permission of the Authors.

Instructions to Clinicians
The DSM-5 Level 2—Irritability—Parent/Guardian of Child Age 6–17 is an adapted version of the Affective
Reactivity Index (ARI) that assesses the pure domain of irritability. The original version of the ARI, which was
validated in children ages 6–17, uses the same items as above but includes a past 6-month time frame.1 The
ARI with a 6-month time frame may be appropriate for use when first evaluating a patient and might be
helpful in differential diagnosis (e.g., disruptive mood dysregulation disorder, oppositional defiant disorder).
The adapted version of the ARI that was used in the DSM-5 Field Trials used a current state (i.e., past 7-day)
time frame, and is intended to be part of the battery of cross-cutting Level 2 measures for assessing treatment
response. The parent/guardian-rated cross-cutting measures are completed by the parent or guardian prior to
each of the child’s visits with the clinician. Each item asks the parent or guardian to rate the severity of his or
her child’s irritability during the past 7 days. The 7-day, current state time frame was not validated by the
developers of the ARI1 but was found to be reliable in conjunction with the Level 1 cross-cutting measure in
the DSM-5 Field Trials.2
Scoring and Interpretation
Each item on the scale is rated on a 3-point scale (0=not true; 1=somewhat true; 2= certainly true). The
clinician is asked to review the score of each item on the measure during the clinical interview and indicate the
raw score for each item in the section provided for “Clinician Use.” The raw scores on the first six items are
summed to obtain a total raw score that ranges from 0 to 12. Higher scores indicate greater severity of
irritability. In addition, the clinician is asked to calculate and use the average total score. The average total
score reduces the overall score to a 3-point scale, which allows the clinician to think of the child’s irritability in
terms of none (0), mild-moderate (1), or moderate-severe (2). The use of the average total score was found to
be reliable, easy to use, and clinically useful to the clinicians in the DSM-5 Field Trials.2 The average total score
is calculated by dividing the raw total score by 6 (i.e., the first 6 items on the measure).
Note: If 2 or more of the first 6 items are left unanswered on the irritability measure (i.e., more than 25% of
the total items are missing), the total scores should not be calculated. Therefore, the parent/guardian should
be encouraged to complete all of the items on the measure. If 1 item of the first 6 items is left unanswered,
you are asked to prorate the raw score by first summing the scores of the 5 items that were answered to get a
partial raw score. Next, multiply the partial raw score by 6. Finally, divide the value by the number of items
that were actually answered (i.e., 5) to obtain the prorated total raw score.
Prorated Score =

(Partial Raw Score x number of items on the ARI)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track change in the severity of the child’s irritability over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status. For
consistency, it is preferred that completion of the measures at follow-up appointments is by the same parent
or guardian. Consistently high scores on a particular domain may indicate significant and problematic areas for
the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
1

Stringaris A, Goodman R, Ferdinando S, Razdan V, Muhrer E, Leibenluft E, Brotman MA. The Affective Reactivity Index: a concise irritability scale
for clinical and research settings. J Child Psychol Psychiatry. 2012 Nov;53(11):1109–17. doi: 10.1111/j.1469-7610.2012.02561.x. Epub 2012 May 10.
2
Narrow WE, Clarke DE, Kuramoto SJ, Kraemer HC, Kupfer DJ, Greiner L, Regier DA. DSM-5 field trials in the United States and Canada, Part III:
development and reliability testing of a cross-cutting symptom assessment for DSM-5. Am J Psychiatry 2013;170:71-82.
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Measure: LEVEL 2—Mania—Child Age 11–17 (Altman Self-Rating Mania Scale
[ASRM])
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: Elsevier
This measure was reprinted from Altman EG, Hedeker D, Peterson JL, Davis JM:
The Altman Self-Rating Mania Scale. Biological Psychiatry 42:948-955, 1997.
Copyright © 1997, with permission from Elsevier.
To request permission for any other use beyond what is stipulated above,
contact: Elsevier

LEVEL 2—Mania—Child Age 11–17*
*
Altman Self-Rating Mania Scale (ASRM)
Name: _______________________

Age: ____

Sex:  Male  Female

Date: _____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire you just completed, you indicated that during the past 2
weeks you have been bothered by “feeling so active that you couldn't settle down” and/or “finding that you didn't sleep a lot at
night” at a mild or greater level of severity. The five statement groups or questions below ask about these feelings in more detail.
1.
2.
3.
4.

Please read each group of statements/question carefully.
Choose the one statement in each group that best describes the way you have been feeling for the past week.
Check the box ( or x) next to the number/statement selected.
Please note: The word “occasionally” when used here means once or twice; “often” means several times or more and
“frequently” means most of the time.

Question 1
1
2
3
4
5
Question 2
 1
 2
 3
 4
 5
Question 3
 1
 2
 3
 4
 5
Question 4
 1
 2
 3
 4
 5
Question 5
 1
 2
 3
 4
 5

Clinician Use
Item score
I do not feel happier or more cheerful than usual.
I occasionally feel happier or more cheerful than usual.
I often feel happier or more cheerful than usual.
I feel happier or more cheerful than usual most of the time.
I feel happier of more cheerful than usual all of the time.
I do not feel more self-confident than usual.
I occasionally feel more self-confident than usual.
I often feel more self-confident than usual.
I frequently feel more self-confident than usual.
I feel extremely self-confident all of the time.
I do not need less sleep than usual.
I occasionally need less sleep than usual.
I often need less sleep than usual.
I frequently need less sleep than usual.
I can go all day and all night without any sleep and still not feel tired.
I do not talk more than usual.
I occasionally talk more than usual.
I often talk more than usual.
I frequently talk more than usual.
I talk constantly and cannot be interrupted.
I have not been more active (either socially, sexually, at work, home, or school) than usual.
I have occasionally been more active than usual.
I have often been more active than usual.
I have frequently been more active than usual.
I am constantly more active or on the go all the time.
Total/Partial Raw Score:
Prorated Total Raw Score: (if 1 item left unanswered)

Reprinted from Altman EG, Hedeker D, Peterson JL, Davis JM: The Altman Self-Rating Mania Scale. Biological Psychiatry 42:948-955, 1997
Copyright © 1997, with permission from Elsevier

Instructions to Clinicians
The DSM-5 Level 2—Mania—Child Age 11–17 is the Altman Self-Rating Mania Scale (ASRM). The ASRM is a 5item self-rating mania scale designed to assess the presence and/or severity of manic symptoms in children
and adolescents. The measure is completed by the child prior to a visit with the clinician. Each item asks the
child to rate the severity of his or her mania symptom during the past 7 days.

Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (i.e., 1 to 5) with the response categories having different
anchors depending on the item. The ASRM score ranges from 5 to 25 with higher scores indicating greater
severity of mania symptoms. The clinician is asked to review the score of each item on the measure during the
clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw
scores on the 5 items should be summed to obtain a total raw score and should be interpreted using the
Interpretation Table for the ASRM below:
Interpretation Table for the ASRM
- A score of 6 or higher indicates a high probability of a manic or hypomanic condition
- A score of 6 or higher may indicate a need for treatment and/or further diagnostic workup
- A score of 5 or lower is less likely to be associated with significant symptoms of mania
Note: If 2 or more items are left unanswered on the measure (i.e., more than 25% of the total items are
missing), the total scores should not be calculated. Therefore, the child should be encouraged to complete all
of the items on the measure. If only 4 of the 5 items on the measure are answered, you are asked to calculate
a prorated score. The prorated score is calculated by summing the scores of the items that were answered to
get a partial raw score. Next, multiply the partial raw score by the total number of items on the ASRM (i.e., 5).
Finally, divide the value by the number of items that were actually answered (i.e., 4).
Prorated Score =

(Partial Raw Score x number of items on the ASRM)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
The prorated total raw score should be interpreted using the Interpretation Table for the ASRM above.
Frequency of Use
To track change in the severity of the child’s manic symptoms over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment
status. Consistently high scores on a particular domain may indicate significant and problematic areas for the
child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide
your decision.
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Measure: LEVEL 2—Mania—Parent/Guardian of Child Age 6–17 (adapted from
the Altman Self-Rating Mania Scale [ASRM])
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: Elsevier
This measure was adapted from Altman EG, Hedeker D, Peterson JL, Davis JM: The
Altman Self-Rating Mania Scale. Biological Psychiatry 42:948-955, 1997. Copyright
© 1997, with permission from Elsevier.
To request permission for any other use beyond what is stipulated above,
contact: Elsevier

LEVEL 2—Mania—Parent/Guardian of Child Age 6–17*
*

Adapted from the Altman Self-Rating Mania Scale (ASRM)

Child’s Name: __________________________

Age: ____

Sex:  Male  Female

Date: ________________

What is your relationship with the child receiving care? ______________________________________________________________
Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire you just completed, you indicated that during the
past 2 weeks your child receiving care has been bothered by “sleeping less than usual, but still have a lot of energy” and/or “only
sleeping for a short time at night” at a mild or greater level of severity. The five statement groups or questions below ask about these
feelings in more detail.
1.
2.
3.
4.

Please read each group of statements/question carefully.
Choose the one statement in each group that best describes the way your child has been feeling for the past week.
Check the box ( or x) next to the number/statement selected.
Please note: The word “occasionally” when used here means once or twice; “often” means several times or more and
“frequently” means most of the time.

Question 1
 1
 2
 3
 4
 5
Question 2
 1
 2
 3
 4
 5
Question 3
 1
 2
 3
 4
 5
Question 4
 1
 2
 3
 4
 5
Question 5
 1
 2
 3
 4
 5

Clinician Use
Item score
He/she does not feel happier or more cheerful than usual.
He/she occasionally feels happier or more cheerful than usual.
He/she often feels happier or more cheerful than usual.
He/she feels happier or more cheerful than usual most of the time.
He/she feels happier of more cheerful than usual all of the time.
He/she does not feel more self-confident than usual.
He/she occasionally feels more self-confident than usual.
He/she often feels more self-confident than usual.
He/she frequently feels more self-confident than usual.
He/she feels extremely self-confident all of the time.
He/she does not need less sleep than usual.
He/she occasionally needs less sleep than usual.
He/she often needs less sleep than usual.
He/she frequently needs less sleep than usual.
He/she can go all day and all night without any sleep and still not feel tired.
He/she does not talk more than usual.
He/she occasionally talks more than usual.
He/she often talks more than usual.
He/she frequently talks more than usual.
He/she talks constantly and cannot be interrupted.
He/she has not been more active (either socially, sexually, at work, home, or school) than usual.
He/she has occasionally been more active than usual.
He/she has often been more active than usual.
He/she has frequently been more active than usual.
He/she is constantly more active or on the go all the time.
Total/Partial Raw Score:
Prorated Total Raw Score: (if 1 item left unanswered)

Adapted from Altman EG, Hedeker D, Peterson JL, Davis JM: The Altman Self-Rating Mania Scale. Biological Psychiatry 42:948-955, 1997
Copyright © 1997, with permission from Elsevier.

Instructions to Clinicians
The DSM-5 Level 2—Mania—Parent/Guardian of Child Age 6–17 measure is the Altman Self-Rating Mania
Scale adapted for informant reporting on the child’s manic symptoms. The ASRM is a 5-item self-rating mania
scale designed to assess the presence and/or severity of manic symptoms. The adapted version of the
measure is completed by the parent or guardian about the child prior to a visit with the clinician. Each item
asks the parent or guardian to rate the severity of the child’s manic symptom during the past 7 days.

Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (i.e., 1 to 5) with the response categories having different
anchors depending on the item. The ASRM total score can range from 5 to 25 with higher scores indicating
greater severity of manic symptoms. The clinician is asked to review the score of each item on the measure
during the clinical interview and indicate the raw score for each item in the section provided for “Clinician
Use.” The raw scores on the 5 items should be summed to obtain a total raw score and should be interpreted
using the Interpretation Table for the ASRM below:
Interpretation Table for the ASRM
- A score of 6 or higher indicates a high probability of a manic or hypomanic condition
- A score of 6 or higher may indicate a need for treatment and/or further diagnostic workup
- A score of 5 or lower is less likely to be associated with significant symptoms of mania
Note: If 2 or more items are left unanswered on the measure, the total scores should not be calculated.
Therefore, the parent or guardian should be encouraged to complete all of the items on the measure. If only 4
of the 5 items on the measure are answered, you are asked to calculate a prorated score. The prorated score
is calculated by summing the scores of items that were answered to get a partial raw score. Next, multiply
the partial raw score by the total number of items on the ASRM (i.e., 5). Finally, divide the value by the
number of items that were actually answered (i.e., 4).
Prorated Score =

(Partial Raw Score x number of items on the ASRM)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
The prorated total raw score should be interpreted using the Interpretation Table for the ASRM scale above.

Frequency of Use:
To track change in the severity of the child’s manic symptoms over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment
status. For consistency, it is preferred that completion of the measures at follow-up appointments is by the
same parent or guardian. Consistently high scores on a particular domain may indicate significant and
problematic areas for the child that might warrant further assessment, treatment, and follow-up. Your clinical
judgment should guide your decision.
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Measure: LEVEL 2—Repetitive Thoughts and Behaviors—Child Age 11–17
(adapted from the Children’s Florida Obsessive-Compulsive Inventory [C-FOCI]
Severity Scale)
Rights granted: This material can be reproduced without permission by
clinicians for use with their own patients. Any other use, including electronic
use, requires written permission from Dr. Goodman.
Rights holder: © 1994 Wayne K. Goodman, MD, and Eric Storch, PhD.
To request permission for any other use beyond what is stipulated above,
contact: Wayne K. Goodman, MD (wkgood@gmail.com)

LEVEL 2—Repetitive Thoughts and Behaviors—Child Age 11–17*
*

Adapted from the Children’s Florida Obsessive-Compulsive Inventory (C-FOCI) Severity Scale

Name: _______________________

Age: ____

Sex:  Male  Female

Date: _____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “thoughts that kept coming into your mind that you would do
something bad or that something bad would happen to you or to someone else”, “feeling the need to check on certain
things over and over again, like whether a door was locked or whether the stove was turned off”, “worrying a lot about
things you touched being dirty or having germs or being poisoned”, and/or “feeling you had to do things in a certain
way, like counting or saying special things, to keep something bad from happening” at a mild or greater level of severity.
The questions below ask about these feelings in more detail and especially how often you have been bothered by a list
of symptoms during the past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
Item
Score

During the past SEVEN (7) DAYS….
1. On average, how much
time is occupied by these
thoughts or behaviors
each day?
2. How much do they
bother you?

3. How hard is it for you to
control them?





0—None

1—Mild
(Less than an
hour a day)







2—Moderate
3—Severe
(1 to 3 hours a day) (3 to 8 hours a day)

4—Extreme
(more than 8
hours a day)











0—None

1—Mild
(slightly
upsetting)

2—Moderate
(upsetting but still
manageable)

3—Severe (very
upsetting)

4—Extreme
(overwhelming
distress)











0—Complete 1—Much control 2—Moderate control 3—Little control
4—No control
control
(usually able to (sometimes able to (not usually able to
(unable to
control thoughts control thoughts or control thoughts or control thoughts
or behaviors)
behaviors)
behaviors)
or behaviors)

4. How much do they
cause you to avoid doing
things, going places or
being with people?







0—No
avoidance

1—Mild
(occasionally
avoids things)

2—Moderate
(regularly avoids
doing these things)





5. How much do they
interfere with school, your
social or family life, or your
job?











0—None

1—Mild
(slight
interference)

2— Moderate;
(definite
interference
with functioning, but
can still manage)

3—Severe
(substantial
interference)

4—Extreme
(near-total
interference)

3—Severe
4—Extreme
(frequently avoids (nearly complete
these things)
avoidance; can’t
leave the house)

Total/Partial Raw Score:
Prorated Total Raw Score (if 1 item is left unanswered):
Average Total Score:
© 1994 Wayne K. Goodman, MD, and Eric Storch, PhD. This material can be reproduced without permission by clinicians for use with their own patients.
Any other use, including electronic use, requires written permission from Dr. Goodman (wkgood@gmail.com)

Instructions to Clinicians
The DSM-5 Level 2—Repetitive Thoughts and Behavior—Child Age 11–17 is an adapted version of the 5-item
Children’s Florida Obsessive-Compulsive Inventory (C-FOCI) Severity Scale that is used to assess the domain of
repetitive thoughts and behaviors in children and adolescents. The C-FOCI Severity Scale was developed for and
can be used with children ages 7–17; however, it was tested only in children ages 11-17 in the DSM-5 Field Trials.
The measure is completed by the child prior to a visit with the clinician. Each item asks the child to rate the
severity of his or her repetitive thoughts and behaviors during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (i.e., 0 to 4) with the response categories having different
anchors depending on the item. The total score can range from 0 to 20, with higher scores indicating greater
severity of repetitive thoughts and behaviors. The clinician is asked to review the score of each item on the
measure during the clinical interview and indicate the raw score for each item in the section provided for
“Clinician Use.” The raw scores on the 5 items should be summed to obtain a total raw score. If the child
receiving care has a score of 8 or higher, you may want to consider a more detailed assessment for an
obsessive compulsive disorder. In addition, the clinician is asked to calculate and use the average total score.
The average total score reduces the overall score to a 5-point scale, which allows the clinician to think of the
child’s repetitive thoughts and behavior in terms of none (0), mild (1), moderate (2), severe (3), or extreme (4).
The use of the average total score was found to be reliable, easy to use, and clinically useful to the clinicians in
the DSM-5 Field Trials. The average total score is calculated by dividing the raw total score by number of items
in the measure (i.e., 5).
Note: If 2 or more items are left unanswered on the measure (i.e., more than 25% of the total items are
missing), the scores should not be used. Therefore, the child should be encouraged to complete all of the items
on the measure. If only 4 of the 5 items on the measure are answered, you are asked to prorate the raw score
by first summing the scores of the items that were answered to get a partial raw score. Next, multiply the
partial raw score by the total number of items on the measure (i.e., 5). Finally, divide the value by the number
of items that were actually answered (i.e., 4) to obtain the prorated total raw score.
Prorated Score =

(Partial Raw Score x number of items on the measure)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track change in the severity of the child’s repetitive thoughts and behavior over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on the measure may indicate significant and problematic areas for
the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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Measure: LEVEL 2—Sleep Disturbance—Child Age 11–17
(PROMIS—Sleep Disturbance—Short Form)
Rights granted: This material can be reproduced without permission by clinicians
for use with their patients. Any other use, including electronic use, requires
written permission of the PROMIS Health Organization (PHO).
Rights holder: PROMIS Health Organization (PHO) and PROMIS Cooperative
Group
To request permission for any other use beyond what is stipulated above,
contact: PROMIS Health Organization (PHO)

LEVEL 2—Sleep Disturbance—Child Age 11–17*
*

Name: _______________________

PROMIS—Sleep Disturbance—Short Form1

Age: ____

Sex:  Male  Female

Date:_____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “not being able to fall asleep or stay asleep or by waking up too
early” at a mild or greater level of severity. The questions below ask about these feelings in more detail and especially
how often you have been bothered by a list of symptoms during the past 7 days. Please respond to each item by
marking ( or x) one box per row.

Not at all

A little bit

Somewhat

Quite a bit

My sleep was restless.

 1

2

3

4

Very
much
5

I was satisfied with my sleep.

 5

4

3

2

1

My sleep was refreshing.

 5

4

3

2

1

I had difficulty falling asleep.

 1

2

3

4

5

Never

Rarely

Sometimes

Often

Always

I had trouble staying asleep.

 1

2

3

4

5

I had trouble sleeping.

 1

2

3

4

5

I got enough sleep.

 5

4

3

2

1

Very Poor

Poor

Fair

Good

Very good

 5

4

3

2

1

In the past SEVEN (7) DAYS....

In the past SEVEN (7) DAYS....

In the past SEVEN (7) DAYS.…
My sleep quality was...

Clinician
Use
Item
Score

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:
1

N/A

This measure has not been validated in children.
©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.
This material can be reproduced without permission by clinicians for use with their patients.
Any other use, including electronic use, requires written permission of the PHO.

Instructions to Clinicians
The DSM-5 Level 2—Sleep Disturbance—Child Age 11–17 measure is the 8-item PROMIS Sleep Disturbance Short
Form that assesses the pure domain of sleep disturbance in children and adolescents. The measure is completed
by the child prior to a visit with the clinician. Each item asks the child receiving care to rate the severity of his or
her sleep disturbance during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=rarely; 3=sometimes; 4=often; and 5=always)
with a range in score from 8 to 40 with higher scores indicating greater severity of sleep disturbance. The clinician
is asked to review the score on each item on the measure during the clinical interview and indicate the raw score
for each item in the section provided for “Clinician Use.” The raw scores on the 8 items should be summed to
obtain a total raw score.
Note: If 75% or more of the questions have been answered; you are asked to prorate the raw score. The formula
to prorate the partial raw score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number. For example, if 7 of 8 items were answered and the
sum of those 7 responses was 30, the prorated raw score would be 30 X 8/7 = 34, after rounding.
If more than 25% of the total items (in this case more than 3) are missing a response, the scores should not be
used. Therefore, the child receiving care should be encouraged to complete all of the items on the measure.
Note: T-scores and associated interpretation of scores are not currently available for this measure because the
measure was not validated in children. Information on interpretation is in development.
Frequency of Use
To track change in the severity of the child’s sleep disturbance over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Sleep Disturbance—Parent/Guardian of Child Age 6-17
(PROMIS—Sleep Disturbance—Short Form)
Rights granted: This material can be reproduced without permission by clinicians
for use with their patients. Any other use, including electronic use, requires
written permission of the PROMIS Health Organization (PHO).
Rights holder: PROMIS Health Organization (PHO) and PROMIS Cooperative
Group
To request permission for any other use beyond what is stipulated above,
contact: PROMIS Health Organization (PHO)

LEVEL 2—Sleep Disturbance—Parent/Guardian of Child Age 6-17*
*

PROMIS—Sleep Disturbance—Short Form1

Child’s Name: _________________________

Age: ______

Sex:  Male  Female

Date:___________

What is your relationship with the child receiving care?___________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “problems sleeping—that is
trouble falling asleep, staying asleep or waking up too early” at a mild or greater level of severity. The questions below
ask about these feelings in more detail and especially how often your child receiving care has been bothered by a list of
symptoms during the past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician
Use
Item
Score

Please respond to each item by choosing one option per question.
In the past SEVEN (7) DAYS....
His/her sleep was restless.

Not at all
 1

A little bit
2

Somewhat
3

Quite a bit
4

Very much
5

He/she was satisfied with his/her sleep.

 5

4

3

2

1

His/her sleep was refreshing.

 5

4

3

2

1

He/she had difficulty falling asleep.

 1

2

3

4

5

Never

Rarely

Sometimes

Often

Always

He/she had trouble staying asleep.

 1

2

3

4

5

He/she had trouble sleeping.

 1

2

3

4

5

He/she got enough sleep.

 5

4

3

2

1

In the past SEVEN (7) DAYS…

Very
Poor

Poor

Fair

Good

Very good

His/her sleep quality was...

 5

4

3

2

1

In the past SEVEN (7) DAYS....

Total/Partial Raw Score:
Prorated Total Raw Score:

T-Score:

1

N/A

1

This measure has not been validated in children.
©2008-2012 PROMIS Health Organization (PHO) and PROMIS Cooperative Group.

This material can be reproduced without permission by clinicians for use with their patients.
Any other use, including electronic use, requires written permission of the PHO.

Instructions to Clinicians
The DSM-5 Level 2—Sleep Disturbance—Parent/Guardian of Child Age 6–17 measure is the 8-item PROMIS Sleep
Disturbance Form that assesses the pure domain of sleep disturbance in children and adolescents. The measure is
completed by the parent or guardian about the child prior to a visit with the clinician. Each item asks the parent or
guardian to rate the severity of his or her child’s sleep disturbance during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (1=never; 2=rarely; 3=sometimes; 4=often; and 5=always) with a
range in score from 8 to 40 with higher scores indicating greater severity of sleep disturbance. The clinician is asked to
review the score on each item on the measure during the clinical interview and indicate the raw score for each item in
the section provided for “Clinician Use.” The raw scores on the 8 items should be summed to obtain a total raw score.
Note: If 75% or more of the questions have been answered, you are asked to prorate the raw score. The formula to
prorate the partial raw score to Total Raw Score is:
(Raw sum x number of items on the short form)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number. For example, if 7 of 8 items were answered and the sum of
those 7 responses was 30, the prorated raw score would be 30 X 8/7 = 34, after rounding.
If more than 25% of the total items (in this case more than 3) are missing a response, the scores should not be used.
Therefore, the parent or guardian should be encouraged to complete all of the items on the measure.
Note: T-scores and associated interpretation of scores are not currently available for this measure because the measure
was not validated in children. Information on interpretation is in development.
Frequency of Use
To track change in the severity of the child’s sleep disturbance over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status. For consistency,
it is preferred that completion of the measures at follow-up appointments is by the same parent or guardian.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child that might
warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

Instructions, scoring, and frequency of use on this page only: Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Somatic Symptom—Child Age 11–17 (adapted from the
Patient Health Questionnaire Physical Symptoms [PHQ-15])
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: This measure was adapted from the Patient Health Questionnaire
Physical Symptoms (PHQ-15]), which is in the public domain
(http://www.phqscreeners.com/instructions/instructions.pdf). The original
measure was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt
Kroenke and colleagues, with an educational grant from Pfizer Inc.
To request permission for any other use beyond what is stipulated above,
contact: The measure is in the public domain and can be used without
permission.

LEVEL 2—Somatic Symptom—Child Age 11–17*
*

Adapted from the Patient Health Questionnaire Physical Symptoms (PHQ-15)

Name: _______________________

Age: ____

Sex:  Male  Female

Date: _____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “stomachaches, headaches, or other aches and pains” and/or
being “worried about your health or about getting sick” at a mild or greater level of severity. The questions below ask
about these feelings in more detail and especially how often you have been bothered by a list of symptoms during the
past 7 days. Please respond to each item by marking ( or x) one box per row.
Clinician Use

During the past 7 days, how much have you been bothered by any of the following problems?
Not bothered
at all
(0)

Bothered
a little
(1)

Bothered
a lot
(2)

1.

Stomach pain







2.

Back pain







3.

Pain in your arms, legs, or joints (knees, hips, etc.)







4.

FOR ADULTS







5.

Headaches







6.

Chest pain







7.

Dizziness







8.

Fainting spells







9.

Feeling your heart pound or race







10.

Shortness of breath







11.

FOR ADULTS







12.

Constipation, loose bowels, or diarrhea







13.

Nausea, gas, or indigestion







14.

Feeling tired or having low energy







15.

Trouble sleeping







Item Score

Total/Partial Raw Score:
Prorated Score: (if 10 or more items answered)
Adapted from Physical Symptoms (PHQ-15) for research and evaluation purposes.

Instructions to Clinicians
The DSM-5 Level 2—Somatic Symptom—Child Age 11–17 is an adaptation of the 15-item Patient Health
Questionnaire Physical Symptoms (PHQ-15) that assesses the domain of somatic symptoms in children and
adolescents. Items 4 and 11 are specific to adults and therefore blacked out on this child version of the
measure. The measure is completed by the child prior to a visit with the clinician. Each item asks the child to
rate the severity of his or her somatic symptoms during the past 7 days.
Scoring and Interpretation
Each item on the PHQ-15 is rated on a 3-point scale (0=not bothered at all; 1=bothered a little; 2= bothered a
lot). The total score can range from 0 to 26, with higher scores indicating greater severity of somatic
symptoms. The clinician is asked to review the score of each item on the measure during the clinical interview
and indicate the raw score for each item in the section provided for “Clinician Use.” For this adapted PHQ-15,
if all 13 items are answered, the scores on the 13 items should be summed to obtain a total raw score. The
total raw score should then be prorated to a score out of 30 so that the Interpretation Table below can be
used to determine the severity of the child’s somatic symptoms. The prorated score is obtained by multiplying
the total raw score by 15 and dividing the value obtained by 13.
Prorated Score (if all 13 items answered) =

_(Total Raw Score x 15)_
13

Interpretation Table for the Level 2 Somatic Symptom-Child Scale
Levels of Somatic Symptom Severity
Prorated Score
Minimal
0-4
Low
5-9
Medium
10-14
High
15-30
Note: If 9 or fewer of the 13 items are answered on the adapted PHQ-15 (i.e., more than 25% of the total
items are missing), the total scores should not be calculated. Therefore, the child should be encouraged to
complete all of the items on the measure. If 10 to 12 items are answered, you are asked to prorate the raw
score by first summing the scores for the items that were answered to get a partial raw score. Next, multiply
the partial raw score by 15. Finally, divide the value by the number of items that were actually answered to
obtain the prorated total raw score.
Prorated Score (if 10-12 items answered) =

_________(Partial Raw Score x 15)___________
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number. The prorated total raw score should be
interpreted using the Interpretation Table above.
Frequency of Use
To track change in the severity of the child’s somatic symptoms over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment
status. Consistently high scores on a particular domain may indicate significant and problematic areas for the
child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide
your decision.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Somatic Symptom—Parent/Guardian of Child Age 6-17
(adapted from the Patient Health Questionnaire Physical Symptoms [PHQ-15])
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: This measure was adapted from the Patient Health Questionnaire
Physical Symptoms (PHQ-15]), which is in the public domain
(http://www.phqscreeners.com/instructions/instructions.pdf). The original
measure was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt
Kroenke and colleagues, with an educational grant from Pfizer Inc.
To request permission for any other use beyond what is stipulated above,
contact: The measure is in the public domain and can be used without
permission.

LEVEL 2—Somatic Symptom—Parent/Guardian of Child Age 6-17*
*

Adapted from the Patient Health Questionnaire Physical Symptoms (PHQ-15)

Child’s Name: __________________

Age: ____

Sex:  Male  Female

Date: _____________

What is your relationship with the child receiving care? ______________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “complaining of
stomachaches, headaches, or other aches and pains” and/or “worrying about his/her health or about getting sick”
at a mild or greater level of severity. The questions below ask about these feelings in more detail and especially
how often your child has been bothered by a list of symptoms during the past 7 days. Please respond to each
item by marking ( or x) one box per row.
Clinician Use

During the past 7 days, how much has your child been bothered by any of the following problems?
Not bothered
at all
(0)

Bothered
a little
(1)

Bothered
a lot
(2)

1.

Stomach pain







2.

Back pain







3.

Pain in his or her arms, legs, or joints (knees, hips, etc.)







4.

FOR ADULTS







5.

Headaches







6.

Chest pain







7.

Dizziness







8.

Fainting spells







9.

Feeling his or her heart pound or race







10.

Shortness of breath







11.

FOR ADULTS







12.

Constipation, loose bowels, or diarrhea







13.

Nausea, gas, or indigestion







14.

Feeling tired or having low energy







15.

Trouble sleeping







Item Score

Total/Partial Raw Score:
Prorated Score: (if 10 or more items answered)
Adapted from Physical Symptoms (PHQ-15) for research and evaluation purposes.

Instructions to Clinicians
The DSM-5 Level 2 Measure—Somatic Symptom—Parent/Guardian of Child Age 6–17 is an adaptation of the
15-item Patient Health Questionnaire Physical Symptoms (PHQ-15) that assesses the domain of somatic
symptoms. Items 4 and 11 are specific to adults and therefore blacked out on this child version of the
measure. The measure is completed by the parent or guardian about the child prior to a visit with the clinician.
Each item asks the parent or guardian to rate the severity of the child’s somatic symptoms during the past 7
days.
Scoring and Interpretation
Each item on the PHQ-15 is rated on a 3-point scale (0=not bothered at all; 1=bothered a little; 2= bothered a
lot). The total score can range from 0 to 26, with higher scores indicating greater severity of somatic
symptoms. The clinician is asked to review the score on each item on the measure during the clinical interview
and indicate the raw score for each item in the section provided for “Clinician Use.” For this adapted PHQ-15,
if all 13 items are answered, the scores on the 13 items should be summed to obtain a total raw score. The
total raw score should then be prorated to a score out of 30 so that the Interpretation Table below can be
used to determine the severity of the child’s somatic symptoms. The prorated score is obtained by multiplying
the total raw score by 15 and dividing the value obtained by 13.
Prorated Score (if all 13 items answered) = _(Total Raw Score x 15)_
13
Interpretation Table for the Level 2 Somatic Symptom-Child Scale
Levels of Somatic Symptom Severity
Prorated Score
Minimal
0-4
Low
5-9
Medium
10-14
High
15-30
Note: If 9 or fewer of the 13 items are answered on the adapted PHQ-15 (i.e., more than 25% of the total
items are missing), the total scores should not be calculated. Therefore, the parent or guardian should be
encouraged to complete all of the items on the measure. If 10 to 12 items are answered, you are asked to
prorate the raw score by first summing the scores for the items that were answered to get a partial raw score.
Next, multiply the partial raw score by 15. Finally, divide the value by the number of items that were actually
answered to obtain the prorated total raw score.
Prorated Score (if 10-12 items answered) = _________(Partial Raw Score x 15)__________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number. The prorated total raw score should be
interpreted using the Interpretation Table above.
Frequency of Use
To track change in the severity of the child’s somatic symptoms over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment
status. For consistency, it is preferred that completion of the measures at follow-up appointments is by the
same parent or guardian. Consistently high scores on a particular domain may indicate significant and
problematic areas for the child that might warrant further assessment, treatment, and follow-up. Your clinical
judgment should guide your decision.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Substance Use—Child Age 11–17 (adapted from the NIDAModified ASSIST)
Rights granted: This Instrument may be reproduced without permission by
clinicians for use with their own patients.
Rights holder: National Institute on Drug Abuse (NIDA)
To request permission for any other use beyond what is stipulated above,
contact: National Institute on Drug Abuse (NIDA)

LEVEL 2—Substance Use—Child Age 11–17*
*

Adapted from the NIDA-Modified ASSIST

Name: _______________________

Age: ____

Sex:  Male  Female

Date: _____________

Instructions to the child: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you indicated that
during the past 2 weeks you have been bothered by “having an alcoholic beverage”; “smoking a cigarette, a cigar, or
pipe or used snuff or chewing tobacco”; “using drugs like marijuana, cocaine or crack, club drugs (like ecstasy),
hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or methamphetamine (like speed)”; and/or “using any
medicine ON YOUR OWN, that is, without a doctor’s prescription, to get high or change the way you feel.” The questions
below ask about these feelings in more detail and especially how often you have been bothered by a list of symptoms
during the past two (2) weeks. Please respond to each item by marking ( or x) one box per row.
Clinician
Use

Not
at All

Less
Than a
Day or
Two

Several
Days

More
Than
Half the
Days

Nearly
Every
Day

a. Have an alcoholic beverage (beer, wine, liquor, etc.)?

 0

 1

2

3

4

b. Have 4 or more drinks in a single day?

 0

 1

2

3

4

c. Smoke a cigarette, a cigar, or pipe or use snuff or chewing
tobacco?

 0

 1

2

3

4

d. Painkillers (like Vicodin)

 0

 1

2

3

4

e. Stimulants (like Ritalin, Adderall)

 0

 1

2

3

4

f. Sedatives or tranquilizers (like sleeping pills or Valium)

 0

 1

2

3

4

g. Steroids

 0

 1

2

3

4

h. Other medicines

 0

 1

2

3

4

i. Marijuana

 0

 1

2

3

4

j. Cocaine or crack

 0

 1

2

3

4

k. Club drugs (like ecstasy)

 0

 1

2

3

4

l. Hallucinogens (like LSD)

 0

 1

2

3

4

m. Heroin

 0

 1

2

3

4

n. Inhalants or solvents (like glue)

 0

 1

2

3

4

o. Methamphetamine (like speed)

 0

 1

2

3

4

Item Score

During the past TWO (2) weeks, about how often did you …

During the past TWO (2) weeks, about how often did you use any of
the following medicines ON YOUR OWN, that is, without a doctor’s
prescription or in greater amounts or longer than prescribed?

Or drugs like:

Courtesy of National Institute on Drug Abuse.
This Instrument may be reproduced without permission by clinicians for use with their own patients.

Instructions to Clinicians
The DSM-5 Level 2—Substance Use—Child Age 11–17 is an adapted version of the NIDA-Modified
ASSIST. The 15-item measure is used to assess the pure domain of alcohol, tobacco/nicotine,
prescription medicine, and illicit substance use in children and adolescents. It is completed by the child
prior to a visit with the clinician. Each item asks the child to rate the severity of his/her use of various
substances during the past 2 weeks.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (i.e., 0=not at all; 1=less than a day or two;
2=several days; 3=more than half the days; 4=nearly every day). The clinician is asked to review the
score of each item on the measure during the clinical interview and indicate the raw score for each item
in the section provided for “Clinician Use.” Scores on the individual items should be interpreted
independently because each item inquires about the use of a distinct substance. The rating of multiple
items at scores greater than 0 indicates greater severity and complexity of substance use.
Frequency of Use
To track change in the severity of the child’s use of alcohol, tobacco/nicotine, prescription or illicit
substance over time, the measure be may completed at regular intervals as clinically indicated,
depending on the stability of the child’s symptoms and treatment status. Consistently high scores on the
measure may indicate significant and problematic areas for the child that might warrant further
assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

Courtesy of National Institute on Drug Abuse.
This material may be reproduced without permission by clinicians for use with their own patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: LEVEL 2—Substance Use—Parent/Guardian of Child Age 6–17 (adapted
from the NIDA-Modified ASSIST)
Rights granted: This Instrument may be reproduced without permission by
clinicians for use with their own patients.
Rights holder: National Institute on Drug Abuse (NIDA)
To request permission for any other use beyond what is stipulated above,
contact: National Institute on Drug Abuse (NIDA)

LEVEL 2—Substance Use—Parent/Guardian of Child Age 6–17*
*

Adapted from the NIDA-Modified ASSIST

Child’s Name: __________________

Sex:  Male  Female

Age: ____

Date: _____________

What is your relationship with the child receiving care: ______________________________________________________________

Instructions to parent/guardian: On the DSM-5 Level 1 cross-cutting questionnaire that you just completed, you
indicated that during the past 2 weeks your child receiving care has been bothered by “having an alcoholic beverage”;
“smoking a cigarette, a cigar, or pipe or used snuff or chewing tobacco”; “using drugs like marijuana, cocaine or crack,
club drugs, hallucinogens, heroin, inhalants or solvents, or methamphetamine”; and/or “using any medicine without a
doctor’s prescription.” The questions below ask about these feelings in more detail and especially how often your child
receiving care has been bothered by a list of symptoms during the past two (2) weeks. Please respond to each item by
marking ( or x) one box per row.
Clinician
Use
Please respond to each item by choosing one option per
question.

Less Than
More Than Nearly
Not at a Day or Several Half the
Every
All
Two
Days
Days
Day

Don’t
Know

Item
Score

During the past TWO (2) WEEKS, about how often did your
child …
a. Have an alcoholic beverage (beer, wine, liquor, etc.)?

 0

 1

2

3

4



b. Have 4 or more drinks in a single day?

 0

 1

2

3

4



c. Smoke a cigarette, a cigar, or pipe or used snuff or
chewing tobacco?

 0

 1

2

3

4



d. Painkillers (like Vicodin)

 0

 1

2

3

4



e. Stimulants (like Ritalin, Adderall)

 0

 1

2

3

4



f. Sedatives or tranquilizers (like sleeping pills or Valium)

 0

 1

2

3

4



g. Steroids

 0

 1

2

3

4



h. Other medicines

 0

 1

2

3

4



i. Marijuana

 0

 1

2

3

4



j. Cocaine or crack

 0

 1

2

3

4



k. Club drugs (like ecstasy)

 0

 1

2

3

4



l. Hallucinogens (like LSD)

 0

 1

2

3

4



m. Heroin

 0

 1

2

3

4



n. Inhalants or solvents (like glue)

 0

 1

2

3

4



o. Methamphetamine (like speed)

 0

 1

2

3

4



During the past TWO (2) WEEKS, about how often did your
child use any of the following medicines without a doctor’s
prescription or in greater amounts or longer than
prescribed?

Or drugs like:

Courtesy of National Institute on Drug Abuse.
This Instrument may be reproduced without permission by clinicians for use with their own patients.

Instructions to Clinicians
The DSM-5 Level 2—Substance Use—Parent/guardian of Child Age 6–17 is an adapted version of the
NIDA-Modified ASSIST. The 15-item measure is used to assess the pure domain of alcohol,
tobacco/nicotine, prescription medicine, and illicit substance use. The measure is completed by the
parent or guardian about the child prior to a visit with the clinician. Each item asks the parent or
guardian to rate the severity of the child’s use of various substances during the past 2 weeks.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (i.e., 0=not at all; 1=less than a day or two;
2=several days; 3=more than half the days; 4=nearly every day), with an option to indicate “Don’t Know”
(unscored). The clinician is asked to review the score of each item on the measure during the clinical
interview and indicate the raw score for each item in the section provided for “Clinician Use.” Scores on
the individual items should be interpreted independently because each item inquires about the use of a
distinct substance. The rating of multiple items at scores greater than 0 indicates greater severity and
complexity of substance use.

Frequency of Use
To track change in the severity of the child’s use of alcohol, tobacco/nicotine, prescription or illicit
substance over time, the measure may be completed at regular intervals as clinically indicated,
depending on the stability of the child’s symptoms and treatment status. For consistency, it is preferred
that completion of the measures at follow-up appointments is by the same parent or guardian.
Consistently high scores on the measure may indicate significant and problematic areas for the child that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your
decision.

Courtesy of National Institute on Drug Abuse.
This material may be reproduced without permission by clinicians for use with their own patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Severity Measure for Agoraphobia—Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

Severity Measure for Agoraphobia—Child Age 11–17
Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: The following questions ask about thoughts, feelings, and behaviors you may have had in the
following situations: crowds, public places, using transportation (e.g., buses, planes, trains), traveling alone or
away from home. Please respond to each item by marking ( or x) one box per row.

During the PAST 7 DAYS, I have…
1.
2.

3.

4.
5.
6.
7.
8.
9.
10.

felt moments of sudden terror, fear, or
fright in these situations
felt anxious, worried, or nervous about
these situations
have had thoughts about panic attacks,
uncomfortable physical sensations, getting
lost, or being overcome with fear in these
situations
felt a racing heart, sweaty, trouble
breathing, faint, or shaky in these
situations
felt tense muscles, felt on edge or restless,
or had trouble relaxing in these situations
avoided, or did not approach or enter,
these situations
moved away from these situations, left
them early, or remained close to the exits
spent a lot of time preparing for, or
procrastinating about (putting off), these
situations
distracted myself to avoid thinking about
these situations
needed help to cope with these situations
(e.g., alcohol or medication, superstitious
objects, other people)

Never

Occasionally

Half of
the time

Most of
the time

All of
the time

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Clinician
Use
Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
Craske M, Wittchen U, Bogels S, Stein M, Andrews G, Lebeu R. Copyright © 2013 American Psychiatric Association. All rights reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

Instructions to Clinicians
The Severity Measure for Agoraphobia—Child Age 11–17 is a 10-item measure that assesses the severity of
symptoms of agoraphobia in children and adolescents. The measure was designed to be completed by the child
upon receiving a diagnosis of agoraphobia (or clinically significant agoraphobia symptoms), and thereafter, prior
to follow-up visits with the clinician. Each item asks the child to rate the severity of his or her agoraphobia during
the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Never; 1=Occasionally; 2=Half of the time; 3=Most of the
time, and 4=All of the time). The total score can range from 0 to 40, with higher scores indicating greater severity
of agoraphobia. The clinician is asked to review the score on each item on the measure during the clinical
interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw scores on
the 10 items should be summed to obtain a total raw score. In addition, the clinician is asked to calculate and use
the average total score. The average total score reduces the overall score to a 5-point scale, which allows the
clinician to think of the severity of the child’s agoraphobia in terms of none (0), mild (1), moderate (2), severe (3),
or extreme (4). The use of the average total score was found to be reliable, easy to use, and clinically useful to the
clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the raw total score by number
of items in the measure (i.e., 10).
Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child receiving care should be encouraged to complete all of the items on the measure. If 1 or 2 items are left
unanswered, you are asked to calculate a prorated score. The prorated score is calculated by summing the scores
of items that were answered to get a partial raw score. Multiply the partial raw score by the total number of
items on the Severity Measure for Agoraphobia (i.e., 10) and divide the value by the number of items that were
actually answered (i.e., 8 or 9). The formula to prorate the partial raw score to Total Raw Score is:
____________(Raw sum x 10)_____________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s agoraphobia over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Severity Measure for Depression—Child Age 11–17 (adapted from PHQ9 modified for Adolescents [PHQ-A])
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: This measure was adapted from the PHQ-9 modified for
Adolescents (PHQ-A), which is in the public domain
(http://www.phqscreeners.com/instructions/instructions.pdf). The original
measure was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt
Kroenke and colleagues, with an educational grant from Pfizer Inc.
The reference for the original measure is: Johnson JG, Harris ES, Spitzer RL,
Williams JBW: The Patient Health Questionnaire for Adolescents: Validation of an
instrument for the assessment of mental disorders among adolescent primary
care patients. J Adolescent Health 30:196–204, 2002.
To request permission for any other use beyond what is stipulated above,
contact: The measure is in the public domain and can be used without
permission.

Severity Measure for Depression—Child Age 11–17*
*

PHQ-9 modified for Adolescents (PHQ-A)—Adapted

Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: How often have you been bothered by each of the following symptoms during the past 7 days? For each
symptom put an “X” in the box beneath the answer that best describes how you have been feeling.
Clinician
Use
Item
score
(0)
Not at all
1.
2.
3.
4.
5.
6.

7.
8.

9.

(1)
Several
days

(2)
More than
half the days

(3)
Nearly
every day

Feeling down, depressed, irritable, or hopeless?
Little interest or pleasure in doing things?
Trouble falling asleep, staying asleep, or sleeping too
much?
Poor appetite, weight loss, or overeating?
Feeling tired, or having little energy?
Feeling bad about yourself—or feeling that you are a
failure, or that you have let yourself or your family
down?
Trouble concentrating on things like school work,
reading, or watching TV?
Moving or speaking so slowly that other people could
have noticed?
Or the opposite—being so fidgety or restless that you
were moving around a lot more than usual?
Thoughts that you would be better off dead, or of
hurting yourself in some way?
Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Modified from the PHQ-A (J. Johnson, 2002) for research and evaluation purposes

Instructions to Clinicians
The Severity Measure for Depression—Child Age 11–17 (adapted from PHQ-9 modified for Adolescents [PHQ-A]) is a 9item measure that assesses the severity of depressive disorders and episodes (or clinically significant symptoms of
depressive disorders and episodes) in children ages 11–17. The measure is completed by the child prior to a visit with
the clinician. Each item asks the child to rate the severity of his or her depression symptoms during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 4-point scale (0=Not at all; 1=Several days; 2=More than half the days; and
3=Nearly every day). The total score can range from 0 to 27, with higher scores indicating greater severity of depression.
The clinician is asked to review the score of each item on the measure during the clinical interview and indicate the raw
score in the section provided for “Clinician Use.” The raw scores on the 9 items should be summed to obtain a total raw
score and should be interpreted using the table below:
Interpretation Table of Total Raw Score
Total Raw Score
Severity of depressive disorder or episode
0-4
None
5-9
Mild
10-14
Moderate
15-19
Moderately severe
20-27
Severe
Note: If 3 or more items are left unanswered, the total raw score on the measure should not be used. Therefore, the
child should be encouraged to complete all of the items on the measure. If 1 or 2 items are left unanswered, you are
asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that were
answered to get a partial raw score. Multiply the partial raw score by the total number of items on the PHQ-9 modified
for Adolescents (PHQ-A)—Modified (i.e., 9) and divide the value by the number of items that were actually answered
(i.e., 7 or 8). The formula to prorate the partial raw score to Total Raw Score is:
____________(Raw sum x 9)______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s depression over time, the measure may be completed at regular intervals
as clinically indicated, depending on the stability of the child’s symptoms and treatment status. Consistently high scores
on a particular domain may indicate significant and problematic areas for the child that might warrant further
assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Severity Measure for Generalized Anxiety Disorder—Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

Severity Measure for Generalized Anxiety Disorder—Child Age 11–17
Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: The following questions ask about thoughts, feelings, and behaviors, often tied to concerns about family, health,
finances, school, and work. Please respond to each item by marking ( or x) one box per row.

During the PAST 7 DAYS, I have…
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

felt moments of sudden terror, fear, or
fright
felt anxious, worried, or nervous
had thoughts of bad things happening, such
as family tragedy, ill health, loss of a job, or
accidents
felt a racing heart, sweaty, trouble
breathing, faint, or shaky
felt tense muscles, felt on edge or restless,
or had trouble relaxing or trouble sleeping
avoided, or did not approach or enter,
situations about which I worry
left situations early or participated only
minimally due to worries
spent lots of time making decisions, putting
off making decisions, or preparing for
situations, due to worries
sought reassurance from others due to
worries
needed help to cope with anxiety (e.g.,
alcohol or medication, superstitious
objects, or other people)

Never

Occasionally

Half of
the time

Most of
the time

All of
the time

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Clinician
Use
Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
Craske M, Wittchen U, Bogels S, Stein M, Andrews G, Lebeu R. Copyright © 2013 American Psychiatric Association. All rights reserved.
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Instructions to Clinicians
The Severity Measure for Generalized Anxiety Disorder—Child Age 11–17 is a 10-item measure that assesses the
severity of generalized anxiety disorder in children and adolescents. The measure was designed to be completed
by the child upon receiving a diagnosis of generalized anxiety disorder (or clinically significant generalized anxiety
disorder symptoms) and thereafter, prior to follow-up visits with the clinician. Each item asks the child to rate the
severity of his or her generalized anxiety disorder during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Never; 1=Occasionally; 2=Half of the time; 3=Most of the
time, and 4=All of the time). The total score can range from 0 to 40, with higher scores indicating greater severity
of generalized anxiety disorder. The clinician is asked to review the score of each item on the measure during the
clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw
scores on the 10 items should be summed to obtain a total raw score. In addition, the clinician is asked to
calculate and use the average total score. The average total score reduces the overall score to a 5-point scale,
which allows the clinician to think of the child’s generalized anxiety disorder in terms of none (0), mild (1),
moderate (2), severe (3), or extreme (4). The use of the average total score was found to be reliable, easy to use,
and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the
raw total score by number of items in the measure (i.e., 10).
Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child should be encouraged to complete all of the items on the measure. If 1 or 2 items are left unanswered,
you are asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that
were answered to get a partial raw score. Multiply the partial raw score by the total number of items on the
Severity Measure for Generalized Anxiety Disorder (i.e., 10) and divide the value by the number of items that
were actually answered (i.e., 8 or 9). The formula to prorate the partial raw score to Total Raw Score is:
_____________(Raw sum x 10)____________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s generalized anxiety disorder over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas
for the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
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instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Severity Measure for Separation Anxiety Disorder—Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

Severity Measure for Separation Anxiety Disorder—Child Age 11–17
Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: The following questions ask about thoughts, feelings, and behaviors that you may have had about being
separated from home or from people who are important to you. Please rate how often the following statements are true for
you. Please respond to each item by marking ( or x) one box per row.

During the PAST 7 DAYS, I have…
1.
2.

3.

4.
5.
6.
7.
8.
9.
10.

felt moments of sudden terror, fear, or
fright when separated
felt anxious, worried, or nervous about
being separated
had thoughts of bad things happening to
people important to me or bad things
happening to me when separated from
them (e.g., getting lost, accidents)
felt a racing heart, sweaty, trouble
breathing, faint, or shaky when separated
felt tense muscles, felt on edge or restless,
or had trouble relaxing or trouble sleeping
when separated
avoided going places where I would be
separated
when separated, left places early to go
home
spent a lot of time preparing for how to
deal with separation
distracted myself to avoid thinking about
being separated
needed help to cope with separation (e.g.,
alcohol or medications, superstitious
objects)

Never

Occasionally

Half of
the time

Most of
the time

All of
the time

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Clinician
Use
Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
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Instructions to Clinicians
The Severity Measure for Separation Anxiety Disorder—Child Age 11–17 is a 10-item measure that assesses the
severity of symptoms of separation anxiety disorder in children and adolescents. The measure was designed to be
completed by the child upon receiving a diagnosis of separation anxiety disorder (or clinically significant
separation anxiety disorder symptoms) and thereafter, prior to follow-up visits with the clinician. Each item asks
the child to rate the severity of his or her separation anxiety disorder during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Never; 1=Occasionally; 2=Half of the time; 3=Most of the
time, and 4=All of the time). The total score can range from 0 to 40, with higher scores indicating greater severity
of separation anxiety disorder. The clinician is asked to review the score of each item on the measure during the
clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw
scores on the 10 items should be summed to obtain a total raw score. In addition, the clinician is asked to
calculate and use the average total score. The average total score reduces the overall score to a 5-point scale,
which allows the clinician to think of the severity of the child’s separation anxiety disorder in terms of none (0),
mild (1), moderate (2), severe (3), or extreme (4). The use of the average total score was found to be reliable, easy
to use, and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is calculated by
dividing the raw total score by number of items in the measure (i.e., 10).
Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child should be encouraged to complete all of the items on the measure. If 1 or 2 items are left unanswered,
you are asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that
were answered to get a partial raw score. Multiply the partial raw score by the total number of items on the
Severity Measure for Separation Anxiety Disorder (i.e., 10) and divide the value by the number of items that were
actually answered (i.e., 8 or 9). The formula to prorate the partial raw score to Total Raw Score is:
____________(Raw sum x 10)_____________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s separation anxiety disorder over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas
for the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
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provided; further background information can be found in DSM-5. The APA
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Measure: Severity Measure for Social Anxiety Disorder (Social Phobia)—
Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

Severity Measure for Social Anxiety Disorder (Social Phobia)—Child Age 11–17
Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: The following questions ask about thoughts, feelings, and behaviors that you may have had about
social situations. Usual social situations include: public speaking, speaking in meetings, attending social events or
parties, introducing yourself to others, having conversations, giving and receiving compliments, making requests
of others, and eating and writing in public. Please respond to each item by marking ( or x) one box per row.

During the PAST 7 DAYS, I have…
1.
2.
3.

