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Psychologists in health care settings today find it increasingly difficult to obtain authorization and 
appropriate reimbursement for psychological assessments from 3rd party payers. Authorization and 
reimbursement denials often are based on allegations that empirical support for the utility and validity of 
psychological tests is nonexistent or limited. This article reviews a sample of the considerable empirical 
support that exists for the utility and validity of a variety of psychological tests for a wide range of clinical 
health care applications. Informed by data such as these, psychologists should become more effective in 
their abilities to seek authorization and reimbursement for assessment and overturning denials. 

Obtaining authorization and re imbursement  for psychological  
assessments  f rom third party payers has become  increasingly dif- 
ficult  for  psychologis ts  (Eisman et al., 2000; Piotrowski,  Belter, & 
Keller,  1998). Difficulty obtaining preanthorization,  l imitations in 
ins t rument  selection and time, and reduced or  nonexis tent  remu-  
nerat ion for psychological  assessments  have become  the norm. As 
a result, psychologis ts  now use psychological  assessment  less 

frequently than in the past  (Eisman et al., 2000; Piotrowski  et al., 
1998). 

Eisman et al. (2000) descr ibed a variety of  reasons for these 
developments .  One is the erroneous bel ief  among third party 
payers and others that psychological  assessment  lacks empirical  
support  for its validity and utility in clinical health care settings 
and provides nothing more  than can be gained by a clinical 

TOM W. KUBISZYN received his PhD in school psychology from the 
University of Texas at Austin. He is an adjunct associate professor of 
educational psychology at the University of Texas at Austin and was an 
assistant executive director for professional practice with the American 
Psychological Association (APA) when this article was written. 
GREGORY J. MEYER received his Phl) in clinical psychology from Loyola 
University Chicago. He is an associate professor of psychology at the 
University of Alaska Anchorage. 
STEPHEN E. FINN received his PhD in clinical psychology from the Uni- 
versity of Minnesota. He is the director of the Center for Therapeutic 
Assessment in Austin, TX. 
LORRAINE D. EVDE received her PhD in industrial/organizational psychol- 
ogy from Ohio State University. She is a personnel research psychologist 
with the Office of Personnel Management in Washington, DC. 
GARY G. KAy received his PhD in clinical psychology from Memphis State 
University. He is a clinical professor of neuropsychology at Georgetown 
University Medical Center in Washington, DC. 
KEVIN L. MORELAND received his PhD in clinical psychology from the 
University of North Carolina at Chapel Hill. He was a consultant in Ft. 
Walton Beach, FL. 
ROBERT R. DIES received his PhD in clinical psychology from the University 
of Cormecticutt. He maintains an independent practice in New Port Richey, FL. 

119 

]~..ENA J. EISMAN ro~ved her Phi) in counseling psychology from Boston 
University. She is the executive director of the Massachusetts Psycho- 
logical Association. 
A VERSION OF THIS ARTICLE was initially prepared by the Psychological 
Assessment Work Group (PAWG) established by the Board of Profes- 
sional Affairs of the APA. The work group was chaired by Stephen E. Finn. 
We are grateful to the many APA staff members who provided their 
support and assistance to the work group and to the Society for Personality 
Assessment and Rorschach Workshops for supporting Gregory J. Meyer to 
review much of the literature discussed here; to Stephen N. Haynes, who 
helped identify some of the relevant literature; and to Muriel D. Lezak for 
her helpful advice. We also were saddened to learn of the death of Kevin 
L. Moreland in August 1999. His contributions to the work group and the 
field of psychological assessment were significant, and he will be missed. 
THE OPINIONS EXPRESSED IN THIS ARTICLE ARE THOSE of the authors and do 
not necessarily reflect the official policy of the U.S. Office of Personnel 
Management. 
CORRESPONDENCE CONCERNING THIS ARTICLE should be addressed to Tom 
W. Kubiszyn, Department of Educational Psychology, Sanchez Building 
504, University of Texas, Austin, Texas 78712. Electronic mail may be 
sent to tom.kubiszyn@mall.utexas.edu. 



120 KUBISZYN ET AL. 

interview alone. For example, Ambrose (1997), the clinical direc- 
tor of a large managed care organization (MCO), concluded that 
although psychologists claim that psychological assessment im- 
proves diagnosis and treatment outcomes and shortens treatment, 
"there is no conclusive, unequivocal research that demonstrates 
assessment does any of the above" (p. 66). Anecdotal information 
collected from practicing psychologists revealed that Ambrose's 
position is representative of other MCO clinical staff and review- 
ers (Eisman et al., 2000). Thus it is no surprise that this is one 
argument offered by third-party payers to limit authorization, 
instrument selection, time, and reimbursement for psychological 
assessment. 

If  empirical support for psychological assessment were lacking 
we would have little recourse other than to accept this state of 
affairs. To the contrary, considerable empirical support exists for 
many important clinical health care applications of psychological 
assessment instruments. For such applications psychological as- 
sessment can enhance diagnosis and treatment. Health care costs 
savings would be expected to follow from enhanced diagnosis and 
treatment, an outcome that third-party payers would be expected to 
be seriously interested in. Yet, what psychological assessment has 
to offer has not been heard or understood by third-party payers and 
other decision makers, and even by some psychologists. However, 
if  the research support exists, why has it not been brought to 
bear effectively to counter the recent decline of psychological 
assessment? 

The answer to this question may lie in the sheer volume, 
breadth, and technical complexity of the body of research related 
to psychological assessment that has evolved over several decades. 
This body of research is now so large that no practitioner could be 
expected to take or have the time to identify, collect, read, under- 
stand, and summarize this highly technical evidence while also 
conducting a clinical practice. 

