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A study was undertaken to test the reported inter-rater

reliabilities on Part Two of the American Association

on Mental Deficiency Adaptive Behavior Scale, In
addition, this study trained raters in order to determine
if trained raters would obtain higher reliabilities than
untrained raters, since the AAMD claimed that untrained
persons could accurately administer the scale. From a
state institution, a sample of 16 child care workers from
three different residential units rated retardates on
their respective units. The total number of retardates

from each residential unit totaled 22 individuals. The
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results indicated that the trained raters achieved signif-
icant relationships less often than did the untrained
raters' when their domain scores were compared. In the
first unit, the scores of all raters were found to have a
significant relationship in five of the 14 domains, while
only three of the raters' domain scores in the second
unit were found to have significant relationships, and
none of the domain scores of the raters in the third unit
were found to have a significant relationship on a
consistent basis that considered untrained/trained,
untrained and trained rater combinations. Although the
correlation coefficients of each rater type varied from
one unit to another, only two of the domain correlations
consistently supported the findings of the reliability
study cited by the AAMD on Part Two of the revision of

this scale,
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Chapter 1

INTRODUC TION

The American Association on Mental Deficiency
(AAMD) reported that its newly revised Adaptive Behavior
Scale showed good reliability. It reported high reliabil-
ities between the rating scores of child care workers who
independently rated the same subject (AAMD, 1974), This
chapter has been devoted to presenting a similarly designed
reliability study that compared the rating scores between
child care workers who rated the same subject with the

AAMD Adaptive Behavior Scale.,
THEORETICAL FORMULATION

Within the past decade professionals have become
critical of the IQ score as the scle criterion used in the
assessment of the individual's intellectual processes,
Professionals have been aware, and have long recognized
that a person's social adaptation cannot be totally pre-
dicted from the intellectual process. Two individuals with
identical IQ scores do not necessarily cope with societal
expectations the same way, Intelligence scores vary from
one person to another, and so does the way in which a
person will adapt and adjust to his social world (Nihira,

1969) .
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Professionals within the field of mental retarda-
tion have noted and reported that the use of IQ alone,
without assessing the individual's social functioning,
was quite damaging. Frequently, the mentally retarded
individual is not given recognition for acquired social
skills; consequently, this individuwal is inappropriately
placed with other retardates whose social skills are not
as well developed (Nihira, 1969).

In 1961 the AAMD specified that a diagnosis of
mental retardation must include deficiencies within two
dimensions, namely measured intelligence and adaptive be-
havior (Nihira, 1969). In order to assist clinicians in
the assessment of adaptive behavior, the AAMD developed
the Adaptive Behavior Scale in 1969, which was revised in
1974, Tests that assert accurate behavior measurement
usually refer to completed studies which demonstrate that
the test actually measures what it claims, i.e., has good
validity. In addition, references are also made to com-
pleted studies which demonstrate that the scores obtained
by different administrators are relatively similar, i.e.,
have good reliability. The 1974 revision of the AAMD
Adaptive Behavior Scale claimed high reliability between
test administrators (AAMD, 1974). This claim was based on

a single study, which has not been published. Considering

that only one study has been completed on the new revision,

and that no study has been published, further research into

this scale's reliability is warranted.



THE PROBLEM

The Adaptive Behavior Scale manual implied that the
scale can be used by individuals with little or no train-
irg, such as institutional aides, parents and teachers
(AAMD, 1974)., If, in fact, untrained persons used this
scale and obtained results of high reliability, the claims
of its advocates concerning inter-rater reliability would
be supported., However, if the scores were found to be dis-
similar, then the claims made concerning scorer reliability
could be questioned. Since the reported AAMD reliasbility
study used only one pair of raters for each individual
rated, would their claims be substantiated if more than one
pair of score comparisons were made? If more than one pair
of raters was used would the attained scores between raters,
who rated the same individual, be similar or dissimilar?
Furthermore, would the scores obtained by trained raters be
similar or dissimilar to those obtained by untraired
raters?

The reliebility study reported in the 1974 edition
of the manual was based on a revision where only Part One
items were changed. Because Part Two remained unchanged
and because the reliability for Part Two was reported to be
considerably lower than Part One, this study will be spe-
cifically concerned with Part Two of the AAMD Adaptive

Behavior Scale,




Sstatement of the Problem

Is there a significant relationship between the
scores obtained by the untrained raters on Part Two of the
AAMD Adaptive Behavior Scale?

Is there a significant relationship between the
scores obtained by the trained raters on Part Two of the
AAMD Adaptive Behavior Scale?

