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Preface

This thesis deals with professional diagnostic practice within the domain of child and
youth care, welfare and special education, hereafter briefly referred to as 'child care'. In
reference to this diagnostic practice the term clinical psychodiagnostics is used, thus distinguishing it from psychodiagnostics in non-clinical contexts (e.g. selection), as well as
from diagnostics within other domains (e.g. medicine).
In studying clinical psychodiagnostic practice, various perspectives can be adopted. In
this thesis clinical psychodiagnostics is explored as a dynamic, goal-oriented process of
professional decision-making. In the course of this process practitioners1 have to decide
on how to describe, structure, interpret and account for clients' psycho-educational
problems, as well as on how best to tackle them in order to improve clients' functioning.
Focus is thus on a formal evaluation of this complex decision process, not on an assessment in terms of the quality of its clinical content.
Psychodiagnostic problems, in particular when they are severe and multifaceted, are
widely assumed to be most adequately dealt with by having practitioners with different
professional backgrounds bring their joint expertise and skills to bear on a case. In such
complex cases a multidisciplinary clinical approach is considered a prerequisite for effective involvement. Accordingly, in many contemporary child care centres multidisciplinary teams are responsible for the entire clinical process, including its psychodiagnostic
aspects. The current thesis originated in one such centre: the Pedological Institute
(Paedologisch Instituut) in Nijmegen, The Netherlands.
Within the ongoing process of clinical team decision-making in child care centres
such as the Pedological Institute, a pivotal role is played by clinical conferences. These
multidisciplinary team gatherings are staged at regular intervals throughout the care process. In such conferences, psychodiagnostic decision-making and treatment evaluation
are to take place and joint strategies for further professional action are to be developed.
Clear as these objectives may be, clinical experience learns that this is far from an easy
task. Various problems can have negative effects on the quality of team decision-making
in clinical conferences. Accordingly, and considering their clinical importance, a number
of years ago the Pedological Institute and the University of Nijmegen decided to make a

1 In this thesis the term practitioner is employed interchangeably with clinician and (psycho)diagnostician
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concerted effort to evaluate and if possible improve the quality of decision-making in
clinical conferences. This initiative resulted in the empirical work reported in this thesis.
Following De Bruyn (1985), in our research clinical psychodiagnostic decision
making is viewed as a dynamic, cyclical process comprising four stages: Complaint ana
lysis, Problem analysis, Diagnosing (i.e. formulating and testing diagnostic hypotheses)
and Treatment indication/formulation. Based upon this theoretical frame, a coding sys
tem has been developed to enable a formal analysis of the character and quality of deci
sion-making within clinical conferences. This coding system has been applied in diffe
rent, successive studies of regular (unaided) and experimental (aided) decision-making.
These studies have been reported in various independently conceived articles, interna
tional conference papers and research reports. This volume contains re-edited versions of
some of those publications, as well as some original chapters. Thus, this thesis was not
written as a continuous account, and various chapters inevitably show some overlap. The
structure of this thesis is as follows.
Chapter 1 provides an impression of clinical conferences and their inherent complexi
ty and problems, followed by an account of our search for a theoretical frame of referen
ce by which to evaluate the formal quality of psychodiagnostic decision-making in these
conferences.
Chapter 2 presents a categorisation and subsequent review of research on psychodiag
nostic decision-making within teams. This chapter is a slightly revised, translated version
of an article which has been published in the Dutch journal Kind en Adolescent (Child
and Adolescent) (Pijnenburg & De Bruyn, 1995).
Chapter 3 renders account of the development, reliability and application of three
consecutive versions of the Coding System for Protocols of Clinical Conferences
(CSPCC), as well as their relation to the normative-prescriptive theoretical frame of the
clinical-diagnostic cycle, introduced in chapter 1.
Chapter 4 features a revised version of a study on the validity of the CSPCC, and the
feasibility of experimenter-coding versus participants' self-coding of clinical conference
protocols (Pijnenburg & De Bruyn, 1993a). An extended version of this chapter has
been published as a NICI technical report (Pijnenburg & De Bruyn, 1992).
Chapter 5 reports on a comparative analysis of clinical conferences within four pedo
logica! institutes; two providing residential care and special education, and two provi
ding special education, and ambulatory psychodiagnostic and care-related services. The
current text is based upon an earlier conference paper (Pijnenburg & De Bruyn, 1993b)
and an article by Pijnenburg and De Bruyn which is forthcoming in the European hand
book of residential and foster саге/Handbuch Heimerziehung und Pflegekinderwesen in
Europa (Colla, Gabriel, Millham, Müller-Teusler & Winkler, in press).
In several earlier publications, focus has been on a presentation of quantitative
research findings with respect to two preliminary attempts at decision aiding in the
Nijmegen Pedological Institute. Chapter (j focuses on these same studies, yet takes a dif-
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ferent perspective. It presents a clinical-instrumental evaluation of the two approaches
which have been attempted: a Bayesian-oriented decision training and an organisational
decision support strategy.
In Chapter 7we briefly evaluate our empirical work and identify some key issues for
future research. The chapter concludes on a more speculative note in discussing the perspectives of various approaches to decision aiding, both in view of our own experiences
and those reported in the decision literature. This chapter is partly based upon an article
by Pijnenburg and De Bruyn (1994) in J. Hermanns &C I. Sleeboom (red.), Onderzoek
ah bouwsteen voor de jeugdhulpverlening [Research as a building blockfiryouth care].
The research presented in this thesis is embedded in clinical practice. All reported empirical work has been a cooperative effort of researchers from the University of Nijmegen
and research associates/practitioners at the Nijmegen Pedological Institute. The fact that
this project has been set up and carried out by a joint team underlines the bond between
research and clinical practice which is a common denominator of all Dutch pedological
institutes. It also implies that the contents of this thesis reflect the input from clinical
practice as much as its inherent constraints and complexity.

3
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1 Evaluation of psychodiagnostics
as a decision process
Theoretical approaches

1.1

Introduction

Through the years, the field of psychodiagnostics has seen good as well as bad times (see
Hofstee, 1990; Jäger & Petermann, 1992; Rispens, 1990; Van Strien, 1990). The
upswing following the end of the second World War was followed in the sixties and
seventies by a period of ardent criticism and pressure, fuelled jointly by the daunting
results of empirical research on individual diagnostic decision-making (e.g. Hogarth,
1980; Jäger, 1982; Kahneman & Tversky, 1973; Kahneman, Slovic & Tversky, 1982,
Leichner, 1978; Meehl, 1954) and by rebuttals of a more theoretical or even ideological
nature (see Jäger & Petermann (1992) for a discussion). Since the start of the eighties
however, the tide has slowly turned. We have witnessed a revival of interest in psychodiagnostics (Hofstee, 1981) on the part of researchers and practitioners alike, with different psychodiagnostic orientations (medical, behavioural, hermeneutical, pragmatic) continuing to exist. This revival of interest - in particular in the clinical psychodiagnostic
process - is illustrated by a host of publications, differing widely in scope and perspective. The Dutch literature makes no exception; in recent years contributions have for
instance been made by Carlier, Kousemaker and Sigmond-de Bruin (1989), De Bruyn
(e.g. 1992a); De Bruyn, Pameijer, Ruijssenaars and Van Aarle (1995), De Groot and
Snel (1992), Hofstee (1990), Kievit and Так (1988), Pameijer (1992), Rispens, Carlier
and Schoorl (1984, 1990), Special issue "Diagnostiek in discussie" (1995), Ter Laak
(1996), Van der Kooij and Knijff (1986) and Van Strien (e.g. 1986). Now, in the second
half of the nineties, concern with the psychodiagnostic process and associated profes
sional skills and training requirements is perhaps stronger than ever.
Psychodiagnostics is an important aspect of professional, clinical practice in the areas
of (mental health) care, welfare and (special) education, and deals with a variety of tasks
and questions (De Bruyn, 1992a; Jäger, 1986; Jäger & Petermann, 1992). This volume is
concerned with psychodiagnostics in clinical practice as a professional decision process,
i.e. the art and craft of describing, structuring, interpreting and explaining clients' problems, and making professional judgments about how best to alleviate them. Whether
the psychodiagnostic process is comprehensive or merely entails a subset of the aforementioned facets is determined by the nature of a client's complaint or call for help.
The professional context from which the research presented in this thesis has originated is that of (semi)residential child care, in particular the Nijmegen Pedological
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Institute (NPI), a centre for child care, special education, professional training and carerelated research (Kauffman, 1982, 1996; Van Rijswijk, 1995). As in many contemporarychild and youth care centres, at the NPI a multidisciplinary team is responsible for the
entire clinical process.
Following Dyer (1984) and Orasanu and Salas (1993), here the term team is used in
contrast to group. Where groups typically consist of homogeneous sets of interchangeable
members, teams are comprised of interdependent and highly differentiated members,
having different tasks and relevant knowledge. The underlying rationale for team-oriented care practice is the following: the often complex and in many respects unclear nature
of psychosocial problems is best dealt with by having representatives from different professional fields bring their respective clinical expertise to bear on a case. Also, team members can monitor each other's performance and provide alternative views, feedback and
critique of the team's performance (cf. Hofstee, 1990). This rationale is corroborated by
some empirical evidence, though not unequivocally as chapter 2 illustrates. The fact that
different practitioners, such as residential care workers, social workers and psychotherapists each have their own clinical task compels team members to meet regularly; clinical
team conferences serve to exchange information and coordinate interdependent care
efforts (see Appendix I for a clinical case impression).
This makes it particularly interesting and relevant to aim research efforts at evaluating
the quality of psychodiagnostic decision-making, taking place within multidisciplinary
team meetings or clinical conferences. The decision process taking place in these conferences can be seen as a key component of the clinical process at large (cf. Van der Ploeg &
Van den Bergh, 1987), which starts at referral (e.g. Knorth, 1987, 1995; Van den Bergh,
1991; Van der Linden, 1991) and ends upon the client leaving care (e.g. Smit, 1993).
It should be noted that the current interest in the structure and quality of professional
decision-making is not a researchers' prerogative; it is shared with a growing number of
practitioners. For instance, at the end of a team conference they find themselves pondering why today they have a good feeling about the quality of their joint psychodiagnostic
decision-making, in contrast to the last conference, and why a colleague perhaps does not
agree. In short, clinicians are also interested to learn how they themselves perform, how
adequately they evaluate their performance and how the quality of their joint decisionmaking may be improved.
Given this shared concern about the structure and quality of psychodiagnostic decisionmaking within child and youth care in general, and in clinical conferences in particular,
the question arises how to go about setting up research that addresses this issue? When
trying to answer this question, we are confronted with several problems. These problems
are related to the premise that in order to evaluate the quality of any decision-making
process, quality standards are required. Of course, the nature of these standards depends
on the researcher's perspective (see also chapter 2). For instance, one can be interested in
social dynamic (e.g. De Vries, 1993; Janis, 1972; Orasanu & Salas, 1993) or ethical facets
(e.g. Jäger, 1986) of decision-making.
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Rather in contrast, the perspective adopted in this study is that of psychodiagnostics
as a more or less systematic information search and processing activity, carried out in
interaction between care professionals, clients and their environment. Psychodiagnostics
is conceptualised here as a rational and dynamic decision process, evolving over time, in
which those involved discuss their clinical views with respect to a case and what they
consider corroborative evidence for these views. In the course of this process a formal
and clinical-intrinsic (content-wise) relationship needs to be established between two or
more of the following aspects: clients' complaints/call for help, the nature of their prob
lems, associated diagnoses, and/or recommendations for treatment in any form (cf. Jäger
& Petermann, 1992). Descriptive analyses of (aspects of) the psychodiagnostic process
have been presented by a number of authors (e.g. Bierkens, 1966; Bus, 1989; De Ridder,
1991; Pijl, 1989; Van IJzendoom, 1990; Witteman, 1992).
Before moving on to the formal aspects of psychodiagnostic decision-making, in the
next section an attempt is made to give an impression of interdisciplinary psychodiagnostic decision-making in action. This is done by means of some verbatim excerpts from
a randomly selected clinical conference. This conference focuses on 'Chris' who has
recently been admitted to the NPI. Within the context of this presentation, key features
of the decision process under study are characterised, thus providing a frame of reference
for the theoretical discussion taking up the remainder of this chapter.

1.2

Psychodiagnostic decision-making within teams: A case illustration

1.2.1 From referral to clinical conference
Leaving aside the differences in terms of tasks and clinical policies of individual ambulatory/community based and (semi)residential child care centres (cf. Van der Ploeg, 1993),
as well as the nature and implications of current Dutch policy changes with respect to
referral and placement in care upon psychodiagnostic decision-making procedures and
responsibilities (e.g. Task Force Youth Care, 1994; Ministry of Welfare, Public Health
and Cultural Affairs, 1991; Ministries of Welfare, Public Health and Cultural Affairs,
and Justice, 1994; Van der Ploeg, 1994), what may psychodiagnostic team decisionmaking in a child care centre look like, and what is its ambition? As mentioned earlier,
we are interested particularly in the decision process taking place in clinical team conferences as an important part of care centres' clinical process at large. For that reason, the
focus of the following characterisation is on one such conference, recorded at a (semi)
residential care centre (see also De Bruyn, Van Kessel & Pijnenburg, 1988; Janssen,
1992; Van Lonkhuijsen, 1992).
The decision to follow up on a referral implies that the care centre's intake team starts
an intake and screening procedure, focusing on the client system as a whole. Intake and
placement decision-making usually take place according to a standard protocol and
imply 'paper' research (reviewing documents provided by the referring agency) as well as
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'live' assessment, i.e. direct intake contacts with the client system at the care centre. At
this stage different staff members make contributions. In the case of placement in (semi)
residential care at a pedological institute these staff members are: social worker, psychologist, medical consultant, pedagogue/didactician, and/or principal of the centre's residential school for special education.
If the intake procedure leads to the decision to admit, the child is placed in one of the
centre's care units. In the case of placement in a pedological institute, the child is also
placed in a special education class at the resident school (hence the participation of
school representatives in the intake procedure). Placement decision(s), as well as decisions
with respect to initial treatment strategy, are based upon the collective findings of the
intake team and their joint report. This report also provides guidelines for further psychodiagnostic assessment, to be conducted throughout the first stage of the child's stay
at the care centre. In addition to the staff contributing to intake decision-making, now
the following team members (may) become involved: the child's mentor (one of the residential care workers) and special education teacher, as well as (optionally): psychomotor
therapist, child psychotherapist, speech therapist, remedial teacher, neuropsychologist
and outside clinical consultants (usually medical specialists).
Based upon their contacts with the child and/or its parents/caretakers, all staff involved
submit a report shortly before the first (plenary) clinical conference is to take place.
These reports are made available to all, including the representative from the referral
agency (who is also invited to the conference) and are summarised by the conference
chair. Prior to this first plenary conference on a case, staged some time after admission
(a few months at most), the school team (teaching staff, school pedagogue/didactician
and principal) and care unit team (residential group staff, social worker and care coordinator/psychologist) have met regularly to discuss current psychodiagnostic and care
strategy related topics.
The explicitly stated purpose of the first clinical conference is psychodiagnostic decision-making; the insights and conclusions with respect to diagnosis and treatment
strategy resulting from this conference are subsequently worked out in detail at the residential group unit and/or school team meetings. The conclusions from each clinical
conference are reviewed semiannually. These plenary follow-up conferences are staged
throughout the child's stay at the centre.

1.2.2

Clinical conferences: The nature of the decision process

In the following we take a closer look at a number of important features of the psychodiagnostic decision process taking place in clinical conferences. These features and associated theoretical and methodological problems have to be considered by researchers
interested in analysing this decision process. Basically, what we see when looking at a clinical conference is a string of statements, made by participants who bring different profes-
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sional backgrounds, expertise and responsibilities to a collective task. The participants
have to explore the problem(s) presented by the client and search, collect, interpret and
weigh relevant information from a variety of sources in order to decide collectively upon
how to bring about change in a condition that is experienced as problematic by the
client (system). In the research literature a number of key features of this type of decision
task are identified. As is demonstrated below, most of these features can be seen reflected
in the actual discussion, taking place in clinical conferences.
To illustrate the nature of the psychodiagnostic decision-making in a clinical conference, the following annotated vignette contains four verbatim excerpts from a randomly
selected clinical conference. These excerpts, presented here chronologically, are taken
from the first plenary clinical conference dealing with the case of a seven year old boy.
This boy (here named 'Chris') has been admitted to the NPI's residential care unit three
months prior to the conference. The excerpts presented here are laced with commentaries. These commentaries elucidate why in the literature psychodiagnostic decisionmaking is characterised as ill-structured, dynamic and multistage (Orasanu & Connolly,
1993; Vlek, 1981; Vlek & Wagenaar, 1976), involving high stakes and risks on the part
of the client, and forcing care professionals to deal with considerable uncertainty, organisational constraints (goals and norms) and time stress (Orasanu & Connolly, 1993).
These conference excerpts also serve to make the context of the empirical work reported
in this thesis more tangible to those who are not familiar with the professional practice
of multidisciplinary clinical conferences in child care (see also Appendix 1).

Annotated verbatim excerpts from the first clinical conference on Chris

Introduction/Case history review
Chair:
Shall we start? Maybe I can give you a short introduction at this point. Chris is seven years old,
referred by the special education school in the city of O. One of their staff members is our
guest today. Chris was there for quite a while because of his retarded development, strange,
unruly behaviour, language problems, etcetera. For a long time now you (addresses guest)
have had the feeling that you were not making any progress and found it necessary that he be
transferred to our kind of care centre; that he is a child that needed other treatment, perhaps
intensive.
Guest (from referring school):
Yes. It became clear what was going on with Chris, the direction and the son of education
that had to be recommended. Because he is also a specially gifted child, and could possibly
find a way to use his talents, we applied here. We did this with his parents' approval.
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Chair:
I believe that it was known moreover, that he had epilepsy. In any case he had some seizures
a year ago. He has medication for this epilepsy and at present follow-up work is being done
to determine if the seizures can be prevented. We will hear further about this development
shortly.
Psychologist (treatment coordinator):
Yes.
Chair:
Let's begin with the discussion about the impressions at the residential group.
Residential group worker:
Yes, we can divide this into two pans. Following his arrival here we experienced him as a very
cheerful open child and we got the feeling that we could easily make good contact with him.
In the second period however we began to feel that the contacts we made remained superficial
and that he does not actually play with other children. He only appears to be very busy with
drawing. In his drawings he keeps making the same things. On the way from here to home,
he encounters what he calls "light poles". So every day he only draws light poles. Another
example: if he is preoccupied with the Efteling theme park, he will only draw fairy tale houses.
So, the picture that we now get from what we have seen, is that he makes many stereotype
sounds and movements, which he seems to enjoy, but that have in fact no meaning. We are
also not trying to stop these mannerisms. This, to cut a long story short, is what I have to say.
Chair:
That's very concise.
Characteristics:
At the initial stage of the conference, the chair and/or different participants relate the case history
(for reasons of brevity not shown extensively in this excerpt), using the documentation available
from the client file. This file contains information on the child, its parents/caregivers and their
environment from a variety of first and second hand sources. Most of this information is collected in interaction with the client. The nature of the information differs widely; from administrative and socio-economic data on the family to information on important life events, and psychometric assessment data. In other words, only part of the information is factual; a lot of material is
rather fuzzy ('I guess that...','I vaguely remember her mother saying once that...'). Part of all this
aggregated case information is provided by the referral agency, part also has to be collected - and
its implications for the case evaluated - by the care centre's team.
In addition to the chair's introduction, a representative from the referral agency may briefly
explain the reason for referring the child and its parents/caretakers to the (semi)residential care
centre. Next, based upon their contact with the client (child and/or parents) since placement was
effectuated, conference participants will elucidate their own findings and views with respect to
the case, focusing particularly on different problem aspects.
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Analysing/Diagnosing problems
Chair:
Have you seen Chris?
Psychiatric/medical consultant (in recent years the position of NPI resident psychiatrist has been
vacant):
I haven't yet seen him myself. I assume that there is some cerebral damage, in any case, autistic
patterns, poor integration or assimilation abilities, and that he is a little autistic.
Chair:
Good. I'd like to stop at this point, as far as background information is concerned, or else we
will have to hear reports from four more people, and I imagine that we have all read those
reports. We can now discuss the situation at hand. What I'd like to do is hypothesise that the
child is a boy with a personality disorder and with that point in mind, the other things can be
deferred. That will be my hypothesis. The question is, from this vantage point, where do you
begin in connection with his personality disorder as a psychotherapist. And the related
question is how much validity is there in seeing this as a language disorder, a motor disorder,
or can this all be traced back to his personality? These are issues that I would like to deal with.
But of course there will be other issues to discuss.
Psychomotor theraput:
And the questions that I have posed at the end of my report.
Chair:
It's all connected, "fear of failure" and what you have in mind.
Psychomotor therapist:
Yes, his self image etcetera.
Chair:
Self image, but that goes hand in hand with the picture of his personality, doesn't it? It's a
part of it I think.
Psychomotor therapist:
Yes.
Chair:
I notice there is silence here.
Teacher (from the care centre's resident special education school):
(jokingly) Yes, I'm now waiting for some tea.
Residential group worker:
It isn't so easy, is it?
Psychologist:
No.
Chair:
I would first like to ask the psychomotor therapist and the speech therapist for example, for
their diagnosis, so that we can discuss it here together. Maybe it's not necessary to tell the
whole story again.
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Speech therapist:
Well, it's actually so, and you can read it from the reports, that he also gives a mixed impression, which you also get from the results of the tests. Some of the test results are fairly good,
while in spontaneous interaction he comes across quite differently. In any case it's difficult to
exactly judge what his level is, but I find him fairly weak, especially in language usage. His
sentence structure is weak and his grammar poor. Besides, he hears very well with someone
else around or just so. In fact he can hear everything in all situations, but perhaps he does not
apply what he hears. He has probably already had extra practice and exercises with this. He
tries to do everything well, but probably it is more than just recall. However if there is a quick
change, he is unable to apply what he has heard. You can indeed simply try to program him,
you know, but he can't deal with it easily. And as far as that is concerned, you say he is pretty
good
Chair:
Can you give me examples of this? How am I supposed to imagine this?
Characteristics:
Typically, though not exclusively (e.g. medicine, law), psychodiagnostic teams are faced with illstructured problems. Thus considerable time is often devoted to formulating and structuring
what the team members consider the most important problems (hardly ever is there only one)
and trying to identify conditions that can be held responsible for their origin or continuation.
The objective of all this is to provide a basis for deciding what is the best way to tackle these
problems.
All information concerning these problems is collected, structured and weighed by means of different tools. These tools range from knowledge of developmental and psychopathological theories, empirical research findings on normal and deviant development in children, and behavioural
assessment technology to statistical data manipulation techniques. But also more idiosyncratic
knowledge such as private heuristics or rules of thumb and 'hunches' are used by participants.
Although the available tools and collective expertise provide the participants with inspiration for
their joint thought process, they often do not provide a direct solution for the client's problems.
Therefore, it is not surprising that time and again conference protocols show that lines of thought
are broken off. So does the above excerpt. Also, the focus of attention can regularly, and apparently
erratically, be seen to shift to and fro between different aspects of the case, often without conclusions being drawn.
Although difficult to identify at face value in conference protocols, the following characteristic
also merits mention here. Like any unaided decision-maker - and perhaps even more than decision
makers confronted with a clearly defined decision problem - child care professionals are susceptible to judgmental error and bias from a variety of sources, as well as to the consequences of
information-processing overload (e.g. De Ridder, 1991; Duffy, 1993; Koele & Van der Pligt,
1993; Tversky & Kahneman, 1974). Being required to integrate numerous pieces of heterogeneous information - which is typically the case in psychodiagnostic decision-making - is likely to
exceed human cognitive capacity, of lay people and professionals alike.
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Treatment
Psychohgist:
Yes, I'm afraid that I think quite differently than our chair. I hear from many people, that in
ordinary situations he is withdrawn and closed off, in a world of his own. I then think how
can you help this child? By stipulating conditions beforehand for him in such situations so
that he can function, and by practising them in a playful way, at an elementary level and at
specific times? I'm afraid that if you choose play therapy, you are recreating a home environment, because he can play very well in isolated situations. He can live through all his fantasies
in that kind of environment.
Chair:
Well, I'm not so sure about that. I don't think his parents are play therapists.
Psychohgist:
Yes, but this is about ...
Teacher.
No, you can't say that.
Psychohgist:
No. I'm concerned with emphasising the sort of therapeutic situations that relate to the daily
life of a boy that has problems in functioning... I think it is logical to opt for special movement education, at a very basic level, as well as speech therapy at an elementary level. These
are all instances where he falls behind, and with special instruction and exercises could make
considerable advances, I feel.
Chair:
Alright. However I think you have to start by making social contact with the boy, that is to say...
Psychologist:
Yes, OK.
Teacher:
Yes, if your viewpoint is that social contact is of primary importance and is an integration
problem, then you have to deal with that in the first place.
Psychohgist:
Yes.
Chair:
And that can best be treated in your situation.
Teacher:
Then we have to be specific....
Chair:
I think we have to keep this in mind.
Psychomotor therapist:
Yes, this can be dealt with beautifully while in a movement therapy situation.
Psychohgist:
Yes, I think so too.
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Characteristics:
Because the objective of care is to bring about change with respect to the problems faced by the
client, the conference participants have to decide upon a joint therapeutic course of action.
Psychodiagnostics (at least in child care centres) often does not imply making a clear-cut eitheror choice between different treatment options; treatment strategies can also be combined and
modified over time. Many treatment plans contain several, more or less parallel tracks, as the previous and following excerpt also illustrate.
In working towards their decisions, the participants have to deal with considerable uncertainty.
Not only do they have to wait and see how the client(system) will respond to treatment and what
the effect of their interventions will be, also the link between many conditions and therapeutic
interventions is uncertain. For many diagnoses and problems different treatment options are clinically plausible. In addition, teams' clinical views with respect to individual cases, desirable
changes and professional tools may change over time (of course, excerpts from a single conference
can not serve to illustrate such a shift - in contrast to the case history in Appendix I).

Conclusion
Residential group worker:
Would it make any difference if we bring the play therapist to the group? But first of all, does
she have time available?
Psychiatric/medical consultant:
In treating a young autistic child, it is better to have one person handle everything, just to
integrate things. The integration is important... that he integrates all the daily care, and cognition, and language, etcetera.
Chair:
And also the play and movement therapies.
Psychiatric/medical consultant:
Yes, without doubt.
Chair:
Does this mean, well it's 10:30 already, we should really close this discussion by now. We will
have to continue at another time. We should try to list everything we plan to do next.
Psychologist:
Yes, that seems best. At least, with other children I don't hear you clearly saying you're afraid
of it.
Psychiatric/medical consultant:
I think that you can do that in principle, but the treatment coordinator (i.e. psychologist)
should think very carefully about the disadvantages that can result. And then you may reach
the limits of the possibilities here at our institute.
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Teacher:
I think that you should also know what to expect from him in the classroom, and what you
want. Yes, and then he is involved in many different things, and since he will be absent a lot,
he will miss a lot of things.
Psychologist:
No, but if you look at the current situation, the situation is that he now gets all these various
things, and if you say he will go to play therapy once or twice weekly, what kind of reaction
will that produce? Panic maybe, or not?
Speech therapist:
He would probably find it very nice at first.
Teacher:
Yes, and no; the issue here is not so much about what Chris thinks of it but that he is a child
that you work with in different ways, who spends little time in class and with whom you must
be careful about what you do when he is around. I mean he has so many arranged appointments, and because of this, should you just let him do what he pleases in class or reduce his
learning tasks? How do you see his time in class as part of the treatment program? This is perhaps something I should discuss further in the school team conference.
Chair:
Yes, I would urge you to raise this issue in your next school team conference. I would also like
to make a final comment. In procedural terms I have found our discussion to be rather disturbing. I have the feeling that a number of things have been misunderstood. I don't exactly
know. I would like to say in any case, that I don't know if play therapy should be pan of the
treatment. In my heart I think he has the right to give it a try. If it works then it is fantastic,
but I am actually worried that it may be too much. You must limit the things that you present
to him. But it is more a question of- yes you should try in any case - that you should not dismiss it. In that sense I can't say that it is less important than anything else.
Speech therapist:
Yes, we've been busy discussing therapies for so long. Some seem to think it will work, some
don't.
Teacher:
Now I find that it has become clearer in the course of our meeting.
Residential group worker:
I think that the discussion could have been more open on this point. Everyone could have stated a position.
Chair:
Good. On that note: are we finished?
Characteristics:
The 'core business' of child and youth care is promoting the well-being and opportunities for
development of troubled children and their parents by assisting them in resolving or learning to
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cope with the problems they face. Clearly, care professionals deal wich high stake clinical decisions.
Each decision also involves taking a certain amount of risk. If a treatment strategy fails, consequences for the client may be grave and/or the perspective for continued treatment may be
influenced negatively. The above excerpt is illustrative of this characteristic. It also reflects that
decision-makers have to deal with time stress; only a limited amount of time is available per
case/conference. This can result in personal stress, potential loss of participants' vigilance and the
decision process remaining more or less implicit, inexhaustive or involving less complicated
reasoning strategies. Other organisational constraints and norms, such as therapists' case loads,
team members' daily routines, and demands made by other clinical tasks also have an impact on
the decision process.

Having now elucidated the nature of the professional context and process under study,
as well as the research perspective adopted in the current thesis, the problem to be dealt
with next is that of selecting an adequate standard or model which makes it possible to
capture and evaluate the process of psychodiagnostic decision-making. In the theoretical
literature various approaches can be discerned. They are reviewed in the remainder of
this chapter.

1.3

Towards a formal evaluation of the psychodiagnostic decision process

In this section, first two clusters of decision models are introduced that have dominated
decision research in the last decades: statistical models (section 1.3.1) and normativeaxiomatic models (section 1.3.2). The reader will note that these models focus largely on
individual decision-making. This stands in contrast to the team-oriented decision practice
exemplified in the previous section.
Although normative-axiomatic and statistical models still prevail in most decision
research they meet with increasing dissent, particularly in recent years. A number of
authors argue that these models of decision-making do not adequately reflect the nature
and complexities of decision-making in a variety of professional contexts. A hotbed of
such critique is the emerging field of naturalistic decision-making (e.g. Klein, Orasanu,
Calderwood & Zsambok, 1993; Connolly & Beach, 1993). The label naturalistic is
indicative of research with a focus on real-life, complex decision problems faced by professionals in the context of their everyday work. The argument of naturalistic decision
researchers that traditional decision theoretical models are ill-suited to serve as a normative frame of reference for the empirical study of real world decision-making, is underscored in this thesis. This critique does not so much concern the rational character of
traditional models - which is also a feature of their naturalistic counterparts - as their
failure to take into account the nature of realistic decision problems, and of the professional task contexts in which they occur (e.g. Beach & Lipshitz, 1993).
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The limitations of statistical and normative-axiomatic models make it necessary to
search for alternatives which apply to decision-making in realistic professional decision
contexts, particularly to the context of clinical psychodiagnostics. Several authors have
put forward models which can be considered relevant in this context. Key features of
these models and their relevance for psychodiagnostic decision practice are identified in
section 1.3.3. An introduction of the theoretical frame of the normative-prescriptive clinical-diagnostic cycle (e.g. De Bruyn 1985, 1992a), which underlies this thesis, and the way
in which related approaches have influenced its development concludes this chapter.