4.
5.
6.
7.
8.
9.
10.

felt moments of sudden terror, fear, or
fright in social situations
felt anxious, worried, or nervous about
social situations
have had thoughts of being rejected,
humiliated, embarrassed, ridiculed, or
offending others
felt a racing heart, sweaty, trouble
breathing, faint, or shaky in social
situations
felt tense muscles, felt on edge or restless,
or had trouble relaxing in social situations
avoided, or did not approach or enter,
social situations
left social situations early or participated
only minimally (e.g., said little, avoided eye
contact)
spent a lot of time preparing what to say or
how to act in social situations
distracted myself to avoid thinking about
social situations
needed help to cope with social situations
(e.g., alcohol or medications, superstitious
objects)

Never

Occasionally

Half of
the time

Most of
the time

All of
the time

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Clinician
Use
Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
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Instructions to Clinicians
The Severity Measure for Social Anxiety Disorder (Social Phobia)—Child Age 11–17 is a 10-item measure that
assesses the severity of symptoms of social anxiety (social phobia) in children and adolescents. The measure was
designed to be completed by the child upon receiving a diagnosis of social anxiety disorder (or clinically significant
social anxiety symptoms) and thereafter, prior to follow-up visits with the clinician. Each item asks the child
receiving care to rate the severity of his or her social anxiety disorder (social phobia) during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Never; 1=Occasionally; 2=Half of the time; 3=Most of the
time, and 4=All of the time). The total score can range from 0 to 40, with higher scores indicating greater severity
of social anxiety disorder (social phobia). The clinician is asked to review the score of each item on the measure
during the clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.”
The raw scores on the 10 items should be summed to obtain a total raw score. In addition, the clinician is asked
to calculate and use the average total score. The average total score reduces the overall score to a 5-point scale,
which allows the clinician to think of the severity of the child’s social anxiety disorder (social phobia) in terms of
none (0), mild (1), moderate (2), severe (3), or extreme (4). The use of the average total score was found to be
reliable, easy to use, and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is
calculated by dividing the raw total score by number of items in the measure (i.e., 10).
Note: If 3 or more items are left unanswered, the total score on the measure should not be
calculated. Therefore, the child should be encouraged to complete all of the items on the measure. If 1 or 2 items
are left unanswered, you are asked to calculate a prorated score. The prorated score is calculated by summing
the scores of items that were answered to get a partial raw score. Multiply the partial raw score by the total
number of items on the Severity Measure for Social Anxiety Disorder (Social Phobia) (i.e., 10) and divide the value
by the number of items that were actually answered (i.e., 8 or 9). The formula to prorate the partial raw score to
Total Raw Score is:
___________(Raw sum x 10)______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s social anxiety disorder (social phobia) over time, the measure may
be completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas
for the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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Severity Measure for Specific Phobia—Child Age 11–17
Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

The following questions ask about thoughts, feelings, and behaviors that you may have had in a variety of situations.
Please check () the item below that makes you most anxious. Choose only one item and make your ratings based on the
situations included in that item.
 Driving, flying, tunnels,
 Animals or
 Heights, storms, or  Blood, needles,
 Choking or
bridges, or enclosed spaces
insects
water
or injections
vomiting
Clinician
Please respond to each item by marking ( or x)
Use
one box per row.
Half of
Most of
All of
Item
Never Occasionally
During the PAST 7 DAYS, I have…
the time
the time
the time
score
felt moments of sudden terror, fear, or
1.
 0
 1
 2
 3
 4
fright in these situations
felt anxious, worried, or nervous about
2.
 0
 1
 2
 3
 4
these situations
had thoughts of being injured, overcome
3. with fear, or other bad things happening in
 0
 1
 2
 3
 4
these situations
felt a racing heart, sweaty, trouble
4. breathing, faint, or shaky in these
 0
 1
 2
 3
 4
situations
felt tense muscles, felt on edge or restless,
5.
 0
 1
 2
 3
 4
or had trouble relaxing in these situations
avoided, or did not approach or enter,
6.
 0
 1
 2
 3
 4
these situations
moved away from these situations or left
7.
 0
 1
 2
 3
 4
them early
spent a lot of time preparing for, or
8. procrastinating about (i.e., putting off),
 0
 1
 2
 3
 4
these situations
distracted myself to avoid thinking about
9.
 0
 1
 2
 3
 4
these situations
needed help to cope with these situations
10. (e.g., alcohol or medications, superstitious
 0
 1
 2
 3
 4
objects, other people)
Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
Craske M, Wittchen U, Bogels S, Stein M, Andrews G, Lebeu R. Copyright © 2013 American Psychiatric Association. All rights reserved.
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Instructions to Clinicians
The Severity Measure for Specific Phobia—Child Age 11–17 is a 10-item measure that assesses the severity of
specific phobia in children and adolescents. The measure was designed to be completed by the child upon
receiving a diagnosis or specific phobia (or clinically significant specific phobia symptoms) and thereafter, prior to
follow-up visits with the clinician. Each item asks the child to rate the severity of his or her specific phobia during
the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Never; 1=Occasionally; 2=Half of the time; 3=Most of the
time, and 4=All of the time). The total score can range from 0 to 40, with higher scores indicating greater severity
of specific phobia. The clinician is asked to review the score of each item on the measure during the clinical
interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw scores on
the 10 items should be summed to obtain a total raw score. In addition, the clinician is asked to calculate and use
the average total score. The average total score reduces the overall score to a 5-point scale, which allows the
clinician to think of the severity of the child’s specific phobia in terms of none (0), mild (1), moderate (2), severe
(3), or extreme (4). The use of the average total score was found to be reliable, easy to use, and clinically useful to
the clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the raw total score by
number of items in the measure (i.e., 10).
Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child should be encouraged to complete all of the items on the measure. If 1 or 2 items are left unanswered,
you are asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that
were answered to get a partial raw score. Multiply the partial raw score by the total number of items on the
Severity Measure for Specific Phobia (i.e., 10) and divide the value by the number of items that were actually
answered (i.e., 8 or 9). The formula to prorate the partial raw score to Total Raw Score is:
___________(Raw sum x 10)______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s specific phobia over time, the measure may be completed at regular
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.
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Severity of Acute Stress Symptoms—Child Age 11–17*
*

National Stressful Events Survey Acute Stress Disorder Short Scale (NSESSS)

Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Please list the traumatic event that you experienced: __________________________________________________________
Date of the traumatic event: ________________________
Instructions: People sometimes have problems after extremely stressful events or experiences. How much have you been
bothered during the PAST SEVEN (7) DAYS by each of the following problems that occurred or became worse after an
extremely stressful event/experience? Please respond to each item by marking ( or x) one box per row.
Clinician
Use
Not
at all

A
little
bit

Moderately

Quite
a bit

Extremely

1.

Having “flashbacks,” that is, you suddenly acted or
felt as if a stressful experience from the past was
happening all over again (for example, you
reexperienced parts of a stressful experience by
seeing, hearing, smelling, or physically feeling parts
of the experience)?

 0

 1

 2

 3

 4

2.

Feeling very emotionally upset when something
reminded you of a stressful experience?

 0

 1

 2

 3

 4

3.

Feeling detached or distant from yourself, your body,
your physical surroundings, or your memories?

 0

 1

 2

 3

 4

4.

Trying to avoid thoughts, feelings, or physical
sensations that reminded you of a stressful
experience?

 0

 1

 2

 3

 4

5.

Being "super alert," on guard, or constantly on the
lookout for danger?

 0

 1

 2

 3

 4

6.

Feeling jumpy or easily startled when you hear an
unexpected noise?

 0

 1

 2

 3

 4

7.

Being extremely irritable or angry to the point where
you yelled at other people, got into fights, or
destroyed things?

 0

 1

 2

 3

 4

Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1 item left unanswered)
Average Total Score:
Kilpatrick DG, Resnick HS, Friedman, MJ. Copyright © 2013 American Psychiatric Association. All rights reserved.
This measure can be reproduced without permission by researchers and by clinicians for use with their patients.

Instructions to Clinicians
The National Stressful Events Survey Acute Stress Disorder Short Scale (NSESSS) is a 7-item measure that assesses
the severity symptoms of acute stress disorder in children ages 11–17 following an extremely stressful event or
experience. The measure was designed to be completed by the child upon receiving a diagnosis of acute stress
disorder (or clinically significant acute stress disorder symptoms) and thereafter, prior to follow-up visits with the
clinician. Each item asks the child to rate the severity of his or her acute stress disorder during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Not at all; 1=A little bit; 2=Moderately; 3=Quite a bit, and
4=Extremely). The total score can range from 0 to 28, with higher scores indicating greater severity of acute stress
disorder. The clinician is asked to review the score of each item on the measure during the clinical interview and
indicate the raw score for each item in the section provided for “Clinician Use.” The raw scores on the 7 items
should be summed to obtain a total raw score. In addition, the clinician is asked to calculate and use the average
total score. The average total score reduces the overall score to a 5-point scale, which allows the clinician to think
of the severity of the child’s acute stress disorder in terms of none (0), mild (1), moderate (2), severe (3), or
extreme (4). The use of the average total score was found to be reliable, easy to use, and clinically useful to the
clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the raw total score by number
of items in the measure (i.e., 7).
Note: If 2 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child should be encouraged to complete all of the items on the measure. If 1 item is left unanswered, you are
asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that were
answered to get a partial raw score. Multiply the partial raw score by the total number of items on the NSESSS—
Acute Stress Disorder (i.e., 7) and divide the value by the number of items that were actually answered (i.e., 6).
The formula to prorate the partial raw score to Total Raw Score is:
____________(Raw sum x 7)______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s acute stress disorder over time, the measure may be completed at
regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.

Copyright © 2013 American Psychiatric Association. All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with their patients.

The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: Severity of Dissociative Symptoms—Child Age 11–17 (Brief Dissociative
Experiences Scale [DES-B]—Modified)
Rights granted: This measure is based on measures produced using U.S. federal
government resources and is therefore in the public domain and freely available
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Severity of Dissociative Symptoms—Child Age 11–17*
*

Brief Dissociative Experiences Scale (DES-B)—Modified

Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Instructions: For each statement below, please check () the box that best answers each question to show how much each
thing has happened to you in the past SEVEN (7) DAYS.

1.
2.
3.
4.

5.
6.
7.

8.

I find myself staring into space
and thinking of nothing.
People, objects, or the world
around me seem strange or
unreal.
I find that I did things that I do
not remember doing.
When I am alone, I talk out loud
to myself.
I feel as though I were looking at
the world through a fog so that
people and things seem far away
or unclear.
I am able to ignore pain.
I act so differently from one
situation to another that it is
almost as if I were two different
people.
I can do things very easily that
would usually be hard for me.

Not at
all

Once or
twice

Almost every
day

About once
a day

More than once
a day

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Clinician
Use
Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
DES-B (Dalenberg C, Carlson E, 2010) modified for DSM-5 by C. Dalenberg and E. Carlson.
This measure is based on measures produced using U.S. federal government resources and is therefore in the public domain
and freely available for use without permission so long as authorship is accurately attributed.

Instructions to Clinicians
The Brief Dissociative Experiences Scale (DES-B)—Modified is an 8-item measure that assesses the severity of
dissociative experiences in children ages 11–17. The measure is completed by the child upon receiving a diagnosis
of a dissociative disorder (or clinically significant dissociative symptoms) and thereafter, prior to follow-up visits
with the clinician. Each item asks the child receiving care to rate the severity of his or her dissociative experiences
during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Not at all; 1=Once or twice; 2=Almost every day; 3=About
once a day, and 4=More than once a day). The total score can range from 0 to 32, with higher scores indicating
greater severity of dissociative experiences. The clinician is asked to review the score of each item on the measure
during the clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.”
The raw scores on the 8 items should be summed to obtain a total raw score. In addition, the clinician is asked to
calculate and use the average total score. The average total score reduces the overall score to a 5-point scale,
which allows the clinician to think of the severity of the child’s brief dissociative experiences in terms of none (0),
mild (1), moderate (2), severe (3), or extreme (4). The average total score is calculated by dividing the raw total
score by number of items in the measure (i.e., 8). The use of the average total score was found to be reliable, easy
to use, and clinically useful to the clinicians in the DSM-5 Field Trials.
Note: If 3 or more items are left unanswered, the total score on the measure should not be
calculated. Therefore, the child should be encouraged to complete all of the items on the measure. If 1 or 2
items are left unanswered, you are asked to calculate a prorated score. The prorated score is calculated by
summing scores of the items that were answered to get a partial raw score. Multiply the partial raw score by the
total number of items on the DES-B (i.e., 8) and divide the value by the number of items that were actually
answered (i.e., either 6 or 7). The formula to prorate the partial raw score to Total Raw Score is:
____________(Raw sum x 8)______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s brief dissociative experiences over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas
for the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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Severity of Posttraumatic Stress Symptoms—Child Age 11–17*
*

National Stressful Events Survey PTSD Short Scale (NSESSS)

Name:____________________________________ Age: ______ Sex: Male  Female 

Date:_________________

Please list the traumatic event that you experienced: _________________________________________________________
Date of the traumatic event: ________________________
Instructions: People sometimes have problems after extremely stressful events or experiences. How much have you been
bothered during the PAST SEVEN (7) DAYS by each of the following problems that occurred or became worse after an
extremely stressful event/experience? Please respond to each item by marking ( or x) one box per row.
Clinician
Use
Not
at all

A
little
bit

Moderately

Quite
a bit

Extremely

1.

Having “flashbacks,” that is, you suddenly acted or
felt as if a stressful experience from the past was
happening all over again (for example, you
reexperienced parts of a stressful experience by
seeing, hearing, smelling, or physically feeling parts
of the experience)?

 0

 1

 2

 3

 4

2.

Feeling very emotionally upset when something
reminded you of a stressful experience?

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

Losing interest in activities you used to enjoy before
having a stressful experience?

 0

 1

 2

 3

 4

Being “super alert,” on guard, or constantly on the
lookout for danger?
Feeling jumpy or easily startled when you hear an
unexpected noise?
Being extremely irritable or angry to the point where
you yelled at other people, got into fights, or
destroyed things?

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

 0

 1

 2

 3

 4

3.

4.

5.

6.
7.
8.
9.

Trying to avoid thoughts, feelings, or physical
sensations that reminded you of a stressful
experience?
Thinking that a stressful event happened because you
or someone else (who didn’t directly harm you) did
something wrong or didn’t do everything possible to
prevent it, or because of something about you?
Having a very negative emotional state (for example,
you were experiencing lots of fear, anger, guilt,
shame, or horror) after a stressful experience?

Item
score

Total/Partial Raw Score:
Prorated Total Raw Score: (if 1-2 items left unanswered)
Average Total Score:
Kilpatrick DG, Resnick HS, Friedman, MJ. Copyright © 2013 American Psychiatric Association. All rights reserved.
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Instructions to Clinicians
The National Stressful Events Survey PTSD Short Scale (NSESSS) is a 9-item measure that assesses the severity of
posttraumatic stress disorder in children ages 11–17 following an extremely stressful event or experience. The
measure was designed to be completed by the child upon receiving a diagnosis of posttraumatic stress disorder
(or clinically significant posttraumatic stress disorder symptoms) and thereafter, prior to follow-up visits with the
clinician. Each item asks the child receiving care to rate the severity of his or her posttraumatic stress disorder
during the past 7 days.
Scoring and Interpretation
Each item on the measure is rated on a 5-point scale (0=Not at all; 1=A little bit; 2=Moderately; 3=Quite a bit, and
4=Extremely). The total score can range from 0 to 36, with higher scores indicating greater severity of
posttraumatic stress disorder. The clinician is asked to review the score of each item on the measure during the
clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.” The raw
scores on the 9 items should be summed to obtain a total raw score. In addition, the clinician is asked to calculate
and use the average total score. The average total score reduces the overall score to a 5-point scale, which allows
the clinician to think of the severity of the child’s posttraumatic stress disorder in terms of none (0), mild (1),
moderate (2), severe (3), or extreme (4). The use of the average total score was found to be reliable, easy to use,
and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the
raw total score by number of items in the measure (i.e., 9).
Note: If 3 or more items are left unanswered, the total score on the measure should not be calculated. Therefore,
the child should be encouraged to complete all of the items on the measure. If 1 or 2 items are left unanswered,
you are asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that
were answered to get a partial raw score. Multiply the partial raw score by the total number of items on the
NSESSS—PTSD (i.e., 9) and divide the value by the number of items that were actually answered (i.e., 7 or 8). The
formula to prorate the partial raw score to Total Raw Score is:
___________(Raw sum x 9)_______________
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track changes in the severity of the child’s posttraumatic stress disorder over time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a particular domain may indicate significant and problematic areas
for the child that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
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The Personality Inventory for DSM-5—Brief Form (PID-5-BF)—Child Age 11–17
Name: _______________________

Age: ____

Sex:  Male  Female

Date:_____________

Instructions: This is a list of things different people might say about themselves. We are interested in how you would
describe yourself. There are no right or wrong answers. So you can describe yourself as honestly as possible, we will
Clinician
keep your responses confidential. We’d like you to take your time and read each statement carefully, selecting the
Use
response that best describes you.
Very False Sometimes or Sometimes or Very True
Item
or Often
Somewhat
Somewhat or Often
score
False
False
True
True
1 People would describe me as reckless.
0
1
2
3
2 I feel like I act totally on impulse.
0
1
2
3
3 Even though I know better, I can’t stop making rash decisions.
0
1
2
3
4 I often feel like nothing I do really matters.
0
1
2
3
5 Others see me as irresponsible.
0
1
2
3
6 I’m not good at planning ahead.
0
1
2
3
7 My thoughts often don’t make sense to others.
0
1
2
3
8 I worry about almost everything.
0
1
2
3
9 I get emotional easily, often for very little reason.
0
1
2
3
10 I fear being alone in life more than anything else.
0
1
2
3
I get stuck on one way of doing things, even when it’s clear it
11
0
1
2
3
won’t work.
12 I have seen things that weren’t really there.
0
1
2
3
13 I steer clear of romantic relationships.
0
1
2
3
14 I’m not interested in making friends.
0
1
2
3
15 I get irritated easily by all sorts of things.
0
1
2
3
16 I don’t like to get too close to people.
0
1
2
3
17 It’s no big deal if I hurt other peoples’ feelings.
0
1
2
3
18 I rarely get enthusiastic about anything.
0
1
2
3
19 I crave attention.
0
1
2
3
I often have to deal with people who are less important than
20
0
1
2
3
me.
I often have thoughts that make sense to me but that other
21
0
1
2
3
people say are strange.
22 I use people to get what I want.
0
1
2
3
I often “zone out” and then suddenly come to and realize that
23
0
1
2
3
a lot of time has passed.
24 Things around me often feel unreal, or more real than usual.
0
1
2
3
25 It is easy for me to take advantage of others.
0
1
2
3
Total/Partial Raw Score:
Prorated Total Score: (if 1-6 items left unanswered)
Average Total Score:
Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE.
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Personality Trait Domain

USE ONLY

FOR CLINICIAN

Personality Trait Domain Scoring
PID-5 BF items

Negative Affect

8, 9, 10, 11, 15

Detachment

4, 13, 14, 16, 18

Antagonism

17, 19, 20, 22, 25

Disinhibition

1, 2, 3, 5, 6

Psychoticism

7, 12, 21, 23, 24

Total/Partial Raw Domain Score Prorated Domain Score Average Domain Score

Instructions to Clinicians
This Personality Inventory for DSM-5—Brief Form (PID-5-BF)—Child Age 11–17 is a 25-item self-rated personality trait
assessment scale for children ages 11–17. It assesses 5 personality trait domains including negative affect, detachment,
antagonism, disinhibition, and psychoticism, with each trait domain consisting of 5 items. The measure is completed by the child
prior to a visit with the clinician. Each item on the PID-5-BF asks the child to rate how well the item describes him or her
generally.
Scoring and Interpretation
Each item on the measure is rated on a 4-point scale (i.e., 0=very false or often false; 1=sometimes or somewhat false;
2=sometimes or somewhat true; 3=very true or often true). The overall measure has a range of scores from 0 to 75, with higher
scores indicating greater overall personality dysfunction. Each trait domain ranges in score from 0 to 15, with higher scores
indicating greater dysfunction in the specific personality trait domain. The clinician is asked to review the score on each item on
the measure during the clinical interview and indicate the raw score for each item in the section provided for “Clinician Use.”
The raw scores on the 25 items should be summed to obtain a total raw score. The scores on the items within each trait domain
should be summed and entered in the appropriate raw domain score box. In addition, the clinician is asked to calculate and use
average scores for each domain and for the overall measure. The average scores reduce the overall score as well as the scores
for each domain to a 4-point scale, which allows the clinician to think of the child’s personality dysfunction relative to observed
1
norms. The average domain score is calculated by dividing the raw domain score by the number of items in the domain (e.g., if
all the items within the “negative affect “ domain are rated as being “sometimes or somewhat true” then the average domain
score would be 10/5 = 2, indicating moderate negative affect). The average total score is calculated by dividing the raw overall
score by the total number of items in the measure (i.e., 25). The average domain and overall personality dysfunction scores were
found to be reliable, easy to use, and clinically useful to the clinicians in the DSM-5 Field Trials.
Note: If 7 or more items are left unanswered on the measure (i.e., more than 25% of the total items are missing) the total score
should not be calculated. Similarly, if 2 or more items are left unanswered on any one domain, the domain score should not be
calculated. Therefore, the child should be encouraged to complete all of the items on the measure. However, if 7 or more of the
total items on the measure are left unanswered but 4 or 5 items for some of the domains are completed, the raw or average
domain scores may be used for those domains. If for the overall measure 1 to 6 items are left unanswered, or for any domain
only one item is left unanswered, you may prorate the total raw score or domain score by first summing the scores of items that
were answered to get a partial raw score. Next, multiply the partial raw score by the total number of items on the measure (i.e.,
25) or in the domain (i.e., 5). Finally, divide the value by the number of items that were actually answered to obtain the prorated
total or domain raw score.
Prorated Score = (Partial Raw Score x number of items on the PID-5 BF)
Number of items that were actually answered
If the result is a fraction, round to the nearest whole number.
Frequency of Use
To track change in the severity of the child’s personality dysfunction over time, it is recommended that the measure be
completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status.
Consistently high scores on a particular domain may indicate significant and problematic areas for the child receiving care that
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision.
1
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The APA is offering a number of “emerging measures” for further research and
clinical evaluation. These patient assessment measures were developed to be
administered at the initial patient interview and to monitor treatment progress.
They should be used in research and evaluation as potentially useful tools to
enhance clinical decision-making and not as the sole basis for making a clinical
diagnosis. Instructions, scoring information, and interpretation guidelines are
provided; further background information can be found in DSM-5. The APA
requests that clinicians and researchers provide further data on the
instruments’ usefulness in characterizing patient status and improving patient
care at http://www.dsm5.org/Pages/Feedback-Form.aspx.

Measure: The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17
Rights granted: This measure can be reproduced without permission by
researchers and by clinicians for use with their patients.
Rights holder: American Psychiatric Association
To request permission for any other use beyond what is stipulated above,
contact: http://www.appi.org/CustomerService/Pages/Permissions.aspx

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17
Name/ID: ______________________________

Age: ____

Sex:  Male  Female

Date:_____________

Instructions to the child receiving care: This is a list of things different people might say about themselves. We are
interested in how you would describe yourself. There are no “right” or “wrong” answers. So you can describe yourself as Clinician
honestly as possible, we will keep your responses confidential. We’d like you to take your time and read each statement
Use
carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
1
I don’t get as much pleasure out of things as others seem to.
0
1
2
3
2
Plenty of people are out to get me.
0
1
2
3
3
People would describe me as reckless.
0
1
2
3
4
I feel like I act totally on impulse.
0
1
2
3
5
I often have ideas that are too unusual to explain to anyone.
0
1
2
3
I lose track of conversations because other things catch my
6
0
1
2
3
attention.
7
I avoid risky situations.
0
1
2
3
8
When it comes to my emotions, people tell me I’m a “cold fish”.
0
1
2
3
9
I change what I do depending on what others want.
0
1
2
3
10 I prefer not to get too close to people.
0
1
2
3
11 I often get into physical fights.
0
1
2
3
12 I dread being without someone to love me.
0
1
2
3
13 Being rude and unfriendly is just a part of who I am.
0
1
2
3
14 I do things to make sure people notice me.
0
1
2
3
15 I usually do what others think I should do.
0
1
2
3
I usually do things on impulse without thinking about what might
16
0
1
2
3
happen as a result.
17 Even though I know better, I can’t stop making rash decisions.
0
1
2
3
18 My emotions sometimes change for no good reason.
0
1
2
3
19 I really don’t care if I make other people suffer.
0
1
2
3
20 I keep to myself.
0
1
2
3
21 I often say things that others find odd or strange.
0
1
2
3
22 I always do things on the spur of the moment.
0
1
2
3
23 Nothing seems to interest me very much.
0
1
2
3
24 Other people seem to think my behavior is weird.
0
1
2
3
People have told me that I think about things in a really strange
25
0
1
2
3
way.
26 I almost never enjoy life.
0
1
2
3
27 I often feel like nothing I do really matters.
0
1
2
3
28 I snap at people when they do little things that irritate me.
0
1
2
3
29 I can’t concentrate on anything.
0
1
2
3
30 I’m an energetic person.
0
1
2
3
31 Others see me as irresponsible.
0
1
2
3
32 I can be mean when I need to be.
0
1
2
3
33 My thoughts often go off in odd or unusual directions.
0
1
2
3
I’ve been told that I spend too much time making sure things are
34
0
1
2
3
exactly in place.
35 I avoid risky sports and activities.
0
1
2
3
I can have trouble telling the difference between dreams and
36
0
1
2
3
waking life.
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Name/ID (child receiving care): _________________

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17, continued
Instructions to child receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d
Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
Sometimes I get this weird feeling that parts of my body feel like
37
0
1
2
3
they’re dead or not really me.
38 I am easily angered.
0
1
2
3
39 I have no limits when it comes to doing dangerous things.
0
1
2
3
40 To be honest, I’m just more important than other people.
0
1
2
3
I make up stories about things that happened that are totally
41
0
1
2
3
untrue.
42 People often talk about me doing things I don’t remember at all.
0
1
2
3
43 I do things so that people just have to admire me.
0
1
2
3
It’s weird, but sometimes ordinary objects seem to be a different
44
0
1
2
3
shape than usual.
45 I don’t have very long-lasting emotional reactions to things.
0
1
2
3
46 It is hard for me to stop an activity, even when it’s time to do so.
0
1
2
3
47 I’m not good at planning ahead.
0
1
2
3
48 I do a lot of things that others consider risky.
0
1
2
3
49 People tell me that I focus too much on minor details.
0
1
2
3
50 I worry a lot about being alone.
0
1
2
3
I’ve missed out on things because I was busy trying to get
51
0
1
2
3
something I was doing exactly right.
52 My thoughts often don’t make sense to others.
0
1
2
3
53 I often make up things about myself to help me get what I want.
0
1
2
3
54 It doesn’t really bother me to see other people get hurt.
0
1
2
3
55 People often look at me as if I’d said something really weird.
0
1
2
3
56 People don’t realize that I’m flattering them to get something.
0
1
2
3
57 I’d rather be in a bad relationship than be alone.
0
1
2
3
58 I usually think before I act.
0
1
2
3
I often see vivid dream-like images when I’m falling asleep or
59
0
1
2
3
waking up.
I keep approaching things the same way, even when it isn’t
60
0
1
2
3
working.
61 I’m very dissatisfied with myself.
0
1
2
3
I have much stronger emotional reactions than almost everyone
62
0
1
2
3
else.
63 I do what other people tell me to do.
0
1
2
3
64 I can’t stand being left alone, even for a few hours.
0
1
2
3
65 I have outstanding qualities that few others possess.
0
1
2
3
66 The future looks really hopeless to me.
0
1
2
3
67 I like to take risks.
0
1
2
3
68 I can’t achieve goals because other things capture my attention.
0
1
2
3
When I want to do something, I don’t let the possibility that it
69
0
1
2
3
might be risky stop me.
70 Others seem to think I’m quite odd or unusual.
0
1
2
3
71 My thoughts are strange and unpredictable.
0
1
2
3
72 I don’t care about other people’s feelings.
0
1
2
3
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Name/ID (child receiving care): _________________

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17, continued
Instructions to child receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d
Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
73 You need to step on some toes to get what you want in life.
0
1
2
3
74 I love getting the attention of other people.
0
1
2
3
75 I go out of my way to avoid any kind of group activity.
0
1
2
3
76 I can be sneaky if it means getting what I want.
0
1
2
3
Sometimes when I look at a familiar object, it’s somehow like I’m
77
0
1
2
3
seeing it for the first time.
78 It is hard for me to shift from one activity to another.
0
1
2
3
79 I worry a lot about terrible things that might happen.
0
1
2
3
I have trouble changing how I’m doing something even if what I’m
80
0
1
2
3
doing isn’t going well.
81 The world would be better off if I were dead.
0
1
2
3
82 I keep my distance from people.
0
1
2
3
83 I often can’t control what I think about.
0
1
2
3
84 I don’t get emotional.
0
1
2
3
85 I resent being told what to do, even by people in charge.
0
1
2
3
86 I’m so ashamed by how I’ve let people down in lots of little ways.
0
1
2
3
87 I avoid anything that might be even a little bit dangerous.
0
1
2
3
I have trouble pursuing specific goals even for short periods of
88
0
1
2
3
time.
89 I prefer to keep romance out of my life.
0
1
2
3
90 I would never harm another person.
0
1
2
3
91 I don’t show emotions strongly.
0
1
2
3
92 I have a very short temper.
0
1
2
3
I often worry that something bad will happen due to mistakes I
93
0
1
2
3
made in the past.
I have some unusual abilities, like sometimes knowing exactly what
94
0
1
2
3
someone is thinking.
95 I get very nervous when I think about the future.
0
1
2
3
96 I rarely worry about things.
0
1
2
3
97 I enjoy being in love.
0
1
2
3
98 I prefer to play it safe rather than take unnecessary chances.
0
1
2
3
99 I sometimes have heard things that others couldn’t hear.
0
1
2
3
100 I get fixated on certain things and can’t stop.
0
1
2
3
101 People tell me it’s difficult to know what I’m feeling.
0
1
2
3
102 I am a highly emotional person.
0
1
2
3
103 Others would take advantage of me if they could.
0
1
2
3
104 I often feel like a failure.
0
1
2
3
If something I do isn’t absolutely perfect, it’s simply not
105
0
1
2
3
acceptable.
I often have unusual experiences, such as sensing the presence of
106
0
1
2
3
someone who isn’t actually there.
107 I’m good at making people do what I want them to do.
0
1
2
3
108 I break off relationships if they start to get close.
0
1
2
3
109 I’m always worrying about something.
0
1
2
3
110 I worry about almost everything.
0
1
2
3
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Name/ID (child receiving care): _________________

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17, continued
Instructions to child receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d
Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
111 I like standing out in a crowd.
0
1
2
3
112 I don’t mind a little risk now and then.
0
1
2
3
113 My behavior is often bold and grabs peoples’ attention.
0
1
2
3
114 I’m better than almost everyone else.
0
1
2
3
115 People complain about my need to have everything all arranged.
0
1
2
3
116 I always make sure I get back at people who wrong me.
0
1
2
3
117 I’m always on my guard for someone trying to trick or harm me.
0
1
2
3
I have trouble keeping my mind focused on what needs to be
118
0
1
2
3
done.
119 I talk about suicide a lot.
0
1
2
3
120 I’m just not very interested in having sexual relationships.
0
1
2
3
121 I get stuck on things a lot.
0
1
2
3
122 I get emotional easily, often for very little reason.
0
1
2
3
Even though it drives other people crazy, I insist on absolute
123
0
1
2
3
perfection in everything I do.
124 I almost never feel happy about my day-to-day activities.
0
1
2
3
125 Sweet-talking others helps me get what I want.
0
1
2
3
126 Sometimes you need to exaggerate to get ahead.
0
1
2
3
127 I fear being alone in life more than anything else.
0
1
2
3
I get stuck on one way of doing things, even when it’s clear it won’t
128
0
1
2
3
work.
129 I’m often pretty careless with my own and others’ things.
0
1
2
3
130 I am a very anxious person.
0
1
2
3
131 People are basically trustworthy.
0
1
2
3
132 I am easily distracted.
0
1
2
3
133 It seems like I’m always getting a “raw deal” from others.
0
1
2
3
134 I don’t hesitate to cheat if it gets me ahead.
0
1
2
3
135 I check things several times to make sure they are perfect.
0
1
2
3
136 I don’t like spending time with others.
0
1
2
3
I feel compelled to go on with things even when it makes little
137
0
1
2
3
sense to do so.
I never know where my emotions will go from moment to
138
0
1
2
3
moment.
139 I have seen things that weren’t really there.
0
1
2
3
140 It is important to me that things are done in a certain way.
0
1
2
3
141 I always expect the worst to happen.
0
1
2
3
142 I try to tell the truth even when it’s hard.
0
1
2
3
143 I believe that some people can move things with their minds.
0
1
2
3
144 I can’t focus on things for very long.
0
1
2
3
145 I steer clear of romantic relationships.
0
1
2
3
146 I’m not interested in making friends.
0
1
2
3
147 I say as little as possible when dealing with people.
0
1
2
3
148 I’m useless as a person.
0
1
2
3
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Name/ID (child receiving care): _________________

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17, continued
Instructions to child receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d
Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
149 I’ll do just about anything to keep someone from abandoning me.
0
1
2
3
Sometimes I can influence other people just by sending my
150
0
1
2
3
thoughts to them.
151 Life looks pretty bleak to me.
0
1
2
3
I think about things in odd ways that don’t make sense to most
152
0
1
2
3
people.
153 I don’t care if my actions hurt others.
0
1
2
3
Sometimes I feel “controlled” by thoughts that belong to someone
154
0
1
2
3
else.
155 I really live life to the fullest.
0
1
2
3
156 I make promises that I don’t really intend to keep.
0
1
2
3
157 Nothing seems to make me feel good.
0
1
2
3
158 I get irritated easily by all sorts of things.
0
1
2
3
159 I do what I want regardless of how unsafe it might be.
0
1
2
3
160 I often forget to pay my bills.
0
1
2
3
161 I don’t like to get too close to people.
0
1
2
3
162 I’m good at conning people.
0
1
2
3
163 Everything seems pointless to me.
0
1
2
3
164 I never take risks.
0
1
2
3
165 I get emotional over every little thing.
0
1
2
3
166 It’s no big deal if I hurt other peoples’ feelings.
0
1
2
3
167 I never show emotions to others.
0
1
2
3
168 I often feel just miserable.
0
1
2
3
169 I have no worth as a person.
0
1
2
3
170 I am usually pretty hostile.
0
1
2
3
171 I’ve skipped town to avoid responsibilities.
0
1
2
3
I’ve been told more than once that I have a number of odd quirks
172
0
1
2
3
or habits.
173 I like being a person who gets noticed.
0
1
2
3
174 I’m always fearful or on edge about bad things that might happen.
0
1
2
3
175 I never want to be alone.
0
1
2
3
I keep trying to make things perfect, even when I’ve gotten them
176
0
1
2
3
as good as they’re likely to get.
177 I rarely feel that people I know are trying to take advantage of me.
0
1
2
3
178 I know I’ll commit suicide sooner or later.
0
1
2
3
179 I’ve achieved far more than almost anyone I know.
0
1
2
3
180 I can certainly turn on the charm if I need to get my way.
0
1
2
3
181 My emotions are unpredictable.
0
1
2
3
182 I don’t deal with people unless I have to.
0
1
2
3
183 I don’t care about other peoples’ problems.
0
1
2
3
184 I don’t react much to things that seem to make others emotional.
0
1
2
3
185 I have several habits that others find eccentric or strange.
0
1
2
3
186 I avoid social events.
0
1
2
3
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Name/ID (child receiving care): _________________

The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17, continued
Instructions to child receiving care: Please continue to complete the questionnaire. Remember, this is a list of things
different people might say about themselves. We are interested in how you would describe yourself. There are no “right” Clinician
or “wrong” answers. So you can describe yourself as honestly as possible, we will keep your responses confidential. We’d
Use
like you to take your time and read each statement carefully, selecting the response that best describes you.
Very False Sometimes Sometimes Very True
Item
or Often or Somewhat or Somewhat or Often
score
False
False
True
True
187 I deserve special treatment.
0
1
2
3
It makes me really angry when people insult me in even a minor
188
0
1
2
3
way.
189 I rarely get enthusiastic about anything.
0
1
2
3
190 I suspect that even my so-called “friends” betray me a lot.
0
1
2
3
191 I crave attention.
0
1
2
3
Sometimes I think someone else is removing thoughts from my
192
0
1
2
3
head.
I have periods in which I feel disconnected from the world or
193
0
1
2
3
from myself.
I often see unusual connections between things that most people
194
0
1
2
3
miss.
I don’t think about getting hurt when I’m doing things that might
195
0
1
2
3
be dangerous.
196 I simply won’t put up with things being out of their proper places.
0
1
2
3
197 I often have to deal with people who are less important than me.
0
1
2
3
198 I sometimes hit people to remind them who’s in charge
0
1
2
3
199 I get pulled off-task by even minor distractions.
0
1
2
3
200 I enjoy making people in control look stupid.
0
1
2
3
201 I just skip appointments or meetings if I’m not in the mood.
0
1
2
3
202 I try to do what others want me to do.
0
1
2
3
203 I prefer being alone to having a close romantic partner.
0
1
2
3
204 I am very impulsive.
0
1
2
3
I often have thoughts that make sense to me but that other
205
0
1
2
3
people say are strange.
206 I use people to get what I want.
0
1
2
3
I don’t see the point in feeling guilty about things I’ve done that
207
0
1
2
3
have hurt other people.
208 Most of the time I don’t see the point in being friendly.
0
1
2
3
I’ve had some really weird experiences that are very difficult to
209
0
1
2
3
explain.
210 I follow through on commitments.
0
1
2
3
211 I like to draw attention to myself.
0
1
2
3
212 I feel guilty much of the time.
0
1
2
3
I often “zone out” and then suddenly come to and realize that a lot
213
0
1
2
3
of time has passed.
214 Lying comes easily to me.
0
1
2
3
215 I hate to take chances.
0
1
2
3
216 I’m nasty and short to anybody who deserves it.
0
1
2
3
217 Things around me often feel unreal, or more real than usual.
0
1
2
3
218 I’ll stretch the truth if it’s to my advantage.
0
1
2
3
219 It is easy for me to take advantage of others.
0
1
2
3
220 I have a strict way of doing things.
0
1
2
3
.
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Personality Trait Facet and Domain Scoring: The Personality Inventory for DSM-5 (PID-5)—Child Age 11–17
Step 1: Reverse the scores on the following items (i.e., 3 becomes 0, 2 becomes 1, 1 becomes 2, and 0 becomes 3): 7, 30,
35, 58, 87, 90, 96, 97, 98, 131, 142, 155, 164, 177, 210, and 215.
Step 2: Compute the Personality Trait Facet Scores using the Facet Table below. As a reminder, the reverse scored items
from Step 1 are marked with the letter R in the Table (e.g., 7R).
Step 3: Compute the Personality Trait Domain Scores using the Domain Table below.
A. Personality Trait Facet

B. PID-5 items

Anhedonia
Anxiousness
Attention Seeking

1, 23, 26, 30R, 124, 155R, 157, 189

Distractibility
Eccentricity

79, 93, 95, 96R, 109, 110, 130, 141, 174
14, 43, 74, 111, 113, 173, 191,211
11, 13, 19, 54, 72, 73, 90R, 153, 166, 183, 198, 200,
207, 208
41, 53, 56, 76, 126, 134, 142R, 206, 214, 218
27, 61, 66, 81, 86, 104, 119, 148, 151, 163, 168,
169, 178, 212
6, 29, 47, 68, 88, 118, 132, 144, 199
5, 21, 24, 25, 33, 52, 55, 70, 71, 152, 172,185, 205

Emotional Lability

18, 62, 102, 122, 138, 165, 181

Grandiosity

40, 65, 114, 179, 187, 197

Hostility

28, 32, 38, 85, 92, 116, 158, 170, 188, 216

Impulsivity

4, 16, 17, 22, 58R, 204

Intimacy Avoidance

89, 97R, 108, 120, 145, 203

Irresponsibility

31, 129, 156, 160, 171, 201, 210R

Manipulativeness
Perceptual Dysregulation

107, 125, 162, 180, 219
36, 37, 42, 44, 59, 77, 83, 154, 192, 193, 213, 217

Perseveration

46, 51, 60, 78, 80, 100, 121, 128, 137

Restricted Affectivity

8, 45, 84, 91, 101, 167, 184

Rigid Perfectionism

34, 49, 105, 115, 123, 135, 140, 176, 196, 220
3, 7R, 35R, 39, 48, 67, 69, 87R, 98R, 112, 159, 164R,
195, 215R

Callousness
Deceitfulness

FOR CLINICIAN USE ONLY

C. Total/Partial
Raw Facet
Score

Depressivity

Risk Taking
Separation Insecurity

12, 50, 57,64, 127, 149, 175

Submissiveness

9, 15, 63, 202

Suspiciousness

2, 103, 117, 131R, 133, 177R, 190

D. Prorated
Raw Facet
Score

E. Average
Facet Score

Unusual Beliefs & Experiences 94, 99, 106, 139, 143, 150, 194, 209
Withdrawal

10, 20, 75, 82, 136, 146, 147, 161, 182, 186
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A. Personality Trait B. PID-5 Facet Scales Contributing
Domain
Primarily to Domain

Negative Affect
Detachment
Antagonism
Disinhibition
Psychoticism

C. Total of Average
Facet Scores (from
column E of Facet
Table)

D. Overall Average of
Facet Scores (The total in
column C of this table
divided by 3 [i.e., the
number of scales
listed in column B])

Emotional Lability, Anxiousness, Separation Insecurity
Withdrawal, Anhedonia, Intimacy Avoidance
Manipulativeness, Deceitfulness, Grandiosity
Irresponsibility, Impulsivity, Distractibility
Unusual Beliefs & Experiences, Eccentricity, Perceptual
Dysregulation

Copyright © 2013 American Psychiatric Association. All rights reserved.
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Instructions to Clinicians
This Personality Inventory for DSM-5 (PID-5)—Child Age 11–17 is a 220 item self-rated personality trait assessment scale
for children ages 11 to 17. It assesses 25 personality trait facets including Anhedonia, Anxiousness, Attention Seeking,
Callousness, Deceitfulness, Depressivity, Distractibility, Eccentricity, Emotional Lability, Grandiosity, Hostility, Impulsivity,
Intimacy Avoidance, Irresponsibility, Manipulativeness, Perceptual Dysregulation, Perseveration, Restricted Affectivity,
Rigid Perfectionism, Risk Taking, Separation Insecurity, Submissiveness, Suspiciousness, Unusual Beliefs and Experiences,
and Withdrawal, with each trait facet consisting of 4 to 14 items. Specific triplets of facets (groups of three) can be
combined to yield indices of the five broader trait domains of Negative Affect, Detachment, Antagonism, Disinhibition,
and Psychoticism. The measure is completed by the child prior to a visit with the clinician. Each item asks the child
receiving care to rate how well the item describes him or her generally.
Scoring and Interpretation
Each item on the measure is rated on a 4-point scale. The response categories for the items are 0=very false or often
false; 1=sometimes or somewhat false; 2=sometimes or somewhat true; 3=very true or often true. For items 7, 30, 35, 58,
87, 90, 96, 97, 98, 131, 142, 155, 164, 177, 210, and 215, the items are reverse-coded prior to entering into scale score
computations (see instructions above).
The scores on the items within each trait facet should be summed and entered in the appropriate raw facet score box. In
addition, the clinician is asked to calculate and use average scores for each facet and domain. The average scores reduce
the overall score as well as the scores for each domain to a 4-point scale, which allows the clinician to think of the child’s
personality dysfunction relative to observed norms.1 The average facet score is calculated by dividing the raw facet score
by the number of items in the facet (e.g., if all the items within the “Anhedonia” facet are rated as being “sometimes or
somewhat true,” then the average facet score would be 16/8 = 2, indicating moderate anhedonia). The average domain
scores are calculated by summing and then averaging the 3 facet scores contributing primarily to a specific domain. For
example, if the average facet scores on Emotional Lability, Anxiousness, and Separation Insecurity (scales primarily
indexing negative affect) are all 2, then the sum of these scores would be 6, and the average domain score would be 6/3
= 2. Higher average scores indicate greater dysfunction in a specific personality trait facet or domain.
Note: If more than 25% of the items within a trait facet are left unanswered, the corresponding facet score should not be
calculated. Therefore, the child should be encouraged to complete all of the items on the measure. Nevertheless, if 25%
or less of the items are unanswered for a specific facet, you are asked to prorate the facet score by first summing the
scores of items that were answered to get a partial raw score. Next, multiply the partial raw score by the total number of
items contributing to that facet (i.e., 4-14). Finally, divide the resulting value by the number of items that were actually
answered to obtain the prorated total or domain raw score.
Prorated Score =

(Partial Raw Score x number of items on the PID-5)
Number of items that were actually answered

If the result is a fraction, round to the nearest whole number.
Domain scores should not be computed if any one of the three contributing facet scores cannot be computed because of
missing item responses.
Frequency of Use
To track change in the severity of the child’s personality dysfunction over time, it is recommended that the measure
be completed at regular intervals as clinically indicated, depending on the stability of the child’s symptoms and
treatment status. Consistently high scores on a facet or domain may indicate significant and problematic areas for the
child receiving care that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.
1

Krueger RF, Derringer J, Markon KE, Watson D, Skodol AE. (2012). Initial construction of a maladaptive personality trait model and inventory for
DSM-5. Psychological Medicine, 42, 1879-1890.
Copyright © 2013 American Psychiatric Association. All rights reserved.
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DEPRESSION SELF-RATING SCALE FOR CHILDREN
(Birleson 1978)
Instructions:
This self-rating scale was developed for children between the ages of 8
and 14 years of age. Please explain to the child that the scale is a way of
getting to know how children really feel about things. Give the scale to the
child with the directions below. If children have difficulty in reading any of
the items, clinicians may read out the statements in a neutral tone of voice
that indicates no preference in what they wish to hear.
Please read these statements and tick the answer that best
describes how you have felt in the past week. Answer as honestly
as you can. The correct answer is to say how you really have felt.
Mostly
Never
Sometimes
1.

I look forward to things as much as I used to.. [ ]

[ ]

[ ]

___

2.

I sleep very well.............................…….. ……

[ ]

[ ]

[ ]

___

3.

I feel like crying.............................…………… [ ]

[ ]

[ ]

___

4.

I like to go out to play......................…….……

[ ]

[ ]

[ ]

___

5.

I feel like running away.....................………… [ ]

[ ]

[ ]

___

6.

I get tummy aches...........................….……… [ ]

[ ]

[ ]

___

7.

I have lots of energy........................…………. [ ]

[ ]

[ ]

___

8.

I enjoy my food..............................…………… [ ]

[ ]

[ ]

___

9.

I can stick up for myself...................…………. [ ]

[ ]

[ ]

___

10.

I think life isn't worth living...............…………. [ ]

[ ]

[ ]

___

11.

I am good at the things I do.................………. [ ]

[ ]

[ ]

___

12.

I enjoy the things I do as much as I used to… [ ]

[ ]

[ ]

___

13.

I like talking with my family.................……….. [ ]

[ ]

[ ]

___

14.

I have bad dreams.......................………..

[ ]

[ ]

[ ]

___

15.

I feel very lonely............................…………… [ ]

[ ]

[ ]

___

16.

I am easily cheered up.......................……….. [ ]

[ ]

[ ]

___

17.

I feel so sad I can hardly stand it...........……..

[ ]

[ ]

[ ]

___

18.

I feel very bored............................…………… [ ]

[ ]

[ ]

___

Thank you.

____
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DEPRESSION SELF-RATING SCALE FOR CHILDREN (DSRS)
INTRODUCTION
The Depression Self-Rating Scale for Children was developed in 1978 as part of a
Masters of Philosophy Thesis at the University of Edinburgh. The scale emerged
from a longer inventory of 37 items that had been described in the literature as
associated with major depressive syndromes in childhood. These items were put
into positive and negative statements, the order was randomised and the final
inventory was given to four groups of children aged between 7 and 13 years.
A.

A group of children referred to a Child Psychiatry Clinic who met an
operational definition of depressive disorder, were not intellectually
handicapped and did not suffer from schizophrenia or autism (N=17).

B.

A comparison group of children from a Child Psychiatry Clinic population
controlled for sex, age and severity of disturbance (N=17).

C.

A group of children from a school for maladjusted pupils who were thought
likely to be demoralized or have low self-esteem (N=20).

D.

A comparison group of normal school children of mean age 12.1 years
(N=19).

The operational definition of depressive disorder used the following clinical criteria:i)

Evidence of recent expressed unhappiness, sadness, misery or
weepiness, and

ii)

History of behaviour change lasting over 2 weeks but less than 1 year,
and

iii)

Evidence of recent impairment in social relationships and/or decline in
school performance, and

iv)

The presence of two or more of the following symptoms - sleep
disturbance, appetite disturbance, loss of usual energy or interest,
reduced activity, expressed self-deprecating ideas, suicidal threats or
behaviour, increased irritability, new somatic complaints, wandering
behaviour, and depressive delusions and hallucinations.

A pilot study had established that a format of a list of statements with which the child
could agree or disagree was more reliable and easier to use than a posting box
version. Items were scored 0 for "non-depressive" or normal responses, 1 for
"sometimes" responses and 2 for "depressive" or abnormal responses. For example
a child indicating he slept well "most of the time" would score 0. A child who felt like
running away "most of the time" scored 2.
An analysis of variance was used to determine which of the 37 self-rating items
discriminated the depressed group from the other 3 groups. These items were taken
to form the Depression Self-Rating Scale.
The test-retest reliability of the Scale on an independent sample showed satisfactory
stability (0.80). Individual items had a reliability coefficient of 0.65-0.95. The Scale’s
corrected split-half reliability was 0.86 showing good internal consistency.
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The linearity of Scale items was assessed by factor analysis. A rotated matrix
produced 5 factors that together shared 61% of the total variance. These factors
were very similar to those found in adult studies.
The Scale had adequate face validity and factorial validity (Birleson 1981). It was
then tested for clinical validity on an independent population of 155 children aged
between 8 and 14 years who were attending a child psychiatry outpatient clinic.
These children were grouped into a depressed population and "others". Children
who scored 15 and over on the DSRS were significantly more likely to have a
depressive diagnosis (Major Depression or Dysthymia). The predictive value of the
total DSRS score was almost as good as the global score of the history of
depression and appearance of depression evaluated at interview by Child
Psychiatrists.
RESULTS
DSRS

History &
Appearance of Depression

Sensitivity

66.7%

66.7%

Specificity

76.7%

81.5%

Misclassification Rate

23.9%

29.4%

Positive Prediction

15.0%

18.2%

Negative Prediction

97.4%

97.5%

These figures assume a prevalence of depressive disorder of approximately 5% in a
clinic population. While those with a depression diagnosis scored highly, it was noted
that many other children with dysphoric mood also scored over 15. These were
children with a range of other diagnoses including conduct disorder, mixed emotional
and conduct disorder and emotional disorders including school refusal.
Many had isolated depressive symptoms and a depressed appearance at interview.
Most had histories of parental loss or rejection, and discordant and conflicted family
backgrounds. This is consistent with the observation that depressive syndromes
occur with a range of severity, from dysthymia to major depression, and that
depression commonly occurs with psychiatric co-morbidity.
Self-rating scales for depression, observer-rating scales, clinical appearance at
interview, history from parents or teachers, history obtained from the child at
interview and other information sources are best utilized together, with a knowledge
of the context of the problem behaviour, to arrive at a considered clinical diagnosis.
None of these sources alone can possibly be a complete diagnostic tool.
The DSRS is simple to use. It is brief and takes only a few minutes for a child to
complete. While children with poor reading skills or short-term auditory memory
difficulties require help in understanding the longer items, the scoring patterns of
younger children have been found to be similar to those of their elder peers (Birleson
et al. 1987). Children are usually pleased to describe their experience through
completing the scale and this may assist the therapeutic relationship.
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The instrument may be used, with other information, in making clinical diagnoses, to
identify children with dysphoric mood and to measure clinical change. It has been
widely used in the U.S.A., Canada, U.K. and Europe, Japan and China.
ADMINISTRATION AND SCORING.
Children are asked to tick the column that applies to them over the past week. They
are told that there is no right or wrong answer and that the important thing is how
they really feel. They choose whether the statement applies to them "most of the
time", "sometimes" or "never".
Responses to items are simply scored in the direction of disturbance, i.e. depressive
items score 2, "sometimes" items score 1, and non-depressive items score 0. The
scores are summed to give the total score.
Key References
Birleson P. (1981) The Validity of Depressive Disorder in Childhood and the
Development of a Self-Rating Scale: A Research Report. J. Child Psychol. Psychiat.
22, 73/88.
Birleson P. Hudson I, Grey-Buchanan D, Wolff S. (1987) Clinical Evaluation of a SelfRating Scale for Depressive Disorder in Childhood (Depression Self-Rating Scale).
J. Child Psychol. Psychiat 28, 43/60.
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Child and Adolescent Disruptive Behavior Inventory
Please mark the answer that best describes the child's behavior in the past MONTH. Please consider the child's behavior ONLY in
the home and community. Do NOT consider the child's behavior toward teachers and peers at school.
PART 1. BEHAVIOR TOWARD ADULTS (parents,
grandparents, babysitters, other adults) IN THE HOME AND
COMMUNITY
1.
2.
3.
4.
5.
6.
7.
8.

1-2
Never in times
past
in past
month month

3-4
times
in
past
month

2-6
times
per
week

1 time
per
day

2-5
times
per
day

10 or
6-9
more
times
times
per day per day

2-5
times
per
day

10 or
more
6-9
times
times
per day per day

Argues with adults.
Loses temper or gets angry with adults when doesn't get own way
(sasses adults, talks back to adults).
Refuses to obey adults' requests or rules.
Annoys adults on purpose.
Blames adults for his or her mistakes or misbehavior.
Becomes annoyed or irritated by the behavior of adults.
Appears angry or resentful toward adults.
When angry or upset with adults, attempts to get even with them
(vindictive or spiteful toward adults).

8a. Do the behaviors described in items 1 to 8 CURRENTLY cause significant problems for the child's adjustment?
Definitely
no

Maybe

Definitely
yes

1-2
Never in times
in past
past
month month

PART 2. BEHAVIOR TOWARD PEERS (other children,
brothers, sisters) IN THE HOME AND COMMUNITY
9.
10.
11.
12.
13.
14.
15.
16.

3-4
times
in
past
month

2-6
times
per
week

1 time
per
day

Argues with peers.
Loses temper or gets angry with peers when doesn't get own way.
Refuses to cooperate with reasonable requests from peers.
Annoys peers on purpose.
Blames peers for his or her mistakes or misbehavior.
Becomes annoyed or irritated by the behavior of peers.
Appears angry or resentful toward peers.
When angry or upset with peers, attempts to get even with them
(vindictive or spiteful toward peers).

16a. Do the behaviors described in items 9 to16 CURRENTLY cause significant problems for the child's adjustment?
Definitely
no

Maybe

Definitely
yes

SuccessParentQ6 64256
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1-2
Never in times
past
in past
month month

PART 3. ACTIVITY LEVEL IN THE HOME AND
COMMUNITY

3-4
times
in
past
month

2-6
times
per
week

1 time
per
day

2-5
times
per
day

10 or
6-9
more
times
times
per day per day

17. Fidgets with hands or feet or squirms in seat.
18. Leaves seat in situations where remaining seated is expected,
such as mealtimes at home, in restaurants, or at church.
19. Runs about or climbs on things where it is inappropriate, such
as at restaurants, at church, or at home.
Has trouble playing or socializing quietly (makes too much noise).
Talks too much during home activities.
Acts as if "driven by a motor" or seems "on the go".
Blurts out answers before the questions are completed.
Does not wait turn in activities (games, waiting in lines, to be
served at mealtimes).
25. Interrupts or intrudes on others (butts into others' games or
conversations.

20.
21.
22.
23.
24.