The American Psychological Association's Board of Profes- 
sional Affairs (BPA) established a Psychological Assessment 
Work Group (PAWG) in 1996 and charged it "with two tasks: 1) 
to assess the scope of the threat to psychological and neuropsy- 
chological assessment services in the current healthcare delivery 
system, and 2) to assemble key pieces of research that demonstrate 
the efficacy of psychological assessment services in clinical prac- 
tice." The PAWG's  findings and recommendations were released 
in two reports to the BPA in 1998 (Eisman et al., 1998; Meyer 
et al., 1998). ~ 

The article by Eisman et al. (2000) is based on the second report. 
It documents the decline and the reasons for it, and it recommends 
actions to arrest the decline. This article and a companion article 
(Meyer et al., 1999) are based on the first PAWG report. The 
Meyer et al. article (a) compared the validity of psychological 
assessment with common medical and dental tests and treatments, 
(b) documented empirically the limitations of clinical interviews 
alone for diagnostic purposes and explained why improved valid- 
ity may be expected from multimethod psychological assessments, 
(c) clarified the important but often misunderstood distinction 
between psychological assessment and psychological testing, and 
(d) outlined needed future research directions. 

This article complements the Meyer et al. (1999) article by 
identifying some of the relevant research that demonstrates the 
validity and utility of psychological assessment for several clinical 
health care applications. These applications include the (a) descrip- 

tion of clinical symptomatology and differential diagnosis; (b) 
description and prediction of functional behavior; (c) prediction 
of health outcomes; (d) prediction of health care utilization; (e) 
prediction of psychotherapy, forensic, and mental health out- 
comes; (f) identification of patient characteristics that affect treat- 
ment; and (g) use of psychological assessment as treatment in 
itself. These applications were those judged by the PAWG to be 
among the best supported and most important uses for psycholog- 
ical assessment today. The list is not intended to be exhaustive. 
Exclusion of other applications does not imply that psychological 
assessment is not valid for uses not reviewed, or that other uses are 
unnecessary or unimportant. 

Next, we consider the evidence supporting the utility of psy- 
chological assessment for each of these applications. When appro- 
priate, we review for each application the data that support the 
validity and utility of different categories of psychological assess- 
ment methods (e,g., neuropsychological tests, self-report tests, and 
performance-based personality tests). 2 Whenever available, meta- 
analyses are considered first, followed by large-scale and then 
small-scale studies. 

We hope that this review will serve as a user-friendly resource 
for assessment-minded psychologists. We hope that these data, 
coupled with the data reported by Meyer et al. (1999), will enable 
practitioners to be better prepared and informed in seeking autho- 
rization or reimbursement for psychological assessment from 
third-party payers, and in appealing denials. 

Descr ip t ion  o f  Cl inical  S y m p t o m a t o l o g y  and 

Different ia l  Diagnos is  

Neuropsychological tests, self-report questionnaires, and perfor- 
mance-based personality tests all have demonstrated the ability to 
identify, describe, and quantify important patient characteristics. 
Thus, these psychological tests are useful both for describing 
clinical symptoms and syndromes that may be targets for treatment 
and for facilitating accurate diagnosis toward cost-effective treat- 
ment in both mental health and medical settings. 

Neuropsychological Tests 

In a meta-analysis of 77 studies, Christensen, Hadzi-Pavlovic, 
and Jacomb (1991) found that neuropsychological tests were ef- 

Both PAWG reports can be obtained from Christopher J. McLaughlin, 
Assistant Director for Professional Development, Practice Directorate, 
American Psychological Association, 750 First Street, N.E., Washington, 
DC, 20002-4242; electronic mail may be sent to crnclaughlin@apa.org. 

2 We use the phrase "performance-based personality test" to refer to 
tasks such as the Rorschach and Thematic Apperception Test (TAT). 
Historically, these tests have been termed projective tests. We use the 
alternative terminology to emphasize two points. First, much like cognitive 
and neuropsychological tests, these tasks require patients to perform a 
defined activity with an examiner (i.e., generate a story or identify images). 
Second, evidence clearly indicates that these tests do not depend on or 
require a process of "projection," as it has historically been defined (Exner, 
1989). More often than not, the information obtained from these tasks 
reflects the patient's perceptions, classifications, and cognitive-emotional 
templates or internal representations, rather than projections per se. 
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fective (i.e., produced very large effect sizes; r = .68) 3 in differ- 
entiating the normal elderly person from patients with mild, mod- 
erate, or severe dementia. Meta-analytic and narrative reviews 
have also shown that neuropsychologists make reliable and ac- 
curate judgments when they use a battery of test data to make 
inferences about cognitive impairment due to brain damage (Garb 
& Schramke, 1996; Russell, 1995). Similar accuracy cannot be 
obtained simply through interviews or informal observation (e.g., 
Roca, Klein, & Vogelsang, 1982; Schwartz & Wiedel, 1981). In a 
meta-analysis of 39 studies, Parker, Hanson, and Hunsley (1988) 
demonstrated that the Wechsler Adult Intelligence Scale (WAIS) 
had strong validity (r ----- .57) for predicting a range of criterion 
measures. In a meta-analysis of 67 studies, Chouinard and Braun 
(1993) documented the utility of brief neuropsychological tests to 
screen clients for a wide range of brain dysfunction. 

Self-Report Measures 

Self-report tests also describe current levels of symptomatology 
and aid in differential diagnosis. Three Minnesota Multiphasic 
Personality Inventory (MMPI) meta-analyses have examined the 
validity of the MMPI as a descriptive device. The first two (At- 
kinson, 1986; Parker et al., 1988) found that the MMPI had strong 
validity (mean r ~ .42) as a descriptor of personality. The third 
(Zalewski & Gottesman, 1991) was a comprehensive review of the 
ability of the MMPI to help with differential diagnosis (i.e., neu- 
rotic vs. psychotic disorders, depression vs. anxiety disorder, 
schizophrenia vs. affective disorder, and nonpatient vs. psychiatric 
patient). The authors pooled data from 403 patient and control 
samples (incorporating data from more than 20,000 participants) 
and found that the MMPI could effectively differentiate among 
various disorders when a configural approach to the MMPI data 
was used (i.e., when multiple scales were considered simulta- 
neously). Similar findings have been reported for the revised test, 
the MMPI-2 (Ben-Porath, Butcher, & Graham, 1991). 