1.3.1

Statisticalmodels

In this section, three types of statistical models are focused upon: regression, actuarial
and Bayesian models.
Regression modeh have become well known within the psychometric tradition of decision research. They serve to make predictions about the level or score that will be
reached on a criterion variable (for instance the amount of success of a therapeutic intervention), given the score on one or more predictor variables (say, the score on a given
psychological test). Typically, in regression models criterion and predictor variables are
continuous. Several extensive reviews of these models have been presented, among
others by Einhorn, Kleinmuntz and Kleinmuntz (1979), Pitz and Sachs (1984) and
Slovic and Lichtenstein (1971).
Regression models have been used extensively in applied non-clinical contexts where
predictions of subjects' future performance are based upon their scores on assessment
batteries. Prominent examples of such applied contexts are personnel selection and
school choice. In a clinical psychodiagnostic context regression models have never gained
great popularity, although they may be applied towards the end phase of the decision
process - at least in principle. Based upon the diagnosis and indication for treatment
decided upon by the psychodiagnostician(s), a regression model may be employed to
generate predictions of the effectiveness of selected interventions.
The fact that regression models have found litde application in clinical contexts can
to a large extent be accounted for by the following problem. Children with extreme
levels of a specific problem behaviour are relatively rare in clinical psychodiagnostic
practice. Hence, as Meehl (1957) already suggested, clinicians will have insurmountable
problems in establishing a firm empirical basis for making their prediction within their
own practice, or in finding such a basic data set in the research literature. The result is a
deadlock; such a data set is a prerequisite for the application of any regression model,
but the clinician can't wait. A decision needs to be made here and now for this client, in
spite of the fact that the empirical evidence is inadequate. Furthermore, as the case illustration in section 1.2.2 reflects, in psychodiagnostic decision contexts most basic information is not continuous, as required by the model. Essentially, psychodiagnosticians
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deal with problem classifications, diagnoses and options for treatment - in other words
with information of a categorical rather than a continuous nature (cf. Schroots, Akkerman
& De Groot, 1978).
This problem does not present itself in the case of actuarial models (e.g. Wiggins, 1973),
which can be characterised as a 'toned down' variation of regression models. In actuarial
models an estimate of the likelihood of, say, a positive effect of therapeutic intervention
for a given client (phrased more mathematically: the probability Ρ of a subject's status X
on criterion variable Y) is based upon information from different categories such as age,
socioeconomic background and test scores. This predictor information - continuous or
categorical - has to be made available in the way of contingent frequency tables.
This type of prediction model relates to two essential component processes of psychodiagnostic decision-making: diagnosing a client's condition, as well as formulating treat
ment strategies. Psychodiagnosticians can make probability estimates regarding both
aspects of the decision process. In other words, they can predict the probability of a
treatment being successful, as well as the likelihood of a client suffering from a specific
problem or syndrome, given that a number of clear-cut symptoms have been observed.
In the first case we are dealing with actual predictions, in this case a prognosis of a
client's future status. In the latter case however the probability that a specific syndrome
or problem classification has been appropriately attributed is 'predicted' from the symp
tom profile as part of the process of diagnosing. Here, the existence of a syndrome and
information on the symptom profile are phenomena that occur side by side.
The construction of actuarial prediction systems gained some momentum in the
seventies and early eighties, in the context of validation research on the Minnesota
Multiphasic Personality Inventory (see Wiggins, 1973) and classification studies dealing
with conduct and learning disorders (e.g. Hale & McDermott, 1984). It soon became
apparent however that there are a number of inherent methodological problems in the
construction of actuarial prediction systems. Conditional to the use of regression and
actuarial approaches alike is extensive research on the relationship between predictor and
criterion (to generate the required contingency tables). In most clinical contexts this
requirement cannot be met. But even if this is possible, such research still requires con
sensus among clinicians about the relationship between different syndromes or problem
classifications and specific symptoms, as well as between respective problems or diagno
ses and criteria for therapeutic effectiveness. At present, clinical psychodiagnostics as a
field of expertise can not yet supply ample predictor information in the format of data
matrices, upon which to base case-related predications. As the case illustration in section
1.2.2 shows, the information used in the context of clinical psychodiagnostic decision
making is diverse. It is a mixture of well-established facts, beliefs and personal expertise.
Moreover, a clinician's notion of uncertainty has little to do with mathematical probabi
lities based upon relative frequency distributions in a given population, which is at the
heart of both clusters of models.
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With Bayesian modeL· the story is somewhat different. Their dynamic character makes
them suited for application in contexts where decision-makers - be they diagnosticians
(e.g. Akkerman, 1982; Horstee, 1990; Leichner, 1978; Schäfer, 1976), professionals in
other fields (e.g. Beach, 1975; Von Winterfeldt & Edwards, 1986) or lay people (e.g.
McNeel & Messick, 1970) - want to revise their views in light of new information. This
does not mean however, that a Bayesian approach to psychodiagnostic practice is without
problems, as is discussed below (see also chapter 6).
The basic tenet of the Bayesian approach to decision modelling is that optimal revision of opinions (formulated in terms of probabilities) in the light of relevant new information should be accomplished via Bayes' theorem (see Phillips, 1973, for an introduction). In other words, Bayes' theorem is a formal, normative model; it does not claim to
accurately describe psychodiagnostic practice, its claim is prescriptive. The theorem can
be presented in an objective as well as subjective form (cf. Hofstee, 1980). As is the case
with the previously discussed statistical models, the availability of empirical data sets is
also a prerequisite for the application of the objective form of Bayes' theorem. Because
of its relevance to psychodiagnostic practice, here attention is focused on the latter form.
The heart of the subjective Bayesian concept of probability is the notion that probabilities are numerical measures of persons' opinions about the uncertainties of propositions.
A basic representation of the subjective form of Bayes' theorem is as follows, where D
stands for data (information) and H for hypothesis.

P,H,D).P(H,.

ÍÍPÍÍ1L
p(D)

In this form, the theorem allows clinicians to revise their prior opinion - their (subjective)
level of belief in the correctness of a hypothesis [p(H)] - into a posterior level of belief
[p(H/D)] by taking new information [(D)] appropriately into account. The probability
of finding this specific piece of information, say a certain IQ score, given that the hypothesis under scrutiny is true, is represented by [p(D/H)]; [p(D)] represents the probability of D occurring.
Like actuarial prediction systems, the Bayesian model can be applied in the context of
diagnosing. It can also be applied in making decisions with respect to treatment (e.g.
Akkerman, 1985; Beenen, 1970; Schäfer, 1976; Schroots, Akkerman & De Groot, 1978).
Bayes' theorem can help shape the decision process because it enables psychodiagnosticians to cyclically revise their level of belief in one or more hypotheses on the basis of
new information in a formally consistent manner. By using the theorem, decisionmakers are forced to explicitly state what their beliefs are based upon. It also makes clear
the diagnostic value of different pieces of information when confronted with competing
hypotheses. A Bayesian analysis results in a distribution of subjective probabilities over a
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set of hypotheses. The Bayesian approach can be applied by individuals and groups
alike. In the latter case, probabilities are based upon consensus or averages. This quality
adds to its relevance for psychodiagnostic practice.
As with any model, application of the Bayesian model is not unconditional nor is it
devoid of practical problems, as mentioned earlier. First of all, the use of Bayes' theorem
assumes that the data to be entered in the analysis are conditionally independent (see
Phillips, 1973). Secondly, in principle an exhaustive list of relevant hypotheses is required.
In psychodiagnostics these requirements can often not be met. The implications of these
problems have been debated extensively in the literature (e.g. Beach, 1975; Hofstee,
1980; Lichtenstein, 1972; Slovic & Lichtenstein, 1971).

1.3.2

Normative-axiomatic decision theory

In the social sciences, work on the development of formal, axiomatic decision theories
and empirical decision analysis began about half a century ago. This new field of study
drew strongly upon economical as well as mathematical/statistical and philosophical concepts. Inspired by such early landmark publications as Von Neumann and
Morgenstern (1947), Edwards (1954) and Luce and Raiffa (1957), decision science
expanded rapidly to produce a wealth of theoretical and empirical studies (for reviews,
see Bell, Raiffa & Tversky, 1988b; Einhorn & Hogarth, 1981; Koele & Van der Pligt,
1993; Slovic, Fischhoff & Lichtenstein, 1977, Von Wïnterfeldt & Edwards, 1986).
The normative decision-theoretical approach focuses on what people should do in
order to make optimal, i.e. rational decisions. In normative research the criterion for
rationality is logical consistency. The basic question underlying most of this research is
how the decision maker should aggregate all available pieces of information in selecting
the best alternative. Choice is considered a matter of picking one, optimal alternative
from a known set of options.
The majority of authors within this field distinguish the normative approach from its
descriptive counterpart (see also chapter 2), which focuses on how people actually make
decisions. Key questions in this research tradition are: how do people make choices
between alternatives, how can these choices be explained, to what extent do people actually make decisions in accordance with normative models and in what ways does decision-making deviate from these models? The latter questions illustrate the fact that
much descriptive decision research is based upon normative models. In this 'descriptivenormative' research the extent to which normative models have descriptive qualities is
tested empirically (in chapter 2 this type of research is referred to as model-oriented
descriptive research). More generally, the term descriptive is also used in reference to
decision research which aims at capturing and evaluating decisions and/or the way in
which they are made, without relating its findings to a normative-theoretical frame of
reference. In this research tradition a variety of non model-based, functional criteria are
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employed to evaluate the quality of the decision process (in chapter 2 this type of
research is referred to as functional descriptive research).
The nature of the questions addressed within the tradition of decision research
reflects a tradition of studying decision tasks for which it is possible to determine what is
the optimal choice. This tradition, with its predominantly cognitive orientation, has
provided insights into numerous aspects of human decision-making such as information
search and processing strategies (e.g. Payne, 1982), the existence of decision heuristics
(short-cuts that reduce cognitive effort) and biases (e.g. Kahneman, Slovic & Tversky,
1982), group processes and stress (e.g. Janis, 1972; Janis & Mann, 1977). In chapter 2
of this thesis results of descriptive as well as normative research on team decision making
within child and youth care are surveyed (for specific reference to research on individual
psychodiagnostic decision-making, see for instance De Ridder, 1991; Westenberg &
Koele, 1993; Vermande, 1995). It should also be noted here that in the context of these
studies different research methodologies have been developed (Payne, 1982; Woods,
1993) which enable researchers to trace decision processes (cf. chapter 3).
Although interesting, functional descriptive research cannot provide a normative
standard for evaluating psychodiagnostic decision-making, sought in the context of this
thesis. Where a descriptive and normative approach go hand in hand, normativeaxiomatic standards are employed to evaluate the findings from descriptive research.
Therefore normative-axiomatic decision theory is focused upon in the remainder of this
section.
The term normative-axiomatic, or 'classical' decision theory (cf. Beach & Lipshitz,
1993) is used to refer to the entire collection of formal, axiomatic models of uncertainty
and risk that tell decision makers what is the best option to choose from a set. Here
optimality is defined by the underlying models. Choice is dictated by an explicit, algebraic decision rule, usually some variant of maximisation of expected utility. Following a
process of decomposing a complex decision problem into cognitively manageable components, such a decision rule is typically used to 'reassemble' component judgments into
a final decision or choice.
Classical decision theories provide decision-makers with formal methods for making
optimal decisions, that is decisions with the highest net result (the balance total of the
anticipated result per se, the value attributed to this result and the cost at which it is
achieved). At this point it is important to stress once again that normative decision theories are based upon the assumption that the decision context is well-defined and that all
decision options, related criteria and consequences over a certain period of time are
known and stable.
Classical decision theories have inspired a host of empirical contributions focusing on
decision analysis and the development and evaluation of decision aiding techniques for a
range of professional decision contexts where optimal decisions are desired. Normative
theory's claim of being the single standard for evaluating all decision behaviour is put
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into question however, particularly by researchers working in realistic, professional decision contexts (e.g. Beach & Lipshitz, 1993). One of the important arguments made by
these critics is that research grounded in axiomatic theory has so far not focused on the
entire decision process, nor on decision contexts (e.g. Ebbesen & Konecni, 1980).
Instead it has focused on a mere part of the decision process: the so-called decision
event. According to proponents of the classical approach, the crucial part of a decision
process occurs when a decision maker overlooks a fixed number of known alternatives,
weighs the likely consequences of choosing each of these alternatives, and subsequently
picks one of them. Section 1.2.2 serves to illustrate that this is not characteristic of psychodiagnostic decision-making. Although some authors (e.g. Orasanu & Connolly,
1993) argue that classical, normative decision models can be stretched to connect with
psychodiagnostic and other professional decision problems, these models disregard a
number of essential aspects of complex, realistic decision problems. Some of these aspects,
relevant to the professional, clinical decision context of child care, are reviewed in the
following.
First of all, psychodiagnostic decisions are made in a meaningful context of professional action (cf. Brehmer, 1990; De Bruyn et al., 1995; Hofstee, 1990; Van Strien,
1986). They are not an end in themselves, as often tends to be the case in classical decision studies. Rather, psychodiagnostic decisions are embedded in a dynamic, clinical
cycle of care activities with the purpose of responding to clients' calls for help. Classical
decision theory thereagainst is context-nonspecific; its generic character precludes taking
explicitly into account what is the purpose or internal logic of clinical psychodiagnostics
as a professional decision process. Consequently, classical decision research does (to
varying degrees) not acknowledge nor take into account: features of decision tasks and
related information (different problem features may be interrelated by complex causal
links, interactions, etcetera), the nature of required expertise (e.g. clinical, procedural)
and time restraints (time pressure alone usually precludes extensive evaluation of multiple
options, suggested by normative modellists). Furthermore, in contrast to classical laboratory decision research where focus is on clearly defined problems, in a psychodiagnostic
decision process much energy is invested in trying to find out what exactly is the nature
of clients' problems (cf. the case history review, mentioned in the conference vignette
presented in section 1.2.2).
Another important aspect to be mentioned is the following. When it comes to deciding upon a treatment strategy, different treatment options are evaluated sequentially.
Different ('single') treatment options may also be combined in an overall strategy, as is
also the case in the conference presented in section 1.2.2. In traditional decision research
thereagainst, different options (always single) are evaluated concurrently. Moreover, in
care practice an important (pragmatic) criterion for adopting a treatment strategy is
whether it is considered manageable and satisfactory rather than optimal, as is a basic tenet
of normative theories (cf. De Bruyn, Montgomery & Pijnenburg, 1995a, Witteman,
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1995). Also, what may be judged an appropriate diagnosis or a meaningful and manageable treatment strategy at one stage may prove ineffective or inappropriate later on,
due for instance to new diagnostic information or a change in attitude on the part of
the client. In other words: the assumption made in classical decision research that the
purposes and values in terms of which decision alternatives are evaluated, are plain and
do not change over time is often not congruent with psychodiagnostic practice.
This critique does not imply that the classical decision-theoretical approach is
without relevance for psychodiagnostic decision practice. Given that sufficient time and
resources can be generated for the implementation of a normative strategy such as multiattribute utility analysis (e.g. Edwards & Newman, 1982), a normative decision analysis can be helpful in making elements of the clinical decision process explicit. It can help
care professionals identify important decision-related factors, develop a common frame
of reference and reveal individual/team expectancies and values (utilities) with respect to
different diagnoses and treatments. Also, the integration of a normative, decision-theoretical and Bayesian strategy (e.g. Vlek, 1981; 1987) may be an interesting perspective for
psychodiagnostic practice (see also chapter 2). As Schroots et al. (1978) have demonstrated, such an approach allows psychodiagnosticians to enter the subjective probability
attributed to a diagnosis as a weighing factor in determining the expected utility ('net
result') of a treatment.

1.3.3 Research-theoretical and professional-methodological perspectives
By giving thought to problems, people try to find a way to deal with them. This may be
considered a basic, everyday activity which is an essential part of the 'condition humaine'
(cf. De Groot, 1969; Van Strien, 1986). When the problems encountered are of a psychoeducational nature and empirical-scientific knowledge (concerning theories, causal
relationships, methods or instruments) is resorted to in order to support problemsolving, this process takes on the form of what can be termed scientific-clinical psychodiagnostics. This is not to say that the behavioural repertoire of researcher and practitioner are identical. Clinical psychodiagnostics is a professional practice dealing with
clients; in a number of respects this of course imposes additional demands on the practitioner (cf. Van Strien, 1986; De Bruyn et al., 1995). This conceptualisation of clinical
psychodiagnostics reflects a combined research-theoretical and professional-methodological approach. Its claim is that the procedural requirements of transparent, disciplined
and verifiable reasoning which have to be met in empirical-analytical research, should
also be adhered to as much as possible in clinical psychodiagnostic practice. In this section, the views of several authors who adopt this approach are briefly introduced.
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Westmeyer
The model put forth by Westmeyer (1972; see also Westmeyer & Hageböck, 1992
firmly rooted in the tradition of normative-axiomatic theory, discussed in the previ
section. In his work Westmeyer also takes a normative approach to the psychodiagnc
process, focusing on questions such as "what is a proper diagnosis?" and " is it poss
to formulate prescriptions that should be heeded by the psychological assesso
Westmeyer's approach aims at formulating and researching scientifically valid diagnc
rules and procedures to govern the entire psychodiagnostic decision process. Howe
since axiomatic models and related research do not show clinicians how to integ
algorithms into the goal structure of the decision process itself, they are not taken
starting point. Underlying Westmeyer's theoretical work is an analysis of the basic c<
ponents of the diagnostic process within the framework of logic and philosophy
science (Westmeyer, 1975). In taking this approach, Westmeyer was the first to or
his theoretical thinking towards the professional rationality and inherent goal struci
of the clinical psychodiagnostic decision process (De Bruyn, 1992a).
Thus Westmeyer has developed a Utopian, abstract-logical model of the diagno
process. The model requires three kinds of decisions: diagnosis, prognosis and (tr
ment) decision (see Figure 1.1). Each of these decisions is reached by applying a spec
system of algorithmic rules, i.e. operating procedures that specify how the decisi
maker should proceed in order to reach a decision.
Problem statements serve as input for this process. The application of a specific
tern of diagnostic algorithms to this input results in an adequate diagnosis. In turn,
output of the first stage serves as input for the next, where the application oí progni
algorithms results in a prognosis. The final output of the diagnostic process - the tr
ment decision, which may involve one or more treatments - is reached in the third si
by applying a system of treatment decision-making algorithms.
Each of these three cyclical systems of algorithms has what Westmeyer terms its с
internal operating structure. In such an operating structure the different basic elem<
within the system are linked in a particular way. These basic elements are: procc
selection- and test algorithms (Westmeyer, 1972, 1976; Westmeyer & Hageböck, 19'
A process algorithm directs and controls the course of the decision process and ch<
whether its intended goal has been achieved; a selection algorithm links case-related in
mation to various currently available professional knowledge bases (of problems
causes, of assessment techniques and strategies, of norms and standards, and of con
tences respectively), and a test algorithm which directs the testing of relevant hypoth
in its systematic aspects. In short, Westmeyer's model prescribes the sequence of d
different algorithms as they should be applied at the different stages of the psychod
nostic process (see Westmeyer and Hageböck (1992) for more detailed information).
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FIGURE 1.1. Westmeyer's model of the diagnostic process (adapted from Westmeyer &
Hageböck, 1992)
Input: Statement of the Problem

Output: Diagnosis
Knowledge base(s)
of psychological

Information about
the single case
concerned and relevant
boundary conditions

assessment at nme t
Output: Prognosis

Output: Decision

Above, Westmeyer's model was characterised as 'utopian' because it reflects the ideal
situation where an adequate psychodiagnostic knowledge base is available. As pointed
out earlier, this prerequisite for implementation of the model can hardly ever be met in
clinical practice. Westmeyer acknowledges that our present day clinical-diagnostic knowledge is still fragmentary. This knowledge base is a mixture of empirical facts, theoretical
insights and personal clinical experience, as is reflected in the conference excerpts in section 1.2.2. To a large extent this knowledge contains neither the nomological laws or
hypotheses required for adequate deductive-nomological diagnostic systématisations, nor
the probability distributions conditional to statistical-causal analyses. Hence, implementation of the model in its ideal form is at present precluded.
Nevertheless, Westmeyer's approach has clinical significance (cf. De Bruyn, 1992a;
Jäger, 1986). The attractiveness of his model lies in the fact that it structures in an
intrinsic-logical form the psychodiagnostic reasoning steps a practitioner is required to
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take, while at the same time linking this reasoning process to the above-mentioned
knowledge bases which the practitioner is to draw upon. The reason for this approach is
Westmeyer's commitment to generating prescriptive procedures for professional action.
Westmeyer and Hageböck (1992) argue that by following the guidelines of the (ideal)
normative model, successive approximations of the model can be achieved. The authors
refer to these approximations as moderately normative models. In view of the explicitly
prescriptive intentions of the model, in this thesis the label 'normative-prescriptive' is
nonetheless preferred to characterise Westmeyer's theoretical approach. Following De
Bruyn (1992a) and Bell, Raiffa and Tversky (1988a), Westmeyer's approach is labelled
'normative' because it alludes to general methodological schemes, and 'prescriptive' for
its orientation towards specific rule-based procedural schemes for concrete action.
De Groot
Westmeyer is not the only author to have pointed out that modelling psychodiagnostic
decision-making requires more than classical normative-axiomatic thinking. In the
following, focus is on the work of other authors who also reject a strictly normative view
in favour of a normative-prescriptive approach. At the risk of being biased, the work of
the authors to be discussed in the following represents what may be termed a 'Dutch
tradition' in modelling psychodiagnostic decision-making. In this tradition parallels are
drawn between the rules and procedures governing empirical scientific research on the
one hand and psychodiagnostic practice on the other.
The origin of this tradition can be traced to the publication of a classic volume by De
Groot. His Methodology (De Groot, 1961; 1969) essentially deals with the question of
how to accomplish scientifically sound operating procedures. As such, De Groot's
methodological prescriptions have a logical-theoretical basis. They are normative rules
intended to serve as quality standards for empirical-analytical research. A basic tenet in
his approach is that case-related psychodiagnostic reasoning does in principle not differ
from scientific thinking in general; both are experimental by nature. As scientists have to
construct and test hypotheses, so do clinicians have to follow a psychodiagnostic procedure, in the course of which they generate and test their assumptions concerning a client
in the form of a (N=1) theory of the individual case. Therefore, De Groot (1950, 1952)
argues that the basic, cyclical structure of psychodiagnostic reasoning parallels the
empirical cycle of scientific problem-solving; in both contexts the same rules and procedures apply. The empirical psychodiagnostic cycle consists of the following phases:
observation (collecting relevant information) - induction (formulating hypotheses)
- deduction (inferring empirically verifiable consequences from hypotheses) - testing (of
hypotheses on the basis of the available information) - evaluation (of the testing-phase
results; the outcome either leads to a conclusion of the process or to a new cycle).
The applicability of the empirical cycle to the different component activities of clinical
psychodiagnostics has been evaluated among others by De Bruyn (1988, 1992a) and Van
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Strien (1975, 1986). De Bruyn (1988) argues that although the basic structure of the
empirical cycle fits the component activities of clinical psychodiagnostics, the empirical
cycle does not correctly mirror the intrinsic structure of the clinical psychodiagnostic process. De Bruyn refers to the typical differentiation within the clinical psychodiagnostic
process between an assessment phase, aimed at formulating and testing diagnoses, and a
goal-oriented action phase where the psychodiagnostician is asked to make a prognosis or
formulate indications for treatment. Diagnostic hypotheses can be tested by means of the
available diagnostic information; the correctness of indications for treatment can only be
tested by providing treatment accordingly and subsequently evaluating the value of the
indications.
Van Strien
Van Strien (1975) contends that a straightforward application of the (explicative-analytical) empirical cycle in (action-oriented) clinical psychodiagnostic practice is hindered by
two problems. One is the problem that the clinical process is structurally treatmentoriented, thus interfering with straightforward (objective) problem analysis and empirical testing of treatment effects from the very beginning. The other problem lies in the
fact that clinicians' norms inevitably enter the process. Clinicians are faced with the
problem of having to acknowledge which of these norms are personal and which are
scientifically based (either empirically or theoretically).
According to Van Strien (1984, 1986), scientific problem-solving in accordance with
the rules of De Groot's empirical cycle, as well as professional problem-solving in an
action-oriented clinical psychodiagnostic context, are representations of a more fundamental structure of everyday problem-solving which he terms the regubtive cycle. The
cycle is called regulative because it is geared towards action, towards bringing about
change in reality. Such is the common purpose of everyday as well as clinical psychodiagnostic problem-solving.
In general terms, the following stages can be identified in the regulative cycle: problem
(defining the problem and what needs to be changed) - diagnosis (following through the
empirical cycle; specifying the discrepancy between the actual and desired status; assessing possibilities for change) -plan (studying options and their pros and cons) - intervention (offering treatment/advice) - evaluation (has the discrepancy decreased?). The regulative cycle is to be considered a stylised reconstruction of a process which in actuality
develops in a more irregular manner (e.g. Rispens, 1983). In an actual psychodiagnostic
process, shifts between stages can occur rapidly and frequently (cf. section 1.2.2; see also
chapter 5); inspection of a clinical conference for instance may reveal a large number of
regulative cycles or sub-sequences of the cycle.
The value of a scientific-regulative approach lies in the fact that it can support psychodiagnostic practice in fulfilling the professional need for methodological discipline
and accountability (e.g. Van Strien, 1975, 1984). According to Van Strien, the supple-
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mentary value of scientific 'field' work (in this case clinical psychodiagnostics) over every
day experiential (irreflexive) problem-solving lies in the introduction of two intentional
'reflexive breaks' in the problem-solving process: a) scientifically underpinned problem
analysis and diagnosing, and b) application of expertise on how to induce change, or
treatment-related knowledge. Generally speaking, 'scientificated' (in Dutch: 'verweten
schappelijkte') psychodiagnostics strives to explicitly work with and select theories,
record the reasoning steps leading to indications for treatment, assess the value of theories
for problems they relate to, assess the results of treatment interventions, and exchange
experiences and findings among colleagues.
Within the context of his work on the regulative cycle, Van Strien (e.g. 1986) has also
payed attention to the influence of the professional-client relationship and its societal
context on the structure of the clinical problem-solving process, as well as to the need to
apply theoretical discipline alongside methodological discipline in psychodiagnostic
practice. A discussion of these issues is beyond the scope of this thesis. In conclusion it is
merely pointed out here that Van Strien's approach offers a valuable, broader context for
the professional discourse on clinical psychodiagnostics. It does not, however, aim to
contribute to the development of practically and scientifically viable procedures and
instruments to support the clinician at work.
De Bruyn
Influenced to a larger or lesser degree by De Groot and Van Strien, several other Dutch
authors have also taken a professional-methodological approach to various aspects of the
psychodiagnostic decision process (cf. Hofstee, 1990; Kievit & Так, 1988; Pameijer,
1993; Rispens, 1983; Rispens, Carlier & Schoorl, 1990; Ruijssenaars, 1995; Van der
Kooij & Knijff, 1986).
The normative-prescriptive theoretical frame of the Clinical-Diagnostic Cycle, put
forward by De Bruyn (1985, 1992a), is also part of this tradition. De Groot's general
logical-methodological concept of the empirical cycle of scientific thinking and research,
and Westmeyer's normative-prescriptive approach of the psychodiagnostic process are
important sources of inspiration for the conceptualisation of the clinical-diagnostic
cycle. In its procedural orientation as well as its focus on 'scientification' (in Dutch: ver
wetenschappelijking) of clinical practice, De Bruyn's theoretical work is further related
to Van Strien's regulative cycle.
The objective of the approach taken by De Bruyn is to develop a theoretical frame of
psychodiagnostic decision-making which integrates the methodological scheme of the
empirical cycle and procedural knowledge of the psychodiagnostician. Inasmuch as it
offers a general normative frame for proceeding rationally, De Bruyn's approach is root
ed in the tradition of normative decision theory. Although at present the model is strictly
a general theoretical frame, its long-term aim is to support a careful and explicit decision
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process. This calls for the development of practical heuristic procedures which support
decision makers while leaving room for clinical creativity as a vital ingredient of the
psychodiagnostic decision process. In this ultimate concern with specific rules and pro
cedures to support clinical psychodiagnostic practice, the clinical-diagnostic cycle can be
associated with the prescriptive-heuristic approach, characteristic of naturalistic decision
theory and research. Accordingly, De Bruyn's approach must also be characterised as
normative-prescriptive.
Professional-methodological, or procedural knowledge of the diagnostician, mentioned
earlier (and provided by a rational decision-oriented analysis of the intrinsic logic and
goals of the psychodiagnostic process), relates to the basic substantive components of
psychodiagnostic decision-making in clinical settings (Westmeyer, 1972, 1976). De
Bruyn (1992a) proposes that substantive components of the psychodiagnostic process
can be considered basic if they refer to a set of activities that share the same intrinsic goal
and can be performed by the practitioner as a distinct professional activity. Adopting
this criterion and drawing upon the results of Westmeyer's logical analysis, De Bruyn
identifies the following basic components or stages in the psychodiagnostic process:
Complaint Analysis, Problem Analysis, Diagnosing, and Indication for Treatment (see
Figure 1.2).

FIGURE 1.2. Structural dynamics of the clinical-diagnostic cycle (De Bruyn, 1992a)
referral
\
complaint analysis

/ t \

problem analysis м—•

indication for treatment —»*- treatment pUnning

diagnosing

Prescriptive rules link the components within this theoretical frame; Figure 1.2 shows the
order in which the different stages of the decision process have to be followed through
whenever the complexity of a case and the limitations of the available clinical knowledge
force the diagnostician to perform the entire cycle. The cyclical nature of the psycho-
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diagnostic process (cf. De Bruyn, 1992a; De Groot, 1969; Jäger, 1986; see also Rispens,
1990; Van Strien, 1986) implies that from each stage in the diagnostic cycle and at any
time it is possible to go back and repeat one or more of the previous component steps of
the decision process.
Assuming that each component is performed most adequately if the outcome of the
preceding component is taken into account, the order in which the psychodiagnostician
progresses from stage to stage is fixed. This is not the case when moving backwards within
the cycle. Reiterating to one of the previous stages of the decision process is required
when decision-making at the current stage leads to an indecisive outcome. What stage
the diagnostician should go back to is determined by the cause of the current indecisiveness. If for instance the practitioner concludes that vital complaint information may
have been overlooked, a complaint re-analysis is called for.
A brief characterisation of the different stages of the clinical-diagnostic cycle is presented in chapter 3 of this thesis. For a recent and extensive discussion of the theoretical
frame of the clinical-diagnostic cycle and particularly its implementation in clinical psychodiagnostic practice, the reader is referred to De Bruyn et al. (1995). Here the reader
will also find detailed information on the structural relationship between the clinicaldiagnostic cycle and the treatment cycle as empirical subcycles of a comprehensive clinical
cycle of psychosocial care. A discussion of the clinical cycle in its entirety is beyond the
scope of this thesis. Our current interest is limited to psychodiagnostic (clinical-diagnostic) decision-making, which concludes by making decisions concerning the desirability,
nature and overall goals of (further) treatment. Suffice it to mention here that the treatment subcycle entails the following three stages: Planning and Goal Setting, Implementation, and Outcome Evaluation. Indication for Treatment (see Figure 1.2) is the structural linking pin between the treatment and clinical-diagnostic subcycles.

1.4

Conclusion

At the time when work on this thesis was started, the available decision-theoretical and
psychometric literature was reviewed in search of a suitable theoretical standard for psychodiagnostic decision-making. Statistical-psychometric and axiomatic-normative
models - sets of logical or algebraic decision rules, relating specifically to clear-cut decision problems and well-structured decision contexts - were found to be abundant, yet to
have only limited relevance for clinical psychodiagnostic practice. A made-to-measure
model which could serve as an evaluative standard for empirical decision research in the
context of clinical psychodiagnostic practice was not available.
In this chapter it was argued that what is needed ultimately is a procedural model of
psychodiagnostic decision-making with a normative-prescriptive character (Bell, Raiffa
& Tversky, 1988b; Klein et al., 1993). Its backbone should be a normative (general

30

Evaluation of p s y c h o d i a g n o s n c s as a d e c i s i o n process: T h e o r e t i c a l approaches

methodological) framework, oriented towards the intrinsic goal structure of the (psychodiagnostic) decision process. Furthermore, such a model should enable practitioners to
implement heuristic prescriptions, while also accommodating the basic constructivecreative aspect of the decision process which precedes the application of any decision
rule or means of decision aiding.
Inspiration for the development of such a normative-prescriptive, procedural model
can be found in theoretical contributions with a more general research-theoretical and
professional-methodological orientation. Above it was contended that the creative facet
of clinical thinking parallels the creative-constructive facet of scientific thinking in
general; a more general research-theoretical perspective on psychodiagnostic practice, as
offered by De Groot (1961) and Van Strien (1986), can therefore be of value. In addition, the significance was underscored of a logical-normative approach such as taken by
Westmeyer (1972), specifically because of its contribution to the development of clinically valid normative frames of the professional decision process. Inspired by these
authors, De Bruyn (1992a) has proposed a normative-prescriptive model of the ClinicalDiagnostic Cycle. The present status of this CDC-model is that of a general, normative
frame; prescriptive heuristics have yet to be developed. In its present form the model is
suited however for evaluative research purposes such as underlie this thesis.
Finally it is underlined here once again that the assumption that a hybrid normativeprescriptive model will show a better fit to the psychodiagnostic decision process, when
tested empirically, does not disavow the potential value of other models. Statisticalnormative models may also prove of use within the context of clinical psychodiagnostics,
in particular with respect to hypothesis testing (as opposed to hypothesis generation)
and treatment-related decision-making.
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L Psychodiagnostic decision-making
within teams
A research survey1

2.1

Introduction

Psychodiagnostic practice is essentially goal-oriented. Psychodiagnostic procedures are followed in order to arrive at diverse decisions, such as making a diagnosis, deciding whether
or not to refer a child for residential treatment or predicting a person's future performance
abilities. In this chapter we explore the results and implications of research dealing with
psychodiagnostics as this occurs in clinical practice. Our particular emphasis is on the
research performed on team decision-making in the field of child and youth care. To a lesser degree we will also touch upon research performed in (special) education settings.
First and foremost, our emphasis on research dealing with team decision-making is
prompted by the fact that in the aforementioned clinical fields, psychodiagnostics is usually a team activity. But also the vast amount of literature on decision-making research
commands us to make a choice. A distinctive feature of most research on team decisionmaking is the fact that it deals with realistic, professional decision-making contexts. This
is contrary to the nature of research on varied aspects of individual decision-making.
The latter is primarily carried out in a laboratory setting and concerns itself with experimental decision problems posed to non-professionals. That is why, for years now, generalising the results of this type of research to a professional decision-making context such
as clinical psychodiagnostic practice, has been a subject of much academic debate. In
this chapter we will therefore not deal with results and implications of the research on
individual decision-making, nor with the results of applied research on team decisionmaking in professional contexts other than clinical psychodiagnostics.
In the research literature dealing with decision-making, different classification principles are used that are only limitedly compatible with each other. There is no generally
accepted classification scheme to help the non-initiated reader acquire an overall perspective of this research area. In order to achieve a broader perspective of research on team

1 This chapter is a slightly revised, translated version of: Pijnenburg, H.M., & De Bruyn, E.E.J. (1995).
Psychodiagnostische besluitvorming in teamverband [Psychodiagnostic decision-making within teams].
Kind en Adolescent, 16, 88-110.
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decision-making, we attempt in this chapter to develop such a classification scheme.
Before we deal with this topic, by way of introduction, we summarise the varying approaches used in research on psychodiagnostic decision-making that can be distinguished.