25a. Do the behaviors described in items 17 to 25 CURRENTLY cause significant problems for the child's adjustment?
Definitely
No

Maybe

Definitely
Yes

SuccessParentQ6 64256
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Child and Adolescent Disruptive Behavior Inventory
Please mark the answer that best describes the child's behavior in the past MONTH. Please consider the child's behavior ONLY in
the school environment.
1-2
Never in times
past
in past
month month

PART 1. BEHAVIOR TOWARD ADULTS AT SCHOOL

3-4
times
in
past
month

2-4
times
per
week

1 time
per
day

2-5
times
per
day

10 or
6-9
more
times
times
per day per day

1. Argues with adults.
2. Loses temper or gets angry with adults when doesn't get own way
(sasses adults, talks back to adults).
3. Refuses to obey adults' requests or rules.
4. Annoys adults on purpose.
5. Blames adults for his/her mistakes or misbehavior.
6. Becomes annoyed or irritated by the behavior of adults.
7. Appears angry or resentful toward adults.
8. When angry or upset with adults, attempts to get even with them
(vindictive or spiteful toward adults).
Definitely
no

8a. Do the behaviors described in items 1 to 8 CURRENTLY cause
significant problems for the student's school adjustment?

1-2
Never in times
past
in past
month month

PART 2. BEHAVIOR TOWARD PEERS AT SCHOOL

9.
10.
11.
12.
13.
14.
15.
16.

3-4
times
in
past
month

2-4
times
per
week

Definitely
yes

Maybe

1 time
per
day

2-5
times
per
day

10 or
6-9
more
times
times
per day per day

Argues with peers.
Loses temper or gets angry with peers when doesn't get own way.
Refuses to cooperate with reasonable requests from peers.
Annoys peers on purpose.
Blames peers for his/her mistakes or misbehavior.
Becomes annoyed or irritated by the behavior of peers.
Appears angry or resentful toward peers.
When angry or upset with peers, attempts to get even with them
(vindictive or spiteful toward peers).
Definitely
no

16a. Do the behaviors described in items 9 to16 CURRENTLY cause
significant problems for the student's school adjustment?

PART 3. ACTIVITY LEVEL AT SCHOOL

1-2
Never in times
past
in past
month month

3-4
times
in
past
month

2-4
times
per
week

Maybe

1 time
per
day

Definitely
yes

2-5
times
per
day

10 or
6-9
more
times
times
per day per day

17. Fidgets with hands or feet or squirms in seat.
18. Leaves seat in classroom when expected to remain seated.
19. Runs about or climbs on furniture in classroom when expected to
remain seated.
20. Has trouble playing or socializing quietly (makes too much noise).
21. Talks too much during classroom activities.
22. Acts as if "driven by a motor" or seems "on the go" during
classroom activities.
23. Blurts out answers before the questions are completed.
24. Does not wait turn in school activities (games, waiting in lines,
academic exercises).
25. Interrupts or intrudes on others (butts into others' games or
conversations).
Copyright (c) 2001 by G. Leonard Burns, Ted K. Taylor, and Julie C. Rusby
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PART 3. ACTIVITY LEVEL AT SCHOOL, cont'd.
25a. Do the behaviors described in items 17 to 25 CURRENTLY cause
significant problems for the student's school adjustment?

Definitely
no

Maybe

Definitely
yes
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This is a revised version of the Childhood Severity of Psychiatric Illness tool (CSPI-3.1),
designed to clarify descriptions of some of the CSPI items and update DSM diagnoses. No
addition or deletion of items has been made in this version. The CSPI-3.0a version was
developed in collaboration with the individuals from the Illinois Departments of Children and
Family Services (DCFS), Healthcare and Family Services (HFS) and Human Services (DHS)
along with DHS’ Division of Alcoholism and Substance Abuse (DASA). The CSPI-2 was
developed based on work done using the Childhood Severity of Psychiatric Illness (CSPI) in
collaboration with the New Jersey Division of Behavioral Healthcare as a component of the
Division of Children’s Behavioral Health Services. Along with the various Child and
Adolescent Needs and Strengths (CANS) versions for mental health, developmental disabilities,
juvenile justice, and child welfare, this information integration tool is designed to support
individual case planning and the planning and evaluation of service systems. The CSPI is an
open domain tool for use in service delivery systems that address the mental health of children,
adolescents and their families. The copyright is held by the Praed Foundation to ensure that it
remains free to use. For specific permission to use, please contact the Foundation. For more
information on the CSPI contact:
John S. Lyons, Ph.D.
Senior Research Fellow
Chapin Hall at the University of Chicago
1313 East 60th Street
Chicago, IL 60637
jlyons@chapinhall.org
Lynn Steiner, MSW
Mental Health Services and Policy Program
Northwestern University
710 N. Lake Shore Drive, Abbott 1205
Chicago, Illinois 60611
(312) 503-4745
Fax (312) 503-0425
lynn-steiner@northwestern.edu
Praed Foundation
praedfoundation@yahoo.com
www.praedfoundation.org
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CHILDHOOD SEVERITY OF PSYCHIATRIC ILLNESS (CSPI)

The CSPI is a decision support and communication tool to allow for the rapid and
consistent communication of the needs of children experiencing a crisis that threatens their
safety or well-being or the safety of the community. It is intended to be completed by the
individuals who are directly involved with the youth. The form serves as both a decision
support tool and as documentation of the identified needs of the child served along with the
decisions made with regard to treatment and placement at the time of the crisis. There are five
key characteristics of the CSPI that should be considered when completing the ratings.
Five Key Principles of the CSPI:
1.
2.
3.

4.

5.

Items were selected because they are each relevant to service/treatment planning. An item exists because
it might lead you down a different pathway in terms of planning actions.
Each item uses a 4-level rating system. Those levels are designed to translate immediately into action
levels.
Ratings should describe the child, not the child in services. If an intervention is present that is masking a
need but must stay in place, this is factored into the rating, and would result in the rating of an ‘actionable’
need (i.e., ‘2’ or ‘3’).
The ratings are generally ‘agnostic as to etiology.’ In other words, this is a descriptive tool. It is about the
‘what’ not the ‘why.’ Only two items, Adjustment to Trauma and Social Behavior, have any cause-effect
judgments.
A 30-day window is used for ratings in order to make sure assessments stay ‘fresh’ and relevant to the
child or youth’s present circumstances. However, the action levels can be used to override the 30-day
rating period.

This tool is designed from a communication theory perspective. As such, the indicators
are selected to represent the key information needed in order to decide the best intervention
strategy for a child during a time of crisis. For each indicator, four levels are anchored in order
to translate the indicator into a level of action. For the CSPI, these four levels can be generally
translated into the following:
Action Levels for Items:
0 – no evidence – This level of rating indicates that there is no reason to believe that a particular need exists. It
does not state that the need categorically does not exist, it merely indicates that based on current assessment
information there is no reason to address this need. For example: Does Johnny smoke marijuana? He says he
doesn’t, his mother says he doesn’t, no one else has expressed any concern – does this mean Johnny is not smoking
marijuana? NO, but we have no reason to believe that he does and we would certainly not refer him to
programming for substance related problems.
1 - watchful waiting/prevention/relevant history – This level of rating indicates that you need to keep an eye on
this area or think about putting in place some preventive actions to make sure things do not get worse, for example,
a child who has been suicidal in the past. We know that the best predictor of future behavior is past behavior, and
that such behavior may recur under stress, so we’d want to keep an eye on it from a preventive point of view.
2 - action needed – This level of rating implies that something must be done to address the identified need. The
need is sufficiently problematic that it is interfering in the child or family’s life in a notable way.
3 - immediate/intensive action – This level of rating indicates a need that requires immediate or intensive effort to
address. Dangerous or disabling levels of needs are rated with this level. A child who is not attending school at
all or an acutely suicidal youth would be rated with a ‘3’ on the relevant need.
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In order to enhance the reliability of the CSPI, anchor points have been designed to
facilitate the translation of levels of each indicator into the four action levels described above. It
should be noted that these anchor points represent guidelines. Since it is not feasible to
exhaustively define all circumstances that might fit a particular level, the assessor may use some
clinical judgment to determine the rating when no clear choice is obvious. This judgment
should be guided by a decision on the appropriate level of action required for the specific
indicator.
A primary goal of this tool is to further communication with both the individual youth
and family and for the youth’s system of care. As such, consistency and reliability in the use of
this tool is important. Therefore, formal training is required prior to any staff completing this
tool based on an actual crisis assessment.
Please note that a 30 day window is used. This window is just to remind the rater that
the interest is in describing the child or adolescent’s immediate needs in this regard. The use of
the word ‘history’ in many of the ratings of ‘1’ refers to lifetime history. In other words, if a
youth attempted suicide five years ago but is not actively suicidal, a rating of ‘1’ would be
appropriate.
The CSPI includes items regarding substance abuse. Youth and family responses to
questions about these items may suggest the likelihood of a co-occurring substance use disorder
or, may suggest that the youth is presenting signs, symptoms, and behaviors influenced by cooccurring issues. The purpose for these questions is not to establish the presence or specific type
of a substance abuse disorder, but to alert clinicians to the impact substance abuse may have on
the individual's crisis.
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Descriptions of Coding Criteria
Note: Specific time frames noted in some of the rating levels are intended to be guidelines and not rules (for
example, “not in the past 24 hours” in level 2 of suicide risk). Always consider the item rating within the
context of the action levels described on p. 3 above. This may mean that the rating still falls in that level even
though the behavior occurred outside the specified time frame.

RISK BEHAVIORS
Check
0
1
2
3

1. SUICIDE RISK Please rate the highest level from the past 30 days
No evidence.
History but no recent ideation or behavior.
Recent ideation or behavior but not in past 24 hours.
Current ideation and intent OR command hallucinations that involve self-harm.

Check
0
1
2
3

2. NON-SUICIDAL SELF-INJURY Please rate the highest level from the past 30 days
No evidence of repetitive, self-soothing behavior (e.g., cutting, burning, head banging).
History of non-suicidal self-injury.
Engaged in non-suicidal self-injury that does not require medical attention.
Engaged in non-suicidal self-injury that requires medical attention.

Check
0

3. OTHER SELF HARM Please rate the highest level from the past 30 days
No evidence of behaviors other than suicide or self-mutilation that place the child at
risk of physical harm.
History of behavior other than suicide or self-mutilation that places child at risk of
physical harm. This includes reckless and risk-taking behavior that may endanger the
child, including substance use, unprotected sex or underage driving.
Engaged in behavior other than suicide or self-mutilation that places the child in danger
of physical harm. This can include reckless behavior or intentional risk-taking behavior
or substance use.
Engaged in behavior other than suicide or self-mutilation that places the child at
immediate risk of death. This can include reckless behavior or intentional risk-taking
behavior or substance use.

1

2

3

Check
0
1
2
3

Check
0
1

2
3
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4. DANGER TO OTHERS Please rate the highest level from the past 30 days
No evidence.
History of homicidal ideation, physically harmful aggression, or fire setting that has put
self or others in danger of harm.
Recent homicidal ideation, physically harmful aggression, or dangerous fire setting but
not in past 24 hours.
Acute homicidal ideation with a plan or physically harmful aggression OR command
hallucinations that involve the harm of others OR child set a fire that placed others at
significant risk of harm.
5. SEXUAL AGGRESSION Please rate the highest level from the past 30 days
No evidence of any history of sexually aggressive behavior. No sexual activity with
younger children, non-consenting others, or children not able to understand consent.
History of sexually aggressive behavior, but child has not engaged in sexually aggressive
behavior for the past year OR sexually inappropriate behavior in the past year that
troubles others, such as harassing talk or excessive masturbation.
Child is engaged in sexually aggressive behavior in the past year but not in the past 24
hours.
Child has engaged in sexually aggressive behavior in the past 24 hours.

5

Check
0
1
2
3

6. RUNAWAY Please rate the highest level from the past 30 days
No evidence of runaway behavior or intention to run away.
History of runaway from home or other settings involving at least one overnight absence,
at least 30 days ago.
Recent runaway behavior or ideation but not in past 7 days.
Acute threat to runaway as manifested by either recent attempts OR significant ideation
about running away OR child is currently a runaway.

Check

7. JUDGMENT (Decision-making) Please rate the highest level from the past 30 days

0

3

No evidence of problems with judgment or poor decision making that result in harm to
development and/or well-being.
History of problems with judgment in which the child makes decisions that are in some
way harmful to his/her development and/or well-being. For example, a child who has a
history of hanging out with other children who shoplift or use substances.
Problems with judgment in which the child makes decisions that are in some way harmful
to his/her development and/or well-being.
Problems with judgment that place the child at risk of significant physical harm.

Check

8. FIRESETTING Please rate the highest level from the past 30 days

0
1
2

No evidence.
History of fire setting but not in the past six months.
Recent fire-setting behavior (in past six months) but behavior has not endangered the lives
of others (e.g., playing with matches) OR repeated fire-setting behavior over a period of at
least two years even if not in the past six months.
Acute threat of fire setting. Set fire that endangered the lives of others (e.g., attempting to
burn down a house).

1

2

3

Check
0
1

2

3

9. SOCIAL BEHAVIOR (Intentional misbehavior/Sanction-seeking behavior) Please
rate the highest level from the past 30 days
No evidence of problematic social behavior. Child does not intentionally engage in
behavior that forces adults to sanction him/her.
Mild level of problematic social behavior. This might include occasional inappropriate
social behavior for which child may or may not receive consequences. Infrequent
inappropriate or uncomfortable comments to strangers or unusual behavior in social
settings might be included in this level.
Moderate level of problematic social behavior. Child is intentionally engaging in
problematic social behavior that is causing problems in his/her life; child may be getting
in trouble in school, at home or in the community.
Severe level of problematic social behavior. This level would be indicated by frequent
intentional serious social behavior that forces adults to seriously and/or repeatedly
sanction the child. Social behaviors are sufficiently severe that they place the child at risk
of significant sanction or child has already received sanctions (e.g., expulsion from
school, loss of foster home, removal from the community).

BEHAVIORAL/EMOTIONAL SYMPTOMS
Check

10. PSYCHOSIS Please rate the highest level from the past 30 days

0
1

No evidence.
History or suspicion of hallucinations, delusions or bizarre behavior that might be
associated with some form of psychotic disorder.
Clear evidence of hallucinations, delusions, or bizarre behavior that might be associated
with some form of psychotic disorder.
Clear evidence of dangerous hallucinations, delusions, or bizarre behavior that might be
associated with some form of psychotic disorder which places the child or others at risk of
physical harm.

2
3

06/03/14
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Check
0
1
2
3

11. IMPULSE/HYPERACTIVITY (Loss of control of behavior) Please rate the
highest level from the past 30 days
No evidence of loss of control of behavior.
Some problems with impulsive, distractible or hyperactive behavior that place the child at
risk of future functioning difficulties.
Clear evidence of problems with impulsive, distractible, or hyperactive behavior that
interfere with the child’s ability to function in at least one domain.
Clear evidence of a dangerous level of impulsive, distractible, or hyperactive behavior that
can place the child at risk of physical harm.

Check

12. DEPRESSION Please rate the highest level from the past 30 days

0
1

No evidence.
History or suspicion of depression or mild to moderate depression associated with a recent
negative life event with minimal impact on life domain functioning.
Clear evidence of depression associated with either depressed mood or significant
irritability. Depression has interfered significantly in child’s ability to function in at least
one life domain. Child may use illicit drugs or overuse prescription drugs to self
medicate. This may include significant withdrawal, avoidance, or elective mutism.
Clear evidence of a disabling level of depression that makes it virtually impossible for the
child to function in any life domain.

2

3

Check

13. ANXIETY Please rate the highest level from the past 30 days

0
1

No evidence that child is worried or afraid.
History or suspicion of anxiety problems or mild to moderate anxiety associated with a
recent negative life event.
Clear evidence of anxiety associated with either anxious mood or significant fearfulness.
Anxiety has interfered significantly in child’s ability to function in at least one life
domain.
Clear evidence of debilitating level of anxiety that makes it virtually impossible for the
child to function in any life domain.

2

3

Check

14. OPPOSITIONAL Please rate the highest level from the past 30 days

0
1
2

No evidence.
History or recent onset (past six weeks) of defiance towards authority figures.
Clear evidence of oppositional and/or defiant behavior towards authority figures, which is
currently interfering with the child’s functioning in at least one life domain. Behavior
causes emotional harm to others.
Clear evidence of a dangerous level of oppositional behavior involving harm or threat of
physical harm to others.

3

Check

15. CONDUCT Please rate the highest level from the past 30 days

0

No evidence that child engages in antisocial behaviors with an intent to harm others
(physically or emotionally).
History or suspicion of problems associated with antisocial behavior.
Clear evidence of antisocial behavior including but not limited to aggression towards
people or animals, destruction of property, deceitfulness or theft and/or serious violations
of rules.
Evidence of a severe level of conduct problems as described above that places the child or
community at significant risk of physical harm due to these behaviors.

1
2

3

06/03/14
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Check

16. ADJUSTMENT TO TRAUMA Please rate the highest level from the past 30 days

0

No evidence that child has experienced trauma or child’s reactions to trauma are not
observably impacting child’s functioning.
History or suspicion of problems associated with traumatic life events.
Clear evidence of adjustment problems associated with traumatic life event(s).
Adjustment is interfering with child’s functioning in at least one life domain.
Clear evidence that child’s reaction to a traumatic experience is dangerous or disabling
and makes it virtually impossible for child to function in at least one life domain. For
example, symptoms of Posttraumatic Stress Disorder (e.g., flashbacks, nightmares,
significant anxiety, intrusive thoughts of trauma experience) or other acute stress reactions
that impair child’s functioning may be rated here.

1
2
3

Check

17. ANGER CONTROL Please rate the highest level from the past 30 days

0
1

No evidence of any significant anger control problems.
Some problems with controlling anger. Child may sometimes become verbally aggressive
when frustrated. Peers and family may be aware of and may attempt to avoid stimulating
angry outbursts.
Moderate anger control problems. Child’s temper has gotten him/her in significant
trouble with peers, family and/or school. Anger may be associated with physical
violence. Others are likely quite aware of anger potential.
Severe anger control problems. Child’s temper is likely associated with frequent fighting
that is often physical. Others likely fear him/her.

2

3

Check

18. SUBSTANCE USE Please rate the highest level from the past 30 days

0
1

No evidence.
History or suspicion of substance use. Or child manifests problems and risk factors that
appear to be related to substance use but does not meet diagnostic criteria for a substance
use disorder. Includes suspicion of using illicit drugs to self-medicate mental health or
other conditions. Tobacco use only would be rated here. [Substance use]
Clear evidence of substance abuse that interferes with functioning in any life domain.
Using illicit drugs to self-medicate could be rated here. [Substance abuse]
Child requires detoxification OR is addicted to alcohol and/or drugs. Include here a
child/youth who is intoxicated at the time of the assessment (i.e., currently under the
influence). [Dependence (history known)]

2
3

FUNCTIONING PROBLEMS
Check

19. LIVING SITUATION Please rate the highest level from the past 30 days

0
1

No evidence of problem with functioning in home-like settings.
Mild problems with functioning at home. Caregivers concerned about child’s behavior at
home.
Moderate to severe problems with functioning at home. Child has difficulties maintaining
his/her behavior in this setting creating significant problems for others in the home.
Profound problems with functioning at home. Child is at immediate risk of being
removed from home due to his/her behaviors.

2
3

Check

20. COMMUNITY Please rate the highest level from the past 30 days

0
1

No evidence of problems with functioning in the community.
Mild problems with functioning in the community. Child’s behavior has raised the
concerns of some community members and/or institutions.
Moderate to severe problems with functioning in the community. Child has difficulties
maintaining his/her behavior to avoid sanctions from community members and/or
institutions.
Profound problems with functioning in the community. Child is at immediate risk of
being removed from the community.

2

3

06/03/14
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Check
0
1
2

3

21. SCHOOL Please rate the highest level from the past 30 days. Consider achievement,
attendance and behavior.
Child is performing well in school.
Child is performing adequately in school although some problems may exist or child is
enrolled in a special program.
Child is experiencing moderate problems with school attendance, behavior, and/or
achievement. Recent declines in school performance or recent increases in school
behavior problems would be rated here.
Child is experiencing severe problems in school with school attendance, behavior, and/or
achievement. Recent suspensions or expulsions, non-attendance, or failing a grade would
be rated here.

Check

22. PEER FUNCTIONING Please rate the highest level from the past 30 days

0
1
2

Child has healthy peer relationships.
Child is having some minor problems with his/her peers.
Child is having some moderate problems with his/her peers. This may include a limited
number of peers or difficulties maintaining same age friendships.
Child is experiencing severe disruptions in his/her peers. This may include having very
little social contact with peers or primary affiliation with a negative peer group (e.g., gang
member).

3

2
3

23. DEVELOPMENTAL Please rate the highest level from the past 30 days. Note that
learning disability is not rated in this item.
Child has no developmental problems.
Child has some problems with physical immaturity or there are concerns about possible
developmental delay. Child may have low IQ.
Child has developmental delays or mild intellectual disability.
Child has severe and pervasive developmental delays or profound intellectual disability.

Check

24. MEDICATION COMPLIANCE Please rate the highest level from the past 30 days

0

Child takes prescribed medications as prescribed and without problems OR child is not
currently on any prescribed medication.
Child will take prescribed medications routinely, but sometimes child or caregiver needs
reminders to maintain compliance. Also, a history of medication noncompliance but no
current problems would be rated here.
Child or caregiver is somewhat non-compliant. The child may be resistant to taking
prescribed medications or may tend to overuse his or her medications. He/she might
comply with prescription plans for periods of time (1-2 weeks), but generally does not
sustain taking medication in prescribed dose or schedule. Or, caregiver may be
inconsistent in making sure child takes medications.
Child and/or caregiver are not compliant with prescribed medications or child abuses
prescription medication.

Check
0
1

1

2

3

JUVENILE JUSTICE
Check

25. JUVENILE JUSTICE STATUS Please rate the highest level from the past 30 days

0
1

No current or previous involvement with the court system.
Status offense: juvenile/family conflict, in-county runaway, truancy, petty offenses OR
previous involvement OR immediate risk of involvement with the court system.
Moderate juvenile delinquency: offenses against persons, offenses against property, drug
related offenses or underage drinking.
Felony criminal activity: serious offenses against persons or property (e.g., robbery,
aggravated assault, possession with intent to distribute controlled substances, 1st or 2nd
degree offenses).

2
3

06/03/14
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Check

26. COMMUNITY SAFETY Please rate the highest level from the past 30 days

0
1

No evidence of any risk to the community from the child’s behavior.
Child has a history of presenting a significant physical risk to community members or a
mild to moderate risk of other negative outcomes.
Child’s current behavior represents a moderate risk of physical danger or a significant
risk of other negative outcomes.
Child’s current behavior represents a significant risk of physical danger to members of
the community or other severe negative outcomes (e.g., property damage, harm to
animals).

2
3

Check

27. DELINQUENCY Please rate the highest level from the past 30 days

0
1
2
3

No evidence of delinquent behaviors (e.g., truancy, substance use, curfew violations).
History of delinquency but no acts of delinquency in past 30 days.
Recent acts of delinquency, including drug-related acts or underage drinking.
Severe acts of delinquency that place others at risk of significant loss or injury or place
child at risk of adult sanctions. Includes driving while under the influence of drugs and/or
alcohol.

CHILD PROTECTION
28. ABUSE OR NEGLECT (Note: Current Caregivers only are rated here.) Please
rate the highest level from the past 30 days
0
No evidence the child is at risk for physical or sexual abuse or neglect with current
caregivers.
1
Child has a history of abuse or neglect with current caregivers but he/she is not currently
at risk.
2
Child is at risk of abuse or neglect; DCFS Protective Services must be contacted.
3
Child is at immediate risk of abuse or neglect and requires immediate protection.
*All referents are legally required to report suspected child abuse or neglect to DCFS.
Check

Check

29. DOMESTIC VIOLENCE Please rate the highest level from the past 30 days

0
1

No evidence of domestic violence between caregivers in family or household.
Child has a history of exposure to domestic violence but no current violence in the
household.
Child is exposed to domestic violence in the household. DCFS Protective Services must
be called.
Child is in danger due to domestic violence in the household. Child requires immediate
protection.

2
3

06/03/14
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CAREGIVER NEEDS & STRENGTHS
Check
0
1
2
3

30. HEALTH/BEHAVIORAL HEALTH Please rate the highest level from the past
30 days
Caregiver is generally healthy.
Caregiver is in recovery from medical, physical, mental health or substance use problems
or has mild or controlled health problems that have the potential to complicate parenting.
Caregiver has medical, physical, mental health or substance use problems that interfere
with his/her parenting role.
Caregiver has medical, physical, mental health or substance use problems that make it
impossible for him/her to parent at this time.

Check

31. SUPERVISION Please rate the highest level from the past 30 days

0
1

Caregiver has good monitoring and discipline skills.
Caregiver provides generally adequate supervision and appropriate discipline. May
require occasional help or technical assistance.
Caregiver reports difficulties monitoring and/or disciplining child. Caregiver requires
assistance to improve supervision skills.
Caregiver is absent or requires considerable help to monitor or discipline the child.
Caregiver requires immediate and continuing assistance. Child at risk of harm to self due
to absence of supervision.

2
3

Check

32. INVOLVEMENT Please rate the highest level from the past 30 days

0
1

3

Caregiver is able to act as an effective advocate for child.
Caregiver has history of seeking help for his/her children. Caregiver is open to receiving
support, education, and information.
Caregiver does not wish to participate in services and/or interventions intended to assist
his/her child.
Caregiver wishes for child to be removed from his/her care.

Check

33. SOCIAL RESOURCES Please rate the highest level from the past 30 days

0
1
2
3

Caregiver has a solid social network of family, friends and community connections
available to help family and child; no evidence of any needs.
Caregiver has an adequate social network available to help family and child.
Caregiver has a limited social network that may be able to help with family and child
Caregiver has no social network that may be able to help with family and child.

Check

34. RESIDENTIAL STABILITY Please rate the highest level from the past 30 days

0
1

Caregiver has stable housing for the foreseeable future.
Caregiver has relatively stable housing but either has moved in the past three months or
there are indications of housing problems that might force them to move in the next three
months.
Caregiver has moved multiple times in the past year. Housing is unstable.
Caregiver has experienced periods of homelessness in the past six months.

2

2
3

06/03/14
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Conduct Disorder Rating Scale - Teacher Version

Child Name:____________________________ Age:______

Grade:______

Sex (circle one): Boy

Girl

Today's Date: _______________ Your Name:______________________ Relationship to child:__________________

INSTRUCTIONS: Listed below are items that describe children's behaviour. Read each item carefully and check the box
that best describes this child’s behavior for the past 12 months.

In the past 12 months, this child…

Never

Once

Monthly

Weekly

Daily

No
Problems

Mild
Problems

Moderate
Problems

Severe
Problems

Very Severe
Problems

1. Lies to obtain goods or favors or to avoid
obligations (i.e., 'cons' others)
2. Initiates physical fights
3. Has been physically cruel to people
4. Has stolen items of value without
confronting a victim (e.g., shoplifting;
forgery)
5. Skips school
6. Has broken into someone else's house,
building, or car
7. Has deliberately engaged in fire setting
with the intention of causing serious
damage
8. Has stolen while confronting a victim (e.g.,
mugging, purse snatching, extortion, armed
robbery)
9. Bullies, threatens, or intimidates others
10. Has deliberately destroyed others' property
(other than by fire setting)
11. Has been physically cruel to animals
12. Has used a weapon that can cause serious
physical harm to others (e.g., a bat, brick,
broken bottle, knife, gun)
13. How much of a problem do any of the
above behaviors cause this child in school
(circle one)?

Waschbusch, D. A., & Elgar, F. J. (2007). Development and validation of the Conduct Disorder Rating Scale.
Assessment, 14(1), 65-74.
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Center for Epidemiological Studies
Depression Scale for Children (CES-DC)
The Center for Epidemiological Studies

See also

Depression Scale for Children (CES-DC) is a
20-item self-report depression inventory with
possible scores ranging from 0 to 60. Each
response to an item is scored as follows:

Tool for Families: Symptoms of
Depression in Adolescents, p. 126.
Tool for Families: Common Signs of
Depression in Children and Adolescents,
p. 147.

0 = “Not At All”
1 = “A Little”
2 = “Some”

REFERENCES

3 = “A Lot”

Weissman MM, Orvaschel H, Padian N. 1980.
Children’s symptom and social functioning selfreport scales: Comparison of mothers’ and
children’s reports. Journal of Nervous Mental
Disorders 168(12):736–740.

However, items 4, 8, 12, and 16 are phrased
positively, and thus are scored in the
opposite order:
3 = “Not At All”

Faulstich ME, Carey MP, Ruggiero L, et al. 1986.
Assessment of depression in childhood and
adolescence: An evaluation of the Center for
Epidemiological Studies Depression Scale for
Children (CES-DC). American Journal of Psychiatry
143(8):1024–1027.

2 = “A Little”
1 = “Some”
0 = “A Lot”
Higher CES-DC scores indicate increasing
levels of depression. Weissman et al. (1980),
the developers of the CES-DC, have used the
cutoff score of 15 as being suggestive of
depressive symptoms in children and
adolescents. That is, scores over 15 can be
indicative of significant levels of depressive
symptoms.
Remember that screening for depression
can be complex and is only an initial step.
Further evaluation is required for children
and adolescents identified through a
screening process. Further evaluation is also
warranted for children or adolescents who
exhibit depressive symptoms but who do
not screen positive.
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Center for Epidemiological Studies
Depression Scale for Children (CES-DC)
Number ____________________
Score ______________________

INSTRUCTIONS
Below is a list of the ways you might have felt or acted. Please check how much you have felt this way during the past week.
DURING THE PAST WEEK

Not At All

A Little

Some

A Lot

1.

I was bothered by things that usually don’t bother me.

_____

_____

_____

_____

2.

I did not feel like eating, I wasn’t very hungry.

_____

_____

_____

_____

3.

I wasn’t able to feel happy, even when my family or
friends tried to help me feel better.

_____

_____

_____

_____

4.

I felt like I was just as good as other kids.

_____

_____

_____

_____

5.

I felt like I couldn’t pay attention to what I was doing.

_____

_____

_____

_____

Not At All

A Little

Some

A Lot

DURING THE PAST WEEK
6.

I felt down and unhappy.

_____

_____

_____

_____

7.

I felt like I was too tired to do things.

_____

_____

_____

_____

8.

I felt like something good was going to happen.

_____

_____

_____

_____

9.

I felt like things I did before didn’t work out right.

_____

_____

_____

_____

_____

_____

_____

_____

Not At All

A Little

Some

A Lot

11. I didn’t sleep as well as I usually sleep.

_____

_____

_____

_____

12. I was happy.

_____

_____

_____

_____

13. I was more quiet than usual.

_____

_____

_____

_____

14. I felt lonely, like I didn’t have any friends.

_____

_____

_____

_____

15. I felt like kids I know were not friendly or that
they didn’t want to be with me.

_____

_____

_____

_____

DURING THE PAST WEEK

Not At All

A Little

Some

A Lot

16. I had a good time.

_____

_____

_____

_____

17. I felt like crying.

_____

_____

_____

_____

18. I felt sad.

_____

_____

_____

_____

19. I felt people didn’t like me.

_____

_____

_____

_____

20. It was hard to get started doing things.

_____

_____

_____

_____

10. I felt scared.

DURING THE PAST WEEK
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Child Dissociative Checklist (CDC), Version 3
Frank W. Putnam, MD
Date:

Age:

Sex: M F

Identification:

Below is a list of behaviors that describe children. For each item that describes your child
NOW or WITHIN THE PAST 12 MONTHS, please circle 2 if the item is VERY TRUE of your
child. Circle 1 if the item is SOMEWHAT or SOMETIMES TRUE of your child. If the item is
NOT TRUE of your child, circle 0.

0 1 2

1. Child does not remember of denies traumatic or painful experiences that
are know to have occurred.

0 1 2

2. Child goes into a daze or trance-like state at times or often appears
"spaced-out." Teachers may report that he or she "daydreams" frequently
in school

0 1 2

3. Child shows rapid changes in personality. He or she may go from being
shy to being outgoing, from feminine to masculine, from timid to
aggressive.

0 1 2

4. Child is unusually forgetful or confused about things that he or she should
know, e.g. may forget the names of friends, teachers or other important
people, loses possessions or gets easily lost.

0 1 2

5. Child has a very poor sense of time. He or she loses track of time, may
think that it is morning when it is actually afternoon, gets confused about
what day it is, or becomes confused about when something has happened.

0 1 2

6. Child shows marked day-to-day or even hour-to-hour variations in his or
her skills, knowledge, food preferences, athletic abilities, e.g. changes in
handwriting, memory for previously learned information such as
multiplication tables, spelling, use of tools or artistic ability.

0 1 2

7. Child shows rapid regressions in age-level behavior, e.g. a twelve-yearold starts to use baby-talk sucks thumb or draws like a four-year old.

0 1 2

8. Child has a difficult time learning from experience, e.g. explanations,
normal discipline or punishment do not change his or her behavior.

0 1 2

9. Child continues to lie or deny misbehavior even when the evidence is
obvious.

0 1 2

10. Child refers to himself or herself in the third person ( .g. as she or her)

when talking about self, or at times insists on being called by a different
name. He or she may also claim that things that he or she did actually
happened to another person.
0 1 2

11. Child has rapidly changing physical complaints such as headache or upset
stomach. For example, he or she may complain of a headache one minute
and seem to forget about it the next.

0 1 2

12. Child is unusually sexually precocious and may attempt age-inappropriate
sexual behaviour with other children or adults.

0 1 2

13. Child suffers from unexplained injuries or may even deliberately injure
self at times.

0 1 2

14. Child reports hearing voices that talk to him or her. The voices may be
friendly or angry and may come form "imaginary companions" or sound
like the voices of parents, friends or teachers.

0 1 2

15. Child has a vivid imaginary companion or companions. Child may insist
that the imaginary companion(s) is responsible for things that he or she
has done.

0 1 2

16. Child has intense outbursts of anger, often without apparent cause and
may display unusual physical strength during these episodes.

0 1 2

17. Child sleepwalks frequently.

0 1 2

18. Child has unusual nighttime experiences, e.g. may report seeing "ghosts"
or that things happen at night that he or she can't account for (e.g. broken
toys, unexplained injuries).

0 1 2

19. Child frequently talks to him or herself, may use a different voice or argue
with self at times.

0 1 2

20. Child has two or more distinct and separate personalities that take control
over the child's behavior.

The Child Dissociative Checklist (CDC)
Discussion by Ann Aukamp, MSW, BCD
The CDC is a tool which compiles observations by an adult observer regarding a child's
behaviors on a 20 item list. Behaviors which occur in the present and for the last 12 months
are included. As a research tool, the CDC can quantify dissociative behavior for dimensional
approaches and can generate cutoff scores that categorize children into low and high
dissociation groups. Research shows that healthy non-maltreated normal children usually
score low on the CDC, with younger children scoring slightly higher. As a group, maltreated
children score higher than those with no trauma history; however as a group they still score
substantially lower than children diagnosed with a dissociative disorder. Generally, scores of
12 or more can be considered tentative indications of sustained pathological dissociation. As
with any screening tools, a trained clinician should assess the child in a face to face
interview before a diagnosis is confirmed. As a clinical tool, the CDC has multiple uses. It
can be a routine screening instrument used in a clinic setting as a standalone tool or in
addition to other reporting tools for parents. In special circumstances, teachers or others
who know the child reasonably well could be asked to complete it. In these circumstances,
allowances need to be made for the observer's familiarity with the child and also the
observer's opportunity to observe the child at night. If the observer has no nighttime
observation of the child, items 17 and 18 should be ignored. (Putnam, 1997) For finer
screening, the CDC also could be administered sequentially in an interval based series.
Putnam notes that non-dissociative children often increase their scores by a small amount
(1-3 points) over the first few completions because the questions draw attention to minor
dissociative behaviors that had not previously been noticed. Last, the CDC can be used as a
rough index of treatment progress. While evidence for this use is limited, it seems that the
CDC provides a reasonable indication of whether a child is improving over time or with
treatment. Putnam reports consistent results on several children from the CDC and clinical
observations (Putnam 1997). Users of the CDC are cautioned that CDC scores reported in
the literature for the various groups are means that reflect the ‘average' child in a given
group. Individual children inany of the groups can, and often do, exhibit varying scores on
the CDC. Thus, a high score doesn't prove a child has a dissociative disorder, nor does a low
score rule it out. Also, since the CDC reports observers' ratings of a child, variations in the
observers' interpretations of behavior as well as actual variations in child behavior may
affect the variance. This is a potential complication in any observer-based assessment, but
it may be especially important when observers are drawn from those whose perceptions may
be clouded by their attachment to the child (Putnam, 1997). Bibliography Putnam, F. W.
(1997). Dissociation in children and adolescents: A developmental perspective. New York,
NY, Guilford Press.

Adolescent Dissociative Experiences Scale-II (A-DES)
Judith Armstrong, PhD
Eve Bernstein Carlson, PhD
Frank Putnam, MD

DIRECTIONS
These questions ask about difference kinds of experiences that happen to people. For each
question, circle the number that tells how much that experience happens to you. Circle a "0" if it
never happens to you, circle a "10" of it is always happening to you. If it hapeens sometimes but
not all of the time, circle a number between 1 and 9 that best describes how often it happens to
you. When you answer, only tell how much these things happen when you HAVE NOT had any
alcohol or drugs.

EXAMPLE:
0

(never)

1

2

3

4

5

6

7

8

9

10
(always)

Date _________________________

Age ________

Sex: M

F

___________

1. I get so wrapped up in watching TV, reading, or playing a video game that I don'thave any
idea what's going on around me..
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

2. I get back tests or homework that I don't remember doing
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

3. I have strong feelings that don't seem like they are mine.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

4. I can do something really well one time and then I can't do it at all another time.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

5. People tell me I do or say things that I don't remember doing or saying.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

6. I feel like I am in a fog or spaced out and things around me seem unreal.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

7. I get confused about whether I have dones something or only thought about doing it.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

8. I look at the clock and realize that time has gone by and I can't remember what has
happened.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

9. I hear voices in my head that are not mine.
0

1

2

3

4

5

6

7

8

9

10

(never)

(always)

10. When I am somewhere that I don't want to be, I can go away in my mind.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

11. I am so good at lying and acting that I believe it myself.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

12. I catch myself "waking up" in the middle of doing something.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

13. I don't recognize myself in the mirror.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

14. I find myself going somewhere or doing something and I don't know why.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

15. I find myself someplace and I don't remember how I got there.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

16. I have thoughts that don't really seem to belong to me.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

17. I find that I can make physical pain go away.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

18. I can't figure out if things really happened or if I only dreamed or thought about them.
0

(never)

1

2

3

4

5

6

7

8

9

10
(always)

19. I find myself doing something that I know is wrong, even when I really don’t want to do it.

0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

20. People tell me that I sometimes act so differently that I seem like a different person.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

21. It feels like there are walls inside of my mind.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

22. I find writings, drawings or letters that I must have done but I can't remember doing.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

23. Something inside of me seems to make me do things that I don't want to do.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

24. I find that I can't tell whether I am just remembering something or if it is actually happening
to me.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

25. I find myself standing outside of my body, watching myself as if I were another person.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

26. My relationships with my family and friends change suddenly and I don't know why.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

27. I feel like my past is a puzzle and some of the pieces are missing.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

28. I get so wrapped up in my toys or stuffed animals that they seem alive.
0

(never)

1

2

3

4

5

6

7

8

9

10
(always)

29. I feel like there are different people inside of me.
0

1

2

3

4

5

6

7

8

9

(never)

10
(always)

30. My body feels as if it doesn't belong to me.
0

(never)

1

2

3

4

5

6

7

8

9

10
(always)

The Adolescent Dissociative Experiences Scale (A-DES)

Discussion by Ann Aukamp, MSW, BCD
The A-DES is a public domain 30-item self report instrument appropriate for those aged
ten to twenty-one. It is a screening tool that fits an adolescent's phase-appropriate
development. Modeled after the adult Dissociative Experiences Scale (DES), the A-DES was
developed by a group organized by Judith Armstrong, PhD, Frank Putnam, MD and Eve
Bernstein Carlson, PhD. Preliminary studies suggest that the A-DES is a reliable and valid
measure of pathological dissociation in adolescents. Dissociative adolescents (diagnosed
independently of the A-DES) scored significantly higher than other adolescent inpatients
(Putnam 1997). However, older adolescents with psychotic disorders scored almost as high
as dissociative adolescents.
The A-DES is not a diagnostic tool. Its items survey dissociative amnesia, absorption and
imaginative involvement (including confusion between reality and fantasy), depersonalization,
derealization, passive influence/interference experiences, and identity alteration. The ADES is scored by summing item scores and dividing by 30 (the number of the items). Overall
scores can range from 0-10. Armstrong et. al. gave both the A-DES and the DES to a sample
of college subjects and found their scores on each well correlated (Putnam 1997). The ADES score approximates the DES score divided by 10. Adolescents with Dissociative
Identity Disorder typically score between 4-7.
As you consider using the A-DES, please consult the current literature and/or your more
experienced colleagues to update yourself about any changes or evolving areas of knowledge.
While the A-DES might be used to screen for dissociative experience in large populations in
a short period of time or as the basis for a differential diagnosis by a clinician learning
about dissociation, its primary use is in the evaluation of dissociative symptoms for
individual patients. Clinician's may learn nearly as much from exploring the reasons patients
chose to endorse certain items as they would from looking at test scores. Sidran Foundation
offers the A-DES along with a short manual about it for a nominal fee. The Sidran
Foundation can be reached at (410) 825-8888, or email: sidran@access.digex.net, or on the Internet
at http://www.sidran.org.You also may download the A-DES from this site.
References
Putnam, F. W. (1997). Dissociation in children and adolescents: A developmental perspective.
New York, NY, Guilford Press.

N.B. Both the A-DES and the CDC are available in Putnam's book, above. The versions
there are formatted for copy machine duplication and a detailed explanation is

available in the text.

CHILDREN’S EXPERIENCES [BF], page 1

Bradley C. Stolbach, adapted from Bernstein & Putnam (1986)

Who are you like? Check the line that describes you best.
Sally likes to eat ice cream
a lot.

_______
I’m a lot like
Sally.

_______
I’m a little
like Sally.

_______
I’m a little
like Jackie.

_______
I’m a lot like
Jackie.

Jackie doesn’t like to eat
ice cream at all.

B.

Jenny never wishes she
was a grown-up.

_______
I’m a lot like
Jenny.

_______
I’m a little
like Jenny.

_______
I’m a little
like Mary.

_______
I’m a lot like
Mary.

Mary often wishes she was
a grown-up.

1.

When Sheree gets to
school, she sometimes
doesn’t remember getting
there.

_______
I’m a lot like
Sheree.

_______
I’m a little
like Sheree.

_______
I’m a little
like Judy.

_______
I’m a lot like
Judy.

Judy, when she gets to
school, remembers how
she got there and what
happened on the way.

2.

Martha, when she wants to,
listens to other people and
hears most of what they
say.

_______
I’m a lot like
Martha.

______
I’m a little
like Martha.

_______
I’m a little
like Denise.

_______
I’m a lot like
Denise.

Denise sometimes realizes
in the middle of trying to
listen to other people that
she did not hear what was
just said.

3.

Elaine doesn’t get many
stomachaches.

_______
I’m a lot like
Elaine.

_______
I’m a little
like Elaine.

_______
I’m a little
like Michele.

_______
I’m a lot like
Michele.

4.

Liz often feels like she is
standing next to herself
watching herself do things.

_______
I’m a lot like
Liz.

_______
I’m a little
like Liz.

_______
I’m a little
like Carrie.

_______
I’m a lot like
Carrie.

Carrie has never felt like
she was standing next to
herself watching herself do
something.

5.

Leslie feels guilty (like a
bad girl) a lot.

_______
I’m a lot like
Leslie.

_______
I’m a little
like Leslie.

_______
I’m a little
like Nicole.

_______
I’m a lot like
Nicole.

Nicole doesn’t feel guilty
(like a bad girl) very much.

6.

Jan doesn’t think about
things if she doesn’t want
to think about them.

_______
I’m a lot like
Jan.

_______
I’m a little
like Jan.

_______
I’m a little
like Joyce.

_______
I’m a lot like
Joyce.

Joyce thinks about some
things even when she
doesn’t mean to think
about them.

7.

Carmen gets startled easily.

_______
I’m a lot like
Carmen.

_______
I’m a little
like Carmen.

_______
I’m a little
like Gail.

_______
I’m a lot like
Gail.

8.

Kathy usually feels like
people, things, and
everything around her are
real.

_______
I’m a lot like
Kathy.

_______
I’m a little
like Kathy.

_______
I’m a little
like Jean.

_______
I’m a lot like
Jean.

Jean often feels like
people, things, and
everything around her are
not real.

9.

Danielle often wonders if
things she remembers
really happened or if she
just dreamed them.

_______
I’m a lot like
Danielle.

_______
I’m a little
like Danielle.

_______
I’m a little
like Anne.

_______
I’m a lot like
Anne.

Anne usually knows if
things she remembers
really happened or if she
just dreamed them.

10.

Linda talks out loud to
herself when she is alone.

_______
I’m a lot like
Linda.

_______
I’m a little
like Linda.

_______
I’m a little
like Julie.

_______
I’m a lot like
Julie.

Julie doesn’t talk out loud
to herself when she is
alone.

11.

Rochelle doesn’t feel
scared very much.

_______
I’m a lot like
Rochelle.

_______
I’m a little
like Rochelle.

_______
I’m a little
like Erica.

_______
I’m a lot like
Erica.

Erica feels scared a lot.

A.

Name ______________________________

Michele gets lots of
stomachaches.

Gail doesn’t get startled
very easily.

Date _____________
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12.

Lisa often feels like she is
looking at the world
through a fog so that things
look far away or fuzzy.

_______
I’m a lot like
Lisa.

_______
I’m a little
like Lisa.

_______
I’m a little
like Cindy.

_______
I’m a lot like
Cindy.

Cindy never feels like she
is looking at the world
through a fog so things
look far away or fuzzy.

13.

When Brenda is watching
TV, she usually knows
what is happening around
her.

_______
I’m a lot like
Brenda.

_______
I’m a little
like Brenda.

_______
I’m a little
like Edie.

_______
I’m a lot like
Edie.

When Edie watches TV,
she sometimes gets so
involved that she doesn’t
know what is happening
around her.

14.

Maria doesn’t jump when
she hears loud noise.

_______
I’m a lot like
Maria.

______
I’m a little
like Maria.

_______
I’m a little
like Rose.

_______
I’m a lot like
Rose.

Rose jumps when she hears
loud noise.

15.

Sometimes, Alice has no
memory of important
things that happened to her
(like the first day of school
or a birthday party).

_______
I’m a lot like
Alice.

_______
I’m a little
like Alice.

_______
I’m a little
like Ruth.

_______
I’m a lot like
Ruth.

Ruth remembers important
things that happened to her
(like the first day of school
or a birthday party).

16.

Renee always recognizes
herself when she looks in
the mirror.

_______
I’m a lot like
Renee.

_______
I’m a little
like Renee.

_______
I’m a little
like Janice.

_______
I’m a lot like
Janice.

Sometimes, when Janice
looks in the mirror, she
doesn’t recognize herself.

17.

Betty feels restless or
jumpy a lot.

_______
I’m a lot like
Betty.

_______
I’m a little
like Betty.

_______
I’m a little
like Tammy.

_______
I’m a lot like
Tammy.

Tammy doesn’t feel
restless or jumpy very
much.

18.

Sheryl loses her temper a
lot.

_______
I’m a lot like
Sheryl.

_______
I’m a little
like Sheryl.

_______
I’m a little
like Robin.

_______
I’m a lot like
Robin.

19.

Tina usually knows if she
did something or just
thought about doing it.

_______
I’m a lot like
Tina.

_______
I’m a little
like Tina.

_______
I’m a little
like Catherine.

_______
I’m a lot like
Catherine.

Catherine often wonders if
she did things or just
thought about doing them.

20.

Liza always loves to do her
homework.

_______
I’m a lot like
Liza.

_______
I’m a little
like Liza.

_______
I’m a little
like Stacy.

_______
I’m a lot like
Stacy.

Sometimes, Stacy doesn’t
feel like doing her
homework.

21.

Paula sometimes sits
staring off into space,
thinking of nothing.

_______
I’m a lot like
Paula.

_______
I’m a little
like Paula.

_______
I’m a little
like Barb.

_______
I’m a lot like
Barb.

Barb never sits staring off
into space thinking of
nothing.

22.

Laura makes up her own
games and plays them over
and over.

_______
I’m a lot like
Laura.

_______
I’m a little
like Laura.

_______
I’m a little
like Felicia.

_______
I’m a lot like
Felicia.

Felicia prefers to play
games that most other
children play.

23.

When Sheila has a
daydream, she knows that
the things in her daydream
are not really happening.

_______
I’m a lot like
Sheila.

_______
I’m a little
like Sheila.

_______
I’m a little
like Patti.

_______
I’m a lot like
Patti.

Patti gets so involved in
her daydreams that she
sometimes feels like they
are really happening.

Name ______________________________

Robin doesn’t lose her
temper very much.

Date _____________
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24.

Angela feels dizzy a lot.

_______
I’m a lot like
Angela.

_______
I’m a little
like Angela.

_______
I’m a little
like Eileen.

_______
I’m a lot like
Eileen.

25.

Sandy often feels like she
is dreaming when she is
awake.

_______
I’m a lot like
Sandy.

_______
I’m a little
like Sandy.

_______
I’m a little
like Teresa.

_______
I’m a lot like
Teresa.

Teresa doesn’t feel like
she’s dreaming when she is
awake.

26.

Vicky doesn’t have very
many scary dreams or
nightmares.

_______
I’m a lot like
Vicky.

______
I’m a little
like Vicky.

_______
I’m a little
like Nancy.

_______
I’m a lot like
Nancy.

Nancy has lots of scary
dreams or nightmares.

27.

Debbie doesn’t always feel
like she is in her body;
sometimes she feels like
she is floating away from
it.

_______
I’m a lot like
Debbie.

_______
I’m a little
like Debbie.

_______
I’m a little
like Karen.

_______
I’m a lot like
Karen.

Karen usually feels like she
is in her body.

28.

Once in awhile, Shirley
tells a fib.

_______
I’m a lot like
Shirley.

_______
I’m a little
like Shirley.

_______
I’m a little
like Gail.

_______
I’m a lot like
Gail.

Gail has never told a fib.

29.

Trina has a lot of feelings
(like happy, sad, angry,
excited).

_______
I’m a lot like
Trina.

_______
I’m a little
like Trina.

_______
I’m a little
like Sherry.

_______
I’m a lot like
Sherry.

Sherry doesn’t have any
feelings (like happy, sad,
angry, excited).

30.

Heidi has trouble falling
asleep because pictures or
thoughts keep popping into
her head.

_______
I’m a lot like
Heidi.

_______
I’m a little
like Heidi.

_______
I’m a little
like Diane.

_______
I’m a lot like
Diane.

Diane has no trouble
falling asleep when she is
tired.

31.

Laurie sometimes feels like
her body is doing things
she doesn’t want it to do.

_______
I’m a lot like
Laurie.

_______
I’m a little
like Laurie.

_______
I’m a little
like Helen.

_______
I’m a lot like
Helen.

Helen’s body doesn’t do
things she doesn’t want it
to do.

32.

Maura has no trouble
concentrating on things
when she wants to.

_______
I’m a lot like
Maura.

_______
I’m a little
like Maura.

_______
I’m a little
like Yvonne.

_______
I’m a lot like
Yvonne.

Yvonne has a hard time
concentrating on things
even when she wants to.

33.

Beth can remember things
easily.

_______
I’m a lot like
Beth.

_______
I’m a little
like Beth.

_______
I’m a little
like Keisha.

_______
I’m a lot like
Keisha.

34.

Rachel has a hard time
paying attention in class
even when she wants to.

_______
I’m a lot like
Rachel.

_______
I’m a little
like Rachel.

_______
I’m a little
like Kim.

_______
I’m a lot like
Kim.

35.

Pam rarely feels grouchy
for no reason.

_______
I’m a lot like
Pam.

_______
I’m a little
like Pam.

_______
I’m a little
like Carol.

_______
I’m a lot like
Carol.

Carol often feels grouchy
for no reason.

36.

Dolores feels happy all the
time.

_______
I’m a lot like
Dolores.

_______
I’m a little
like Dolores.

_______
I’m a little
like Shelly.

_______
I’m a lot like
Shelly.

Sometimes, Shelly feels a
little unhappy.

37.

Valerie gets headaches a
lot.

_______
I’m a lot like
Valerie.

_______
I’m a little
like Valerie.

_______
I’m a little
like Jane.

_______
I’m a lot like
Jane.

Jane doesn’t get very many
headaches.

Name ______________________________

Eileen doesn’t feel dizzy
very often.

Keisha has a hard time
remembering things.

Kim has no trouble paying
attention in class when she
wants to.

Date _____________
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Who are you like? Check the line that describes you best.
James likes to eat ice
cream a lot.

_______
I’m a lot like
James.

_______
I’m a little
like James.

_______
I’m a little
like Ricky.

_______
I’m a lot like
Ricky.

Ricky doesn’t like to eat
ice cream at all.

B.

Brian never wishes he was
a grown-up.

_______
I’m a lot like
Brian.

_______
I’m a little
like Brian.

_______
I’m a little
like Marcus.

_______
I’m a lot like
Marcus.

Marcus often wishes he
was a grown-up.

1.

When Michael gets to
school, he sometimes
doesn’t remember getting
there.

_______
I’m a lot like
Michael.

_______
I’m a little
like Michael.

_______
I’m a little
like Kevin.

_______
I’m a lot like
Kevin.

Kevin, when he gets to
school, remembers how he
got there and what
happened on the way.

2.

Jason, when he wants to,
listens to other people and
hears most of what they
say.

_______
I’m a lot like
Jason.

______
I’m a little
like Jason.

_______
I’m a little
like Fred.

_______
I’m a lot like
Fred.

Fred sometimes realizes in
the middle of trying to
listen to other people that
he did not hear what was
just said.

3.

Adam doesn’t get many
stomachaches.

_______
I’m a lot like
Adam.

_______
I’m a little
like Adam.

_______
I’m a little
like Brad.

_______
I’m a lot like
Brad.

4.

Deonte often feels like he
is standing next to himself
watching himself do
things.

_______
I’m a lot like
Deonte.

_______
I’m a little
like Deonte.

_______
I’m a little
like Scott.

_______
I’m a lot like
Scott.

Scott has never felt like he
was standing next to
himself watching himself
do something.

5.

Jack feels guilty (like a bad
boy) a lot.

_______
I’m a lot like
Jack.

_______
I’m a little
like Jack.

_______
I’m a little
like Stuart.

_______
I’m a lot like
Stuart.

Stuart doesn’t feel guilty
(like a bad boy) very much.

6.

Philip doesn’t think about
things if he doesn’t want to
think about them.

_______
I’m a lot like
Philip.

_______
I’m a little
like Philip.

_______
I’m a little
like Bart.

_______
I’m a lot like
Bart.

Bart thinks about some
things even when he
doesn’t mean to think
about them.

7.

Ray gets startled easily.

