
October 2011
Vol. 27, No. 10 • ISSN 1058-1073

Online ISSN 1556-7575

Highlights…
Drs. Barbara Tylenda and Deirdre Brogan 

walk professionals through the intricacies of 
accurate intelligence testing and reporting of 
results for children with intellectual disabilities.

✦ ✦ ✦

Keep Your Eye On… See page 2
• Predictive behaviors in child  

welfare-involved youth 
• Mental health impacts from  

secondhand smoke exposure 
• Adolescent screening leading  

to mental health services

What’s New in Research… See pages 3–4
• Childhood maltreatment heightens  

risk of persistent depression 
• Varying predictors in the  

development of eating disorders  
• Higher rates of depression, suicidality 

among sexual minority youth 

Editor's Commentary
• The special talents of psychiatric  

service dogs 
 — By Gregory K. Fritz, M.D.
See page 8

✦ ✦ ✦

Free Parent Handout…

When a Child's Military  
Parent Is Deploying

Intellectual Disability

More than numbers: Intelligence testing
with the intellectually disabled
By Barbara Tylenda, Ph.D., ABPP, and Deirdre T. Brogan, Ph.D.

Intellectual disability has been rec-
ognized perhaps longer than anything 
else we currently study in psychiatry and 
psychology (Tylenda, Hooper, & Barrett, 
1987). However, it was not until the devel-
opment of the Binet-Simon intelligence 
test at the beginning of the 20th century 
that intellectual disability’s definition took 
on a clear, quantifiable component. From 
this period until 1959, intelligence, as 
measured by IQ, was the sole criterion for 
diagnosing intellectual disability. In 1959, 
the American Association on Intellectual 
and Developmental Disabilities (AAIDD), 
then referred to as the American Associa-
tion on Mental Deficiency (AAMD), intro-

duced the additional criterion of adaptive 
behavior deficits.

Today, individually administered 
intelligence tests continue to play a key 
role in the diagnosis of intellectual dis-
ability. There are three criteria an indi-
vidual must meet to be diagnosed as 
intellectually disabled: 1) a deficit score 
on an individually administered intel-
ligence test; 2) a deficit performance in 
adaptive functioning; and 3) onset before 
age 18. However, diagnostic issues as 
well as actual testing administration with 
individuals who may be presenting with 
an intellectual disability may not be as 

Military Issues

Deployment for military families carries
emotional and behavioral consequences
By Rebecca Swenson, Ph.D., and Jennifer Wolff, Ph.D.

Our all-volunteer military force, com-
prising more than 2.2 million service 
members, is currently faced with the 
highest level of mobilizations and deploy-
ments since World War II. Compared with 
past conflicts, Operation Enduring Free-
dom (OEF) in Afghanistan and Operation 
Iraqi Freedom (OIF) have been set apart 
by deployments that are extended and 
repeated, as well as associated with rela-
tively high rates of injury. 

That multiple, lengthy deployments 
are stressful to service members is under-
stood, but three out of every five service 
members also have spouses and/or chil-

dren who are affected by these stressful 
family separations. Lessening the burden 
of deployment stress on military families 
is a national concern, as stressors associ-
ated with the deployment cycle can lead 
to emotional and behavioral problems 
in children and distress in the military 
spouse, which in turn can affect the per-
formance and safety of the military ser-
vice member. 

What is the deployment cycle?
Four distinct phases of deployment, 

including predeployment (period from 
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problems than did their sisters without an 
eating disorder. The effect was large for 
internalizing problems.

When looking specifically at girls who 
later developed AN-R, the researchers 
found that girls with internalizing behavior 
problems were significantly more likely to 
develop AN-R. Yet externalizing problems 
were not a significant predictor of AN-R.

For bulimic disorders, patients who 
later developed a bulimic disorder showed 
higher scores than their healthy sisters 
on predisorder total problems, internaliz-
ing problems, and externalizing problems. 
High rates of total, internalizing, and exter-
nalizing problems were associated with a 
higher probability of developing a bulimic 
disorder.