2.2

The development of different approaches to research

At the beginning of this century, Binet was one of the fore-runners in the world of behavioural science who stressed the importance of clinical decision-making that took findings from medical and pedagogical research carefully into account (Tack, 1982). It
took about another half-century before professional psychological decision research
evolved, influenced by people such as Edwards (1954) and Luce and Raiffa (1957). As a
result of this development, psychodiagnostics as a decision-making practice became a
subject of empirical research. This research was greatly stimulated by the controversial
publication of Meehl (1954) which dealt with an evaluation of clinical judgment. In his
book Clinical versus statistical prediction Meehl compares the predictive validity of unaided ('intuitive') clinical judgements with those predicted statistically. Meehl's conclusion is clear: the validity of statistical predictions is better than that of clinical predictions;
the clinician cannot beat the formula (see also Sawyer, 1966).
The tradition of research that grew in the wake of the work of these authors, treats
psychodiagnostics as a decision-making process wherein a formal (procedural-cognitive)
and intrinsic (as regards clinical content) relationship is established between complaint,
problem, diagnosis, and treatment indication (cf. De Bruyn, 1988; De Groot, 1969;
Jäger & Petermann, 1992; Rispens, Сагііег & Schoorl, 1990; Van Strien, 1986;
Westenberg & Koele, 1993). The greater that this process is formally executed on the
basis of valid arguments and data from clinical testing, the more professional-rational its
character. This is also the position adopted here.
In this formal research tradition attention is paid to the selection, use, and assimila
tion of information during decision-making and the structure of the decision process.
The contents of decision-making is not a central issue, but rather the way in which this
professional process takes shape. Psychodiagnostics is viewed as a multi-phased process
that starts with the analysis of the complaint or call for help presented by the client, and
continues via problem analysis and diagnosing to the formulation of a recommendation
for treatment or a treatment strategy. In actual practice, these phases do not often simply
occur in the order suggested (cf. chapter 1). Frequently we will see a cyclical process,
wherein all or some parts of the process are repeated until the diagnostician feels certain
or confident enough to come to a conclusion (De Bruyn, 1992a; De Bruyn et al., 1995).
This formal typification of psychodiagnostics is not the only possibility. Not only do
theoretical conceptualisations of psychodiagnostics differ greatly (cf. among others
Bennema-Sybrandy, 1992; De Bruyn, 1992a; Hofstee, 1990; Jäger & Petermann, 1992;
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Rispens, 1984; Van der Kooij & KnijflF, 1986); also in research about psychodiagnostics
as a decision-making process can we identify other orientations beside the proceduralcognitive approach (Jäger, 1986; see also Bierkens, 1966; Hermanns, 1995, and Harinck
& Veerman, 1995). For example considerable research has been done on the influence
upon decision-making from motivational and emotional factors such as stress, and from
social-psychological interaction that occurs among practitioners themselves or between
clients and practitioners (cf. Janis & Mann, 1977; De Ridder, 1992; De Vries, 1993).
Other approaches that we can distinguish are for instance that of the ethical-juridical
orientation (for example: Is the substitution of a computer for a clinician in certain psychodiagnostic situations ethically sound?), and an orientation towards clinical content or
technique (for example: Is the decision based on information from adequate diagnostic
instruments?). Each of these orientations has led to the development of distinctive
research traditions (Jäger, 1986).
In order to avoid a strictly juxtaposed presentation of relevant studies in this chapter,
and given the diversity of the research, it was necessary to create a system of categorisation that allows major research clusters to be discerned. This categorisation is explained
in the following section. Within the context of this classification scheme, a summary of
the research literature is presented and closed with some discussion. Then we return to
the classification scheme and to the results of the research clustered in each of its cells.
This is followed by recommendations for future studies intended to support clinical psychodiagnostics as a vital component of professional services extended to children and
adolescents with psychosocial problems, and their environment.

2.3

Psychodiagnostic decision research: An attempt at categorisation

The first important differentiation to be made is between individual and team approaches in diagnostic decision-making, as was indicated in the introduction to this
chapter. The practitioners involved in team decision-making, often have diverse functions and professional training backgrounds. This is in contrast to individual decisionmaking which is necessarily mono-disciplinary. Another important difference is that the
individual decision process takes place in the head of the psychodiagnostician, while in
the team situation, decisions in principle are based upon information, argumentation
and conclusions that must be spoken or presented in a public discussion either personally
or on paper.
The way in which people arrive at decisions can be discerned from decisions per se.
Therefore, a second difference that applies here is between research with a focus on decision process, and product-oriented research. The latter focuses on decisions as end products of decision processes. In psychodiagnostic decision-making, three decision-making
stages and related decisions (products) are important. Their respective focus is on the
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nature of a client's problem (classification or classificatory diagnosis); the conditions
underlying the problem (explicative diagnosis); and the professional action suggested/
engaged in to alleviate or resolve the problem (treatment recommendation).
Both with respect to individual and team-based clinical psychodiagnostics, decisionmaking processes and products can be studied from different perspectives. In much
research, judgements are made concerning the quality of decision-making in functional
terms such as internal consistency, efficiency etcetera, without an explicit model for adequate psychodiagnostic decision-making underlying this research. Decision-making is
looked at and its quality evaluated, on the basis of practical or cognitive functionality.
These studies can be categorised is functional-oriented. Besides this 'functional approach',
there is also research on decision-making that explicitly derives from a normative model.
This research we classify as being model-oriented (or model-based). In research falling
into this category, the quality of the decision-making is tested against a model that prescribes how the decision process should proceed or what criteria the end product of the
process should satisfy.
Within both the functional and model-oriented research, we can add yet another differentiation. In the first place there is research that focuses on description and related
explanation or evaluation of decision-making. This type of 'status quo' research is labelled descriptive research. The term descriptive is not to be taken strictly literally; it is used
rather broadly. Secondly we have research that tries to improve the quality of decisionmaking. We term this effect research. Decision research can be oriented towards evaluating the impact of attempts to influence either the decision-making process or the product thereof. Thus, both these aspects can become the subject of descriptive as well as
effect research.
Setting the criteria for a good or optimal decision, depends upon the type of decisionmaking problem. With respect to some decision problems, there are previously set and
clear-cut criteria for evaluating the quality of the decision arrived at. Often such decision
problems have a relatively simple character. The alternatives that are available to the
decision makers are often known and surveyable. By using reasonably objective criteria,
decision makers can determine which decision or choice will lead to the best result (product research). With other forms of decision-making, this is often not the case. This also
applies to clinical psychodiagnostics as a decision practice. Here, unequivocal criteria for
judging the outcome of the decision process are generally lacking. Moreover, inherent in
psychodiagnostic decision-making is that presented problems are often complex and illstructured. As pointed out in the previous chapter, the information upon which decisions are to be based generally has limited reliability, and the actual decisions involve
risks. An inappropriate recommendation for therapy for example, can have very negative
consequences for a client.
In such decision-making situations, researchers therefore pay attention to the decision-making process (see also Hermanns, 1995). It is generally argued that a carefully
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executed, disciplined decision process warrants reasonable confidence that the outcome
of this process can withstand criticism (Vlek & Wagenaar, 1976; Von Winterfeldt &C
Edwards, 1986). In process research, the procedure adhered to in working towards deci
sions is traced, documented, and evaluated (descriptive research). But qualitative diffe
rences between alternative decision procedures can also be tested empirically (effect
research). Such an evaluation can be model-oriented or functional-oriented.
The underlying relationships between the differentiations discussed thus far are sche
matically illustrated in Figure 2.1. In principle, the classification scheme in this figure
can also be used to categorise research on individual psychodiagnostic decision-making.
Such an elaboration is however beyond our present scope. In reference to the first chap
ter, the normative research discussed here belongs to the category of model-oriented
research in Figure 2.1. Depending on whether or not it is related to normative decision
theory, the descriptive research mentioned in section 1.3.2 falls under the headings of
model-oriented and functional-oriented research respectively.
Each categorisation runs the risk of falling short in representing the full diversity of
classified research. In addition, studies within the domain reviewed here, occasionally
combine different orientations. By looking for their dominant approach, an attempt is
made here to categorise each study under one grouping. Exception is made for studies
comprised of various parts or stages, where each stage can be clearly isolated as belong
ing to a different category. For instance, a two-stage combination encountered quite
frequently in decision research is a combined descriptive base-line stage and effect-orien
ted sequel evaluating the impact of some form of decision aiding.

FIGURE 2.1. Different types of research related to psychodiagnostic decision-making
within teams
process research
functional-oriented:
- descriptive research
- effect research
model-oriented:
- descriptive research
- effect research

Ysseldyke, Algozinne
& Mitchell (1982)
Ross et al. ( 1985)

product research

Pfeiffer & Naglieri (1983)
Shaddock & Batchler ( 1986)

Pijnenburg &
De Bruyn (chapter 5)
Chase, Wright
& Ragade (1981)
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In order to permit the reader to evaluate the utility of this classification scheme, in each
category a reference has been included that serves as a representative example. As can be
seen, not all categories of Figure 2.1 have been filled. Two reasons may account for this.
For one it is possible that the chosen classification scheme does not do justice to the
diversity of the research reviewed. The second possible reason, underlined by the results
of a review by Osasuna and Salas (1993) is that such (model-oriented product) research
is well worth being carried out, is also relevant to clinical practice, but has simply not yet
been done because of methodological and theoretical obstacles. In our view the latter is
the case. We return to this matter in the Discussion section (see also chapter 7).
In the following review of research literature on psychodiagnostic decision-making
within teams, we chose the differentiation between functional- and model-oriented
research as a primary starting point. Within this context, we repeatedly first deal with
product-oriented research, followed by process-oriented research. Within these categories, we pause and, wherever possible, individually attend to descriptive and effect
research.

2,4

Research on psychodiagnostic decision-making within teams

2.4.1

Functional-oriented product research

If one reviews the large amount of predominantly American literature dealing with functional-oriented product research, that is research directed at evaluating the quality of
team decision making on the basis of general, functional criteria, then one thing stands
out. The reported research mostly relates to decisions about learning problems or combined emotional and learning problems among children. This strong targeting of researchers on decision-making about these sorts of problems is, to a large degree, based on
American federal laws and the related assistance programs for 'special services' provided
to children with problems in primary education. The assumption underlying these laws
and practices is that superior decision-making can be arrived at via employing a multidisciplinary diagnostic team approach instead of using an independently operating psychodiagnostician.
In descriptive research various authors, among them Pfeiffer and Naglieri (1983), have
attempted to provide empirical evidence to support the previous assumption. The central
question of the work by these researchers is whether teams or singly operating psychodiagnosticians are better in making clinically responsible decisions about the nature of
the problems and special needs of children in primary education who fall-out due to
mental retardation, emotional problems and/or learning disorders. The concern of this
descriptive research is about product quality, that is, the quality of the final decisions
made: must special help be offered? And if yes, then what kind of help, and in what context must it be provided?
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Pfeiffer and Naglieri provided a number of 'paper' cases to both multidisciplinary
psychodiagnostic teams and individual members thereof. For each case a decision had to
be made about the provision of seven possible referral/treatment options thought to be
the most effective. All cases related to problems faced by children of primary school age.
Prior to the presentation of these referral problems, a panel of twenty experts (i.e. practitioners with extensive clinical experience and repute) were approached to identify what
they considered adequate decisions in each case, based on complete dossiers for each
child. These 'reference decisions' were not necessarily the same as the decisions actually
made by the practitioners at the time when these cases had originally been presented.
In this and various other research results mentioned in Pfeiffer and Naglieri (1983), it
is confirmed that 'team made' decisions conform more closely to those used as reference
decisions, than decisions made by individuals. The results additionally show that there is
more general agreement between the various team made decisions concerning specific
cases than between individually made decisions. The number of incorrect decisions
made by teams is significantly lower than by solely functioning practitioners (see also
Pfeiffer, 1980; 1982).
The research of Pfeiffer and Naglieri also featured an effect-oriented hypothesis. Like
various other researchers they hypothesised a possible dominating influence from single
members of a team because of their clinical or hierarchical status, on team made decisions. Yet, this hypothesis is not confirmed in this study. In a comparable study, Gilliam
and Coleman (1981) come to the same conclusion.
An environment where referral to youth service agencies and special education is often
not possible and thus not relevant, is in rural Australia. In that geographical area,
Shaddock and Batchler (1986) carried out an effect study on the impact of the implementation of group telephonic consultations on the quality of decisions made about the
causes of psychosocial problems among children and the most suitable treatment therefore. Aside from medical experts and pedagogical specialists, volunteers and the parents
of problem children were involved in the discussions.
The researchers come to the conclusion that the discussions lead to a greater exchange
of information among participants. Yet, over time this does not indeed lead to more systematic psychodiagnostic or treatment evaluation and follow-up decisions. The answers
from those involved on the evaluation scale used in the study, confirm this conclusion.
The participants in this group telephonic discussion do however acknowledge another,
non-rational effect. Sharing of the problems of individual children with others via group
discussions is found to be useful and encouraging; the conversations have a stimulating
effect for both practitioners and parents.
In the previously discussed studies no attempt was made to influence the decision
processes and thereby obtain a better quality output, i.e. better team decisions. This was
an objective in the University of Florida Multidisciplinary Diagnostic and Training
Program (MDTP) study by Ross, Mercer, Hendrickson, Peterson and Hughes (1985).
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This research was carried out at a university clinic for children's medicine/child psychiatry, which is affiliated with a school for special education. The research targeted both the
actual decisions (product) and the procedures that led to the decision (process). The process-oriented questions of this study will be more deeply discussed in the following section. Herein we present the product-oriented segment that looks into the relationship
between attempts to structure the psychodiagnostic decision-making procedure and the
quality of the team-made decisions in this experimental context. Attention was thus
directed primarily to the question to what extent the decisions made in this experimental context provide more specific clues for implementing and coordinating various
aspects of treatment. To answer this question, behavioural scientists and physicians were
used as external evaluators.
The results of this study show that the outcome of team decision-making actually
improves via a number of procedural changes. One means of improvement is by distributing, prior to the actual team meeting, a set of standard report forms to be completed
by individual team members, setting forth the results of their diagnostic tests/commentary. A second means of quality improvement identified in this study is a clearly worked
out decision-structuring role of the chairperson leading the meeting. This infers that the
chair must ensure that all phases of the psychodiagnostic decision-making process, including the stage of formulating treatment indications, are distinctly focused upon.

2.4.2

Functional-oriented process research

In process research, data about the decision processes are collected and evaluated. In the
studies that follow, this occurs on the basis of some general, functional criteria; the
researchers do not use a normative model that specifically lays-out how this process
should be performed.
The collection of data about the decision making process can be performed through
various means. In both descriptive and effect-oriented process research, that is discussed
separately in the following, the most predominant methods are to accumulate team decision-making observations (made either by real-time note taking or based upon later
review of video/audio tapes made during the clinical conference), or to perform content
analyses of conference protocols.
In descriptive process research where usage is made of the previously identified methods of
collecting data, the work of Ysseldyke and colleagues occupies a prominent place. At the
University of Minnesota (US) they carried out a large number of studies dealing with
process quality of psychodiagnostic team decision-making. These mostly dealt with
children with learning and social-emotional problems.
An illustrative example is the study of Ysseldyke, Algozinne, and Mitchell (1982),
wherein videotapes of 34 psychodiagnostic team conferences (held among referral and
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selection teams for special education) were evaluated by reviewers using an observational
rating system. Thus an inventory was made of whether during the decision process, and
if so to what degree, any of the following five process elements occurred: a) discussion
about the decision-making procedure to be followed, b) presentation of psychodiagnostic data, c) formulation of or testing of psychodiagnostic hypotheses, d) coming to a
decision about a diagnosis or treatment indication, and e) accommodation of parental
viewpoints in the decision-making.
Analysis of the data accumulated here and in other studies, points out that the decision process during these clinical conferences can rarely be characterised as being functional. Most participants are unclear about the decision-making procedures used during
these meetings. The manner of presenting and using psychodiagnostic information is
often unclear and illogical; psychodiagnostic hypotheses put forward by team members
are rarely tested unambiguously. It is therefore not surprising that little relationship is
found between the final decisions dealing with diagnosis and treatment strategy, and the
psychodiagnostic data actually exchanged and focused upon during a conference.
Looking back on a number of their process-oriented research studies, Ysseldyke,
Thurlow, Graden, Wesson, Algozinne and Deno (1983) come to the following conclusions. The studied team decision-making processes must be characterised as being inconsistent and often directed at the identification of a pathology that was suggested by the
referring agency. The degree to which the decision-making is based on actually available
diagnostic information is insufficient. Also the degree of accuracy in the interpretation
of administered psychometric tests and the proper use thereof is unsatisfactory. Even
more strikingly, it appears that naive (less experienced) evaluators frequently perform
better on this point than clinicians with years of experience. Finally, it appears that plausible diagnostic and treatment options are often overlooked.
Yet, not everybody is so disillusioned about the quality of team decision-making processes. Gilgun (1988) in her descriptive research considers the question of what are the
characteristics of a decision-making procedure and process within a regional multidisciplinary incest team, also operating in the state of Minnesota (US). She performed a content analysis of typed-out tape recordings of participative observations made of team
conferences, and of interviews held after these conferences with each team member independently. Against the conclusions of Ysseldyke and colleagues, Gilgun's findings may
be called surprising. She comes to the final conclusion that her teams' decision process
follows an implicit, though clearly identifiable procedure. This procedure is concluded
to show strong similarity to general social science procedures followed in reliability and
validity research.
The team is continuously occupied with determining consistency of diagnostic information. In other words, the team looks for similarities in data collected in various contexts or by different practitioners. Also, the completeness and measure of carefulness
used in collecting diagnostic data are weighed by the team in the course of their joint
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decision-making. Furthermore, according to Gilgun, her team searches for possibilities
of specifying which independent diagnostic data are (possibly) related to each other or
are incompatible. In these results Gilgun sees a clear argument to preferentially conduct
decision-making about children with complex problems such as incest, via a multidisciplinary team.
Gilgun stands more or less alone in her positive conclusions. Her results may be related to the special kind of problem dealt with in this study. Suspicions of incest - with
their legal implications - may lead a team to work towards collecting 'evidence', thus calling for procedural rigor. On the other hand, the results of the descriptive research of
Corby and Mills (1986) concerning child abuse cases - which also have legal aspects offer no support to Gilgun's findings. On the basis of their research results these authors
are about just as negative as Ysseldyke et al. regarding the quality of team decisionmaking. The observational methods used by Corby and Mills in studying the decision
processes bear a strong resemblance to those used by Ysseldyke et al. (1982).
Corby and Mills evaluated the rationality of multidisciplinary conferences about 55
cases of child abuse. These conferences were held among specially created teams. The
task of these teams during the discussions, was to form a conclusion about the risks of
allowing the children to remain in their current familial environment. The teams also
had to determine what kind of care was indicated in each case. The researchers state that
the rationality of decision-making with respect to diagnosis and treatment recommendations is low; the process characteristics earlier suggested by Gilgun are not corroborated.
The findings of Corby and Mills form a dear confirmation of the conclusions of
Ysseldyke et al. (1983).
Although the results from the previously described descriptive research are not in full
agreement, the general attitudes are not very optimistic. That calls into question whether
effect research comes to different conclusions. For, clearly, improving the quality of decision-making is needed. We now consider that question.
A clear example of effect research is the process-oriented portion of the previously introduced large scale MDTP study of Ross et al. (1985), that was carried out at a university
(outpatient) clinical centre for children with learning or behavioural disorders. The program developed within the framework of this project consisted of an interrelated series
of activities to be carried out by clinicians that are responsible for looking after and
treating children of primary school age. The first objective of this program was to provide
good quality psychodiagnostic decision-making. But the program also had a strong emphasis on treatment objectives. The aspects of this portion of the program concentrated
on both formative decision-making as well as supporting treatment practices. More concretely it was meant to offer facilities a) for training team members in decision-making,
b) for procedural consultation (which step or decision must we now follow?) and c) for
clinical consultation with respect to the implementation of specific treatment programs.
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We limit our discussion to that portion of the study dealing with the possible effects of
the MDTP on the quality of team psychodiagnostic decision-making.
To discover any possible effects of elements of the MDTP on decision-making processes, Ross and colleagues used observation data from a great number of regular and
experimental team conferences. The way in which this took place is comparable to the
earlier referred to practices of Ysseldyke et al. (1982). Ross and co-workers used observational data related to the structure of a conference, supplemented by data from an evaluation scale completed by team members, external consultants and parents. This data also
reflects various elements of pre-conference decision structuring.
On the basis of comparative analyses of data collected from regularly performed team
decision-making conferences and from experimental team conferences in the framework
of the MDTP, Ross and colleagues identify a number of program elements that can
improve decision-making during clinical conferences. The first conclusion deals with the
need to distribute to other participants earlier collected diagnostic data from the various
team members, using standardised report forms. Next, these reports are to be discussed
during a conference. Secondly, the procedural quality of team decision-making can be
positively influenced by a more disciplined structuring of multidisciplinary conferences.
This can be achieved by training conference chairs' ability to implement and control a
rationally phased decision-making procedure, to guarantee that the various phases of
decision-making are fully followed.
Aside from these two elements, which were also identified as quality improvement
measures in the previous section on product research, the findings from the MDTP
study suggest that the input of a care or case manager can positively influence the quality of psychodiagnostic decision-making. Aside from providing specific (case oriented)
clinical support to involved clinicians, this person has the task of controlling and reenforcing procedural aspects of the clinical decision process, both during team conferences
and outside of them. This functionary is not only involved with psychodiagnostic
decision-making as such, but also with making decisions during the course of treatment
implementation. The researchers further conclude that training activities aimed at
improving staff members' decision-making skills, can have a positive effect on decisionmaking during team conferences.
Other than our own work (e.g. De Bruyn, 1990; Pijnenburg, 1989), we are not familiar with effect research on team decision-making in Dutch child and youth care settings. These studies were directed at psychodiagnostic team decision-making at a pedologica! institute; a centre for (semi)residential youth care, special education and related
research. Building on earlier studies that are discussed in the next section on modeloriented research, De Bruyn and Pijnenburg carried out a study dealing with the qualitative effects of organisational/procedural modifications on decision-making during
clinical conferences.
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The starting point of the study was based on the assumption made by team members
that the quality of decision-making during clinical conferences could be improved by
following an explicit, rational decision-making procedure. This procedure would
encompass the entire period of collecting psychodiagnostic data from the time of placement of clients until the first psychodiagnostic conference about their case. In the framework of this project such a procedure was developed and implemented (see chapter 6 for
more details). Five cases were randomly selected wherein this decision-making procedure
would be used from intake onwards.
There are many similarities between the premises of this procedure and the earlier
mentioned MDTP study. In the first place, the traditional method of more or less routinely collecting data is avoided. This practice is replaced by the routine of first formulating a set of case-relevant psychodiagnostic hypotheses to guide the ensuing process of
diagnostic data collection. These hypotheses are initially formulated by the intake team
but can, if desired, be supplemented by members of the psychodiagnostic team (cf. section
1.2). For each of the formulated hypotheses one or more team members are appointed
as assessors. All team members are to evaluate all diagnostic data they have collected
and report their findings in a uniform, pre-structured booklet. The diagnostic material
collected in this manner is summarised and handed out to every team member prior to
the first clinical conference. In this way, each team member has a clear view of the
insights and conclusions arrived at by others, and what diagnostic information these are
based upon. This summary report forms the starting point of the clinical conference.
To ascertain whether this procedural change had any effect on the quality of the psychodiagnostic decision process during the conference, the team discussions were audiotaped
and transformed into a verbatim printed protocol. These protocols were compared to
the similarly generated protocols from other, regular conferences held recently. All group
discussion protocols were coded, line by line, on the basis of the specially developed
coding system introduced in chapter 3.
An extended presentation of this categorisation system, that allows for a reliable and
valid analysis of psychodiagnostic team discussions (see Pijnenburg & De Bruyn, 1992;
cf. chapter 4) is unfeasible here. We only specify the major categories. They are:
Complaint analysis (how does a client present, in his own words, his complaints or
questions?); Problem analysis (how does the team acknowledge the problems of this
client); Formulating/Testing of diagnostic hypotheses; Indications for treatment (which
interventions, why, what goal?) and, Procedural (and other non-specific) aspects of
decision-making. These categories correspond to the stages that can be identified in the
normative-prescriptive frame of psychodiagnostic decision-making (e.g. De Bruyn, 1992a;
De Bruyn et al., 1995), introduced in chapter 1.
Comparison analyses of the coded information of the discussion protocols from regular and experimental team conferences, indicate that the experimental pre-conference
decision-making procedure does not lead to distinct changes in the decision process
during clinical conferences. This applies first of all to the amount of time spent on the
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various phases of the decision process in total. It also applies to the internal structure of
the conference (which category is most accentuated during which part of the discus
sion?) as well as to the way in which the various phases of the decision process are inter
related (which category transitions are reflected in the protocols, and which are not?).
These results are further discussed in the next section.
Although the approach of this study shows similarities to the approach taken in the
MDTP by Ross and colleagues, the results are distincdy different. From the findings it is
dear that procedural disciplining of the /»w-conference decision process is not a guaran
tee for quality improvement at the conferences. To arrive at an explanation for the diver
gent results, Pijnenburg (1989) suggests that the experimental report formats were too
extensive and complex and the procedure was too time-consuming; it is considered like
ly that the advantages offered by following an explicit strategy for problem structuring
and 'decomposition' recommended in a number of publications about decision aiding,
in this study have fallen prey to the comprehensiveness of the developed procedure. It is
also likely that team members had neither sufficient time nor sufficient training to fully
master and apply the experimental procedure involved. Additionally, one must consider
the possibility that this way of working and need to integrate all collected diagnostic
data, goes beyond the information processing capacity of team members. Following Ross
et al., it is suggested that this problem may be resolved by calling upon (trained) case
managers whose responsibility is to select and evaluate the available diagnostic material,
collected by individual team members. In turn, their tentative analysis and conclusions
serve as input for the ensuing team conference.
Furthermore, a clear difference between both studies is the fact that the involvement
of Dutch researchers ended at the start of the team conferences, which was not the case
in the studies on the MDTP. In that program, an emphasis was placed on supporting
attempts to structure the decision-making process, by training the chairperson and insu
ring that a well-structured decision-making procedure was followed: this with evidently
successful results.

2.4.3

Model-oriented product research

Models that prescribe what psychodiagnostic decision-making should ideally look like,
almost without exception aim at the decision-making procedures and not at the actual
decisions emanating from the approach. Thus it is not surprising that in Figure 2.1 no
reference is made to a specific study under the category of model-oriented product
research. Like Orasanu and Salas (1993) we found no clear example in the literature of
normative model-based research dealing with quality of psychodiagnostic decisions as
end products of the decision process. To assist those actually practising psychodiagnos
tics, such models and criteria for evaluating the 'product quality' of psychodiagnostic
decisions must still be developed. We return to this issue in the Discussion (see also
chapter 7).
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In various other professional decision contexts, model-oriented product research can
however be found. For example in the reported literature about medical decision-making
one finds such references, but only related to a limited number of decision problems.
For further information on this research, the reader may be interested in Christensen
and Elstein (1990) and Weinstein and Fineberg (1980).

2.4.4

Model-oriented process research

As mentioned, process researchers start from the premise that improving the quality of
decision-making process will indeed lead to a bettering of its outcome, that is the quality
of decisions that are finally made (e.g. Von Winterfeldt & Edwards, 1986). In many
model-oriented process studies, reports can be found about attempts to isolate factors
that, according to the normative model for team decision-making adhered to, will influence the quality of the decision process. This is the model-oriented descriptive research
of Figure 2.1.
In the remainder of this section the reader will find no commentary exclusively directed at this type of research. We have combined the discussion of model-oriented descriptive research, and model-oriented effect research. The reason for this is that different
researchers use their descriptive research as a step towards follow-up studies aimed at
improving the quality of the decision-making process. Here, using a certain normative
model of psychodiagnostic decision-making and the results of the preceding descriptive
research, changes in the decision-making approach are tried out and their influence evaluated within the frame of an effect study. The type of changes implemented are usually
of a procedural nature.
The results from many of these studies are difficult to evaluate because they do not
involve a careful comparative analysis of decision-making under experimental and regular conditions. Reporting is frequently limited to merely a summary explanation of the
experimental procedure and of the impressions of researchers and practitioners using the
approach. When these impressions are very positive, these reports quickly assume the
character of preaching to the converted.
Since this chapter is aimed at child and youth care, it is disappointing that most of
the studies that can successfully undergo a critical review are aimed at team decisionmaking in adult care settings. Often there is another limitation inherent in these effect
studies. Comparison between regular/control and experimental decision practice are
often included, but they lack an articulate description of operational aspects. This objection also applies to the model-oriented, combined descriptive and effect studies of
Chase, Wright and Ragade (1981) and Hayes-Roth, Longabaugh and Ryback (1973)
concerning clinical team decision-making in psychiatric hospitals. Yet, because the
results of these studies are so similar and relevant for decision-making practices in child
care, we will briefly discuss them here.
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The work of these authors is based on the much earlier developed and well known
general systems theory (Von Bertalanffy, 1956). In this theory, popularly used within
circles of decision researchers, it is recognised that not only must the various independent phases of decision-making be studied, but also their interaction and how they are
integrated. Systems analysis of a decision-making process leads to an often complex flow
chart wherein the sequence and nature of all component decision activities, (subordinate) decision moments and participating decision makers, as well as their inter-relationships, are rendered schematically.
In their descriptive research, using protocols of clinical decision-making with respect to
a number of individual cases, Chase et al. (1981) and Hayes-Roth et al. (1973) produced
flowchart diagrams of the psychodiagnostic decision process in various settings. Based on
these flowcharts and using systems theory, the authors developed a prescriptive flow chart
of the decision process for the effect-oriented part of their research. This flow model was
used during team conferences as a blueprint for the psychodiagnostic decision process.
The main stages of the thus developed normative flow diagrams have distinct parallels
and sound familiar. Dependent on the objective of the conference, two or more of the
following stages must be executed: complaint analysis, planning of psychodiagnostic
research, formulation of a treatment strategy, treatment progress evaluation, and formulation of follow-up care. In these studies, participating teams were expected to arrive at
an explicit consensus decision with respect to various aspects of the treatment strategy
through use of the flow model. All relevant commentary, findings and conclusions were
to be noted on a blackboard so that team members could supplement or point out new
items for discussion. In this way a logical and rational decision scheme was built up, to
be used as a procedural framework for structuring and combining psychodiagnostic
information and considerations.
Chase et al. (1981) as well as Hayes-Roth et al. (1973) analysed the effect of such
procedures for clinical decisions concerning individual cases. On the basis of this effect
research, these researchers conclude that the technique they used provides better insight
into the decision-making process and its various sub-stage decisions. They also claim
that the procedure allows every case to be analysed in retrospect for detecting possible
oversights (e.g. missing a plausible hypothesis), or uncovering a faulty decision while
also identifying the data on which this decision was based. By being able to combine a
number of single case analyses of decision-making performed by a team, the researchers
are able to point out the strong and weak elements of the team's decision-making. The
authors suggest that it is useful to regularly perform such system analyses of the decision
process with respect to one or several cases to keep teams 'on edge'. Such an analysis can
support teams in upholding and possibly improving the quality of their joint decisionmaking. Building upon the insights from this research Ryback and Longabaugh went on
to develop psychiatric case report and planning formats (so-called problem-oriented
records) to support clinical decision making and evaluation (for a review: see for instance
Ryback, Longabaugh & Fowler, 1981).
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Aside from the previously described research, aimed both at the structural aspects of psychodiagnostic decision-making and at case-related clinical insights, there is also modeloriented process research that has a purely formal/procedural perspective. Here attention
is solely directed at the manner in which a relationship is established between notions
concerning a client's complaint, problem, diagnosis and treatment indication, during
the process of psychodiagnostic decision-making. One example of this is the research
by De Bruyn and colleagues about psychodiagnostic team decision-making processes
at various centres for (semi)residential child care and special education (De Bruyn,
Pijnenburg & Van Kessel, 1986b; De Bruyn, 1990; see also chapter 5). In terms of the
status of the underlying model, this research differs from the studies earlier discussed in
this section. The model of the clinical-diagnostic cycle (cf. chapters 1 and 3) that forms
the basis of the research by De Bruyn and co-workers, directly relates to psychodiagnostics as a professional decision practice. In contrast, the basis of the studies by Chase et al.
(1981) and Hayes-Roth et al. (1973) are oriented towards a context non-specific theoretical frame: general systems theory.
As an analogue to the earlier mentioned research by De Bruyn and colleagues (section
2.4.2), in this project audio-tapes were made during regular psychodiagnostic conferences. These were transformed into printed verbatim protocols. The protocol texts were then
coded, line by line, and the protocol analysed using a specially developed coding system
(see chapter 3 for details). The protocols studied all reflect first clinical conferences on
recently admitted children. These conferences therefore had the explicit goals of gaining,
as completely as possible, a diagnostic perspective of the client (system), and of formulating a treatment strategy for the months to come. These conferences thus assume an
important role within the care process. Analysis of the coded conference protocols
provides a formal description of how the decision process evolves during these team
conferences.
Just as in the earlier discussed functional-oriented research of Shaddock and Batchler
(1986) and Ysseldyke et al. (1982), it appears that a large portion of the clinical conferences deals with exchanging diagnostic information. Yet, this information actually plays
but a minor role in systematic decision-making. Only a limited amount of time is spent
in specific diagnostic decision-making, that is, formulating and testing diagnostic hypotheses, while this is a primary goal of the conferences.
If we look at the transitions between the various stages of the psychodiagnostic process, we note there are frequent switches between problem analysis (P) and the formulation and testing of diagnostic hypotheses (D) and vice versa. In opposition, transitions
from the stage of diagnosing (D) to treatment-related decision-making (T) and vice
versa are rarely encountered. Instead of being founded upon diagnoses (D), problem
analysis (P) forms the basis for making decisions about treatment (T). These results are
not in accordance with the normative model of the clinical-diagnostic cycle (De Bruyn,
1992a).
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We verified that these findings are not idiosyncratic by carrying out a similarly structured study about psychodiagnostic decision-making during team conferences at a
second (semi)residential centre, and two ambulatory child care and special education
centres (see chapter 5). It is notable that the results are not only comparable among the
same type of setting, but also between the four grouped entities. These results suggest
that the structure of psychodiagnostic team decision-making is relatively independent
of content factors such as the nature of the client's problem(s), the disciplinary backgrounds of team members or the care setting in which they operate. Rather, it appears
that fundamental cognitive characteristics of decision makers and the limitations and
capabilities of the human information-processing apparatus, are the major determinants
of the way decision-making evolves.
Just as Chase et al. (1981) and Hayes-Roth et al. (1973), Pijnenburg and De Bruyn
present a sequel in the form of an effect research, to their first descriptive study of regular,
unaided decision-making practice (Pijnenburg, 1989; De Bruyn, 1990). Therein one
can find an attempt to answer the question of whether it is possible to influence the
nature and quality of psychodiagnostic team decision processes through offering a specific instruction training. This training was given to one of the teams that also participated
in the previously mentioned Dutch study (section 2.4.2). The instruction, in four sessions, was oriented towards introducing the team to basic Bayesian statistics and statistical decision theory (see Bernado & Smith, 1994), and also towards their application to
psychodiagnostic decision-making (for details: see chapter 6).
Generally applied to psychodiagnostic decision-making practice, this Bayesian-oriented approach is directed towards assisting the psychodiagnostician to transform an initial
(a priori) clinical evaluation about the subjective probability of a certain hypothesis into
a revised one, by incorporating newly received/considered diagnostic information in a
strictly logical process (cf. chapter 1). This is done by applying the so-called Bayes' theorem. To be able to perform this application in clinical practice, the chairperson was
familiarised with the use of a 'Bayesian' programmed pocket calculator during the experimental conferences. The team was allowed to select a concrete procedure to be followed
during these conferences. This also implies that the team was free to determine for itself,
if it felt sufficiently secure to accept or reject a diagnostic hypothesis, and then go further
to consider another hypothesis.
Not all participating practitioners report feeling comfortable with the procedure (cf.
chapter 6) and the application of Bayes' theorem. Still, the experimental approach does
lead to changes in the structure of the decision process. Most prominently, there is a
higher percentage of straightforward diagnostic decision-making (formulating and testing of diagnostic hypotheses), than is the case during regular team conferences. Another
remarkable difference is that the protocols used during experimental team discussions
hardly violate the rules laid out in the normative psychodiagnostic decision model; the
practice of shifting directly from problem-analysis (P) to treatment-related decisionmaking (T), more common at regular clinical conferences, is rarely encountered.
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The Bayesian-oriented approach also has its distinct drawbacks. It proves time-consuming, although the unfamiliarity of team members with the technique surely also played
a role. Another problem is the lack of acceptance or affinity of involved practitioners, to
using this formal decision aid. This problem is very characteristic for all attempts at convincing professionals to use similar models. It is one of the major reasons why one finds
so few successful reports in the literature about implementing formal decision-aiding
procedures (Bayesian or otherwise).