Ganellen (1996) reviewed and synthesized research to clarify 
the diagnostic efficiency of the MMPI and Millon Clinical Mul- 
tiaxial Inventory-II (MCMI-II). Ganellen calculated a number of 
variables, although the most important refer to (a) the probability 
that a diagnosable condition is present when the test scores indi- 
cate it is present (i.e., positive predictive power) and (b) the 
probability that a condition is absent when the test scores indicate 
it is absent (i.e., negative predictive power). Ganellen found that 
with respect to diagnosing depression, both the MMPI and 
MCMI-II had good positive predictive power and good negative 
predictive power. 

Results were slightly different when considering the diagnosis 
of schizophrenia. Both tests had strong values for negative predic- 
tive power, but more moderate positive predictive values were 
found, particularly for the MMPI. Thus the tests accurately indi- 
cated when schizophrenia was absent, even though conditions 
other than schizophrenia (e.g., psychotic depression) also produced 
a psychotic-appearing MMPI or MCMI-II profile. Many other 
studies have provided evidence on the ability of self-report scales 
to differentiate various conditions on Axis I (clinical disorders) or 
Axis II (personality disorders) of the Diagnostic and Statistical 
Manual of Mental Disorders (4th ed.; DSM-IV; American Psychi- 
atric Association, 1994; e.g., Gartner, Hurt, & Gartner, 1989; 
Teitelbaum & Carey, 1996; Wetzler & Marlowe, 1993). 

The validity of self-report tests of personality and mood has also 
been demonstrated in medical contexts. In a meta-analytic review, 
Herbert and Cohen (1993a) demonstrated that tests of depression 
were associated with immunological parameters such as decreased 
natural killer-cell activity and lymphocyte proliferation (r ~ . 10- 
.25). Meta-analysis has also demonstrated that self-report tests of 
stress predict reduced natural killer-cell activity (r --- .23; Herbert 
& Cohen, 1993b), and replicated research has demonstrated sim- 
ilar immunological correlates for tests of repressive coping styles 
(O'Leary, 1990). Finally, in an important large-scale study 
(N = 11,242), Wells et al. (1989) demonstrated that self-reported 
depression was associated with a host of physical and emotional 
indicators of dysfunction. Patients with assessed depression were 
more functionally impaired than patients with a range of chronic 
medical problems (e.g., hypertension, diabetes, arthritis, angina, 
back problems). 

Performance Measures of  Personality 

Several meta-analytic reviews have demonstrated the utility of 
the Rorschach to describe symptomatology (Atkinson, 1986; At- 
kinson, Quarrlngton, Alp, & Cyr, 1986; Parker, 1983; Parker et al., 
1988). In aggregate, these meta-analyses have found that when the 
Rorschach is used in research conducted with a sound rationale, it 
produces large validity coefficients (i.e., r ----- .37). It is important 
to note that the validity coefficients produced by the Rorschach are 
as large as those found for objectively scored tests like the MMPI. 
Narrative reviews on the utility of the Rorschach or Thematic 
Apperception Test (TAT) for descriptive and diagnostic purposes 
can be found in Stricker and Healey (1990), McClelland (1989), 
Dies (1994), Bomstein (1996), Cramer (1996), or Weiner (1994, 
1996). A meta-analysis documenting the validity of the TAT for 
predicting functional or adaptive behaviors in a nonclinical setting 
can be found in Spengler (1992). 

Other, more general studies have demonstrated the ability of the 
Rorschach or the TAT (a) to differentiate among Axis II conditions 
like borderline, antisocial, narcissistic, and schizotypal personality 
disorders and Axis I conditions like schizophrenia, major depres- 
sion, conduct disorder, and panic disorder and (b) to also identify 
non-DSM conditions, such as differentiating patients who have 
experienced physical or sexual trauma from those who have not 
(e.g., de Ruiter & Cohen, 1992; Exner, 1986; Gacono & Meloy, 
1994; Gartner et al., 1989; Hilsenroth, Fowler, & Padawer, 1998; 
Hilsenroth, Fowler, Padawer, & Handler, 1997; Leavitt & Labott, 
1997; Leifer, Shapiro, Martone, & Kassem, 1991; Nigg, Lohr, 
Westen, Gold, & Silk, 1992). For example, Hilsenroth et al. (1998) 
found that the Rorschach Schizophrenia Index had excellent pos- 
itive predictive power for diagnosing psychotic disorders and 
moderate-to-good negative predictive power. 

Performance-based personality instruments also can describe 
clinical symptomatology. In two replication studies, one conducted 
with adults (Urist, 1977) and the other with adolescents (Urist & 

3 This coefficient was calculated from a Cohen's d value of 1.87. It 
assumes that there was an equal number of participants in the control and 
patient conditions. Typically, the coefficient would be smaller in practice 
because most clinical settings do not contain an equal number of patients 
with and without dementia. If the incidence of dementia in a clinical setting 
were actually 10% rather than 50%, r would be .49. 
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Shill, 1982), a Rorschach measure of problematic interpersonal 
relationships was strongly associated (r ~ .45-.50) with clinician 
ratings of problematic interpersonal behavior observed on an in- 
patient ward. Perry, Moore, and Braff (1995) found a strong 
relationship (r = .42) between ego deficits as measured by the 
Rorschach and general impairment in social and occupational 
functioning, even though clinician ratings of symptomatology 
were not similarly effective at predicting this criterion. Other 
researchers have found similar positive associations using Ror- 
schach or TAT measures with children (e.g., Cramer, 1996; Tuber, 
1992). Also, Bums and Viglione (1996) found a Rorschach mea- 
sure of interpersonal relatedness had a strong ability to predict 
social functioning in a nonclinical sample. This measure predicted 
functioning over and above other variables such as education, 
intelligence, age, income, and use of psychiatric medication. 