Authors’ conclusions
The authors state that the findings 

regarding the specific risk factors for both 
anorexia nervosa and bulimic disorders 
“can help to identify the risk groups and 
contribute to better prevention strategies, 
and/or help to start with the treatment at 
an early stage of the disease.”

The study results are consistent with 
previous findings that have found high 
negative affectivity, emotional instability, 
and internalizing psychopathology as rel-
evant for eating disorder pathology.

The finding that internalizing and exter-
nalizing behavior problems commonly 
precede onset of eating disorders “sug-
gests that prevention programmes would 
benefit from the inclusion of strategies to 
increase positive emotions and regulate 
negative emotions in an adaptive manner.”

✦ ✦ ✦

Adambegan M, Wagner G, Nader I, et al.: Inter-
nalizing and externalizing behaviour problems 
in childhood contribute to the development of 
anorexia and bulimia nervosa — a study compar-
ing sister pairs. Eur Eat Disorders Rev 2011 Aug 8; 
E-pub ahead of print. E-mail: andreas.karwautz@
meduniwien.ac.at.

Higher rates of depression,  
suicidality among sexual  
minority youth

Results from a meta-analysis of studies 
involving sexual minority and heterosexual 
youth indicate that sexual minority youth 
report significantly higher rates of suicidal-

ity and depression symptoms. Researchers 
theorize that negative experiences, such 
as discrimination, may influence the dis-
parity seen between sexual minority and 
heterosexual youth.

With the pediatric suicide rate increas-
ing dramatically between 2003 and 2004 
after years of steady decline, authors of this 
analysis state that it has become increas-
ingly important for health professionals to 
identify youths at high risk and to target 
them for interventions.

Study details
Studies considered for inclusion in the 

meta-analysis had to include reported 
rates of depression and suicidality for sex-
ual minority and heterosexual youth, and 
had to involve a sample mean age of ≤18 
years.

For purposes of the analysis, suicidal-
ity included study participants’ reports of 
suicidal ideation; suicidal plans or intent; 
suicide attempts; and suicide attempts that 
resulted in injury and/or required medical 
attention.

In examining depression, the research-
ers distinguished among studies that used 
single-question measures of depression 
and those that employed multiple-item 
measures, such as the Center for Epidemi-
ologic Studies Depression Scale (CES-D).

Results
Nineteen suicidality studies were used 

in the analysis. The overall weighted effect 
size for the relationship between sexual 
orientation and suicidality was OR = 2.92. 
Looking at absolute rates across the vari-
ous constructs of suicidality, the analysis 
found that 28% of sexual minority youth 
and 12% of heterosexual youth reported a 
history of suicidality.

Disparities in suicidality increased with 
increases in the severity of the suicidal 
ideation, intent/plans, and attempts both 
with and without injury. Studies that broke 
down results by gender found that 37% of 
sexual minority girls reported a history of 
suicidality, compared with 28% of sexual 
minority boys.

Looking at depression data, based on 
11 studies, the researchers found that the 
overall weighted effect size for the rela-
tionship between sexual orientation and 
depression was d = .33. The strongest asso-
ciations between sexual orientation and 
depression were seen in studies that used 

single-item measures of depression (such 
as the single question “During the past 
week, how often did you feel depressed?”).

Authors’ conclusions
“The robust pattern of results, particu-

larly regarding suicidality, highlights the 
severity and pervasiveness of disparities 
between [sexual minority youth] and het-
erosexual youth.” The results mirror those 
of a growing body of research indicating 
that sexual minority youth are at risk for 
psychosocial health problems.

Findings that young people reporting 
bisexuality were nearly 5 times more likely 
to report suicidality than heterosexual 
youth indicate that individuals identify-
ing as bisexual might be experiencing a 
particularly stressful process of identity 
development.