_______
I’m a lot like
Ray.

_______
I’m a little
like Ray.

_______
I’m a little
like Alex.

_______
I’m a lot like
Alex.

8.

Joey usually feels like
people, things, and
everything around him are
real.

_______
I’m a lot like
Joey.

_______
I’m a little
like Joey.

_______
I’m a little
like David.

_______
I’m a lot like
David.

David often feels like
people, things, and
everything around him are
not real.

9.

Frank often wonders if
things he remembers really
happened or if he just
dreamed them.

_______
I’m a lot like
Frank.

_______
I’m a little
like Frank.

_______
I’m a little
like Vernon.

_______
I’m a lot like
Vernon.

Vernon usually knows if
things he remembers really
happened or if he just
dreamed them.

10.

Dan talks out loud to
himself when he is alone.

_______
I’m a lot like
Dan.

_______
I’m a little
like Dan.

_______
I’m a little
like Teddy.

_______
I’m a lot like
Teddy.

Teddy doesn’t talk out loud
to himself when he is
alone.

11.

Dwayne doesn’t feel scared
very much.

_______
I’m a lot like
Dwayne.

_______
I’m a little
like Dwayne

_______
I’m a little
like Nick.

_______
I’m a lot like
Nick.

Nick feels scared a lot.

A.

Name ______________________________

Brad gets lots of
stomachaches.

Alex doesn’t get startled
very easily.

Date _____________
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12.

Andre often feels like he is
looking at the world
through a fog so that things
look far away or fuzzy.

_______
I’m a lot like
Andre.

_______
I’m a little
like Andre.

_______
I’m a little
like Tony.

_______
I’m a lot like
Tony.

Tony never feels like he is
looking at the world
through a fog so things
look far away or fuzzy.

13.

When Keith is watching
TV, he usually knows what
is happening around him.

_______
I’m a lot like
Keith.

_______
I’m a little
like Keith.

_______
I’m a little
like Jerry.

_______
I’m a lot like
Jerry.

When Jerry watches TV,
he sometimes gets so
involved that he doesn’t
know what is happening
around him.

14.

Curtis doesn’t jump when
he hears loud noise.

_______
I’m a lot like
Curtis.

______
I’m a little
like Curtis.

_______
I’m a little
like Roger.

_______
I’m a lot like
Roger.

Roger jumps when he
hears loud noise.

15.

Sometimes, Tom has no
memory of important
things that happened to
him (like the first day of
school or a birthday party).

_______
I’m a lot like
Tom.

_______
I’m a little
like Tom.

_______
I’m a little
like Bob.

_______
I’m a lot like
Bob.

Bob remembers important
things that happened to
him (like the first day of
school or a birthday party).

16.

Larry always recognizes
himself when he looks in
the mirror.

_______
I’m a lot like
Larry.

_______
I’m a little
like Larry.

_______
I’m a little
like Leon.

_______
I’m a lot like
Leon.

Sometimes, when Leon
looks in the mirror, he
doesn’t recognize himself.

17.

Cliff feels restless or
jumpy a lot.

_______
I’m a lot like
Cliff.

_______
I’m a little
like Cliff.

_______
I’m a little
like Alan.

_______
I’m a lot like
Alan.

Alan doesn’t feel restless
or jumpy very much.

18.

Walt loses his temper a lot.

_______
I’m a lot like
Walt.

_______
I’m a little
like Walt.

_______
I’m a little
like Roy.

_______
I’m a lot like
Roy.

19.

Bill usually knows if he did
something or just thought
about doing it.

_______
I’m a lot like
Bill.

_______
I’m a little
like Bill.

_______
I’m a little
like John.

_______
I’m a lot like
John.

John often wonders if he
did things or just thought
about doing them.

20.

Todd always loves to do
his homework.

_______
I’m a lot like
Todd.

_______
I’m a little
like Todd.

_______
I’m a little
like Kent.

_______
I’m a lot like
Kent.

Sometimes, Kent doesn’t
feel like doing his
homework.

21.

Paul sometimes sits staring
off into space, thinking of
nothing.

_______
I’m a lot like
Paul.

_______
I’m a little
like Paul.

_______
I’m a little
like Steven.

_______
I’m a lot like
Steven.

Steven never sits staring
off into space thinking of
nothing.

22.

Barry makes up his own
games and plays them over
and over.

_______
I’m a lot like
Barry.

_______
I’m a little
like Barry.

_______
I’m a little
like Will.

_______
I’m a lot like
Will.

Will prefers to play games
that most other children
play.

23.

When Wayne has a
daydream, he knows that
the things in his daydream
are not really happening.

_______
I’m a lot like
Wayne.

_______
I’m a little
like Wayne.

_______
I’m a little
like Jay.

_______
I’m a lot like
Jay.

Jay gets so involved in his
daydreams that he
sometimes feels like they
are really happening.

Name ______________________________

Roy doesn’t lose his
temper very much.

Date _____________
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24.

Sean feels dizzy a lot.

_______
I’m a lot like
Sean.

_______
I’m a little
like Sean.

_______
I’m a little
like Mark.

_______
I’m a lot like
Mark.

25.

Ken often feels like he is
dreaming when he is
awake.

_______
I’m a lot like
Ken.

_______
I’m a little
like Ken.

_______
I’m a little
like Jamal.

_______
I’m a lot like
Jamal.

Jamal doesn’t feel like he’s
dreaming when he is
awake.

26.

Sam doesn’t have very
many scary dreams or
nightmares.

_______
I’m a lot like
Sam.

______
I’m a little
like Sam.

_______
I’m a little
like Jeffrey.

_______
I’m a lot like
Jeffrey.

Jeffrey has lots of scary
dreams or nightmares.

27.

George doesn’t always feel
like he is in his body;
sometimes he feels like he
is floating away from it.

_______
I’m a lot like
George.

_______
I’m a little
like George.

_______
I’m a little
like Ron.

_______
I’m a lot like
Ron.

Ron usually feels like he is
in his body.

28.

Once in awhile, Demetrius
tells a fib.

_______
I’m a lot like
Demetrius.

_______
I’m a little
like Demetrius

_______
I’m a little
like Sam.

_______
I’m a lot like
Sam.

Sam has never told a fib.

29.

Eric has a lot of feelings
(like happy, sad, angry,
excited).

_______
I’m a lot like
Eric.

_______
I’m a little
like Eric.

_______
I’m a little
like Bruce.

_______
I’m a lot like
Bruce.

Bruce doesn’t have any
feelings (like happy, sad,
angry, excited).

30.

Doug has trouble falling
asleep because pictures or
thoughts keep popping into
his head.

_______
I’m a lot like
Doug.

_______
I’m a little
like Doug.

_______
I’m a little
like Karl.

_______
I’m a lot like
Karl.

Karl has no trouble falling
asleep when he is tired.

31.

Greg sometimes feels like
his body is doing things he
doesn’t want it to do.

_______
I’m a lot like
Greg.

_______
I’m a little
like Greg.

_______
I’m a little
like Patrick.

_______
I’m a lot like
Patrick.

Patrick’s body doesn’t do
things he doesn’t want it to
do.

32.

Max has no trouble
concentrating on things
when he wants to.

_______
I’m a lot like
Max.

_______
I’m a little
like Max.

_______
I’m a little
like Charles.

_______
I’m a lot like
Charles.

Charles has a hard time
concentrating on things
even when he wants to.

33.

Ben can remember things
easily.

_______
I’m a lot like
Ben.

_______
I’m a little
like Ben.

_______
I’m a little
like Tyrone.

_______
I’m a lot like
Tyrone.

34.

Brett has a hard time
paying attention in class
even when he wants to.

_______
I’m a lot like
Brett.

_______
I’m a little
like Brett.

_______
I’m a little
like Dennis.

_______
I’m a lot like
Dennis.

35.

Reggie rarely feels grouchy
for no reason.

_______
I’m a lot like
Reggie.

_______
I’m a little
like Reggie.

_______
I’m a little
like Matt.

_______
I’m a lot like
Matt.

Matt often feels grouchy
for no reason.

36.

Malcolm feels happy all
the time.

_______
I’m a lot like
Malcolm.

_______
I’m a little
like Malcolm.

_______
I’m a little
like Julius.

_______
I’m a lot like
Julius.

Sometimes, Julius feels a
little unhappy.

37.

Rick gets headaches a lot.

_______
I’m a lot like
Rick.

_______
I’m a little
like Rick.

_______
I’m a little
like Jim.

_______
I’m a lot like
Jim.

Jim doesn’t get very many
headaches.

Name ______________________________

Mark doesn’t feel dizzy
very often.

Tyrone has a hard time
remembering things.

Dennis has no trouble
paying attention in class
when he wants to.

Date _____________

SCORING THE CHILDREN'S DISSOCIATIVE EXPERIENCES SCALE AND POSTTRAUMATIC SYMPTOM INVENTORY
Bradley C. Stolbach, adapted from Bernstein & Putnam (1986)
A.

Sample Item

B.

Sample Item

1.

CDES 1

don't remember getting to school

3

2

1

0

remember getting to school

2.

CDES 2

hear what people say

0

1

2

3

don’t hear what people say

3.

CPTSI 1

few stomachaches

0

1

2

3

frequent stomachaches

4.

CDES 3

standing next to self

3

2

1

0

not outside self

5.

CPTSI 2

guilty

3

2

1

0

not guilty

6.

CPTSI 3

few intrusive thoughts

0

1

2

3

frequent intrusive thoughts

7.

CPTSI 4

startle

3

2

1

0

no startle

8.

CDES 4

things are real

0

1

2

3

things aren't real

9.

CDES 5

wonder if dreamed or happened

3

2

1

0

know if dreamed or happened

10.

CDES 6

talks to self

3

2

1

0

doesn't talk to self

11.

CPTSI 5

rarely scared

0

1

2

3

often scared

12.

CDES 7

looking through fog

3

2

1

0

not looking through fog

13.

CDES 8

aware when watching TV

0

1

2

3

unaware when watching TV

14.

CPTSI 6

don't jump at noise

0

1

2

3

jump at noise

15.

CDES 9

trouble remembering events

3

2

1

0

can remember events

16.

CDES 10

recognize self in mirror

0

1

2

3

don't recognize self in mirror

17.

CPTSI 7

often restless or jumpy

3

2

1

0

rarely restless or jumpy

18.

CPTSI 8

often losing temper

3

2

1

0

rarely losing temper

19.

CDES 11

know if did or thought about

0

1

2

3

wonder if did or thought about

20.

Fake 1

love homework

3

2

1

0

sometimes don't like homework

21.

CDES 12

often staring into space

3

2

1

0

rarely staring into space

22.

CPTSI 9

posttraumatic play

3

2

1

0

"normal" play

23.

CDES 13

know daydreams aren't real

0

1

2

3

think daydreams are real

24.

CDES 14

often dizzy

3

2

1

0

rarely dizzy

25.

CDES 15

dreaming when awake

3

2

1

0

no dreaming when awake

26.

CPTSI 10

few nightmares

0

1

2

3

frequent nightmares

27.

CDES 16

not in body

3

2

1

0

in body

28.

Fake 2

fibbing

0

1

2

3

never fibbed

29.

CDES 17

feelings

0

1

2

3

no feelings

30.

CPTSI 11

bedtime intrusive images

3

2

1

0

easy bedtime

31.

CDES 18

trouble controlling body

3

2

1

0

can control body
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32.

CDES 19

can concentrate

0

1

2

3

trouble concentrating

33.

CDES 20

can remember things

0

1

2

3

trouble remembering things

34.

CDES 21

trouble paying attention

3

2

1

0

can pay attention

35.

CPTSI 12

rarely grouchy

0

1

2

3

often grouchy

36.

Fake 3

always happy

3

2

1

0

sometimes unhappy

37.

CPTSI 13

frequent headaches

3

2

1

0

few headaches

For Dissociative Experiences Score, sum items 1,2, 4, 8, 9, 10, 12, 13, 15, 16, 19, 21, 23, 24, 25, 27, 29, 31, 32, 33, 34.
For Posttraumatic Symptom Score, sum items 3, 5, 6, 7, 11, 14, 17, 18, 22, 26, 30, 35, 37.
For Fake Scale, sum items 20, 28, 36.

Psychotherapy
of a Dissociative 8-Year-Old Boy Burned at Age 3

D

espite the clear and established
link between dissociative psychopathology and early childhood trauma,1-3 dissociative symptoms
often are overlooked in the diagnosis
and, more important, treatment of children exposed to potentially traumatic
events.4,5 A substantial body of evidence
supports the idea that dissociation is
central to the trauma response and to all
trauma-related psychopathology,6 and
that trauma-related disorders may be best
understood as falling on a continuum
that begins with peritraumatic dissociation and acute stress disorder (ASD) and
ends with dissociative identity disorder
(DID) (Figure 1, see page 686).
As summarized by Nijenhuis, van der
Hart, and Steele,7 the theory of traumarelated structural dissociation of the
personality posits that, when a person is
traumatized, the traumatic event is not
integrated into the memory in the usual
way, and aspects of the personality that
are associated with the trauma are cut off
Dr. Stolbach is supervisor of trauma-related
psychological services, La Rabida Children’s
Hospital, and assistant professor of Clinical Pediatrics, University of Chicago Pritzker
School of Medicine, Chicago, IL.
Address reprint requests to: Bradley C.
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Lake Michigan, Chicago, IL 60649; or e-mail
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Dissociative identity
disorder
Dissociative disorder NOS
Complex PTSD
Simple PTSD

Tertiary structural
dissociation

Secondary structural
dissociation

Persistent trauma-related
distress
Acute stress
disorder

Primary structural
dissociation

Increasing complexity of stressors
Figure 1. Continuum of pathological outcomes following exposure to potentially traumatic events.

from consciousness. It is then as if the
person alternates between two selves: an
“apparently normal” personality, which
functions as if the trauma never occurred,
and an “emotional” personality, which
functions as if under continuous threat.8
In simple PTSD, these two aspects of
the self correspond to the avoidant and
intrusive symptoms or phases of the disorder. In more complex trauma-related
psychopathology, dissociation leads to
dividedness within the emotional part of
the personality (eg, complex PTSD; dissociative disorder – not otherwise specificed) or within both the emotional and
apparently normal parts of the personality (DID).
The study of dissociation, from Janet in the 19th century to Nijenhuis in
the 21st, has, not surprisingly, focused
on the most extreme and complex end
of this continuum, as patients at this
end of the spectrum tend to exhibit the
most dramatic, bizarre, and perplexing
behaviors.9-11 This is also true of the
major published literature on dissociative children.12,13 As a result, the role of
dissociation in the development, manifestation, and maintenance of less complex trauma-related difficulties often is
overlooked. For example, dissociative
symptoms are not among the diagnostic
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despite numerous contacts with mental
healthcare providers. Attention to dissociative processes and symptoms was
crucial to the diagnosis and successful
treatment of this child.

criteria for PTSD in the Diagnostic and
Statistical Manual for Mental Disorders, fourth edition (DSM-IV),14 despite
their inclusion in the criteria for ASD.
Attention to dissociative symptoms
is no less important, however, in understanding and treating children at the less
complex end of the spectrum of trauma-

PATIENT HISTORY
When Sam was 3 years old, a pot of
boiling water spilled on him accidentally,
resulting in scald burns to 15% of his total
body surface area (TBSA), from his chin,
down the left side of his body, to his belly
button. Sam was hospitalized for 10 days.
His medical recovery was unremarkable and Sam was not disfigured; when
clothed, only one small scar under his
chin was visible after his burns healed.
As is often the case for burn patients,
Sam did not receive any psychological
or psychiatric services as part of his burn
care.16 Sam was referred to me 4½ years
after the burn took place, by the social
worker in the burn center where he had
been hospitalized. Sam’s mother, Ms.
C, had contacted the social worker due
to her desperation and frustration over

The study of dissociation, from Janet in the 19th century
to Nijenhuis in the 21st, has, not surprisingly, focused on
the most extreme and complex end of this continuum,
as patients at this end of the spectrum tend to exhibit
the most dramatic, bizarre, and perplexing behaviors.
related disorders. When clinicians fail to
attend to or see dissociative symptoms
in these children, we are just as likely to
misdiagnose them and our interventions
are just as likely to fail as they are at the
DID end of the continuum.4,5,15
This article describes a case that involved a single-episode, nonabusive
trauma — the accidental scalding of a
3-year-old boy. This trauma led to dissociative psychopathology that interfered
with the child’s development and overall
functioning in profound ways, and went
unrecognized for more than 4½ years,

the ineffectiveness of interventions for
Sam’s numerous emotional and behavioral problems.
When she first contacted me, Ms.
C reported that Sam (now 7 years, 10
months) had experienced a 33% TBSA
burn and had been hospitalized for a
month at age 3. It was only when she
brought in Sam’s medical records that
we realized she had more than doubled
the quantifiable variables in describing
Sam’s experience. I understood this distortion as her attempt to communicate
how horrible this experience had been,
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SIDEBAR.

Self-Reported Dissociative Symptoms
• CDES total 30 (of possible 63; clinical range = 24 or greater)
• Not hearing what was said
• Wondering if things happened or were dreamed
• Wondering if he did things or just thought about doing them
• Looking at the world through a fog
• Body does things he doesn’t want it to do
• Trouble concentrating
• Trouble remembering things
• Trouble remembering events
• Talks to self

Mother-Reported Dissociative Symptoms
• CDC total 17 (of possible 40; clinical range = 12 or greater)
• Daze or trance-like state
• Rapid personality changes
• Forgetful
• Variation in skills, knowledge, etc.
• Rapidly changing physical complaints
• Unusual nighttime experiences, sleep walking
CDES = Children’s Dissociative Experiences Scale; CDC = Child Dissociative Checklist.

as well as her response to the repeated
dismissals of her concerns when she
tried to convince people that Sam’s difficulties were largely related to his experience of being burned. Ms. C explained
that she had sought out a variety of services for Sam in the years since the burn
and that nothing seemed to help. She
reported that, before the burn, Sam had
been a happy, very smart boy, who was
developing normally, was toilet trained,
and was beginning to learn to read. After he was burned, Sam’s personality
changed completely; he lost previously
acquired developmental skills, became
timid, and stopped eating.
Ms. C reported that, in the time since
the burn, Sam had been diagnosed with
separation anxiety disorder, irritable
bowel syndrome, and “receptive language deficits.” At the time he presented,
he was receiving occupational therapy
for “sensory integration dysfunction,”
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and he could not read. In addition, Sam
weighed only 47 pounds, and several
professionals had expressed concerns
about a possible eating disorder. Sam
had participated in a year-long psychotherapy at age 5 that was focused on his
parents’ separation and divorce.
Ms. C reported that none of the services Sam had received had addressed his
experience of being burned and that none

many of Sam’s difficulties were related
to it. After talking with Ms. C, I told her
that it was possible that some of Sam’s
problems were indeed related to his experience of being burned, and I agreed to
see Sam for trauma-focused assessment.
When I first met Sam and his mother,
I began by explaining to Sam that I had
worked with many children who had experienced burns, and that being burned
didn’t just hurt people’s bodies, but also
hurt them inside, “in their feelings.” I explained that, just like his body had healed
after he was burned, the “inside” hurts
also needed to heal, and it was my job
to help with this. I suggested to Sam and
his mother that, once this healing took
place, internal resources and energy now
devoted to the trauma would become
available for the tasks of everyday life.
I told Sam and his mother that my
purpose in conducting a trauma-focused
assessment was to try to understand how
the experience of being burned had affected him, how he was coping with its
effects at present, and whether the kind
of treatment I could provide might be
helpful to him. Sam told me that his burn
did not bother him because he couldn’t
remember it and that nobody, including
me, could help him learn to read.
INITIAL ASSESSMENT
At this first assessment session, Sam
exhibited extreme separation anxiety, appearing visibly terrified at the thought of
his mother leaving the room. He had a

Ms. C reported that none of the services Sam had ever received
had addressed his experience of being burned, and that none
of the professionals who worked with Sam had ever even
discussed the burn with her or Sam, despite her belief that
many of Sam’s difficulties were related to it.
of the professionals who worked with
Sam had ever even discussed the burn
with her or Sam, despite her belief that

difficult time keeping still during the session and got up and walked around during much of the initial clinical interview.
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Despite his anxiety and activity level,
Sam was able to complete several selfreport measures during this session while
his mother completed several parent-report measures. Based on his own report,
Sam clearly met the diagnostic criteria
for PTSD, although he did not report
experiencing symptoms that are usually
hallmarks of the disorder: intrusive recollections or trauma-related nightmares.
He endorsed only one reexperiencing
symptom — intense psychological distress at reminders of the traumatic event
— and four avoidance symptoms. Based
on Sam’s report and those of his mother
and teacher, he was experiencing all of
the physiological arousal symptoms that
comprise PTSD Criterion D. Sam also
endorsed numerous symptoms of attention-deficit/hyperactivity disorder, all of
which were likely due to his high levels
of arousal and dissociation. He clearly
met the diagnostic criteria for a separation
anxiety disorder. He did not report clinical
levels of symptoms of any other disorder.
Ms. C’s responses to the Child Behavior Checklist (CBCL)17 were consistent with Sam’s reports and clinical
presentation, placing him in the normal
range on the “delinquent” and “aggressive” behavior scales and at the 99th
percentile for internalizing, “thought
problems,” and “attention problems.”
One of the most striking parts of the assessment was the consistency of Sam’s
report and Ms. C’s report regarding dissociative symptoms (Sidebar, see page
688). It is unusual for parents to be able
to report pathological dissociation in
their children accurately, as these symptoms are highly subjective and internal
and are not easily observed by others.
Both Sam and his mother endorsed numerous dissociative symptoms, placing
him well into the clinical range on both
the Children’s Dissociative Experiences
Scale (CDES)18 and the Child Dissociative Checklist (CDC).19
While he did not meet the diagnostic
criteria for a DSM-IV dissociative disor-
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Figure 2. Sam’s artwork illustrates his feeling of “bouncing off the walls” and not listening, behavior
indicative of his regression to age 3, the age at which his injuries occurred.

der, dissociative symptoms were clearly
central to Sam’s problems. Because
Sam’s PTSD was not obvious, particularly to people who were not aware of
his burn history, and because his symptoms were primarily of an internalizing
nature, people tended to minimize or
overlook his level of distress and to attribute his social and academic struggles
to situational factors, family factors, or
a lack of effort. At the completion of the
assessment, I diagnosed Sam with PTSD
with related dissociative symptoms and
a separation anxiety disorder and recommended burn-related trauma-focused
psychotherapy. After hearing my feedback and recommendations, Sam told
me that he didn’t think about getting
burned so it didn’t bother him. Due to
scheduling conflicts, there was a 3-week
hiatus before treatment could begin.
THERAPEUTIC PROCESS
When Sam and his mother returned
for the first therapy session, two things
became clear immediately. The first was
that Sam’s dissociation of his burn ex-

perience had been highly adaptive; the
second was that I had underestimated
the level of his dissociative psychopathology and the degree to which his
personality and daily functioning had
been shaped by it. Sam and Ms. C both
reported that, since our last meeting, he
had been “bouncing off the walls” (Figure 2). Additionally, he had had several
incidents of enuresis and encopresis, and
Ms. C reported that Sam was “not listening,” that she had to repeat things many
times and literally “get in his face” to get
his attention. In the 3 weeks since I had
seen him, Sam’s behavior had changed
from that of an anxious, “spaced out”
7-year-old (his apparently normal self)
to that of a typical 3-year-old (his emotional self).
I interpreted the changes in Sam’s
functioning as a direct response to the
assessment that we had just completed.
Although the assessment did not require
Sam to talk about the details of the burn,
it had forced him to think and talk about
things that he had not thought or talked
about for 4½ years. During those years,
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Figure 3. Sam drew this picture of a bear from a
recurrent nightmare he experienced.

Sam’s development and personality
had been structured around cutting off
trauma-related memories, thoughts, and
feelings and keeping them inaccessible
to consciousness and to his day-to-day
“apparently normal” self. By bringing the
traumatic event back into consciousness,
we had opened up the floodgates for all of
Sam’s trauma-related feelings and behaviors, and they had come rushing back.
I interpreted and normalized what
had happened during the 3 weeks and

explained to Sam that, when all of the
trauma-related material was activated,
his body and mind responded as if the
trauma were occurring now. I told him,
“Your body doesn’t know that you’re
almost 8 years old. Sometimes it thinks
you’re 3.” We talked about the fact that
his brain could tell his body, “That’s crazy,” “I’m big,” “I’m not 3, I’m almost 8
years old,” and that the burn is in the past
and he is safe now.
I also had Sam make a list of the people, places, and things that help him to
feel safe and big, and had Sam pair these
associations with a nightlight. Whenever
his body started to act like he was 3, Sam
was to press the nightlight and it would
help him to remember that he was big
and safe. At the end of this and subsequent sessions, Sam was prompted to
say, “I’m safe. It’s over. It’s in the past.”
The day after this session, Ms. C
called me, distraught. She reported that
Sam had woken up in the middle of the
night screaming and terrified and that it
had taken a long time to soothe him. After he calmed down, Sam told her, “The
bear is back.” After he was burned, Sam
had a recurring nightmare involving a
malevolent bear chasing after him; he
had not had one of these dreams in over
2 years. I reassured Ms. C that it was not
unusual for children to experience an

Figure 4. Sam’s depiction of the scalding accident that led to his dissociative symptoms:“Mandy pushed
Sam into Alice and then the pot fell on him because Alice had it in her hands. The water went on Sam
from the top of his scalp down the left side of his face, down the left side of his body, his neck, his
shoulder, his chest, down past his belly button, and leaning toward his right side slightly past the belly
button. Sam screamed.”
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increase in symptoms after beginning
trauma-focused psychotherapy and that
young children often have nightmares
about monsters as opposed to replications of the trauma. After seeing Sam’s
drawing of the moment when the scalding water spilled on him and a drawing of the bear that he had done at age
5 (Figure 3), I concluded that Sam had
transformed the burning water into the
bear and that the bear nightmares were,
in fact, literal reenactments of the traumatic event.
Sam’s psychotherapy has had two
major components occurring simultaneously: the integration of Sam’s memories
of the trauma (often described as “exposure”), and the integration of dissociated
aspects of Sam’s personality (often referred to as “parts work”). With children
traumatized at a very early age, it is important to work with the child and primary caregiver together, if the caregiver
has the capacity to do this.20 There are
aspects of the traumatic event the child
does not know and the caregiver does
(often contextual details or things that
happened when the child was not conscious), as well as aspects of the trauma
that the caregiver does not know and the
child does (often the child’s subjective
experience and perceptions or events
during which the caregiver was not present). By working with the caregiver and
child together, it is often possible to put
all of these pieces together.
Throughout Sam’s treatment, work
on the story of the burn has involved
both Sam and Ms. C telling the story
of the burn with words and drawings.
When they began telling the story, Sam
(who, before this, had consistently denied remembering what happened) reported that his then 7-year-old sister,
who was angry, had pushed him into his
cousin who was holding the pot of water
(Figure 4). This was information Ms. C
had never heard before. During the first
phase of telling the story, Sam experienced an increase in bear nightmares
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Figure 5. Based on the psychotherapist’s metaphor, Sam drew this image of himself running while carrying a boulder, a situation that puts him at a disadvantage compared with the other runners in the
race. He inserted the cheering spectators on his own.

and separation anxiety. By modifying
the nightlight intervention to stabilize
Sam’s sleep, we were able to reduce his
nightmares and anxiety.
As we continued to focus on integrating the details of his burn experience, he
experienced a reduction in his “spaci-

ness,” sleep disturbance, and difficulty
concentrating. However, as Sam’s dissociative and hyperarousal symptoms
decreased, new behaviors emerged. He
began to express anger at home and was
reported to be “angry and disrespectful”
at school. Not surprisingly, Sam’s teach-

Figure 6. Mom was going to put Sam in the car seat, but something told her not to. She thought if she
let Sam go, he would die. She drove to the hospital with Sam next to her on the front seat, lying partially
on her. She held him with her right arm and drove with her left. She said Sam was completely quiet; in
fact, after the first scream, he didn’t make a sound. He held onto her. There were towels wrapped around
him, but she didn’t think there was any blood; Sam thought there was. Mom was crying hysterically all
the way to the hospital. Sam was rubbing her arm and twirling her hair.
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ers had never observed such behavior before, as Sam had effectively dissociated
the “angry part” of himself and previously
had little conscious access to his anger.
In session, Sam expressed his anger and frustration over not being able
to read. He resented the other children
his age who were able to read without
a struggle. We talked about how many
children who have been hurt think that
they are weak, or damaged, or not as
good as other kids. I told Sam that, in
fact, other children had had it a lot easier than he because they didn’t have to
deal with being burned when they were
3. I introduced the metaphor of a race
in which only one of the runners must
carry a boulder: the other runners will
get to the finish line first, but that does
not mean the runner with the boulder
is slow. In fact, the strongest runner is
the one who must carry the boulder. He
will get to the finish line later than the
other runners, but his achievement will
be much more impressive.
While we discussed this metaphor,
Sam drew it (Figure 5), inserting cheering spectators on his own. This intervention, focusing on strength that Sam
had previously viewed as weakness, acknowledged that his anger was appropriate and acceptable and made it possible
for Sam to enter the next phase of his
treatment — focusing on the most painful and previously least accessible aspects of his burn experience.
Telling the story of what happened
after the water spilled on Sam involved
talking about some of the most frightening moments of both his and his mother’s lives. It also meant including things
that happened after both Sam and Ms.
C had entered into intense dissociative
states Figure 6).
Ms. C reported that she felt sick while
telling this part of the story. Sam reported that he did not feel anything and that
he remembered his mother putting him
in the front seat but didn’t remember
anything else. After telling the story,
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Sam said, “I’m safe, it’s over, it’s in the
past,” without any prompting.
He then said he was hungry and asked
his mother for a sandwich. When Ms. C
responded that she had forgotten to bring
sandwiches, Sam went into a regressed
state, put his head down on the table,
began sobbing, and did not respond to
questions. I helped Sam to get up and go
over to his mother, and I had him physically reenact the drive to the hospital by
lying across his mother the way he had
in the car. I instructed Ms. C to put her
arm around him in the position they had
been in during the drive, and say, “I’m
sorry you got burned.” Sam responded
by saying, “I don’t care about that.” I
instructed Ms. C to apologize for forgetting the sandwiches. We then focused on
the fact that Sam loves his mother and
his mother loves him even when he feels
mad or disappointed.
At the following week’s session, Sam
had had only one bear nightmare, and
Ms. C reported that he was more present
and involved at school. On several occasions, he had told her to turn off the news
when he overheard a disturbing story.
She reported that “before he wouldn’t
even have noticed” that the news was on,
let alone taken in its content.
Sam was reluctant to draw about the
next part of the story, so Ms. C drew it
and Sam was instructed to color it (Figure
7). It was clear from this part of the story
that Sam had taken care of his mother at
the time of the burn by reassuring her,
and that he continued to take care of her
by trying to cut off those aspects of his
experience and himself that were unbearable to her. This included any expression
of sadness, fear, or anger.
Following this phase of treatment,
many of Sam’s symptoms improved. He
was attending and enjoying day camp and
sleeping in his own bed some of the time.
His separation anxiety had improved
significantly, enabling him to attend a 1week sleep away camp for burn survivors
and, following his return, to go swimming
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Figure 7. Mom ran through the triage area and ran back to where the doctors were. A woman asked
Mom if she could help her. Mom just ran by and she was screaming: “Somebody please help me,” and
“I need a doctor,” and “There’s not much time.” Alice was crying. Sam cupped Mom’s face in his hands
and said, “Mama, don’t cry. I be OK.” Lots of nurses and doctors converged on Sam and started cutting
his clothes off him. They started putting some cream on Sam’s burns. Mom felt like they were putting
the cream on her.

by himself for the first time.
After his return from burn camp, Sam
expressed a great deal of anger, mostly
directed at his older sister. In the subsequent weeks, he had frequent nightmares, although he no longer dreamt of
the bear. Although he had difficulty an-

swering questions about his nightmares,
Sam had no trouble drawing what he
dreamt (Figure 8). Sam’s dreams were
now about the different aspects of his
personality that he had worked so hard
to cut off but that had become accessible
to his consciousness as he integrated his

Wolf
Thunder

8-year-old Sam

Fire

Figure 8. A depiction of another of Sam’s nightmares:“There is thunder, fire, and a wolf. Thunder is scary.
If you go up, the wolf attacks you. If you go down, you get burned.”
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burn experience: the divided parts of his
“emotional personality,” associated with
feeling anger, fear, and pain or vulnerability, and the “apparently normal personality” that tried unsuccessfully to escape from these parts.
In previous sessions, we had talked
about the part represented by the wolf as
the “mad or angry” part of Sam. I now reframed this as the part of Sam that could
fight. We talked about the moment when
the scalding water landed on Sam and he
screamed. I explained that his immediate
biological reaction to the pain before he
shut down, which was to feel anger, was
a natural, involuntary survival response
and that humans respond to physical
pain with anger because it prepares them
to fight. We talked about the fact that he
had shut down this part of himself when
he was burned because it is impossible to
fight scalding water and that the “fighting” part of him did not have to be scary
or bad but rather was the part that had
given him the strength to survive being
burned, and even to try to take care of his
mother in the midst of it. The fire in the
dream represented the part of Sam that
could be hurt, which he subsequently
labeled as “gross and scary.” We talked
about how feeling pain, while not fun, is
part of being human and being alive, and
that the part of him with the capacity to
feel pain also gives him the capacity to
feel love and joy.
The least complicated part of Sam’s
treatment involved the integration of his
traumatic experience, which led relatively quickly (within 10 sessions) to the
resolution of his PTSD and separation
anxiety disorder. The more complex and
difficult part of his treatment, which is
not yet complete, is focused on Sam accepting and integrating all the different
parts of himself: the fighting part, the
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“scary and gross” part that feels, the 3year-old Sam trying to have the fun he
missed for 4½ years, and the 8-year-old
Sam trying not to feel anything. Several
weeks into this phase of his treatment,
Sam came in and announced that he
could read. As the dissociated aspects
of both his traumatic experience and
his personality become integrated, less
energy is spent on keeping them out of
awareness and divided, leading to healing and the availability of internal resources to manage present demands.
In one of his first therapy sessions
Sam drew a picture that he labeled “Horizon” (see page 685). The horizon is the
dividing line between the aspects of the
world, the earth and sky. It is also the
place where they are brought together, a
point of integration and harmony. I have
come to think of this drawing as a representation of Sam’s destination, a place
where the previously divided aspects
of his experience and personality come
together to form something vibrant and
beautiful.
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6
Assessing and Diagnosing Dissociation in
Children: Beginning the Recovery
Frances S. Waters

T

he first reported case of childhood dissociation by Antoine Despine in 1836 was
of a 12-year-old girl, Estelle (Ellenberger, 1970). However, it wasn’t until a century
later that a slow resurgence of writings about childhood dissociation occurred (Bowman, Bix, & Coons, 1985; Braun, 1985; Riley & Mead, 1988; Chu & Dill, 1990; Coons,
1985; Fagan & McMahon, 1984; Kluft, 1984, 1985; Weiss, Sutton, & Utecht, 1985). Since
then, there is a steadily growing literature on the topic including historical perspectives (Silberg, 2000; Silberg & Dallam, 2009) research studies (Becker-Blease et al., 2004,
2011; Kisiel & Lyons 2001; Macfie, Ciccehtti, & Toth, 2001; Shimizu & Sakamoto, 1986),
comorbidity studies (Kaplowa, Hallb, Koenenc, Dodged, & Amaya-Jacksone, 2008;
Malinosky-Rummel & Hoier, 1991), case studies (Coons, 1996; Dell & Eisenhower,
1990; Stolbach, 2005; Waters, 2011), theoretical (Putnam, 1997) and clinical books (Shirar, 1996; Silberg, 1996/1998; Wieland, 2011), dissociative checklists (Armstrong, Putnam, Carlso, Libero, & Smith, 1997; Dell, 2006; Evers-Szostak & Sanders, 1992; Putnam,
Helmers, & Trickett, 1993; Steinburg, 1994; Stolbach, 1997), and conferences around the
globe. To add to our deeper understanding of the nosology of dissociation, the recent
publication by Dell and O’Neil (2009) provides a comprehensive sourcebook.
The International Society for the Study of Trauma and Dissociation (ISSTD; www.
isst-d) sponsored initially the journal, Dissociation (which can be downloaded for
free at the University of Oregon Library, https://scholarsbank.uoregon.edu/xmlui/
handle/1794/1129). In 2000, ISSTD launched its own journal, the Journal of Trauma and
Dissociation, to continue bringing scholarly works to professionals. ISSTD’s website
has expanded to include guidelines for evaluation and treatment of childhood dissociation and FAQs (frequently asked questions) for parents and teachers. ISSTD’s
professional training institute offers comprehensive courses on childhood dissociation
that are taught internationally and online. ISSTD also sponsored the training DVD,
Trauma and Dissociation in Children (Waters, 2007), to assist professionals, particularly
forensic evaluators and prosecutors, in understanding dissociative signs and effective
strategies in child abuse and neglect investigations.
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While the bulk of the literature has continued predominately to focus on adult
dissociation, these efforts shed light on how to accurately assess dissociation in
children and are slowly gaining momentum in educating professionals, academics,
parents, and teachers about the convoluted presentations of dissociative youth.
However, because dissociative children have a high rate of comorbidity and a
continuation of misinformation about dissociation, these children continue to be
misdiagnosed for more popular or widely known diagnoses, such as attention
deficit hyperactivity disorder (ADHD), bipolar, psychoses, conduct disorder, etc.
(McElroy, 1992; Waters, 2005a).
THEORETICAL DEVELOPMENTS AND
CONCEPTUALIZATION OF DISSOCIATION
Since the early 1990s, many theoretical models from different disciplines have emerged
to provide a broader perspective of our understanding of the disruption of memory,
consciousness, and identity. Contributions in the field of neurobiology (Bremner et al.,
2003; Bremner; 2005; Stein, Koverola, Hanna, Torchia, & McClarty, 1997; Vermetten,
Schmahl, Lindner, Loewenstein, & Bremner, 2006) examine how trauma affects certain brain structures and impairs consciousness and memory. The attachment and
relational theories (Liotti, 1992, 2009; Lyons-Ruth & Jacobvitz, 1999; Main & Solomon,
1986; Siegel, 1999) focus on the child’s traumatic relationship with the parent and the
development of dissociative processes and disorders.
In the dissociative field, a number of theories have emerged. I will briefly cite some
of them. Putnam (1997) views dissociation as a defense mechanism to overwhelming
fear of annihilation resulting in compartmentalization of painful affect and memories
and an estrangement from self.
Putnam further examines in his Discrete Behavioral States Model (1997) the early
development of an infant’s discrete shifts in response to the mother’s erratic and abusive care. These discrete shifts form templates for segmenting frightening and confusing experiences from the self-beginning stages of dissociation.
van der Hart, Nijenhuis, and Steele (2006) detailed their model, Structural Dissociation of the Personality, based on early works of Pierre Janet, in which the traumatized self
separates according to two complex action systems. One system, the apparently normal personality (ANP) enables an individual to perform necessary functions, such as
work. The emotional personality (EP) is action system fixated at the time of the trauma
to defend from threats. The EP contains traumatic memories and associated traumatic
affect, thoughts, and behaviors. These action systems can further fragment into tertiary
systems containing many ANPs and EPs that take on additional actions for the self.
Stein and Kendall (2004) present the Global Psychological Effects of Chronic Traumatic
Stress on Children Model, based on the early works of Lenore Terr’s Type 2 trauma
(1991) that examines the impact of chronic trauma on the child’s developing brain,
alterations in consciousness and memory, disturbance in identity, difficulty in regulating emotions and level of arousal, hyperactivity and attention, relationship problems,
and alterations in belief system.
The Proposed Developmental Trauma Disorder (van der Kolk, et. al, 2009) for
consideration in the DSM-V focuses on the impact of multiple exposures to interpersonal trauma that causes dysregulation of somatic, affective, self and relational, and
posttraumatic spectrum symptoms. This disorder lasts more than 6 months and causes
significant functional impairment, including dissociation.
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Waters’ (1996, 2011) Quadri-Therapeutic Model for Treating Dissociative Children is a
comprehensive model that combines the use of four theories in assessing and treating
dissociative children: Attachment (Bowlby, 1973, 1980; Mahler, Pine, & Bergman, 1975;
Main & Solomon, 1986), developmental (Erikson, 1968; Piaget, 1954), family systems
(Bowen, 1978; Minuchin, 1974; Satir, 1983), and dissociative theory (Putnam, 1997).
The attachment theory of this model is derived from Bowlby’s framework of a
child’s psychological responses to the loss of a parent. He describes grief and mourning
stages that the child experiences as behavior directed to the lost object, hostility, appeals
for help, despair, withdrawal, regression, disorganization, and reorganization of behavior directed toward a new object. My model, based on Bowlby’s model of how a child
copes with separation from a parent, is comparatively a window on how a child must
survive the devastating psychological impact when exposed to frightening, confusing,
or abusive parents. In my comparison model, the child, being in a devastating, helpless,
untenable situation, finds a way out through dissociating affect, sensations, loss of idealized parent, etc. The child’s response is to internalize the unbearable, intense affect of
underlying fear, grief, mourning, and vulnerability and the associated coping behaviors
into self-states, such as internalized abusive parent state, helper/friendly state, angry
state, depressed state, sexualized state, etc. The states can be fragmented, less developed, or more developed as seen in dissociative identity disorder (DID).
The development theory of this model includes Erickson’s Theory of Psychosocial
Development (1968) that examines the formation of ego identity, a conscious sense of
the self shaped by daily social interactions. The development of the self is constantly
changing by new experiences. He details eight stages of relational experiences beginning at birth that, if successfully reached, build competency, capacity for intimacy,
and a secure sense of self into old age. However, my model recognizes that traumatic
experiences during childhood disrupt the development of identity, trust, autonomy,
intimacy, etc., resulting in some degree of identity confusion and fragmentation.
Mahler’s theory (Mahler et al., 1975) of separation and individuation also provides
a conceptualization of developmental phases beginning at infancy to achieve a healthy
identity. Mastery of each phase will help to develop a sense of individual identity.
However, early child maltreatment, particularly by the mother, disrupts the child’s
developmental process to achieve healthy individuation. Safe exploration of emotions
and the environment is then precluded. Consequently, the child may rely on dissociation and fragmentation of the self as a way to defend against feeling overwhelmed by
the original trauma and subsequent traumatic triggers in the environment. This will
therefore impair the child’s ability to attain individuation with unified self-identity.
The family system theory in the quadri-theoretical model is based on works of
Bowen (1978), Satir (1983), and Minuchin, (1974) which view the family as an emotional unit and examines the interplay among family members. Destructive interactions within the family, such as maltreatment or disruption in attachment, can cause
or influence dissociative defenses. Family systems approach examines family members
and their own history of trauma, unresolved attachment, dissociation, mental illness,
etc. My model emphasizes the importance of engaging the entire family in assessment
and treatment to improve effective communication and relationships, eliminate any
behaviors that influence dissociation, and provide a safe environment.
The quadri-theoretical model provides a comprehensive and integrative perspective by examining how multiple theories intersect to provide a foundation for understanding the development and complexities of dissociative defenses in children. This
conceptualization is helpful in assessment and throughout the treatment process.
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All of these theoretical models–neurological, attachment, relational, dissociative–
are derived from various disciplines and converge with overlapping constructs to
greatly enhance the credibility and understanding of the etiology of dissociation. These
models all acknowledge the underlying cause of dissociation resulting from childhood trauma,
abuse, and neglect.
Regardless of contemporary studies, theoretical models, and training opportunities, childhood dissociation is often overlooked, misunderstood, or disbelieved today.
Kluft (1984, 1985) attributes this phenomenon to the lack of recognition of dissociative behaviors in children that are expressed differently from dissociative adults, who
exhibit more discrete presentations. Also, there is a disbelief or skepticism of children’s
reports of voices accounting for their misbehavior or children’s denial of their behavior.
Because caretakers will punish them for “lying” or reporting separateness, dissociative
children are further inhibited to disclose such influences.
van der Hart, Nijenhuis, and Steele (2005) also postulate another crucial reason for
overlooking dissociation in traumatized individuals. Professionals miss how trauma
can involve some degree of division or dissociation within the self and that evaluators
view dissociation as peripheral, not a central feature of PTSD.
More popular or widely recognized disorders, such as ADHD, adjustment
disorders, somatization disorder, developmental disorder, and bipolar disorder, are
assigned to traumatized children but dissociation is unrecognized, (McElroy, 1992;
Waters, 2005a) resulting in cumulative years of emotional pain, identity confusion,
memory problems, unresolved trauma, and ineffectual treatment.

ASSESSMENT PROCESS FOR CHILD AND ADOLESCENT DISSOCIATION
Conducting a thorough assessment of children with complex trauma does not occur in
a single session or a series of early sessions but is an ongoing process.
As with the Adaptive Information Processing Model (AIP) in eye movement
desensitization and reprocessing (EMDR) (Shapiro, 2001), each phase brings reassessment of the client’s ability to move forward to effectively process trauma. Clinicians
are continually gaining more information through all phases and reassessing how
to intervene. Dissociative symptoms may not appear until the later stages of EMDR
treatment, particularly during trauma processing. It would be advisable to assess the
degree of dissociation before proceeding.
Exploring all forms of trauma, including physical, sexual, emotional, witnessing
domestic violence, medical/illnesses, exposure to war or natural disasters and accidents, their chronicity, and familial responses are integral to assessing how the child
defended against such experiences and whether dissociative processes were employed.
Understanding these processes will assist the EMDR clinician to prepare for effectively
processing the memories of trauma and adversity with children using EMDR treatment and the AIP model.
Dissociation can be nonpathological or pathological. Some signs of nonpathological dissociation are daydreaming or zoning out, fantasy, or absorption while playing
a video game. These experiences do not involve any self-fragmentation and generally
do not hinder the overall adjustment of the child unless there is some compulsive quality, such as hours of computer game playing that interrupts sleep or homework.
Pathological dissociation can range from moderate to severe. Moderate forms are
derealization and depersonalization. Moving along the continuum of severity is the
formation of self-states. These self-states may only operate internally, without taking

Gomez_PTR_Ch-06_20-06-12_129-150.indd 132

6/22/2012 8:35:24 PM

Chapter 6: Assessing and Diagnosing Dissociation in Children 133

executive control over the body, but nevertheless, they can greatly influence the child’s
mood, sensations, behavior, and memory. These children are diagnosed with dissociative disorders not otherwise specified (DDNOS). The most severe form of dissociation
is the presence of discrete self-states that take executive control over the body, resulting
in considerable memory problems, identity confusion, and more pronounced mood
and behavioral switches. These children would meet the diagnosis of DID. Below is a
more thorough description of these indicators.

CORE DISSOCIATIVE INDICATORS AND CASE DESCRIPTION
Peterson (1991) provides a child dissociative problem checklist, and Hornstein and
Putnam (1992) examine clinical phenomenology of child and adolescent dissociative
disorders. When evaluating for core dissociative indicators, utilizing valid dissociative
checklists with a thorough interviewing process is warranted. The core dissociative
indicators presented are often interrelated, influenced, and/or dependent on the other
indicators. Dissociative symptoms can suddenly appear and disappear quickly or only
appear occasionally depending on what activates them. It is because of the fluidity of
such symptoms that they are often overlooked or misunderstood.
In describing each of the core dissociative indicators, I will describe a case example
of a 9-year-old adopted Asian girl, Lisa, that I treated. Lisa lived with her adoptive
parents and two brothers. Her mother provided extensive history of worsening, severe
emotional and behavioral problems with Lisa since adoption. Lisa was only able to
handle school for a half day since the beginning of her academic career and would
often be sent home for frequent explosive behaviors at school and severe peer problems. At 9 years old, Lisa was still unable to open a bottle or hold silverware.
Her mother noted when Lisa came to the United States at 4 months old, she slept
the entire trip regardless of being overly dressed and drenched. She was unresponsive
to the heat and displayed signs of sensory processing difficulties even at this young
age. The parents were not given any trauma history when Lisa was placed with them,
but they noted that she had a swollen gum that appeared to be a tumor. An examination by a pediatric dentist indicated that it was not a tumor but was due to some
unknown trauma to the gum. From infancy through preschool, Lisa was extremely
orally defensive and feeding was a traumatic experience for her as well as her parents,
as she would refuse a bottle or spoon until she was starving. She would violently
swing her little arms and kick furiously if anyone came close to her. She fought having her teeth brushed. She was clearly behaving as if she was traumatized orally. Her
tongue held out of her mouth, and she drooled until she was 5 years old, as she did not
develop facial muscles until then. She did not recognize herself in the mirror until her
mother taught her to do so at age 3. She would often have a blank look on her face.
Lisa did not bond with her adoptive mother. When Lisa would decompensate,
she would display a disorganized attachment pattern of screaming and thrashing if
her mother came close to comfort her. Then when her mother would walk away, Lisa
would chase after her mother in fear and agony, protesting her mother’s withdrawal.
Lisa was utterly inconsolable, highly disruptive, and raged for hours and her mother
was equally desperate for solutions. Lisa frequently would not remember these outbursts and would have a glazed look in her eyes when questioned. These sudden mood
and behavior switches were often unprovoked or unpredictable. This was a common
pattern repeated throughout her young life. Lisa was inconsolable and highly disruptive for hours.
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Lisa’s early and increasingly disturbing behavior prompted her mother to frantically search for answers by seeking various assessments. At 18 months of age, Lisa
was evaluated by an occupational and speech therapists. She was diagnosed with low
motor development and “splintered” physical abilities. She had significant speech and
language delays. She received occupational and speech therapy since then to the time
of my evaluation.
Her mother consulted with the adoption agency for advice on how to handle Lisa
during her preschool years. She was advised that Lisa had reactive attachment disorder and was directed to do holding therapy (Welch, 1988), a technique of forced,
prolonged holding of a child by a parent or therapist to develop attachment with the
parent. This technique has met with controversy. The mother was directed to not stop
holding Lisa until she began to bond with her. Lisa fought vigorously, passed out, and
woke up only to resume struggling to get away from her mother, who had held her for
hours. Being held down activated her stress response system, increasing her fear and
consequently her dissociation. Lisa’s rages increased.
A psychiatrist evaluated Lisa at 6 years of age. He reportedly was unsure of Lisa’s
diagnosis but gave her the diagnoses of an anxiety disorder and oppositional defiant
disorder (ODD). He prescribed an antidepressant and later added an antipsychotic
mediation, but her mother discontinued them due to no improvement.
Desperate, Lisa’s mother sought help from a well-known and respected child
guidance center that diagnosed Lisa with a developmental disorder not otherwise
specified and ODD. Ruling out an affective disorder was considered. Lisa was noted
to have behavioral, sensory, emotional, cognitive, and academic problems. The recommendation was behavioral therapy, which proved to be ineffective. Lisa’s family had
severely limited their activities due to Lisa’s explosive behavior.
Lisa’s mother then sought an assessment from me at the same time that she brought
Lisa to a chiropractor, who provided stunning independent diagnostic impressions that
were complimentary to mine, which I will explain as I highlight Lisa’s core dissociative
symptoms under the headings below.
Amnesia
Children can have fluctuations in their memory, including not recalling past or present
traumatic and/or nontraumatic experiences. Their memory can be spotty or episodic.
At one time they may remember events and at another time they may not have knowledge of those events, or they may only have a sketchy memory of the events. They
may recall parts of their trauma and describe accompanied sensory distortion, such
as tunnel vision or only hearing bits of the event. They may not recall their teachers,
schoolwork, holidays, or even their parents, as in the case with Lisa.
In my first interview with Lisa, while she was playing with the dollhouse, I inquired
about any memory problems. She simply and clearly stated, “It takes me a while to
remember who my parents are.” She also said it took a while to remember her brothers,
as well. With further questioning, she reported not recognizing her homework when
returned to her or tests she had taken, and activities she had done with her family. She
also indicated that she would be accused of hitting her siblings but have no memory of
such behavior.
Inconsistent memory for disruptive behavior with dissociative children can be
misconstrued by parents and professionals that the children are lying or manipulating
to avoid consequences. While it is exasperating for adults to manage these episodes,
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it is often more confusing, frustrating, and frightening for dissociative children to be
accused of something for which they have no memory doing. While children may
manipulate to avoid repercussions, traumatized children often have significant memory problems and dissociation should be carefully explored as a viable possibility. An
empathic approach will decrease children’s shame and encourage them to explore dissociative barriers and what underlying factors contribute to their amnesia.
Children’s episodic memory can be dependent on many factors, such as, whether
they have sufficient ego strength to handle the memory, particularly if it is traumatic,
the safety of the environment, and the awareness of a trance state that contains the
information of current or past events. In addition, simply asking children in an
empathic manner about such experiences will often provide them the opportunity
to discuss their amnestic experiences, as with Lisa, who seemed relieved to tell me
about them.
Trance Behavior and Trance States or Self-States
Along the continuum of moderate to severe range of dissociation, children may stare
off or “zone out” when they want to escape due to anxiety or traumatic reminders.
With chronically abused children, trance behavior can become habitual even with mild
stressors, which are often noted by teachers. During those times, the children may have
difficulty reporting what transpired just before they zoned out or what motivated such
behavior. Sometimes, because of embarrassment they will say that they were bored in
school. It is important to further explore whether these periods have more significance
and a pattern related to a certain affect, traumatic triggers, and/or the presence of a
self-state.
A more severe form of dissociation is the presence of self-states. Young children
who have auditory or visual hallucinations of people may identify them as “imaginary
friends” and not distinguish them as self-states until they are older and able to assimilate their meaning. These “imaginary friends,” however, may express intense affect
and conflicts with each other (Frost, Silberg, & McIntee, 1996) and cause considerable
distress to the child. I have treated a number of small children who have emphatically
insisted that their “imaginary friends” or “angry voice” are real and not pretend.
Children can create self-states of various ages with different roles, affect, and
behaviors that may directly relate to their traumatic experiences (Waters & Silberg,
1998). They may be given names that describe their function and have special significance to the child, such as hero figure, perpetrator, or mad part. They can have
various degrees of influence over the child’s mood, behavior, sensations, thoughts,
and relationships.
Some self-states who identify with the perpetrator engage in aggressive or
self-harming behaviors, such as cutting one’s self, assaulting others, etc., usually
attract the most attention from parents and professionals. They are often the focus of
interventions and diagnosed with ODD or conduct disorder. There may also be selfstates who assume identification with hero figures and who “rescued” the child when
abused by “helping her fly away” or by taking the abuse for her.
Sometimes self-states are simply “reporters” of traumatic memories without any
affect. This presentation can confuse professionals who may doubt that the trauma was
really experienced, or they may minimize the traumatic impact on the child. But as
Steele explained in the training DVD, Trauma and Dissociation in Children (Waters, 2007),
“. . . this is a hallmark of dissociation. It didn’t happen to me, or it happened to me and
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it doesn’t really matter. There’s no affect to it. There’s no feeling tone to it. There’s no
sense of personal ownership.” (This is also a sign of depersonalization, which is highlighted below.)
Because chronically traumatized, dissociative children are easily sensitized to even
minor stimuli, they can rapidly switch self-states when triggered. These trance states
can appear and disappear suddenly without apparent provocation and may contain
only specific memories related to their own experiences. Their awareness of other
self-states or their current environment may be precarious depending on protective
barriers between each other. They can emerge after being hidden for years by taking
executive control over the child’s body or harass the child from within with degrading
comments, or pressure the child to engage in self-destructive or aggressive acts. Selfstates can appear, engage in aggressive behavior, and then disappear, leaving the child
bewildered. These children are often accused of lying when they deny such behavior.
Lisa described a total of five self-states over several months. During the time period
when she was evaluated by the chiropractor, Lisa revealed to me two baby self-states,
Mary and Tommy. The chiropractor, unaware of Lisa’s dissociative states, made a remarkable assessment that she had retained her primitive infant reflexes. Lisa was diagnosed
with asymmetrical tonic neck reflex (ATNR) that infants display until 6 months old and
then normally vanish. The signs are when eyes move in one direction, the neck moves
in the same direction; when head moves in one direction, the arms and legs move in
that direction, etc. Lisa’s infantile reflexes were attributed to the presences of these baby
states! Furthermore, they continued to influence and limit her physical adroitness and
strength, as she was unable to open a bottle and effectively hold silverware.
Lisa also identified Helper, the internalized mother. Another adult helper, Shadow,
was revealed after Lisa reported seeing internally a shadowy figure. Cindy, a 9-year-old
angry self-state, became known during one of the explosions. Lisa appeared to switch
rapidly from a helpless baby state that had extreme separation anxiety to Cindy, who
would rage if her mother came close to comfort her when she was wailing. Baby’s Helper
and Shadow were often in direct conflict with Lisa’s mothering aiming to take control.
Switching from one state to another was accompanied with significant amnesia resulting in a chaotic life of fear and confusion that not only severely impaired her memory,
behavior, and affect, but it also adversely affected her ability to attach to her mother.
When children have extreme and contradictory presentations, particularly severe
developmental delays (regressed behavior), the existence of trance states of different
ages should be considered and carefully assessed. While self-states initially helped
the child survive the trauma, later some can wreak havoc on the child’s life until their
presence are known and their traumatic role has been processed. Resistance to interventions, denial of behaviors, and erratic presentations are critical warning signs for
the clinician to explore the presences of self-states.
Extreme Mood and Behavior Switches
Rapid and extreme fluctuations in mood and behavior can often be seen as a form of
bipolar disorder or ODD, particularly if they are taken at face value and not understood
as a part of the etiology of dissociation. Dissociative children’s mercurial presentation
of sudden shifts is unpredictable, confusing, and challenging to manage. As noted
above, these fluctuations are often attributed to rapid switching of self-states that have
divergent affect, such as happy, mad, sad, scared, etc. They can demonstrate changeable
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preferences to food, dress, toys, activities, and contain contradictory thinking patterns
and sudden somatic complaints, such as headaches, stomachaches, and painful extremities. While it appears confusing to the caregiver or professional, these extreme mood
and behavior switches should be explored to see if they are a result of fragmentation
and creation of self-states. A detailed mapping of these shifts by the parents can provide
the EMDR assessor a valuable composite picture of triggers and shifts in presentation
for accurate diagnosis.
Lisa demonstrated rapid switching when she felt physically threatened, was in
crowds, witnessed someone at school being hurt, took long trips (her long journey
to this country when adopted), and when father traveled on business (fear of abandonment, as she was closest to him). These were all traumatic reminders instigating
dissociative defenses. Parts of her would either take executive control or she would
internally feel their intense affect. Her moods swung from fear to aggression to despondency, in which she would wail for hours wanting to die. Her skill levels were erratic
and particularly dependant on her baby states, in which she would regress to baby talk
and infantile mannerisms or physical capabilities.
Auditory and Visual Hallucinations
The presence of voices and images of floating objects, faces, figures, or shadows are
frequently characteristic of children with DDNOS or DID. These hallucinations originate from traumatic experiences and are indicators of fragmentation. As previously
reiterated, the voices can be antagonistic, friendly, helpful, or destructive.
Teens may be hesitant to report voices for fear of being seen as “crazy.” Asking
children in an empathic way about their hallucinations, while explaining that other
children with similar trauma histories have reported these types of experiences, can
minimize their resistance to reveal them. I will often explain that the voices are part of
them that helped them in some way with “the bad things that happened to them, even
the voice that seems angry.” This approach has helped children to begin to understand
the meaning of the voices and reduce their anxiety and phobia toward that state. It will
also increase the angry state’s willingness to cooperate in therapy.
So that I may be able to understand the child’s perception of the visual hallucinations
of the “scary figures,” etc., I will ask the child to draw a picture of them during the initial
phases of EMDR treatment in order to assess dissociative responses more thoroughly.
Their drawings will diagnostically provide much data about the child’s perception of
their voices or self-states, such as how well their identity is developed, how powerful
they are, and how scary the child perceives them. Some children may draw a head or a
complete body that is large with oversized arms and scary-looking faces.
In the preparation phase of EMDR treatment, I will provide further psychoeducation about these parts containing feelings that the child was unable to handle alone
and how the parts also need help to learn to express themselves in appropriate ways.
Helping to demystify these hallucinations can help to engage the children to express
their inner experiences.
Lisa was very open to reporting about her auditory and visual hallucinations. It
was a relief to her to be able to understand them and to begin to have some control
over their influence. Her mother was often present during these sessions and was very
nonjudgmental, empathetic, and supportive, which greatly helped Lisa to overcome
some shame about them, particularly associated with embarrassing behavior.
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Once children understand that their frightening voices or images were originally
formed to help them survive, their fear and resistance to disclose them is lessened.