Is there a significant relationship between the
scores obtained by the untrained and trained raters on
Part Two of the AAMD Adaptive Behavior Scale?

Statement of the Hypotheses
(Null Form)

There is no significant relationship between the
scores obtained by the untrained raters on Part Two of the
AAMD Adaptive Behavior Scale.

There is no significant relationship between the
scores obtained by the trained raters on Part Two of the
AAMD Adaptive Behavior Scale.

There is no significant relationship between the
scores obtained by the untrained and trained raters on

Part Two of the AAMD Adaptive Behavior Scale.

Purpose of the Study

The intent of this study was to investigate the
inter-rater reliability claims of the AAMD Adaptive Behav-
ior Scale., Specifically, the scores obtained by untrained

and trained raters were compared. An additional reason

for pursuing this investigation was that the AAMD study used



only one pair of raters from which their relisbility data
was obtained., However, the present study was designed to
correct this deficiency by comparing the scores between

three pairs of untrained and trained raters.

Significance of the Study

Since the recognition of the importance of adaptive
behavior in determining social functioning, it became nec-
essary to establish an instrument that could accurately
measure adaptive behavior criteria. The AAMD Adaptive Be-
havior Scale has claimed such accuracy. If this study re-
produced the evidence indicating good inter-rater relia-
bility, it would help to so0lidify these claims, and thus
support the view that this instrument is a good measuring
tool for adaptive behavior. On the other hand, if this
study did not reproduce the evidence indicating good inter-
rater reliability, the claims made by adherents of this
scale may not be supported. In either event, the results
of this study can only add more informetion into the search
for an appropriate means of identifying adaptive behavior

indices.,

DEFINITIONS OF TERMS

The terms to be used in this study consist of defi-
nitions of adaptive behavior and reliability. In addition,
terms relating to the levels of mental retardation are

provided.



Adaptive Behavior

This term is defined as the ability of an individ-
val to adapt to the natural and societal demands within his
environment, In addition, it means the degree to which a
person can function and maintain himself independently, and
the degree to which he satisfies the cultural demards of

social and personal responsibility (Nihira, 1969).

Reliability

Reliability in this study was defined operation-
ally. OSpecifically, reliability was interpreted as the
level of inter-rater agreement which was reflected by
correlation coefficients derived from either the Pearson
produc t-moment (r) or the Kendall Coefficient of

Concordance (W).

Intelligence Quotient (IQ)

The IQ is defined as the score obtained from an
individual's performance on either the Stanford-Binet or

the Wechsler Intelligence Scales (AAMD, 1973).

Mental Retardation

Mental Retardation is defined as the presence of
significantly subaverage intellectual functioning as well
as existing deficiencies in adaptive behavior that is

demonstrated during the developmental period (AAMD, 1973).

Mild Mental Retardation

The mildly retarded person is defined as one who



scores within the range of 68-52 on the Stanford-Binet

Intelligence Scale, or 69-55 on the Wechsler Intelligence
Scale (AAMD, 1973).

Moderate Mental Retardation

The moderately retarded person is defined as one who
scores within the range of 51-36 on the Stanford-Binet
Intelligence Scale, or 54-40 on the Wechsler Intelligence
Scale (AAMD, 1973).

Severe Mental Retardation

The severely retarded person is defined as one who
scores within the range of 35-20 on the Stanford-Binet
Intelligence Scale, or 39-25 on the Wechsler Intelligence
Scale (AAMD, 1973).,

Profound Mental Retardation

The profoundly retarded person is defined as one
who scores within the range of 19 and below on the Stanford-
Binet Intelligence Scale, or 24 and below on the Wechsler

Intelligence Scale (AAMD, 1973).
LIMITATICNS OF THE STUDY

This study was limited to the determination of
inter-rater reliability, that is the comparison of two sets
of scores in order to ascertain their level of agreement
with each other. No attempt was made to generalize to any

dimension other than inter-scorer reliabjlity. The



subjects in this study were limited to child care workers

from the Kansas Neurological Institute, Topeka, Kansas.

The limitation of three pairs of raters was imposed because
the institution's residential living units, in most cases,
contained only three "morning" shift workers and three
"afternoon" shift workers. The retardates were selected so
that each unit taking part in this study had retardates in
each IQ classification, i.e., each living unit was composed
of mild, moderate, severe and profound mentally retarded
persons. Due to the unequal sex and age distribution in
the selected retardates it was not possible to control for
these variables, A final limitation was that only compar-
isons with Part Two of the AAMD Adaptive Behavior Scale
were performed. This limitation was imposed because
according to the information presented in the 1974% manual
of the AAMD Adaptive Behavior Scale, the reliability coef-
ficients for Part One were reported to be considerably
higher than those on Part Two of the scale, and because

only Part One of the scale was revised.