The researchers recommend that men-
tal health professionals working with ado-
lescents be vigilant for examining circum-
stances in sexual minority youths’ lives 
that may exacerbate depression. They 
add that diagnosed depression in sexual 
minority youth should be treated aggres-
sively in order to mitigate the risk of sui-
cidal behavior.

✦ ✦ ✦

Marshal MP, Dietz LJ, Friedman MS, et al.: Suicid-
ality and depression disparities between sexual 
minority and heterosexual youth: A meta-analytic 
review. J Adolesc Health 2011; 49:115–123. E-mail: 
marshalmp@upmc.edu.

Intelligence
From page 1

straightforward as one would initially 
think. Thus, psychologists, who by disci-
pline conduct such evaluations with an 
individual who may be presenting with an 
intellectual disability, must understand 
the unique concerns at present.   

Assessment
First, it is possible that young children, 

particularly those of preschool age, who 
are referred for a first-time developmental/
cognitive evaluation for clarification of a 
diagnosis of intellectual disability are actu-
ally manifesting either a diagnosis other 
than intellectual disability or one or more 
additional diagnoses concomitant with 
this diagnosis. Consequently, an evalua-
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cognitive impairments, these factors will 
need to be taken into account when choos-
ing a diagnostic measure. The choice of 
test should be made such that an indi-
vidual’s performance on a given measure is  
maximized.

Diagnostic tools
The psychologist who will be regularly 

assessing children and adolescents for 
diagnostic clarification of intellectual dis-
ability should be familiar with a variety 
of intelligence assessment tools. Many of 
these assessment instruments are not part 
of the typical graduate assessment course 
experience, and therefore competency 
in administration and interpretation will 

require additional training and practice. 
An extensive examination of intelligence 
tests useful in assessing for intellectual dis-
ability in individuals across the age range 
(and who may present with various forms 
of concomitant challenge) can be found in 
Tylenda, Beckett, and Barrett (2007).  

More often than not, the intelligence 
test chosen will be from among the “gold 
standard” tests normed for that child’s 
particular age group. However, in some 
cases, it will entail using multiple stan-
dardized measures of intelligence normed 
for that child’s particular age group, an 
older version of a “gold standard” test, or 
a combination of these two scenarios (i.e., 
Stanford-Binet-V and Leiter International 
Performance Scale).

In some extreme cases (such as for 
older children who present with severe 
or profound intellectual disability), it will 
entail using a “gold standard” test normed 
for a younger age group (i.e., Bayley Scales 
of Infant Development or McCarthy Scales 
of Children’s Abilities). In the latter case, 
the child’s actual performance and associ-
ated total raw score will need to be cross-
matched to the mean IQ on that particular 
test to ascertain an approximate develop-
mental age.

The actual exercise of conducting a for-
mal cognitive evaluation on a toddler, child, 
or adolescent who presents with intellectual 
disability can be a challenging task. Indeed, 
consistently, it is a more difficult task com-
pared to carrying out the same procedure 
with same-age typical peers. However, in 
these authors’ professional experience, it 
is never an impossible task — no child 
is untestable. Even when the task is the 
evaluation of a child with severe or pro-
found intellectual disability, some cognitive 
scores can be ascertained. One does not 
have to rely solely on informal and func-
tional assessment procedures.

Skilled examiner needed
The determination of intellectual dis-

ability is rarely a simple matter. The actual 
skill of test administration to a child is one 
that requires advanced training and super-
vised practice. A competent examiner will 
employ careful observation, a thorough 
review of preliminary data, and the art-
istry that comes with experience in order 
to obtain the most accurate measure of 
intelligence for each and every child. This 
generally requires a great deal of skill and 
preparation on the part of the examiner.  