Depersonalization and Derealization
While depersonalization and derealization were mentioned above, it is worth highlighting here in depth.
Steele, Dorahy, van der Hart, and Nijenhuis (2009) eloquently describe depersonalization as: (1) the existence of an observing and experiencing ego or part of the
personality (Fromm, 1965); (2) detachment of consciousness from the self or body
(i.e., feelings of strangeness or unfamiliarity with self, out-of-body experiences); (3)
detachment from affect, such as numbness; (4) a sense of unreality, such as being in
a dream; and (5) perceptual alterations or hallucinations regarding the body (Noyes
& Kletti, 1977). Derealization involves a sense of unreality or unfamiliarity with one’s
environment, and distortions of space and time (Steinberg, 1995,p. 162).
Steele et al. (2009) believe that many forms of depersonalization and derealization
are alterations of consciousness and memory.
Shimizu and Sakamoto’s (1986) research describes 16 cases of depersonalization
that developed before the age of 15. The majority of dissociative children that I treated
who described depersonalization and derealization experiences also had self-states
present at that time. However, I worked with an adoptive teenager who did not disclose any self-state related to his feelings of depersonalization and derealization.
Regarding Lisa, she had considerable depersonalization predominately related to
her mouth, but also to other parts of her body that would become activated when
she ate. For example, Lisa did not feel her mouth, did not taste or smell her food, and
was unaware of how she was chewing her food. She was desensitized to food that
drips on her arms, lap, and legs. Upon further exploration, while Lisa’s baby states did
not take executive control over her body, they were internally influencing her sensory
losses. This example demonstrates the complexity of tweaking what is affecting the
prolonged symptoms of children who may appear to parents to be careless, sloppy,
and resistant to correction, but truly are numb to their bodily senses.

ASSESSMENT TOOLS
Along with a thorough interview process, there are some gold standard dissociative
assessment tools for children and adolescents that are valid and reliable. These tools
can further aid the EMDR evaluator in diagnosing as part of a complete assessment.
A common caregiver checklist is the Child Dissociative Checklists (CDC, Putnam
et al. 1993) that has been used also by teachers to rate children’s behavior. It is geared
for children from preschool to 12 years old.
The most widely used standardized measurement for caregivers and teachers is the
Child Behavior Checklists (CBCL, Achenbach, 1992). The CBCL evaluates children’s internalizing and externalizing behaviors and is often used for diagnosing ADHD. However,
this checklist has the following items that overlap with dissociative symptoms: acts too
young for age, can’t concentrate, can’t pay attention for long, confused or seems to be
in a fog, daydreams or gets lost in his/her thoughts, stares blankly, sudden changes
in mood or feeling. Studies (Malinosky-Rummel & Hoier, 1991; Sim et al., 2005) have
included the CBCL in effectively detecting dissociation in children.
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There are a number of dissociative self-report checklists. A commonly used one is
the 30-item questionnaire, Adolescent Dissociative Experience Scale (ADES) (Armstrong
et al., 1997). The more comprehensive 218 questionnaire, Adolescent Multi-Dimensional
Inventory of Dissociation v.6.0 (Dell, 2006), rates 14 major facets of dissociation. It can be
obtained by contacting Dr. Dell at pfdell@aol.com.
Stolbach’s (1997) Children’s Dissociative Experiences Scale & Posttraumatic Symptom
Inventory (CDES-PSI) is a self-report for children designed for 7- to 12-year-olds, but
the author has communicated that he has found it helpful with adolescents, as well
(Stolbach, personal communication, May 2006). This checklist is valid for differentiating
traumatized children from nontraumatized children and is easy for children to fill out.
While there are no valid norms for dissociation, I have found this helpful in detecting
dissociative symptoms with traumatized children. For those younger children who do
not read, I have read the questions in a matter-of-fact way so as to not skew the results.
The Children’s Perceptual Alteration Scale (CPAS, Evers-Szostak & Sanders, 1992)
is a self-report measure of dissociation for children 8 to 12 years old. It was derived
from the Perceptual Alteration Scale for adults (Sanders, 1986) and is a helpful measurement for childhood dissociation as well as normal development and childhood
psychopathology.
Briere’s (1996) self-report, Trauma Symptom Checklist for Children (TSCC), has six
clinical scales: Anxiety, depression, posttraumatic stress, dissociation, anger, and
sexual concerns. There are three dissociative questions that can be used to signal a
need for a more thorough evaluation with one of the specific dissociative checklists.
Even if a child doesn’t endorse dissociation on the TSCC, I also administered one of the
dissociative checklists, particularly when the child displays dissociative symptoms.
Steinburg developed the Structural Clinical Interview for DSM Dissociative Disorders
(SCID-D) (1994), which requires training, and can be used with adolescents who can maintain sustained attention and have an average or higher level of cognitive functioning.
When caregivers and children significantly endorse items on the checklists, I will
follow-up with a request for clarification.
DIFFERENTIAL DIAGNOSES AND COMORBIDITY
Shapiro’s (2001) Adaptive Information Processing Model explains that when an
individual is under high arousal as a result of trauma, the information processing is
thwarted. Consequently, the traumatic experience is maladaptively stored, resulting
in symptoms. Traumatized children and adolescents often have a high level of comorbidity as a result of unprocessed trauma. These symptoms can confuse or mask their
traumatic origin and the sequelae of dissociation. It is the myriad of symptoms that are
seen with traumatized children, such as extreme mood swings, inattention, and oppositional behavior that are given more commonly known or accepted diagnoses, such
as bipolar disorder, oppositional defiant disorder, and attention deficit hyperactivity
disorder (ADHD). Even when recent reports of traumatic experiences were provided,
unfortunately, clinicians will disregard their significance and diagnose according to
the most florid or disturbing symptom, thus ignoring any dissociative phenomenon
(Waters, 2005a). This is particularly serious, as early detection and proper processing
of the trauma, including the use of EMDR, can save children from years of escalating
symptoms that have been resistant to previous treatments and medication regimens.
Overarching complexity of co-morbid symptoms in dissociative children is that
these symptoms can be brief and intense, or lasting for days, months, or years, and then
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suddenly disappear. Because these erratic symptoms are often contained in self-states
of children with DID or DDNOS, as highlighted previously, it is often confusing to the
diagnostician to see the correlation between sudden, sporadic symptoms contained in
brief presence of self-states. Self-states can have specific behavioral or emotional problems that stem from how they were affected by the trauma. Consequently, there can be an
exhaustive list of co-morbid symptoms and diagnoses ascribed to dissociative children.
Frequent co-morbid symptoms or diagnoses commonly seen in dissociative children are PTSD, ADHD, ODD, bipolar disorders, psychotic disorders, substance abuse,
obsessive-compulsive disorder, sexual problems, conduct disorder, somatoform disorders, anxiety, depression, and eating disorders.
Lisa’s mother was an excellent reporter of Lisa’s symptoms and kept copious notes
describing her daughter’s convoluted presentation in detail. Nevertheless, Lisa was
diagnosed with an anxiety disorder and ODD by the psychiatrist and later by a child
guidance clinic. Neither considered her early history of infant trauma and dissociative
symptoms.
To assist the EMDR evaluator, I will address three common misdiagnoses ascribed
to dissociative children that have overlapping or similar presentations but contain distinctive differences that are ignored.
Attention Deficit Hyperactive Disorder
There are many overlapping symptoms with ADHD and dissociation that often mask
the dissociation. Clinicians who are unfamiliar with dissociative signs of trance states
will ascribe traumatized children’s inattention or daydreaming to ADHD. Research by
Malinosky-Rummel and Hoier (1991) cite these similarities with traumatized children
who scored in the significant range on dissociative checklists as well as on the CBCL’s
dissociative symptoms. As noted before under Assessment Tools, common signs on
the CBCL for dissociation that are particularly seen with children with ADHD are
inattention, feeling in a fog, staring, and daydreaming. It is crucial for proper treatment that trauma and dissociation be evaluated before assuming that it is ADHDInattention type.
Bipolar Disorder
Bipolar disorder is a dysregulation of the affective system in which there are swings
in mood from hypomania to depression, usually lasting weeks or months. In the last
decade, there has been a dramatic change in a more permissive, less rigorous standard
in diagnosing children with bipolar disorder, and 90% of those diagnosed are receiving
medication with little testing for effectiveness or safety (Moreno et al., 2007). The rate
of diagnosis of pediatric bipolar disorder has increased 40 times in the last 10 years
(National Institute Mental Health [NIMH], 2007). Diagnoses of bipolar disorder in
children and youth increased 4,000% from 1994–1995 to 2002–2003. This has resulted
in considerable controversy over this diagnosis.
One of the hallmarks of dissociation is the rapid, extreme mood and behavioral
switches that can last from seconds to hours, and are sometimes accompanied by
amnesia. As explained above, these extreme switches can be attributed to self-states
with intense affect, but all too often dissociation is not diagnostically considered.
A seminal article by Parry and Levin (2011) critically examines multidimensional
factors that influence the overdiagnosis and misdiagnosis of pediatric bipolar disorder,
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including the impact of popular books, the media, and pharmaceutical industry,
and the lack of examining developmental trauma and attachment factors on affect
dysregulation.
Janet Papolos, co-author of “The Bipolar Child: the Definitive and Reassuring Guide to
Childhood’s Most Misunderstood Disorder” (Papolos & Papolos, 2000), in an interview on
National Public Radio’s Infinite Mind (Lichtenstein, 2005) related parents describing
their children as,
Dr. Jekyll and Mr. Hyde . . . the child has the LOOK [in capital letters per her
report]. Their eyes get very glazed and the child gets a feral look like he is fighting for his life . . . after it is over, the child doesn’t remember it. They often sleep
and don’t even remember it and if they do remember, they feel so badly.
This is a classic verbatim of dozens of parents’ descriptions of their dissociative
preschool and older children that I (Waters, 2005b) and others (Silberg, 1998; Wieland,
2011) have described.
There is a paucity of bipolar studies that note a history of childhood physical and
sexual abuse (Blader & Carlson, 2006; Hyun, Friedman, & Dunner, 2000; Levitan et al.,
1998; Mueser et al., 1998; Wexler, Lyons, Lyons, & Mazure, 1997). There is a need for
more professional education on discerning the difference between overlapping symptoms of bipolar disorder and the relationship between trauma and dissociation in children and adults. There have been presentations addressing this issue at conferences
(Levy, 2009; Waters, Laddis, Soderstrom, & Yehuda, 2007).
There is one refreshing article in which Harris (2005) describes a case example of a
10-year-old boy previously treated for bipolar disorder with escalating series of medications. Upon a careful case analysis, the boy described severe beatings by his grandparents and clearly described dissociative symptoms of depersonalization and derealization
when triggered. He reported, “I just see red . . . I don’t really know where I am or what I’m
doing . . . I don’t really feel in my body.” (Harris, 2005, p. 530). More research is required
to understand the correlation between traumas, affect dysregulation, and dissociation.
The child guidance center that evaluated Lisa had considered Lisa having an affective disorder, but seemed confused as to what attributed to her affect dysregulation.
Dissociation was not discussed.

Hallucinations, Psychosis, or Schizophrenia
Moskowitz (2011) offers a valuable historical description of two opposing paradigms
when examining hallucinations and how auditory and visual hallucinations have been
predominately viewed as psychotic with primarily a biological origin (brain disorder)
rather than being influenced by psychological factors, such as traumatic experiences.
This staunch, enduring position of hallucinations being psychotic has greatly influenced the DSM and overshadowed the pioneering work of Bleuler’s (1911/1950), who
described schizophrenia as “split off” of the personality.
Because of this “split” in the paradigms and the strong focus that hallucinations
are a brain disorder, the recognition of overlapping dissociative symptoms of auditory and visual hallucinations has greatly contributed to misdiagnosing dissociative
patients with a psychosis or schizophrenia (Bliss, Larson, & Nakashima, 1983; Rosenbaum, 1980; Ross, Joshi, & Currie, 1990; Ross, Norton & Wozney, 1989).
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A major distinction between psychosis and schizophrenia and DDNOS or DID is
that dissociative clients’ reports of auditory or visual hallucinations are attributed to
self-states that formed as a result of traumatic related experiences (Kluft, 1987a; Ross, Joshi,
& Currie, 1990). Furthermore, Sar and Ozturk (2009) explain,
The dissociative patient’s reported claim of containing another person’s existence, or of having more than one personality, cannot be considered a delusion.
Such claims do not originate from a primary thought disorder, but rather from
experience itself-the actual experience of the other as “not me” (Sullivan, 1953).
In contrast, the delusions of a schizophrenic patient are thought to be the result
of a primary disturbance of thought content. (pp. 536–537)
I have encountered in my practice many traumatized children and adolescents
who reported auditory and visual hallucinations derived from self-states but were
given a previous diagnosis of a psychotic disorder. Their treatment modality was a
psychopharmacological approach without any efficacy and attention to the meaning
of the voices and their traumatic origin.
Numerous studies and clinical vignettes have described hallucination in dissociative children and adolescents with DDNOS and DID (Coons, 1996; Dell & Eisenhower,
1990; Hornstein & Putnam, 1992; Putnam, 1997; Silberg, 1996/1998; Shirar, 1996;
Waters, 2005b, c; Wieland, 2011).
It is crucial for dissociative children’s recovery that EMDR diagnosticians become
familiar with trauma-related hallucinations within self-states so that these symptoms are
not misdiagnosed as psychotic or schizophrenic and prescribe a treatment regime that
is antithetical to effective, integrative therapy of a fragmented traumatized youth. For a
more comprehensive analysis of differential diagnosis of hallucinations, I encourage the
reader to see Part X: Dissociation and Psychosis by Dell and O’Neil (2009, pp. 519–568).
COMPONENTS IN THE INTERVIEWING PROCESS
As in other assessments, many factors determine how to proceed with interviewing the
child and family members. Relevant factors to consider are professional standards, clinical judgment and style, purpose of the interview, child’s age, and how comfortable the
child is to being seen alone or with the parent. I usually see the child or adolescent initially with the parent or caregiver, unless the teen wants to be seen alone, to gather basic
referral and identifiable information and some developmental history. I note particularly
how the parent(s) and child interact with each other and define the problem. At some
point, I will talk to the parent alone to gather more detailed developmental and trauma
histories and symptoms. I will interview the child alone to assess his overall functioning,
his relationship with his family members and peers, trauma and academic history, and
symptoms. As deemed necessary, I will request to interview other family members.
When Lisa’s mother requested that I evaluate her daughter, she was desperate and
fraught with concern. Her brief description of her daughter’s history on the phone was
clear to me that I needed to gather a detailed history from her mother prior to seeing
Lisa so that I could intervene quickly and effectively with Lisa. I met with her mother
for 2 hours and gathered a chronologically well-organized description of Lisa’s symptoms from her placement with them at 4 months old to present including a developmental, academic, social, and family history, and I reviewed previous evaluations and
interventions. My hypothesis was that the origin of her symptoms was oral trauma of
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unknown cause that occurred sometime during her Asian foster home placement, and
that she was exhibiting dissociative defenses.
Lisa’s had severe emotional dysregulation. Included in phase one of EMDR treatment is an evaluation of emotional regulation capabilities. Adler-Tapia and Settle
(2008) stress the importance of developing affect regulation skills particularly with
dissociative children so that they can stay connected to the therapy. That was also my
goal as Lisa identified self-states that accounted for her labile mood.
Assessing the Family Environment
The impact of the family environment on the development of childhood dissociation
cannot be understated, nor can the reliance on previously formed dissociative mechanisms. It is well accepted that in order for children to be treated, they need a safe environment. As Silberg points out, “I believe increasingly hostile and lonely environments
that make real connections and relationships impossible further encourage the consolidation of dissociative symptoms” (Silberg, 2001, p. 1). Others have described negative
environmental influences on shaping dissociative defenses in children, particularly
with parents who also display dissociation (Benjamin & Benjamin, 1992; Benjamin,
Benjamin, & Rind, 1996; Mann & Sanders 1994; Peterson & Boat, 1997; Yeager & Lewis,
1996). These children are particularly vulnerable to reoccurring abuse. However, Kluft
(1987b) discusses the parental fitness of mothers with DID.
I have treated dissociative parents on both ends of the spectrum, from providing
a safe environment to abusing their children, necessitating a child protection referral.
The dissociative adults who seemed to provide a stable environment for their children
were those who actively sought treatment and processed their pain. In turn, they were
able to be sensitive, empathetic, and protective parents.
A thorough parental history that includes any trauma, attachments to their own
parents, dissociation, and legal, financial, medical, and other mental health conditions will help the evaluator to determine their relevance to the dissociative child’s
symptomatology.
I have worked with dedicated foster and adoptive parents who also had significant trauma, unresolved attachment issues, and dissociation who became triggered by
their demanding, dissociative children. Some abused their children. Referring parents
to therapy, support groups, and respite care can prevent maltreatment or reinstate a
safe environment.
Fortunately for Lisa, her parents came from a stable environment with healthy attachments to their parents who provided support. Both parents appeared to have a healthy,
traditional marriage in which the mother stayed at home while the father was gainfully
employed. There were no significant problems noted. Mother did have a high-risk pregnancy after Lisa was adopted, necessitating that she maintain bed rest for the latter part of
her pregnancy. This mostly exacerbated Lisa’s symptoms. Their other two children were
healthy and well adjusted. They tolerated Lisa’s acting out, but it did put stress on them.
History Gathering From the Parent Regarding Their Child
It is important to ask questions about trauma and dissociation, even when the presenting problem is nontrauma related. Parents often seek services for the most disturbing
symptom, such as oppositional behavior, attention problems, and anger issues, and may
be unaware of the underlying causes. If parents do report some form of trauma that their
child incurred, they may not understand the relevance to their child’s symptoms.
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Gathering from the parents a thorough developmental history from pre-birth to
the child’s current age will assist in assessing any causal relationships to the presenting symptoms. Questions should include all forms of interpersonal trauma, separation
from parents, painful medical conditions and interventions, accidents, war exposure,
natural disasters, as well as relationship with parents, siblings and peers, academic
performance, extracurricular activities, and any court/legal involvement. Building a
time line of significant events correlated to the child’s age and onset of symptoms will
assist in developing a causal relationship.
Particular attention in history gathering of trauma should include whether the child’s
parents were available to assist the child to cope. Any signs of dissociative symptoms
should be explored. Since parents often do not know what dissociative signs are, educating them about indicators will elicit a more accurate and complete response. The issues
to be covered are signs, frequency, and duration of any trance behaviors; persistent denial
of disruptive or explosive behavior even after disciplined; extreme mood and behavior
switches activated by minor stimuli or for “no apparent reason”; and other memory
problems beyond ordinary forgetfulness of significant and/or daily events, particularly
after an explosive incident. It is easy to perceive the child’s denial of such behavior as
avoiding responsibility, but memory problems are common with dissociative children.
Requesting details of an incident will help to track gaps in the child’s memory.
The following is a list of questions that will assist in identifying dissociative symptoms. Depending on the parent’s response, some questions may not be necessary. This
is a guide for the clinician to use with discretion. Many of these questions correlate
with ISSTD’s Frequently Asked Questions for Parents (www.isst-d.orge). (While questions apply to both males and females, for simplicity, male gender is used below.)
List of Questions to Ask Parents
■
■

■
■
■

■
■

■
■

Do you see your child staring, unresponsive, or in his own world (not including
when playing video games or watching television)? How often and how long?
Does your child have extreme mood and behavior switches, and if so, describe
those times and what you notice about his behavior and affect? Does he seem different at those times, and if so, in what ways?
Does your child have a favorite food, activity, clothing, etc., but then hates it another
time?
Do you notice any changes in the child’s eyes, such as blinking, fluttering, eye roll
and/or change in voice, mannerisms during these times?
Does your child deny his aggressive/disruptive behavior even when you witnessed
it? How does he respond to you at those times? Does he continue to deny such
behavior even after he was disciplined? Does he deny other behaviors or situations
that are not problematic, i.e. conversations or activities?
Has your child ever said he hears voices or sees things/people, but no one was
around? Describe those times.
Have you heard your child talk to himself and/or refers to himself in the third
person? Does he sound like he is using a different voice during those times? Does
he seem younger or older?
Does your child have an imaginary playmate (beyond 8 years old)? Describe what
you notice.
Does your child look and behave differently at times that are not attributed to illness? Describe those times in detail.
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■
■

Does your child have memory problems to events that he should recall, such as
holidays, birthdays, etc., past and present?
Does your child adamantly deny you told him to do his homework, or chores
when you were facing him, engaging with him in the conversation, and he wasn’t
engaged in any other activity, such as computer, TV, etc.?

These questions, which were described earlier, were asked of Lisa’s mom, which
laid the foundation for my interview with Lisa.
Interviewing the Child
Dissociative children can often display subtle shifts when switching from one state
to another, particularly if the self-state’s age is close to the biological age of the child,
making such shifts challenging to detect. Shifts can occur with children who have DID
as well as DDNOS. Those with DDNOS can have internal states that influence shifts in
the child without taking executive control of the body. Shifts can occur rapidly, making
the occurrence difficult to detect and can be subtle.
The following are some signs of shifts:
■
■
■
■
■
■
■
■

Sudden staring or glazed look when talked to
Rapid blinking, fluttering, or eye rolling without any warning
Other facial changes–biting lip or a burrowed frown
Voice changes in tenor, inflection, or language, such as baby talk or demanding
adult tone
Body posture, from relaxed to stiff or from coordinated to clumsy
Contradictory thoughts noted in the same sentence, such as “I don’t get along at all
with my mom. We get along alright,” or, “I hate soccer. I like playing it”
Dramatic changes in behavior preferences, such as enjoying drawing in office to
hating it
Shifts in awareness of what was just said by the child or therapist or confusion,
discrepancy, or denial of earlier report of traumatic and nontraumatic events

It important to be aware that even common questions can be triggering to
traumatized children. These questions may spontaneously cause dissociation and
shifts in self-states, particularly when they pertain to traumatic reminders, such as
name of the perpetrator, events or symptoms related to the traumatic event. Exploring
what precipitated such shifts is a crucial step in untangling the onset of the dissociative processes. Because dissociative children are often unaware of what prompted
sudden changes, meticulous questioning is required to find out what transpired just
seconds before the shifts (Silberg, 2012). Questions related to what transpired within the
child’s mind, what bodily sensations are felt, any internal conflicts, internal voices,
or any upsetting reminders will provide valuable information about what instigated
these shifts. If the child is not aware after questioning, cataloguing these moments
and coming back to them later, particularly when a similar shift occurs, may provide
illumination. Once the interviewer spends more time with the child, a pattern of such
shifts becomes more observant and a complex picture emerges.
These shifts in affect and thought processes can show some evidence of internal
confusion or conflict that may relate to some self-states for which the child may or
may not be consciously aware. Self-states can have varied preferences to food, dress,
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activities, and relationship disparity with parents, siblings, friends, teachers, etc. They
can have divergent skill levels in academic and social performances, depending on their
age and how they were formed, and their purpose. Some of the shifts may be subtle
while others may be more extreme. Dissociative children can switch so rapidly that it
is easy to overlook the shifts or attribute them to other reasons, such as the child is nervous, or just has a cognitive impairment. However, it is these shifts that can be clues to
dissociation. Questions should be geared to exploring shifts that occur in the session as
well as a general exploration of sudden changes or shifts that the child experiences.
Auditory and visual hallucinations should be asked about, as in any mental status
exam. If endorsed, then follow-up questions about the details of the hallucinations
are recommended that cover frequency, triggers, details of what is said and seen, and
impact on the child. When I specifically inquire about dissociative symptoms, I will
present these questions in a nonchalant manner, explaining that I have worked with
many children that have described similar experiences. I will explain that these experiences occur because of stress and upsetting events. This normalization helps to put
them at ease to talk about their hallucinations.
I will often see the child with the caregiver initially to learn what the concerns are
and to begin rapport building. It is important to begin on more neutral ground by asking about the child’s interests, hobbies, favorite games and television programs, any
heroes, or people they admire (Adler-Tapia & Settle, 2008).
At some point in the evaluative process I will ask the child and caregiver to fill
out the appropriate dissociative checklists. I will ask the youth to explain items that he
significantly endorses.
Silberg (1998) discusses interviewing strategies that can help children reveal their
internal experiences. Because it is less stressful for younger children to be engaged in
a play activity when interviewed, I will ask them questions about dissociative experiences as they play with toys, dolls, etc. With adolescents who are fidgety, I will provide
a squishy ball to hold, drawing supplies, or some other activity that helps the youth
feel calmer and more comfortable. Some of the questions are similar to the questions
on the dissociative checklists.
The following are suggested questions to explore dissociative symptoms with children and adolescents. Depending on the age and developmental level of the child,
modification or reframing of the questions will need to occur. Pace the questions
according to the child’s ability to manage them.

Some Suggestive Questions to Ask the Youth
■
■

Have you ever had or have imaginary friends? Do they seem real to you? If so, in
what way?
Some kids who have been through similar situations have reported hearing voices
either inside or outside of their minds. Have you had that happen to you?

If the answer is affirmative, follow up with these questions:
■

Do they seem friendly, angry, sad, scared, etc.? What do they say? How often do
you hear them? What is happening just before you hear them? What feelings do
you have when you hear them? What thoughts do you have when you hear them?
Do you talk to them?
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■

Do you ever see things, objects, or people and later realize that what you saw wasn’t
there or you weren’t sure if they were there?

If the answer is affirmative, follow up with these questions: Did you hear voices at the
time and, if so, what were they saying? Please describe what you saw? When do you
see them? How often do you see them? What were you doing, feeling, or thinking at
the time?
■

Do you find yourself zoning out and not aware of what is happening in the here
and now?

If the answer is affirmative, follow up with these questions:
■

■

How often does that happen? What is going on just prior to zoning out? What are
you feeling or thinking just before you zone out? For how long does it happen?
What is the shortest and longest amount of time? Where do you go in your mind?
(Child may not know.) Do other people notice this, like parents or teachers and, if
so, what do they say to you? Do you have control over it or does it just happen?
Do you ever have a hard time recognizing or remembering your parents, siblings,
friends, teachers, etc.?

If the answer is affirmative, follow up with these questions:
■

■

When are those times (when wake up in the AM, bedtime, stressful times)? Who
do you have a hard time remembering or recognizing? Do you hear voices at that
time? What are you feeling and thinking then? How often does this occur? Do you
tell anyone about those times?
Do you have a hard time remembering what you did, like homework? Do you
get homework back and not remember you did it? Or not remembering drawing,
playing games, doing chores, or doing other activities, but others indicate you did
those activities?

If the answer is affirmative, follow up with these questions:
■

■

Can you please tell me about those times? How often? What seems to be occurring
at those times that may have something to do with not remembering? Are you mad,
under stress, having a conflict? Do you hear any voices or see things inside of your
mind or outside of your mind that may not be there later when you are having
problem remembering?
Do you have a hard time remembering scary or bad things that happened to you?

If the answer is affirmative, follow up with these questions:
■

Can you tell me about them? (Be aware that you may not want to pursue too many
details about trauma, as the child may not be ready to disclose or be strong enough
to handle the disclosure. You may witness some dissociative shifting, which is diagnostic. Notice the child’s reactions and follow sound therapeutic guidelines and
principals.)
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Keep in mind that these questions can be asked throughout the evaluation process
and also during the treatment phase as indicated. They are only a starting point to further explore amnesia, trance states, and other dissociative experiences.
When I first met Lisa, we sat on the floor and played with the dollhouse while I
asked general questions about what she liked to do, etc. Then I asked about memory
problems. She reported that it takes a while for her to remember her parents and siblings and that she is accused of doing things that she does not have any memory of
doing. She endorsed hearing voices that sounded like a baby and another one that was
garbled. I reassured Lisa that other children have reported similar experiences and
that I knew how to help them with those experiences. The next morning, I received
a phone call from her mother. She excitedly told me that after the session, Lisa went
back to the waiting room, sat down next to her mother, and for the first time, looked
at her mother’s eyes and smiled. Her mother was thrilled that Lisa did not have “that
blank look” on her face! Mother hugged her daughter. This report confirmed that my
questions and reassurance had opened a door for Lisa to begin to heal. She appeared
relieved to finally have someone who understood her.

OTHER COLLATERAL INTERVIEWS AND COLLATERAL REPORTS
With appropriate releases, it is invaluable to contact teachers, school and past mental
health counselors, medical and legal personnel, child protective services, and other
professionals to garner pertinent information regarding traumatic history, previous
diagnoses and failed treatment experiences. Traumatized children, who have a lengthy
history of ineffective psychopharmacological and clinical treatment episodes, often have
underlying dissociative processes that impact their resistance to standard therapies.
Principals and teachers are frequently the first to detect clear signs of dissociation
with their students, which is critical to my diagnosis and treatment design (Waters,
2011), noting amnesia, trance behaviors, and extreme mood switches. When I have a
child displaying dissociative symptoms, I will refer educators to the website of The
International Society for the Study of Trauma and Dissociation’s Child and Adolescent
FAQ for Teachers (http://isst-d.org/education/faq-teachers.htm). I will then follow
up with further consultation with teachers and school counselors to discuss the signs
and effective strategies to decrease children’s dissociative behaviors in the classroom.
Consulting with child protective services and police and receiving their investigative reports can provide a chronology of trauma and related anniversary reactions.
Explaining signs of dissociation to investigators can assist them to formulate a more
accurate understanding of the child’s trance behaviors or inconsistent reports. I will
refer child protective service workers, forensic evaluators, and lawyers to a training
DVD (Waters, 2007) for further understanding dissociative children’s responses.
I collaborated with Lisa’s chiropractor, informing her of my assessment of Lisa’s
infant self-states and our complimentary work. She was intrigued and receptive.
She had Lisa do a series of core strengthening and bilateral integrative exercises that
helped Lisa cross over her midline in opposite directions with her head and arms.
When I worked with Lisa on age progressing the infant self-states, there was a dramatic
improvement in her ability to do these exercises. She was finally able to open bottles
and adequately hold silverware.
I consulted with the adoption agency about Lisa’s complex presentation that
required specialized treatment for dissociation and requested their financial support
for her intensive treatment, which was granted.
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Because Lisa was no longer acting out at school and being sent home, I did not
need to consult with her teacher. I monitored Lisa’s academic progress through regular
reports from her mother.

CLINICAL SUMMARY AND CONCLUSIONS
This case highlights how trauma can have a profound impact on a helpless baby who
has no recourse but to escape by dissociating (Liotti, 2006, 2009; Solomon & George,
1999). During evaluation, EMDR clinicians need to gather extensive early history of
any trauma and recognize that infants are “not too young to feel,” and reliance of dissociation is an effective escape for them.
When assessing children, examining the efficacy of past treatment episodes can
provide a clue to any dissociative processing that may account for treatment failures. In
Lisa’s case, standardized, acceptable, or questionable therapeutic interventions unwittingly increased her dissociation. Her medication was ineffective in affect regulation
due to her dissociative mechanisms. Holding therapy had an adverse impact on Lisa’s
ability to build attachment with her mother and appeared to escalate her dissociative
responses. Behavioral therapy was ineffective as her dissociative states controlled her
behavior. Without identifying their presence and roles, behavioral consequences or
rewards had little meaning in rectifying her disturbing behavior.
As in Lisa’s case, dissociation should be considered when traumatized children display splintered abilities, regressed or developmental delays, trance behaviors, extreme
mood switches, and memory problems. Past treatment failures warrant further exploration of underlying dissociative mechanisms that may be thwarting progress.
Finally, but critically important, Lisa’s safe environment and her astute, empathetic, and conscientious mother, who kept copious notes tracking Lisa’s mercurial
presentation, were instrumental in evaluating the presence of her dissociative states.
Early unrecognized and untreated dissociation can be devastating. Children and
adolescents who dissociate can be prone to a lifetime of debilitating symptoms. While
traumatized children present a convoluted picture that can easily be misinterpreted
and misunderstood due to a plethora of shifting symptoms, it is such complex, mercurial presentation that is characteristic of dissociation. EMDR professionals should not
be sidetracked by the symptoms alone and miss the underlying dissociative processes
that play a central role in maintaining the symptoms. Otherwise, dissociative children
will continue to experience impairment in identity, memory, and perception of the
environment that will hinder their ability to reach their potential.
Early identification of dissociative processes is a paramount step to design an
effective treatment course, along with a safe environment, that will nourish the child’s
ability to release dissociative mechanisms. This will pave the way for the dissociative
child to become a unified self who is able to pursue a fulfilling life.
After Lisa suffered nine turbulent years of severe depression, confusion about
herself and her surroundings, constant triggers of early traumatic reminders, several
assessments and failed interventions, her dissociative symptoms were recognized.
Asking simple but potent, relevant questions were critical to uncovering her dissociative defenses that severely contributed to her persistent and debilitating symptoms.
Lisa’s recovery can now begin.
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Private Practice
Marquette, MI
Prevalent, but often times overlooked,
are the co-morbid symptoms of obsessive-compulsive behaviors in trauma tized, dissociative children. Traditionally,
Obsessive Compulsive Disorder (OCD)
has been viewed as an isolated diagnostic
entity, void of the contextual relationship
to traumatic memories. Historically, OCD
has been treated with medication and/or
behavioral therapy with minimal efficacy
or per manent results, resurfacing as an
intense battle within the child, and a
persistent struggle between child and
parents. While these therapies have value
for many who suffer with OCD, for the
traumatized child, they do not uncover
the underlying trauma-based for mation
of this disorder, the unconscious processes involved, and the continued purpose
that the obsessive-compulsive behaviors
serve.
In the past 20 years, as I have intensively studied and treated traumatized
children with OCD symptoms, from preverbal through adolescence, I began to
understand dissociation as a means to
escape trauma and its sequelae, and its
association with obsessive-compulsive
behaviors. This understanding has paved
the way for effective inter vention with
my clinical cases.
The origin of OCD in traumatized
children appears to be linked with the
traumatic experience. The onset of these
symptoms may surface at the time of the
trauma, or related trigger, and become
contained within ego states or alter nate
personalities which developed to cope
with the overwhelming affect, cognition
and associated behavior. This is a dissociative process, and therefore, uncontrollable, until the state-dependent ego states
or personalities are accessed. (Waters &
Stien, 1999). In my clinical cases, these
symptoms have persisted until the ego or
personality states, the traumatic memories, and the purpose served by the
obsessive-compulsive symptoms have
been uncovered and tr eated. If not treated psychodynamically, the symptoms
may continue to cause extreme distress
for the child, and consume his/her life.
I have noted several purposes that the
obsessive-compulsive behaviors may

serve for the dissociative child. They may
soothe or comfort the child due to a lack
of protection or support at the time of
trauma, e.g. the DID (Dissociative
Identity Disorder) adolescent who had
engaged in compulsively r ubbing silky
fabrics continuously throughout the day
to soothe herself from the time she
developed a preverbal alter personality at
the time of the trauma.
Through nonsensical rituals, OCD may
provide a distraction and avoidance of
intense affect, undesirable behaviors or
intrusive traumatic memories. A clinical
example is a nine-year-old DDNOS
(Dissociative Disorder Not Other wise
Specifi ed) girl who engaged in finger tap-

A careful assessment of the
etiology of OCD symptomatology in traumatized
children is crucial for
meaningful intervention.
ping and counting as an attempt to avoid
and distract from persistent, intense
shame and guilt. These symptoms were
contained within a shame-based ego state
developed when she was sexually victimized, and reinforced when she sexually
engaged with peers. In addition, she
used compulsive finger tapping and
counting as an escape from distressing
and disturbing obsessive thoughts to
look at male and female genitalia. Her
OCD was clearly a desperate attempt to
avert the intense and disturbing sexual
obsessions and compulsions.
OCD may attempt to regulate and
manage intense and undesirable affect
that does not have an appropriate expression. An example is a dissociative child
who compulsively hand washes and
showers to cope with feeling dirty as a
result of the sexual abuse, and other
unbearable feelings of shame, guilt,
anxiety, rage, etc. contained within her
personality states.
OCD may ser ve as a symbolic reenactment of traumatic events, as with a small
child who has a sexualized alter who
masturbates compulsively until he
bleeds, while in a trance state, complete5

ly detached and depersonalized from the
injur y he is incurring on his body.
Another case example is a 16-year-old
DID female who had a promiscuous alter
personality reenacting her sexual abuse
through compulsive sexual behaviors
with a multitude of partners.
A careful assessment of the etiology of
OCD symptomatology in traumatized
children is crucial for meaningful intervention. Examining the onset of these
symptoms and their link to traumatic
memories, the containment of these
symptoms within the child’s dissociative
states, and the purpose these symptoms
serve the child in managing the traumatic memories, affect, cognition and behavior will provide a pathway for effective
treatment.
Waters, Silberg, and Putnam’s
approaches to treating other symptoms
with dissociative children (Waters &
Silberg, 1996; Putnam, 1997) are also
applicable to successfully treating OCD.
In summary, these appr oaches include:
accessing the dissociative personality
states that contain the OCD; developing
co-consciousness, cooperation, and an
understanding of the original purpose
such behaviors serve in the traumatic
experience; careful processing the memories on all domains; and replacing the
obsessive-compulsive behaviors with
healthy coping mechanisms (Waters &
Stien, 1999). Medication and behavior
therapy can be adjunct modalities to
assist the dissociative child, but, by
themselves, are ineffectual in eliminating
OCD.
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Atypical DID Adolescent Case
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T

his is an atypical DID (Dissociative Identity
Disorder) adolescent case noteworthy
because of a singular, obscure precipitating
traumatic event reported occurring in an apparently "normal family", the child’s increased emotional
vulnerability to dissociate because of insecure
maternal attachment, the rapidity of recovery due
to the parents’ support coupled with the early
detection of and successful intervention with dissociative states. During this time-limited evaluation, the use of dissociative checklists expedited
the evaluation process, which was filled out prior
to the evaluation. They included the AdolescentMultidimensional Inventory of Dissociation (AMID) (Dell, 2004), the Adolescent Dissociative
Experience Scale (ADES), (Armstrong, et al, 1997),
and the Trauma Symptom Checklist, (TSC) (Briere,
1996 ).
Sarah Doe, 17 years old, was referred to me by
her mother for an evaluation due to the presenting
diagnoses of dissociative amnesia and Eating
Disorder NOS, provided by her treating psychiatrist and clinical psychologist. Because her intact
family resided in another state I did an extended
evaluation and intervention techniques lasting nine
hours over a day and half. Both of her parents and
her only sibling, a college-age sister, participated in
the evaluation.
When evaluating Sarah, I utilized the QuadraTheoretical Model for Assessing and Treating
Dissociation in Children (Waters, 1996), which is
a diamond shaped model integrating four theories:
attachment (at the apex of the diamond because of
its significance), family, developmental and dissociative.
The first day of the evaluation, I initially met
with the entire family to gather significant childhood developmental history, some family history,
their description of Sarah’s presenting symptoms

and to observe family interactions. I then met with
Sarah individually for most of the day, concluding
with another family meeting to discuss current
findings, with Sarah’s approval. The second day
began with a meeting with Sarah and her parents
to review the prior evening. I resumed meeting
individually with Sarah, and then concluded the
evaluation with the entire family summarizing my
impressions and recommendations. This was followed by a short individual session with Sarah’s
mother to recommend individual therapy.
Sarah was a pleasant, attractive, 17 year old
young woman of average height, weighing 100 lbs
and in the eleventh grade. Initially, she presented
with a flat affect and significant confusion about

During this time-limited evaluation,
the use of dissociative checklists
expedited the evaluation process
her life. With occasional brief moments of spotty
memory, overall, Sarah described complete amnesia for her present daily life, including parents,
home and academic environments, year long
boyfriend, and peers. She had some recognition of
her sister, who was three years older. She did not
recognize her therapist or recall their weekly sessions. An exception to her amnesia was Sarah’s recollection of childhood friends as early as three
years old until around seven years old, and her
deceased paternal grandmother, with whom she
had been very close.
The onset of her dissociative amnesia occurred
after she had received outpatient treatment for a
year and was recently discharged from an inpatient
continued on page 2

1

President continued from page 1

treatment program for an eating disorder. Shortly after her inpatient release and after celebrating a school sporting banquet
with her family and sisters, she began to faint repeatedly and
was taken to the local hospital emergency room with complete
amnesia. While in the ER, Sarah experienced severe pain in her
ankle and could barely walk. Numerous exams and X-rays
found no organic cause, but she limped for several weeks with
prologue pain.
Regarding Sarah’s history, she came from a middle class family with parents who were involved in her activities. She
described herself as a daddy’s girl, a tom boy, compliant, distant
from her mother, and close with her accomplished sister whom
she emulated. Since Sarah’s amnesia, her mother has been emotionally attentive and their relationship has consequently
strengthened. Throughout her high school years, Sarah was a
class leader, high achiever, popular, and involved in many
extra-curricular activities. She described herself as a pleaser,

other two self states remained internal but driving Sarah’s feelings, thoughts and behaviors. Although a variety of trauma
related questions were asked, Sarah denied any traumatic event
during the first day of the evaluation which might account for
such fragmentation when she was seven years old.
Nevertheless, a clear description emerged regarding the functions of her self states as she described in detail being plagued
by the internal voices’, conflicting, contradictory messages.
Sarah had been highly driven with an enduring desire to
please and to be “perfect” due to fear of angering anyone. She
felt a commitment to fix everything, whether it was realistic or
feasible, and emulated her older sister’s achievements and abilities. Consequently she “stuffed” her feelings to meet these
expectations. She was developmentally reaching a critical age as
a 17 year old in which individuation and separation are further
decisive developmental milestones to prepare for adulthood.
However, as Sarah faced this developmental crisis, the emerging
needs of the hidden “little girl” began to surface until she took
full control of Sarah. The “little girl” wanted to play, relax and
have fun, which had become an anomaly in Sarah’s life, due to
the persistent “Critical One,” who would tell her to do more
and to do it perfectly, join every civic group available, get
straight “A’s” etc. In order to resolve this intense conflict, the
“Control Part” was created to essentially take control of the situation and protect the “Little Girl’s” wishes. The main mechanism that the “Control Part” used was to take away Sarah’s
memory, which allowed the “Little Girl” to emerge to meet her
desires to play and have fun. In addition, the internal presence
of the “Little Girl” played a central role in Sarah’s year long
anorexia because Sarah kept seeing herself as needing to be little, through the eyes of the hidden “Little Girl.” So she starved
herself. The triggering event which prompted the child state to
take executive control over Sarah occurred after the sports banquet when Sarah ate with trepidation and recreated the irresolvable struggle of the Critical Part telling her to eat, while simultaneously fearing “getting bigger,” and seeing herself as little
through the influence of the “Little Girl.” The “Control One”
decided to resolve this dilemma to protect the interest of the
child state by removing Sarah’s memory and power.
Through a dissociative treatment framework combining psychodynamic and cognitive approaches, immediate extensive
cognitive reprocessing, reframing, and cooperation occurred
between Sarah and her self states. A contract was established in
which the “Control One” agreed to give back Sarah’s memory if
Sarah consented to relax more and have fun, which would meet
the child state’s need. Sarah quickly accepted that growing up
doesn’t mean that one can’t have fun and that to retain the
child-like qualities of spontaneity and playfulness are crucial to
a healthy adult lifestyle. The “Critical Part” agreed to be
renamed “Advisor” and accepted that it is impossible to be perfect and to please everyone. “Advisor” was encouraged to relax
and to help Sarah set realistic expectations and limits and to

She described internal auditory
hallucinations of a “little girl,” a
“critical part,” and a “control part.”
and unable to refuse participation in any civic program. Sarah
would appease her friends at any cost to avoid arguments, and
apologize even when she wasn’t culpable. She would “bottle
up” any negative affect. Sarah denied any form of child maltreatment or abuse and indicated that her parents had a good
marriage, void of domestic violence and thus presenting a clinical puzzle about what triggered such amnesia and suspected
splitting of consciousness. Regarding any losses, Sarah’s paternal
grandmother had died four years earlier. Her death was very
difficult for the entire family, including Sarah’s mother, Patricia,
who viewed her mother-in-law more of a mother to her than
her own mother who had a lengthy history of psychiatric hospitalizations, beginning at Patricia’s own birth. I suspected that
Patricia’s own unresolved maternal attachment issues contributed to the distant relationship with Sarah.
Given how debilitating Sarah’s life had become in the last several months, i.e. barely able to function in school, an accurate
assessment and therapeutic intervention to alleviate Sarah’s
amnesia was paramount. As I began to educate about and to
explore with Sarah her severe amnesia, she was articulate, open
and motivated to understand herself and to be understood, thus
forming an immediate rapport with me. She described internal
auditory hallucinations of a “little girl,” a “critical part,” and a
“control part.” She displayed significant insight about her internal states and with careful questioning the dynamics of her
splitting was unveiled. The seven year old “little girl” was the
only one who had taken executive control over Sarah, while the

continued on page 4
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encourage assertiveness.
The second morning of the evaluation, there was a marked
improvement in Sarah’s affect, memory, appearance, and overall
outlook. Sarah remembered the entire first day of the evaluation, and her parents were delighted that Sarah had joked with
them and recalled spontaneously information the previous
evening.
The precipitating event that caused Sarah’s dissociation was a
mystery until I queried her further, suspecting that it pertained
to her fear of expressing anger. Although she had previously
denied any parental domestic violence, I reframed the question
asking, “Was there any arguing between your parents or anyone

state to Sarah’s age and then the three dissociative states fused
with Sarah. I made two audio tapes with Sarah on visualizing
an internal safe place when she feels overwhelmed and a sensory psychotherapy exercise modeled after Grove and Panzier
(1991) to help her resolve negative bodily sensations related to
her eating disorder. She was encouraged to listen to them when
she returned to her community for follow-up treatment.
Regarding the ratings on the checklists, Sarah presented on
the A-MID with atypical dissociation, rating high on symptoms
of amnesia, reported child and angry alters, and met the criteria
of Dissociative Identity Disorder (DID) without Posttraumatic
Stress Disorder and with low negative affect. Dell evaluation
suspected that Sarah “lost” her host personality as a result of
something unknown (her lack of reporting a traumatic event.)
The A-MID provided accurate and pertinent details, which
matched my clinical impressions. Sarah scored a 4.06 on the ADES, which met the criteria for a Dissociative Identity Disorder,
which I concurred. However, on the TSC, Sarah scored in the
high range on the under-response scale, thus denying behaviors, thoughts, or feelings that most others would report at
some level, and scored below clinical symptomatolgy on all of
the clinical scales, including dissociation. It is difficult to ascertain her underreporting but it may pertain to a dissociative
state’s influence when filling out this checklist.
At the conclusion of the evaluation, Sarah and I informed her
family about the cause of her splitting, and the subsequent integration of dissociative states. We made an agreement for Sarah
and her mother to engage in activities to enhance a healthy
attachment and a follow-up plan. Parents understood that since
they had aged and their house was completely remodeled, the
child state did not recognize them or her home.
I then met privately with mother to encourage her to seek
individual therapy to work on her unresolved attachment issues
with her mother, who was unable to adequately parent her due
to lengthy severe mental illness. It was difficult to ascertain at
this evaluation what mother’s own history of attachment problems was. One can surmise that she may meet the criteria for
having Disorganized Attachment. There has been much in the
literature about the relationship between disorganized attachment and dissociation (Liotti, 1999; Lyons, 2003; Ogawa,et al,
1997). Mother’s responses toward Sarah, particularly when she
was younger, which may have been frightening, confusing, contradictory or dissociative, could be indicative of a second generation of disorganized attachment contributing to Sarah’s own
dissociation, This phenomena is described in Schuengel, et al.
(1999) article.
Due to a lack of a specialist in dissociation in Sarah’s community, she saw a generalist, who primarily worked with her on
her eating disorder but unfortunately did not contact me for
consultation. However, I did periodic follow-up calls with Sarah
and her mother. After three months, Sarah still maintained her