2.5

Discussion

Based on the reviewed literature, a number of conclusions can be drawn. Firstly it is clear
that from a procedural-cognitive perspective only a limited number of aspects related to
the quality of psychodiagnostic team decision-making have been studied. Secondly, the
research shows an impeding lack of uniformity in terms of methodology, data, analyses
and performance criteria employed. Notwithstanding these problems, the results of available studies clearly suggest that the quality of this professional decision practice leaves much
to be desired. This conclusion applies to both the quality of the decision process as well as
its products, the decisions actually arrived at. Moreover, the quality of these two aspects
also appears to be relatively independent of who contributes to the decision-making, the
type of psychodiagnostic problems involved, and the setting in which it takes place.
These conclusions can be drawn from both functional-oriented and model-oriented
studies, although team decision-making processes are mostly studied from a functional
orientation, as opposed to research on individual decision-making. Also, it should be
noted that in this research not only negative aspects of team decision-making are disclosed;
some positive characteristics and perspectives for team decision-making are also identified, as is specified below.
In contrast to a relatively high proportion of process-oriented studies, one detects but a
few product-oriented examples. The deficiencies encountered in the latter type of studies
are primarily due to the lack of specific criterium variables against which the outcome
of psychodiagnostic decision formulation can be tested, and lack of a related theory
formulation (cf. chapter 7). This explains why the associated row-label in Figure 2.1 is
still empty of contents. We feel that this empty category need not be considered a curiosity. In principle, it can be eventually filled. A stimulus to the development of 'productmodels' can be the consideration of setting product criteria for hypotheses or indications
for treatment. Prescriptive standards or criteria that can be set in this framework are for
example: a) that before making a diagnosis, no relevant available information is discounted; b) that a diagnosis does not contain clinical inconsistencies and that it presents a
closing statement about the cause of the problem(s), or c) that in an indication for treatment the objective(s) of care are linked to the possible effect/value for the client of the
treatment suggested.
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Among the earlier discussed research, one also notes that effect studies into team decision-making in psychodiagnostic practice, form a minority. Most of the research does
not aim at quality improvement, but limits itself to the description and evaluation of
existing practices. This applies to both studies aimed at child/youth and adult care. This
can possibly be explained by the lament of many researchers, that the complexity inherent
in psychodiagnostic decision-making within teams dissuades them from setting up
research aimed at identifying possibilities for improving the quality of decision-making.
The fact that the quality of psychodiagnostic decision-making is so low is, since the
appearance of the trend-setting publication of Meehl in 1954, not new. The findings of
Meehl related to individual decision-making can also be applied to team made decisions.
The previously discussed studies clearly confirm that practitioners, during team conferences, expend much time in presenting a wealth of diagnostic information /data,
without it actually leading to explicit and systematical decision-making. The relationship
between the amount of time spent in presenting diagnostic information, and making a
decision, is thin. Almost without exception one finds that procedures followed during
team conferences can be characterised as rather unclear, illogical, and inefficient. Still,
this is no reason to anathematize psychodiagnostic decision-making in general, or within
teams in particular.
Firstly, there are various studies from which one can conclude that the quality of
team-made indications for treatment surpass those made by individual psychodiagnosticians in a number of ways. The teams studied, do in fact more often arrive at distinct
decisions, and they are more frequently correct. Secondly, we should not lose sight of the
fact that many of the reviewed studies show methodological faults (see also Oud, 1995).
Without expanding on these problems in detail here, we do not consider it likely though
that a critical methodological analysis would distinctly alter the tenor of the above conclusions. Thirdly, we find that for a more balanced evaluation of the results of the studies,
two questions are important: to what degree is the presented research relevant to clinical
psychodiagnostic practices and, secondly, - considering those that are relevant - what
research contributes to quality improvement of professional psychodiagnostic (team)
decision-making?
First we can look at the question of relevancy. At the start of this chapter it was formulated that studies dealing with the procedural-cognitive quality of psychodiagnostic
decision-making often do not consider other important facets of professional psychodiagnostics, such as the clinical (content) quality of professional performance, its relational
qualities or its ethical stature. The given research aims at just one facet. It would be
extremely complex however to express a balanced judgment on the quality of psychodiagnostic decision-making, incorporating all of these facets. But also given the limitation of
the procedural-cognitive viewpoint, the question arises to what degree the research surveyed here has relevance for decision-making as practised in professional reality?
Concerning this question, we discern two levels of decision-making: that of deliberation and that of actual decision-making. Deliberations in team decision-making takes
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place during conferences, as well as casually between individual team members. The goal
of deliberations is to bring all aspects of the problem together, to gain an oversight of all
options for interventions, to obtain a picture of the sensitivities and vested interests concerning the decision process, and more. It appears to us that the quality of this deliberation can be measured against functional criteria, such as efficiency and consistency.
Decision-making in clinical psychodiagnostics refers to establishing, integrating and combining information with the goal of obtaining the greatest degree of accuracy in defining
a disorder, formulating a diagnosis, and/or recommending a treatment. Here, in our
view, a model-oriented approach seems most relevant.
The consequences hereof are that the implications of functional-oriented research
into psychodiagnostic decision-making as a process of deliberation, cannot be generalised
to relate to the quality of this professional activity as a formal decision process. No more
can the conclusions of model-oriented research be considered necessarily applicable to
the deliberation context wherein actual decision-making lies embedded.
With the given distinction in mind, we can now look into the relevance of functionaloriented versus model-oriented research. Then it appears that the relevance of research is
tightly linked to the degree to which the studied situation directly ties into professional
decision-making practice or aspects thereof. In this respect, both the functional and
model-oriented research findings surveyed in this chapter can certainly be considered
relevant. The research is aimed at situations and tasks that mirror professional practice
or are closely derived from it and can thus be considered to have ecological validity.
Now we consider the second question, which type of research best lends itself to
quality improvement in psychodiagnostic team decision-making. In answering this
question three perspectives are distinguished. We first look at the contribution that
model-oriented research can offer to improve upon the process of making probability
estimates with respect to the correctness of diagnostic hypotheses or the adequateness of
a certain treatment strategy, given what is known about a client. Thereafter we look at
the possibilities that model-oriented research offers for the development of clinical
expert systems. Finally we sketch the possibilities that functional-oriented research supplies to support team decision-making processes.
First of all, we point at a component of the decision process that can be further developed from a model-oriented perspective, that being the process of revising the likelihood or
Uvei of belief in clinical hypotheses, in view of new information. Mostly this dynamic
weighing process is carried through intuitively and thus, as reported in research about
individual decision-making, suboptimally. Research into the possibility of supporting
clinical expertise by using models such as the Bayesian to encourage explicit and formalised clinical reasoning processes, thereby also counteracting decisional biases, are recommended by a number of authors (e.g. Kleinmuntz, 1990). Still, such research seldom
appears in the literature. Many researchers doubt that this will change in the coming
years. The reasons given are that, as mentioned earlier, most practitioners resent such
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decision aiding and the fact that such decision aids are as yet insufficiently geared to the
intricacies and limitations of clinical psychodiagnostic practice, as De Ridder (1992)
notes. We concur with these findings. These are serious problems, yet perhaps in the
longer run they will prove surmoutable after all.
A second possible form of support for both team and individual decision-making,
specifically with respect to the clinical content of decision processes, is that of expert
modeh (Ruijssenaars & De Bruyn, 1987). This however carries the same acceptance prob
lem as identified in the previous paragraph. We do not refer here to computer programs
that support test or questionnaire processing (cf. Bouwman, 1990), but rather programs
wherein various aspects of the decision-making process are modelled on an 'expert' or
wherein formal decision rules in combination with clinical knowledge are stored. Such
expert models or systems can help clinicians determine whether they have overlooked
important diagnostic or treatment options or have misinterpreted other diagnostic infor
mation. Psychodiagnostic expert systems are currently under development but are not
yet available as far as we know. They are however currently used in the medical sciences.
This probably because causal diagnostic relationships in medicine are in many instances
more readily definable than in psychodiagnostic practice.
Lastly, aside from our supporting the desirability of effect research to provide modeloriented tools that aid decision-making, we also plead for functional-oriented research
directed at supporting team decision-making processes. In our view there is a greater chance
for acceptance of this type of support - and therewith of quality improvement - than
those of the previously identified options where formal or expert models play a promi
nent role.
Functional-oriented research aimed at developing possibilities for supporting team
decision-making processes, can surely confer with similar research which has already
been undertaken in the domains of social psychology and management sciences and
has yielded useful results for various professional decision practices (see De Vries, 1993,
for an overview). Such research may also focus on insights into the impact of socioemotional factors such as stress and team hierarchy on professional decision-making.
The suggestion to verify the value of these approaches for clinical psychodiagnostic prac
tice has also been made elsewhere (e.g. Knorth & Smit, 1990).
Also various studies with a functional-oriented approach to supporting decision pro
cesses, mentioned earlier in this chapter, illustrate the relevance of this perspective,
although success is far from guaranteed. Firstly research has been described, pointing at
the possibility of offering decision support prior to the actual team decision-making, by
teaching clinicians to use diagnostic reporting schemes. These report formats have the
objective of helping practitioners to explicate and underpin their findings and conclu
sions, and particularly how these are related.
In addition, some studies indicate that informing team members of individual findings,
prior to a conference, has a positive effect on the quality of decision-making in some
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cases, certainly when these findings are presented in a clear manner. This conclusion π
seem self-evident. However in actual practice we find that individual (monodisciplina
reports are not distributed on time, and even if they are, this is not a guarantee that tl
will be read by every team member. Not only is this due to practical constraints such
heavy caseloads. Often, other factors also play a role, such as the fact that report conte
are not clear or logical, or are handed in late due to poor planning.
The research presented herein further advocates providing support by appointing a
training of case-managers. They would be responsible for supervising and supporting ι
entire clinical decision-making procedure from intake to outtake. A less interfering, 1
still effective variation thereof, would be the training of chairpersons to manage decisi
processes within team conferences. Such training would include learning how to apj
an explicit, rationally structured decision-making procedure during the conference,
well as team facilitating techniques. In clinical practice (cf. De Groot & Snel, 1992), a
among the research that we reviewed, there is reasonable agreement about the stages
components comprising a structured psychodiagnostic decision procedure. By employi
and controlling the usage of such a procedure, chairpersons/case-managers can play
important role in implementing a careful, well-structured decision process to which
team members truly contribute.
One additional note concerning team conferences deserves mention here. From ι
results of various studies it appears that the process of team decision-making does ι
only serve a professional-clinical purpose. Team conferences often also have import;
social and emotional dimensions. During such meetings, practitioners often find tl
it is important and stimulating to be able to share with other team-members their en
tions and experiences with clients, certainly when the problems troubling these clie
are serious, complex, or long running. If a rational decision-making procedure bloi
the latter function, then it will not likely be accepted.

4Á

j Development of the Coding System
for Protocols of Clinical Conferences

3.1

Introduction

This thesis is involved with tracing professional decision-making within teams. To this
end a coding system has been developed. This chapter is a rather detailed report on the
development of three consecutive versions of this coding system, their reliability and
relation to the normative-prescriptive frame of the clinical-diagnostic cycle, presented in
chapter 1. Clearly, such a technical account does not exactly make compelling reading. It
is motivated however by the observation that many decision studies fail to provide
insight into the exact nature of the process tracing methodology employed. Likewise,
information on the development of such methodology is often lacking, thus protracting
an insular research practice, where individual efforts at developing coding systems are
not geared for one another.
Within the context of decision research, introduced in the previous chapters, various
methodologies have been developed for tracing (cognitive) decision processes. In general,
process-tracing is conducted by means of information search (information board)
methods or by applying some form of verbal protocol analysis. Also, but more infrequently, use is made of eye-movement registration and methods for analysing the contents of written documents, such as minutes of meetings. For a discussion of the different methods, which can be used separately or in combination, the reader is referred to
Ford, Schmitt, Schechtman, Hults and Doherty (1989) and Van Dam (1993).
Given the nature of the decision process focused upon in this thesis, verbal protocol
analysis (Ericsson & Simon, 1980, 1984; Payne, Braunstein & Carroll, 1978) is the
most feasible process tracing approach. This approach, inspired by the problem solving
research of Newell and Simon (1972), uses decision-makers' verbal reports on their
decision-making as data. Verbal reports can be given concurrently or in retrospect. An
advantage of this method for field studies is that it can be easily applied in the professional work context of the decision maker. Because we wanted to study team decisionmaking in action within its professional context, we reviewed the literature in search of a
coding system that would allow us to analyse the verbal statements made during team
conferences.
Within the process tracing tradition, verbal protocol analysis is usually applied to
think-aloud protocols. Traditionally such think-aloud protocols are accounts of subjects'
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verbalisations (prompted or spontaneous) with regard to their reasoning process, i.e. as
to what goes through their minds while dealing with an experimental decision problem.
These accounts can be considered as a source of information for cognitive processes
underlying the decision-making (Ericsson & Simon, 1984; Newell & Simon, 1972).
However, our interest was not in the underlying cognitive processes of individual subjects but in the quality of the diagnostic argumentation and its flow during clinical conferences. The protocols we wanted to analyse are the verbatim renderings of professional
meetings. What matters within this decision context is the nature and quality of what is
communicated orally (or in writing), not what is thought but left unspoken or unwritten. Therefore we refer to the protocols in our research as 'talk protocols', in contrast to
think-aloud protocols.
There is a difference in aims between our analysis of talk protocols and traditional
process tracing by means of think-aloud protocols. Yet, this does not imply that the way
of handling the verbal material is very much different. In analysing talk protocols and
verbal protocols, the same methodological problems arise with respect to dividing protocols into segments and coding them, i.e. attributing statements to categories. On the
other hand, coding systems employed in process tracing research differ in several respects
(Grotevant & Carlson, 1987). Such differences concern the nature of the decision-tasks
and contexts to which they are applied, the way protocols are generated, the level of
organisation of the coding system, its coding rules and coding units, underlying theory
(if any), etcetera. In spite of this variety, our review of the literature did not lead to any
instrument suited to our purposes. This conclusion compelled us to set about designing
a coding system: the Coding System for Protocols of Clinical Conferences (CSPCC).
In accordance with the general principles for designing coding systems for verbal protocol analysis, formulated by Ericsson and Simon (1984) and Svenson (1979), the coding
system is theory-based. This model, the normative-prescriptive frame of the clinicaldiagnostic cycle (De Bruyn, 1985, 1992a) is introduced in chapter 1. In the following
section this theoretical frame is discussed in more detail. For a characterisation of the
professional decision context in which the CSPCC is applied, the reader is referred to
section 1.2. Section 3 of this chapter focuses on guiding principles and general technical
aspects of the CSPCC. In sections 4 through 6, three successive versions of the CSPCC
and associated reliability findings are presented. A general discussion concludes this
chapter.

3.2

Psychodiagnostic decision-making: Model and protocol

Conditional to the use of verbal protocols as data is a theory concerning the process
under investigation (Ericsson & Simon, 1984; Breuker, Elshout, Van Someten &
Wielinga, 1986). The interest of most researchers who have analysed verbal protocols
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has been in cognitive operations and processes underlying decision-making and problem
solving (e.g. Ericsson & Simon, 1984). Our interest however is not in cognitive theory
but in decision analysis applied to psychodiagnostic practice, in particular in multidisciplinary decision-making within clinical conferences. Consequently, the theory employed
in our research and in designing a coding system to analyse conference protocols stems
from the field of clinical psychodiagnostics: the normative-prescriptive frame of the
clinical-diagnostic cycle (hereafter also referred to as the CDC-model), formulated by
De Bruyn, and introduced in chapter 1. The basic components of the CDC-model are:
Complaint Analysis, Problem Analysis, Diagnosing (containing two aspects: formulating
hypotheses and testing hypotheses/formulating conclusions) and Indication for
Treatment.
Since the introduction of the CDC-model in 1985, De Bruyn has developed his
views on the model in several publications (De Bruyn, 1990; 1992a; De Bruyn et al.
1995). This is briefly illustrated in sections 3.4 through 3.6 of this chapter. Although the
internal differentiation of the model's various (sub)stages has changed somewhat over
time, the cyclical structure of the model has remained intact (see Figure 1.2, section
1.3.3, for a schematic overview of the structural dynamics of the CDC-model for those
cases where decision-making at all stages of the clinical-diagnostic cycle is in order).
The CDC-model has a normative-prescriptive character. This implies that the order
in which different stages of the decision process have to be carried out is prescribed,
when moving forward within the cycle. Decision-making at each stage ends in one or
more conclusions. If clinicians feel sufficiently certain about these conclusions, they can
move on to the next stage. If this is not the case, clinicians have to decide to reconsider
either the same stage or one of the previous stages. This decision depends on where the
source of the current uncertainty is judged to be located. The clinician is at liberty to
move backwards from any stage to each of the prior stages of the decision process. This
is illustrated by the 'backloop' arrows in Figure 1.2 (section 1.3.3). The CDC-model is
a conceptual model. It does not prescribe in detail what the actual psychodiagnostic
decision process has to look like from one minute to the next. In clinical practice, psychodiagnostic decision-making is an ongoing and usually ill-structured process (cf. chapter 1),
where frequent shifts between stages occur, and different participants focus on different
case-related aspects.
In the following, each of the stages of the CDC-model is briefly elucidated. For a
more extensive discussion of these stages, their interrelations in the model and the
implementation of the CDC-model in psychodiagnostic practice, the reader is referred
to De Bruyn et al. (1995).
The objective of the initial stage of the psychodiagnostic process, Complaint Analysis,
is clarification. Here, diagnosticians try to gain insight into the experiential world of
their clients (within the professional context focused upon in this thesis, clients are children/youth and their parents/families). Complaints reflect experiences; they are state-
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merits made by clients regarding certain acts, thoughts, feelings, experiences or consequences thereof, which have a negative connotation to them and/or (often) to their environment. These statements are the starting point of the psychodiagnostic process. They
express clients' feelings or convictions that something is wrong, which they are unable to
cope with adequately. In the process of complaint analysis, diagnosticians attempt to get
a comprehensive overview of clients' complaints and their meaning, which as such is
recognised and shared by the clients themselves.
In order to identify the particular disorder(s) associated with clients' complaints, next
Problem Analysis is required. Problems can be either unfavourable actions, feelings,
thoughts or adverse situations. They are identified as such by clinicians on the basis of
theoretical or empirical, domain-specific expertise and knowledge. This stage of the psychodiagnostic process is an exploratory type of investigation. Here, practitioners seek to
get a complete, structured picture of the nature of the problem(s) troubling clients, their
association with clients' complaints, and the extent to which the identified problem(s)
obstruct functioning and development of clients and/or their environment. The outcome
of this analysis allows diagnosticians to concur with clients that the present situation is
unacceptable and that professional assistance is called for.
The next stage, Diagnosing, is the explanatory component of the psychodiagnostic
process. At this stage, clinicians try to explain why problems have arisen or continue to
trouble clients. This component process reflects the activities of generating and testing
diagnostic hypotheses that may explain what causes or sustains specific problems in
a particular case. On the basis of diagnostic hypotheses, clinicians formulate testable
predictions. Next, using various kinds of diagnostic information, these predictions are
tested and diagnostic conclusions are formulated. Thus, diagnosing results in the adoption of one or more diagnoses which - with an acceptable degree of subjective certainty are considered to identify conditions responsible for the elicitation or sustenance of an
assessed problem.
In clinical psychodiagnostics the relationship between problems and diagnoses rarely
is strictly causal in nature; usually this relationship must be qualified as probabilistic.
Furthermore, by far the most psychosocial/psychoeducational problems are not elicited
and sustained by a single factor but by a number of interacting factors, and often there is
more than just one problem (comorbidity). Although the professional domain of psychosocial/psychoeducational problems knows many - often conflicting - clinical theories,
available empirical and generally accepted knowledge in this area is limited. As a result
there are as yet no standard methods of investigation to be applied at the level of individual problems. In the majority of cases the assessment made by practitioners is not based
upon base rate information and sample information but on a more or less subjective
assessment of the situation of the client (cf. chapter 1).
The final stage, Indication for Treatment, is an assessment process aimed at identifying
appropriate therapeutic options for a particular case or, in other words, alternative courses of action which are judged to be desirable and valuable to the client. This final com-
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ponent process results in specific recommendations with respect to the character and
aim of (further) treatment/care. As in diagnosing, at this stage of the psychodiagnostic
process practitioners cannot rely upon standard answers. The number of problems for
which standard therapeutic procedures are available is strongly limited. Hence, practitioners usually have to make a personal, subjective evaluation of the need for treatment, its
objective and thus the kind of the treatment to be recommended or selected. In order to
draw their conclusions at this stage, practitioners have to integrate clinical and formal/
procedural knowledge on the one hand (e.g. checking if indication criteria for a certain
treatment are met in a particular case) and a personal assessment of the views, possibilities
and limitations of clients and their environment on the other.
The task facing researchers is to find a way to extract from verbal protocols those statements reflecting the various components/categories of the model they have in mind, in
the case of this thesis the CDC-model. As was mentioned before, our review of the literature revealed no standard procedure to solve this extraction problem. Several authors
however provide relevant recommendations of a more general nature (Payne et al., 1978;
Ericsson & Simon, 1980, 1984). These guidelines have been followed in the development of the CSPCC. They are discussed briefly in the next paragraph.
Frequently, in research aiming to use verbal protocol analysis, a theory which can
serve as a basis for a coding system is not a priori available. But even if this is the case,
research practice often teaches that it is impossible to build a complete coding system,
based on this theory, in a straightforward fashion. This was also the case in the development of the CSPCC. Over a number of years, the evolution of the CDC-model and the
construction and application of the CSPCC, based upon this theoretical frame, have
been interrelated. Theoretical developments and coding experience resulted in adaptations of the CSPCC and vice versa. The most important reasons for making these adaptations were: improving the relationship between theory and coding system and improving the applicability of the CSPCC, both in practical terms and in terms of reliability
and validity. As a result, three versions of the coding system have been developed.

3.3

General guidelines in the development of the CSPCC

3.3.1

Guiding principles

General guidelines for creating and analysing verbal protocols have been formulated by
Ericsson and Simon (1980; 1984), Payne, Braunstein and Carroll, (1978) and Svenson
(1979). The first step is to make tape recordings of subjects' verbalisations. These tapes
are then to be transformed into a verbatim transcript. This has to be done as carefully as
possible in order to minimise loss and selection of information from the tapes, which
inevitably occurs in the transcription process (for instance, the verbatim protocols do
not reflect voice intonations and silences).
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Next, in order to be able to analyse a verbal protocol, a coding system (coding manual)
is required which contains a number of categories and accompanying coding rules. The
number of categories should not be excessively high as this will hinder coding and have
a negative impact on the coding system's reliability. Also, the categories in the coding
system need to be comprehensive; it must be possible to code all of the text contained in
a protocol. Finally, categories should be mutually exclusive.
Payne et al. (1978) conclude that as the decision-making task grows more complex and
less clearly defined, the value of verbal protocol analysis increases, but also the amount of
time and effort which has to be invested in the actual coding process. This observation also
clearly applies to psychodiagnostic decision-making within clinical conferences.
In order to enable actual coding of the protocols, the first decision to be made was
how to divide a protocol text into separate, codeable units. This process, referred to as
segmentation, has to take place before category codes can be assigned. Also, coding rules
have to be developed in order to allow reliable coding. These aspects are elaborated upon
below.

3.3.2

Protocol segmentation

Having divided a protocol into segments, these can be labelled in terms of the theoreti
cal model by means of the coding system which has been designed or selected. In the
case of the CSPCC a protocol segment is defined as the entire text of a single conference
participant, and marked accordingly. In the protocol, each participant's contribution is
delineated by the end of the last phrase of the previous speaker and the beginning of the
first phrase of the following speaker (in the excerpt presented in chapter 1, the starting
line of each protocol segment is marked by a label, identifying the position/discipline of
the speaker). If a protocol segment contains more than one line of typed text, the coder
can decide to attribute more than one category to the text contained in this segment.
The general coding rules that help the coder make this decision are described in section
3.4.3. For easier comprehension, they are described in this section, under the heading of
CSPCC-I, following an overview of the actual categories of the coding system. The
general coding rules for CSPSS-I presented in section 3.4.3, have however remained
unchanged in the more recent versions of the coding system.

3.4

The first version of the CSPCC

3.4.1

Theoretical framework

The development of CSPCC-I, the manual of the first version of the coding system, was
based on the theoretical notions concerning the psychodiagnostic process, as initially for
mulated by De Bruyn in 1984 and 1985. At this time De Bruyn postulated a normative,
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conceptual model of the clinical-diagnostic cycle (CDC-model), consisting of five interre
lated stages of decision-making: Complaint Analysis, Problem Description, Hypothesis
Formulation, Hypothesis Testing, and Treatment Recommendation (see Figure 3.1).

FIGURE 3.1. Stages in the psychodiagnostic process according to the CDC-model
(first conceptualisation; De Bruyn, 1985)
Complaint Analysis •*•
Problem Description ч-

I

"1
1

•

Hypothesis Formulation ·*

I
Hypothesis Testing •*•

•I

I
•

I
Treatment Recommendation —
3.4.2

Categories

The first attempt at developing a coding system for protocols of clinical conferences was
undertaken by De Bruyn and the present author, in cooperation with research associates
at the Nijmegen Pedological Institute (see chapter 1). CSPCC-I was developed in an
eight month cyclical process of (re)formulating preliminary coding category definitions
and field trials on previously recorded conferences. The initial version of the coding sys
tem and manual were tried out independently by two coders on several conference pro
tocols that had been produced for this purpose. Next, both coders met to discuss the
coding system's positive aspects and apparent flaws and problems. After this discussion
the coders jointly proposed alterations and additions to the coding system, which were
in turn discussed by the entire project team. This discussion resulted in an adapted ver
sion. This process was repeated six times, before the team arrived at the coding system
presented in Figure 3.2.
In the development process, first categories were formulated in order to capture the
process of diagnostic reasoning and related decision-making (see the 'a'-categories
in Figure 3.2). Because we were doubtful about the relevance and technical possibilities
of discriminating between Complaint- and Problem-related statements, the first two
phases of the original CDC-model were collapsed into one main category. Since it was
thought relevant to discriminate between participants asking versus giving diagnostic
information, this Complaint/Problem category was then split in two, resulting in an
'Asking Diagnostic Information' category and a 'Giving Diagnostic Information' category.
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FIGURE 3.2. CSPCC-I categories and their relation to the stages of the CDC-model
a) diagnostic decision-making categories
relating to Complaint Analysis/Problem Description
- asking for diagnostic information
- giving diagnostic information
- diagnostic evaluation
relating to Hypothesis Formuhtion and Hypothesis Testing.
- formulating a diagnostic hypothesis
- testing a diagnostic hypothesis
- diagnostic conclusion
b) treatment decision-making categories
relating to Treatment Recommendation:
- asking for treatment related information
- giving treatment related information
- treatment related evaluation
- formulating a treatment related hypothesis
- testing a treatment related hypothesis
- treatment related conclusion
c) categories relating to other than actual decision-making remarks (not model-based)
- non codeable remark
- interjection
- procedural remark

A 'Diagnostic Evaluation'-category was added to these Information subcategories because
in the trial protocols we were frequently confronted with what we interpreted as attempts
to weigh or evaluate different pieces of diagnostically relevant information, rather than
instances of merely asking or providing this information. In other words: these are evalu
ative statements, yet they do not reflect explicit diagnostic hypothesis formulation or
testing.
The category 'Formulating a Diagnostic Hypothesis' reflects the 'Hypothesis
Formulation' stage in the CDC-model. The model's 'Hypothesis Testing' phase was split
up into two categories because we wanted to discriminate diagnostic hypothesis testing
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from reachingfinalconclusions (i.e. formulating a diagnosis) on the basis of this empirical
testing process. Thus the categories 'Testing a Diagnostic Hypothesis' and 'Diagnostic
Conclusion' were formulated. In total, six categories were formulated to cover the
various aspects of the diagnostic decision-making process.
The explicit objective of clinical conferences is both diagnostic and treatment-related
decision-making. During the first field trials, the research team concluded that both diagnostic and treatment-related decision-making do indeed take place. Tentative coding of
trial protocols convinced the research team of the feasibility of expanding the coding system with six treatment-related categories, mirroring the above-mentioned diagnostic
categories (the 'b'-categories in Figure 3.2).
Finally, all protocol segments that could not be interpreted in terms of these 2x6 categories were sorted into three groups, resulting in categories not related to the actual clinical decision-making process: remarks concerning procedural aspects of the conference,
interjections not intended to contribute to psychodiagnostic decision-making as such
(e.g. jokes) and, finally, non-codeable remarks (the 'c'-categories in Figure 3.2). This
brings the total number of categories of CSPCC-I to 15.
For more extensive background information on the development of CSPCC-I, as well
as the category definitions and coding rules, the reader is referred to De Bruyn, Pijnenburg
and Van Kessel (1986a).

3.4.3

General coding rules

Sometimes a segment consists only of a single word or phrase, but often one participant
speaks several sentences. Most of the time a particular sentence from a segment can only
be meaningfully interpreted and coded by looking at it in the context of the entire segment, or at least a larger part thereof. Only if coders conclude that looking at the entire
segment does not permit a valid interpretation/coding of the text, do they read over the
previous segment(s) of the protocol. They are allowed to switch back to previous protocol segments of the same and/or other speakers as much as is required to understand the
segment currently being coded. Looking ahead, i.e. reading the text of the speaker(s) following the one presently coded, is not permissable. This coding rule is not in accordance
with the general guidelines of Ericsson and Simon (1980; 1984). In their view segmentation should be content-independent. The protocols in this study however reflect team
discussions. In our view, what is said by one participant is not independent of the
remarks of (the) previous speaker(s). Consequently, content-independent segmentation
of clinical conference protocols seems not to be adequate.
After reading the entire contribution of a single speaker, coding continues in the following manner. First a coder judges whether the entire segment falls into one CSPCCcategory. If so, the code for this category is noted in the margin of each line of the text.
If not, slashes are used to indicate category-transitions in the text. Next, in the margin of
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each line the code for the respective category is noted. In this manner each line of the
verbal protocol is accredited one category-code. When protocol lines contain categorytransitions (slashes), the category relating to the largest proportion ofthat line is accredited to the entire line. In the case of a slash cutting a line exacdy in half, the category for
the first half of the line is noted in the margin.
Each protocol coded by means of the CSPCC consists of hundreds of lines of written
text. Each of these lines contains a fixed number of characters/spaces and is therefore
taken to represent a standard time unit. Since each line is accredited but one category
code, it is possible to make a direct proportional analysis of conference protocols in
terms of CSPCC-categories.
This 'line-by-line' coding practice also allows for straightforward reliability assessment,
i.e. generating a Kappa coefficient (Cohen, 1960) as an index for between or within
coder agreement.

3.4.4

Specific coding aid

As mentioned above, in the development of CSPCC-I we distinguished between
remarks made during a clinical conference that did and did not reflect actually formulating decisions (diagnostic or treatment-related). Therefore we instructed coders (social
scientists and graduate students, trained in the use of the CSPCC) to ask themselves the
following questions before coding a specific statement from a clinical conference:
1. does this statement relate to the content of the actual diagnostic or treatment related
team decision-making process?
2a. if so: does this statement relate to an aspect of the diagnostic or (future) treatmentrelated team decision-making?
2b. if not: which of the 'other than actual decision-making' categories applies here? (In
this case the coder needs to make a choice between: Procedural Remark (a statement
concerning a pragmatic aspect of the conference, its structure or organisation),
Interjection (remark having no bearing on the team decision-making process; for
instance "Could you close that window?") or Non Codeable (unintelligible remark).
A positive answer to the first question requires the coder to consequently identify the
statement as 'diagnostic' or 'treatment-related', and then to select one of the relating 'a'
or 'b' categories in Figure 3.2.