An examiner also has to be vigilant 
about specific deficits that may reduce the 
likelihood of obtaining an individual’s opti-
mal performance. These difficulties include 
problems with attention and focus, regula-
tion of mood, fatigue, motivation, anxiety, 
rapport, and communication ability. More-
over, the examiner must possess flexibil-
ity, creativity, patience, attentiveness, and 
above all a tremendous affinity for children.  

Whether formal evaluation reveals that 
an individual is intellectually disabled, is 
manifesting dual diagnoses, or is presenting 
with another disability altogether, psycholo-
gists need to exercise great care in writing 
a formal report. Because the diagnosis of 
intellectual disability has significant effects 
on the child’s or adolescent’s life, the psy-
chologist must be careful and accurate in 
reporting test findings. Further, the psy-
chologist must be thorough in presenting 
all required data consistent with the defi-
nitional criteria for making a diagnosis of 
intellectual disability.  

Psychological test report
At a minimum, the psychological test 

report should include the documentation  

Even when the task is the  
evaluation of a child with 
severe or profound intellectual 
disability, some cognitive scores 
can be ascertained.

tor should be familiar with the presenting 
features for a range of other disorders and 
problems frequently diagnosed in the pre-
school population.  

There are many disorders and problems 
that an evaluator should consider when a 
child is referred for a diagnostic evaluation 
to “rule-in/rule-out” intellectual disability; 
they are listed in the box below.

Second, determining the test to be used 
for a particular child or adolescent should 
be based on a careful review of the referral 
question and any known characteristics of 
the individual being evaluated. Important 
information to consider when choosing 
an assessment tool includes: 1) the child’s 
language proficiency (in English and/or 
other languages); 2) developmental level; 
3) known physical and/or cognitive limita-
tions; and 4) prior tests administered and 
their results.

All tests of cognitive ability are not alike. 
It is not enough to gain familiarity with 
one assessment measure and consistently 
use it in making a determination of intel-
lectual disability. Intelligence tests may 
be normed on different populations, may 
have higher or lower levels of reliability and 
validity, may be based on different concep-
tual models of intelligence, and may access 
intelligence using different modalities (ver-
bal, visual, kinesthetic, etc.). In the case 
of individuals with known or suspected 

Disorders to consider
1. Developmental delay 
2. The “umbrella of neurological impair-

ment” that includes: a) autism; b) 
high-functioning autism; c) Asperger’s 
disorder; d) pervasive developmental 
disorder, not otherwise specified; e) 
Rett’s syndrome; f) childhood disinte-
grative disorder; g) neurological inef-
ficiency/nonverbal learning disability; 
and h) attention-deficit disorder 

3. Developmental language disorder 
4. Hearing impairment
5. Visual impairment 
6. Cerebral palsy 
7. Motor coordination disorder 
8. Regulatory disorder 
9. Attachment disorder 
10. Elective mutism 
11. Psychosocial deprivation 
12. Other psychiatric conditions 
13. Behavioral disorders 
14. Dyadic problem between caretaker 

and child 
15. Challenging temperament and/

or inconsistency of temperament 
between caretaker and child
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of significantly low performance on a 
nationally standardized measure of intelli-
gence and below-average levels of adaptive 
behavior in a variety of settings. A thor-
ough, professional assessment also should 
include multiple sources of test informa-
tion; comprehensive behavioral observa-
tions in school, home, and/or other set-
tings; input from caregivers; developmen-
tal, medical, and social histories; and other 
reliable sources of evidence.

However, even if the psychologist pro-
vides all this information, a weak or less 
than adequate report can still result. Indeed, 
we have seen our share of poor-report writ-
ing. While the majority of psychologists 
provide the “required” information, many 
psychologists report each test instrument’s 
scores and data as separate and disparate 
entities, without ever integrating the infor-
mation into a cohesive, meaningful whole. 