Chapter 2
REVIEW OF RELATED LITERATURE

The AAMD Adaptive Behavior Scale was published in
1969, but in 1974 it was revised. The scale was designed as
a behavior rating scale for mentally retarded, emotionally
maladjusted, and developmentally disabled persons. Gen-
erally, the term "adaptive behavior" refers to an individ-
ual's effectiveness in coping with the natural and social
demands of the environment. The IQ score was not able to
measure the dimensions of adaptive behavior; therefore, the
AAMD designed an instrument capable of measuring an individ-
ual's level of adaptive behavior (Nihira, 1969). The devel-
opment of this scale began in 1965 when the AAMD sponsored
a project established at the Parsons State Hospital and
Training Center. The aim of this project was to develop
an understanding of adaptive behavior as it related to men-
tal retardation and emotional disturbance, and to develop a
system of measuring adaptive behavior from infancy through
adulthood. PFurthermore, this project would facilitate an
improved understanding of adaptive behavior, and would lead
directly to improved methods of evaluation and treatment of
mentally retarded persons in terms of present needs and in
terms of long-range goal planning (Leland et al., 1967).

Nihira and Shellhaas (1970) summarized the findings

9
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of the Adaptive Behavior Project which directly led to the
formulation of the Adaptive Behavior Scale. They reported
that Scott's (1966) adaptive strategies: accommodation,
locomotion and construction were accepted as the concepts
underlying adaptive behavior. Accommodation is the acqui-
sition of patterns and traits that satisfy existing environ-
mental requirements. Locomotion involves movement in the
search for an environment congenial to the individual's
present behavior patterns and traits. Construction is
changing the envirommental requirements so that the environ-
ment becomes more congenial to the individual's resources.
Three types of rehabilitation programs were conceptualized
from these three adaptive strategies. The first and most
frequently occurring, accommodation, is the ability to mod-
ify or develop patterns of behaviors or traits that will
enable the retarded person to cope with existing environ-
mental demands. In locomotion the retarded person must find
an environment that will accept his limitations, and, of
course, he needs to be placed in that environment. Finally,
construction requires that the environment be changed to the
extent that it becomes more accepting of the retarded per-
son's existing patterns of behaviors and traits. In order
to utilize these three approaches information must be
obtained concerning the individual's present behavior pat-
terns and traits, and the demands and requirements of the
enviromment. The development of the Adaptive Behavior Scale

was an attempt to find this kind of information.
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In 1961, when the AAMD declared that an individual
had to have deficiencies in both measured intelligence and
adaptive behavior before that person could be diagnosed
mentally retarded, it became necessary to develop a special
program of research (Leland et al., Note 1). Researchers
realized that in order to develop norms of adaptive behav-
ior, they had to make comparisons between individuals.
According to Nihira, Foster and Spencer (1968) such a com-
parison would require an analytical process. They indi-
cated that a means was needed to find the "common denomi-
nator" of such complex behavorial phenomena, dimensions of
adaptive behavior. Multivariate analysis was presented as
the means to describe such phenomena by identifying a set
of dimensions that would provide a quantitative description
of the nature and variation of human behavior by the use of
systematically obtained observations of consistencies and
patterns of behavior. The application of a multivariate
research approach to the study of adaptive behavior
required the discovery of factors that can be replicated
in two or three different samples, to form hypotheses con-
cerning the nature of these factors, and to continue
experimentation with other pertinent factors relating to
the adaptive behavior dimension. The major areas accepted
by other rating scales were examined in order to obtain
adequate samples. This examination included the behavior
rating scales presently part of the public domain in both

the United States and Great Britain., In addition, a list
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of significant behaviors was obtained from institutional
ward personnel via semistructured interviews of ward per-
sonnel. These behaviors were behaviors that required day-
to-day care and supervision. A preliminary behavior
checklist yielded 325 specific behaviors representing 10
behavorial domains. These domains were: Independent
Functioning, Physical Development, Economic Activity, Num-
ber and Time Concept, Occupation (Domestic), Language
Development, Self-Direction, Occupation (General), Social-
ization and Social Responsibility. From the list of 325
items, 211 items in the checklist were found to have a
significant correlation with adaptive behavior, independent
of measured intelligence, on at least one adaptive behav-
ior level. These 10 behavorial domains were again found
to be salient features of adaptive behavior when Nihira
(Note 2) administered the Adaptive Behavior Scale to 458
adolescents in a residential setting for the retarded.