3.4.5 Reliability
The results of the inter-rater reliability assessment (six 1 hour conference protocols coded
independently by two trained coders) of the first version of the CSPCC was established
by means of Cohen's kappa (Cohen, I960; Hollenbeck, 1978; see also Popping, 1983,
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for details on the kappa formula used here). This assessment showed overall kappa values
(for entire verbal protocols of clinical conferences) ranging from .61 to .74 and can therefore be qualified as substantial. Agreement between coders at the level of the three subgroups of categories (diagnostic, treatment and other) was also substantial, with kappa
values between .76 and .85. At the level of individual categories results were mixed; half
of the individual kappas calculated were at or above the .60 level (range from .22 to .91).

3.4.6

Evaluation

Looking at kappa values for specific categories of CSPCC-I, the results showed that the
(diagnostic and treatment) Evaluation category more or less systematically failed to reach
the desired kappa threshold of .60 (kappa values ranging from .31 to .67 for different
protocols). In view of these findings we concluded that our attempt to isolate Evaluation
as a separate cognitive operation was not yet successful. Coding practice taught us that
'Evaluation' could not reliably be distinguished from the Information and Conclusion
categories. Instead, Evaluation appeared to take place at every stage of the team decisionmaking process. Hence, it was concluded that this finding should be reflected in the
second version of the coding system.

3.5

The second version of the CSPCC

3.5.1

Theoretical framework

The theoretical background for the development of CSPCC-II is virtually identical to
that of CSPCC-I, i.e. De Bruyn's (1985) CDC-model. The difference with the first
conceptualisation (cf. Figure 3.1) is that Hypothesis Formulation and Hypothesis Testing
are now formally labelled substages of the Diagnosing stage.

3.5.2

Categories

Like its predecessor, CSPCC-II was developed with the strict intention to follow the
CDC-model as closely as possible. Consequently, each stage of the cycle is represented in
the coding system as a main category: Complaint, Problem, Diagnosing and Treatment.
Each of these main categories is broken down into a number of subcategories, reflecting
different aspects of a particular main category (see Figure 3.3).
The relative frequency of the Complaint (sub)category(ies) is an indication of the
amount of information supplied by the client personally or conveyed to colleagues by a
practitioner on how clients themselves experience their troubles. If complaint analysis
takes place in a clinical conference, this process can be divided into substages before the
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FIGURE 3.3. CSPCC-II main categories (in italics) and subcategories
Complaint
- asking for information
- giving information
- asking for interpretation
- giving interpretation
- complaint-related conclusion

Problem
- asking for information
- giving information
- asking for evaluation
- giving evaluation
- problem formulation

Diagnosing
a) formulating hypothesis
- asking for hypothesis
- giving hypothesis
b) testing hypothesis
- asking for diagnostic information
- giving diagnostic information
- asking for diagnostic evaluation
- giving diagnostic evaluation
- diagnosis

Treatment
- asking for suggestion
- giving suggestion
- asking for indication
- giving indication
- asking for utility opinion
- giving utility opinion
- treatment recommendation

Other
- procedural remarks
- interjections
- non codeable remarks

team arrives at complaint-related conclusions. In this process, asking for or providing
information (facts, opinions, experiences) is distinguished from giving or asking for related interpretations on the part of the client.
In the next stage (Problem Analysis) an attempt is made to come to a complete overview of the nature and seriousness of clients' problems. What happens at this stage is not
so much searching for possible explanations as gathering information on a more descriptive level, and relating this to more general knowledge on similar problems. Thus caserelated information is described, structured, interpreted and labelled.
In the third stage of the team decision process (Diagnosing) psychodiagnosticians
look for underlying conditions to which problem(s) can be ascribed. These conditions
need to be formulated in such a manner as to permit empirical testing. Such testing
requires diagnostic information. Besides hypothesis testing per se, evaluation also takes
place. A team for instance has to decide what information is appropriate for testing a given
hypothesis, and also has to assert the diagnostic value of given pieces of information.
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Therefore two evaluation-subcategories are defined, each belonging to the Diagnosing
main category.
In view of the results of Diagnosing, i.e. formulating a consensus diagnosis, options
for Treatment are suggested (treatment indications). The discussion also focuses on factors relating to the client(system) and treatment characteristics, as well as environmental
aspects. Such statements are coded as Indication subcategories. If the topic of expected
treatment outcome is explicitly touched upon, this is coded by means of the Utility subcategories. As a result of the entire treatment related discussion, an outline or final
recommendation for future treatment is formulated and coded as such.
The procedure that was followed in developing a final version of CSPCC-II was similar to the procedure adopted in the development of its predecessor. For more extensive
background information on this development, as well as the CSPCC-II manual (category
definitions and coding rules/instructions) the reader is referred to Van Kessel, De Bruyn
and Pijnenburg (1988a; 1988b).

3.53

Specific coding aid

Parallel to the development of CSPCC-I, in designing CSPCC-II we thought it useful
to have coders follow a two-step coding procedure. The questions to be answered by the
coders were the following:
1. does this statement relate to the content of the actual diagnostic or treatment related
team decision-making process?
2a. if so: which of the 'decision-making related' main categories applies here?
2b. if not: which of the 'Other' categories applies here? In this case the coder needs to
make a choice between: Procedural Remark (a statement concerning a practical
aspect of the meeting, its structure or organisation), Interjection (remark having no
bearing on the team decision-making process; for instance "Could you close that
window?") or Non Codeable (unintelligible remark).
After completing this preliminary coding (step 1) the coder was obliged to reappraise all
segments of the verbal protocol having received a 'decision-making related' main category. The objective of this reappraisal was to attribute one of the optional subcategories to
each scoring unit (step 2). The reason for this two-step procedure lies in the authors'
choice to formulate the second version of the CSPCC in strict accordance with the conceptual model by De Bruyn (1985), presented in paragraph 3.2., while at the same time
trying to improve the fine-meshed analytic approach first attempted with CSPCC-I.
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3.5A

Reliability

The results of the inter-rater reliability assessment of CSPCC-II (five 1 hour conference
protocols coded independently by two trained coders) showed overall main category
kappa values (for entire verbal protocols of clinical conferences) ranging from .58 to .75,
with the exception of one protocol with an extraordinary low kappa of .39. The median
was .66. Nearly all kappa values at main category level can be qualified as substantial.
This was also the case for intra-rater reliability (4 month interval; 2 protocols); kappa
values ranged from .57 to .81 with a median of .62.
At subcategory level however, most kappa values failed to reach the desired .60 thresh
old. For inter-rater agreement kappa's ranged from .28 to .60, with a median of .46. For
intra-rater agreement kappa's ranged from .43 to .65, also with a median of .46.

З.5.5

Evaluation

The kappa values for the CSPCC-II subcategories made us doubt the feasibility of
the coding system in this elaborate form. The total number of categories had almost
doubled from 15 in CSPCC-I to 27 in CSPCC-II. Clearly, in a new version (CSPCCIII) the total number of subcategories would have to be reconsidered.
The Complaint subcategories posed an added problem; the extremely low relative fre
quencies of this main category (and its subcategories) in all protocols prevented us from
drawing any conclusions. To a lesser extent, this problem also occurred with respect to a
few other subcategories.
Coding practice also taught us that it proved difficult to distinguish the Evaluation
(Interpretation) subcategories from the Information and 'Concluding' subcategories (i.e.
Complaint-related conclusion, Problem formulation, Diagnosis). Moreover, the CDCmodel upon which the coding system was based, did not feature Evaluation as a separate
stage in the clinical-diagnostic decision-making process. We concluded therefore that in
a third version of the CSPCC, the Interpretation/Evaluation-related subcategories
should be removed. Making an attempt to improve the differentiation between the
Problem and Diagnosing categories, both in terms of category definitions and coding
rules, appeared a more promising perspective. A supplementary analysis, focusing on
actual disagreement between and within coders underlined this conclusion. Being able
to discriminate between the Problem and Diagnosing main categories was found to
require considerable coding experience. Therefore the coders looked at each of the pro
tocol segments where disagreement occurred and discussed these segments in order to
arrive at consensus coding and subsequent modification of the CSPCC coding manual.
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3.6

The third version of the CSPCC

3.6.1

Theoretical framework

In more recent publications on the CDC-model, De Bruyn (1992a, 1992b) elaborates
on the subdivision of the model's main stages. These ideas were first being worked out
when development of CSPCC-III was started. At the time, this partitioning into subsrages was considered a requirement for achieving optimal results within each of the consecutive main stages of the diagnostic cycle. In order to be able to construct a specific diagnostic scenario for a particular case, De Bruyn has developed a tentative taxonomy of
complaints (prototypical clients' requests for assistance), problem formulations (professional diagnostic questions) and corresponding forms of psychodiagnostic assessment.
Since this normative structuring process of different forms of diagnostic assessment
(respectively labelled: Clarifying, Identifying, Explaining, Indicating) is beyond the
scope of this chapter, the reader is referred to De Bruyn (1992a; 1992b) for more information.
In line with earlier publications, De Bruyn (1992a) presents a cyclical conceptual
model, consisting of four main stages: Complaint Analysis, Problem Analysis, Diagnosing
and Treatment Recommendation (Indication). A characterisation of these stages of this
recent version of the model and its structural dynamics is presented in sections 1.3.3 and
3.2 respectively.

3.6.2

Categories

As in the development of CSPCC-II, our main objective was to have the main categories
of CSPCC-III reflect the respective stages of the CDC-model. CSPCC-III is the most
recent version of the coding system, also used within the context of the research presented in chapter 5. As mentioned above, the stages in the model of the diagnostic cycle
had not changed since the development of the second version of the coding system.
Consequently, the main categories remained identical, including the 'Other' main category. Moreover we wanted to increase the coding system's reliability (especially at subcategory level) while also increasing user friendliness, thus making application of the
CSPCC less time consuming.
Based upon a review of literature on protocol analysis and related coding systems, and
a re-evaluation of coding data and coding experience with CSPCC-II, reported by Smit
(1991), we concluded that fine-meshed coding in terms of 27 subcategories, as attempted with CSPCC-II, was cumbersome and extremely time consuming. Moreover,
CSPCC reliability at subcategory level had proven unsatisfactory. Based on these findings
and the conclusion that interpretation of research data at main category level proved most
valuable, it was decided to work towards a new version of the coding system with a considerably reduced number of subcategories. It was argued that, from a decision-making
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point of view, the discrimination between asking and giving was not the most relevant.
Consequently, the differentiation between 'asking' and 'giving' subcategories was discarded, resulting in a substantial decrease (n=10) of the number of subcategories.
Furthermore, the available clinical protocols had shown that it was hardly ever possible to identify one ore more concluding remarks, relating to any one of the main categories. Mostly, team discussion shifts to and fro between main categories/stages, without
'finalising' what has just been said in the context of a given main category. Consequently,
the 'concluding' subcategories in the main categories Complaint, Problem, Diagnosis and
Treatment were removed from the coding system.
To the main category 'Other', one new subcategory was added: Non Problematic
Functioning (NP). This was an attempt to deal with the following problem, sometimes
encountered in coding practice. In clinical conferences, remarks are sometimes made
relating to non-problematic functioning of the client or client system. At times these
remarks are made in conjunction with remarks concerning a problem (aspect). At other
times however, remarks about positive functioning appear to be of a gratuitous nature;
the connection and relevance of this information to the present discussion remains
unclear. In CSPCC-III the NP subcategory was proposed to solve this coding problem;
CSPCC-II offered no other option but to code such an 'NP' remark as belonging to the
Problem main category.
In the Complaint main category, two subcategories were formulated in order to discriminate descriptive clients' statements from client' statements reflecting evaluations or
interpretations relating to (an aspect of) their complaint(s).
Also in the Problem main category two subcategories were formulated in order to be
able to discriminate remarks concerning a singular problem (aspect) from remarks where
an attempt was made to interrelate two or more problems or problem aspects.
The distinction within the Diagnosing main category between two subcategories,
Hypothesis Formulation and Hypothesis Testing, reflects a return to the essential activities in this stage of psychodiagnostic decision process, already reflected in an early publication on the CDC-model (De Bruyn, 1985), and subsequently in CSPCC-I.
The formulation of two Treatment subcategories, Treatment Utility and Treatment
Indication, reflects an attempt to discriminate remarks concerning the actual or intended outcome (value) of treatment from all other treatment-related remarks. In line with
decision-making literature on utility and utility functions (e.g. Von Winterfeldt &
Edwards, 1986) this subcategory was labelled Treatment Utility. Figure 3.4 presents an
overview of CSPCC-III main and subcategories.
The procedure that was followed in designing CSPCC-III and its coding manual was
similar to the procedure for the development of CSPCC-I and CSPCC-II. For more
extensive background information on development process and coding rules, the reader
is referred to Smit (1991). Category definitions of the CSPCC-III main and subcategories can be found in Appendix II.
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FIGURE 3.4. CSPCC-III main categories (in italics) and subcategories
Complaint
- complaint description
- complaint evaluation

Problem
- problem description
- problem clustering

Diagnosing
- hypothesis formulation
- hypothesis testing

Treatment
- treatment utility
- treatment indication

Other
- procedural remark
- blank
- non problematic functioning
- non-codeable

3. 6.3 Specific coding aid
The two step coding procedure, formulated for CSPCC-II was carried over to CSPCCIII. This procedure (see section 3.5.3) implies that coders first decide whether or not a
given statement reflects actual diagnostic or treatment related decision making. If so,
they select one of the main categories reflecting the stages of the clinical-diagnostic cycle.
If not, they code the statement as reflecting the Other main category. After completing
this first round of 'main category coding', coders reappraise the entire text in order to
attribute the appropriate subcategories.

3.6.4

Reliability

The results of inter-rater reliability assessment of CSPCC-III (4 conference protocols of
approximately 1 hour, coded independently by three newly trained coders) showed overall main category kappa values (for entire verbal protocols of clinical conferences)
between .79 and .82. These kappa values can be qualified as substantial. At subcategory
level, overall kappa values ranged from .68 to .73, thus all exceeding the desired .60
threshold. When looking at subcategory coding in separate protocols, it can be concluded that most kappa values are also substantial, especially on the vital Problem,
Diagnosing and Treatment-related subcategories. The low kappa values found for the
subcategories Interjection, Non-problematic Functioning and Non-Codeable can be
attributed to the exceedingly low number of observations in these subcategories. In line
with this and the findings from CSPCC-I and II coding, coding in terms of the main
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category Complaint was too infrequent to warrant conclusions. For more detailed infor
mation on reliability assessment of CSPCC-III the reader is referred to Pijnenburg and
DeBruyn(1992).

3.6.5

Evaluation

Compared to its predecessor, CSPCC-III (the current version of the coding system) is an
improvement in several respects. Reliability of CSPCC-III is clearly superior. Since
newly trained coders were used to establish between-coder agreement, this increase in
the level of reliability is accredited to the fact that the number of subcategories has been
sharply reduced, and the coding manual and category definitions are formulated more
clearly. Application of the coding system has become less complicated and more userfriendly. Yet, this does not amount to saying that CSPCC-III can be applied easily. Use
of the coding system still demands thorough instruction and training, and continues to
be rather time-consuming.
Discrimination between the subcategory Non Problematic Functioning and the two
Problem subcategories sometimes proves troublesome in coding practice. It is clear that
not all clients' behaviours (thoughts, emotions and actions) discussed in the context of
clinical conferences are problematic. Nevertheless, it is not always easy to discern between
statements reflecting problematic and non-problematic behaviour. One of the reasons
for this is that non-problematic behaviour is sometimes discussed in the context of, for
instance, possible treatment strategies. In such a case this information might be used to
evaluate the chances of success of a specific treatment. This raises the question of how to
categorise such a 'non-problem' statement: should it simply be coded as such or, as the
CSPCC coding manual prescribes, as part of a larger Treatment Utility statement? As yet
this matter remains unresolved.

3.7

General discussion

In this concluding section we look back on the three versions of the CSPCC developed
thus far. First we consider what advances have been made in terms of reliability, corres
pondence between model and coding system, and coding efficiency. Next, some problems
and questions associated with the use of the CSPCC within the context of psychodiag
nostic decision research are raised. In particular these issues are addressed: commensurability of results based upon different versions of the coding system, the problematic status
of some (sub)categories and their reliability, the applicability of the coding system in cli
nical practice and, lastly, the validity of coding by means of the CSPCC.
What advances have been made in moving from the first to the third version of the
CSPCC? First of all reliability has improved, most significantly at subcategory level.
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Reliability at main category level has also increased but to a lesser extent; here kappa
values have been quite consistently acceptable. On a conceptual level, the correspondence between the CDC-model and the coding system has been optimised; each main
category of CSPCC-II and III corresponds directly to one of the stages of the clinicaldiagnostic cycle. Also, CSPCC-III categories are recognised by conference participants as
representing all aspects of the psychodiagnostic decision process (Pijnenburg & De
Bruyn, 1992).
Another improvement, especially in CSPCC-III, is increased coding efficiency and user
friendliness, resulting from improved category definitions and coding guidelines, as well
as from a decrease in the number of categories. In retrospect it can be concluded that
CSPCC-II contained an excessively large number of subcategories, which hindered
coding and had a negative effect on reliability. The fine-meshed analysis undertaken by
means of CSPCC-II proved to have no added value in terms of interpretation of results
or insight in the decision-making process. This justifies the reduction of the number of
subcategories in CSPCC-III.
Different versions of the CSPCC have been used in various empirical studies. This
raises the question of commensurability of their respective results. From the above
descriptions of the three versions of the CSPCC it can be inferred that at main category
level there have been little changes. Although the structure of CSPCC-I differs from versions II and III, all stages of the CDC-model are consistently reflected in terms of
CSPCC (main) categories. These stages have seen hardly any changes over the years.
Distinct changes have however been made at subcategory level, both in developing version II (CSPCC-II was the first version to have subcategories) and version III (CSPCCII had far more and partly different subcategories than its successor).
Yet this is of limited impact since empirical work with each version of the coding system has focused on making analyses at main category level. This has been done both for
conceptual reasons and in view of the limited reliability of a number of subcategories, of
CSPCC-I and II especially. Moreover, it can be argued that the conclusions of research
based on the three versions of the CSPCC are virtually identical, both in terms of frequency analysis and sequential analysis (category transitions) (cf. chapter 5). This similarity of conclusions, regardless the version of the CSPCC, is an indication of the robustness of the results and the commensurability of the different studies and versions of the
coding system. This is further underlined by a comparative analysis, where CSPCC-I
and II were applied to the same conferences. Here too conclusions were comparable.
Not for all (sub)categories of each version of the CSPCC have we been able to assess
reliability. This is due to the infrequence of their occurrence in conference protocols. As far
as subcategories are concerned, this problem is most prominent in CSPCC-II. With
respect to main categories, the virtual absence of complaint statements in conference protocols precludes reliability assessment of the Complaint main category. Since the nature of
clinical protocols has remained essentially unchanged over the years in which the CSPCC

73

Chapter

3

has been developed, this problem relates to each version of the coding system. It seems
likely that clarification of what exactly are clients' complaints already takes place within
the context of intake decision-making. At the time when the first clinical conference on a
newly admitted client takes place, the team has apparently already made the step from
Complaint analysis to Problem analysis in terms of the CDC-model. This assumption is
substantiated by parallel findings in various care settings (see also chapter 5).
A different issue is the applicability of the CSPCC in clinical psychodiagnostic prac
tice. Can the present version of the coding system (CSPCC-III) be employed indepen
dently by teams as a means of monitoring their performance? As has been mentioned
before, our experiences in applying the CSPCC indicate that coding, also by means of
CSPCC-III, continues to require instruction and ample trial sessions. It may be possible
to solve this problem by designing a more extensive coding manual. In view of our con
clusion that analysis should focus on main categories, focus of a new 'D.I.Y.' coding
manual should be restricted to these categories. This manual is to contain not only cate
gory definitions, coding guidelines and coding examples, but also a self-instruction/prac
tice module based upon excerpts from clinical conferences in various settings. This selfinstruction material should also provide reference coding data, allowing trainees to eva
luate their performance, and general discussion/evaluation materials. In view of the posi
tive response from different clinical settings and plans for the establishment of a decision
consultation and training centre for child and youth care teams, this option appears
worthwhile considering.
Finally, the issue of the validity of conclusions concerning clinical conferences, based
upon CSPCC analysis, is addressed (this issue is also dealt with extensively in chapter 4,
and reiterated in chapter 7). In chapter 4 a study on the coding system's internal validity
is reported. In this study, conference participants' intentions as coded by means of the
CSPCC, are matched against statements of conference participants themselves about
their intentions in making their various statements/contributions during a particular
conference. Here however, we point at a difFerent kind of validity.
Coding by means of the CSPCC allows a formal analysis of decision-making. Such
an analysis results in conclusions on the sttuctural quality of team decision-making in
terms of the CDC-model. From the perspective of overall quality evaluation of profes
sional decision-making, CSPCC-based analysis may have an inherent validity problem.
This problem relates particularly the conclusions based upon sequential analysis of
CSPCC data, i.e. analysis of data on category transitions within protocols. CSPCC data
does not reflect the clinical content of category/protocol sequences. Thus, the Problem
code Ρ in a P-D sequence may for instance relate to problem X, but the ensuing Diag
nosing code D may reflect a Hypothesis Formulation concerning problem Y. In this
case, the link between the two CSPCC codes Ρ and D is formally valid, yet clinically
(content-wise) meaningless.
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The implications of this are twofold. Firstly, it follows that conclusions based upon
CSPCC data may present too positive a picture of the quality of psychodiagnostic decision-making within clinical conferences. Secondly, conclusive analysis of psychodiagnostic decision-making calls for a dual approach: a coding procedure for clinical content
analysis of conference protocols must supplement the present formal CSPCC coding. To
develop such a coding system for content analysis, identified earlier as one of four basic
methodologies in process tracing research (e.g. Gallhofer & Saris, 1989), is a challenge
for future decision research within the domain of clinical psychodiagnostics.
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4

Self-coding versus experimentercoding of psychodiagnostic team
decision-making
A validation study1

4.1

Introduction

Many diagnostic and treatment-related decisions in child (and adult) care are being
made every day by multidisciplinary teams, functioning in ambulatory and (semi) resi
dential settings. It is common practice to have clinical decision-making take place in
multidisciplinary conferences. The widespread nature of this practice is in stark contrast
with the modest body of related applied research (e.g. Ysseldyke, Algozinne & Mitchell,
1982; De Ridder, 1991; see also chapter 2). Nevertheless, the question of how teams
perform when they are making complex clinical judgments and decisions is vital in view
of clients' and professional interest, as well as expediency and cost-effectiveness of care.
In recent years this notion of a need for quality control and quality improvement is
making its way among researchers and clinicians in psychosocial and psycho-educational
care practice alike. Our research work into this field focuses on the process of team deci
sion-making in the naturalistic context of multidisciplinary clinical conferences within
child care centres. For this reason we have turned to analysing verbatim protocols of
these conferences. As already mentioned in chapter 3, these protocols are referred to as
'talk protocols'.
It is important to realise that talk protocols are of a different nature than the concur
rent or retrospective think-aloud protocols which are used as a source of information in
studying underlying cognitive processes (Ericsson & Simon, 1980; 1984). Concurrent
verbal protocols are intended to reveal the usually covert thinking of the subject. Biggs,
Rosman and Sergenian (1993) point to two central validity issues of such verbal protocols.

1 This chapter is based upon: Pijnenburg, H.M., & De Bruyn, E.E.J. (1992). The coding system for
pTotocok of clinical conferences (CSPCC): A reliability and validation study (NICI Technical Report
92-10). Nijmegen, The Netherlands: University of Nijmegen, Nijmegen Institute for Cognition and
Information, and: Pijnenburg, H.M., Ьі De Bruyn, E.E.J. (1993a). Self-coding versus experimentercoding of clinical team decision-making: A validation study. Poster presentation at the 14th International
Conference on Subjective Probability, Utility and Decision-Making, Aix-en-Provence, France.
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First, the verbalisation may affect the process and the outcome of the cognitive activity.
Secondly, the verbal protocol may not cover the underlying process completely. By
definition, talk protocols unobtrusively capture intentional and routine verbal behaviour
(cf. Svenson, 1989). Here, the central issue of validity addresses the relationship between
(covert) intentions and (overt) statements. The issue of completeness is only at stake if
one analyses samples of talk protocols or just segments of such protocols.
Examples of the use of talk protocols can be found in the work of Gallhofer, Saris and
Melman (1986) on empirical decision analysis, and of Montgomery and colleagues on
the Dominance Search Model (e.g. Montgomery & Svenson, 1989). In the latter studies
for instance, talk protocols were samples from discussions between partners on the choice
of a house (Montgomery & Svenson, 1983), and from political debates on energy politics (Biel & Montgomery, 1989). In the abovementioned studies no assessment was
made however of the relation between the coded statement and the intention of the
speaker. Similarly no such assessment was made in our previous work on the evaluation
of the quality of clinical conferences. This research focused on a) the reliability of the
Coding System for Protocols of Clinical Conferences (CSPCC; Pijnenburg & De
Bruyn, 1992), based on the normative model of the clinical-diagnostic cycle and b) the
registration of the effects of training practitioners on clinical decision-making (e.g. De
Bruyn, 1990; 1992a; Pijnenburg, 1989).
In the present study we do not focus on the construct validity of the CSPCC categories themselves; in view of the presentation of this coding system and the underlying
theory (chapters 1 and 3), this validity condition is claimed to be already met. Here, focus
is on the issue of internal validity. In our view, the most straightforward demonstration
of the internal validity of the CSPCC is direct proof that CSPCC coding of all participants' contributions to the conference accurately reflects speakers' intentions with regard
to each of their contributions. For instance, if a contribution is coded as 'Diagnosing' we
want to be certain that the speaker did in fact intend to formulate or test a diagnostic
hypothesis and not, say, contemplate the feasibility of a certain treatment strategy.
The design of the present study was inspired by J.E. Russo (August 1991, personal
communication; see also Stephens & Russo, 1992), who suggested differentiating
between experimenter-coding and subjects' self-coding. Following this distinction,
CSPCC coding data were compared to data on speakers' intentions, collected in two
treatments/conditions. In the first treatment, subjects' feedback with regard to the intentions of their respective conference contributions was coded by the experimenter. In the
second treatment, subjects themselves coded their intentions in terms of CSPCC main
categories.
The aim of the study reported here is twofold. Firstly, to directly demonstrate the
validity of the CSPCC by comparing coding data from conference protocols to participants' (subjects') feedback with regards to their intentions. Secondly, to evaluate the
feasibility of self-coding versus experimenter-coding as a tool for analysing psychodiagnostic team decision-making within clinical conferences.
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4.2

Method

4.2.1

Setting and participants

study

The study was carried out at the Nijmegen Pedological Institute, a child care and special
education centre providing (semi)residential treatment for primary school age children
with serious developmental, emotional and behavioural disorders. Often, the children
admitted are also troubled by learning disorders. Many of these disorders have a consti
tutional/organic basis. Also factors in the children's home environment frequently
contribute significantly to the problems which lead to placement in care. The institute's
therapeutic approach focuses on everyday life and activities within the (semi)residential
group, in combination with individual and/or group therapy sessions. This approach
is integrated with an individual approach in school; a "pedological institute' school" for
special education forms an integral part of the care centre.
The positions of staff participating in the institute's psychodiagnostic decision process
are: residential group worker, social worker, residential treatment coordinator/psycho
logist, psychiatric/medical consultant (responsible for medication), special education
teacher, school pedagogue/didactician, therapists/trainers of different denominations,
neurologist, neuropsychologist and conference chair (psychologist, with a combined
procedural/clinical role). These clinical staff members who have direct contact with
clients and who therefore participate in the clinical conferences, were subjects with
reference to the assessment of the reliability of the CSPCC (see Table 4.2). The contri
butions of all practitioners combined make up the seven verbatim conference protocols
upon which this study is based.

4.2.2

Design and procedure

Figure 4.1 offers a schematic overview of the present study, in which three sequences/
procedures can be discerned, each of which take the verbatim protocols of clinical con
ferences as a starting point. These are: regular CSPCC coding of clinical protocols (a)
and feedback on the intentions of the speakers (treatments bl and b2). Using coefficient
kappa (Cohen, I960; Oud & Sattler, 1984), the measure of agreement between regular
CSPCC coding data and the CSPCC data generated in both feedback treatments was
assessed and interpreted as an index of the internal validity of the CSPCC (see also
Hollenbeck, 1978; Brennan & Prediger, 1981).
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FIGURE 4.1. Schematic overview of the CSPCC validation study
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Over a two month period, seven first clinical conferences on cases of recently admitted
NPI clients were randomly selected (total number of cases was 17) and audiotaped.
These conferences, taking 60 - 75 minutes each and focusing on a single client, are
placed at the top of Figure 4.1. The tapes of these conferences were transcribed as literal
ly as possible, following a standard editorial format (Pijnenburg & De Bruyn, 1992).
The resulting printed conference protocols were coded by means of the CSPCC by a
trained coder (on average these protocols consist of 20 A4 pages, containing 50 lines of
text each). This procedure resulted in a CSPCC code being assigned to each protocol
line. For each line a speaker/position code was added. In order to enable assessment
of CSPCC interrater reliability, three protocols were coded independently by a second
trained coder (see Table 4.2).
Because it was impossible to get feedback from conference participants on their inten
tions with regard to their conference contributions by means of concurrent prompting or
think-aloud technique, participants were asked to provide feedback after a clinical confer
ence had ended. Due to logistic constraints inherent in clinical practice, it was impossible
to get feedback from all conference participants. Collecting feedback data from four par
ticipants per conference proved feasible. Therefore, the five positions/disciplines whose
joint contributions make up an average of about 50% of a conference (those doing most
of the talking) were selected on the basis of CSPCC data from previous studies. Five posi
tions/disciplines instead of four were selected to ensure that at least four participants who
had actually been present at a conference would be available to supply feedback.
Since feedback was to be gathered concerning participants' intentions with regard to
each of the contributions they had made during a clinical conference, it was important
to do this as soon as possible after the conference, preferably on the same day. Over 80%
of the individual feedback sessions took place on the day of the clinical conference; the
remaining sessions took place within 24 hours after the conference. In order to be able
to gather all required feedback in this short time span, for this part of the study the
regular three person research team was supplemented by two research colleagues. Both
were familiar with the research project and were briefed extensively on the procedure in
both feedback treatments, described below. These five interviewers each handled one
feedback session per conference.
Because two feedback treatments were used and several individual practitioners parti
cipated as interviewees in both treatments (see Table 4.1), using a randomised design
(i.e. random assignment of interviewees to treatments) was not possible. Having subjects
participate in the self-coding treatment first might bias results in the ensuing experimen
ter-coding treatment. Therefore all sessions in the experimenter-coding treatment were
completed first. In this treatment, feedback was gathered from all selected participants
in conferences 1, 2 and 3, and from two participants in conference 4. In the self-coding
treatment, feedback was gathered from the two remaining participants in conference 4
and from all selected participants in conferences 5, 6 and 7.
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In the experimenter-coding treatment, participants were confronted with a tape record
ing of the conference and asked to concentrate on their own contributions. In a nondirective manner the interviewer invited participants to verbalise their intentions and
non-verbalised reasoning process regarding each of their contributions or parts thereof.
This interview was also audiotaped. During the interview, tape counter numbers were
noted. This was done in order to ensure correct subsequent matching of participants'
feedback statements to the specific contributions they had made during the clinical con
ference. The verbatim transcript of this interview was then coded by a trained coder,
resulting in experimenter-coded CSPCC (main category) data. These data reflect the
intentions of practitioners regarding all of their conference contributions.

TABLE 4.1. Design for the collection of feedback data; overview of the positions/disciplines
involved in the validation study's and the feedback treatments
conference participants'
position/discipline
chair (psychologist)
treatment coordinator/psychologist
social worker
psychiatric/medical consultant
school pedagogue/didactician

1

2

Ac,

Bc
Dc
Gc

-2

F

c

Γ

J'

-

-

conference
4
3

ce
He
Ke

5

6

7

e

e

Ds
Gs

Es
Γ
L!

Cc
Ec
Is

A!
F!