Parents understood that since they had
aged and their house was completely
remodeled, the child state did not
recognize them or her home
else that had scared you or upset you?” She immediately reported a continuous vivid memory at seven years old witnessing an
altercation between her parents when they returned home from
a party, screaming at each other. Her father hit the wall with his
fist and then left, leaving her mother crying. Since she was
daddy’s girl and not close to her mother, Sarah immediately
experienced loss and abandonment, even though he returned
the next day. Her parents never spoke of this incident, nor was
Sarah able to receive comfort and reassurance to overcome her
lingering fear of losing her dad, who was a powerful figure in
her life. Even though this was an isolated incident, it shattered
her security and contradicted her belief that she had a perfect
family. This pivotal traumatic incident appears to have prompted her to dissociate and to drive her to perfectionism to avoid
reexperiencing loss and abandonment. (Although with further
assessment, it is possible that Sarah may have delayed recall of
additional trauma.)
In exploring Sarah’s painful ankle and persistent limping,
without any organic cause, when she was taken to the ER at the
time of her full blown amnesia, I queried her about any
injuries. She smiled, realizing the connection to an incident
when she was seven years old when she had fallen from a tree,
was taken to the ER, and diagnosed with a badly sprained ankle
causing her to limp for several weeks. When the child dissociative state emerged and once again was taken to the ER, this triggered the painful memory of her sprained ankle. Sarah was
educated about somatoform dissociation (Nijenhuis, 1999).
Given the speed of our evaluation and Sarah’s dissociative
states’ willingness to cooperate and integrate, I did a fusion
exercise through hypnotic suggestion to age progress the child

continued on page 5
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memory and integration, and was eating properly. At a nine
month phone follow-up, Sarah’s condition had deteriorated.
She had gained 40 lbs. (partly due to a prescribed anti-psychotic medication, Zyprexa, known to cause significant weight
gain), had recurring voices, and depression which was prompted by the unexpected, traumatic breakup with her boyfriend of
two years, who had been extremely supportive during her
amnesia. This triggered recurring loss and abandonment issues,
and splitting again of the Critical/Advisor Part and the Control
Part. However, the age-progressed, child part remained integrated. Sarah resumed self-degradation and self blame even though
no specific event precipitated the breakup. She experienced
only a few, five-minute incidents of amnesia and disorientation
at school when she became angry. She reported not feeling
close to her therapist who did not question her about any dissociative symptoms. Sarah wanted to tell her therapist about
the recurring voices and call me for help, but she felt “stupid.”
Parents immediately agreed to return Sarah to see me for follow-up intervention. I saw her for three hours. Sarah once
again reprocessed erroneous beliefs about her culpability in the
breakup, loss and abandonment feelings, perfectionism, and
fear of growing up connected with some enmeshment with her
mother. Her self states agreed to integrate. Sarah recognized
how she was literally stuffing her feelings with over eating.
Importance of locating either a therapist specializing in dissociation within driving distance or a commitment from her treating therapist to collaborate with me was stressed. Phone consultations and a two month follow-up session were arranged with
me.
This case highlights critical factors in treating adolescents.
First of all, when a child is in a safe environment with parents
who are overall attentive and caring, regardless of some family
history of pathology, children are more likely to benefit from
intensive intervention. The early discovery and management of
fluid dissociative states in children can prevent them from
solidifying and can make rapid integration more feasible, thus
preventing adult years of dysfunction. A positive transference
with the therapist is critical for facilitating the recovery process.
Exploration of impaired parent-child attachment relationships
as a “precursor” or proclivity to dissociate should be analyzed,
predominantly when there is fear of loss and abandonment
coupled with witnessing domestic violence, or experiencing
other forms of trauma, particularly given current research
showing the relationship between dissociation and Disorganize
Attachment. When the child does not receive comfort, a singular and/or obscure traumatic incident should be explored as to
the impact on the child’s coping mechanism. Traumatic inci-

dents may not always be reported initially by typical abuse
related questions, which means astute, subtle questioning may
be required to elicit important information about trauma.
Additionally, the treatment process should include ongoing
assessment for possible further traumatic disclosures. A developmental crisis may spur the child to find escape through dissociation, if other conditions exist. A family history of mental
illness may create some physiological vulnerability for a traumatized child to dissociate. The use of dissociative checklists
can be a valuable adjunct to the evaluation interview. Finally,
consultation regarding evaluation and follow-up treatment with
a skilled clinician in dissociation is paramount for the child to
maintain growth, integration, and appropriate medication.
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Recognizing Dissociation in Preschool Children
Fran S. Waters
MSW, DCSW, LMFT

A

s I look out the window of my Northern
Michigan home, it’s the beginning of the
blooming season, which occurs in late May
here. I admire the spring flowers while pondering
their indomitable ability to survive in spite of the
frigid winds and heavy snow that blow off of Lake
Superior. I am always amazed to see the delicate
tender shoots of crocuses that emerge when this
snowy Northern landscape finally thaws. As a
weekend gardener, I realize how delicate yet tenacious the tulips, primroses and daffodils must be
to bloom once again. However, upon closer scrutiny, I notice that some of the daffodils’ stalks are
green but there are no golden flowers atop. I don’t
really know why they didn’t bloom this year, but I
am reminded how vulnerable flowers are to a
severe environment. To maximize their beauty and
strength, just the right amount of water, sun, rich
soil and, of course, fertilizer are needed. Absence
of one of these environmental elements can leave
the plants dwarfed and fragile, or not blooming at
all. The development of these early bloomers is
susceptible to a myriad of factors, genetic and
environmental, the later in particular either nourishing or inhibiting their growth.
As I ponder the emerging beauty of the spring
and the intricate balance it reflects, I recognize
how symbolic it is of the right amount of nourishment, security, and stability required in a child’s
environment for healthy growth and a strong identity. The vulnerable young children I have treated
over 30 years have experienced turbulence, unpredictability, and repeated traumas leaving them fragile, dissociated, and undeveloped without exuberance like the daffodils without their flowers.
In the past, there was scant literature on
preschool childhood dissociation (Riley & Mead,
1988; Silberg, 1998; Shirar, 1996; Putnam, 1997;
Macfie, et al., 2001a; Macfie, et al, 2001b;
Haugaard, 2004) but since the development of the
1

classification of Disorganized (D) Attachment
(Main & Hesse, 1990, Main & Solomon, 1990),
there has been more attention to this population,
as dissociative responses are characteristic of D
attachment with infants and toddlers. They display
a disorganized, chaotic response to their parents
marked by wanting to reach out to them, while
switching to freezing, staring off, backing away
and/or collapsing when the parent approaches
(Solomon & George, 2001). The theoretical conceptualization that D attachment may lead to the
development of a fragmented self (Liotti, 1992,
1999a, 1999b) appears to be supported by longitudinal studies showing that children with
avoidant or D attachment may develop dissociative

Very young children can neither
soothe nor protect themselves,
and do not have the mobility to
seek out another caregiver.
characteristics (Ogawa, et al. 1997, Carlson,
1998). The research examines various attachment
styles, and the mother-child relationship as a
mediator or predictor of the development of dissociative symptoms in the child. Avoidant or disorganized attachment may in turn predispose the child
to a dissociative response to trauma (Barach, 1991;
Liotti, 1999a, 1999b).
Also, research indicates that infants and very
young children are more prone to dissociate
because they don’t have the coping mechanisms to
handle fearful or stressful situations independently
(Solomon & George, Eds., 1999, Perry, 2001;
Lyons-Ruth, K., 2003; Lyons-Ruth et al, 2004;
continued on page 2
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Ogawa, et al., 1997, Carlson et al, 1989). The attachment system motivates the child to approach the parent whenever distressed. Very young children can neither soothe nor protect
themselves, and do not have the mobility to seek out another
caregiver. If a parent responds in a frightening or contradictory
manner, the child can neither approach the caregiver for comfort not flee the very person on whom his life depends. The
child’s limited cognitive and behavioral systems for maintaining
attachment may break down, leading to dazing, confusion, and
rapid alternation between approach and avoidance. These disorganized responses appear to activate the neurophysiological
mechanism which involves dissociative adaptive response, i.e.
staring, unresponsivity, hypalgesia, depersonalization, and derealization (Perry, 2001). This calls for clinicians to be particularly
heedful of dissociative indicators in infants and young children
given their neurobiological capacity to dissociate when in the
face of persisting threat. Yet, the significance of their responses

older daughter) when she was a year and a half old. She was
also neglected, and physically and emotionally abused by her
mother and mother’s boyfriend.
Katie would sit for extended periods of time staring into
space and non-responsive. She would talk out loud to herself
referring to herself in the third person. She displayed extreme
shifts in mood and behavior marked by sudden angry outbursts
over minor requests, uncharacteristic of her usual pleasant
behavior. During these outbursts, she would attack her younger
brother and then adamantly deny it, crumbling on the floor and
extremely distraught that she was unfairly accused. At other
times, she would regress into baby talk, particularly after supervised visits with her biological mother. She had episodes in the
morning in which she would frantically try on different clothing, particularly underwear and slacks, crying hysterically stating that “Nothing felt right.” No amount of prior agreed selection of an outfit or any reasoning was able to prevent her from
escalating into hour-long episodes of chaotic, disoriented
behavior to resolve what to wear. Meal times were occasionally
stressful because she would suddenly not like her favorite food,
macaroni and cheese, and would want something else to eat.
She had severe insomnia and would literally hold open her eye
lids to deter herself from going to sleep for fear of reoccurring
nightmares. Most of these symptoms were exacerbated after visits with her biological mother.
My epiphany occurred (when I realized that Katie had
Dissociative Identity Disorder) when she was in one of her
‘regressed states’ crawling on the floor engaging in baby talk
and mumbling that she needed “to potty.” She extended her
hands for me to carry her to the bathroom, which I proceeded
to do. When we entered the lobby where her foster mother of 6
months was waiting, I paused with Katie in my arms to inform
her foster mother that we were on our way to the bathroom.
Katie looked frightened at the ‘stranger’ and turned away refusing to talk to her stunned foster mother while wrapping her
small arms tightly around my neck. Although I had been recognizing and diagnosing older dissociative children for a few years
at this time, I misconstrued Katie’s younger dissociative state as
‘regressed behavior.’ When, I reviewed the court report, I
found that I had indeed described such behavior, i.e. baby talk,
crawling, but had not recognized the significance of what I had
seen until I witnessed Katie’s amnesia for her foster mother. It
was at that pivotal moment when the true meaning of her
behavior crystallized for me in an accurate diagnostic picture.
A reconceptualization of Katie’s misunderstood, regressed
behavior and other symptoms opens the door to discussing
multiple challenging factors involved in accurately assessing
preschool children for dissociation. For a variety of reasons, it is
frequently difficult to understand the meaning of young children’s dissociative behaviors. It is important to consider
whether their regressed behavior is indicative of a younger dissociated state. The evaluator needs to distinguish developmen-

It is important to consider whether their
regressed behavior is indicative of a
younger dissociated state.
often continues to be minimized or misinterpreted (Waters,
2005) because professionals erroneously believe that this population, contrary to current research isn’t affected by frightening
or/and unresponsive caretakers. Understanding symptoms of
disorganized attachment are crucial to early detection and intervention of dissociative processes with preschool children.
The following are some prominent indicators of dissociation
(Putnam, et al, 1993) in preschool children followed by an
analysis of a case study.
• Staring, spacing out or trance-like states, including inattention
• Amnesia
• Extreme fluctuations in emotions and behaviors, including
“regressive behaviors”
• Dissociative states or self states, including internal voices,
referring to self in third person, and the importance of distinguishing between imaginary playmates and dissociated self
states
I poignantly recall the first preschool case that I diagnosed in
1988 with Dissociative Identity Disorder, before the development of the Child Dissociative Checklist (Putnam, et al, 1993)
and much published literature on the subject (Kluft,, 1984;
Kluft,, 1985). Katie1 was a bright and articulate three year old
child in foster care whom I had assessed, treated and for whom
I subsequently submitted a court report. Over time, she disclosed to me multiple traumatic events, i.e. sexual abuse by
mother’s boyfriend at 3 years old, and later disclosed sexual
abuse by her biological father (convicted of sexual abuse of an
1Client’s

continued on page 4

name is a pseudo name
2

ISSD Psychotherapy
Training Program
Launches New
Initiatives

T

he
Dissociative
Disorders
Psychotherapy Training Program
(DDPTP) is proud to announce the
addition of new Directors, new Programs,
and new plans for expansion of our
efforts. We’ve got a good thing going, and
we are determined to make it better. We
are proud to be able to offer a high quality educational experience for member and
non-member clinicians and to “level the
playing field” through educating ourselves
and our peers. The dividend this reaps for
current and future patients is a wonderful
thing.

New Directors
Originally, Liz Bowman and Rich
Chefetz shepherded this course into existence based upon the eleven month long
course Liz taught from her office in
Indianapolis. Each year, the Basic DDPTP
has had around 18 face-to-face seminar
sites in North America, Europe, and the
Middle East. Steve Frankel joined Liz and
Rich as a Director, two years ago, and has
now completed the design and piloting of
the Advanced DDPTP, to be offered next
Fall at a number of locations (see below).
The online course that Rich designed now
has two sections running concurrently,
but staggered with a Fall start and a
Winter start. Over 50 students are working online at a given time. There has also
been active planning to add a modular
course to teach an Introduction to the
Dissociative Disorders without the current
requirement that participants have already
treated someone with a dissociative disorder. We are hoping to teach this via the
internet, using streaming video, and the
course is very early in development. In
addition, we have been talking with
Daniel Mosca and Eduardo Cazabat, in
Buenos Aires, about creating a Spanish
version of the Basic DDPTP. With all this
happening, two more Directors were
added in the Spring with approval by the
Executive Council. Both are well known
teachers, Elizabeth Howell, and Eli Somer.

Elizabeth will take over responsibilities for
the basic DDPTP course, and Eli will work
on development of courses to meet
International needs. We anticipate waiting
for his presidency to end before he gets
fully up to speed on that task.

New Courses
We are pleased and excited that the
DDPTP-A (Advanced) has been piloted in
two locations: Davis, CA (with Steve
Frankel) and Cincinatti, OH (with Don
Beere). Based on the reactions to the
course by participants and faculty, we are
planning to offer the Advanced Course at
between five and seven locations, beginning fall, 2005. As of this moment, we
have definite plans to offer the Advanced
course in Chapel Hill, N.C., Montreal, and
New York. with strong possibilities in
Duisburg, Germany, Washington, DC, the
UK and San Francisco Bay area. The
Advanced Course has been designed to
build upon the material learned in the
Basic Course and is also open to experienced clinicians with permission of faculty. Emphasis is on selected readings and
extensive case discussions, with senior
faculty colleagues facilitating the course
meetings.
The Directors are currently negotiating
with Fran Waters and Joyanna Silberg
regarding their launch of a pilot for a
Child and Adolescent DDPTP. The initial
pilot will be offered in the Upper
Peninsula of Michigan by Fran, and in
Baltimore by Joy. A number of options for
later multimedia and web casting versions
have been discussed in a preliminary
manner. In all these discussions the focus
has been on how to deliver these educational products to the widest number of
people at the same time that we don’t
burn out our faculty. It is an interesting
and exciting process.
Expanding Efforts: It seems like there is
increasing interest in the online sections
as well as the possibility of additional
online distribution of course seminars
through streaming video. The technical
specifications are coming more and more
within the reach of lower budget operations, like ours, and as always, there is the
factor of maintaining the “people power”
behind the efforts that make all this possible. The DDPTP has been blessed with a
lot of hardworking faculty, and great sup3

port at Headquarters from Michele
Biesiada. We’re always trying to improve
our products and be responsive to students and faculty.

Fall 2005 and Beyond
To see where the sites for the Basic and
Advanced Courses will be, take a look
at www.issd.org under For The
Professionals: Psychotherapy Training.
By the time you read this newsletter, registration will be open for our Fall classes,
including the online section, which will
be a Basic class in the Fall, and perhaps an
Advanced class in the Winter. We invite
you to participate, and to tell a colleague,
especially if they are not an ISSD member,
about our programs, and invite their participation. Special discounts are available
for first time membership and course registration. The DDPTP will have a presentation during the Toronto meeting, so
come by and talk with us about learning
about the dissociative disorders in the
DDPTP community!
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tally inappropriate behavior that may, for example, be an imitation of a new baby in the home from sporadic or frequent
extreme switching of atypical behavior, particularly when
accompanied by amnesia. Some young children may not exhibit
such behavior on a regular basis but the significance of aberrant
behavior must be examined carefully, particularly if the child
has a trauma history. Katie was an articulate child with good,
expressive language. When she uttered singular words and
crawled instead of walking, I was struck with this unusual
behavior.
For example, Katie’s adamant refusal to eat her favorite food
is not in itself unusual for children who display oppositional
responses, particularly when tired, sick or simply wanting to

Children’s triggers may be disguised by
their strong oppositional reactions, but a
clinician must not assume that the traumatized child simply wants her way
assert independence. However, what is often characteristic of
dissociative children is the extreme degree of such changes in
preferences and the accompanying intense affective response.
Dissociative children will often become inconsolable and quickly deteriorate.
Katie’s frenzied search to find comfortable and acceptable
apparel was another clue to some dissociative switching among
self states. She was able to identify these self states, ranging in
ages from one year old to adult, the latter representing her
abusers. There was an internal struggle with her self states to
take control over what to wear. In addition, Katie’s comment,
“Nothing feels right,” pertaining to anything binding in her
abdominal and genital areas was a traumatic reminder of her
sexual abuse. I have observed repeatedly this hypersensitivity to
clothing in traumatized children who are triggered by sensory
stimuli.
Children’s triggers may be disguised by their strong oppositional reactions, but a clinician must not assume that the traumatized child simply wants her way. Also, the child’s staring,
inattention and/or frenzied activity may be misdiagnosed as
Oppositional Defiant Disorder or Attention Deficit
Hyperactivity Disorder. If professionals focus primarily on these
disruptive behaviors without understanding the contextual relationship between parent and child, as well as the underlying
connotations, they may miss their true significance. Then if
they employ a strictly behavioral approach, it is likely to be
ineffectual. The occurrence of maltreatment and the resulting
dissociative mechanisms may easily be overlooked and at worst
persist.
Katie’s amnesia for aggression toward her brother reflects a
frequent indicator of dissociative children, one often misunderstood. Dissociative children’s amnesia for assaultive behavior or

“forgetfulness” can easily be misconstrued by weary, frustrated,
and angry caregivers who assume that their children’s denial is
an escape from responsibility for their behavior. After dissociative children receive consequences for destructive acts, they will
frequently persist in their denial of such behavior even though
there isn’t any benefit for them to continue. They may also
repeat similar aggressive behaviors and be unresponsive to
appropriate child management techniques. When astute clinicians see the entire picture of the pernicious impact of child
maltreatment, they can understand that disavowal of behavior
that others have clearly witnessed is one of the features of dissociation, rather than assuming that the child is simply defiant.
Katie’s amnesia toward her foster mother was a potent and
florid indicator of a separate dissociative state, rather than
regressed behavior. This leads the discussion to discerning
between imaginary playmates, fantasy play and dissociative
states in young children. Research indicates that at age three,
children can distinguish fantasy from reality (Harris, et al,
1991). The formation of separate self states to manage traumatic events with frightened children may develop from early and
continued reliance on imaginary playmates (Putnam, 1985).
While it is developmentally common for young children to
have imaginary playmates, there are some distinguishing differences between imaginary playmates and formation of self states.
Dissociative children’s tenacious assertion that the dissociative
states are real is one of the prominent responses I and others
(Frost, et al 1996) have observed in young traumatized children
who exhibit dissociative states, contrary to children who engage
in fantasy play. For example, when I query the latter group in
play therapy whether their expressed self-ascribed name is
“real,” they will look at me in a perplexed way, and respond,
“No, silly. I’m just pretending.” They will resume their fantasy
play without any disturbance of affect. However, young children
with DID are more likely to argue and persist that their self
states are real and are separate from themselves. They become
very impatient when attempts are made to explain otherwise
and are insistent about their separateness. In addition, they will
exhibit other dissociative symptoms described above providing
a composite picture meeting the criteria for a dissociative disorder.
Another challenge in accurate diagnosis of this age group is
that their dissociation can easily be misinterpreted and camouflaged due to linguistic deficits (Chicchetti & Beeghly, 1987;
Beeghly & Cicchetti, 1994; Yehuda, 2005), and as yet undeveloped cognition, which may, in turn, have been impaired by
maltreatment and a chaotic environment. These children’s troubling presentation can be easily misconstrued and misdiagnosed
as a pervasive developmental disorder, missing the significance
of their dissociative behaviors and perhaps yet undiscovered
trauma.
Complicating environmental factors can also hinder a correct
diagnosis. It is a taxing process to gather a comprehensive child
developmental history from caretakers – biological, foster or
adoptive– who may not be attuned to the child, may misintercontinued on page 5
4
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pret the meaning of their child’s disturbed behaviors, or do not
have such history. Worst of all, caretakers may be either directly
or covertly involved in their child’s maltreatment. The clinician
needs to carefully investigate this possibility while simultaneously evaluating the following: family dynamics, quality of the
family relationships (particularly parental attachment history),
parents’ relationship with their child, and environmental influences, i.e. domestic violence, mental illness, substance abuse,
and caretaker’s overinvestment of the child’s dissociative
responses that maintain the child’s dissociation (Peters, et al
1998). Assessing the quality of family relationships is particularly significant because these relationships may contribute to
the formation of disorganized attachment with the child, which
may predispose the child to dissociate.
This evaluation process must also be accomplished under the
umbrella of an empathetic approach so as not to malign the
child’s caregivers. Not a simple task! However, the use of the
Child Dissociative Checklist (Putnam, et al 1993) can be very
helpful to the parents and clinician in detecting dissociation
with young children and a springboard for more thorough discussion of dissociative indicators. Educating the parents about
dissociation is paramount to helping them persevere in a loving
and accepting manner with their child (Waters, 1996), while
also being empathetic to the challenges of raising such a child.
This approach needs to be accompanied with compassion for
the child’s struggles.
Diagnosing preschool dissociative children is critical to sparing them a lifetime of pain, agony and confusion. Like damaged
tender spring shoots that regain their strength and vitality with
proper care, so can young dissociative children demonstrate
amazing resilience. They can recover from traumatic experiences and regain their spark. With early detection, a safe and
nurturing environment, and appropriate intervention, they can
go on to bloom and flourish into fulfilling adulthood.
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Childrens Global Assessment Scale (CGAS)
1. Enter a score from 1-100
2. Rate the child/adolescents most impaired level of general functioning during the period rated
by selecting the lowest level which describes his/her functioning on a hypothetical continuum of
health-illness
3. Use intermediary levels eg. 35, 94, 68
4. Rate actual functioning regardless of treatment or prognosis, using the descriptions below as a
guide

100-91

Superior functioning

90-81

Good functioning

80-71

No more than a slight impairment in functioning

70-61

Some difficulty in a single area, but generally functioning pretty
well

60-51

Variable functioning with sporadic difficulties

50-41

Moderate degree of interference in functioning

40-31

Major impairment to functioning in several areas

30-21

Unable to function in almost all areas

20-11

Needs considerable supervision

10-1

Needs constant supervision

Principle reference
Schaffer D, Gould MS, Brasic J, et al. (1983) A children's global assessment scale (CGAS).
Archives of General Psychiatry, 40, 1228-1231.
Description
The Childrens Global Assessment Scale (CGAS) is a measure developed by Schaffer and
colleagues at the Department of Psychiatry, Columbia University to provide a global measure of
level of functioning in children and adolescents. The measure provides a single global rating only,
on scale of 0-100. In making their rating, the clinician makes use of the glossary details to
determine the meaning of the points on the scale.
CGAS Glossary
Rate the patient’s most impaired level of general functioning for the specified time period by
selecting the lowest level which describes his/her functioning on a hypothetical continuum of
health-illness. Use intermediary levels (eg 35, 58, 62).
Rate actual functioning regardless of treatment or prognosis. The examples of behaviour provided
are only illustrative and are not required for a particular rating.
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10091

Superior functioning in all areas (at home, at school and with peers); involved in
a wide range of activities and has many interests (eg., has hobbies or
participates in extracurricular activities or belongs to an organised group such as
Scouts, etc); likeable, confident; ‘everyday’ worries never get out of hand; doing
well in school; no symptoms.

90-81

Good functioning in all areas; secure in family, school, and with peers; there may
be transient difficulties and ‘everyday’ worries that occasionally get out of hand
(eg., mild anxiety associated with an important exam, occasional ‘blowups’ with
siblings, parents or peers).

80-71

No more than slight impairments in functioning at home, at school, or with peers;
some disturbance of behaviour or emotional distress may be present in response
to life stresses (eg., parental separations, deaths, birth of a sib), but these are
brief and interference with functioning is transient; such children are only
minimally disturbing to others and are not considered deviant by those who know
them.

70-61

Some difficulty in a single area but generally functioning pretty well (eg., sporadic
or isolated antisocial acts, such as occasionally playing hooky or petty theft;
consistent minor difficulties with school work; mood changes of brief duration;
fears and anxieties which do not lead to gross avoidance behaviour; self-doubts);
has some meaningful interpersonal relationships; most people who do not know
the child well would not consider him/her deviant but those who do know him/her
well might express concern.

60-51

Variable functioning with sporadic difficulties or symptoms in several but not all
social areas; disturbance would be apparent to those who encounter the child in
a dysfunctional setting or time but not to those who see the child in other
settings.

50-41

Moderate degree of interference in functioning in most social areas or severe
impairment of functioning in one area, such as might result from, for example,
suicidal preoccupations and ruminations, school refusal and other forms of
anxiety, obsessive rituals, major conversion symptoms, frequent anxiety attacks,
poor to inappropriate social skills, frequent episodes of aggressive or other
antisocial behaviour with some preservation of meaningful social relationships.

40-31

Major impairment of functioning in several areas and unable to function in one of
these areas (ie., disturbed at home, at school, with peers, or in society at large,
eg., persistent aggression without clear instigation; markedly withdrawn and
isolated behaviour due to either mood or thought disturbance, suicidal attempts
with clear lethal intent; such children are likely to require special schooling and/or
hospitalisation or withdrawal from school (but this is not a sufficient criterion for
inclusion in this category).

30-21

Unable to function in almost all areas eg., stays at home, in ward, or in bed all
day without taking part in social activities or severe impairment in reality testing
or serious impairment in communication (eg., sometimes incoherent or
inappropriate).

20-11

Needs considerable supervision to prevent hurting others or self (eg., frequently
violent, repeated suicide attempts) or to maintain personal hygiene or gross
impairment in all forms of communication, eg., severe abnormalities in verbal and
gestural communication, marked social aloofness, stupor, etc.

10-1

Needs constant supervision (24-hour care) due to severely aggressive or selfdestructive behaviour or gross impairment in reality testing, communication,
cognition, affect or personal hygiene.
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The Columbia Impairment Scale (CIS) Youth Version
INSTRUCTIONS FOR YOUTH

There are thirteen areas of behavior for you to rate from 0 (No problem) for you to 4 (Very
bad problem) for you. Rate each item by circling the number that is best describes your
behavior at the present time. Since your behavior will change over time, only take into
consideration how you feel your recent behavior (within the past week or two) has been.
PLEASE RATE ALL THIRTEEN ITEMS. Circle the number 5 if you don’t know or the
question does not apply to you. If you do not understand an item or items ask the staff
person to clarify it for you. S/he will be glad to do so.

Date ______________________ Student’s Name_____________________________
THE COLUMBIA IMPAIRMENT SCALE (C. I. S.)-- (Youth Version)
Please circle the number that you think best describes the child or youth’s situation:

0 …………1………….2……………. 3……………….4…………………………… 5
No problem

Some problem

Very bad problem Not applicable/Don’t know

In general, how much of a problem do you think you
have with:
1)…getting into trouble?

0 1 2 3 4

5

2)…getting along with your mother/mother figure.

0 1 2 3 4

5

3)…getting along with your father/father figure.

0 1 2 3 4

5

4)…feeling unhappy or sad?

0 1 2 3 4

5

5)…with your behavior at school?
(or at your job)

0 1 2 3 4

5

6)…with having fun?

0 1 2 3 4

5

7)…getting along with adults other than
(your mother and/or your father)?
How much of a problem do you have:

0 1 2 3 4

5

8)…with feeling nervous or afraid?

0 1 2 3 4

5

9)…getting along with your sister(s) and/or brother(s)?

0 1 2 3 4

5

10) …getting along with other kids your age?

0 1 2 3 4

5

11)…getting involved in activities like
sports or hobbies?

0 1 2 3 4

5

12)…with your school work
(doing your job)?

0 1 2 3 4

5

13)…with your behavior at home?

0 1 2 3 4

5

How much of a problem would you say you have:

How much of a problem would you say you have:

THE COLUMBIA IMPAIMENT SCALE (C.I.S.) PARENT VERSION
INSTRUCTIONS FOR PARENTS
To help us improve the quality of the treatment that your child receives, we are asking
you to complete the attached rating scale (C.I.S.). This will help us determine the area or
areas in which your child needs help and the progress that your child makes in these
areas. It also will give us information that will assist us in making changes in his/her
treatment plan to better meet his/her needs.
There are thirteen areas of your child’s behavior for you to rate from 0 (No problem) to 4
(Very bad problem). Using your best judgement, rate each item by circling the number
that best describes at the present time your child’s behavior. Since your child’s behavior
will change over time, only take into consideration recent behavior (within the past week
or two). PLEASE RATE ALL THIRTEEN ITEMS. Circle the number 5 if you don’t
know or the question does not apply to your child. If you do not understand an item or
items ask your child’s therapist to clarify it for you. Your child’s therapist will be glad to
do so.
When you complete the form please return it as soon as possible to your child’s therapist,
either in person or by mail.

Date ______
THE COLUMBIA IMPAIRMENT SCALE (C. I. S.)-- (Parent Version)
Please circle the number that you think best describes the child or youth’s situation:

0 …………1………….2……………. 3……………….4
No problem

Some problem

Very bad problem

5
Not applicable/Don’t know

In general, how much of a problem do you think [she/he]
has with:
1)…getting into trouble?

0 1 2 3 4

5

2)…getting along with (you/[her/his] mother/mother figure).

0 1 2 3 4

5

3)…getting along with (you/[her/his] father/father figure).

0 1 2 3 4

5

4)…feeling unhappy or sad?

0 1 2 3 4

5

5)…with [her/his] behavior at school?
(or at [her/his] job)

0 1 2 3 4

5

6)…with having fun?

0 1 2 3 4

5

7)…getting along with adults other than
(you and/or [her/his] mother/father)?
How much of a problem does [she/he] have:

0 1 2 3 4

5

8)…with feeling nervous or afraid?

0 1 2 3 4

5

9)…getting along with
[her/his] [sister(s)/brother(s)]?

0 1 2 3 4

5

10) …getting along with other kids [her/his] age?

0 1 2 3 4

5

11)…getting involved in activities like
sports or hobbies?

0 1 2 3 4

5

12)…with [her/his]school work
(doing [her/his] job)?

0 1 2 3 4

5

13)…with [her/his] behavior at home?

0 1 2 3 4

5

How much of a problem would you say [she/he] has:

How much of a problem would you say [she/he] has:

CMRS, PARENT VERSION

Child’s name

Date of Birth
(mm/dd/yy)

Case # / ID #

INSTRUCTIONS
The following questions concern your child’s mood and behavior in the past month. Please place a check mark or an ‘x’ in a box for each
item. Please consider it a problem if it is causing trouble and is beyond what is normal for your child's age. Otherwise, check 'rare or
never' if the behavior is not causing trouble.

Does your child . . .

NEVER/
RARELY

SOMETIMES

OFTEN

VERY
OFTEN

1.

Have periods of feeling super happy for hours or days at a
time, extremely wound up and excited, such as feeling
"on top of the world"

0

1

2

3

2.

Feel irritable, cranky, or mad for hours or days at a time

0

1

2

3

3.

Think that he or she can be anything or do anything
(e.g., leader, best basket ball player, rap singer,
millionaire, princess) beyond what is usual for that age

0

1

2

3

4.

Believe that he or she has unrealistic abilities or
powers that are unusual, and may try to act upon them,
which causes trouble

0

1

2

3

5.

Need less sleep than usual; yet does not feel tired
the next day

0

1

2

3

6.

Have periods of too much energy

0

1

2

3

7.

Have periods when she or he talks too much or too
loud or talks a mile-a-minute

0

1

2

3

8.

Have periods of racing thoughts that his or her mind
cannot slow down , and it seems that your child’s mouth
cannot keep up with his or her mind

0

1

2

3

9.

Talk so fast that he or she jumps from topic to topic

0

1

2

3

10. Rush around doing things nonstop

0

1

2

3

11. Have trouble staying on track and is easily drawn
to what is happening around him or her

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

12. Do many more things than usual, or is unusually
productive or highly creative
13. Behave in a sexually inappropriate way
(e.g., talks dirty, exposing, playing with private parts,
masturbating, making sex phone calls, humping on
dogs, playing sex games, touches others sexually)
14. Go and talk to strangers inappropriately, is more
socially outgoing than usual

CMRS-P

NEVER

Does your child . . .
15. Do things that are unusual for him or her that are
foolish or risky (e.g., jumping off heights, ordering
CDs with your credit cards, giving things away)

SOMETIMES

OFTEN

2

VERY
OFTEN

0

1

2

3

16. Have rage attacks, intense and prolonged temper tantrums

0

1

2

3

17. Crack jokes or pun more than usual, laugh loud,
or act silly in a way that is out of the ordinary

0

1

2

3

18. Experience rapid mood swings

0

1

2

3

19. Have any suspicious or strange thoughts

0

1

2

3

20. Hear voices that nobody else can hear

0

1

2

3

21. See things that nobody else can see

0

1

2

3

TOTAL SCORE _______
Please send comments to:
Mpavuluri@psych.uic.edu

Parent / Teacher DBD Rating Scale
Child's Name:

Form Completed by:

Grade:
Date of Birth:
Sex:
Date Completed:
Check the column that best describes your/this child. Please write DK next to any items for which you don't know the answer.
Not at
All
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.

Just a
Little

Pretty
Much

Very
Much

often interrupts or intrudes on others (e.g., butts into conversations or games)
has run away from home overnight at least twice while living in parental or parental surrogate home (or once
without returning for a lengthy period)
often argues with adults
often lies to obtain goods or favors or to avoid obligations (i.e., "cons" others)
often initiates physical fights with other members of his or her household
has been physically cruel to people
often talks excessively
has stolen items of nontrivial value without confronting a victim (e.g., shoplifting, but without breaking and
entering; forgery)
is often easily distracted by extraneous stimuli
often engages in physically dangerous activities without considering possible consequences (not for the
purpose of thrill-seeking), e.g., runs into street without looking
often truant from school, beginning before age 13 years
often fidgets with hands or feet or squirms in seat
is often spiteful or vindictive
often swears or uses obscene language
often blames others for his or her mistakes or misbehavior
has deliberately destroyed others' property (other than by fire setting)
often actively defies or refuses to comply with adults' requests or rules
often does not seem to listen when spoken to directly
often blurts out answers before questions have been completed
often initiates physical fights with others who do not live in his or her household (e.g., peers at school or in the
neighborhood)
often shifts from one uncompleted activity to another
often has difficulty playing or engaging in leisure activities quietly
often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other activities
is often angry and resentful
often leaves seat in classroom or in other situations in which remaining seated is expected
is often touchy or easily annoyed by others
often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace
(not due to oppositional behavior or failure to understand instructions)
often loses temper
often has difficulty sustaining attention in tasks or play activities
often has difficulty awaiting turn
has forced someone into sexual activity
often bullies, threatens, or intimidates others
is often "on the go" or often acts as if "driven by a motor"
often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, or tools)
often runs about or climbs excessively in situations in which it is inappropriate (in adolescents or adults, may
be limited to subjective feelings of restlessness)
has been physically cruel to animals
often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such as
schoolwork or homework)
often stays out at night despite parental prohibitions, beginning before age 13 years
often deliberately annoys people
has stolen while confronting a victim (e.g., mugging, purse snatching, extortion, armed robbery)
has deliberately engaged in fire setting with the intention of causing serious damage
often has difficulty organizing tasks and activities
has broken into someone else's house, building, or car
is often forgetful in daily activities
has used a weapon that can cause serious physical harm to others (e.g., a bat, brick, broken bottle, knife,
gun)

parent/teacher dbd.v1
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SCORING INSTRUCTIONS FOR THE DISRUPTIVE BEHAVIOR DISORDER RATING SCALE
There are two ways to determine if a child meets the criteria for DSM IV diagnoses of Attention-Deficit/Hyperactivity Disorder, Oppositional Defiant
Disorder, or Conduct Disorder. The first method involves counting symptoms for each disorder using the Disruptive Behavior Disorders (DBD) rating
scale. The second method involves comparing the target child's factor scores on the DBD Rating Scale to established norms. The factor scores
method is preferable for diagnosis of females (e.g., using a 2 SD cutoff), as the symptom counting method often results in underdiagnosis of female
children. Please note that Items 10, 14, and 21 are from DSM-III-R and are not included in the scoring for a DSM-IV diagnosis.
Method 1: Counting Symptoms
To determine if a child meets the symptom criteria for DSM IV diagnoses of Attention-Deficit/Hyperactivity Disorder, Oppositional Defiant Disorder, or
Conduct Disorder as measured by the DBD Parent / Teacher Rating Scale, count the number of symptoms that are endorsed "pretty much" or "very
much" by either parent or teacher in each of the following categories: Note that impairment and other criteria must be evaluated in addition to
symptom counts.
Attention-Deficit/Hyperactivity Disorder
Attention-Deficit/Hyperactivity Disorder - Inattention Symptoms
(items 9, 18, 23, 27, 29, 34, 37, 42, 44)
6 or more items must be endorsed as "pretty much" or "very much" to meet criteria for Attention-Deficit/Hyperactivity Disorder, Predominantly
Inattentive Type. The six items may be endorsed on the teacher DBD, the parent DBD, or can be a combination of items from both rating scales
(e.g., 4 symptoms endorsed on the teacher DBD and 2 separate symptoms endorsed on the parent DBD). The same symptom should not be
counted twice if it appears on both versions (parent and teacher) of the rating scale.
Attention-Deficit/Hyperactivity Disorder - Hyperactivity/impulsivity Symptoms
(items 1, 7, 12, 19, 22, 25, 30, 33, 35)
6 or more items must be endorsed as "pretty much" or "very much" on the parent and/or the teacher DBD to meet criteria for AttentionDeficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type
If 6 or more items are endorsed for Attention-Deficit/Hyperactivity Disorder - inattention and 6 or more items are endorsed for AttentionDeficit/Hyperactivity Disorder - hyperactivity/impulsivity, then criteria is met for Attention-Deficit/Hyperactivity Disorder, Combined Type
Some impairment from the symptoms must be present in two or more settings (e.g., school, home)
Oppositional Defiant Disorder
Oppositional Defiant Disorder (items 3, 13, 15, 17, 24, 26, 28, 39)
A total of 4 or more items must be endorsed as "pretty much" or "very much" on either the parent or the teacher DBD to meet criteria for
Oppositional Defiant Disorder
_______
Conduct Disorder
Conduct Disorder - aggression to people and animals (items 6, 20, 31, 32, 36, 40, 45)
Conduct Disorder - destruction of property (items 16, 41)
Conduct Disorder - deceitfulness or theft (items 4, 8, 43)
Conduct Disorder - serious violation of rules (items 2, 11, 38)
A total of 3 or more items in any category or any combination of categories must be endorsed as "pretty much" or "very much" on either the parent or
the teacher DBD to meet criteria for Conduct Disorder
Method 2: Using Factor Scores
Factor scores for the two ADHD and ODD dimensions for teacher ratings on the DBD are reported in Pelham, et al (1992), Teacher ratings of DSMIII-R symptoms for the disruptive behavior disorders: Journal of the American Academy of Child and Adolescent Psychiatry, 31, 210-218. The factor
scores for DSM IV factors are the same as for the DSM III-R factors reported in that paper. To determine how a child's scores compare to normative
data, compute the average rating for the items from each factor (listed below) using the following scoring: Not at all = 0, Just a little = 1, Pretty Much
= 2, Very much = 3. Then, using the information from the attached table of norms, determine where the child falls in relation to other children. A
variety of cutoff scores can be used (e.g., 2 standard deviations above the mean).
Factors
Oppositional / Defiant
(items 3, 13, 15, 17, 24, 26, 28, 39)
Inattention
(items 9, 18, 23, 27, 29, 34, 37, 42, 44)
Impulsivity / Overactivity
(items 1, 7, 12, 19, 22, 25, 30, 33, 35)
© CTADD

ECBI Administration and Scoring

The Eyberg Child Behavior Inventory (ECBI) is a rating scale that measures behavior problems
un children ages 2-16. It is completed by parents or caregivers and provides information about
the frequency and severity of behavior problems, as well as the extent to which parents find
the behavior troublesome. This measure will not give you a diagnosis, but is a good assessment
of the severity of disruptive behaviors.
The ECBI is a paper and pencil measure of 36 items that represent typical problem behaviors
reported by parents of conduct disordered children. The behaviors are rated on a 7-point scale
that indicates how often the behaviors occur, and then a Yes-No problem scale that tells how
the parent perceives the behavior. The entire measure typically takes about 10 minutes to
complete, and can be hand scored in about 2 minutes.

Administration Instructions
You will want to administer this early in the case to assess whether the family will meet criteria
for the new module and the study.
Give the parent the rating sheet and a writing utensil. (You can give to more than one parent if
they are present.)
•
•
•
•

If there is more than one child in the home, ask them to identify the child that they feel
is the most disruptive, and fill the measure out for that child.
If the child they identify is not the child you have observed to be a problem, have them
fill it out on both children.
In addition, if they indicate more than one child and are resistant to picking just one,
have them fill out on multiple children.
If the parents complete the measure on more than one child, consult with your
supervisor and Dr. Hecht about how to proceed with the training.

Explain that the measure has a series of phrases that describe children’s behavior. Ask them to
read each item carefully and circle the appropriate number on the test sheet that corresponds
to how often the behavior currently occurs. A 1 means that the child never exhibits that
behavior, and a 7 means the child always is exhibiting that behavior. A 4 means sometimes.
•

If necessary, you can read the items to the parent.

Then, explain that the parent should circle Yes or No to indicate if that behavior is currently a
problem for them.

Scoring Instructions
The Intensity Scale is the frequency of the behavior. The ECBI Intensity Score is calculated by
adding all of the circled scores in the “How often does it occur?” column. Record this number
in the subtotal space below.
Missing Items:
If there are 4 or more items missing on the Intensity Scale, this scale is not valid and no total
score can be derived.
If there are 3 or less items missing on the Intensity Scale, mark the missing items as a 1, and
calculate the total.
The Problem Scale is how much the parent perceives the behaviors as a problem, and is
calculated by adding up all of the Yes responses in the “Is this a problems for you?” column.
Record this number in the subtotal space below.
Missing Items:
If there are 4 or more items missing on the Problem Scale, this scale is not valid and no total
score can be derived.
If there are 3 or less items missing on the Problem Scale, mark the missing items as a No, and
calculate the total.
Inclusion Criteria
Scores of 131 or higher on the Intensity Scale are considered to potentially have a significant
problem. A score of 15 or higher in the Problem Scale indicates that the parent is significantly
distressed by the child’s behavior. These will be the cutoff scores for inclusion in the study. So,
if a child meets the cutoff score on one or both of these scales, they will be eligible for the
study and will receive the Managing Child Behavior Module.
If a child doesn’t make the cutoff, but you believe that they will benefit from the module,
discuss this with your supervisor.

NICHQ Vanderbilt Assessment Scale—PARENT Informant
Today’s Date: ___________ Child’s Name: _____________________________________________ Date of Birth: ________________
Parent’s Name: _____________________________________________ Parent’s Phone Number: _____________________________
Directions: Each rating should be considered in the context of what is appropriate for the age of your child.
When completing this form, please think about your child’s behaviors in the past 6 months.
Is this evaluation based on a time when the child

 was on medication  was not on medication  not sure?

Symptoms
Never
1. Does not pay attention to details or makes careless mistakes
0
with, for example, homework
2. Has difficulty keeping attention to what needs to be done
0
3. Does not seem to listen when spoken to directly
0
4. Does not follow through when given directions and fails to finish activities
0
(not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities
0
6. Avoids, dislikes, or does not want to start tasks that require ongoing
0
mental effort
7. Loses things necessary for tasks or activities (toys, assignments, pencils,
0
or books)
8. Is easily distracted by noises or other stimuli
0
9. Is forgetful in daily activities
0
10. Fidgets with hands or feet or squirms in seat
0
11. Leaves seat when remaining seated is expected
0
12. Runs about or climbs too much when remaining seated is expected
0
13. Has difficulty playing or beginning quiet play activities
0
14. Is “on the go” or often acts as if “driven by a motor”
0
15. Talks too much
0
16. Blurts out answers before questions have been completed
0
17. Has difficulty waiting his or her turn
0
18. Interrupts or intrudes in on others’ conversations and/or activities
0
19. Argues with adults
0
20. Loses temper
0
21. Actively defies or refuses to go along with adults’ requests or rules
0
22. Deliberately annoys people
0
23. Blames others for his or her mistakes or misbehaviors
0
24. Is touchy or easily annoyed by others
0
25. Is angry or resentful
0
26. Is spiteful and wants to get even
0
27. Bullies, threatens, or intimidates others
0
28. Starts physical fights
0
29.
30.
31.
32.

Lies to get out of trouble or to avoid obligations (ie,“cons” others)
Is truant from school (skips school) without permission
Is physically cruel to people
Has stolen things that have value

The information contained in this publication should not be used as a substitute for the
medical care and advice of your pediatrician. There may be variations in treatment that
your pediatrician may recommend based on individual facts and circumstances.
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NICHQ Vanderbilt Assessment Scale—PARENT Informant
Today’s Date: ___________ Child’s Name: _____________________________________________ Date of Birth: ________________
Parent’s Name: _____________________________________________ Parent’s Phone Number: _____________________________
Symptoms (continued)
Never
33. Deliberately destroys others’ property
0
34. Has used a weapon that can cause serious harm (bat, knife, brick, gun)
0
35. Is physically cruel to animals
0
36. Has deliberately set fires to cause damage
0
37. Has broken into someone else’s home, business, or car
0
38. Has stayed out at night without permission
0
39. Has run away from home overnight
0
40. Has forced someone into sexual activity
0
41. Is fearful, anxious, or worried
0
42. Is afraid to try new things for fear of making mistakes
0
43. Feels worthless or inferior
0
44. Blames self for problems, feels guilty
0
45. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0
46. Is sad, unhappy, or depressed
0
47. Is self-conscious or easily embarrassed
0

Performance
48. Overall school performance
49. Reading
50. Writing
51. Mathematics
52. Relationship with parents
53. Relationship with siblings
54. Relationship with peers
55. Participation in organized activities (eg, teams)

Excellent
1
1
1
1
1
1
1
1

Above
Average
2
2
2
2
2
2
2
2

Comments:

For Office Use Only
Total number of questions scored 2 or 3 in questions 1–9: ____________________________
Total number of questions scored 2 or 3 in questions 10–18:__________________________
Total Symptom Score for questions 1–18: ____________________________________________
Total number of questions scored 2 or 3 in questions 19–26:__________________________
Total number of questions scored 2 or 3 in questions 27–40:__________________________
Total number of questions scored 2 or 3 in questions 41–47:__________________________
Total number of questions scored 4 or 5 in questions 48–55: ____________________________________________________________
Average Performance Score: ______________________________________________
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3
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D4

NICHQ Vanderbilt Assessment Scale—TEACHER Informant

Teacher’s Name: _______________________________ Class Time: ___________________ Class Name/Period: ________________
Today’s Date: ___________ Child’s Name: _______________________________ Grade Level: _______________________________
Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating
and should reflect that child’s behavior since the beginning of the school year. Please indicate the number of
weeks or months you have been able to evaluate the behaviors: ___________.
Is this evaluation based on a time when the child

 was on medication  was not on medication  not sure?

Symptoms
Never
1. Fails to give attention to details or makes careless mistakes in schoolwork
0
2. Has difficulty sustaining attention to tasks or activities
0
3. Does not seem to listen when spoken to directly
0
4. Does not follow through on instructions and fails to finish schoolwork
0
(not due to oppositional behavior or failure to understand)
5. Has difficulty organizing tasks and activities
0
6. Avoids, dislikes, or is reluctant to engage in tasks that require sustained
0
mental effort
7. Loses things necessary for tasks or activities (school assignments,
0
pencils, or books)
8. Is easily distracted by extraneous stimuli
0
9. Is forgetful in daily activities
0
10. Fidgets with hands or feet or squirms in seat
0
11. Leaves seat in classroom or in other situations in which remaining
0
seated is expected
12. Runs about or climbs excessively in situations in which remaining
0
seated is expected
13. Has difficulty playing or engaging in leisure activities quietly
0
14. Is “on the go” or often acts as if “driven by a motor”
0
15. Talks excessively
0
16. Blurts out answers before questions have been completed
0
17. Has difficulty waiting in line
0
18. Interrupts or intrudes on others (eg, butts into conversations/games)
0
19. Loses temper
0
20. Actively defies or refuses to comply with adult’s requests or rules
0
21. Is angry or resentful
0
22. Is spiteful and vindictive
0
23. Bullies, threatens, or intimidates others
0
24. Initiates physical fights
0
25. Lies to obtain goods for favors or to avoid obligations (eg, “cons” others)
0
26. Is physically cruel to people
0
27. Has stolen items of nontrivial value
0
28. Deliberately destroys others’ property
0
29. Is fearful, anxious, or worried
0
30. Is self-conscious or easily embarrassed
0
31. Is afraid to try new things for fear of making mistakes
0
The recommendations in this publication do not indicate an exclusive course of treatment
or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.
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NICHQ Vanderbilt Assessment Scale—TEACHER Informant, continued

Teacher’s Name: _______________________________ Class Time: ___________________ Class Name/Period: _______________
Today’s Date: ___________ Child’s Name: _______________________________ Grade Level: ______________________________
Symptoms (continued)
Never
32. Feels worthless or inferior
0
33. Blames self for problems; feels guilty
0
34. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0
35. Is sad, unhappy, or depressed
0
Performance
Academic Performance
36. Reading
37. Mathematics
38. Written expression

Classroom Behavioral Performance
39. Relationship with peers
40. Following directions
41. Disrupting class
42. Assignment completion
43. Organizational skills

Excellent
1
1
1

Above
Average
2
2
2

Excellent
1
1
1
1
1

Above
Average
2
2
2
2
2

Occasionally
1
1
1
1

Often
2
2
2
2

Very Often
3
3
3
3

Average
3
3
3

Somewhat
of a
Problem Problematic
4
5
4
5
4
5

Average
3
3
3
3
3

Somewhat
of a
Problem Problematic
4
5
4
5
4
5
4
5
4
5

Comments:

Please return this form to: __________________________________________________________________________________
Mailing address: __________________________________________________________________________________________
________________________________________________________________________________________________________
Fax number: ____________________________________________________________________________________________

For Office Use Only
Total number of questions scored 2 or 3 in questions 1–9: __________________________
Total number of questions scored 2 or 3 in questions 10–18: ________________________
Total Symptom Score for questions 1–18: __________________________________________
Total number of questions scored 2 or 3 in questions 19–28: ________________________
Total number of questions scored 2 or 3 in questions 29–35: ________________________
Total number of questions scored 4 or 5 in questions 36–43: ________________________
Average Performance Score:______________________________________________
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NICHQ Vanderbilt Assessment Follow-up—PARENT Informant

Today’s Date: ___________ Child’s Name: _____________________________________________ Date of Birth: ______________
Parent’s Name: _____________________________________________ Parent’s Phone Number: ____________________________
Directions: Each rating should be considered in the context of what is appropriate for the age of your child. Please think
about your child’s behaviors since the last assessment scale was filled out when rating his/her behaviors.
Is this evaluation based on a time when the child

 was on medication  was not on medication  not sure?

Symptoms
1. Does not pay attention to details or makes careless mistakes with,
for example, homework
2. Has difficulty keeping attention to what needs to be done
3. Does not seem to listen when spoken to directly
4. Does not follow through when given directions and fails to
finish activities (not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities
6. Avoids, dislikes, or does not want to start tasks that require
ongoing mental effort
7. Loses things necessary for tasks or activities (toys, assignments, pencils,
or books)
8. Is easily distracted by noises or other stimuli
9. Is forgetful in daily activities
10. Fidgets with hands or feet or squirms in seat
11. Leaves seat when remaining seated is expected
12. Runs about or climbs too much when remaining seated is expected
13. Has difficulty playing or beginning quiet play activities
14. Is “on the go” or often acts as if “driven by a motor”
15. Talks too much
16. Blurts out answers before questions have been completed
17. Has difficulty waiting his or her turn
18. Interrupts or intrudes in on others’ conversations and/or activities

Performance
19. Overall school performance
20. Reading
21. Writing
22. Mathematics
23. Relationship with parents
24. Relationship with siblings
25. Relationship with peers
26. Participation in organized activities (eg, teams)
The information contained in this publication should not be used as a substitute for the
medical care and advice of your pediatrician. There may be variations in treatment that
your pediatrician may recommend based on individual facts and circumstances.
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NICHQ Vanderbilt Assessment Follow-up—PARENT Informant, continued

Today’s Date: ___________ Child’s Name: _____________________________________________ Date of Birth: _______________
Parent’s Name: _____________________________________________ Parent’s Phone Number: ____________________________

Side Effects: Has your child experienced any of the following side
effects or problems in the past week?

Are these side effects currently a problem?
None
Mild
Moderate
Severe

Headache
Stomachache
Change of appetite—explain below
Trouble sleeping
Irritability in the late morning, late afternoon, or evening—explain below
Socially withdrawn—decreased interaction with others
Extreme sadness or unusual crying
Dull, tired, listless behavior
Tremors/feeling shaky
Repetitive movements, tics, jerking, twitching, eye blinking—explain below
Picking at skin or fingers, nail biting, lip or cheek chewing—explain below
Sees or hears things that aren’t there
Explain/Comments:

For Office Use Only
Total Symptom Score for questions 1–18: ____________________________________
Average Performance Score for questions 19–26: ______________________________
Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, Jr, PhD.
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NICHQ Vanderbilt Assessment Follow-up—TEACHER Informant

Teacher’s Name: _______________________________ Class Time: ___________________ Class Name/Period: _______________
Today’s Date: ___________ Child’s Name: _______________________________ Grade Level: ______________________________
Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating
and should reflect that child’s behavior since the last assessment scale was filled out. Please indicate the
number of weeks or months you have been able to evaluate the behaviors: ___________.
Is this evaluation based on a time when the child

 was on medication  was not on medication  not sure?

Symptoms
1. Does not pay attention to details or makes careless mistakes with,
for example, homework
2. Has difficulty keeping attention to what needs to be done
3. Does not seem to listen when spoken to directly
4. Does not follow through when given directions and fails to finish
activities (not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities
6. Avoids, dislikes, or does not want to start tasks that require ongoing
mental effort
7. Loses things necessary for tasks or activities (toys, assignments,
pencils, or books)
8. Is easily distracted by noises or other stimuli
9. Is forgetful in daily activities
10. Fidgets with hands or feet or squirms in seat
11. Leaves seat when remaining seated is expected
12. Runs about or climbs too much when remaining seated is expected
13. Has difficulty playing or beginning quiet play activities
14. Is “on the go” or often acts as if “driven by a motor”
15. Talks too much
16. Blurts out answers before questions have been completed
17. Has difficulty waiting his or her turn
18. Interrupts or intrudes in on others’ conversations and/or activities

Performance
19. Reading
20. Mathematics
21. Written expression
22. Relationship with peers
23. Following direction
24. Disrupting class
25. Assignment completion
26. Organizational skills
The recommendations in this publication do not indicate an exclusive course of treatment
or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.
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NICHQ Vanderbilt Assessment Follow-up—TEACHER Informant, continued

Teacher’s Name: _______________________________ Class Time: ___________________ Class Name/Period: ________________
Today’s Date: ___________ Child’s Name: _______________________________ Grade Level: ______________________________

Side Effects: Has the child experienced any of the following side
effects or problems in the past week?