Description and Prediction of  Functional Behavior  

Functional behavior can include a patient's capacity to work 
effectively, parent effectively, work without missing days due to 
illness, and so on. The capacity of a patient to engage in functional 
behaviors can have an effect on the patient's diagnosis, treatment, 
and prognosis. Psychological assessments can describe and quan- 
tify functional behavior for diagnostic, treatment, and prognostic 
purposes and can extend to behaviors that are relevant outside an 
acute medical or psychiatric context. Functional behavior is re- 
ceiving increased emphasis in clinical and other settings, in part 
because of the increasing participation of third and fourth parties in 
medical and psychiatric treatment (Moras, 1997). The practical 
everyday applications of psychological assessment to the rehabil- 
itation process, to vocational and educational planning, to deter- 
minations of legal competence, and to making determinations 
regarding appropriate living arrangements for people who are 
cognitively or emotionally impaired represent additional ways in 
which psychological assessment can be useful in describing and 
predicting functional behavior (e.g., Loeb, 1996; Sbordone & 
Long, 1996). 

Tests of Cognitive Ability 

Extensive meta-analytic research, synthesizing data from thou- 
sands of studies and hundreds of thousands of participants, has 
documented that tests of cognitive ability are highly predictive of 
proficiency on the job and success in job training, particularly 
when job functioning requires complex skills (uncorrected r 
.35-.45; see, e.g., Gottfredson, 1997; Hunter, 1986; Hunter & 
Hunter, 1984; Kaufman, 1990; Schmitt, Gooding, Noe, & Kirsch, 
1984). Extensive research on tests of cognitive ability has demon- 
strated their strong utility as descriptors and predictors of academic 
achievement (r --- .45-.60; for up-to-date reviews, see Gottfredson, 
1997, or Kaufman, 1990). 

Other review articles and primary studies have indicated that 
scores on cognitive and neuropsychological tests have moderate- 
to-strong relationships with everyday functional behaviors such as 
self-help skills, independent living skills, driving ability, academic 
success, vocational skills, and employment status (e.g., Crepeau & 
Scherzer, 1993; Gottfredson, 1997; Lezak, 1995; Olea & Ree, 
1994; Ree, Earles, & Teachout, 1994; Sbordone & Long, 1996; 
Verive & McDaniel, 1996). For example, in a cross-validated 

study, Heaton, Chelune, and Lehman (1978) found that the 
Halstead-Reitan Neuropsychological Battery (HRNB), which in- 
cludes the WAIS and the MMPI, was able to clearly differentiate 
patients who had the functional capacity to work from those who 
did not (correctly classifying 81% of the unemployed patients and 
86% of the patients employed full time). A longitudinal study 
using a similar design found that the same tests were highly 
correlated with employment status, income, and job skills 6 
months after the baseline evaluation (Newnan, Heaton, & Lehman, 
1978). 

Self-Report Personality Measures 

Meta-analytic reviews incorporating data from tens of thousands 
of participants have documented the validity and utility of self- 
report personality tests as indicators of functional ability and 
performance on daily tasks (e.g., Barrick & Mount, 1991; Hough, 
1992; Hunter & Hunter, 1984; Schmitt et al., 1984; Tett, Jackson, 
& Rothstein, 1991). Although these associations are generally in 
the small-to-moderate range (uncorrected r ---- .10-.20), such stud- 
ies unequivocally demonstrate that personality test scores predict 
behaviors such as absenteeism from work, success on the job or in 
training, problem-solving ability, creativity, disciplinary problems, 
irresponsible behavior, initiative, and so on. It is important to note 
that, in both nonclinical settings (Robertson & Kinder, 1993) and 
medical or psychiatric settings (Heaton et al., 1978; Newnan et al., 
1978), personality testing contributes useful information to the 
prediction of these criterion behaviors that is independent of cog- 
nitive ability. In other words, it is often best to use both personality 
and cognitive tests to predict these behaviors, suggesting that 
muhimethod assessment batteries are more valuable than single- 
method approaches to assessment. 

Independent Living Scales and Situational Tests 

Recent efforts have focused on developing psychological tests 
that are specifically designed to predict functional behaviors away 
from a medical or psychiatric context. For example, the Indepen- 
dent Living Scales (ILS; Loeb, 1996) test is a performance-based 
assessment tool for evaluating adults' competence to engage in 
independent dail)~ living activities. Its content was developed by 
subject-matter experts who identified the critical behaviors people 
need in taking care of themselves and their property. Validation 
research to date indicates that the scales can be used to identify 
strengths and weaknesses in carrying out activities of daily living 
and to design treatment interventions or make decisions regarding 
appropriate living arrangements. 

Other measures include the Rivermead Behavioral Memory Test 
(Wilson, Cockbum, Baddeley, & Hioms, 1989) and the Behavioral 
Inattention Test (Wilson, Cockburn, & Halligan, 1987), both of 
which evaluate patients by having them complete tasks in an office 
setting that are analogous to everyday, real-world tasks (e.g., 
recalling a new route, delivering a message, telephone dialing, 
menu reading, coin sorting). These measures have demonstrated 
impressive strength for predicting functional behaviors outside of 
the clinic (see Lezak, 1995, for additional measures and data). 
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Prediction of Health Outcomes 

Psychological assessments have demonstrated utility in predict- 
ing a wide range of health and medical outcomes. Furthermore, 
such utility has been demonstrated for a wide range of measures. 