Nihira (1969) reported that a factor analysis of
the 325 items contained in the preliminary Adaptive Behav-
ior Checklist produced six factors which accounted for 9.k
percent of the total variance in the correlation matrix.
The sample studied was 919 adult, ambulatory, institution=-
alized retardates. The six factors isolated were:

Personal Independence, Social Maladaptation, Institutional
Difference, Intra-Maladaptation, Sex Difference and Age
Difference. Personal Independence consisted of those

behavior items representing profound social or



13
psychological withdrawal and a vegetative behavior pattern.
The Social Maladaptation factor included destructive,
rebellious, untrustworthy and anti-social behaviors, and
personality difficulties suggestive of various negative
attitudes toward the social environment. Institutional
Difference was interpreted merely as the factor of insti-
tutional difference. There were significant differences
between the two institutions used in respect to the vari-
ables of Occupation (Domestic), Number and Time Concepts
and Language Development. The items pertaining to the
Intra-Maladaptation suggested the presence of a self-depre-
ciating and intropunitive process in the adaptive behavior
sphere., Sex Difference was merely defined as the factor of
sex difference. Female subjects were rated lower than were
male subjects on the domains of Independent PFunctioning and
Physical Development. The factor of Age Difference was
found to be related to the variable of Sexually Aberrant
Behavior. This variable was found to be inversely related
to age, for example these behaviors had been observed more
frequently among younger residents than among older resi-
dents. Out of the six obtained factors, Personal Independ-
ence, Social Maladaptation and Intra-Maladaptation were
felt to have importance upon the quest for general dimen-
sions of adaptive behavior. The three remaining factors,
Institutional Difference, Sex Difference and Age Difference
were described as control variables.

In another study by Nihira (1969) factors similar
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to those of his adult study were found. The results of
studying 313 institutionalized children revealed three
major dimensions or factors related to the adaptive behav-
ior process; they were Personal Independence, Social Mal-
adaptation and Personal Maladaptation. The Personal Mal-
adaptation factor found in this study was paralleled, and
considered quite similar to the factor Intra-Maladaptation
reported in the adult study. These factors were also found
to be quite stable across age ranges that spanned from
preadolescence through adulthood.

Tomiyasu et al. (1974) administered the AAMD Adap-
tive Behavior Scale (revised) (Japanese translation) to
1,917 retarded children and 6,092 retarded adults, and
found that the significant factors in Part One of the scale
were: Personal Independence, Social Adjustment and Person-
al and Social Responsibility. The three significant fac-
tors found on Part Two of the scale for both children and
adults were: Anti-Social and Aggressive Behavior, Self-
Stimulating Behavior and Deficient Interpersonal Behavior.

In another recent study Guarnaccia (1976) had the
Adaptive Behavior Scale administered to 40 retarded adults
by their counselors at a vocational training center. A
factor analysis revealed the presence of the following fac-
tors: Personal Independence, Personal Responsibility, Pro-
ductivity and Social Responsibility. While controlling for
sex, verbal IQ, performance IQ and maternal trust, they

found that the predictors together accounted for 75 percent
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of the variance in the factor of Personal Independence,
but very little of the variance in the other three factors.

Validity studies completed on the AAMD Adaptive
Behavior Scale consisted of factorial wvalidity-factor anal-
ysis studies of the domain scores and practical validity.
Factor analysis studies of the domain scores isolated three
major dimensions: Personal Independence, Social Maladap-
tation and Personal Maladaptation (Nihira, 1969, 1969).

The Social Maladaptation and Personal Maladaptation were
found to be independent of one another. In fact, the
delineation of these two factors suggested that a retarded
person with behavior disorders usually exhibits one of
these two categories of response patterns. The Personal
Independence and Social Maladaptation factors accounted for
approximately 70 percent of the total variance of the

group studied.

Leland et al. (Note 1) studied 41 institutionalized
retarded persons between the ages of 10 and 13, and found
that the scores on Part One domains of the scale discrim-
inated significantly between those who had been previously
classified at different levels of adaptive behavior
according to clinical judgement.

In a study of 531 retarded institutionalized
adults, Greenwood and Perry (Note 3) showed that all of the
Part One scores and some of the Part Two domain scores
significantly discriminated among those persons who had

been placed into five homogenous administrative units, that
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is, medical, educational, vocational, preplacement and
release units in a residential treatment unit for mentally
retarded persons.