Γ

y

У

-

-

-

e = experimenter-coding treatment
s = self-coding treatment
1 each conference participant representing a position/discipline in one or more conferences,
is indicated by a personal letter (for instance: psychologist A participated in conferences
1 and 5, and child psychiatrist J participated in conferences 1,2,4,5 and 6)
2 no-one in this position present at this conference

The oral instruction, given at the start of the session was as follows: "In previous studies
we have developed a coding system for the analysis of psychodiagnostic team decision-making
within clinical conferences. In the present study our aim is to validate and if possible improve
this coding system. Therefore we need to know whether our interpretation of the decision
making process contained in the verbal protocols of these conferences is consistent with what the
speakers had in mind In other words: we would like to know what were your intentions with
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each of the contributions you made during the conference? Now I will start the tape-recording
of the conference you have taken part in earlier today (yesterday). Every time we come to the
end of one of your contributions, I will stop the tape. You are allowed to rewind/replay the tape
as much andas often as you like before or while answering my question: what were your inten
tions when you said this?
Obviously you may have had several intentions with a specific contribution, especially
when it contains more than one sentence. In that case, please state all of your intentions and
indicate where in the course of your contribution you identify 'intention shifts'. Please say
"stop " when you have no more comments to make. When I am not quite sure I understand
what you mean, I will invite you to repeat or rephrase your comment or be more specific.
There are no correct or incorrect answers. I'm simply interested in what you have to say with
regard to your contributions to this clinical conference. The interview has no time limit. Do
you have any questions? Shall we start?"
In the self-coding treatment, immediately after a clinical conference participants were
handed an overview of CSPCC main category labels and definitions. After studying
these carefully, they were instructed to listen to the tape recording of the conference and
to identify the CSPCC main categories which, to their judgment, best reflected their
own intentions and non-verbalised reasoning process with regard to each of their contri
butions during the conference.
In this treatment, each session was also audiotaped. Furthermore, a record was kept
of the relation between tape counter numbers (marking specific contributions) and
CSPCC codes selected by each participant. As in the first treatment, this was done to
ensure correct matching of regular CSPCC coding data of participants' conference con
tributions and subsequent CSPCC self-coding data.
The oral instruction given at the start of the session was as follows: "In previous studies
we have developed a coding system for the analysis of psychodiagnostic team decision-making
during clinical conferences. In the present study our aim is to validate and if possible improve
this coding system. Therefore we need to know whether our interpretation of the decision
making process contained in the verbal protocoh of these conferences is consistent with what
the speakers had in mind. In other words: we would like to know what were your intentions
with each of the contributions you made during the conference? Therefore, for each of your
conference contributions we want you to identify the CSPCC main category or categories best
reflecting your intention at the time when you spoke these words. Now I will start the taperecording of the conference you have taken part in earlier today (yesterday). Every time we
come to the end of one of your contributions, I will stop the tape. You are allowed to rewind/
repUy the tape as much and as often as you like before or while answering my question: what
category or categories best match or reflect your intentions at this point?
Obviously, you may have had several intentions with one contribution, especially when it
involves more than one sentence. In that case, please state all your intentions and indicate
where in the course of your contribution you identify 'intention shifts'. Please say "stop " when
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you have matched the entire contribution; then we will move on to the next. There are no
correct or incorrect answers. I'm simply interested in your comment with regard to your contributions to this clinical conference. The interview has no time limit. Do you have any
questions? Shall we start?"

4.2.3

CSPCC reliability

In this study three protocols were coded independently by two trained coders. Overall
kappa values proved substantial for inter-rater agreement on the level of CSPCC main
categories and subcategories per protocol, ranging from .79 to .82 and from .68 to .73
respectively. Inter-rater agreement results per protocol for CSPCC main and subcategories are presented in Table 4.2.

TABLE 4.2. Kappa coefficients for inter-rater agreement per protocol for each of the CSPCC
main and subcategories

CSPCC category*

kappa values per protocol (nrs. 1,4,7)
1
4
7

Complaint
Complaint description
Complaint evaluation

—
—
—

...
...
...

...
...
...

Problem
Problem description
Problem clustering

.73
.81
.64

.75
.70
.53

.78
.76
.61

Diagnosing
Diagnostic hypothesis formulation
Diagnostic hypothesis testing

.66
.67
.64

.76
.89
.63

.87
.69
.58

Treatment
Treatment utility
Treatment indication

.89
.64
.67

.82
.73
.59

.82
.74
.59

Other
Procedural remark
Interjection/Blank
Non problematic functioning
Non codeable

.80
.80
.00
—
.67

.78
.74
1.00
...
1.00

.86
.79
.00
.00
1.00

Main categories in italics; see Appendix II for category definitions
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Table 4.2 illustrates that there is substantial to high inter-rater agreement on the level of
the main categories Problem, Treatment, Diagnosing and Other; kappa values range
from .66 to .89- Also at subcategory level, most values can be qualified as substantial,
especially on the vital Problem, Diagnosing and Treatment subcategories. The data do
not allow computation of kappa values for the Complaint subcategories. The clinical
conferences lack contributions at this direct 'client experience level'. The very low kappa
values for the subcategories Interjection, Non-problematic functioning and Non-Codeable
are associated with the low number of observations per cell. In conclusion, the reliability
of the CSPCC, in terms of inter-rater agreement, can be qualified as satisfactory. The
data however do not warrant any conclusions relating to the Complaint category as such
contributions are virtually absent in the clinical conferences assessed in this study.

4.3

Results

4.3.1

Selection of key speakers

The correctness of the assumption that the contributions of the positions/disciplines
selected for the validation study indeed cover an average of 50% of the total speaking
time of a clinical conference was tested. For each conference protocol and for each of the
selected positions, the total number of lines having received a specific discipline code
was calculated and transformed into a percentage of the total length of the protocol.
Considering a single protocol line as a standard time unit, this percentage can be taken
to represent the relative amount of speaking time in a particular clinical conference,
taken up by the selected positions/disciplines combined. The range of these percentages
across all conferences is presented in Table 4.3.
From this table it can be concluded that the positions/disciplines selected for the
interviews are indeed responsible for a considerable proportion of the total speaking
time of the clinical conferences; their combined contributions make up between 46.4%
and 62.0% of the conferences, with an average of 51.4%. This implies that about 50%
of the CSPCC data of each conference were entered in the validation study and com
pared to data from both feedback treatments.
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TABLE 4.3. Range of percentages of speaking time per position/discipline during the (n=7)
clinical conferences
position/discipline

range of speaking time per conference protocol
(percentage of lines of total conference protocol)

chair (psychologist)
treatment coordinator/psychologist
social worker
psychiatric/medical consultant
school pedagogue/didactician
all positions combined

4.3.2

21.1
5.5
5.9
7.3
5.3
46.4

-

31.9
17.2
18.4
12.6
12.0
62.0

Validation

Content validity of the CSPCC, defined as agreement between feedback data on clinical
conferences supplied by conference participants, and regular CSPCC coding data was
established for both the experimenter and self-coding treatments. The results are summarised in Table 4.4. As only data from the experimenter-coding treatment also allowed
for assessment of agreement between feedback data and CSPCC coding data at the level
of CSPCC subcategories, this section concentrates on the assessment of validity at the
level of CSPCC main categories.
Overall kappa values for all positions and main categories combined are satisfactory
for the 'experimenter coding' treatment (kappa = .77), as well as for the 'self-coding'
treatment (kappa = .60). For all disciplines combined, and using the data from the experimenter-coding treatment (Table 4.4.a) as a frame of reference, agreement on the level
of CSPCC main categories proves substantia], ranging from .74 to .89. When taking the
data from the 'self-coding' treatment (Table 4.4.b) as a frame of reference, agreement for
all disciplines combined is moderate to substantial, with overall kappa values ranging
from .54 to .67. An assessment of agreement for the main category Complaint cannot
be made for either treatment, due to the limited number of data in this category.
At the level of individual positions/disciplines, overall agreement ranges from .61 to
.92 in the experimenter-coding treatment (Table 4.4.a), and from .35 (moderate) to .78
(substantial) in the self-coding treatment (Table 4.4.b). At the level of 'single main category per position' only three 'experimenter-coding' kappa values are somewhat below
the desired .60 threshold (see Table 4.4.a). The results from the 'self-coding' treatment
are much less clear-cut (see Table 4.4.b). Here, only about half the values exceeds the
desired .60 threshold. The analysis at the level of single protocols (data not presented
here) leads to quite similar results; generally speaking, agreement is substantial.
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TABLE 4.4. Validity data on CSPCC main categories for each position/discipline
(data on experimenter-coding and self-coding treatments presented separately)
a level of agreement (kappa coefficient) between regular CSPCC-data and 'experimentercoding' feedback data

position/discipline

С

chair (psychologist)
treatment coordinator/psychologist
social worker
psychiatric/medical consultant
school pedagogue/didactician
all positions combined

—
—
...
...
...
—

CSPCC main categories'»
О
Ρ
D
Τ
.69
1.00
.87
.52
.93
.74

.89
.95
.97
.71
1.00
.89

.70
.91
.80
.52
.91
.75

.75
.64
.56
.66
.90
.75

tot.
.73
.91
.82
.61
.92
.77

b level of agreement (kappa coefficient) between régulai: CSPCC-data and 'self-coding'
feedback data

position/discipline

С

chair (psychologist)
treatment coordinator/psychologist
social worker
psychiatric/medical consultant
school pedagogue/didactician
all positions combined

—
—
...
...
...
—

CSPCC mainι categories*
Ρ
D
Τ
О
.26
.87
.59
.14
.00
.54

.42
.44
.23
.84
.26
.67

.42
.84
.65
.69
.45
.59

.59
.65
.66
.56
1.00
.67

tot.
.43
.78
.60
.69
.35
.60

* C=Complaint; P=Problem; D=Diagilosing; T=Treatment; 0=Other

4.4

Discussion

The internal validity of the CSPCC was evaluated by comparing regular CSPCC coding
data to participants' feedback data in two treatments. The overall results are satisfactory:
at the level of CSPCC main categories reasonable to substantial agreement is found
between regular CSPCC data and feedback data in both the experimenter-coding and
self-coding treatment.
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As stated in the introduction, it is important to realise that the categories of the
CSPCC intend to reflect the intentions of the practitioners as they make contributions
to a conference. In everyday dialogues, most of the time it is taken for gtanted that
what is actually being said, does reflect speakers' intentional messages. If this is not clear,
speakers can be asked to rephrase or repeat what they have just said.
When coding clinical conferences in their regular context, the researcher cannot
interrupt the process in order to ask for an explanation. Therefore, the participants were
confronted with a tape-recording of the discussion shortly after the end of a conference.
They were asked either to comment on their intentions with respect to each of the statements they had made during the conference (experimenter-coding treatment), or to
label their contributions by means of the main categories of the CSPCC (self-coding
treatment). The fact that the participants could listen to the recording of the conference
prevented them from having to respond on the basis of a fragmentary, incomplete or
biased memory base of what exactly had been said during the conference. The assumption made here, as in all process tracing research by means of verbal protocols, is that
subjects have access to theif intentions by concurrent or after-the-fact questioning or
thinking aloud.
In the preliminary design of this study, only the experimenter-coding treatment was
conceptualised as the target treatment which provides an appropriate check on the
validity of the CSPCC. In this treatment, participants are asked explicitly to reveal their
(recalled) intentions, which allows for a direct comparison with the intentions as coded
by the CSPCC on the basis of the original conference protocol. The self-coding treatment has an exploratory status. J.E. Russo (personal communication, August 1991),
drew the authors' attention to this option. Stephens and Russo (1992) found that selfcoding of prompted internal reactions to a TV commercial proved to be more predictive
of post-exposure attitude than experimentet-coding. The basic exploratory idea in the
present study was that self-coding would give the best picture of the ongoing decision
process in all instances of self-produced statements, of which the multiple-choice interview treatment (self coding) was a case.
The results obtained in the 'experimenter-coding' treatment support the validity of
the CSPCC for all but one main category (Complaint) and for most of the subcategories. The lack of validation evidence for the Complaint category is caused by the fact
that the protocols do not contain sufficient infotmation to be coded accordingly. This is
related to the residential clinical context in which the conference participants operate.
Parents and representatives from the referring agency formulate the complaints at the
start of the residential intake procedure vis-à-vis intake staff; from that point on, most
team members have relatively infrequent contacts with parents. To control for the validity of the Complaint category, the study could be repeated, for instance in communitybased family-oriented settings where practitionets have direct and more continuous contacts with parents.
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The results obtained in the exploratory 'self-coding' treatment do not support the
idea that self-coding of conference statements yields better results than experimentercoding. Russo's above-mentioned suggestion refers to an experiment (Experiment nr. 3),
that was part of a study which has meanwhile been published (Stephens & Russo, 1992).
The publication of this study enables us to take a closer look at the differences between
this experiment and the present study. In Stephens and Russo's experiment, the verbal
stimuli that subjects were exposed to came from other persons (actors). In the present
study, all verbal material was self-produced. The verbal stimuli of Stephens and Russo
were rather short and simple messages displayed on TV. Thereagainst, the verbal mate
rial of the present study consisted of complex conference discussions, replayed on audio
cassette. Stephens and Russo's experiment required numerical ratings of valence of selfsegmented text on a scale ranging from -3 (very negative) to +3 (very positive). The selfcoding in the present study implied attributing self-segmented text to different content
categories.
Disregarding the other minor differences between the studies, the present analysis
suggests that the value of self-coding as a measurement tool for internal reaction
depends on at least four factors: a) whether the prompted material is a response to selfor other-produced stimuli; b) the formal language of the coding data (numerical versus
verbal); c) the scope of the coding data (affective- or valence-oriented versus cognitiveprofessional), and d) the complexity of the coding system (containing relatively simple,
versus complex categories).
Stephens and Russo (1992) suggest that the higher accuracy of self-coding as com
pared to experimenter-coding is related to the fact that in self-coding subjects have access
to their private or internal knowledge which allows them to clarify or interpret infor
mation that others cannot. The authors state that "subjects were trained to use private
knowledge (italics by the present author) in making coding decisions through the presen
tation of sample responses and discussion of the internal knowledge (ibidem) that might
accompany them" (p. 15). Based on the comparison of Stephens and Russo's experiment
and the present study it is hypothesised that self-coding is most profitable when it bears
on self-produced, relatively simple material that can be coded in valence-oriented terms.
In our view it is this combination of factors, rather than the access to private knowledge
as such, that can make self-coding more valuable as a research tool than experimentercoding.
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j The quality of psychodiagnostic team
decision-making in residential and
ambulatory child care1
5.1

Introduction

In recent years there has been a marked increase in the use of the term 'quality of care' in
relation to different aspects of child and youth care services (e.g. Hellinckx, 1986; Hurst,
1992). The present study focuses on the quality of one important aspect of clinical practice in this field: the psychodiagnostic decision-making process, which in this field is
often a team effort. Such teamwork takes place in all kinds of settings, ambulatory, day
care (semiresidential), as well as residential. Our research is restricted to an evaluation of
the formal quality of psychodiagnostic team decision-making, taking place within clinical conferences.
In contrast to the abundance of research on limitations and biases in human judgement and information processing (e.g. Kahneman, Slovic &Tversky, 1982; Bell, Raiffa
& Tversky, 1988b), and on experimental decision-making problems (e.g. Einhorn &
Hogarth, 1981; Pitz & Sachs, 1984), field studies on the quality of clinical decisionmaking in the field of child care and special education are scarce (cf. chapter 2). Moreover, most empirical descriptive studies in these areas deal with individual decisionmaking (e.g. Butcher & Scofield, 1984; Cadet, 1987; Bus, 1989). Studies such as by
Pfeiffer and Naglieri (1983), Van IJzendoorn and Bus (1989), and Ysseldyke and his colleagues (e.g. Ysseldyke, Algozinne & Mitchell, 1982; Ysseldyke, Thurlow, Graden,
Wesson, Algozinne &£ Deno, 1983), focusing on team decision-making processes in the
context of admission to special education, are rather exceptional.
In order to study the quality of the psychodiagnostic process, first of all one needs a
conceptual normative model that allows for an evaluation of this process. Secondly, an
instrument is required that categorises the units of the decision-making process in terms
of this model (cf. chapter 3). The evaluation of the quality of the psychodiagnostic

1 This chapter is a revised version of: Pijnenburg, H.M., & De Bruyn, E.E.J., (in press). The quality of
clinical team decision-making in residential and non-residential youth care. In H.E. Colla, T. Gabriel, S.
Millham, S. Müller-Teusler & M. Winkler (Hrsg.), Handbuch Heimerziehung und Pflegekinderwesen
in Europa/European handbook of residential andfostercare. Neuwied, FRG: Luchterhand Verlag.
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process in the present study is based on the normative-prescriptive model of the clinicaldiagnostic cycle or CDC-model (De Bruyn, 1990, 1992a). A research instrument based
on this model was developed by Pijnenburg and De Bruyn (1992). This instrument,
named Coding System for Protocols of Clinical Conferences (CSPCC; see chapter 3)
has been developed to enable analysis of psychodiagnostic decision-making during clinical conferences. Reliability and validity of the CSPCC have been assessed and found to
be acceptable (Pijnenburg & De Bruyn, 1992; cf. chapters 3 and 4), particularly at the
level of main categories, to which the present study is also limited. Both the model and
the coding system are elaborated upon in the method section of this chapter.
The general aim of this study is to gain insight into the quality of the decisionmaking process taking place in clinical team conferences. This process is evaluated in
both residential and ambulatory settings. To the authors' knowledge such a comparative
analysis has not yet been undertaken. A second, more specific aim of this study is to collect data that can be used as a norm sample for future evaluation of the quality of psychodiagnostic decision-making in other settings with comparable clinical tasks and
client populations.
To ensure that our norm sample would be representative, we restricted our study to a
particular population of care centres: pedological institutes. In The Netherlands eight
such institutes exist, four of which participated in this study. These institutes were selected because they represent the scope of tasks and clients that can be found in this type of
setting (with the exception of one, catering to the needs of mentally handicapped;
Kauffman, 1982).
The participating settings are briefly characterised in section 5.2 of this chapter.
Section 5-3 focuses on the CDC-model and the related coding system, the research procedure and the nature of the data analysis. Section 5.4 presents the results of the study.
Here focus is respectively on category profiles of clinical conferences, the internal structure of conferences, and the sequential occurrence of different categories (i.e. category
transitions) in the course of conference discussion. The interpretation and implications
of these results, as well as their validity are the subject of the final section (5.5) of this
chapter.

5.2

Participating settings

The four pedological institutes participating in this study are located in Amsterdam
(API), Rotterdam (RPI), Duivendrecht (DPI) and Nijmegen (NPI). Figure 5.1 presents
an overview of the clinical tasks, clients, and staff participating in clinical conferences of
these child care centres. This overview illustrates that the DPI and NPI are (semi)residential settings, wheras the API and RPI offer ambulatory services. Schools for special
education make up an integral part of each of these institutes.
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FIGURE 5-1. Overview of clinical tasks, client populations and psychodiagnostic staff of the
participating settings
ambulatory settings
API1
RPI

(semi)residential settings
DPI
NPI

clinical task

psychodiagnostic assessment,
ambulatory care, special education at resident school, and
staff consultation for special educ.
schools (PI Ambulatorium teams)

psychodiagnostic assessment and
(semi)residential care in
combination with special
education at resident school
(PI residential care teams)

population

primary school age children
from regular and special education schools with learning
related and psychosocial problems

primary school age children
with developmental, emotional
behavioural disorders, often
in combination with learning
disabilities and/or problems
in the home environment

staff positions childpsychiatrist;
pedagogue;
psychotherapist;
youth physician*
special education professionals*

1

social-psychiatric nurse;
pedagogue;
psychologist;
youth physician
with psychiatric
training;
psychological
assistant

childpsychiatrist;
pedagogue;
psychologist;
social worker;

child
psychiatrist;
pedagogue;
psychologist;
social worker;

psychological
psychological
assistant;
assistant;
residential
residential
group worker;
group worker;
special education special education
teacher
teacher
psychotherapist* psychotherapist*
speech therapist* speech therapist*
neuroneuropsychologist*
psychologist*

A = Amsterdam, R = Rotterdam, D = Duivendrecht, N = Nijmegen Pedological Institute
* participating only if called upon by the team for additional assessment

Chapter 5

Having introduced the four participating settings, we now turn to their psychodiagnostic decision-making procedures, schematically rendered in Figure 5.2.

FIGURE 5.2. Schematic overview of the psychodiagnostic decision-making procedure in each
participating setting

ambulatory settings
API

1

(semi)residential settings

RPI

DPI

NPI

intake

intake

intake

intake

planning of
assessment

planning of
assessment

planning of
assessment
and preliminary
treatment

pUnning of
assessment
and preliminary
treatment

diagnostic
assessment2

diagnostic
assessment

diagnostic
assessment/
treatment

I
diagnostic
assessment/
treatment

preparatory
meeting
clinical
conference

clinical
conference

clinical
conference

clinical
conference

consultation/
referral/
report

counseling/
referral/
report

treatment/
additional
assessment

treatment/
additional
assessment

evaluation

evaluation

'outtake'
conference

'outtake'
conference

1
2

A = Amsterdam, R = Rotterdam, D = Duivendrecht, N = Nijmegen Pedological Institute
phases not involving team decision-making are in italics
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Intake

In all four settings, intake includes file analysis as well as direct intake contacts with
clients (complaint analysis; case history) and preliminary assessment. In all centres, intakerelated decision-making is a team effort (cf. chapter 1).

5.2.2

Psychodiagnostic assessment

At the DPI, RPI and API, the planning of further, in-depth psychodiagnostic assessment
is discussed and prepared in a team meeting. Assessment is coordinated by the 'treatment
coordinator' (psychologist). In both (semi)residential centres, planning of assessment activities is supplemented by team decision-making concerning a preliminary treatment plan.
This short-term plan is evaluated, revised if necessary, and formalised in the clinical conference some time later.

5.2.3

Clinical conferences

Although the clinical conferences in all settings have different names, they share the
same objectives. The teams focus on making an inventory of the client's problems, evaluating psychodiagnostic assessment data, diagnosing, and formulating a treatment strategy and (not always) explicit treatment evaluation criteria.
The DPI is the only setting where this clinical conference, attended by the staff listed
in Figure 5.1, is preceded by a preparatory meeting (the so-called 'integration meeting'),
attended by a staff subgroup, consisting of child psychiatrist, psychologist/pedagogue,
school psychologist and neuropsychologist. This meeting focuses primarily on the child
itself, not on the family or client system as a whole. Aim of the meeting is to discuss
assessment data, conclude on child psychiatric classification, set the agenda for the clinical
conference, and formulate treatment options to be discussed in the clinical conference,
following shortly after this integration meeting.
In both ambulatory settings, the clinical conference is followed by client (i.e. parents/
caretakers) consultation, where recommendations for further referral or counseling are
discussed on the basis of a written psychodiagnostic report. Treatment in both (semi) residential settings usually takes one or more years. Therefore, the first clinical conference
in these settings is followed at regular intervals by monitoring conferences. Focus of the
latter conferences is mainly on evaluation and planning of the treatment process and
results. Additional assessment data and/or remaining diagnostic questions may also call
for further psychodiagnostic decision-making in these conferences.

5.2.4

Evaluation

At the end of their involvement with a client, in each setting the team evaluates its work
as well as the client's condition and perspective in a final 'evaluation' or 'outtake' clinical
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conference. In all settings, the contents and conclusions of this conference are summarised in a concluding report.
Figure 5.2 illustrates the parallels between the decision-making procedures in the four
care centres. This does not mean however that these procedures are identical. Differences
between settings exist in the extent to which standardised planning and report formats
are employed. Also, the average total time spent on a single case varies, as well as the
organisation of team conferences. In both ambulatory settings, different aspects of
various cases can appear on the agenda of one conference (for instance: intake of client A,
assessment planning of client B, clinical conference on client C), in contrast to both
(semi)residential settings. Furthermore, the decision process in the (semi)residential settings spans a longer period than in their ambulatory counterparts. In the context of this
study it is important to conclude that, in spite of the above-mentioned procedural differences, clinical conferences play a parallel and pivotal role in the clinical decision process
in all settings.

5.3

Method

53.1

The CDC-model and the coding system

In order to permit evaluative statements on the quality of decision-making, it is required
that the coding system to be applied is based on a normative frame of (in this case clinical psychodiagnostic) decision-making. The normative character of such a theoretical
model provides the a priori referential structure for drawing conclusions concerning the
quality of clinical decision-making (Ericsson & Simon, 1980, 1984; Biggs, Rosman &
Sergenian, 1993) (see also chapter 3).
The Coding System for Protocols of Clinical Conferences (CSPCC) is based on the
theoretical frame of the clinical-diagnostic cycle (CDC-model), formulated by De Bruyn
(1985; 1992a). This concept is inspired by the general methodological concept of the
empirical cycle (De Groot, 1969) and by the logical-normative approach of the diagnostic process, formulated by Westmeyer (1972). As illustrated in Figure 1.2 (section 1.3.3),
the normative-prescriptive theoretical frame of the clinical-diagnostic cycle contains four
sequential elements or stages: Complaint Analysis, Problem Analysis, Diagnosing and
Indication for Treatment.
The psychodiagnostic decision-making process has to start with an Analysis of the
client's Complaints, and is followed by the Problem Analysis stage. Here, psychodiagnosticians try to identify problems/disorders by using labels that correspond to empirically
or theoretically based clusters of dysfunctional behavioursituations. In the following
Diagnosing stage, clinicians formulate and test hypotheses concerning conditions that
may have elicited and/or sustain the identified problem(s). The model's final Indicationfor-treatment stage reflects the phase of the decision process where a choice has to be
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made between alternative treatments or treatment strategies and appropriate therapeutic
evaluation criteria, by using the information aggregated in the previous stages of the
decision process (see also section 3.2).
The name of the theoretical frame reflects that this conceptual model (Figure 1.2) has
a cyclical, dynamic character; at each stage it is possible to go back to any one of the previous stages. However, the order in which the diagnostician progresses forward through
the different stages is fixed. Each stage in the psychodiagnostic process can be worked
through as often as deemed necessary by the diagnostician. The decision to advance or
move backwards in the diagnostic cycle depends on the diagnostician's (subjective) degree of certainty, resulting from working through a given stage (see also chapters 1 and 3).
The Coding System for Clinical Conferences (see chapter 3) was designed to reflect the
stages of the CDC-model. Therefore, the CSPCC main categories correspond to the
stages of the clinical-diagnostic cycle: Complaint, Problem, Diagnosing and Treatment.
In addition to these four, a fifth main category was added: Other. This main category
relates to conference statements, which are not related to the clinical decision-making
process as such (procedural remarks etcetera).
The main categories of the CSPCC have been decomposed into different subcategories in order to give more exhaustive information on the character of the clinical decision-making process (Pijnenburg 1993; see also chapter 3). The labels of these subcategories are considered to represent different decisional operations, taking place in the
course of the clinical decision-making process (Pijnenburg & De Bruyn, 1992). These
subcategories do not however enter into the present study.
In earlier studies (Pijnenburg, 1989, De Bruyn, 1990, Pijnenburg & De Bruyn,
1992; see also chapters 3 and 4) inter-rater reliability of the current, third version of the
CSPCC has proven to meet the Cohen's kappa = .60 criterion for substantial agreement,
especially at main category level (Landis & Koch, 1977; Oud & Sattler, 1984; J. Cohen,
personal communication, August 1990).

53.2

Procedure

In each of the four participating settings, five cases were randomly selected at the start
of the project (5 ambulatory cases at the API and RPI, 5 residential cases at the DPI and
NPI).
Tracing clinical teams' decision-making process with regard to these cases during
team conferences needed to be both noninvasive and detailed. Therefore, those (parts
of) clinical conferences dealing with each of the selected cases were audiotaped. Other
than the regular team members, no one was present during these conferences. All conferences took place under the usual conditions within a period of six months.
The audiotapes from all conferences were transformed into typewritten verbatim conference protocols, following a standard editorial format (Pijnenburg & De Bruyn, 1992).
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Each line of the resulting conference protocols was then coded by a trained coder by
means of the CSPCC (third, most recent version; Pijnenburg & De Bruyn, 1992; see
also chapter 3). Finally, CSPCC coding data derived from the protocols of all four set
tings were entered in a comparative descriptive analysis.

533

Data analysis

Three kinds of analyses were applied to the data. The first is an analysis of the relative
frequency of occurrence of each CSPCC main category across conferences, resulting in a
category profile for each setting. The second is a cumulative frequency analysis of the
occurrence of categories across (n=10) consecutive segments of clinical conferences, pro
viding information on the internal structure of decision process. The last analysis focuses
on the occurrence of sequences of categories during a conference. Category sequences/
transitions found in the data are evaluated in terms of the CDC-model. In each of these
three analyses the data from all participating institutes are compared, both individually
and at subgroup level (residential versus ambulatory).

5.4

Results

5· 4.1

Category profiles

For each setting, the relative frequencies of the main categories and their rank ordering
in separate conferences are found to be very similar. Therefore, and for reasons of clarity,
the combined data of all (n=5) conference protocols of each setting are presented in
Table 5.1, resulting in overall category profiles for each setting. The relative frequency
distribution of the main categories for each setting results from dividing the total num
ber of times a category is coded in all (n=5) protocols by the sum of all category frequen
cies of these protocols combined.
Table 5.1 illustrates that the Complaint category is altogether absent in the protocols.
When looking at the three other categories based upon the CDC-model, the data show
that the respective proportions differ strongly; in each setting the Diagnosing (D) cate
gory occurs far less frequently than the Problem (P) and Treatment (T) categories.
Interpreting a protocol line as a standard time unit (see chapter 3), the data indicate
that in the two settings where Ρ has the highest proportion (RPI and NPI), almost half
of the total conference time is devoted to discussing and analysing problem behaviour,
and about a quarter of the meeting is devoted to treatment-related decision-making. For
API and DPI the relative frequencies of Ρ and Τ are a mirror image of the former two
settings. In all institutes, these percentages contrast sharply with the percentage of time
devoted to diagnosing (formulating and testing diagnostic hypotheses), ranging rather
uniformly from only 10% to 16%. The time spent making remarks coded as 'Other'
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(mainly procedural remarks) is quite similar for RPI, DPI and NPI (between 12% and
16%). For the API this percentage is considerably higher (29%).
When comparing the ambulatory and residential settings, the data do not show any
distinct differences in terms of the relative frequency distributions. A similarity exists
rather between the profiles of two ambulatory/residential pairs: NPI and RPI on the one
hand, and API and DPI on the other.
The average length of the conferences differs strongly across and, to a lesser extent
within, settings. When comparing the ambulatory and residential settings, it can be concluded that the latter two have conferences of about equal length and standard deviation.
The ambulatory settings differ strongly. The API devotes far more time to a single case
than the RPI, its average protocol length approaching that of the two residential settings.

TABLE 5.1. Relative frequency distribution of (n=5) combined protocols of each participating
setting, and average protocol length
conference protocols

category

ambulatory settings
API1
RPI
(n=5)
(n=5)

(semi)residential settings
DPI
NPI
(n=5)
(n=5)

Problem

25(3J2

48(1)

29(2)

45 (I)

Diagnosing

10(4)

15(4)

15(4)

\6(3)

Treatment

36(1)

21(2)

40(1)

27(2)

Other

29(2)

16(3)

16(3)

\2(4)

protocol length (number of lines in print)
average
standard deviation

1255

351

895

1002

577

128

168

163

1

A = Amsterdam, R = Rotterdam, D = Duivendrecht, N = Nijmegen Pedological Institute
figures(between brackets) represent rank ordering of relative frequencies per setting

2
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5.4.2 Internal structure of clinical conferences
In order to get some information on how clinical conferences evolve over time, in other
words on how they are structured, protocols were divided into ten segments of equal
length (i.e. an identical number of protocol lines). Figure 5.3 is a cumulative frequency
distribution of each of the main categories, from 0% at the start to 100% at the end of a
clinical conference. The profiles of separate conferences within institutes differ little.
Therefore, again, the data of the (n=5) conferences from each setting are combined for
this analysis, resulting in an overall cumulative frequency distribution of the P, D and Τ
categories for each institute. In each institute, the cumulative frequency distributions of
the 'Other' category are spread evenly across conferences. For that reason the О (Other)
graph is not entered.
Figure 5.3 illustrates that, with respect to the Ρ and Τ curves, there are only minor
differences between settings, both separately and in terms of subgroups (ambulatory
versus residential). The Ρ statements are predominant in the first half of conferences.
In contrast, the proportion of Τ statements is very limited. In the second half of confer
ences the reverse situation can be observed. The number of Τ statements clearly increases
towards the end, while the number of Ρ statements wavers off.
Although an S-shape can be detected in the D curves of all institutes, the respective
curves differ in terms of the amount and timing in acceleration/deceleration of this
curve. The most steeply sloped part of the curve indicates the stage in the conferences
where D is most prominent. In the RPI conferences the percentage of D increases sharp
ly very early on in the discussion, even stronger than P. For this institute, the D and Ρ
graphs do not intersect. In the DPI and NPI graphs, the D and Ρ curves do intersect. A
sharp increase in the occurrence of D takes place in the first quarter of the NPI confer
ences and somewhat later in the DPI conferences. At the API a slight increase of D can
be observed in the middle section of the conferences.
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FIGURE 5.3. Cumulative frequency distributions of main categories (P, D and T )
across time for (n=5) combined conferences in four settings
API

2

RPI

conference segment

conference segment

DPI

NPI

conference segment

conference segment

Ρ = Problem analysis, D = Diagnosing, Τ = Treatment
API = Amsterdam, RPI = Rotterdam, DPI = Duivendrecht, NPI = Nijmegen Pedological
Institute

care

Chapcer 5

5.4.3

Occurrence of category sequences

The normative-prescriptive CDC-model allows for a number of transitions between sta
ges of the psychodiagnostic decision process (see Figure 1.2, section 1.3.3). A good formal
quality of clinical decision-making is reflected in a high proportion of 'correct' category
transitions of some length, i.e. category sequences of two or more category codes, which
are in accordance with the logic of the normative-prescriptive CDC-model (e.g. D>T).
Those category transitions which are in violation of this theoretical frame (e.g. P>T) are
qualified as 'incorrect'. In this context '(in)correct' refers merely to the use of transition
logic. The qualification does not address any other aspect of the inferencing process.
The frequency of occurrence of different category transitions (see Figure 5.4) was
analysed by means of time and event sequential analysis (TESA; Van Leeuwe, 1993), a
form of lag sequential analysis (Sackett, 1974, 1978). Given an ordered sequence of
observations from a category system, such an analysis can be carried out at different
levels; the analysis can focus on category sequences of different lengths. The first level
(lag 1) is that of sequences containing two successive observations/categories, the second
level (lag 2) is that of three observations/categories, etcetera. In the present analysis no
significant lag 2-results are found. This section therefore concentrates on lag 1-results.