Are these side effects currently a problem?
None
Mild
Moderate
Severe

Headache
Stomachache
Change of appetite—explain below
Trouble sleeping
Irritability in the late morning, late afternoon, or evening—explain below
Socially withdrawn—decreased interaction with others
Extreme sadness or unusual crying
Dull, tired, listless behavior
Tremors/feeling shaky
Repetitive movements, tics, jerking, twitching, eye blinking—explain below
Picking at skin or fingers, nail biting, lip or cheek chewing—explain below
Sees or hears things that aren’t there
Explain/Comments:

For Office Use Only
Total Symptom Score for questions 1–18: ____________________________________
Average Performance Score: ______________________________________________

Please return this form to: __________________________________________________________________________________
Mailing address: __________________________________________________________________________________________
________________________________________________________________________________________________________
Fax number: ____________________________________________________________________________________________
Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, Jr, PhD.
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Scoring Instructions for the NICHQ Vanderbilt Assessment Scales
These scales should NOT be used alone to make any diagnosis. You must take into consideration information from
multiple sources. Scores of 2 or 3 on a single Symptom
question reflect often-occurring behaviors. Scores of 4
or 5 on Performance questions reflect problems in
performance.
The initial assessment scales, parent and teacher, have 2 components: symptom assessment and impairment in performance.
On both the parent and teacher initial scales, the symptom assessment screens for symptoms that meet criteria for both inattentive
(items 1–9) and hyperactive ADHD (items 10–18).
To meet DSM-IV criteria for the diagnosis, one must have at least 6
positive responses to either the inattentive 9 or hyperactive 9 core
symptoms, or both. A positive response is a 2 or 3 (often, very
often) (you could draw a line straight down the page and count
the positive answers in each subsegment). There is a place to

record the number of positives in each subsegment, and a place
for total score for the first 18 symptoms (just add them up).
The initial scales also have symptom screens for 3 other comorbidities—oppositional-defiant, conduct, and anxiety/
depression. These are screened by the number of positive responses in each of the segments separated by the “squares.” The specific
item sets and numbers of positives required for each co-morbid
symptom screen set are detailed below.
The second section of the scale has a set of performance measures,
scored 1 to 5, with 4 and 5 being somewhat of a problem/problematic. To meet criteria for ADHD there must be at least one item of
the Performance set in which the child scores a 4 or 5; ie, there must
be impairment, not just symptoms to meet diagnostic criteria. The
sheet has a place to record the number of positives (4s, 5s) and an
Average Performance Score—add them up and divide by number
of Performance criteria answered.

Parent Assessment Scale

Teacher Assessment Scale

Predominantly Inattentive subtype
■ Must score a 2 or 3 on 6 out of 9 items on questions 1–9 AND
■ Score a 4 or 5 on any of the Performance questions 48–55
Predominantly Hyperactive/Impulsive subtype
■ Must score a 2 or 3 on 6 out of 9 items on questions 10–18
AND
■ Score a 4 or 5 on any of the Performance questions 48–55
ADHD Combined Inattention/Hyperactivity
■ Requires the above criteria on both inattention and
hyperactivity/impulsivity
Oppositional-Defiant Disorder Screen
■ Must score a 2 or 3 on 4 out of 8 behaviors on questions 19–26
AND
■ Score a 4 or 5 on any of the Performance questions 48–55
Conduct Disorder Screen
■ Must score a 2 or 3 on 3 out of 14 behaviors on questions
27–40 AND
■ Score a 4 or 5 on any of the Performance questions 48–55
Anxiety/Depression Screen
■ Must score a 2 or 3 on 3 out of 7 behaviors on questions 41–47
AND
■ Score a 4 or 5 on any of the Performance questions 48–55

Predominantly Inattentive subtype
■ Must score a 2 or 3 on 6 out of 9 items on questions 1–9 AND
■ Score a 4 or 5 on any of the Performance questions 36–43
Predominantly Hyperactive/Impulsive subtype
■ Must score a 2 or 3 on 6 out of 9 items on questions 10–18 AND
■ Score a 4 or 5 on any of the Performance questions 36–43
ADHD Combined Inattention/Hyperactivity
■ Requires the above criteria on both inattention and
hyperactivity/impulsivity
Oppositional-Defiant/Conduct Disorder Screen
■ Must score a 2 or 3 on 3 out of 10 items on questions 19–28
AND
■ Score a 4 or 5 on any of the Performance questions 36–43
Anxiety/Depression Screen
■ Must score a 2 or 3 on 3 out of 7 items on questions 29–35
AND
■ Score a 4 or 5 on any of the Performance questions 36–43

The parent and teacher follow-up scales have the first 18 core
ADHD symptoms, not the co-morbid symptoms. The section segment has the same Performance items and impairment assessment
as the initial scales, and then has a side-effect reporting scale that
can be used to both assess and monitor the presence of adverse
reactions to medications prescribed, if any.
Scoring the follow-up scales involves only calculating a total
symptom score for items 1–18 that can be tracked over time, and
The recommendations in this publication do not indicate an exclusive course of treatment
or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.

the average of the Performance items answered as measures of
improvement over time with treatment.
Parent Assessment Follow-up
■ Calculate Total Symptom Score for questions 1–18.
■ Calculate Average Performance Score for questions 19–26.
Teacher Assessment Follow-up
■ Calculate Total Symptom Score for questions 1–18.
■ Calculate Average Performance Score for questions 19–26.
Copyright ©2002 American Academy of Pediatrics and National Initiative for Children’s
Healthcare Quality

Date: ____________

Name/ID: ___________________

RCADS
Please put a circle around the word that shows how often each of these things happen to you. There are
no right or wrong answers.
1. I worry about things . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

2. I feel sad or empty . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

5. I would feel afraid of being on my own at home

Never

Sometimes

Often

Always

6. Nothing is much fun anymore . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

7. I feel scared when I have to take a test . . . . . . . .

Never

Sometimes

Often

Always

8. I feel worried when I think someone is angry with
me . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

9.

Never

Sometimes

Often

Always

10. I get bothered by bad or silly thoughts or pictures
in my mind . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

11. I have trouble sleeping . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

12. I worry that I will do badly at my school work . .

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

15. I have problems with my appetite . . . . . . . . . . . .

Never

Sometimes

Often

Always

16. I have to keep checking that I have done things
right (like the switch is off, or the door is locked) .
................................

Never

Sometimes

Often

Always

17. I feel scared if I have to sleep on my own. . . . .

Never

Sometimes

Often

Always

18. I have trouble going to school in the mornings
because I feel nervous or afraid . . . . . . . . . . . . .

Never

Sometimes

Often

Always

19. I have no energy for things . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

20. I worry I might look foolish . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

21. I am tired a lot . . . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

22. I worry that bad things will happen to me . . . . .

Never

Sometimes

Often

Always

3. When I have a problem, I get a funny feeling in
my stomach . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4. I worry when I think I have done poorly at
something . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

I worry about being away from my parents . . . .

13. I worry that something awful will happen to
someone in my family . . . . . . . . . . . . . . . . . . . .
14. I suddenly feel as if I can't breathe when there is
no reason for this . . . . . . . . . . . . . . . . . . . . . . . .
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23. I can't seem to get bad or silly thoughts out of my
head. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
24. When I have a problem, my heart beats really fast
...................................

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

25. I cannot think clearly . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

26. I suddenly start to tremble or shake when there is
no reason for this . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

27. I worry that something bad will happen to me . .

Never

Sometimes

Often

Always

28. When I have a problem, I feel shaky . . . . . . . . .

Never

Sometimes

Often

Always

29. I feel worthless . . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

30. I worry about making mistakes . . . . . . . . . . . . .

Never

Sometimes

Often

Always

31. I have to think of special thoughts (like numbers
or words) to stop bad things from happening. . .

Never

Sometimes

Often

Always

32. I worry what other people think of me . . . . . . . .

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

35. I worry about what is going to happen . . . . . . .

Never

Sometimes

Often

Always

36. I suddenly become dizzy or faint when there is no
reason for this . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

37. I think about death . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

38. I feel afraid if I have to talk in front of my class

Never

Sometimes

Often

Always

39. My heart suddenly starts to beat too quickly for no
reason . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

40. I feel like I don’t want to move . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

45. I worry when I go to bed at night . . . . . . . . . . . .

Never

Sometimes

Often

Always

46. I would feel scared if I had to stay away from
home overnight . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

47. I feel restless . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Never

Sometimes

Often

Always

33. I am afraid of being in crowded places (like
shopping centers, the movies, buses, busy
playgrounds) . . . . . . . . . . . . . . . . . . . . . . . . . . . .
34. All of a sudden I feel really scared for no reason at
all . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

41. I worry that I will suddenly get a scared feeling
when there is nothing to be afraid of . . . . . . . . .
42. I have to do some things over and over again (like
washing my hands, cleaning or putting things in a
certain order) . . . . . . . . . . . . . . . . . . .
43. I feel afraid that I will make a fool of myself in
front of people . . . . . . . . . . . . . . . . . . . . . . . . . .
44. I have to do some things in just the right way to
stop bad things from happening . . . . . . . . . . . . .
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Date: ____________
Name/ID: ___________________

RCADS-P
Relationship to Child: ________________

Please put a circle around the word that shows how often each of these things happens for your child.
1. My child worries about things

Never

Sometimes

Often

Always

2. My child feels sad or empty

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

5. My child feels afraid of being alone at home

Never

Sometimes

Often

Always

6. Nothing is much fun for my child anymore

Never

Sometimes

Often

Always

7. My child feels scared when taking a test

Never

Sometimes

Often

Always

8. My child worries when he/she thinks someone is
angry with him/her.

Never

Sometimes

Often

Always

9. My child worries about being away from me

Never

Sometimes

Often

Always

10. My child is bothered by bad or silly thoughts or
pictures in his/her mind

Never

Sometimes

Often

Always

11. My child has trouble sleeping

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

15. My child has problems with his/her appetite

Never

Sometimes

Often

Always

16. My child has to keep checking that he/she has
done things right (like the switch is off, or the door is
locked)

Never

Sometimes

Often

Always

17. My child feels scared to sleep on his/her own

Never

Sometimes

Often

Always

18. My child has trouble going to school in the
mornings because of feeling nervous or afraid.

Never

Sometimes

Often

Always

19. My child has no energy for things

Never

Sometimes

Often

Always

20. My child worries about looking foolish

Never

Sometimes

Often

Always

21. My child is tired a lot

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

3. When my child has a problem, he/she gets a funny
feeling in his/her stomach
4. My child worries when he/she thinks he/she has
done poorly at something

12. My child worries about doing badly at school
work
13. My child worries that something awful will
happen to someone in the family
14. My child suddenly feels as if he/she can't breathe
when there is no reason for this.

22. My child worries that bad things will happen to
him/her
23. My child can't seem to get bad or silly thoughts
out of his/her head.
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24. When my child has a problem, his/her heart beats
really fast

Never

Sometimes

Often

Always

25. My child cannot think clearly

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

28. When My child has a problem, he/she feels shaky

Never

Sometimes

Often

Always

29. My child feels worthless

Never

Sometimes

Often

Always

30. My child worries about making mistakes

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

35. My child worries about what is going to happen

Never

Sometimes

Often

Always

36. My child suddenly becomes dizzy or faint when
there is no reason for this

Never

Sometimes

Often

Always

37. My child thinks about death

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

Never

Sometimes

Often

Always

45. My child worries when in bed at night

Never

Sometimes

Often

Always

46. My child would feel scared if he/she had to stay
away from home overnight

Never

Sometimes

Often

Always

47. My child feels restless

Never

Sometimes

Often

Always

26. My child suddenly starts to tremble or shake when
there is no reason for this
27. My child worries that something bad will happen
to him/her

31. My child has to think of special thoughts (like
numbers or words) to stop bad things from happening
32. My child worries what other people think of
him/her
33. My child is afraid of being in crowded places (like
shopping centers, the movies, buses, busy
playgrounds)
34. All of a sudden my child will feel really scared for
no reason at all

38. My child feels afraid if he/she have to talk in front
of the class
39. My child’s heart suddenly starts to beat too
quickly for no reason
40. My child feels like he/she doesn’t want to move
41. My child worries that he/she will suddenly get a
scared feeling when there is nothing to be afraid of
42. My child has to do some things over and over
again (like washing hands, cleaning, or putting things
in a certain order)
43. My child feels afraid that he/she will make a fool
of him/herself in front of people
44. My child has to do some things in just the right
way to stop bad things from happening
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For detailed information on
how to score the Revised Child
Anxiety and Depression Scale
(RCADS), please visit
http://www.childmh.org/index.
php/anxiety/assessment-tools
Please see sample print out
from this website.

Suicide Assessment
SAD PERSONS
Prediction of suicide is never easy. However, there are known risk factors, and
cumulatively they may offer a better accuracy of prediction for suicidal risk. One method
goes under the acronym SAD PERSONS. It was originally described by Patterson et al
(1) and has been reviewed by Juhnke (2). Juhnke also adapted the scale for kids (3).
S: Sex. Men are more likely to commit suicide than women. Males kill themselves about
four times more often, although females make far more attempts.
A: Age. The ages which are most dangerous for suicide vary over time. You should
consult current statistics. As this is being written in 2006 individuals 1524 have an
elevated risk. Suicide is the third leading cause of death in this age group. However,
estimates exist which suggest that people this age making attempts outnumber actual
suicides by a ratio of 100400 times.
Males over age 75 are also known to be at high risk. Current demographics suggest
that women in the 4554 age group are highest, but females in older or younger age
ranges are not that different. After age 65 individuals as a whole have an attempt to
completed suicide rate of about 2:1. Up to age 65, it is about a 7:1 ratio.
D: Depression. The suicide rate for those who are clinically depressed is about 20 times
greater than for the general population. Hopelessness is one aspect of depression that
has a close tie to suicide. These two issues, depression and hopelessness, are the
strongest predictors of wishes for a hastened death.

P: Prior History. Roughly 80% of completed suicides were preceded by a prior attempt.
E: Ethanol abuse. Alcohol and/or drug abuse increase risk.
R: Rational thinking loss. Psychosis (‘I heard a voice saying I should kill myself’)
increases risk. Some estimates suggest that 2040% of schizophrenics make an
attempt at some point, and the risk is highest early on in the illness.
S: Support System Loss. Loss of support can vary tremendously. With kids and
adolescents it can be the break up of their first ‘puppy love’ which they can take
very seriously even though others like parents may view it as a trivial event. Other lost
relationships for adolescents can include parents divorcing and remarrying someone
else. Even a parent who is divorced or separated and living with a new person can be a
trigger for adolescent suicide. The death of a relative, such as grandparents, can be
another trigger for kids.

Loss of a spouse can be devastating to some. Loss of a parent within the past 35 years
increases risk of suicide. Among older individuals, men who are widowed, and
women who are divorced or separated are at increased risk
O: Organized Plan. This speaks for itself. Having a method in mind creates more risk.
N: No Significant Other. See ‘S’ above.
S: Sickness. Terminal illness, such as cancer and AIDS, also carries with it a 20 fold
increase in risk of suicide compared to the general population.
Scoring System
1 point for each positive answer on the above.
Score
02
34
56
710

Risk
No real problems, keep watch
Send home, but check frequently
Consider hospitalization involuntary or voluntary, depending on your level of
assurance patient with return for another session
definitely hospitalize involuntarily or voluntarily

References
1) Patterson, W, Dohn, H , Bird, J, Patterson, G. Psychsomatics, 1983, 24, 343349
2) Juhnke, G.E. “SAD PERSONS scale review.” Measurement & Evaluation in
Counseling & Development, 1994, 27, 325328
3) Juhnke, G.E. (“The adapted SAD PERSONS: As assessment scale designed for use
with children” Elementary School Guidance & Counesling, 1996, 252258
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Scoring the Strengths & Difficulties Questionnaire for 2-4 year olds
In most respects, the SDQ for 2-4 year olds is scored in an identical way to the SDQ for 4-17
year olds, and we therefore suggest that you start by reading those instructions. The only
differences are:
 The wording of two items on the ‘conduct’ scales is markedly different in the
questionnaire for 2-4 year olds compared to the questionnaire for 4-17 (but the scoring
stays the same). One further hyperactivity item is softened slightly in the 2-4 year old
questionnaire. These three items are highlighted in Table 1.
 Large population-based surveys in the UK suggest slightly different population norms for
2-4 year olds compared to older children. The provisional proposed banding of SDQ
scores for 2-4 year olds is shown in Table 3.
Table 1: Scoring the SDQ for 2-4 year olds
Not
True

Somewhat
True

Certainly
True

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

0
2
0
0

1
1
1
1

2
0
2
2

0

1

2

0
0
0
2

1
1
1
1

2
2
2
0

2

1

0

Peer problems scale
ITEM 6: Rather solitary, tends to play alone
ITEM 11: Has at least one good friend
ITEM 14: Generally liked by other children
ITEM 19: Picked on or bullied…
ITEM 23: Gets on better with adults than with other children

0
2
2
0
0

1
1
1
1
1

2
0
0
2
2

Prosocial scale
ITEM 1: Considerate of other people's feelings
ITEM 4: Shares readily with other children…
ITEM 9: Helpful if someone is hurt…
ITEM 17: Kind to younger children
ITEM 20: Often volunteers to help others…

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

Emotional problems scale
ITEM 3: Often complains of headaches…
ITEM 8: Many worries…
ITEM 13: Often unhappy, downhearted…
ITEM 16: Nervous or clingy in new situations…
ITEM 24: Many fears, easily scared
Conduct problems Scale
ITEM 5: Often has temper tantrums or hot tempers
ITEM 7: Generally obedient…
ITEM 12: Often fights with other children…
ITEM 18: Often argumentative with adults [REPLACES: Often lies
or cheats]
ITEM 22: Can be spiteful to others [REPLACES: Steals from home,
school or elsewhere]
Hyperactivity scale
ITEM 2: Restless, overactive…
ITEM 10: Constantly fidgeting or squirming
ITEM 15: Easily distracted, concentration wanders
ITEM 21: Can stop and think things out before acting [SOFTENED
VERSION OF: Thinks things out before acting]
ITEM 25: Sees tasks through to the end…
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Total difficulties score: This is generated by summing scores from all the scales except the
prosocial scale. The resultant score ranges from 0 to 40, and is counted as missing of one of
the 4 component scores is missing.
Generating impact scores
When using a version of the SDQ that includes an ‘impact supplement’, the items on overall
distress and impairment can be summed to generate an impact score that ranges from 0 to 10
for parent--report, and from 0 to 6 for teacher-report.
The impact score for 2-4 year olds is calculated in an identical way to the SDQ score for 4-17
year olds. The only change is that, as highlighted below, the item on ‘Classroom learning’ for 417 year olds becomes ‘Learning’ for 2-4 year olds.
Table 2: Scoring the SDQ impact supplement
Not
at all

Only a
little

A medium
amount

A great
deal

Parent report:
Difficulties upset or distress child
Interfere with HOME LIFE
Interfere with FRIENDSHIPS
Interfere with CLASSROOM LEARNING
Interfere with LEISURE ACTIVITIES

0
0
0
0
0

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

Teacher report:
Difficulties upset or distress child
Interfere with PEER RELATIONS
Interfere with CLASSROOM LEARNING

0
0
0

0
0
0

1
1
1

2
2
2

Responses to the questions on chronicity and burden to others are not included in the impact
score. When respondents have answered ‘no’ to the first question on the impact supplement
(i.e. when they do not perceive themselves as having any emotional or behavioural difficulties),
they are not asked to complete the questions on resultant distress or impairment; the impact
score is automatically scored zero in these circumstances.
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Cut-points for SDQ scores for 2-4 year olds: provisional banding
The bands for the SDQ for 4-17 year olds are defined such that around 10% of children are
‘high’ or ‘very high’ in a general population UK sample, with this figure of 10% chosen to reflect
the prevalence of psychiatric disorder in that population. For 2-4 year olds, we unfortunately
lack the kind of large, nationally-representative sample that informed the SDQ banding for 4-17
year olds. Pending the collection of such data, we have therefore created a provisional
banding of SDQ scores for 2-4 year olds drawing on two sources of information:
1. Estimate of the prevalence of disorder in 2-4 year olds in the UK general
population: The ‘Preschool to School Study’ in outer London in 1973 found 7% with a
moderate to severe disorder and a further 15% with a mild disorder.
2. Data on the distribution of SDQ scores in 2-4 year olds: we used data from 11,592
children aged 2-3 whose parents had completed the SDQ for 2-4 year olds. This total
sample was made up of 1353 children 3 in Dumfries, Scotland, and 10,239 aged 30
months in Glasgow Scotland. We also used data from 10,004 children aged 4 whose
teachers
had
completed
the
SDQ
for
2-4
year
olds.
See
http://sdqinfo.org/UK3yearNorm.html for further details of these samples and for an
acknowledgement of the individuals and organisations involved.
We have used the SDQ distribution data to propose a provisional banding of SDQ scores for 24 year olds. In doing so, we have sought cut-points such that around 80% of children are ‘close
to average’, 12% ‘slightly raised’, 4% ‘high’ and 4% ‘very high’ (or, for the prosocial scale, 80%
are close to average, 12% ‘slightly lowered’, 4% ‘low’ and 4% ‘very low’). Similar cut-points
were observed for parent SDQs collected in a smaller American sample (N=307) of 2-4 year
olds.
Table 3: Provisional banding of SDQ scores for 2-4 year olds
Provisional four-band categorisation
Close to
Slightly
High
Very high
average
raised
(/Low)
(very low)
(/slightly
lowered)
Parent completed SDQ
Total difficulties score
Emotional problems score
Conduct problems score
Hyperactivity score
Peer problems score
Prosocial score
Impact score

0-12
0-2
0-3
0-5
0-2
7-10
0

13-15
3
4
6
3
6
1

16-18
4
5
7
4
5
2

19-40
5-10
6-10
8-10
5-10
0-4
3-10

Teacher completed SDQ
Total difficulties score
0-10
11-14
15-17
18-40
Emotional problems score
0-2
3
4
5-10
Conduct problems score
0-2
3
4
5-10
Hyperactivity score
0-4
5-6
7
8-10
Peer problems score
0-2
3-4
5
6-10
Prosocial score
5-10
4
3
0-2
Impact score
0
1
2
3-10
Note that to turn this into a 3-band solution, simply combine the highest two categories.
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Scoring the Strengths & Difficulties Questionnaire for age 4-17
The 25 items in the SDQ comprise 5 scales of 5 items each. It is usually easiest to score all 5
scales first before working out the total difficulties score. ‘Somewhat True’ is always scored as
1, but the scoring of ‘Not True’ and ‘Certainly True’ varies with the item, as shown below scale
by scale. For each of the 5 scales the score can range from 0 to 10 if all items were completed.
These scores can be scaled up pro-rata if at least 3 items were completed, e.g. a score of 4
based on 3 completed items can be scaled up to a score of 7 (6.67 rounded up) for 5 items.
Table 1: Scoring symptom scores on the SDQ for 4-17 year olds
Not
True
Emotional problems scale
ITEM 3: Often complains of headaches… (I get a lot of headaches…)
ITEM 8: Many worries… (I worry a lot)
ITEM 13: Often unhappy, downhearted… (I am often unhappy….)
ITEM 16: Nervous or clingy in new situations… (I am nervous in new
situations…)
ITEM 24: Many fears, easily scared (I have many fears…)
Conduct problems Scale
ITEM 5: Often has temper tantrums or hot tempers (I get very angry)
ITEM 7: Generally obedient… (I usually do as I am told)
ITEM 12: Often fights with other children… (I fight a lot)
ITEM 18: Often lies or cheats (I am often accused of lying or cheating)
ITEM 22: Steals from home, school or elsewhere (I take things that are not
mine)
Hyperactivity scale
ITEM 2: Restless, overactive… (I am restless…)
ITEM 10: Constantly fidgeting or squirming (I am constantly fidgeting….)
ITEM 15: Easily distracted, concentration wanders (I am easily distracted)
ITEM 21: Thinks things out before acting (I think before I do things)
ITEM 25: Sees tasks through to the end… (I finish the work I am doing)
Peer problems scale
ITEM 6: Rather solitary, tends to play alone (I am usually on my own)
ITEM 11: Has at least one good friend (I have one goof friend or more)
ITEM 14: Generally liked by other children (Other people my age generally
like me)
ITEM 19: Picked on or bullied by other children… (Other children or young
people pick on me)
ITEM 23: Gets on better with adults than with other children (I get on better
with adults than with people my age)
Prosocial scale
ITEM 1: Considerate of other people's feelings (I try to be nice to other
people)
ITEM 4: Shares readily with other children… (I usually share with others)
ITEM 9: Helpful if someone is hurt… (I am helpful is someone is hurt…)
ITEM 17: Kind to younger children (I am kind to younger children)
ITEM 20: Often volunteers to help others… (I often volunteer to help others)

Somewhat
True

Certainly
True

0
0
0
0

1
1
1
1

2
2
2
2

0

1

2

0
2
0
0
0

1
1
1
1
1

2
0
2
2
2

0
0
0
2
2

1
1
1
1
1

2
2
2
0
0

0
2
2

1
1
1

2
0
0

0

1

2

0

1

2

0

1

2

0
0
0
0

1
1
1
1

2
2
2
2
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Total difficulties score: This is generated by summing scores from all the scales except the
prosocial scale. The resultant score ranges from 0 to 40, and is counted as missing of one of
the 4 component scores is missing.
‘Externalising’ and ‘internalising’ scores: The externalising score ranges from 0 to 20 and is
the sum of the conduct and hyperactivity scales. The internalising score ranges from 0 to 20 and
is the sum of the emotional and peer problems scales. Using these two amalgamated scales
may be preferable to using the four separate scales in community samples, whereas using the
four separate scales may add more value in high-risk samples (see Goodman & Goodman.
2009 Strengths and difficulties questionnaire as a dimensional measure of child mental health. J
Am Acad Child Adolesc Psychiatry 48(4), 400-403).

Generating impact scores
When using a version of the SDQ that includes an ‘impact supplement’, the items on overall
distress and impairment can be summed to generate an impact score that ranges from 0 to 10
for parent- and self-report, and from 0 to 6 for teacher-report.
Table 2: Scoring the SDQ impact supplement
Not
at all

Only a
little

A medium
amount

A great
deal

Parent report:
Difficulties upset or distress child
Interfere with HOME LIFE
Interfere with FRIENDSHIPS
Interfere with CLASSROOM LEARNING
Interfere with LEISURE ACTIVITIES

0
0
0
0
0

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

Teacher report:
Difficulties upset or distress child
Interfere with PEER RELATIONS
Interfere with CLASSROOM LEARNING

0
0
0

0
0
0

1
1
1

2
2
2

Self-report report:
Difficulties upset or distress child
Interfere with HOME LIFE
Interfere with FRIENDSHIPS
Interfere with CLASSROOM LEARNING
Interfere with LEISURE ACTIVITIES

0
0
0
0
0

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

Responses to the questions on chronicity and burden to others are not included in the impact
score. When respondents have answered ‘no’ to the first question on the impact supplement
(i.e. when they do not perceive themselves as having any emotional or behavioural difficulties),
they are not asked to complete the questions on resultant distress or impairment; the impact
score is automatically scored zero in these circumstances.
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Cut-points for SDQ scores: original three-band solution and newer four-band solution
Although SDQ scores can be used as continuous variables, it is sometimes convenient to
categorise scores. The initial bandings presented for the SDQ scores were ‘normal’, ‘borderline’
and ‘abnormal’. These bandings were defined based on a population-based UK survey,
attempting to choose cutpoints such that 80% of children scored ‘normal’, 10% ‘borderline’ and
10% ‘abnormal’.
More recently a four-fold classification has been created based on an even larger UK
community sample. This four-fold classification differs from the original in that it (1) divided the
top ‘abnormal’ category into two groups, each containing around 5% of the population, (2)
renamed the four categories (80% ‘close to average’, 10% ‘slightly raised, 5% ‘high’ and 5%
‘very high’ for all scales except prosocial, which is 80% ‘close to average’, 10% ‘slightly
lowered’, 5% ‘low’ and 5% ‘very low’), and (3) changed the cut-points for some scales, to better
reflect the proportion of children in each category in the larger dataset.
Table 3: Categorising SDQ scores for 4-17 year olds
Original three-band
categorisation
Normal Borderline Abnormal

Newer four-band categorisation
Close to
average

Slightly
raised
(/slightly
lowered)

High
(/Low)

Very high
(very low)

Parent completed SDQ
Total difficulties score
Emotional problems score
Conduct problems score
Hyperactivity score
Peer problems score
Prosocial score
Impact score

0-13
0-3
0-2
0-5
0-2
6-10
0

14-16
4
3
6
3
5
1

17-40
5-10
4-10
7-10
4-10
0-4
2-10

0-13
0-3
0-2
0-5
0-2
8-10
0

14-16
4
3
6-7
3
7
1

17-19
5-6
4-5
8
4
6
2

20-40
7-10
6-10
9-10
5-10
0-5
3-10

Teacher completed SDQ
Total difficulties score
Emotional problems score
Conduct problems score
Hyperactivity score
Peer problems score
Prosocial score
Impact score

0-11
0-4
0-2
0-5
0-3
6-10
0

12-15
5
3
6
4
5
1

16-40
6-10
4-10
7-10
5-10
0-4
2-10

0-11
0-3
0-2
0-5
0-2
6-10
0

12-15
4
3
6-7
3-4
5
1

16-18
5
4
8
5
4
2

19-40
6-10
5-10
9-10
6-10
0-3
3-10

Self-completed SDQ
Total difficulties score
Emotional problems score
Conduct problems score
Hyperactivity score
Peer problems score
Prosocial score
Impact score

0-15
0-5
0-3
0-5
0-3
6-10
0

16-19
6
4
6
4-5
5
1

20-40
7-10
5-10
7-10
6-10
0-4
2-10

0-14
0-4
0-3
0-5
0-2
7-10
0

15-17
5
4
6
3
6
1

18-19
6
5
7
4
5
2

20-40
7-10
6-10
8-10
5-10
0-4
3-10

Note that both these systems only provide a rough-and-ready way of screening for disorders;
combining information from SDQ symptom and impact scores from multiple informants is better,
but still far from perfect.

SPENCE CHILDREN’S ANXIETY SCALE
Your Name:

Date:

PLEASE PUT A CIRCLE AROUND THE WORD THAT SHOWS HOW OFTEN EACH OF THESE THINGS
HAPPEN TO YOU. THERE ARE NO RIGHT OR WRONG ANSWERS.
1.

I worry about things..........................................................……………… Never

Sometimes

Often

Always

2.

I am scared of the dark......................................................…………….. Never

Sometimes

Often

Always

3.

When I have a problem, I get a funny feeling in my stomach………...

Never

Sometimes

Often

Always

4.

I feel afraid...................................................................………..………... Never

Sometimes

Often

Always

5.

I would feel afraid of being on my own at home......…………………....

Never

Sometimes

Often

Always

6.

I feel scared when I have to take a test.......................…………………. Never

Sometimes

Often

Always

7.

I feel afraid if I have to use public toilets or bathrooms...........…………. Never

Sometimes

Often

Always

8.

I worry about being away from my parents......................………………. Never

Sometimes

Often

Always

9.

I feel afraid that I will make a fool of myself in front of people............... Never

Sometimes

Often

Always

10. I worry that I will do badly at my school work...............…………………. Never

Sometimes

Often

Always

11. I am popular amongst other kids my own age.................……………..... Never

Sometimes

Often

Always

12. I worry that something awful will happen to someone in my family........ Never

Sometimes

Often

Always

13. I suddenly feel as if I can’t breathe when there is no reason for this.....

Never

Sometimes

Often

Always

14. I have to keep checking that I have done things right (like the switch
is off, or the door is locked).....…………………………………………….

Never

Sometimes

Often

Always

15. I feel scared if I have to sleep on my own....................…………………. Never

Sometimes

Often

Always

16. I have trouble going to school in the mornings because I feel nervous
or afraid...................................................…………………………………. Never

Sometimes

Often

Always

17. I am good at sports....................................………………....................... Never

Sometimes

Often

Always

18. I am scared of dogs.....................................................………………...... Never

Sometimes

Often

Always

19. I can’t seem to get bad or silly thoughts out of my head...……………... Never

Sometimes

Often

Always

20. When I have a problem, my heart beats really fast....…………………..

Never

Sometimes

Often

Always

21. I suddenly start to tremble or shake when there is no reason for this...

Never

Sometimes

Often

Always

22. I worry that something bad will happen to me...…........…………………. Never

Sometimes

Often

Always

23. I am scared of going to the doctors or dentists.........…………………..... Never

Sometimes

Often

Always

24. When I have a problem, I feel shaky...............................……………….. Never

Sometimes

Often

Always

25. I am scared of being in high places or lifts (elevators)………………….

Sometimes

Often

Always

Never

26. I am a good person......................................................…………..... Never

Sometimes

Often

Always

27. I have to think of special thoughts to stop bad things from happening
(like numbers or words).......................………………………….…

Never

Sometimes

Often

Always

I feel scared if I have to travel in the car, or on a Bus or a train............. Never

Sometimes

Often

Always

29. I worry what other people think of me......................…………………...... Never

Sometimes

Often

Always

movies, buses, busy playgrounds)..........………………………………… Never

Sometimes

Often

Always

31. I feel happy...............................................................................………….. Never

Sometimes

Often

Always

32. All of a sudden I feel really scared for no reason at all…………………. Never

Sometimes

Often

Always

33. I am scared of insects or spiders.....................................……………….. Never

Sometimes

Often

Always

34. I suddenly become dizzy or faint when there is no reason for this......... Never

Sometimes

Often

Always

35. I feel afraid if I have to talk in front of my class.....……………………….. Never

Sometimes

Often

Always

36. My heart suddenly starts to beat too quickly for no reason…………….. Never

Sometimes

Often

Always

37. I worry that I will suddenly get a scared feeling when there is nothing
to be afraid of....................................………………………………........… Never

Sometimes

Often

Always

38. I like myself................................................................…………………….. Never

Sometimes

Often

Always

39. I am afraid of being in small closed places, like tunnels or small rooms. Never

Sometimes

Often

Always

40. I have to do some things over and over again (like washing my hands,
cleaning or putting things in a certain order)...…………………………... Never

Sometimes

Often

Always

41. I get bothered by bad or silly thoughts or pictures in my mind…………. Never

Sometimes

Often

Always

42. I have to do some things in just the right way to stop bad things
happening................................................…………………….…………... Never

Sometimes

Often

Always

43. I am proud of my school work.......................................…….………….... Never

Sometimes

Often

Always

44. I would feel scared if I had to stay away from home overnight…………. Never

Sometimes

Often

Always

45. Is there something else that you are really afraid of?.....……………..…. YES

NO

Often

Always
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30. I am afraid of being in crowded places (like shopping centres, the

Please write down what it is

How often are you afraid of this thing?...........................………………… Never

C
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Sometimes

Spence Child’s Anxiety Scale Scoring (Child Version)
Administration
The scale is completed by asking the child to read and follow the
instructions on the printed form. The child is asked to rate on a 4-point
scale: 'never', 'sometimes', 'often', or 'always' to indicate how often each of
the items happens to them. There is no set time period over which the
judgement has to be made. The response is made by circling the
appropriate frequency word.
Scoring
Only the 38 anxiety items are scored.
The responses are scored:
Never = 0
Sometimes = 1
Often = 2
Always = 3
This yields a maximum possible score of 114.
Total Score Calculation
The total score is the sum of items 1 + 2 + 3 + 4 + 5 + 6 + 7 + 8 + 9 +
10 + 12 + 13 + 14 + 15 + 16 + 18 + 19 + 20 + 21 + 22 + 23 + 24 + 25
+ 27 + 28 + 29 + 30 + 32 + 33 + 34 + 35 + 36 + 37 + 39 + 40 + 41 +
42 + 44.
Alternatively, the Total Score may be computed from adding together all
the subscale scores.

SPENCE CHILDREN’S ANXIETY SCALE
(Parent Report)
Your Name:

Date:

Your Child’s Name:

BELOW IS A LIST OF ITEMS THAT DESCRIBE CHILDREN. FOR EACH ITEM PLEASE CIRCLE THE
RESPONSE THAT BEST DESCRIBES YOUR CHILD. PLEASE ANSWER ALL THE ITEMS.
1.

My child worries about things.........................................................…

Never

Sometimes

Often

Always

2.

My child is scared of the dark......................................................…….

Never

Sometimes

Often

Always

3.

When my child has a problem, s(he) complains of
having a funny feeling in his / her stomach ………..............................

Never

Sometimes

Often

Always

4.

My child complains of feeling afraid......................................................

Never

Sometimes

Often

Always

5.

My child would feel afraid of being on his/her own at home…………....

Never

Sometimes

Often

Always

6.

My child is scared when s(he) has to take a test..........………………….

Never

Sometimes

Often

Always

7.

My child is afraid when (s)he has to use public toilets or bathrooms.….

Never

Sometimes

Often

Always

8.

My child worries about being away from us / me..............………………. Never

Sometimes

Often

Always

9.

My child feels afraid that (s)he will make a fool of him/herself
in front of people..............…………….....…............…………….............

Never

Sometimes

Often

Always

10. My child worries that (s)he will do badly at school.........…………………. Never

Sometimes

Often

Always

11. My child worries that something awful will happen to
someone in our family...................……….......…………...……………..... Never

Sometimes

Often

Always

12. My child complains of suddenly feeling as if (s)he can't breathe
when there is no reason for this.............……….......…………...…………. Never

Sometimes

Often

Always

13. My child has to keep checking that (s)he has done things right
(like the switch is off, or the door is locked).. ..........….........…………...... Never

Sometimes

Often

Always

14. My child is scared if (s)he has to sleep on his/her own…………………… Never

Sometimes

Often

Always

15. My child has trouble going to school in the mornings because
(s)he feels nervous or afraid....................…………………………………. Never

Sometimes

Often

Always

16. My child is scared of dogs ......................…………………………………. Never

Sometimes

Often

Always

17. My child can't seem to get bad or silly thoughts out of his / her head........ Never

Sometimes

Often

Always

18. When my child has a problem, s(he) complains of
his/her heart beating really fast....................................………………...... Never

Sometimes

Often

Always

19. My child suddenly starts to tremble or shake when there
is no reason for this...…….......................…...............................………... Never

Sometimes

Often

Always

20. My child worries that something bad will happen to him/her…………….. Never

Sometimes

Often

Always

21. My child is scared of going to the doctor or dentist ………………………. Never

Sometimes

Often

Always

22. When my child has a problem, (s)he feels shaky…........…………………. Never

Sometimes

Often

Always

23. My child is scared of heights (eg. being at the top of a cliff)........………... Never

Sometimes

Often

Always

24. My child has to think special thoughts (like numbers or words)
to stop bad things from happening.....…............................……………… Never

Sometimes

Often

Always

25. My child feels scared if (s)he has to travel in the
car, or on a bus or train …….......………...................……………………. Never

Sometimes

Often

Always

26. My child worries what other people think of him/her..........…………..... Never

Sometimes

Often

Always

27. My child is afraid of being in crowded places (like shopping centres,
the movies, buses, busy playgrounds).......................………………….… Never

Sometimes

Often

Always
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Never

Sometimes

Often

Always

29. My child is scared of insects or spiders.....................…………………...... Never

Sometimes

Often

Always

there is no reason for this..........…………………………………………… Never

Sometimes

Often

Always

31. My child feels afraid when (s)he has to talk in front of the class.....…….. Never

Sometimes

Often

Always

32. My child’s complains of his / her heart suddenly starting to
beat too quickly for no reason ……………………………………………… Never

Sometimes

Often

Always

33. My child worries that (s)he will suddenly get a scared feeling
when there is nothing to be afraid of...........................…..……………….. Never

Sometimes

Often

Always

34. My child is afraid of being in small closed places,
like tunnels or small rooms.........…..………........................…..………..... Never

Sometimes

Often

Always

35. My child has to do some things over and over again (like washing
his / her hands, cleaning or putting things in a certain order).....………… Never

Sometimes

Often

Always

36. My child gets bothered by bad or silly thoughts or pictures
in his/her head ………….…..………........................…...................…..… Never

Sometimes

Often

Always

37. My child has to do certain things in just the right way to stop
bad things from happening ...............………………………………........… Never

Sometimes

Often

Always

38. My child would feel scared if (s)he had to stay away from
home overnight..........................................................…………………….. Never

Sometimes

Often

Always

39. Is there anything else that your child is really afraid of? .....…………..…. YES

NO

All of a sudden my child feels really scared for no reason at all.............

30. My child complains of suddenly becoming dizzy or faint when

Please write down what it is, and fill out how often (s)he is
afraid of this thing: ________________________________________

Never

Sometimes

Often

Always

________________________________________________________

Never

Sometimes

Often

Always

________________________________________________________

Never

Sometimes

Often

Always
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The Spence Children’s
Anxiety Scale (SCAS) –
Parent version
Directions for use
Description
The scale consists of 38 anxiety items and one open-ended, non-scored item.
It provides an overall measure of anxiety together with scores on six subscales each tapping a specific aspect of child anxiety.
Administration
The scale is completed by asking the parent to follow the instructions on the
printed form. The parent is asked to rate on a four-point scale – ‘never’,
‘sometimes’, ‘often’ or ‘always’ – how often each of the items happens to their
child. There is no set time period over which the judgement has to be made.
The response is made by circling the appropriate word.
Scoring
The responses are scored:
Never
0
Sometimes 1
Often
2
Always
3
This yields a maximum possible score of 114.
The sub-scale scores are computed by adding the individual item scores on
the set of items as follows:
Panic attack and
agoraphobia
Separation anxiety
Physical injury fears
Social phobia
Obsessive compulsive
Generalized anxiety
disorder / overanxious
disorder

12 +19 +25 +27 +28 +30 +32 +33 +34
5
2
6
13
1

+8
+16
+7
+17
+3

+11
+21
+9
+24
+4

+14
+23
+10
+35
+18

+15
+29
+26
+36
+20

+38
+31
+37
+22

The total score is the sum of all these six sub-scale scores.

Strengths and Difficulties Questionnaire (SDQ)
Extensive support materials are available on the SDQ developers‟ website, including copies of
the various versions of the instrument, back ground information and scoring instructions. See
http://www.sdqinfo.com. There are six versions (parent-report and youth-self report) currently
specified for NOCC reporting with an additional four versions (teacher-report) that may be of use
at the clinical level (see appendices).
The “1” versions are administered on admission and are rated on the basis of the proceeding 6
months. The “2” follow up versions are administered on review and discharge and are rated on
the basis of the previous 1 month period. The versions specified for NOCC reporting are:
PC1 – Parent Report Measure for Children aged 04-10, Baseline version;
PC2 – Parent Report Measure for Children and Adolescents aged 4-10, Follow up version;
PY1 – Parent Report Measure for Youth aged 11-17, Baseline version;
PY2 – Parent Report Measure for Youth aged 11-17; Follow up version;
YR1 – Youth self report measure (11-17), Baseline version; and
YR2 – Youth self report measure (11-17), Follow up version.
Please note that the item numbering in the SDQ versions is deliberately non sequential because
it covers all items in all versions, both to indicate item equivalence across versions and to assist
data entry, especially of translated versions. The table below indicates the items that are
included in each version, the rating periods used and the broad content covered by each item.

Informant
Age range
Application
Rating period

Items
1-25

Young Person

4-10

11-17

Symptoms

Overall
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Duration

28-33

Impact

34-35

Follow up progress

36-38

Cross-Informant
information
Cross-Informant
information

11-17

Baseline

Followup

Baseline

Follow-up

Baseline

Followup

6 months

1 month

6 months

1 month

6 months

1 month

PC1

PC2

PY1

PY2

YR1

YR2





x



x







x



x







x






x



x

x

x

x

x

x

x



x

Item Content

26

39-42

Parent

Version




In addition to the measures listed above, the SDQ has four „teacher‟ versions, not specified for
NOCC reporting, but which have considerable clinical utility in the assessment and treatment of
children and adolescents. These are similar to the Parent-report versions, but do not contain
“cross-informant” items. These measures are included here for information only:
TC1 –Teacher Report Measure for Children aged 04-10 on initial contact with service
(Admission);
TC2 - Teacher Report Measure for Children and Adolescents aged 04-10 on follow up
contact with service (Review & Discharge);
TY1 - Teacher Report Measure for Youth aged 11-17 on initial contact with service
(Admission); and
TY2 - Teacher Report Measure for Youth aged 11-17 on follow up contact with service
(Review & Discharge).
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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Area Logo
PC1
Parent Report Measures for
Children and Adolescents
SDQ(P)04-10
Facility Name:

Code:

___________________

Please used gummed label if available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___

Female 2

Address:

|___|___|___|___|

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of your
child‟s behaviour over the last six months.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches or sickness







4.

Shares readily with other children, for example toys, treats, pencils







5.

Often loses temper







6.

Rather solitary, prefers to play alone







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other children or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other children







15.

Easily distracted, concentration wanders







16.

Nervous or clingy in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other children







20.

Often volunteers to help others (parents, teachers, other children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other children







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end







SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50,
Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 04-10 SELF–REPORT MEASURE (1 of 2)

1.

Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?

Over the last six months, have your child‟s teachers complained of:

No

A Little

A Lot

36.

Fidgetiness, restlessness or overactivity







37.

Poor concentration or being easily distracted







38.

Acting without thinking, frequently butting in, or not waiting for his or
her turn
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Overall, do you think that your child has difficulties in any
of the following areas: emotions, concentration, behaviour
or being able to get along with other people?

No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









27

28

1-5 months

6-12
months

Over a
year









Not at all

A little

A medium
amount

A great
deal

















30. FRIENDSHIPS









31. CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties put a burden on you or the family as a
whole?









How long have these difficulties been present?

Do the difficulties upset or distress your child?

Do the difficulties interfere with your child‟s everyday life in the
following areas?
29. HOME LIFE

33

Signature____________________________

Date_________________

Mother/Father/Other (please specify):_____________________________

Thank you very much for your help.
© Robert Goodman 2002
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50,
Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 04-10 SELF–REPORT MEASURE (2of 2)

Less than
a month

Module PC1 v2

If you have answered “Yes”, please answer the following questions about these difficulties:

Area Logo
PC2
Parent Report Measures for
Children and Adolescents
SDQ(P)04-10 FU

Please used gummed label if
available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___
Facility Name:

Code:

___________________
|___|___|___|___|

Female 2

Address:

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help
us if you answered all items as best you can even if you are not absolutely certain. Please give your answers on
the basis of your child‟s behaviour over the last month.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other children, for example toys, treats, pencils







5.

Often loses temper







6.

Rather solitary, prefers to play alone







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other children or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other children







15.

Easily distracted, concentration wanders







16.

Nervous or clingy in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other children







20.

Often volunteers to help others (parents, teachers, other children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other children







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end







Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 04-10 FU SELF–REPORT MEASURE (1 of 2)

1.

34

35

26

Since coming to the service, are your child‟s
problems:

Much
worse

A bit worse

About the
same

A bit better

Much
better











Has coming to the service been helpful in other ways
e.g. providing information or making the problems more
bearable?

Overall, do you think that your child has difficulties in
any of the following areas: emotions, concentration,
behaviour or being able to get along with other people?

Not at all

A little





A medium
A great deal
amount





No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:
A medium
amount

A great
deal

















30 FRIENDSHIPS









31 CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties put a burden on you or the family as a
whole?









Do the difficulties upset or distress your child?

Do the difficulties interfere with your child‟s everyday life in the
following areas?
29. HOME LIFE

33

Signature____________________________

Date _________________

Mother/Father/Other (please specify):_____________________________
Thank you very much for your help.
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 04-10 FU SELF–REPORT MEASURE (2 of 2)

A little

Module PC2 v2

28

Not at all

Area Logo

Please used gummed label if
available

Parent Report Measures for
Children and Adolescents
SDQ(P)11-17

Other names:
Date of Birth:
___ ___ / ___ ___ / ___ ___ ___ ___

Code:

|___|___|___|___|___|___|___|___|

Surname:

PY1
Facility Name:

Patient or Client Identifier:

___________________
|___|___|___|___|

Sex:
Male 1

Female 2

Address:

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of your
child‟s behaviour over the last six months.
Strengths and Difficulties Questionnaire

Not True Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other young people, for example CDs, games, food







5.

Often loses temper







6.

Would rather be alone than with other young people







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other young people or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other young people







15.

Easily distracted, concentration wanders







16.

Nervous in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other young people







20.

Often volunteers to help others (parents, teachers, children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other young people







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end







Please turn over – there are a few more questions on the other side
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 11-17 SELF–REPORT MEASURE (1 of 2)

1.

Do you have any other comments or concerns?

Over the last six months, have your child‟s teachers complained of:

No

A Little

A Lot

36.

Fidgetiness, restlessness or overactivity







37.

Poor concentration or being easily distracted







38.

Acting without thinking, frequently butting in, or not waiting for his
or her turn







26.

Overall, do you think that your child has difficulties in any
of the following areas: emotions, concentration, behaviour
or being able to get along with other people?

No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:

27.

1-5
months

6-12
months

Over a
year









Not at all

A little

A medium
amount

A great
deal

















30. FRIENDSHIPS









31. CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties put a burden on you or the family as a
whole?









How long have these difficulties been present?

Do the difficulties upset or distress your child?

Do the difficulties interfere with your child‟s everyday life in the
following areas?
29. HOME LIFE

33.

Signature____________________________

Date_________________

Mother/Father/Other (please specify):_____________________________
Thank you very much for your help.
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 11-17 SELF–REPORT MEASURE (2of 2)

28.

Less than
a month

Area Logo
PY2
Parent Report Measures for
Children and Adolescents
SDQ(P)11-17 FU

Please used gummed label if
available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___
Facility Name:

Code:

___________________
|___|___|___|___|

Female 2

Address:

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of your
child‟s behaviour over the last month.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

1.

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other young people, for example CDs, games,
food





5.

Often loses temper







6.

Would rather be alone than with other young people







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other young people or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other young people







15.

Easily distracted, concentration wanders







16.

Nervous in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other young people







20.

Often volunteers to help others (parents, teachers, children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other young people







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end









SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 11-17 FU SELF–REPORT MEASURE (1 of 2)

Please turn over – there are a few more questions on the other side

Do you have any other comments or concerns?

34.

35.

26.

Since coming to the service, are your child‟s
problems:

Much
worse

A bit worse

About the
same

A bit better

Much
better











Has coming to the service been helpful in other ways
e.g. providing information or making the problems more
bearable?

Overall, do you think that your child has difficulties in
any of the following areas: emotions, concentration,
behaviour or being able to get along with other people?

Not at all

A little





A medium
A great deal
amount





No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:
A little

A medium
amount

A great
deal

















30. FRIENDSHIPS









31. CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties put a burden on you or the family as a
whole?









Do the difficulties upset or distress your child?

Do the difficulties interfere with your child‟s everyday life in the
following areas?
29. HOME LIFE

33.

Signature____________________________

Date _________________

Mother/Father/Other (please specify):_____________________________
Thank you very much for your help.
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (P) 11-17 FU SELF–REPORT MEASURE (2 of 2)

28.

Not at all

Area Logo
YR1
Youth Report Measures for
Children and Adolescents
SDQ(S)11-17

Please used gummed label if
available

Code:

___________________
|___|___|___|___|

|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:
___ ___ / ___ ___ / ___ ___ ___ ___

Facility Name:

Patient or Client Identifier:

Sex:
Male 1

Female 2

Address:

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of how
things have been for you over the last six months.
Strengths and Difficulties Questionnaire

Not True Somewhat
True

Certainly
True

I try to be nice to other people. I care about their feelings







2.

I am restless, I cannot stay still for long







3.

I get a lot of headaches, stomach-aches, or sickness







4.

I usually share with others, for example CDs, games, food







5.

I get very angry and often lose my temper







6.

I would rather be alone than with people of my age







7.

I usually do as I am told







8.

I worry a lot







9.

I am helpful if someone is hurt, upset or feeling ill







10.

I am constantly fidgeting or squirming







11.

I have one good friend or more







12.

I fight a lot. I can make other people do what I want







13.

I am often unhappy, depressed or tearful







14.

Other people my age generally like me







15.

I am easily distracted, I find it difficult to concentrate







16.

I am nervous in new situations. I easily lose confidence







17.

I am kind to younger children







18.

I am often accused of lying or cheating







19.

Other children or young people pick on me or bully me







20.

I often volunteer to help others (parents, teachers, children)







21.

I think before I do things







I take things that are not mine from home, school or elsewhere







23.

I get along better with adults than with people my own age







24.

I have many fears, I am easily scared







25.

I finish the work I‟m doing. My attention is good







22.

Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (S) 11-17 SELF–REPORT MEASURE (1 of 2)

1.

No

A Little

A Lot

39.

Does your family complain about you having problems with
overactivity or poor concentration?







40.

Do your teachers complain about you having problems with
overactivity or poor concentration?







41.

Does your family complain about you being awkward or
troublesome?







42.

Do your teachers complain about you being awkward or
troublesome?







26.

Overall, do you think that you have difficulties in any of
the following areas: emotions, concentration, behaviour
or being able to get along with other people?

No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:

27.

1-5 months

6-12
months

Over a
year









Not at all

A little

A medium
amount

A great
deal

















30. FRIENDSHIPS









31. CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties make it harder for those around you
(family, friends, teachers, etc.)?









How long have these difficulties been present?

Do the difficulties upset or distress you?

Do the difficulties interfere with your everyday life in the
following areas?
29. HOME LIFE

33.

Your Signature____________________________

Today‟s Date_________________

Thank you very much for your help.
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (S) 11-17 SELF–REPORT MEASURE (2of 2)

28.

Less than
a month

Area Logo
YR2
Youth Report Measures for
Children and Adolescents
SDQ(S)11-17 FU

Please used gummed label if
available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___
Facility Name:

Code:

___________________
|___|___|___|___|

Female 2

Address:

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of how
things have been for you over the last month.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

I try to be nice to other people. I care about their feelings







2.

I am restless, I cannot stay still for long







3.

I get a lot of headaches, stomach-aches, or sickness







4.

I usually share with others, for example CDs, games, food







5.

I get very angry and often lose my temper







6.

I would rather be alone than with people of my age







7.

I usually do as I am told







8.

I worry a lot







9.

I am helpful if someone is hurt, upset or feeling ill







10.

I am constantly fidgeting or squirming







11.

I have one good friend or more







12.

I fight a lot. I can make other people do what I want







13.

I am often unhappy, depressed or tearful







14.

Other people my age generally like me







15.

I am easily distracted, I find it difficult to concentrate







16.

I am nervous in new situations. I easily lose confidence







17.

I am kind to younger children







18.

I am often accused of lying or cheating







19.

Other children or young people pick on me or bully me







20.

I often volunteer to help others (parents, teachers, children)







21.

I think before I do things







22.

I take things that are not mine from home, school or elsewhere







23.

I get along better with adults than with people my own age







24.

I have many fears, I am easily scared







25.

I finish the work I‟m doing. My attention is good







Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (S) 11-17 FU SELF–REPORT MEASURE (1 of 2)

1.

34.

35.

26.

Much
worse

A bit worse

About the
same

A bit better

Much
better











Since coming to the service, are your
problems:

Has coming to the service been helpful in other ways
e.g. providing information or making the problems more
bearable?

Overall, do you think that you have difficulties in any of
the following areas: emotions, concentration, behaviour
or being able to get along with other people?

Not at all

A little





A medium
A great deal
amount





No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:
A little

A medium
amount

A great
deal

















30. FRIENDSHIPS









31. CLASSROOM LEARNING









32. LEISURE ACTIVITIES









Do the difficulties make it harder for those around you
(family, friends, teachers, etc.)?









Do the difficulties upset or distress you?

Do the difficulties interfere with your everyday life in the
following areas?
29. HOME LIFE

33.

Your Signature____________________________
Today‟s Date _________________
Thank you very much for your help.
© Robert Goodman 2002

NOTE: The SDQ forms displayed above are the generic forms used in NSW.

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (S) 11-17 FU SELF–REPORT MEASURE (2 of 2)

28.

Not at all

SDQ items and Scale Summary scores
The first 25 items in the SDQ comprise 5 scales of 5 items each. It is usually easiest to score all
5 scales before working out the Total Difficulties score. For data entry, the responses to items
should always be entered the same way (see below), but they are not all scored the same way.
Somewhat True is always scored as 1, but the scoring of Not True and Certainly True varies with
each item (see Table 1). For each of the 5 scales the score can range from 0-10 if all 5 items
were completed. Scale scores can be prorated if at least 3 items were completed.