Self-Report Personality Tests 

General health outcomes. Several meta-analyses have exam- 
ined the ability of psychological tests to predict subsequent health- 
related outcomes. In a review of 56 studies, Holden (1991) deter- 
mined that baseline assessment of a patient's perceived self- 
efficacy predicted outcomes related to smoking cessation, pain 
tolerance, weight loss, adherence to exercise regimes, and toler- 
ance of dental procedures (r -- .26). Booth-Kewley and Friedman 
(1987) found that baseline assessment of depression, anger, or 
anxiety predicted subsequent heart-disease outcomes (i.e., angina, 
atherosclerosis, myocardial infarction, cardiac death). Although 
the magnitude of these relationships was small (r ~ .15), these 
psychological variables were as important to the prediction of 
outcome as traditional risk factors such as cholesterol or smoking 
(Friedman & Booth-Kewley, 1987). In a broader meta-analytic 
review, Friedman and Booth-Kewley (1987) extended their find- 
ings by documenting the relationship between these personality 
variables and other disease entities such as asthma, ulcer, arthritis, 
and headache (r ~ .10-.20). S. Cohen and Williamson (1991) 
conducted a review of factors associated with susceptibility to 
infectious disease. They identified a number of studies indicating 
that the baseline assessment of negative emotional states or social 
introversion could be used to predict subsequent utilization of 
medical services, subsequent complaints of illness, slowed recov- 
ery from upper respiratory infection, susceptibility to viral infec- 
tion, recurrence of herpes, severity of response to bacterial infec- 
tion, and decreased immune functioning. 

Organ transplantation. In organ transplant cases, baseline per- 
sonality testing has been shown to predict survival, treatment 
adherence, and health care utilization (Chacko, Harper, Gotto, & 
Young, 1996; Shapiro et al., 1995). For example, Chacko et al. 
(1996) determined that pretreatment psychological testing was a 
better predictor of transplant survival than any interview-based 
measures. In fact, on the basis of pretreatment testing, high-risk 
and low-risk groups could readily be identified. Over a follow-up 
period of 9 to 56 months, the low-risk group had a cumulative 
survival rate of approximately 88%, whereas the high-risk group 
had a cumulative survival rate of only 48%. 

Asthma. Dirks and his colleagues (Dirks, 1982; Dirks & Kins- 
man, 1981; Dirks, Kinsman, Horton, Fross, & Jones, 1978; Dirks 
et al., 1977; Dirks, Robinson, & Moore, 1981; Dirks, Schraa, 
Brown, & Kinsman, 1980) carried out an extensive series of 
studies that examined the utility of the MMPI for predicting 
asthmatic outcomes. Specifically, they identified an MMPI mea- 
sure of characterological anxiety and ego resources that is unre- 
lated to the physical severity of asthma, yet effectively predicts the 
mislabeling of bodily sensations as asthma attacks, the extent to 
which patients are inaccurately seen as impaired by their physi- 
cians, the amount of unnecessary steroid medication prescribed at 
hospital discharge, compliance with medication following dis- 
charge, length of hospitalization, the frequency of rehospitaliza- 
tion, and the excess cost of rehospitalization (e.g., Dirks et al., 

1978; Dirks et al., 1981; Dirks et al., 1980). For example, Dirks et 
al. (1980) demonstrated that over a 2-year follow-up period, the 
patients that were predicted to have worse outcomes were rehos- 
pitalized for nearly 3 times as many days as the patients who were 
predicted to have better outcomes (an average of 31.3 days vs. 11.1 
days). It is important to note that rehospitalization rates were not 
associated with medical parameters of illness severity (Dirks et al., 
1980), and longitudinal outcomes could not be predicted from 
baseline measures of pulmonary function, physician judgments of 
the severity of medical problems, or the use of oral corticosteroids 
at initial hospital discharge (Dirks et al., 1978). 

As would be expected, the ability of this MMPI measure to 
predict outcome was enhanced when it was combined with other 
sources of information so that clinical judgments were derived 
from a battery of test results (e.g., Dirks, 1982; Dirks & Kinsman, 
1981). Furthermore, this MMPI measure of ego resources has 
demonstrated its usefulness for predicting outcome in other med- 
ical conditions, including obesity and forms of respiratory illness 
other than asthma (e.g., Dirks et al., 1977; Flanagan & Wagner, 
1991). 

Performance-Based Personality Tests 

Research has also documented the value of performance-based 
personality assessment methods for predicting health and medi- 
cally related outcomes. McClelland (1989) reviewed the literature 
documenting the association between variables assessed by the 
TAT and immune functioning or illness (also see McKay, 1991; 
and O'Leary, 1990). Constellations of variables measured by the 
TAT have been associated (r - .25-.50) with the development of 
high blood pressure; increased frequency of minor illnesses, par- 
ticularly upper respiratory infections; and increased frequency of 
major illnesses. Although the mechanisms responsible for these 
findings have not been completely determined, they are thought to 
be a function of the associations that have been found (r 
.20-.50) between various TAT variables and norepinephrine re- 
lease, salivary immunoglobulin A levels, natural killer-cell activity 
levels, and the ability or inability to reduce physical symptoms 
through psychological treatment. 