FIGURE 3.4. Sequential structure of (n=5) combined protocols in four settings (significant
transitional lag 1 probabilities between main categories P, D and T)
ambulatory settings
API1
RPI

1

(semi) residential settings
DPI
NPI

API = Amsterdam, RPI = Rotterdam, DPI = Duivendrecht, NPI = Nijmegen Pedologica! Institute
Ρ = Problem; D = Diagnosing; Τ = Treatment
closed line arrow: significant transitional lag 1 probabilities (p < .05), in accordance with the
CDC-model
dotted line arrow: significant transitional lag 1 probabilities (p < .05), in violation of the
CDC-model
2
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When looking at category sequences, a distinction can be made between sequences of
identical (e.g. T-T) and non-identical categories (e.g. P-D). Sequences of identical catego
ries do not violate the normative-prescriptive CDC-model. On the other hand, they do
not allow for any conclusions in terms of the quality of psychodiagnostic decision
making. Therefore the present analysis concentrates on sequences of non-identical cate
gories (category transitions). Furthermore, for this analysis all О (Other) codes were
removed from the data files since they are scattered quite evenly over the course of all
conferences and are not reflected in the CDC-model.
With respect to the lag 1 sequences of non-identical categories in the (n=5) combined
conferences of each institute, Figure 5.4 shows similar patterns for all four settings. As in
the above analyses, no differences between residential and ambulatory settings are found.
A strong two-way relationship exists between Ρ and Τ and to a somewhat lesser extent
between Ρ and D. Only in one setting a relationship between D and Τ is found. The
position of D is quite isolated. In all settings the same violation of the CDC-model is
found: the transition from Ρ to T. All other transitions in Figure 5.4 are in accordance
with the normative-prescriptive CDC-model.

5.5

Discussion

None of the findings presented above reflect distinctive differences between the residen
tial and ambulatory settings. This suggests that the present findings are generic. The
quality of psychodiagnostic decision-making appears to be influenced not so much by
factors such as client population, setting or disciplinary background of the decision
makers. Rather, factors of a different nature appear to be of major importance, notably:
qualities and limitations of human information processing, level of clinical and decision
making expertise, and socio-emotional considerations such as the need to share informa
tion, concern and views about a case with one's colleagues.
The normative-prescriptive CDC-model states that it must be possible to discern four
stages in psychodiagnostic decision-making: Complaint analysis (C), Problem analysis
(P), Diagnosing (D), and Treatment-related (T) decision-making. Furthermore, the pat
terns of C, P, D and Τ (codes) in terms of cumulative frequency graphs across conferen
ces should be different, and categories should be related to one another in a systematic
fashion. In view of this model, the quality of psychodiagnostic decision-making is con
sidered low to moderate in all participating settings, residential as well as ambulatory.
Firstly, the results show that the С category is absent in all protocols. This finding is
in line with the results from earlier studies at the Nijmegen Pedological Institute (De
Bruyn, 1990; Pijnenburg, 1989). In all settings in the present study the 'C level' is appar
ently abandoned at the end of the intake procedure, where an inventory is made of
clients' complaints and their personal need for assistance, and where this information is
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translated into professional (P) terms. The absence of any backward loops from P, D or
Τ to С (i.e. to the direct client level) during clinical conferences carries risk. This way,
there is no check on whether the outcome of the professional, psychodiagnostic decision
process is in line with the needs of the client system, as formulated during intake.
Secondly, the data show that there is a reasonable pattern in the discussion; the Ρ
category is predominant in the first half of the conferences, the D category is most pro
minent in the middle section and the Τ category is concentrated in the second half of
the conferences.
Thirdly, there is only a moderate level of systematic category transitions. Significant
levels of correct P-D, and T-P transitions are found, as well as of incorrect P-T transi
tions. The most striking finding is however the relatively isolated position of D; it is
related to P, but hardly to Τ (only in one setting, and here not in each conference).
Clearly, practitioners tend to follow a different route, going directly from Ρ to Τ This is
also true in the cases where Ρ is actually linked to D. This raises the question how this
finding should be interpreted; why does D not have a more central position in the deci
sion-making process?
First of all it must be admitted that there are cases in which D is not needed as an
intermediate stage in going from Ρ to T. The complete CDC-model only applies in cases
in which diagnosing (D) is considered necessary by the psychodiagnostician. In all con
ferences in the present study the D category has been identified. This underscores the
teams' conviction that in all of these cases formulating and testing diagnostic hypotheses
was indeed required. However, at the same time this illustrates an inconsistency in the
teams' decision-making. In spite of the fact that D is considered relevant - and conse
quently carried out - the transition from D to Τ (treatment) is not made.
Still, it could be argued that in the particular cases in the present data where no D-T
transitions are made, this accurately reflects the fact that the available domain-related lite
rature contains no information on the relevance or feasibility of specific treatments in
conjunction with the diagnoses formulated during these conferences. However, a prelimi
nary check of the available protocols indicates that - at least in a number of cases where
no D-T transitions were made - this cannot be attributed to such a lack of relevant infor
mation in the currently available clinical literature. For a more definite answer to the
above argument a complete reanalysis of the available protocols would be required.
It is important to stress here that the present data indicate that D-T transitions are
not made by three out of four teams, even when this is possible. One explanation for
this observation may be found in the organisation of clinical psychodiagnostic teaching
and training. Here, available empirical-scientific and clinical knowledge on the relation
between specific diagnoses and treatments is insufficiently presented. Furthermore, psy
chodiagnostics and treatment are often not presented as two aspects of one clinical pro
cess but rather as two separate clinical entities or skills. This dualism is also reflected in
clinical practice, where diagnostic assessment and treatment are often in the hands of
different disciplines/staff members.
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Another illustration of the diagnostics/treatment dualism can be found in present
classification practice by means of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) (APA, 1994) and the International Classification of Diseases (ICD)
(WHO, 1992), both psychiatric classification systems based on the medical model. In
order to classify a client's problems, clinicians look at symptoms. Insight in the conditions underlying these symptoms is not deemed necessary for classification. Frequently
this classification process is mistakingly considered tantamount to diagnosing. Thus,
treatment strategies may be based on problem analysis and subsequent symptom classification, not on an (explicative) diagnosis. In medical practice there is more often a forthright relationship between a given set of symptoms and certain treatments. Here, many
classifications have a strong probabilistic relationship with underlying, causal conditions
and thereby with specific treatment strategies. Hence, in these cases classification is a
valid basis for treatment-related decision-making. In psychodiagnostic practice however,
there is often no straightforward relationship between symptoms, underlying conditions
and treatments. Thus, systematic diagnostic and treatment related decision-making is
called for.
Besides unavailability of relevant D-T information for specific problems, a second
possible explanation for the observed lack of D-T transitions may be the negative influence
of different information processing and judgmental biases on the quality of decisionmaking, already mentioned in the Introduction. Furthermore it is hypothesised that
what takes place during clinical conferences is in effect not (always) a clinical reasoning
process, aimed at generating treatment options based on diagnostic conclusions. Instead,
inspection of the protocols suggests that teams or team members sometimes bring treatment preferences to clinical conferences, which they put forward irrespectively. What
then takes place during conferences is a process in which team members attempt to
boost the attractiveness of such treatment preferences, regardless the outcome of the
diagnostic process. This hypothesis is supported by findings from research on the
Dominance Search model (Montgomery & Svenson, 1989). In this model the decisionmaking process is seen as a search for a dominance structure, i.e. a cognitive structure in
which one alternative is seen as dominant over the others. In such a structure, any drawbacks of the favoured alternative are neutralised or counterbalanced somehow. Thus, the
final choice (in the present case: a treatment strategy) follows from the given structure in
a self-evident way (Montgomery, 1989). Recently a study has been started to establish
whether such dominance structuring processes can be identified in the protocols of clinical conferences (cf. chapter 7).
In conclusion, in our view the present data suggest that the clinical field should seek
to develop psychodiagnostic decision aiding programs, targeted at one or more of the
following objectives: a) upgrading practitioners' clinical knowledge on the relationship
between specific diagnoses and treatment options, b) improving their procedural/structural decision-making skills, c) providing information on the results of research from the
field of decision analysis in order to increase clinicians' awareness of the impact of judg-
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mental heuristics, biases and information processing limitations on their decisionmaking, and d) increasing effectiveness by facilitating team members' task-related interactions and involvement. Hopefully practitioners and researchers will jointly meet this
challenge in the near future, in order to assist child care professionals from different
disciplinary backgrounds to put their joint clinical expertise to the best possible use in
the interest of their clients. Two such preliminary attempts, undertaken by the present
authors in association with practitioners at the Nijmegen Pedological Institute, are discussed in the following chapter.
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6.1

Introduction

At the Nijmegen Pedologica] Institute (NPI), introduced in chapter 1, the process of
psychodiagnostic decision-making within clinical conferences has been the subject of
three interrelated empirical studies. The objective of the first {baseline) study was to
explore the process and quality of regular, unaided psychodiagnostic decision-making,
taking place in the institute's multidisciplinary clinical conferences (cf. chapter 5). This
study focused strictly on first clinical conferences on recently admitted clients, because
here the multidisciplinary team concentrates both on diagnostic and treatment related
decision-making; follow-up conferences focus primarily on treatment-related decisionmaking (evaluation and future strategy). The results of the first study led to two consecutive follow-up studies (studies two and three). Their goal was to evaluate the effect of
different decision aiding efforts on the formal quality of psychodiagnostic decisionmaking within clinical conferences.
In the second {training study, the clinical team participated in a formal instruction
training. The impact of this training on decision-making in clinical conferences was evaluated. The aim of the third (decision support) study was to look at organisational elements
and see how they might enhance team decision-making. Duffy (1993) refers to this type
of decision support as organisational design. In this third study, the entire procedure for
psychodiagnostic assessment and decision-making, spanning the period from intake up
to first clinical conference, was redesigned and formatted. As in the training study, the
effects of this second attempt at decision aiding were assessed by comparing decisionmaking in the 'experimental' and baseline study conferences. The decision process in the
clinical conferences in each of the three studies was analysed by means of the Coding
System for Protocols of Clinical Conferences (CSPCC) introduced in chapter 3 (see also
Pijnenburg & De Bruyn, 1992; 1993a).
The conclusion drawn from the baseline study on regular, unaided clinical conferences was that the protocols from these conferences show an apparent lack of logical,
internally consistent decision-making (cf. chapter 5). Problem analysis proves predominant. In contrast, little time is devoted to one of the key objectives of these conferences:
actually formulating and testing diagnostic hypotheses (Diagnosing). Furthermore, treatment-related decision-making is shown to be related directly to problem analysis, and
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not to diagnosing. Consequently, the formal quality of the team's psychodiagnostic
decision-making is judged to be low to moderate (De Bruyn, 1990; De Bruyn, Pijnenburg
& Van Kessel, 1986b; Pijnenburg, 1989; Pijnenburg & De Bruyn, 1994). As chapters 2
and 5 show, these results are substantiated by similar research in other child care and
special education settings (cf. Ysseldyke et al., 1983).
At the NPI these findings gave rise to the question of how the quality of the psychodiagnostic decision-making process could be increased. Initially, decision training was
seen as the most viable option for improvement. Accordingly, a second study was set up
to explore the possibility of influencing psychodiagnostic decision-making by familiarising team members with a formal, Bayesian-oriented approach to clinical decisionmaking. In comparison to regular conferences, results from the training study showed an
increase in quality in several respects: more diagnostic hypotheses were formulated and
tested explicitly. Also, diagnostic reasoning was more in accordance with the conceptual
framework of the clinical-diagnostic cycle. This was achieved however at the total cost of
treatment-related decision-making. The practitioners' response to the formal decisionmaking procedure was mixed. They acknowledged some gain in terms of structuring the
decision-making process, but also judged the formal procedure to be time consuming,
complex and artificial, and therefore impractical.
Based upon their experiences with this procedure in the experimental, post-training
conferences, the participating practitioners reasoned that a higher qualitative gain was to
be expected from explicitly structuring and formatting individual team members' decision-making throughout the observation/assessment phase preceding a clinical conference, rather than from structuring decision-making at the conference. In their view, the
conceptual framework of the clinical-diagnostic cycle provided a clinically valid basis for
such a pre-conference organisational design approach. Thus this evaluation led to a third
study in which an attempt was made in this direction. By comparison, the response of
the participating practitioners to this approach turned out to be more favourable, which
was rather in contrast to the results of the formal analysis of the conferences in this third
study. The outcome of CSPCC analyses in this organisational decision support study
and in the baseline study on regular unaided decision-making were very similar.
The findings from these three studies, based upon the analysis of quantitative CSPCC
data, have been reported in several publications (e.g. De Bruyn, Pijnenburg & Van
Kessel, 1986b; Pijnenburg, 1989; De Bruyn, 1990; Pijnenburg & De Bruyn, 1994).
However, these publications provide only limited information on the background and
nature of the decision aiding techniques designed and implemented in studies two (the
instruction training study) and three (the organisational decision support study). Also,
they do not present a clinical-instrumental evaluation of these attempts at decision
aiding, i.e. an evaluation which takes into account the experiences and reflections of the
participating practitioners with respect to content, implementation and output of these
interventions. In our view this information is also relevant. Not only so for researchers

108

Exploring psychodiagnostic decision

aiding

A clinical-instrumental

evaluation

interested in developing decision support techniques, but perhaps even more so for practitioners interested in possibilities for implementing decision theoretical insights in the
complex real-life process of psychodiagnostic decision-making. Hence, this chapter focuses
on these aspects of the NPI studies.
In the next section (6.2) the clinical setting in which the studies were carried out is
briefly characterised. Section 6.3 focuses on the rationale, setup and clinical evaluation
of the instruction training, as does section 6.4 for with regard to the experimental
pre-conference decision-making procedure. Lastly, in section 6.5 the implications of the
evaluation of clinical experiences in both studies for clinical practice and future research
are elaborated upon.

6.2

Clinical context

The project was carried out in the NPI residential care unit for primary school age
children. The therapeutic approach in this unit centres around the everyday life and activities in the residential group. This is combined with an individual approach at school;
a pedoiagical institute' school for special education forms an integral part of the setting.
This basic care/treatment approach can be complemented by specific, individual or
group therapeutic interventions throughout the day. In conjunction with this childoriented approach, parent counselling is provided by social workers in their regular home
visits. The positions of the team members participating in the institute's overall clinical
decision-making process are: residential group worker, special education teacher, psychologist, psychiatric/medical adviser, special education pedagogue, social worker, various
therapists, neurologist and neuropsychologist.
The psychodiagnostic decision-making procedure followed at the institute bears strong
similarities to the routines followed in other (semi)residential child care settings. Several
recognised youth care agencies can refer a client to the institute. If the institute sees
possibilities for the treatment of a client and formal intake criteria are met, an intake
procedure is started. If this procedure results in a placement decision, admission is usually
realised some months to a year later. Most clients are admitted at the start of a new school
year. In the first phase of a client's stay at the institute extensive (psycho)diagnostic
assessment and observation take place, followed by a first multidisciplinary clinical conference. Here diagnostic and treatment-related decision-making take place. After this
first conference, follow-up conferences are planned semiannually, concentrating predominantly on treatment evaluation and strategy. The average stay at the institute is two to
three years. The entire clinical decision-making procedure from intake to first clinical
conference is characterised in section 6.4.2.1.
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6.3
6.3.1

The training study
Rationale

As mentioned in section 6.1, the training study (study 2) aimed at enhancing the quality
of psychodiagnostic decision-making process taking place in the institute's multidisciplinaty clinical conferences, in particular the first conference devoted to a recently admitted client. The most striking result from the previous baseline study of regular clinical
conferences (study 1) was the overall lack of logical, internally consistent decisionmaking. It was hypothesised that confronting the professionals with a decision-theoretical approach to judgment and decision-making would enable them to increase the quality of their joint psychodiagnostic decision-making, more specifically: to increase the
level of formulating and testing diagnostic hypotheses and subsequent discussion of
treatment strategies, and to operate more in accordance with the conceptual frame of the
clinical-diagnostic cycle (De Bruyn, 1985; 1992a). The basic idea was to develop and
present an instruction training in which the participants would learn to process and analyse case-related information in a logically consistent fashion.
The first question to be answered with respect to this instruction training was which
of the existing formal models would be the most appropriate for use as a generic tool.
Because the instruction training was to focus on psychodiagnostic reasoning we looked
for a model that reflected the dynamic nature of this decision process. In principle,
several formal models can be contemplated as a basis for formalising the process of psychodiagnostic decision-making (see chapter 1 for an overview of such models). Based
upon an evaluation of these formal models at the start of the training study, it was
argued that a Bayesian-oriented decision approach was most appropriate as a generic
tool for an instruction training on psychodiagnostic decision-making (De Bruyn, 1990).
The argument made in favour of this model at that time, stressed its suitability for use in
a dynamic decision environment, where decision-making is a collective task. Furthermore, in contrast to other statistical models, empirical data on the relationship between
predictor variables and predictors are not required, and different kinds of data/information can be used (cf. chapter 1). What the Bayesian-oriented instruction training
actually looked like, is described in some detail in the next section.
In order to test the effects of this instruction training on the quality of psychodiagnostic decision-making, five conferences were scheduled shortly after the instruction training.
Since the institute was reluctant to include recently admitted cases at this experimental
stage, the (n=5) most complex cases from the first study were selected for re-evaluation in
the experimental post-training conferences. An advantage of this approach was that it
enabled direct comparison of regular and experimental conferences on identical cases.
The criterion for selecting these five cases was the perceived level of clinical complexity of
the case, operationalised as the highest score on three relevant items of the Conference
Evaluation Questionnaire (CEQ), developed in the first study (see section 6.3.3).
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At the experimental 'post-training' clinical conferences on the cases thus selected, the
same team members were present who had been involved in the regular 'baseline' c o n 
ferences some six months earlier. The diagnostic information presented to the partici
pants as input for the experimental conferences was identical to the information that
had been available when these cases were originally discussed. The decision process
during the experimental conferences was not influenced by the project team in any way.
The protocols of these conferences were analysed by means of the CSPCC. After each
conference, participants' experiences and reflections were assessed by m e a n s of t h e
above-mentioned Conference Evaluation Questionnaire.

6.3.2

The instruction

training

6.3.2.1 Method
Although the technique to be presented during the training took Bayes' theorem as a
starting point, the instruction training was clearly not intended as a formal t r a i n i n g
course in Bayesian statistics. Rather, it was designed as an instructional procedure, en
abling practitioners to perform psychodiagnostic decision-making by means of a for
malised decision-making procedure. None of the team members had any knowledge of
Bayesian statistics prior to the training. Since Bayes' theorem is essential to this training,
this theorem is briefly discussed in the following (readers familiar with the c o n t e n t s of
chapter 1 may want to skip the following and move direcdy to section 3.2.2).
By means of Bayes' theorem it is possible to transform one's subjective prior (or a
priori) belief in a given hypothesis (p H) as the condition responsible for the problem
behaviour, into a posterior (or a posteriori) subjective probability (p H/D) in light of new
information. In other words: by applying this algorithm it is possible to calculate - in a
strictly logical fashion - an index of belief in the correctness of a hypothesis, taking into
account one's prior belief in this hypothesis as well as the impact of the new information.
This mathematical transformation results from multiplying the prior subjective pro
bability of a hypothesis being correct (p H), by the subjectively estimated probability of
finding a particular piece of information, given that this hypothesis is correct (p D / H ) ,
and dividing the outcome by the subjectively estimated probability of finding this speci
fic information in the population (p D). The theorem is presented here in a form fitting
a situation where there are more hypotheses, as is usually the case in a psychodiagnostic
decision-making context. Here ρ (Dx/H,) represents the probability of data 'j' from data
class 'k' under hypothesis H,.

p ( H l / D j k ) = p(H ¡ )

Ρ (Οι/Η,)
+-—
p(D,k)
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Taking Bayes' theorem as a starting point, Schroots, Akkerman and De Groot (1978)
have developed a formal decision-making procedure for psychodiagnostic decisionmaking. This procedure is not limited to the phase of formulating and testing diagnostic
hypotheses; it also encompasses the phase of treatment related decision-making. Resulting
posterior probabilities with respect to different diagnostic hypotheses can be entered as
weights in a subjective treatment utility function. By means of this function, the expected
subjective utility of different treatments (or rather: treatment indications) can be assessed
for different diagnoses (i.e. hypotheses with a sufficiently high subjectively probability
to be accepted). Here, in the prognostic phase of the diagnostic cycle, indications for
treatment play the role of hypotheses. The clinical relevance of the procedure proposed
by Schroots and colleagues lies in the fact that it prescribes how a formally (logically)
consistent psychodiagnostic decision making process should evolve.
Based upon this procedure, experiences with two earlier postgraduate courses on the
same topic by De Bruyn, Akkerman, Van Alphen de Veer and Schroots (1982) and
publications by De Bruyn (1985), and Akkerman (1982), the present instruction training
was developed. This training consisted of four sessions taking two and a half to three
hours each, and was presented by the present author and E.E.J. De Bruyn. Figure 6.1
offers a schematic overview of the training setup.

FIGURE 6.1. Schematic overview of the experimental instruction training (study 2)

Session 1 : Presentation of project overview and rationale, and introductory lecture on the structure of psychodiagnostic decision-making, exemplified by means of excerpts of a
clinical conference protocol.
Discussion of a written case history, focusing on problem analysis, and aggregating
relevant diagnostic hypotheses and important topics for treatment-related discussion.
Session 2: Introductory lecture on the Bayesian decision model and its implications for clinical
decision processes. Presentation of a Bayesian-oriented decision procedure.
Re-evaluation of diagnostic hypotheses from session 1 in the light of this lecture.
Interlude: Trainers answer individual participants' questions concerning the fint two sessions.
Session 3: Execution of the Bayesian-oriented decision-making procedure with respect to the
case, discussed in sessions 1 and 2.
Session 4: Execution of the Bayesian-oriented decision-making procedure (continued).
Training participants' evaluation of the Bayesian-oriented procedure and development of decision-making strategy for (n=5) experimental post-training conferences.
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One of the trainers made minutes of the clinical discussion in each training session. These
were handed out to the participants prior to the next session and discussed at the start of
the next session. In the following sub-sections 6.3.2.2 and 6.3.2.3 the contents of the
sessions and related training materials are described.
6.3.2.2 Materials
- A limited reader of relevant literature and a training program. This reader was sent to
the participants prior to the first training session.
- A condensed case history, prepared for instructional purposes. This case was taken
from a residential setting whose population is similar to that of the Pedological
Institute. This case was based on the file presented by referring agency, as well as
intake information. All training participants received a copy of this case history and
were instructed to study this documentation before the first session.
- On the basis of the diagnostic assessment reports drawn up by all practitioners involved
in the above case, assessment cards (n=57) were prepared. Each card had five headings:
1) clinical/psychodiagnostic information label (e.g.: 'social behaviour'; 2) clinical/
psychodiagnostic sub-topic label (e.g.: child-parent interaction); 3) information source
(e.g.: social worker); 4) situation in which information has been collected (e.g.: home
visit); 5) the actual information (e.g.: quotes from the social worker's assessment
report); 6) lastly each statement was classified into categories corresponding with
Bayesian concepts (e.g.: information from the referring agency was labelled as a priori
information).
- On a programmable pocket calcuUtorz program was written to facilitate the formalised
decision-making procedure. By means of this program, based upon Bayes' theorem, it
was possible to calculate the impact of psychodiagnostic information (as judged by
the team) on the likelihood of different hypotheses.
6.3.2.3 Training procedure
Preparatory activities
The (regular) conference chair was trained in the use of the 'Bayesian pocket calculator'
and introductory materials (training program and reader) were distributed among parti
cipants.
First session
At the start of the training, background information on the research project was presen
ted, followed by an outline of the training program and an introductory lecture on the
process of clinical psychodiagnostic decision-making and related theory. During this
lecture a verbatim protocol of one of the institute's clinical conferences was discussed.
The objective of this discussion was to teach participants to identify protocol statements
of different categories, reflecting various elements and steps of the psychodiagnostic
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decision-making process (such as information available during the intake period, information gathered during the observation/assessment period, diagnostic inferences, treatment utility information, etcetera).
In the second half of this session focus was on the written case history, handed out
earlier. The team was asked to make a problem analysis and discuss relevant diagnostic
hypotheses, as well as options for testing these respective hypotheses (actual testing was
to be focused upon in the second session). Also, participants were asked to make an
inventory of relevant topics and questions with respect to treatment-related decisionmaking (strategy and evaluation).
Second session
In an introductory lecture, Bayes' theorem (in absolute and ratio form; see Phillips,
1973) and its relevance for clinical psychodiagnostic decision-making practice were
focused upon. The implications of the application of this theorem to clinical decisionmaking were also discussed and related to the different stages of the normative-prescriptive model of the clinical-diagnostic cycle (De Bruyn, 1985). Next, the contents of this
presentation were discussed with the participants, and questions answered. Following
this discussion, the hypotheses, tentatively formulated in the first session, were reviewed,
revised and supplemented, resulting in a comprehensive list of hypotheses, considered
relevant by the team and to be tested in training sessions three and four.
Interlude
Following the second session a 'question hour' was scheduled a few days later. Here,
training participants put forward any remaining questions concerning the presentations
in the first two sessions or the documentation handed out prior to the training.
Third session
The objective of this session was to review the hypotheses previously generated by the
team and to test them on the basis of Bayes' theorem (by means of the pocket calculator). In doing so, the team was at liberty to use all case-related information contained
in the assessment cards. This implied that the participants engaged in a formalised
decision-making process, in which they collectively decided on a) selection of a specific
problem aspect, b) selection of relevant, competing hypotheses to be tested, and c) motivation and specification of desired diagnostic information. If available on an assessment
card, this information was handed over by the trainer. Next, the information on the card
was discussed by the team and its value in view of the hypotheses under scrutiny estimated. The effect of this team appreciation on the subjective prior probabilities of these
hypotheses was then established by means of the pocket calculator (which generated the
posterior probabilities). This cyclical process was terminated either when no further relevant, requested information was available or when the team decided it had reached a
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satisfactory level of subjective probability with respect to the hypotheses under scrutiny.
In this manner, each problem aspect was evaluated respectively.
Fourth session
In this final training session, first the results from session three were reviewed. Next, the
Bayesian-oriented decision-making process started in session three was concluded and
evaluated. The script of this session also focused on treatment-related decision-making.
The questions to be answered were: what treatment options can be identified in relation
to different adopted diagnostic hypotheses, and what is their expected utility?" This
aspect of the training was however left untouched because of time limitations and the
fact that carrying out the Bayesian-oriented procedure with regard to diagnostic hypotheses took more time and effort than anticipated.
In the second half of this fourth session, the participants made procedural decisions
on how to operate in the ensuing experimental 'training study' conferences (n=5), scheduled some two months after the instruction training. The participants were not influenced by the trainers in developing their decision-making strategy for these conferences.
After this final session the participants completed a training evaluation form.

6.3.3

The Conference Evaluation Questionnaire (CEQ)

This questionnaire was developed to support a comparative clinical-instrumental evaluation of the input, process and results of decision-making during clinical conferences, in
particular in studies one and two (for more details: see De Bruyn, Pijnenburg & Van
Kessel, 1986a). In contrast to the CSPCC, the CEQ focuses on pre-conference assessment reports, professional and interactional/emotional aspects of the decision process
during conferences, and the results of this process.
The questionnaire was developed at the onset of the first (baseline) study, in close
cooperation with the members of the NPI clinical staff. One or two representatives of
each position/discipline taking part in the clinical conferences (see section 6.2), participated in a semistructured interview. This interview focused on factors which the practitioners themselves considered relevant to the quality of preparation, process and outcome of psychodiagnostic decision-making during clinical conferences. On the basis of a
content analysis of the interview transcripts, a comprehensive pool of questionnaire statements was generated. These statements/items were evaluated by the interviewees in
terms of clinical relevance and phrasing. Their comments were used to select, revise and
supplement the proposed items. This iterative process resulted in a 44 item questionnaire, reflecting those aspects of psychodiagnostic decision-making deemed important
by the institute's clinical staff. A selection of items from the Conference Evaluation
Questionnaire is presented in Figure 6.2.
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FIGURE 6.2. Selected items of the Conference Evaluation Questionnaire

- My own view of this case has been influenced by my colleagues' pre-conference observation/
assessment reports.
- The decision process has been injusdy dominated by a discussion of a limited number of caserelated aspects.
- The decision process at the conference was well-structured
- Defending one's own psychodiagnostic viewpoints was characteristic of this conference.
- One or more colleagues have dominated the decision process during the conference.
- Because I found colleagues' behaviour irritating, my own contribution to the conference has
not been satisfactory.
- In the course of the conference we have clearly agreed on treatment goals for this client.
- We have explicidy discussed evaluation criteria for the treatment of this client.
- The outcome of the decision process in this conference provides me with sufficient indications
to direct my therapeutic contacts with this client.

Each of the items of the Conference Evaluation Questionnaire is linked to a five point
scale (ranging from 'strongly agree' to 'strongly disagree'). The questionnaire contains
items on individual team members' pre-conference reports (n=10), process and output
quality of decision-making during the clinical conference (n=30), and on participants'
views concerning emotional/interactional aspects of a conference (n=4). Six items were
removed from the data analysis, because they were not scored by all participants (n=5)
or because their phrasing proved ambiguous (n=l). The questionnaire was filled out by
all participants at the end of each conference contained in the baseline and instruction
training studies.

6.3.4

Evaluation

The team members were confronted with the prescriptive formal procedure at two stages:
during instruction training and in the actual, post-training clinical conferences. The
comments in this section apply to both, unless indicated otherwise.
The overall clinical-instrumental conclusion from the training study is that a relatively
modest instruction/intervention can have a distinct impact on the management and
quality of psychodiagnostic team decision-making, while also facing serious problems in
terms of clinical 'fit' and emotional acceptance. Based upon our review of the partici
pants' feedback in the instruction training study, we conclude that the training was
effective in demonstrating to participants the need to systematically and cyclically revise
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their opinion on the basis of new diagnostic information. In this sense, the Bayesianoriented instruction training proved a valuable heuristic. This finding, resulting from
CSPCC-based analysis of conference protocols, is in line with results from studies by
Sawyer, (1966), Wiggins (1973) and Russo and Schoemaker (1989). Yet, when looking
at the results of the analysis of CSPCC-data from the third (organisational decision support) study, it must also be concluded that the changes effected in the training study
appear relatively shortlived; they were not corroborated by the results from this third
study, although it was carried out shortly after the training study.
The Bayesian-oriented decision-making procedure proved very time-consuming.
Participants also had difficulties agreeing on the empirical or theoretical background
'knowledge base' from which to draw hypotheses, let alone formulate mutually exclusive
hypotheses as formally required. Furthermore, the team felt compelled to explicitly define
the psychodiagnostic concepts used in the conference discussions. In regular conferences, team members had so far participated assuming that they were in agreement
about these concepts or at least knew what other team members' definitions of various
concepts were. With respect to a number of concepts, the training showed this assumption to be unjustified. Furthermore, the Bayesian-oriented procedure invited participants to explicitly evaluate colleagues' statements in light of their personal clinical expertise. Here, again, the result was that clinically quite divergent views of different team
members became apparent, which the team had not yet been (fully) aware of. This led
to ample discussion on clinical issues, both during the training sessions and the posttraining conferences.
It appears that the above-mentioned experiences account to a considerable extent for
the fact that the team hardly engaged in any treatment-related discussion during the
post-training conferences. Given the fact that only a limited amount of time (75 minutes
maximum) is available, attempts to improve the quality of decision-making have to
acknowledge this time frame. Because of the laborious character of the procedure, participants' unfamiliarity with it and the extensive clinical discussion, decision-making was
restricted almost exclusively to problem analysis and diagnosing (i.e. formulating and
testing diagnostic hypotheses). In view of the findings reviewed by Means et al. (1993) it
is reasonable to assume that efficiency would increase if participants would follow a
more extensive training and practice program, thereby familiarising themselves more
profoundly with the procedure, and developing more of a common clinical language.
The perception of the Bayesian-oriented procedure as academic, combined with the
debate on clinical concepts mentioned earlier, appeared unsettling for several participants. In the course of the training they became increasingly reluctant or hesitant to
make subjective probability estimates with regard to hypotheses or diagnostic information. Since clinicians basically reason by means of verbal argumentation rather than in
terms of p-values, it is not surprising that some participants found it troublesome to
make the required conditional probability estimates. To them, estimating the likelihood
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of finding a particular piece of diagnostic information in connection with different diag
nostic hypotheses appeared very odd. They reported feeling as if they were participating
in a lottery, instead of tackling a psychodiagnostic decision problem by means of an
approach that 'captured the essence' of their clinical work. Thus, these participants did
what they were asked to do without being convinced of the clinical relevance of their
efforts. To a certain extent this also puts to question the consensus reached during the
final training session with respect to the various aspects of the formal procedure for the
post-training conferences. It may be that some participants agreed on certain aspects (for
instance the discussion on the definition of a clinical concept) more out of a sense of
commitment to fully carry through the formal procedure, than because they were con
vinced by their colleagues' argumentation. In contrast, participants proved to have little
trouble reaching consensus on the kind of information that was required to test a given
hypothesis. In this sense the Bayesian approach proved a valuable heuristic.
On the basis of the questionnaire (CEQ) data, some additional comments can be
made with respect to the implementation of the Bayesian-oriented procedure in the
post-training conferences. First of all, several of the above-mentioned conclusions are
underlined by the scores on the CEQ. Most clearly this is the case with the problem of
having insufficient time to complete the decision process, in particular with respect
to treatment. Respondents largely ascribed this problem to unfamiliarity with the
procedure and frequent discussions with respect to clinical concepts and views. As such,
this type of discussion was however qualified by most participants as important. The
questionnaire results also reflect the respondents' opinion that in the formal procedure
more relevant hypotheses were put forward and tested, and this in a more systematic
manner than was normally the case.
Various respondents' CEQ data indicate shifts in satisfaction: poor satisfaction with
regular conferences is correlated with more satisfaction as regards post-training confer
ences and vice versa. In general however, the quality of decision-making in the posttraining conferences was judged less favourably by most respondents. This finding
contrasts with the conclusion from the CSPCC protocol analysis that the post-training
conferences show a significant increase in terms of the proportion of diagnostic hypothesis
formulating and testing, and thus higher formal decision-making quality.
Bearing in mind that the CEQ items reflect aspects of psychodiagnostic decision
making considered important by the participating practitioners, the nature of these
items suggests that participants focused more strongly upon conference-related aspects
than on 'circumstantial' factors. Only material, pre-conference factors are reflected in
the CEQ (e.g. quality of assessment reports, and preparation for a clinical conference).
Based upon an exploratory factor analysis of the CEQ (De Bruyn, Pijnenburg &L Van
Kessel, 1986a) six factors were identified (respective explained variance ranging from
49,5% to 7%). These factors were labelled: Dominance (of specific decision-making
aspects/stages or participants), Completion of Diagnostic Decision-Making, (Dis)satis-
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faction with Individual Functioning, Task-oriented Team Functioning, Explicitness of
Treatment Strategy/Evaluation, and Quality of Conference Preparation. With respect to
the results of the 5 post-training conferences (average of seven questionnaires per confer
ence) and their 14 regular (baseline) counterparts (average of seven questionnaires per
conference), a significant difference (t test; α < .05) between the two groups was found
only for the Explicitness of Treatment Strategy/Evaluation factor. Here, participants'
answers showed dissatisfaction with both groups, but significantly more so with the posttraining conferences (average scores 1,4 versus 2,2 on a five point scale). Finally, the CEQ
results indicate that NPI staff consistendy rated their own and their team colleagues' task
commitment very positively, both in the regular and post-training conferences.