Table 1: The individual SDQ items and the Total score derived from them.
Not
True
Standard Values for Data Entry ========
Data
SDQ Item number and description
element
Emotional Symptoms Scale
Item 03
Often complains of headaches, ….
Item 08
Many worries or often seems worried
Item 13
Often unhappy, depressed or tearful
Item 16
Nervous or clingy in new situations ….
Item 24
Many fears, easily scared
Conduct Problem Scale
Item 05
Often loses temper ….
Item 07
Generally well behaved …...
Item 12
Often fights with other children ….
Item 18
Often lies or cheats
Item 22
Steals from home, school…….
Hyperactivity Scale
Item 02
Restless, overactive….
Item 10
Constantly fidgeting …
Item 15
Easily distracted ….
Item 21
Thinks things out before acting
Item 25
Good attention span, …
Peer Problem Scale
Item 06
Rather solitary, prefers to play alone
Item 11
Has at least one good friend
Item 14
Generally liked by other children
Item 19
Picked on or bullied….
Item 23
Gets along better with adults …
Prosocial Scale
Item 01
Considerate of other people‟s feelings
Item 04
Shares readily with other children, …
Item 09
Helpful if someone is hurt….
Item 17
Kind to younger children
Item 20
Often volunteers to help others …
SDQ Total Difficulties Score = Sum of Scales below
Emotional Symptoms Scale
Conduct Problem Scale
Hyperactivity Scale
Peer Problem Scale

0

Somewhat
True
1

Certainly
True
2
Summary
Score
0-10

Item Score
0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

0
2
0
0
0

1
1
1
1
1

2
0
2
2
2

0-10

0-10
0
0
0
2
2

1
1
1
1
1

2
2
2
0
0

0
2
2
0
0

1
1
1
1
1

2
0
0
2
2

0-10

0-10
0
0
0
0
0

1
1
1
1
1

2
2
2
2
2
0-40
0-10
0-10
0-10
0-10

NB. Bold items indicate reverse scoring
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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Calculating the Summary scores for the five Scales (Scale Scores)
Standard values must be used for coding Item responses and Summary scores. The standard
values for coding individual Item responses are 0 (Not True), 1 (Somewhat True), 2 (Certainly
True); and the „missing‟ values 7 (Unable to rate), 8 (Protocol exclusion) and 9 (Missing data).
The Item scores used in calculation are shown in the table above. For completed items
(response coded 0, 1, 2) the Item scores are usually the same as the standard values. The
exceptions are items 07, 11, 14, 21 and 25, which are shown bolded in the table. These items
are “reverse-scored”, that is, the standard value is mapped () to Item scores as follows: 02,
11, 20.
Summary scores are only calculated if at least three of the five items have been completed (that
is, coded 0, 1 or 2). Otherwise the summary score is set to missing. For the Summary scores, the
missing value used should be 99.
The Summary scores are computed using the equation shown below, with the result being
rounded to the nearest whole number. In the first 25 SDQ questions, each summary scale is
composed of five items.

Summary score

Sum of Item scores
N of valid (completed) Items

Number of Items

Calculating other diagnostic possibilities
In addition to their clinical value, the use of the perceptions of other informants can be used with
an algorithm available from www.youthinmind.net to calculate other likely diagnostic options.

Calculating the Total Difficulties scores
The simplest way to calculate the total difficulties score is to add up the following summary
scores with the result being rounded to the nearest whole number.
Total Score = Emotional Scale + Conduct Scale + Hyperactivity Scale + Peer Problem Scale.
However, some of the summary scores may be missing. The rule is if more than one summary
score is missing the Total Score is set to missing, value 99.

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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Calculating the Impact Score

Table 2: The individual SDQ impact items and the Total score derived from them.
Item Responses

Standard Value for Data Entry ========

Not at
all

A little

A medium
amount

A great
deal

0

1

2

3

Data
element

SDQ Item number and description

Item Score

Summary
score

Item 28

Difficulties upset or distress child

0

0

1

2

Item 29

Interfere with HOME LIFE

0

0

1

2

Item 30

Interfere with FRIENDSHIP

0

0

1

2

Item 31

Interfere with CLASSROOM LEARNING

0

0

1

2

Item 32

Interfere with LEISURE ACTIVITIES

0

0

1

2

SDQ IMPACT SCORE

0-10

These questions are NOT completed if respondents have answered “No” to Item 26, which asks
for an overall opinion about difficulties being present. In this case, all Item responses for Items
27 through 33 should be coded to “8” for “not applicable”, and the impact score should be coded
to zero. Item 27 is not included in the Impact Score, since it assesses the chronicity of the
difficulties – the length of time they have been present. Item 33 is not included in the Impact
Score, since it assess the burden on others rather than on the child/ youth.
The coded Item Responses for the remaining Items 28 through 32 have to be mapped to their
Item Scores before adding up. This mapping is the same for all, namely: 00, 10, 21, 32
as per the table above.
Standard values must be used for coding missing item and Total scores. For individual items, the
missing values are 7 unable to rate, 8 not applicable or protocol exclusion and 9 missing data.
For the Total score, the missing value should be 99.

Interpreting the SDQ Symptom Scores and Defining “Caseness” from Symptom
Scores
Although SDQ scores can often be used as continuous variables, it is sometimes convenient to
classify scores in the bands as set out in the Table below. Using the comments, a “substantial
risk of clinical significant problems” score on the Total Difficulties Score can be used to identify
likely „cases‟ with mental disorders. This is clearly only a rough- and ready method for detecting
disorders – combining information from SDQ symptom and impact scores from multiple
informants is better, but still far from perfect. Approximately 10% of a community sample scores
in the „substantial risk of clinically significant‟ band on any given score with a further 10% scoring
in the „may reflect clinically significant problems‟ band. The exact proportions vary according to
country, age and gender – normative SDQ data are available from the website
http://www.sdqinfo.com/b8.html. Banding and caseness criteria for these characteristics can be
adjusted; setting the threshold higher when avoiding false positives is of paramount importance,
and setting the threshold lower when avoiding false negatives is more important.

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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Table 1: Interpreting SDQ scores.
'This score is close to
average - clinically
significant problems in this
area are unlikely'

'This score is slightly
raised, which may reflect
clinically significant
problems'

'This score is high - there
is a substantial risk of
clinically significant
problems in this area'

Total Difficulties Score

0-13

14-16

17-40

Emotional Symptoms Score

0-3

4

5-10

Conduct Problem Score

0-2

3

4-10

Hyperactivity Score

0-5

6

7-10

PARENT VERSIONS

Peer Problem Score

0-2

3

4-10

'This score is close to
average – clinically
significant problems in this
area are unlikely'

'This score is slightly low,
which may reflect clinically
significant problems'

'This score is low - there is
a substantial risk of
clinically significant
problems in this area'

Prosocial Behaviour Score

6-10

5

0-4

SELF COMPLETED
VERSIONS

'This score is close to
average - clinically
significant problems in this
area are unlikely'

'This score is slightly
raised, which may reflect
clinically significant
problems'

'This score is high - there
is a substantial risk of
clinically significant
problems in this area'

Total Difficulties Score

0-15

16-19

20-40

Emotional Symptoms Score

0-5

6

7-10

Conduct Problem Score

0-3

4

5-10

Hyperactivity Score

0-5

6

7-10

Peer Problem Score

Prosocial Behaviour Score

0-3

4-5

6-10

'This score is close to
average - clinically
significant problems in this
area are unlikely'

'This score is slightly low,
which may reflect clinically
significant problems'

'This score is low - there is
a substantial risk of
clinically significant
problems in this area'

6-10

5

0-4

Note: This broad classification is based on information from the http://www.sdqinfo.org/ web site
© R Goodman and is derived from British norms. It is used with permission, and is intended to
provide a general reference range only, while more detailed clinical interpretations are being
developed with Dr. Goodman. It is anticipated that Australian norms will become available.
See http://www.sdqinfo.org/ for more information.

Versions NOT specified for NOCC reporting
Following are copies of the four SDQ versions not specified for NOCC reporting (ie teacher
reports).

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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Area Logo
TC1
Teacher Report Measures for
Children and Adolescents
SDQ(T)04-10

Please used gummed label if available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___

Female 2

Address:

Facility Name: __________________
Code:

|___|___|___|___|

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help
us if you answered all items as best you can even if you are not absolutely certain. Please give your answers on
the basis of the child‟s behaviour over the last six months or this school year.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches or sickness







4.

Shares readily with other children, for example toys, treats, pencils







5.

Often loses temper







6.

Rather solitary, prefers to play alone







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other children or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other children







15.

Easily distracted, concentration wanders







16.

Nervous or clingy in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other children







20.

Often volunteers to help others (parents, teachers, other children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other children







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end







Please turn over – there are a few more questions on the other side

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 04-10 SELF–REPORT MEASURE (1 of 2)

1.

Do you have any other comments or concerns?

26

Overall, do you think that this child has difficulties in any
of the following areas: emotions, concentration, behaviour
or being able to get along with other people?

No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:

27

28

Less than
a month

1-5 months

6-12
months

Over a
year









Not at all

A little

A medium
amount

A great
deal









30. PEER RELATIONSHIPS









31. CLASSROOM LEARNING









Do the difficulties put a burden on the class as a whole?









How long have these difficulties been present?

Do the difficulties upset or distress the child?

Do the difficulties interfere with the child‟s everyday life in the
following areas?

33

Date_________________

Thank you very much for your help
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 04-10 SELF–REPORT MEASURE (2of 2)

Signature____________________________

Area Logo
TC2
Teacher Report Measures for
Children and Adolescents
SDQ(T)04-10 FU

Please used gummed label if available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:

___ ___ / ___ ___ / ___ ___ ___ ___

Male 1

Female 2

Address:

Facility Name: __________________
Code:

|___|___|___|___|

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help
us if you answered all items as best you can even if you are not absolutely certain. Please give your answers on
the basis of the child‟s behaviour over the last month.
Strengths and Difficulties Questionnaire

Not
True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other children, for example toys, treats, pencils







5.

Often loses temper







6.

Rather solitary, prefers to play alone







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10. Constantly fidgeting or squirming







11. Has at least one good friend







12. Often fights with other children or bullies them







13. Often unhappy, depressed or tearful







14. Generally liked by other children







15. Easily distracted, concentration wanders







16. Nervous or clingy in new situations, easily loses confidence







17. Kind to younger children







18. Often lies or cheats







19. Picked on or bullied by other children







20. Often volunteers to help others (parents, teachers, other children)







21. Thinks things out before acting







22. Steals from home, school or elsewhere







23. Gets along better with adults than with other children







24. Many fears, easily scared







25. Good attention span, sees chores or homework through to the end







Please turn over – there are a few more questions on the other side

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 04-10 FU SELF–REPORT MEASURE (1 of 2)

1.

Do you have any other comments or concerns?

34

35

26

Since coming to the service, are this child‟s
problems:

Much
worse

A bit worse

About the
same

A bit better

Much
better











Has coming to the service been helpful in other ways
e.g. providing information or making the problems more
bearable?

Overall, do you think that this child has difficulties in any
of the following areas: emotions, concentration,
behaviour or being able to get along with other people?

Not at all

A little





A medium
A great deal
amount





No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:

28

A little

A medium
amount

A great
deal









30 PEER RELATIONSHIPS









31 CLASSROOM LEARNING









Do the difficulties put a burden on the class as a whole?









Do the difficulties upset or distress the child?

Do the difficulties interfere with your child‟s everyday life in the
following areas?

33

Signature____________________________

Date _________________

Thank you very much for your help.
© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 04-10 FU SELF–REPORT MEASURE (2 of 2)

Not at all

Area Logo
TY1
Teacher Report Measures for
Children and Adolescents
SDQ(T)11-17

Please used gummed label if available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___

Female 2

Address:

Facility Name: __________________
Code:

|___|___|___|___|

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of this
student‟s behaviour over the last six months or this school year.
Strengths and Difficulties Questionnaire

Not True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other young people, for example CDs, games, food







5.

Often loses temper







6.

Would rather be alone than with other young people







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other young people or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other young people







15.

Easily distracted, concentration wanders







16.

Nervous in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other young people







20.

Often volunteers to help others (parents, teachers, children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other young people







24.

Many fears, easily scared







25.

Good attention span, sees chores or homework through to the end







Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 11-17 SELF–REPORT MEASURE (1 of 2)

1.

26.

Overall, do you think that this student has difficulties in
any of the following areas: emotions, concentration,
behaviour or being able to get along with other people?

No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:

27.

28.

Less than
a month

1-5 months

6-12
months

Over a
year









Not at all

A little

A medium
amount

A great
deal









30. PEER RELATIONSHIPS









31. CLASSROOM LEARNING









Do the difficulties put a burden on the class as a whole?









How long have these difficulties been present?

Do the difficulties upset or distress this student?

Do the difficulties interfere with this student‟s everyday life in the
following areas?

33.

Signature____________________________

Date_________________

© Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50, Mental
Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 11-17 SELF–REPORT MEASURE (2of 2)

Thank you very much for your help.

Area Logo
TY2
Teacher Report Measures for
Children and Adolescents
SDQ(T)11-17 FU

Please used gummed label if available

Patient or Client Identifier:
|___|___|___|___|___|___|___|___|

Surname:
Other names:
Date of Birth:

Sex:
Male 1

___ ___ / ___ ___ / ___ ___ ___ ___

Female 2

Address:

Facility Name: __________________
Code:

|___|___|___|___|

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help
us if you answered all items as best you can even if you are not absolutely certain. Please give your answers on
the basis of this student‟s behaviour over the last month.
Strengths and Difficulties Questionnaire

Not
True

Somewhat
True

Certainly
True

Considerate of other people‟s feelings







2.

Restless, overactive, cannot stay still for long







3.

Often complains of headaches, stomach-aches, or sickness







4.

Shares readily with other young people, for example CDs, games, food







5.

Often loses temper







6.

Would rather be alone than with other young people







7.

Generally well behaved, usually does what adults request







8.

Many worries or often seems worried







9.

Helpful if someone is hurt, upset or feeling ill







10.

Constantly fidgeting or squirming







11.

Has at least one good friend







12.

Often fights with other young people or bullies them







13.

Often unhappy, depressed or tearful







14.

Generally liked by other young people







15.

Easily distracted, concentration wanders







16.

Nervous in new situations, easily loses confidence







17.

Kind to younger children







18.

Often lies or cheats







19.

Picked on or bullied by other young people







20.

Often volunteers to help others (parents, teachers, children)







21.

Thinks things out before acting







22.

Steals from home, school or elsewhere







23.

Gets along better with adults than with other young people







24.

Many fears, easily scared







SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 11-17 FU SELF–REPORT MEASURE (1 of 2)

1.

Strengths and Difficulties Questionnaire
25.

Not
True

Somewhat
True

Certainly
True







Good attention span, sees chores or homework through to the end

Please turn over – there are a few more questions on the other side
Do you have any other comments or concerns?

34.

35.

26.

Since coming to the service, are this
student‟s problems:

Much
worse

A bit worse

About the
same

A bit better

Much
better











Has coming to the service been helpful in other ways
e.g. providing information or making the problems more
bearable?

Overall, do you think that this student has difficulties in
any of the following areas: emotions, concentration,
behaviour or being able to get along with other people?

Not at all

A little





A medium
A great deal
amount





No

Yes –
minor
difficulties

Yes –
definite
difficulties

Yes –
severe
difficulties









If you have answered “Yes”, please answer the following questions about these difficulties:
A little

A medium
amount

A great
deal









30. PEER RELATIONSHIPS









31. CLASSROOM LEARNING









Do the difficulties put a burden on the class as a whole?









Do the difficulties upset or distress this student?

Do the difficulties interfere with this student‟s everyday life in
the following areas?

33.

Signature__________________________

Date _________________

Thank you very much for your help.
© Robert Goodman 2002

NOTE: The SDQ forms displayed above are the generic forms that have been used in
NSW.
SOURCE: Mental Health National Outcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures
V1.50, Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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SDQ (T) 11-17 FU SELF–REPORT MEASURE (2 of 2)

28.

Not at all

ID #
Clinician
Date

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C)
INTRODUCTION FOR CLINICIAN INTERVIEWERS
OVERVIEW
The TESI-C protocol is a guide for clinical and/or research interviewing to screen for a child’s history of exposure to
potentially traumatic experiences. The protocol is designed to help clinicians focus in a systematic fashion on the
primary domains of trauma for children, which include direct exposure to or witnessing of severe accidents, illness or
disaster, family or community conflict or violence, and sexual molestation. The questions are arranged to
hierarchically
review experiences in an order that helps the child tolerate the possible stress of disclosing traumatic experiences:
gradually increasing the intimacy of the experiences (i.e., sexual trauma is reserved for the end of the interview) and
so
as to help the child recall not only physical harm/violence but also incidents of threatened harm and witnessed trauma.
The interview includes 16 items that survey the domains of potential traumatic experiences. Each
item rated YES is followed immediately with probes to determine the child and interviewer's view of
the life threat/severe injury/risk of severe injury involved (OBJECTIVE) and three probes eliciting the
child’s appraisal of the potentially traumatic incident(s) described for that item (APPRAISAL).
CLINICAL/FORENSIC USE
This protocol provides hypotheses, not a definitive identification or rule-out. All findings should be corroborated by
information from independent sources. The interview is designed for use ONLY by qualified mental health
professionals
or advanced trainees supervised by a qualified mental health professional. The critical qualifications are:
• Licensure for independent practice in child assessment and psychotherapy
• Supervised experience in assessment or psychotherapy with child survivors of trauma and their families
The protocol should not supersede clinical judgment in making the following judgments to ensure that all relevant data
are obtained and that the child is not retraumatized in the process:
• If a child’s affective or behavioral state or level of distress warrants either pausing from or discontinuing the
protocol or doing a more detailed inquiry than provided in the protocol
• If event(s) that do not qualify as DSM-IV Criterion A traumata still warrant clinical exploration (e.g., exposure to
sexualized activities not covered by items #12 and 13; family separation due to divorce)
ADMINISTRATION and SCORING
(A) • ask the initial question verbatim, and follow with open-ended probe questions to clarify EACH incident
(B) • ask the additional question(s) verbatim, again following up with open-ended probes for EACH incident
(C) • elicit sufficient information to make an informed choice among the rating options:
YES = child describes one or more incidents of the type defined by the question;
NOTE that a "YES" does NOT automatically indicate traumatic exposure.
Trauma requires determination of life/physical threat (Criterion A1) and subjective fear,
helplessness, or horror (Criterion A2) by the specific probe questions that follow.
NO

= child states that s/he has not experienced any incident of the type defined.
If no other information indicates such an incident, continue to the next TESI-C item.

NOT SURE = insufficient information for YES or NO; gather additional data if possible
If no further information indicates such an incident, continue to the next TESI-C item.
REFUSED = child responded “pass” or otherwise refused to answer the question(s)
If no other information indicates such an incident, continue to the next TESI-C item.
TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 1

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
QV: QUESTIONABLE VALIDITY = child’s credibility as historian or circumstances cause reasonable
doubt [Provide written explanation in space provided just below the rating boxes for that item]

TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 2

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
INTRODUCTION FOR CLINICIAN INTERVIEWERS (continued)
(D) • Use closed-ended probes to definitively indicate the following key trauma-specific information:
OBJECTIVE HARM/THREAT according to Child = child's view of whether serious harm did or
could have occurred. Mark "YES" for each event endorsed by child. Mark "YES" if child's open-ended
responses clearly indicate s/he views the event as causing/threatening death/severe physical harm.
Ask the specific probe question only if child's open-ended answer does not clearly give this information.
Mark "NO" if the child does not indicate the event involved or threatened severe harm/death.
OBJECTIVE HARM/THREAT according to Interviewer = based on a careful review of the incident with the
child, answer "YES" if you judge the event caused or threatened severe physical harm/death to
ANYONE
involved, and "NO" if you judge the event did not cause or threaten harm/death to ANYONE involved.
SUBJECTIVE APPRAISAL of extreme fear = Mark "YES" if the child's open-ended answer or response to
the specific probe question indicates s/he felt extreme fear in or immediately following the incident. Mark
"NO" if the child specifically says s/he did not feel extreme fear, in response to the probe question.
SUBJECTIVE APPRAISAL of helplessness = Mark "YES" if the child's open-ended answer or response to
the specific probe question indicates s/he felt helpless in or immediately following the incident. Mark
"NO" if the child specifically says s/he did not feel helpless, in response to the probe question.
SUBJECTIVE APPRAISAL of horror = Mark "YES" if the child's open-ended answer or response to
the specific probe question indicates s/he felt sick, disgusted, or horrified in or immediately following the
incident. Mark "NO" if the child specifically says s/he did not, in response to the probe question.

If information provided in answers to subsequent questions indicates a need for clarification
and possible revision of the rating of a prior question, it is appropriate to return and, if
necessary, modify the rating of the earlier question.
If more than one event or experience is described for any item:
(a) Use open-ended probes to clarify the nature and impact of each incident
(b) Repeat/record the OBJECTIVE and APPRAISAL questions separately for each event.
Research Uses of Data from this Interview
Follow-up probes are provided for all questions and at the end of each Event Section and
at the end of the interview to permit a determination of whether each identified event
qualifies as a traumatic stressor based upon the American Psychiatric Association’s
Diagnostic and Statistical Manual (DSM-IV) definition of post-traumatic stress disorder:.
• A(1) Involves experiencing, witnessing, or being “confronted with” actual or threatened
death or serious physical injury, or a threat to the physical integrity of self or others
Both the child's and the interviewer's appraisal must be documented for each event.
***AND***
• A(2) Be appraised by the individual as causing “intense fear, helplessness, or horror” -which may be expressed by children as “disorganized or agitated behavior.”
The child's recollection of fear, confusion, or disgust must also be documented.
(2) Informed Consent (in a format approved by an appropriate Institutional Review
Board or Human Subjects/Research Participants Committee) MUST be obtained from an
appropriate parent or adult guardian if these data are to be used for research purposes.
TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 3

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)

"I'M GOING TO ASK YOU ABOUT SOME THINGS THAT SOMETIMES HAPPEN TO
KIDS (TEENAGERS). WE’LL TALK ABOUT A BUNCH OF OTHER THINGS THAT HAVE
HAPPENED TO YOU, BUT RIGHT NOW I’D LIKE TO KNOW ABOUT THINGS THAT
WERE THE SCARIEST THINGS THAT EVER HAPPENED TO YOU. IF I ASK ABOUT
SOMETHING YOU DON’T WANT TO TALK ABOUT, JUST SAY ‘PASS’ OK?”
1.1 Have you ever been in a really bad accident, like a car accident, a fall or a fire?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed? Y N
[Interviewer: in your clinical judgment, was each incident life-threatening?

1

YN

Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

2N

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES

YES

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

Comments:

3
YN
3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN
2
YN

3 NS

4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you when this happened? AGE(s) (1)
(2)
(3)
What happened?
Was someone you know in the accident? Who? Were any strangers in the accident?

b]. Were you hurt? [What was the hurt?] Did you go to the doctor or hospital? [If Yes, note for Section 1.5 below]
Was someone else hurt in the accident? [Who? What was the hurt? Did they go to the doctor or the hospital?]
Did someone die in the accident? [Who?]

TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 4

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
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An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
1.2. Have you ever seen a really bad accident that you weren't actually in?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
2
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?

2
YN

3
YN

2
YN

3
YN

1
YES
NO

YES
NO

YES
NO

Did you feel confused or mixed up (or helpless)?

YES
NO

YES
NO

YES
NO

Did you feel sick or disgusted (or horrified)?

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

Comments:

2N

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you when this happened? AGE(s) (1)
(2)
(3)
What happened?
Was someone you know in the accident? Who? Were any strangers in the accident?
b]. Was someone hurt? Did someone die? [Who? What happened? Did they go to the doctor or the hospital?]

1.3. Have you ever been in a really bad storm, like a tornado, a hurricane, or a blizzard? Or in a
flood or an earthquake? Or were you ever hit by lightning?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

3
YN

2
YN

3
YN

1

Did you feel sick or disgusted (or horrified)?
Comments:

2N

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

2
YN

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you when this happened? AGE(s) (1)

(2)

(3)

What happened?

b]. Were you hurt? [What was the hurt?] Did you go to the doctor or hospital? [If Yes, note for Section 1.5 below]
TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 6

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
b]. Was someone hurt? Did someone die? [Who? What happened? Did they go to the doctor or the hospital?]

1.4 Have you ever known someone who got really hurt or sick, or even died?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?

3
YN

2
YN

3
YN

1

Did you feel confused or mixed up (or helpless)?
Did you feel sick or disgusted (or horrified)?
Comments:

2

YES
NO

YES
NO

YES
NO

YES
NO
YES
NO

YES
NO
YES
NO

YES
NO
YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

2
YN

2N

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. Who got really hurt or sick, or died? ( Clinician: Check all applicable persons)
o
o
o
o

mother/stepmother
father/stepfather
a sibling:
grandparent:

b]. How old were you when this happened? AGE(s) (1)

o
o
o
o

another relative
a grown-up you know
somebody your age you know
another person:

(2)

(3)

What happened?

1.5 Have you ever had to stay overnight at the hospital or have an operation?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When you stayed in the hospital were you really badly hurt or did you think you might die? Y N
When you stayed in the hospital did you see or hear people who were badly hurt or died? Y N

1
YN
YN

[Interviewer: in your clinical judgment, when the child was an Inpatient,
Was her/his life at risk or could s/he have died?]

[Did s/he witness others in severe pain, severely injured or ill, or dying?]
CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?

2
YN
YN
2
YN
YN
1

2

YES
NO

YES
NO

YES
NO

Did you feel confused or mixed up (or helpless)?

YES
NO

YES
NO

YES
NO

Did you feel sick or disgusted (or horrified)?

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

YES

3
YN
YN
3
YN
YN

YES

TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 7

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
1 Y (MEETS A1 AND A2)

Comments:

2N

3 NS

4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

TESI-C 8.4 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 8

An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
a]. How old were you when this happened? AGE(s) (1)

(2)

(3)

b].What happened? How many times did you go? How long did you stay? Did someone stay with you most of the
time [Who?]? Did someone visit you [Who?]?

1.6 Have you ever had to go away from your parents or family for a long time? Like going to
live with another family, or a boarding school or camp, or a hospital or detention center? Or
did your mother, father, or someone else who looks after you ever go away for a long time?
CRITERION A1: [Interviewer: in your clinical judgment, when the child was separated]
1
2
3
Was this a separation from her/his primary caregiver(s)?
YN
YN
YN
Was the child unable to establish a secure relationship with an alternative caregiver?
YN
YN
YN
CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

1

Did you feel sick or disgusted (or horrified)?

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

Comments:

2N

2

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you when this happened? AGE(s) (1)

(2)

(3)

b]. What happened? How many times? How long were you/they away? Did someone else look after you? Were you
still with other people in your family, like your brothers or sisters, or your grandparents, or with kids who are your
friends?

2.1 Has someone ever attacked you or tried to hurt you really badly on purpose—like
beating, shaking, biting, burning or choking you, or stabbing you with a knife or shooting
you with a gun? Or has anyone ever punished you so hard that you were hurt really badly or
had to go to the doctor or hospital-like a spanking, whipping, or beating?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN
[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3

1
YN
1

2
YN

3
YN

2
YN

3
YN
2
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Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Did you feel sick or disgusted (or horrified)?

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

Comments:

2N

YES

YES

3 NS

4R

5 QV

2.2 Has someone ever told you they were going to hurt you really badly, or acted like they
were going to hurt you really badly?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?

YN

Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

1

Did you feel sick or disgusted (or horrified)?
Comments:

3
YN

2
YN

3

2

3

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

2
YN

2N

YES

YES

3 NS

4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you? AGE(s) (2.1.1)

(2.1.2)

(2.1.3)

(2.2.1)

(2.2.2)

_(2.2.3)

__

Who tried on purpose to hurt you really badly or threatened to hurt you really badly?
o
o
o
o
o

mother/stepmother
father/stepfather
sibling (AGE at the time) :
grandparent:
other relative:

o
o
o
o
o

a grown-up you know
a grown-up you don’t know
a child or teenager you know (AGE)
a child or teenager you don’t know (AGE)
someone else (AGE)

b]. [Interviewer: Ask for specific actions/weapons listed below ONLY if child indicates that some were or may have been
used, but does not give sufficient detail to determine exact actions/weapons]

What happened?
How did [

] try to hurt you or say they’d hurt you? Did [

o hitting, kicking, biting (without weapon)
o choking, smothering, burning
o use of a dangerous object to strike child

c]. How often did [

] use something like a weapon?
o use of a weapon (gun, knife, chain, bat)
o some other potential serious harm

] try on purpose or threaten to hurt you really badly?

o only once or twice

o several times

o several times a month

o daily

2.3
Children 12 or younger: Has someone a lot older ever tried to steal from you? Or from a
family member or friend when you were right there?
Teenagers: Has someone ever mugged you or held you up to try to steal from you?
Or have you ever been present when a family member or close friend was mugged?
CRITERION A1:

[Ask only if not already clear from child’s description ... ]

1

2

3
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An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?

YN

YN

2
YN

3
YN

1

2

YES
NO

YES
NO

YES
NO

Did you feel confused or mixed up (or helpless)?

YES
NO

YES
NO

YES
NO

Did you feel sick or disgusted (or horrified)?

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2) Comments:

YES

2N

YES

3 NS

4R

5 QV

2.4 Has someone ever kidnapped you or taken you away when they weren’t supposed to?
Or has someone in your family or a close friend ever been kidnapped?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

3
YN

2
YN

3
YN

1

Did you feel sick or disgusted (or horrified)?

Comments:

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified?
1 Y (MEETS A1 AND A2)

2
YN

YES

2N

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you? AGE(s) (2.3.1)

(2.3.2)

(2.3.3)

(2.4.1)

(2.4.2)

(2.4.3)

Who tried on purpose to hurt you really badly or threatened to hurt you really badly?
o mother/stepmother
o a grown-up you know
o father/stepfather
o a grown-up you don’t know
o sibling (AGE at the time) :
o a child or teenager you know (AGE)
o grandparent:
o a child or teenager you don’t know (AGE)
o other relative:
o someone else (AGE)
b]. [Interviewer: Ask for specific actions/weapons listed below ONLY if child indicates that some were
have been used, but does not give sufficient detail to determine exact actions/weapons.]

or may

What happened?

How did [

] try to mug you or kidnap you? Did [

o hitting, kicking, biting (without weapon)
o choking, smothering, burning
o use of a dangerous object to strike child

] use something like a weapon?
o use of a weapon (gun, knife, chain, bat)
o some other potential serious harm
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An Interview for Children:
Traumatic Events Screening Inventory (TESI-C-Brief
Form)
c]. How often did [

] try to mug you or kidnap you?

o only once or twice

o several times

o several times a month

o daily

2.5 Have you ever been attacked by a dog or another animal?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

2
YN

3
YN
2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

Comments:

3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN

2N

YES
3 NS

YES
4R

5 QV

What happened?

3.1 Have you ever seen people in your family fighting or attacking each other? Or shooting
with a gun? Or stabbing with a knife? Or beating each other up?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

2
YN

3
YN

2N

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

Comments:

3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN

YES
3 NS

YES
4R

5 QV

3.2 Even if they weren't physically attacking each other, have you ever heard people in your
family really yelling and screaming at each other a lot?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

2
YN

3
YN

YN
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1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

1

Did you feel sick or disgusted (or horrified)?
Comments:

3
YN
2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified?YES
1 Y (MEETS A1 AND A2)

2
YN

YES

2N

3 NS

YES
4R

5 QV

3.3. Has someone in your family ever been put in jail or prison? Or have the police or soldiers
ever come to your house and said you or your family were in big trouble?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

3
YN

2
YN

3
YN

1

Did you feel sick or disgusted (or horrified)?
Comments:

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

2
YN

2N

YES

3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a]. How old were you? AGE(s) (3.1.1)
(3.3.2)
3.3.3)

(3.1.2)

(3.1.3)

(3.2.1)

(3.2.2)

(3.2.3) (3.31)

b]. Who did this? Who else was there?
o mother/stepmother
o father/stepfather
o sibling (AGE at the time) :____

o grandparent ________________
o another adult relative _________
o another child/teenager (AGE)

[Interviewer: If the child describes being assaulted or threatened personally, GO BACK TO SECTION 2.
Ask for specific actions/weapons listed below ONLY if child indicates that some were or may have been used, but does not
give sufficient detail to determine exact actions/weapons.]

What happened?

How did [

] fight with or yell and scream at each other? Did [

] use something like a weapon?
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o hitting, kicking, biting (without weapon)
o choking, smothering, burning
o use of a dangerous object to strike child

c]. How often did [

o use of a weapon (gun, knife, chain, bat)
o some other potential serious harm

] fight or yell and scream at each other?

o only once or twice

o several times

o several times a month

o daily

4.1 Have you ever seen people outside your home fighting or attacking each other? Or
shooting with a gun? Or stabbing with a knife? Or beating each other up?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

2
YN

3
YN
2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

Comments:

3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN

2N

YES
3 NS

YES
4R

5 QV

4.2 Even if they weren't physically attacking each other, have you ever heard people outside
your home really yelling and screaming at each other a lot?
CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

2
YN

3
YN

2N

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

Comments:

3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN

YES
3 NS

YES
4R

5 QV

4.3 Have you seen or heard people attacking each other for real on television or radio? Like a
war or a building blowing up? Note: Ask probes even if child cannot distinguish fictitious from real events.
CRITERION A1:

[Ask only if not already clear from child’s description ... ]

1

2

3
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YN

When this happened, were you really hurt? Was someone else really hurt or even killed?

YN
[Interviewer: in your clinical judgment, was each incident life-threatening?

YN

Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

1
YN

2
YN

3

1

Did you feel sick or disgusted (or horrified)?
Comments: _________________________________________

2N

2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES
1 Y (MEETS A1 AND A2)

YN

YES
3 NS

YES
4R

5 QV

[Interviewer: CONTINUE ONLY IF EVENT(S) QUALIFY AS TRAUMA (A1 & A2) Otherwise go to next item]

a].How old were you? AGE(s) (4.1.1)
(4.31) (4.3.2)
(4.3.3)

(4.1.2)

(4.1.3)

(4.2.1)

(4.2.2)

(4.2.3)

b].What did you see or hear?
[Interviewer: If the child describes being assaulted or threatened personally, GO BACK TO SECTION 2.
Ask for specific actions/weapons listed below ONLY if child indicates that some were or may have been used, but does not
give sufficient detail to determine exact actions/weapons.]

What happened?
How did [
o
o
o
o

] fight with or threaten or attack each other? Did [

hitting, kicking, biting (without weapon)
choking, smothering, burning
use of a dangerous object to strike child
bombs, explosives, heavy weapons

c]. How often did you see/hear [
o only once or twice

] use something like a weapon?

o small weapons (gun, knife, chain, bat)
o some other potential serious harm

]?

o several times

o several times a month

o daily
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5. Has someone ever touched your body in a way you didn’t want them to or in a way that
made you uncomfortable?
1Y

Comments:

2N

3 NS

4R

5 QV

[Interviewer: Ask additional boxed probes only if child’s answer is “No" or unclear]

Children under 13: Has someone ever touched or taken pictures of your body’s private parts? Y N
Has someone ever made you touch their body's private parts? Y N
Has someone ever made you see people doing things with their private parts? Y N
Teenagers:
Has someone ever touched your sexual parts or molested you? Y N
Has someone ever made you touch their sexual body parts? Y N
Has someone made you do or see something sexual that you didn't want to? Y N
a]. How old were you when this first happened? AGE

When this most recently happened? AGE

b]. Who did this to you? (Interviewer: If different perpetrators at different times, indicate this clearly)
o
o
o
o

mother/stepmother
father/stepfather
grandparent
another adult relative

o
o
o
o

sibling (AGE at the time) :
another adult you know ______________
another adult you don't know __________
a child/teen outside your family (AGE)

c]. What happened? Did this happen to you any other times with someone else?
[Interviewer: Separately record each "incident" of sexual contact by distinct perpetrator(s).
Each "Incident" is a related set of events, and may be a single event, a few episodes, or many episodes.]
Incident A: Ages
Incident B: (complete only if more than one set of "Incidents") Ages
Incident C (complete only if more than two sets of "Incidents") Ages

*Interviewer: Do NOT read the following items to child. Check as applies to each discrete Incident A, B, C.

A
A
A

B
B
B

C Perpetrator at least five years older than child
C Force or violence used by perpetrator in sexual contact
C Touched child’s genitals

A
A
A
A
A
A
A

B
B
B
B
B
B
B

C
C
C
C
C
C
C

Oral-genital contact (perpetrator to child)
Oral-genital contact (child to perpetrator)
Digital penetration of vagina/anus
Intercourse (specify: anal/vaginal
Pornographic photography, filming, or activity
Prostitution of child/teenager
Other (describe:

d]. How often has this happened?
A
B
C only once
A
B
C once or twice
A
B
C one or two times a

A
A
A

)

)

B
B
B

C about once a week
C several times a week
C daily

month
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6. Have there been some other times when somebody did or said something that made
you feel the most sad or scared or unhappy you’ve ever felt, or that bothers you a lot
now? Or when you were left all alone and you were afraid you would die or no one would
ever help.
Comments:

1Y

2N

3 NS

4R

5 QV

CRITERION A1:
[Ask only if not already clear from child’s description ... ]
1
When this happened, were you really hurt? Was someone else really hurt or even killed?

YN

1
YN

[Interviewer: in your clinical judgment, was each incident life-threatening?
Was or could the child or another person have been killed/severely injured?]

CRITERION A2:
3
Did you feel as scared as you'd even been,
like this was one of the scariest things that EVER happened to you?
Did you feel confused or mixed up (or helpless)?

Comments:

3
YN
2

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

YES
NO

2N

(6.1.2)

2
YN

YES
NO

Interviewer: In your clinical judgment did the child’s behavior indicate s/he felt extremely frightened, helpless, or horrified? YES

a]. How old were you when this happened? AGE(s) (6.1.1)

3
YN

1

Did you feel sick or disgusted (or horrified)?

1 Y (MEETS A1 AND A2)

2
YN

YES
3 NS

YES
4R

5 QV

(6.1.3)

b]. Who did this? (Interviewer: If different perpetrators at different times, indicate this clearly)
o
o
o
o

mother/stepmother
father/stepfather
grandparent
another adult relative

o
o
o
o

sibling (AGE at the time) :
another adult you know ______________
another adult you don't know __________
a child/teen outside your family (AGE)

c]. What happened?

FINAL INSTRUCTIONS TO INTERVIEWER

1.

REVIEW ALL ITEMS TO DETERMINE IF ANY MISSING INFORMATION SHOULD BE OBTAINED OR ADDITIONAL
CLARIFICATION IS NEEDED TO CLASSIFY EACH ITEM ACCURATELY.

2.

CHECK THAT ALL ITEMS MARKED YES FULFILL THE CRITERION OF INVOLVING A DIRECT OR INDIRECT THREAT,
WITNESSING OF, OR BEING CONFRONTED WITH DEATH OR SERIOUS PHYSICAL INJURY -- EXCEPT FOR #5, WHICH
DOES NOT REQUIRE THREAT OF DEATH OR PHYSICAL INJURY BUT DOES REQUIRE SEXUAL CONTACT THAT
INVOLVES FORCE, THREAT, COERCION, OR IS DEVELOPMENTALLY INAPPROPRIATE, I.E., WITH A PERSON 5 OR MORE
YEARS OLDER. IF CLINICAL JUDGMENT SUGGESTS THAT OTHER CIRCUMSTANCES OCCURRED INVOLVING SEXUAL
CONTACT THAT WAS DEVELOPMENTALLY INAPPROPRIATE, DOCUMENT THE SPECIFIC CIRCUMSTANCES.

3.

BASED UPON A REVIEW OF THE PARENT TESI-P, CONSIDER FURTHER INQUIRY ABOUT ITEMS ENDORSED BY THE
PARENT BUT NOT BY THE CHILD. SUCH INQUIRY SHOULD BE SENSITIVE AND OPENENDED, SO AS TO IN NO WAY
ENCOURAGE OR LEAD THE CHILD TO PRODUCE ANSWERS OTHER THAN WHAT THE CHILD SPONTANEOUSLY
PROVIDES. DO NOT ASSUME SUCH EVENT(S) HAVE HAPPENED OR WERE TRAUMATIC FOR THE CHILD SIMPLY
BECAUSE THE PARENT BELIEVES THIS TO HAVE BEEN THE CASE.

COMPLETE THE FOLLOWING TO ENSURE FULL DOCUMENTATION AFTER
REVIEWING TESI-P AND RESPONDING TO ALL PARENTAL QUESTIONS:
CLINICIAN SUMMARY:
Possible physical abuse indicated?
YES
Possible sexual abuse indicated?
YES
Is a report to Protective Services required now? YES
If yes, who will be placing the call to Protective Services?
If unsure, with whom will you be discussing this for clarification?

NO
NO
NO

UNSURE
UNSURE
UNSURE

CONSULT A SUPERVISOR OR CHILD PROTECTIVE SERVICES FOR ANY QUESTIONS ABOUT A CHILD’S CURRENT SAFETY
TESI-C 8.3 The National Center for PTSD • Dartmouth Child Trauma Research GroupJanuary 31, 2008page 17

TRAUMATIC EVENTS SCREENING INVENTORY-PARENT REPORT REVISED (TESI-PRR)
OFFICE ONLY ID:_________ Respondent: __________ Times @ Clinic_______ Date:______________
Assessor:_________________________ Vscale___________ VP1: ❑ Y ❑ N VP2: ❑ Y ❑ N
VP3: ❑ Y ❑ N
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TRAUMATIC EVENTS SCREENING INVENTORY- PARENT REPORT REVISED
Children may experience stressful events, which may affect their health and well-being. Please indicate if your child has experienced any of these potentially
stressful events by answering the shaded questions. If the answer is yes, please answer the follow-up questions. If it’s no, please go to the next shaded question.
If you have any questions or comments about any of the questions, we would be happy to talk to you about them.
SAMPLE ITEM (instructions are in italics)
A. Has your child ever had a doctor’s visit? (Mark your answer in the next column. If yes answer the questions below.)
If YES ➪ How old was your child?
The first time:________
The last time:________
The most stressful:________
Your child’s age the first time s/he saw a doctor
(even if s/he would not have remembered it).

Your child’s age during his/her most
recent doctor’s visit.

❑Yes
❑ No
❑ Unsure

Your child’s age during the most stressful
visit for your child (in your opinion).

Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
(By strongly affected we mean: did your child seem: a) to be extremely frightened; b) to be very confused or helpless; c) to be very shocked or
horrified, d) to have difficulty getting back to her or his normal way of behaving or feeling when it was over, OR e) to behave differently in
important ways after it was over.)
1.1 Has your child ever been in a serious accident where someone could have been (or actually was) severely injured or died? (like a serious car or
bicycle accident, a fall, a fire, an incident where s/he was burned, an actual or near drowning, or a severe sports injury)
If YES ➪ Identify the type of accident(s):___________________________________________________________________________
Victim’s relationship to your child:____________________________________________ Did anyone die?

❑ yes ❑ no

❑Yes
❑ No
❑ Unsure

❑ unsure

How old was your child? The first time:________ The last time:________ The most stressful:________

❑ no ❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes
1.2 Has your child ever seen a serious accident where someone could have been (or actually was) severely injured or died? (like a serious car or
bicycle accident, a fall, a fire, an incident where someone was burned, an actual or near drowning, or a severe sports injury)
If YES ➪ Identify the type of accident(s) ____________________________________________________________________________
Victim’s relationship to your child:____________________________________________ Did anyone die?

❑ yes ❑ no

❑ unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
1.3 Has your child ever been in a natural disaster where someone could have been (or actually was) severely injured or died, or where your family
or people in your community lost or had to permanently leave their home (like a tornado, fire, hurricane, or earthquake)?
If YES ➪ Type of disaster:_____________________________________________________ Did anyone die? ❑ yes
❑ no ❑ unsure
How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences?

❑ yes

❑ no

❑ unsure

❑Yes
❑ No
❑ Unsure

❑Yes
❑ No
❑ Unsure

TRAUMATIC EVENTS SCREENING INVENTORY-PARENT REPORT REVISED (TESI-PRR)
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1.4a Has your child ever experienced the severe illness or injury of someone close to him/her?
IF YES ➪ What was this person’s relationship to your child?________________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
1.4b Has your child ever experienced the death of someone close to him/her?

❑ no

❑Yes
❑ No
❑ Unsure

❑ unsure

IF YES ➪ What was this person’s relationship to your child?________________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
Was the death(s) due to: (check all that apply) ❑ natural causes ❑ illness ❑ accident ❑ violence ❑ unknown
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
1.5 Has your child ever undergone any serious medical procedures or had a life threatening illness? Or been treated by a paramedic, seen in an
emergency room, or hospitalized overnight for a medical procedure?
IF YES➪ Describe _________________________________________________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
❑ no ❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes
1.6 Has your child ever been separated from you or another person who your child depends on for love or security for more than a few days OR
under very stressful circumstances? For example due to foster care, immigration, war, major illness, or hospitalization.
IF YES➪ Who was your child separated from: _____________________________________________________

❑Yes
❑ No
❑ Unsure

❑Yes
❑ No
❑ Unsure

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
1.7 Has someone close to your child ever attempted suicide or harmed him or herself?

❑ no

❑ unsure

IF YES ➪ What was this person’s relationship to your child?________________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
2.1 Has someone ever physically assaulted your child, like hitting, pushing, choking, shaking, biting, or burning? Or punished your child and
caused physical injury or bruises. Or attacked your child with a gun, knife, or other weapon? (This could be done by someone in the family or
by someone not in your child’s family).
IF YES➪ What was this person’s relationship to your child? ____________________________________________________
Was a weapon used? ❑ unsure

❑ no

❑ yes (type)____________________________

How old was your child? The first time:________ The last time:________ The most stressful:________
❑ no ❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes

❑Yes
❑ No
❑ Unsure

❑Yes
❑ No
❑ Unsure

TRAUMATIC EVENTS SCREENING INVENTORY-PARENT REPORT REVISED (TESI-PRR)
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2.2 Has someone ever directly threatened your child with serious physical harm?
IF YES➪ What was this person’s relationship to your child? ____________________________________________________
Did they threatened to use a weapon? ❑ unsure

❑ no

❑ yes (type)____________________________

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
2.3 Has someone ever mugged or tried to steal from your child? Or has your child been present when a family member, other caregiver, or friend
was mugged?
IF YES➪ Who was mugged? (If not your child indicate the person’s relationship to your child.) _____________________________________
Was a weapon used? ❑ unsure

❑ no

❑Yes
❑ No
❑ Unsure

❑ yes (type)____________________________

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
2.4 Has anyone ever kidnapped your child? (including a parent or relative) Or has anyone ever kidnapped someone close to your child?
IF YES➪ Who was kidnapped? (If not your child indicate the person’s relationship to your child.) _____________________________________

❑Yes
❑ No
❑ Unsure

What was the kidnapper’s relationship to your child? ____________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences?
2.5 Has your child ever been attacked by a dog or other animal?

❑ yes

❑ no

❑ unsure

IF YES➪ How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child seriously physically hurt as a result of the attack? ❑yes

❑ no

❑ unsure
❑ no ❑ unsure

Was your child strongly affected by one or more of these experiences? ❑ yes
3.1 Has your child ever seen, heard, or heard about people in your family physically fighting, hitting, slapping, kicking, or pushing each other. Or
shooting with a gun or stabbing, or using any other kind of dangerous weapon?
IF YES➪ What were these people’s relationships to your child? _____________________________________________________________
Was a weapon used? ❑ unsure

❑ no

❑ yes (type)____________________________

How old was your child? The first time:________ The last time:________ The most stressful:________
Did your child see what happened? ❑yes

❑ no

❑ unsure

Was your child strongly affected by one or more of these experiences?

❑ yes

❑ no

❑ unsure

❑Yes
❑ No
❑ Unsure
❑Yes
❑ No
❑ Unsure

TRAUMATIC EVENTS SCREENING INVENTORY-PARENT REPORT REVISED (TESI-PRR)
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3.2 Has your child ever seen or heard people in your family threaten to seriously harm each other?
IF YES➪ What were these people’s relationships to your child? _____________________________________________________________
Did they threatened to use a weapon? ❑ unsure

❑ no

❑ yes (type)____________________________

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child present when the threat was made? ❑yes

❑ no

❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes

❑ no ❑ unsure
3.3 Has your child ever known or seen that a family member was arrested, jailed, imprisoned, or taken away (like by police, soldiers, or other
authorities)?
IF YES➪ What was this person’s relationship to your child?_______________________________________________________

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child there when the police came? ❑yes

❑ no

❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes

❑ no ❑ unsure
4.1 Has your child ever seen or heard people outside your family fighting, hitting, pushing, or attacking each other? Or seen or heard about
violence such as beatings, shootings, or muggings that occurred in settings that are important to your child, such as school, your neighborhood,
or the neighborhood of someone important to your child?
IF YES➪ What were these people’s relationship to your child? _________________________________________________
Was a weapon used? ❑ unsure

❑ no

❑Yes
❑ No
❑ Unsure

❑ yes (type)________________________ Where did this happen? _______________________

How old was your child? The first time:________ The last time:________ The most stressful:________
Did your child see what happened? ❑yes ❑ no ❑ unsure
Was your child strongly affected by one or more of these experiences?
4.2 Has your child ever been directly exposed to war, armed conflict, or terrorism?

❑ yes

❑ no

❑ unsure

IF YES➪ How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
4.3 Has your child ever seen or heard acts of war or terrorism on the television or radio?

❑ no

❑ unsure

IF YES➪ How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
5.1 Has someone ever made your child see or do something sexual (like touching in a sexual way, exposing self or masturbating in front of the
child, engaging in sexual intercourse)
IF YES➪ What was this person’s relationship to your child? ____________________________________________________
Was physical violence used? ❑ unsure

❑ no ❑ yes

Was a weapon used? ❑ unsure

❑ no ❑ yes (type)________________________

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences?

❑ yes

❑ no

❑ unsure

❑Yes
❑ No
❑ Unsure
❑Yes
❑ No
❑ Unsure
❑Yes
❑ No
❑ Unsure

TRAUMATIC EVENTS SCREENING INVENTORY-PARENT REPORT REVISED (TESI-PRR)
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5.2 Has your child ever been present when someone was being forced to engage in any sort of sexual activity?
IF YES➪ What were these people’s relationship to your child? Victim:__________________ Aggressor:___________________
Was physical violence used? ❑ unsure

❑ no ❑ yes

Was a weapon used? ❑ unsure

❑ no ❑ yes (type)________________________

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________

❑ no ❑ unsure
Was your child strongly affected by one or more of these experiences? ❑ yes
6.1 Has your child ever repeatedly been told s/he was no good, yelled at in a scary way, or had someone threaten to abandon, leave or send
him/her away?
IF YES➪ What was this person’s relationship to your child?_____________________________________________________

❑Yes
❑ No
❑ Unsure

How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences? ❑ yes
❑ no ❑ unsure
6.2 Has your child ever gone through a period when s/he lacked appropriate care (like not having enough to eat or drink, lacking shelter, being left
alone when s/he was too young to care for herself/himself, or being left with a caregiver who was abusing drugs)
IF YES➪ How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences?
7.1 Have there been other stressful things that have happened to your child?

❑ yes

❑ no

❑ unsure

IF YES➪ Briefly describe these things:___________________________________________________________________________________
__________________________________________________________________________________________________________________
How old was your child? The first time:________ The last time:________ The most stressful:________
Was your child strongly affected by one or more of these experiences?

❑ yes

❑ no

❑Yes
❑ No
❑ Unsure

❑ unsure

❑Yes
❑ No
❑ Unsure

Direct Behavior Rating (DBR) Form: 3 Standard Behaviors
Date:
M

Student:

T

W

Th

F

Activity Description:

Rater:

Observation Time:

Behavior Descriptions:

Start:__________

Academically engaged is actively or passively participating in the classroom activity. For
example: writing, raising hand, answering a question, talking about a lesson, listening to the
teacher, reading silently, or looking at instructional materials.

End: __________

Check if no
observation
today

Respectful is defined as compliant and polite behavior in response to adult direction and/or
interactions with peers and adults. For example: follows teacher direction, pro-social
interaction with peers, positive response to adult request, verbal or physical disruption without a
negative tone/connotation.
Disruptive is student action that interrupts regular school or classroom activity. For example:
out of seat, fidgeting, playing with objects, acting aggressively, talking/yelling about things that
are unrelated to classroom instruction.

Directions: Place a mark along the line that best reflects the percentage of total time the student exhibited each target
behavior. Note that the percentages do not need to total 100% across behaviors since some behaviors may co-occur.

Academically Engaged
% of Total Time
0
0%
Never

1

2

3

4

5
6
50%
Sometimes

7

8

9

10
100%
Always

--------------------------------------------------------------------------------------------------------------------------------------------

Respectful
% of Total Time
0
0%
Never

1

2

3

4

5
6
50%
Sometimes

7

8

9

10
100%
Always

--------------------------------------------------------------------------------------------------------------------------------------------

Disruptive *
% of Total Time
0
0%
Never

1

2

3

4

5
6
50%
Sometimes

7

8

9

10
100%
Always

* Remember that a lower score for “Disruptive” is more desirable.
V1.4 DBR Standard Form was created by Sandra M. Chafouleas, T. Chris Riley-Tillman, Theodore J. Christ, and Dr. George Sugai.
Copyright © 2009 by the University of Connecticut.
All rights reserved. Permission granted to photocopy for personal and educational use as long as the names of the creators and the full copyright notice are included in all copies.
Downloadable from www.directbehaviorratings.org.

Direct Behavior Rating (DBR) Form – Fill-in Behaviors
Student:

Date:
M

T

W

Th

F

Observation Time:

Activity Description:

Rater:
Behavior Descriptions:

Start:__________
End: __________

 if no
D Check	
  

observation
today

Directions: Place a mark along the line that best reflects the percentage of total time the student exhibited each target
behavior. Note that the percentages do not need to total 100% across behaviors because some behaviors may covary.
If desired, an additional behavior may be defined and rated.

Behavior: ______________________________
% of Total Time

0
1
2
3
4
5
6
7
8
9
10
0%
50%
100%
Never
Sometimes
Always
--------------------------------------------------------------------------------------------------------------------------------------------

Behavior: ____________________________
% of Total Time

0
1
2
3
4
5
6
7
8
9
10
0%
50%
100%
Never
Sometimes
Always
--------------------------------------------------------------------------------------------------------------------------------------------

Behavior: ____________________________
% of Total Time

0
0%
Never

1

2

3

4

5
6
50%
Sometimes

7

8

9

10
100%
Always

V1.3 DBR Standard Form – Fill-in Behaviors was created by Sandra M. Chafouleas, T. Chris Riley-Tillman & Theodore J. Christ.
Copyright © 2010 by the University of Connecticut.
All rights reserved. Permission granted to photocopy for personal and educational use as long as the names of the creators and the full copyright notice are included in all copies.
Downloadable from www.directbehaviorratings.org.