The Precursors Study carried out by Thomas and her colleagues 
(e.g., Graves, Phil, Mead, & Pearson, 1986; Thomas, 1988) has 
provided relevant data regarding the Rorschach. In this extensive 
longitudinal study, 1,154 healthy students were tested at entrance 
into medical school and were followed for 18 to 35 years. Though 
the magnitudes of the associations were small (r = .05-.20), 
baseline Rorschach scores predicted subsequent cancer, mental 
illness, suicide, physical ill health, and all-cause mortality. At least 
with respect to cancer, Rorschach data provided incremental in- 
formation that could not be obtained from other sources, predicting 
cancer occurrence over and above other risk factors such as smok- 
ing history, serum cholesterol level, and time elapsed since base- 
line testing (Graves et al., 1986), After correcting for these poten- 
tially confounding factors, the physicians who were predicted to 
have the highest incidence of cancer were 3 to 4 times more likely 
to develop cancer than the physicians who were predicted to have 
the lowest incidence. 
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Neuropsychological and Cognitive Tests 

Neuropsychological tests have also demonstrated utility as pre- 
dictors of health and medical outcome. For instance, neuropsycho- 
logical tests have predicted outcome for the surgical treatment of 
epilepsy. This surgery is costly, involves risk, and for a sizable 
number of patients does not result in relief from seizures. Neuro- 
psychological assessment has been helpful in identifying those 
who would or would not be helped by this procedure (Chelune, 
Naugle, Luders, & Awad, 1991; Dodrill, Wilkus, & Ojemann, 
1992). In addition, several studies have documented that baseline 
neuropsychological testing can usefully predict the subsequent 
onset of dementia in otherwise nonsymptomatic patients (e.g., 
Crystal et al., 1996) or in patients who had age-associated memory 
impairment on initial evaluation (e.g., Hanninen et al., 1995). 

Prediction of Health Care Utilization 

Several individual studies demonstrate that psychological as- 
sessment instruments can identify patients who are likely to utilize 
health care services more often than average. These studies are 
pertinent because health care utilization clearly influences third- 
party payer "bottom line" decision making. 

In a well-designed study, Bornstein, Krukonis, Manning, Mas- 
trosimone, and Rossner (1993) found that the assessment of de- 
pendency in college students was a strong predictor of subsequent 
health care utilization. Over the course of 3 months, relative to 
those who had low baseline dependency scores, those high in 
dependency made 2.6 times as many visits to a campus health 
center and 4.6 times as many visits to a private physician. It is 
important to note that these powerful predictive relationships held 
even after controlling for overall physical health. Similar results 
were obtained in a study examining the length of stay for general 
medical patients in a tertiary-care facility (Saravay, Steinberg, 
Weinschel, Pollack, & Alovis, 1991). The baseline assessment of 
negative emotionality and cognitive functioning predicted subse- 
quent length of stay in the hospital even after controlling for each 
patient's extent of physical impairment. It is significant that these 
psychological variables were much better predictors than such 
variables as medical diagnosis, occupation, preadmission living 
arrangements, and so on. 

Tessler, Mechanic, and Dimond (1976) conducted a long-term 
study of physician utilization in a prepaid medical plan. Baseline 
testing indicated that psychological distress predicted the number 
of visits made to a physician over the subsequent year even after 
controlling for a variety of physical health variables. Allison et al. 
(1995) demonstrated that the baseline assessment of psychological 
distress in a sample of cardiac rehabilitation patients predicted 
subsequent rehospitalization rates, as well as subsequent cardiac 
death, myocardial infarction, or cardiac arrest with resuscitation. 
As would be expected, baseline testing also predicted the subse- 
quent costs for rehospitalization. On average, those who were 
emotionally distressed at baseline had subsequent 6-month hospi- 
tal charges of $9,504, compared with $2,146 in charges for those 
who were not distressed at baseline testing. Finally, in at least one 
study, the baseline assessment of cognitive ability has predicted 
subsequent use of inpatient and outpatient health care resources 
(LoGiudice et al., 1997). Over the course of 1 year, those patients 
with impaired cognitive processes at baseline had total health care 

costs that were twice as high as the patients without cognitive 
difficulties. 

Prediction of Psychotherapy, Forensic, and 
Mental Health Outcomes 

Predicting psychotherapy, forensic, and general mental health 
and behavioral outcomes has proven to be a formidable task 
(Garfield, 1994; Luborsky, Chandler, Auerbach, Cohen, & Bach- 
rach, 1971). Nevertheless, evidence exists for the efficacy of 
personality tests for these purposes. 

Psychotherapy Outcomes 

One of the best predictors of psychotherapy outcome comes 
from the Rorschach Prognostic Rating Scale (RPRS), which was 
designed to predict which patients would be successful in psycho- 
therapy. Meyer and Handler (1997) recently performed a meta- 
analysis on the existing literature that used the RPRS to predict 
subsequent outcome. They found that the RPRS had a powerful 
ability (r = .44) to predict psychotherapy outcomes approxi- 
mately 1 year after baseline testing. In fact, the ability of this 
Rorschach scale to predict outcome was much stronger than the 
ability of many other medical, psychological, or educational tests 
to do so. For example, the RPRS demonstrated better predictive 
validity than the Cardiac Stress Test for predicting subsequent 
cardiac disease, blood pressure testing for predicting the recur- 
rence of a heart attack, or SAT scores for predicting college 
success, to name a few. 

In two studies of children, Tuber (1983) and LaBarbera and 
Cornsweet (1985) found that Rorschach scores were strong pre- 
dictors of outcome and rehospitalization rates (r = .45). In adults, 
Rorschach scores have predicted ratings of the ability to engage in 
short-term dynamic therapy (Alpher, Henry, & Strupp, 1990) as 
well as the outcome from this form of treatment (Alpher, Perfetto, 
Henry, & Strupp, 1990). Rorschach scores of ego strength have 
also demonstrated a powerful ability to predict response to anti- 
depressant treatment. In both a 9-week (r = .57) and a 5-year (r = 
.42) follow-up study (Perry, McDougall, & Viglione, 1995; Perry 
& Viglione, 1991), measures of ego strength could predict out- 
come over and above such other variables as age, gender, educa- 
tion, baseline severity of depression, and frequency of treatment 
visits. Greenberg and Bornstein (1989) have also documented that 
a Rorschach scale of dependency predicts length of psychiatric 
hospitalization. This relationship was particularly strong for women; 
those high on the scale had a mean hospital stay that was nearly 
twice as long as women who were low on the scale. 