A strong psychological test report 
should first review and interpret test scores 
clearly. Next, an examiner should inte-
grate test data into a cohesive fashion, 
which in turn can provide the foundation 

✦ ✦ ✦

Barbara Tylenda, Ph.D., ABPP, is Chief Psy-
chologist to the Center for Autism and Devel-
opmental Disabilities (CADD), E. P. Bradley 
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Department of Psychiatry and Human Behavior, 
The Warren Alpert Medical School of Brown 
University.

Deirdre T. Brogan, Ph.D., is an APA Postdoctoral 
Fellow — Clinical Child Track Specializing in 
Developmental Disabilities, Department of Psy-
chiatry and Human Behavior, The Warren Alpert 
Medical School of Brown University.
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for a seamless clinical case formulation. 
In other words, the psychologist should 
“paint a portrait” of the child or adoles-
cent that can be visualized (i.e., compre-
hended) by all who read the report.  

The psychologist is challenged not 
only to describe the child or adolescent’s 
precise levels of performance but also 
to explain why the child or adolescent 
obtained a particular profile, and what 
the child or adolescent will need to assist 
further positive progression and develop-
ment. Recommendations contained in the 
report should be clear and thorough. They 
should be driven by what the child or ado-
lescent needs, rather than any institution’s 
budgetary restrictions.  

Finally, the report should be written 
respectfully in all aspects, as this docu-
ment will become part of the child’s or 
adolescent’s formal record, will follow the 
child or adolescent for many years to come, 
and may be the foundation for subsequent 
evaluations, recommendations, and treat-
ment services with this individual. A good 
report is, therefore, as much an art as it is a 
quantifiable science.

Military
From page 1

notification to departure), deployment 
(departure period), reunion (period of 
preparation just prior to return), and post-
deployment or reunification (period after 
return), have been identified. 

During the predeployment phase or 
“mobilization,” the service members begin 
to prepare to leave for war. The impending 
family separation may raise concerns about 
finances, employment, childcare, and emo-
tional support. If both parents are deployed, 
the deployed parent is a single parent, or 
additional caregiving support is needed, 
children and adolescents may be relocated 
with other relatives or guardians, perhaps 
changing schools and communities. In 
addition to this effect on daily life, emotions 
experienced by children and adolescents 
can include denial, emotional withdrawal, 
and/or anxiety about whether they will ever 
see their parent again. 

During the deployment phase, service 
members become geographically sepa-
rated from their families. The nondeployed 

spouse may now function as a single par-
ent burdened with household, childcare, 
and financial responsibilities that once were 
shared. Teens are frequently expected to 
take on additional responsibilities in the 
home, while at the same time there may be 
less parental support and monitoring avail-
able. In addition to stress resulting from 

changes in family structure and routines, 
families may experience loss, grief, and fear 
for the service member’s safety. 

Joy and relief felt during the reunion 
phase may fade to mixed emotions when 
the military parent returns home. Families 
report that the postdeployment phase is 
often the most difficult and emotionally 

complex. In the service member’s absence, 
the family developed new structures and 
routines. The service member’s return, 
although joyful, may upset the established 
family dynamics, leading to yet another 
renegotiation of roles and responsibilities. 
Spouses may find themselves competing 
over “who had it worse” during the deploy-
ment, and teens may be resentful when 
responsibilities are taken away from them.

Additionally, the service member may 
appear “changed” by his or her experience 
during deployment, and spouses and chil-
dren may have trouble reconnecting with 
him/her. If there are physical disabilities, 
posttraumatic stress, or traumatic brain 
injury, families face additional challenges. 
During the postdeployment phase, it is com-
mon for family members to feel confusion, 
resentment, anger, and disappointment. 

Emotional, behavioral health consequences
Stressors associated with the deploy-

ment cycle can take a significant toll on the 
emotional and behavioral health of fami-
lies. A recent study that utilized a screen-
ing measure to assess risk for psycho social 
morbidity found that 39% of children with a 

The service member’s return, 
although joyful, may upset the 
established family dynamics, 
leading to yet another  
renegotiation of roles and 
responsibilities.
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