Foster and Foster (Note 4) reported a study based
on 41 retarded children and adolescents. The results
indicated that three domain scores from Part One, and Part
Two total scores showed a significant change from pre-test
over a two year period when intense operant treatment
regimes were used.

Another study investigated a group of 260 retarded
sub jects who were divided into groups considered psychia-
trically and non-psychiatrically impaired. Six of the do-
mains in Part Two of the Adaptive Behavior Scale were found
to be significantly discriminating between impairment
groups, although the groups had the same IQ and general
level of functioning (Foster and Nihira, 1969). These six
domains were: Untrustworthiness, Psychological Dis-
turbances, Self-Abusiveness, Rebelliousness, Antisocial
Behavior, and Violence and Destructiveness.

Christian and Malone (1973) studied the relation-
ship between WISC and Stanford-Binet IQ scores, Wide Range
Achievement Test scores, and Adaptive Behavior Scale scores
of 129 children and adolescents in a special education
program. oSignificant correlations were obtained between
Wide Range Achievement Tests and IQ scores, and between
Adaptive Behavior Scale scores and IQ.

Another study found significant relationships
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between the class placement level of EMR (Educable
Mentally Retarded) pupils and their respective domain
scores on the AAMD Adaptive Behavior Scale, This tended
to be even more significant since a population sample of
2600 children was used (Lambert et al., 1975).

Inter-rater reliabilities are reported in the man-
ual of the AAMD Adaptive Behavior Scale (AAMD, 1974). This
new revision was administered to 133 persons from three
different settings. ¥ach individual was independently
rated by two ward personnel, who were from the "day" and
"evening" shifts respectively. The mean rater reliability
found on Part One of the scale was .86; the mean relia-
bility found on Part Two of the scale was .57. These mean
scores were based on the reliability coefficients of each
individual domain score. In addition, these reliability
results were based on inter-rater agreement, which is con-
gsidered to be one of the important factors to be weighed
when interpreting behavior ratings (ILeland et al., Note 5).

Inter-rater reliabilities were obtained in con-
junction with the factor analytic studies on which the
scale is based. In the adult study 48 subjects were rated
independently by two different judges with the resultant
reliabilities ranging from .89 to .35 on the domain scores;
the median reliability was .72. Between continuous vari-
ables, the Pearson product-moment and Phi coefficients were
used, and between dichotomous variables, the Biserial cor-

relation coefficients were used (Nihira, 1969). Another
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Additional Instruction Sheet

In addition to following the instructions in the
scale booklet, the rater should be aware of the following
scoring considerations:

First, where certain items are not applicable to
the individual being rated (for example, the item referring
to money changing ability may be inappropriate where the
individual has no opportunity to handle money) the rater
should ignore the item. Second, where items deal with
situations that are against regulations, such as using the
telephone, the rater should complete the rating by deter-
mining whether or not the individual could perform the
task if it were allowed. Third, where items describe mal-
adaptive behaviors not usuvally seen in very young children,
such as items referring to agressive behavior, the rater
should try to record the behavior as accurately as

possible.



717 Lindenwood Ave.

Topeka, Kansas 66606
October 12, 1977

Dr. Albert Berkowitz, Lxecutive Director,
American Association on Mental Deficiency,
5101 Wisconsin Ave. N.W.,

Washington, D. C. 20016

Dear Dr. Berkowitz:

I am a graduate student from Emporia State University,
Emporia, Kansas, This correspondence is directed for
permission to reproduce parts of the AAMD Adaptive Behavior
Scale, 1974+ Revision, and to include these reproductions
in the Appendix section of my masters thesis,

The subject of my thesis is a reliability study of the
revised scale. Specifically, score comparisons were made
between child care workers from the Kansas Neurological
Institute, Topeka, Kansas who rated a selected retardate
sample, When this study is fully accepted by the graduate
department, it will be placed in the university library.

As I indicated during our phone conversation, I will
need a letter from you granting me permission to reproduce
the following parts of the scale: A) Instructions for both
Part I and Part II.B) Data Summafy Sheets for both Part I and
Part II.C) Profile Summary Sheets for both Part I and Part II.

Thenking you and hoping to hear from you, I am,
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Westley ¥. Tatman



e R AT

AAMD

FOUNDED 1876

AMERICAN ASSOCIATION ON MENTAL DEFICIENCY
5101 Wisconsin Avenue, N.W., Washington, D. C 20016
202/686-5400

October 26, 1977
Mr. Westley E. Tatum
717 Lindemwood Ave.

Topeka, Kansas 66606

Dear Mr. Tatum:

In response to your request for permission to reprint material from the AAMD
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