Recent adult research has indicated that pretreatment testing 
with self-report scales (Kopta, Howard, Lowry, & Beutler, 1994) 
or the Rorschach (Exner & Andronikof-Sanglade, 1992; Weiner & 
Exner, 1991) can differentiate symptoms that change quickly in 
treatment from those that require treatment of moderate duration, 
and both of these can be differentiated from the characterological 
symptoms that respond only to lengthy treatment. Finally, a recent 
study indicated that baseline MCMI-U scores could predict psy- 
chiatric rehospitalization rates over a 2-year follow-up period, 
even though other variables, such as DSM-IV Axis I (American 
Psychiatric Association, 1994) diagnoses, could not (Donat, 1997). 
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Forensic Outcomes 

A meta-analytic review offered support for the ability of the 
Hare Psychopathy Checklist (PCL) to predict outcomes in a crim- 
inal context (Salekin, Rogers, & Sewell, 1996). The PCL was able 
to predict subsequent violent behavior (r -- .33), recidivism (r = 
.28), and sexual sadism or deviant sexual arousal (r = .25).'* In 
addition, the PCL has proved to be a better predictor of these 
outcomes than virtually all other variables or procedures, including 
criminal history, psychiatric history, age, substance use, or a 
diagnosis of antisocial personality disorder (Bonta, Law, & Han- 
son, 1998; Hanson & Bussire, 1998), making it a sound and useful 
tool for assessing these very hard-to-predict outcomes. 

Mental Health Outcomes 

Consistent or promising results in relating psychological tests to 
mental health and behavioral outcomes have been observed in a 
number of individual studies using a variety of assessment meth- 
ods. For example, in both children and adults, baseline testing of 
self-reported personality has indicated that manifestations of the 
broad neuroticism-negative emotionality trait predict negative out- 
comes. Studying children in a residential setting for a period of up 
to 4 years, Mattison and colleagues (e.g., Mattison, Handford, 
Kales, Goodman, & McLaughlin, 1990) found that baseline self- 
reports of negative emotionality predict subsequent disciplinary 
action, classroom failure, reports of behavior problems by teachers 
and house-parents, greater need for counseling, and more prema- 
ture departures from treatment. In adults, baseline testing has 
determined that self-reported neuroticism is a better predictor of 
long-term clinical outcome in depression than a host of other 
potential predictors, including age, social or marital status, prior 
depressions, prior suicide attempts, pretreatment depression levels, 
and pretreatment stress levels (Hirschfeld, Klerman, Andreasen, 
Clayton, & Keller, 1986; Weissman, Prusoff, & Klerman, 1978). 
In general, elevated baseline neuroticism scores predispose people 
to experience a range of negative life outcomes (Magnus, Diener, 
Fujita, & Pavot, 1993) as well as negative outcomes in individual 
and marital therapy (Luborsky et al., 1993; Mohr et al., 1990; 
Snyder, Mangrum, & Wills, 1993). 

Studying characteristics other than neuroticism, Achenbach and 
colleagues (e.g., Achenbach, Howell, McConaughy, & Stanger, 
1995a, 1995b) conducted a large-scale study on a nationally rep- 
resentative sample of children (N = 2,466). They relied on self- 
report tests and parent or teacher rating scales to predict outcomes 
that were measured up to 6 years later. Baseline test data predicted 
(with cross-method rs ranging from .10 to .25) subsequent aca- 
demic problems, school behavior problems, use of mental health 
services, suicidal thinking, police contacts, and problematic be- 
havioral syndromes (e.g., withdrawal, social problems, attention 
problems). In adults, baseline testing data obtained from observer 
ratings have been found to predict rehospitalization rates as well as 
successful return to work (e.g., Prigatano et al., 1984; Sappington 
& Michanx, 1975). Replicated research has also revealed that 
baseline assessment of hopelessness is the best predictor of sub- 
sequent suicide (e.g., Beck, Brown, Berchick, Stewart, & Steer, 
1990). Finally, Bornstein, Bowers, and Robinson (1995) found 
that, as hypothesized, a Rorschach scale of dependency was a very 
strong predictor (r = .84) of significant interpersonal life events 
(e.g., changes in relationships) over a subsequent 3-month period. 

Identification of Patient Characteristics That 
Affect Treatment 

Psychological treatment can vary across a variety of dimensions 
including theoretical framework (psychodynamic to ecological- 
multisystemic), duration (brief to long term), focus (symptom 
management to personality restructuring), and therapist stance 
(nondirective to directive). To the extent that psychological assess- 
ment instruments identify patient characteristics that can affect the 
success of different types of psychological treatment, they can be 
used to enhance treatment outcome by facilitating the match of 
patient characteristics to treatment types. 

Carefully conceptualized and implemented studies have indi- 
cated that patients with externalizing symptoms (acting out, pro- 
jecting, avoidance defenses) do better in treatment that is more 
structured or directed by the therapist, while patients with inter- 
nalizing symptoms (self-punishment, anxiousness, worry) do bet- 
ter in treatments where they set the pace and determine the struc- 
ture (e.g., Beutler, Machado, Engle, & Mohr, 1993; Blatt, 1992). 

Research examining the match between patient characteristics 
and forms of treatment is still at a relatively early stage of devel- 
opment, characterized by a diverse array of assessment methods, 
measured constructs, treatments, and outcome variables. Although 
results are not uniformly positive, a number of investigators have 
documented the value of pretreatment test data for predicting 
treatment outcome (e.g., Crits-Christoph, Barber, & Kurcias, 1993; 
DuPaul & Ervin, 1996; Eifert, Evans, & McKendrick, 1990; 
Project MATCH Research Group, 1997; Schulte, 1996). In sepa- 
rate reviews of the literature, Garfield (1994) and Piper (1994) 
concluded that psychological testing probably has the greatest 
predictive value for individual or group psychotherapy when ori- 
ented toward identifying the best match between patient charac- 
teristics and therapist-treatment characteristics. Dies and Dies 
(1995) articulated a model for incorporating testing into the vari- 
ous stages of group treatment in order to improve service delivery, 
and Haynes, Leisen, and Blaine (1997) reviewed the literature (see 
their Table 2) and articulated models for designing behavioral 
interventions based on functional assessments. Overall, these data 
and reviews speak to the importance of individualized assessment 
for matching patients to optimal treatment. 

Using Psychological Assessment as a Treatment in Itself 

Another use of psychological assessment is as a brief treatment 
in itself. Besides being used to plan, monitor, and evaluate clinical 
interventions, assessment can be a "treatment in microcosm" with 
a positive effect on patients (Allen, 1981, p. 251). In fact, many 
case reports indicate that psychological testing can have a dramatic 
effect on patients' symptomatology and on their understanding of 
themselves and their problems (e.g., Clair & Prendergast, 1994; 
Finn, 1996; Finn & Martin, 1997; Fischer, 1985/1994; Moffett, 
Steinberg, & Rohde, 1996). 

Recently, two controlled studies have documented the effects of 
psychological assessment as a brief treatment. Finn and Tonsager 
(1992) found that patients receiving a 2-hour MMPI-2 assessment 

4 All values reported here were computed from original data that pre- 
dicted subsequent behavior. Coefficients were weighted by sample size. 
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with feedback reported less symptomatology, higher self-esteem, 
and greater hopefulness about their problems compared with a 
control group. Patients in the control group also completed the 
MMPI but they only talked to the therapist about their current 
concerns and did not receive test feedback. Symptomatic improve- 
ment in the group receiving assessment and feedback was ob- 
served both immediately following the assessment and at a 2-week 
follow-up. The effects found in this study were not only statisti- 
cally significant but also clinically meaningful (at follow-up, mean 
r = .35). Newman and Greenway (1997) replicated and extended 
the study by Finn and Tonsager (1992) in a sample of Australian 
outpatients, finding similar improvements in self-esteem and 
symptomatology (at follow-up, mean r = .27). Hanson, Claiborne, 
and Kerr (1997) showed that patients invited to verify and elabo- 
rate feedback from personality and vocational tests considered 
their interpretive sessions to be deeper and their assessors to be 
more expert, attractive, and trustworthy than did patients who were 
given feedback in a noncollaborative manner. 

Case studies suggest that psychological assessment is an effec- 
tive intervention not only with individual patients but also with 
couples, families, and other interpersonal systems. For example, 
Dorr (1981) detailed a brief marital therapy centered on psycho° 
logical assessment. He concluded that with a focal assessment it 
"often is possible to accomplish in 11,5 to 21/2 days what would 
require weeks or months of once-a-week sessions" (p. 554). Ful- 
mer, Cohen, and Monaco (1985); Quirk, Storsahl, Kreilkamp, and 
Erdberg (1995); and Pollak (1988) presented case examples where 
psychological testing was used to help parents and school person- 
nel gain empathy for children with learning and behavioral prob- 
lems and to develop effective interventions. Moffett et al. (1996) 
described the use of personality testing to assist the formation of a 
"therapeutic community" among men in inpatient treatment for 
severe substance dependence. Berg (1988) and L. J. Cohen (1980) 
discussed how testing could be used to analyze and resolve inter- 
personal difficulties that arise between difficult patients and their 
therapists or treatment teams. 

Conc lus ion  

The numerous studies that we have reviewed represent a sample 
of the extensive research base that supports the validity and utility 
of psychological assessment instruments for a range of applica- 
tions in clinical health care today. Our full PAWG report (Meyer 
et al., 1998) and a companion article (Meyer et al., 1999) provide 
even more empirical support for the validity of psychological tests. 

Yet, third-party payers continue to deny and minimize the 
validity and utility of psychological assessment in clinical health 
care decision making. In today's competitive health care market- 
place, psychological assessment has been maligned as costly and 
ineffective, with third-party payer authorization and appropriate 
reimbursement increasingly difficult to obtain. 

We have concluded that we, as psychologists, must share some 
responsibility for this problem. In general, we have failed to 
educate skeptical third-party payers about the considerable empir- 
ical support that exists for the validity of psychological assessment 
instruments. We may have failed to do so, at least in part, because 
of the voluminous, highly technical nature of the large body of 
scientific literature that has grown around psychological assess- 
ment over many decades. The breadth and technical complexity of 

this research has made it difficult for practitioners to access and 
clearly convey to decision makers the extent of the empirical 
support that psychological assessment instruments enjoy. 

We hope that this article, in conjunction with the additional data 
reported by Meyer et al. (1998, 1999), helps us toward a solution 
to this vexing problem. By consolidating in understandable terms 
some of this broad research area we hope to provide practitioners 
with accessible, useful information that can be used to meaning- 
fully, consistently, and accurately communicate with third-party 
decision makers when psychological assessment authorization and 
reimbursement is being considered. To the extent that third-party 
payers become convinced that psychological assessment can con- 
tribute to cost-effective health care, they are likely to support its 
appropriate use. 

We are not so naive as to suggest that the road to greater 
acceptance and valuing of psychological assessment is a smooth 
one, nor that the road leads straight to greater support for psycho- 
logical assessment. Nevertheless, over time, we believe that a 
sustained grassroots effort to educate third-party payers by in- 
formed, assessment-minded psychologists, coupled with ongoing 
advocacy initiatives by state and national psychological associa- 
tions, can arrest and even reverse the recent decline of the practice 
of psychological assessment. 
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