6.4

The organisational decision support study

6.4.1 Rationale
For most of the NPI staff involved, the outcome of the cost-benefit analysis of the
instruction training and the post-training conferences was not satisfactory. Limited gains
in terms of the formal quality of psychodiagnostic decision-making were outweighed by
negative practical and emotional implications of the Bayesian-oriented approach, in par
ticular the time expenditure required for training and conferences, and the counterintui
tive nature of the Bayesian-oriented procedure. At this stage of the project, in the parti
cipants' view, more qualitative gain was to be expected from redesigning the organisa
tion of the entire decision process from intake on, rather than from trying to improve
staff members' individual and collective decision-making skills. Thus, a third study was
designed to explore this possibility.
At the onset of this study, an alternative pre-conference procedure and related report
formats were designed. This procedure spanned the entire phase from intake to first cli
nical conference. Its aim was to organise and monitor the different components consti
tuting the psychodiagnostic decision process in a way that would fit the professional
logic of psychodiagnostic decision making. Particular emphasis was placed on formula
ting and testing psychodiagnostic hypotheses (De Bruyn, 1985; 1992a, 1992b). In
effect, the entire process of collecting and evaluating intake-related and psychodiagnostic
assessment information was (re)formatted.
Given the impact of this organisational redesigning process on clinical psychodiag
nostic practice and the explorative character of the study, the NPI decided to limit this
experimental approach to five cases. These cases were randomly selected from the group
of children admitted to the NPI at the start of the school year.
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6.4.2

Organisation of'regubr and experimentalpsychodiagnostic procedures

Evidently, this third study is of a different nature than the previously discussed training
study. Consequently, the setup of the following sub-sections is not identical to that in
the previous section. In order to permit evaluation of the impact of the experimental
procedure implemented in the present study, first the procedure and related materials
(e.g. report formats) used by the NPI at the time of this study are discussed in section
6.4.2.1 (readers familiar with the contents of chapter 1 may want to skip this section).
Next, the experimental procedure and related materials are elaborated upon (section
6.4.2.2) and key differences between both approaches highlighted (section 6.4.3).
Following these technical elaborations, clinical experiences with respect to the experimental procedure and the ensuing conferences are focused upon (section 6.4.4).

6.4.2.1 The regular psychodiagnostic procedure
When a client is referred to the NPI, the first step taken by the intake committee (see
section 1.2.1) is to evaluate whether the referral meets the institute's formal admission
criteria. Next, an analysis is made of the written case documentation sent in by the referring agency. If a decision is made to start the actual intake procedure, the clients (child
and parents/caretakers) are invited for an extensive one-day intake procedure. Upon
reviewing the data and information gathered and reported (in a free format) by special
education pedagogue, psychologist, psychiatric/medical consultant and social worker in
the course of this procedure, the intake committee decides on admission (see Figure
6.3). In a concluding (free format) report, the intake committee's chair summarises the
individual reports as well as the committee's intake decision and motivation.
In this final report, the intake committee's chair formulates (psycho)diagnostic issues
to be focused upon in the assessment/observation phase, as well as general guidelines for
preliminary treatment during these first months of stay at the institute. A more or less
fixed relationship exists between specific diagnostic issues or questions and diagnosticians in various positions; questions concerning a child's learning and learning-related
problems are supervised by the special education school pedagogue, personality issues by
the psychologist, and questions concerning family relations by the social worker.
Screening with respect to didactical and learning-related issues is carried out by practitioners operating in the context of the NPI's resident special education school. External
(mosdy medical) consultants may be called upon for additional, specialised assessment.
At the end of the observation and assessment phase (after three months approximately) all positions/staff write a (free format) assessment/observation report, reflecting their
diagnostic and/or care-related findings. Prior to the first clinical conference these reports
are collected and made available to all team members involved. In the first clinical
conference, the multidisciplinary team (usually all staff who have filed a report) tries to
come to a complete understanding of the client and his family, their problems and
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needs. Input for this decision process are the joint observation and assessment reports.
At the start of a conference the chair summarises these reports and invites participants to
make oral comments or elucidations on these reports. The objective of the now following
clinical discussion is to formulate a (tentative) diagnosis, instigate further psychodiagnostic and/or medical assessment - if so required - and decide upon an overall treatment
strategy for the six months to come. Following the conference, the team decision process
and its outcome (in terms of diagnostic and treatment-related decisions) are summarised
by the conference chair, again in a free format (cf. chapter 1).

FIGURE 6.3. Overview of the regular psychodiagnostic procedure
referral

I
intake procedure

.1
intake team report/admission decision (free format)
initial school screening

I

treatment team meeting
- residential group workers
- social worker
- psychologist/team coordinator

school team meeting
- special education teacher
- school pedagogue/didactician
- psychomotor therapist
- speech therapist
- remedial teacher

observation/assessment phase, involving
these [optional] team members:
- resid. group worker - psychiatric/medical consultant
- social worker
- [psychotherapist]
- psychologist
- [neuropsychologist]
- psychol. assistant
- [external consultants]

1
additional school assessment
and observation phase
(by one or more of the above
school team staff)

assessment/observation reports (free format)
first clinical conference
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6.4.2.2 The experimental psychodiagnostic procedure
In line with the theoretical frame of the clinical-diagnostic cycle (De Bruyn, 1985;
1992a) an attempt was made to design a procedure and related report formats that
would maximise explicit, systematic psychodiagnostic information gathering and proces
sing prior to the first clinical conference. This procedure (see Figure 6.4) was intended
to optimise the selection, collection and subsequent use of diagnostic information
gathered throughout the initial phase, by systematically relating such information to
psychodiagnostic hypotheses. T h e procedure was designed to warrant explicit, structured
attention for all components or stages of the psychodiagnostic decision process as discerned
in the normative theoretical frame.

FIGURE 6.4. Overview of the experimental psychodiagnostic procedure
referral

I
intake procedure

i
i
treatment coordinator/school representative

intake team report/admission decision (standard format)

problem (ρ)

ρA

hypothesis (h):

clinicians:

h Al

psychologist
Τ

testing (Τ)
hypothesis:

h A2

Τ:
h Al
hB2

h A3

social worker

group worker

teacher

didactician

others

Τ

Τ

ASSESSMENT/OBSERVATION
Τ

Τ

Τ

individual assessment reports (standard format)

I
combined assessment report (standard format)
[first clinical conference]
* for reasons of clarity the association between hypotheses and clinicians is illustrated for one
team member only; each clinician receives a 'personal set' of diagnostic hypotheses
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Prestructuring and systematically evaluating the psychodiagnostic process in this
manner from intake on aimed at increasing the efficacy of this process and preventing
case-related information from being collected routinely, i.e. without the explicit, prestated intention to use this information to increase or decrease the subjective likelihood
of one or more psychodiagnostic hypotheses. In the following, the experimental proce
dure is described in some detail. A distinction is made between the work of the intake
team in the intake phase and the work of the wider clinical team, involved in the ensuing
assessment/observation phase and the first clinical conference.
Intake phase
One intake team was charged with the entire intake process. This 'experimental' team,
featuring the same positions as the regular intake committee (see section 1.2.1), was
required to make a descriptive analysis of the client's complaint(s), and to formulate pre
liminary diagnostic hypotheses with respect to different problems or problem aspects
they had been able to identify. Based upon the available information, each hypothesis
was accredited a subjective (prior) probability by the team. As a general rule, only hypo
theses allowing empirical testing were eligible for inclusion in the further psychodiag
nostic procedure. One of the researchers supported the practitioners in following the
required procedure. This support was strictly procedural; the content of individual team
members' psychodiagnostic decision-making was in no way commented upon.
The work of the intake team was documented in a standardised intake report. The
format for this report (available upon request) was developed by the researchers in
cooperation with the institute's clinical staff and reflected the different stages of the
experimental intake procedure. In Section I of this intake report, referral information is
summarised by the team. This section of the report contains the following headings:
general client data, anamnestic information, information on reasons for referral/client's
complaints, referring agency's problem analysis, previously formulated diagnoses and
findings upon which these diagnoses are based, previous interventions and their out
come, as well as a checklist for formal NPI admission/rejection criteria (for instance:
absence of serious intellectual and/or physical handicaps).
In Section II of the intake report, the findings from the institute's intake procedure
and their appraisal by the intake team are documented under the following headings:
conclusions of the initial 'paper' intake, summary of individual team members' findings
collected during intake at the institute, and conclusions of the intake team with respect
to these findings. This information is supplemented by the output of an additional intake
team 'report meeting'. In this meeting the team makes an inventory of a) clients' prob
lems, b) relevant psychodiagnostic hypotheses and relevant diagnostic data to be collec
ted, and c) preliminary treatment strategy. In addition, the team makes an assessment of
the seriousness of each problem or problem aspect reported under a). This assessment is
made on a 5-point scale, ranging from 'not serious' to 'extremely serious'). Each formu
lated hypothesis is accredited a subjective 'prior' probability by the intake team on the
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basis of their joint clinical expertise and evaluation of all case-related psychodiagnostic
information collected so far.
The complete report resulting from the intake team's decision-making is added to the
client's file, with exception of the subjective probabilities attributed to each hypothesis.
This is done to allow individual psychodiagnostic team members to generate prior sub
jective probabilities with respect to each of their assigned hypotheses independently of
the rating by their colleagues from the intake team.
A total of 10 randomly selected referrals were treated in this manner. With respect to
five of these referrals, the intake procedure resulted in an admission to the institute
shordy afterwards. For these clients the experimental procedure was continued through
out the assessment and observation phase, described in the following.
Assessment/observation phase
After having studied the intake report, each clinical team member involved in the case
received an individual assessment booklet. This booklet contained a copy of the problem
analysis, formulated by the intake team, and a specific set of hypotheses they were to test
in the assessment/observation phase. Assigning hypotheses to various staff members/
positions was carried out by the treatment coordinator/psychologist, with the exception
of learning related hypotheses. These hypotheses were assigned to school team staff by
the principal of the NPI school or its special education pedagogue.
All staff members were asked to rephrase any of the hypotheses on their list, if they felt
this was necessary. Staff members were also free to add hypotheses to their list on the basis
of their personal appraisal of the intake report, in the problem analysis contained herein.
Before starting to collect relevant diagnostic information, staff members were required to
attribute a prior subjective estimate (p-value) to each of their 'personal' hypotheses. In
addition, they were asked to identify for each hypothesis what sort of information (data)
would have a high 'decisional value', i.e. would have a strong impact on the initial subjec
tive p-value of each hypothesis. Such information would subsequently be collected.
All of this information was entered in the prestructured assessment booklet and suc
cessively supplemented by the diagnostic information gathered by individual staff mem
bers during the assessment/observation phase. Twice during this phase, staff members
processed the information they had collected, i.e. they revised their prior subjective pro
bability estimates with respect to each of their hypotheses in the light of their diagnostic
findings thus far. These estimates (p-values) were also entered in the assessment booklet.
As in the intake phase, one of the researchers supported the practitioners in following
the required procedure. This support was strictly procedural; the content of individual
team members' psychodiagnostic decision-making was in no way commented upon.
About two weeks before the first clinical conference was scheduled, all assessment
booklets were handed in, thus allowing the researchers to combine and summarise their
respective contents. This combined assessment report (for format details: see Van Kessel
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De Bruyn & Pijnenburg, 1988b) was then presented to all team members one week
before the first clinical conference was scheduled to take place. This report provided
conference participants with a spreadsheet-like overview of all problems or problem
aspects, related hypotheses and colleagues who had assessed them, diagnostic findings
and subjective prior and posterior p-values with respect to each hypothesis, assigned at
different stages of the diagnostic process by intake team (team p-value) as well as indivi
dual clinicians (individual and average p-values). This report replaced the written, indi
vidual reports which normally serve as input for the first clinical conference at the NPI.
The decision-making process in the conferences following this experimental procedure
was not interfered with in any way by the researchers.

6.4.3

Key differences

The experimental intake procedure clearly differs from the regular procedure in several
respects. First of all, the practice of having two intake teams (one 'paper' intake team
deciding whether or not to start the institute's intake procedure on the basis of written
referral information, and a second intake team evaluating the results of the intake proce
dure at the institute and making the actual decision to admit or refuse a client), is aban
doned. In the experimental procedure, one team is responsible for the entire intake
phase.
In the regular procedure the intake team is at liberty to use or disregard any referral
information. In the experimental procedure a deliberate attempt is made to maximise
the use of this information. Here, the intake team analyses this information in order to
support their search for relevant diagnostic hypotheses. In addition, the team has to
make an explicit evaluation of the likelihood of each hypothesis in view of the diagnostic
information, available through the referral documentation. As a result, the intake team's
decision-making is more transparent and results in a larger transfer of relevant referral
information into the psychodiagnostic decision process during the assessment/observa
tion phase.
The strategy of guarding the internal consistency of the decision process by explicitly
basing diagnostic hypotheses upon problem analysis, deciding beforehand on informa
tion to be collected, and systematically and explicitly evaluating the impact on hypothe
ses of the information actually found, is in our view the most distinctive characteristic of
the experimental procedure. In the regular procedure, the starting point for diagnostic
assessment and observation is often a diagnostic issue. This is not necessarily the same as
a hypothesis that lends itself to empirical testing. In addition, the experimental strategy
is supported by administrative and evaluative report formats, specifying separate decision
components in different phases of the process. The regular procedure offers complete
freedom in this respect. As a result, considerable differences in terms of decision stra
tegy and report routine are found between different cases, positions and individuals. In
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contrast to the experimental report formats, regular routine also does not guarantee different practitioners insight into their colleagues' psychodiagnostic reasoning or argumentation. Often, regular assessment reports provide only limited and implicit information on how a given hypothesis or problem was assessed. Diagnostic conclusions based
upon such assessment are often phrased purely in qualitative terms, leaving considerable
room for differences in interpretation by different readers. More generally speaking, the
regular procedure is far less demanding in terms of reasoning, as well as explicit clinical
bookkeeping discipline.
A difference between both procedures of a more gradual nature is the connection
between diagnostic issues/hypotheses, and practitioners who are to investigate respective
hypotheses. Here too the experimental procedure provides a safeguard against standard
clinical routines; each specific hypothesis has to be explicitly linked to one or more positions/team members. In regular practice this is not necessarily the case. As pointed out
earlier, the experimental procedure also precludes diagnostic information from being
collected routinely, a phenomenon inherent in regular psychodiagnostic proceedings.
A second gradual difference between both procedures is that the regular procedure
does not explicitly encourage divergent diagnostic thinking at the onset of the assessment phase, in contrast to the experimental procedure. By explicitly asking diagnosticians to generate as comprehensive a list of hypotheses as possible, the risk of foreclosing
consideration of valid diagnostic hypotheses early on is decreased. The regular procedure
is more likely to promote convergent thinking, thereby increasing the risk of excluding
relevant hypotheses and inviting decisional bias (Russo & Schoemaker, 1989).

6.4.4

Evaluation

Familiarising oneself with such a new and different approach as previously described is a
slow and demanding process. It takes more than a number of instruction meetings to
bring this about. This is illustrated by the fact that most team members continued to rely
quite strongly on procedural coaching provided by the project team throughout this
study. In particular this was the case with those team members who considered themselves to be least familiar with the normative-prescriptive CDC-model underlying the study.
The innovations with respect to the intake phase were received most favourably and
contributed to structural procedural changes which were subsequently implemented at
the NPI. The thorough, structured analysis of referral information, as practised in the
experimental setup proved economical and clinically functional. In addition, the team
also responded favourably to the concept of prestructuring the search for psychodiagnostic information in the observation/assessment phase by focusing on problem analysis,
and consequently on explicitly formulating related hypotheses and relevant information.
The organisation of the NPI's regular approach was recognised as insufficiently structured and not economical.
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Throughout the observation/assessment phase, the team members continued to differ
in terms of how comfortable they felt with the procedural demand to test hypotheses by
way of explicit probability assessments. Some team members with extensive clinical
experience felt resentment to abandon their traditional, implicit clinical routine in
favour of the explicit experimental alternative. This resentment was also fuelled by a
strongly felt professional-ethical consideration: since the clinical validity of the experimental approach had yet to be evaluated, it could not guarantee optimal professional
care. Unfortunately, such a position results in a deadlock; implementing innovative procedures is required to assess their value. Yet, a positive outcome of such an assessment is
considered a prerequisite for the implementation of this experimental procedure.
Other team members expressed a more favourable attitude towards the experimental
approach. In their view, this was based to a large extent upon insights with respect to the
structure of the psychodiagnostic process, which they had developed in the course of the
first (baseline) study. Yet, they argued that the experimental design is not by definition
appropriate for all conceivable cases or problems. In the words of several team members,
sometimes problems and the conditions associated with their coming into being are
quite clear. Hence, in their view, they do not require such an elaborate psychodiagnostic
procedure.
An additional limitation, encountered with the experimental approach, was the fact
that it does not discriminate between clinically profound and less profound problems;
autism for instance is considered no less or more serious than enuresis. Different team
members commented that this lack of differentiation caused 'clinical distortion' in the
decision process, and suggested adjusting the design of the procedure to accommodate
for this aspect.
A major conclusion in terms of CSPCC analysis of conference protocols is the following. When compared to the psychodiagnostic decision process in conferences at the end
of the regular psychodiagnostic procedure, the decision process in the conferences following upon the experimental procedure does not show significant improvements. Why is
this so? Our experience shows that the experimental procedure required the team to make
major adjustments in terms of technical and emotional adaptation to new routines. What
prerequisites need to be met in order to achieve clearly demonstrable positive effects of
such a procedure on the quality of psychodiagnostic team decision-making? In our view,
team members first of all need to have a thorough structural understanding of the process
of psychodiagnostic decision-making and its core concepts. Next, ample time and energy
needs to be invested in familiarising a team with the procedure as such, preferably in a
structured, stepwise manner. The procedure proper should be of limited complexity, in
order to enable each team member to carry it out without outside coaching.
Pre-processing the individual team members' work output in the assessment/observation phase, also appears in order. In our commitment to providing comprehensive feedback by means of the joint, pre-conference assessment/observation report, practitioners'
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information processing capacity was most likely overcharged. The complexity of the
case, mirrored in the contents of these joint reports, is thus not a procedural artefact; it
is inherent in clinical psychodiagnostic decision-making as such. Yet, normally it is not
systematically brought to clinicians' awareness because of the implicit character of their
decisional approach. We hypothesise that this is the reason why, in the conferences in
this study, the NPI team did not directly engage in testing psychodiagnostic hypotheses
as they were expected to. Instead, in the first phase of these conferences, the team
demonstrated a need to rethink and review the apparent abundance and complexity of
the diagnostic information presented in the joint assessment/observation report. Possibly
this was also brought about by the fact that the team relied too heavily on the struc
turing effect of the analytic ρ re-conference procedure itself, rather than adopting a vigilant
decision attitude during the entire assessment/observation phase. An additional reason
may be found in the fact that the team members realised that all diagnostic information
presented in the joint report had been collected intently and therefore warranted explicit
attention.
A final prerequisite for improving the quality of psychodiagnostic decision-making, as
proposed by different team members, is not related to organisational/procedural aspects
of psychodiagnostic decision-making, but to clinical concepts used in this process. In
their view, the experimental procedure underlined the need for the team to reach agree
ment on a shared clinical-theoretical orientation. The kind of clinical debate which
occurred in the training sessions and conferences of the second study was also manifest
during the conferences in this third study. It appears that the formalised approaches of
the third (organisational decision support) study as well as the second (training) study
have a common characteristic which accounts for this observation: both approaches
evoke a more explicit decision-making process, thus also fostering clarity at the clinical
level.

6.5

Discussion and conclusion

The psychodiagnostic decision process is not an isolated professional activity. It always
takes place in the context of client-carer relationships, intended to bring about change in
the clients' problematic situation (De Bruyn, 1992b). The fact that decisions based
upon psychodiagnostic information can have far-reaching consequences imposes the
need to conduct psychodiagnostic decision-making in a responsible, accountable man
ner (Rispens, 1983) and to continually search for ways to improve the quality of this
cyclical decision process, which is an important component of the care process at large
(De Bruyn, 1992a). A clinical-instrumental evaluation of the above described efforts to
improve the quality of psychodiagnostic decision-making has to take this intentionality
into account. In this concluding section the question is addressed what are the overall
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clinical implications of the experiences with both attempts to aid psychodiagnostic
decision-making, presented in this chapter?
Looking at this question from a cost-benefit viewpoint, the results from the CSPCC
analysis of clinical conferences (cf. chapter 5) suggest that the Bayesian-oriented instruction training approach has done a better job, at least with respect to the formal aspects of
specific diagnostic decision-making (Problem Analysis and Diagnosing). This approach
encourages practitioners to think carefully about framing their psychodiagnostic
questions and collecting relevant diagnostic information. Our findings suggest that
aiding practitioners by training them in dealing with the uncertainty inherent in psychodiagnostic decision-making in a logical and systematic manner, can be effective on a
cognitive level. In an instruction training setup, participants are offered an opportunity
to actually experience the difference between their regular, rather implicit approach and
the more systematic and explicit approach presented in the training. At the same time,
this approach offers opportunities for each individual team member to contribute to the
decision process and thus fosters diffusion of clinical expertise between team members.
The structural 'grid' offered in the training stimulates professional discussion between
the team members on vital clinical concepts and views. If a team is to outperform individually operating practitioners, such debate among team members who challenge one
another's psychodiagnostic views before working toward consensus decisions, is crucial
(cf. Russo & Schoemaker, 1989).
At the same time we are confronted with the problems of poor clinical acceptance,
and practical ill-fit of the Bayesian-oriented approach. In our view, one reason for these
findings is the fact that clinicians are not used to working with numbers. Pychodiagnostic
reasoning is generally based upon verbal argumentation; clinicians are not accustomed
to thinking in terms of conditional probabilities. Yet, thinking in such numerical terms
is essential to the Bayesian-oriented training approach. Furthermore, the practitioners
involved were not convinced that the Bayesian-oriented approach does indeed capture
the essence of their everyday psychodiagnostic decision-making. Clearly, psychodiagnostic
thinking is not merely a matter of generating and processing conditional probabilities;
it tells us nothing about how to find arguments for the generation of specific diagnostic
hypotheses, or what information which is relevant in light of such hypotheses. Still, these
are essential aspects of the psychodiagnostic decision process.
Based upon our training experience, we argue that the Bayesian-oriented approach
presented in this thesis must be modified to deal with this problem. Such a modification
basically implies that a team would first focus on (verbally) adducing arguments in favour
or against the generation of various psychodiagnostic hypotheses, as well the relevance of
case-related information. Following this verbal argumentation, the team should proceed
to a formal, Bayesian-oriented evaluation of diagnostic findings in view of the hypotheses
that have previously been selected.

129

Chapter б

Compared to the quality of unaided decision-making in regular clinical conferences,
assessed in the first study, the attempt at redesigning the psychodiagnostic procedure in
the third {organisational decision support study did not yield a higher decision-making
quality within clinical conferences. Does this mean that further attempts to improve the
formal quality of psychodiagnostic decision-making by offering organisational/procedur
al decision support should better not be undertaken? We think not. In retrospect, our
first attempt to restructure the psychodiagnostic process between intake and first clinical
conference shows a number of limitations and problems. In our view, these can be tackled
in future attempts, thus increasing the likelihood of a positive effect of an organisational
design approach.
A key problem inherent in the approach taken in the NPI study, is the following.
Although the procedural changes carried through in this study were designed in a joint
project team, they were experienced by some team members as having been imposed
rather than cooperatively designed. This had a negative effect on their willingness to
cooperate; it lead to a professional dilemma and subsequent irritation. The fact that the
study dealt with real, recently admitted clients forced these team members to perform
optimally in an organisational/procedural context which, they felt, frustrated this. A
different problem relating to the design of the study, was the understanding that the
project team was not at liberty to propose alterations that would imply changing the role
of any of the positions/disciplines participating regularly in this decision-making process.
What appears well worth retaining from the study's experimental organisational for
mat, in view of participants' comments, are basic rules such as the requirement to gene
rate a wide range of hypotheses, especially at the onset of the diagnostic process (intake),
and to explicitly conduct assessment as much as possible in light of these hypotheses.
The resulting findings should be reported accordingly, preferably in a standard, interdis
ciplinary report format (cf. Ten Brink, Fibbe & Veerman, 1995). By doing this, diver
gent and explicit thinking is stimulated early on in the decision process. This helps pre
vent relevant diagnostic hypotheses from being overlooked and redundant information
from being collected routinely. At the same time, future attempts at organisational deci
sion support will have to find a way to deal more effectively with information overload,
demands on practitioners in terms of the amount of energy to be invested per case, and
design implementation and acceptance, than did our first attempt. On this front, decision
support systems for psychodiagnostic registration (e.g. Ten Brink, Fibbe, Van Leeuwen
& Veerman, 1996) and treatment planning/evaluation (e.g. Oosterbaan, Kroes, Van Acht
& Van Acht, 1995; Van den Bogaart & Mesman Schultz, n.d.) may prove valuable allies
(see also Van Yperen, 1995; Van Yperen, Verheggen & Roza, 1995).
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7 Of current insights and future
inquiries and interventions
A concluding discussion1

7.1

Introduction

In this final chapter an attempt is made to put the current findings into perspective.
Although in recent years our understanding of psychodiagnostics as a decision process
has definitely increased (Rispens, 1995), a number of questions and problems still lie
ahead. In this chapter some key problems facing empirical research in this domain are
identified. Furthermore, in addition to similar comments in chapters 2 and 6, some tentative suggestions are offered on how to counter existing flaws in psychodiagnostic team
decision-making practice. In this context, the results and implications of earlier studies
in which the author of the present thesis was involved are also taken into consideration,
as well as findings from related research by other authors.
One conclusion that can be drawn from the empirical research documented in this
thesis and elsewhere (e.g. De Bruyn, Pijnenburg, & Van Kessel, 1986b; De Bruyn,
1990; Pijnenburg & De Bruyn, 1994, 1996) is that it is possible to capture and evaluate
the nature and quality of psychodiagnostic decision-making within clinical conferences
in a reliable and valid manner by means of the CSPCC, a coding instrument based upon
the normative-prescriptive frame of the clinical-diagnostic cycle. Unfortunately this
research has also made it dear that, in terms of this theoretical frame, the formal quality
of psychodiagnostics as a professional team decision process is low to moderate at best.
The latter conclusion, drawn originally with respect to team performance within one
setting (chapters 2 and 6), is corroborated by the findings of similar research on team
decision-making within clinical conferences in other centres for ambulatory and
(semi)residential child care and special education (chapter 5). These findings support
conclusions from other studies on the quality of team and individual decision-making in
a child care, as well as a range of other professional contexts (cf. chapter 2). Clearly then,

1 This chapter is partly based upon: Pijnenburg, H.M., flc De Bruyn, E.E.J. (1994). De kwaliteit van
psychodiagnostische besluitvorming in multidisciplinaire teams [The quality of psychodiagnostic
decision-making within multidisciplinary teams]. Inj. Hermanns & I. Sleeboom (red.), Onderzoek ah
bouwsteen voor de jeugdhulpverlening [Research as a building block for youth care]. Utrecht, The
Netherlands: SWP.
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the problem of a limited quality of professional decision-making is not the exclusive, yet
doubtful prerogative of clinical psychodiagnostics.
Depending on the perspective from which they are inspected, these conclusions invite
different comments and questions. In this concluding discussion two such perspectives
are discerned. First, looking at the present findings from the perspective of someone
who is involved with empirical research within this domain, the following question is
addressed. What are important problems facing decision-oriented research of psychodiagnostic decision-making, and how may these problems be addressed? This question is
taken up in section 7.2. Next, in section 7.3 the perspective is adopted of a researcher
who is consulted by practitioners. They of course are interested primarily in suggestions
on how to tackle the apparent flaws in their everyday professional decision-making practically and effectively; will decision research be able to assist clinical practice in this
respect?
As to the problems facing empirical research, two issues are elaborated upon. The first
issue pertains to the distinction between the quality of a decision process and the quality
of the end products of this process, i.e. the decisions that are actually made (cf. chapter
2). In section 7.2.1 it is argued that this distinction compels researchers to find ways to
empirically establish the quality of psychodiagnostic decisions, thus allowing them to
link product evaluation to process evaluation. After all, the ultimate challenge still waits
to be met: to demonstrate empirically that a good decision process leads to good decisions. Some preliminary thoughts are offered on how this challenge may be met. Next,
in section 7.2.2 it is contended that a second issue to be addressed by empirical research
is the need for descriptive (explicative) studies. Their aim: to account for the limited
quality of the psychodiagnostic decision process. By means of illustration of such
research, a project currently under way is briefly introduced.
Section 7.3 of this concluding discussion is conceived from the perspective of clinicalprofessional consultation. Based upon the experiences gathered in the context of this
thesis, here a number of more general and speculative comments are made. Following
Orasanu and Salas (1993), two approaches to aiding decision makers are discerned. The
first is that of training decision makers in the spirit of classical-normative decision theory (section 7.3.1). This type of training may involve teaching practitioners how to recognise and avoid decisional bias as well as learning how to make decisions by means of formal decision techniques. Generally speaking, such training is a matter of a brief, intensive intervention (Means et al., 1993).
A second, somewhat kaleidoscopic approach to decision aiding (section 7.3.2) is that
of looking for various ways to offer structural aid to decision makers in various professionals domains. Such aid, often referred to as decision support, can take various forms.
In this discussion four types of decision support are touched upon: procedural support,
development and implementation of computerised expert systems, post-decisional feedback and 'team dynamics' support, aimed at optimising task-oriented team interaction.
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The fact that research and decision aiding are discussed separately in the following
should not be taken to imply that the twain shall never meet. Insights offered by future
research can benefit professional decision practice. Likewise, the impact of any form of
decision aiding on the quality of professional decisions must be established by means of
empirical evaluation.

7.2

Empirical research issues

7.2.1

The needfor combined process and product evaluation

As was explicated in chapter 2, decision research can aim at assessing decision processes
as well as their end products; attention can be focused on how care professionals go or
should go about making decisions, but also on the quality of the decisions they actually
make. In this thesis the normative-prescriptive frame of the clinical-diagnostic cycle is
employed as a standard for evaluating the quality of the psychodiagnostic decisionmaking process within clinical conferences (chapter 1). The closer the decision process
follows this model, the higher its formal quality is judged to be. Since the model is
strictly process-oriented, no such claim can be made with respect to its pertinence to the
evaluation of psychodiagnostic decisions per se.
The fact that the current research is strictly process-oriented does not imply that product research is considered less important. On the contrary, in the final analysis it will
have to be demonstrated that an explicit and systematic psychodiagnostic decision process does in effect lead to better decisions. Looking merely at the decision process allows
us only a partial view of the quality of decision-making, thus leaving room for different
misconceptions. For one, the fact that a diagnosis is explicitly agreed upon, following
the testing of different diagnostic hypotheses, or the fact that a goal for a proposed intervention is subsequently formulated, gains a team formal credit. Yet, clinically speaking,
these decisions as such may be unlikely or even unjustified in light of the current
domain-specific 'body of knowledge'. In principle, a formal (structural) description of
the psychodiagnostic decision process is independent of its clinical content. Thus, it can
not be precluded that inspection of a conference protocol will show formally correct
transitions between different stages of the decision process, which are however clinically
implausible, or simply not related. An example may clarify this distinction. Let us assume
that a random conference segment (Sx) reflects problem analysis (P) focusing on a
client's problem (a), and that this segment is followed by another (S x+1 ), reflecting diagnostic hypothesis testing (D) related to a different problem (b). In this example, the
transition (P a - D|j) is formally correct. Clinically speaking however, the two segments
are not related (a does not equal b). Clinical inspection of the contents of a subset of the
protocols comprised in this thesis does not indicate that this problem does indeed occur
to any serious extent. Still, it is not a possibility to be jettisoned altogether at this stage.
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Furthermore, practitioners' feedback hints at the fact that executing the diagnostic
decision process in a systematic and explicit manner - as confirmed by the results of process research - may excessively boost clinical self-confidence. As a result, practitioners
may develop a tendency to overestimate the diagnostic impact of data and the likelihood
that future psychodiagnostic decisions are justified in view of the available information.
Hence, setting an agenda for the future, a comprehensive and conclusive analysis of
psychodiagnostic decision-making must entail both process- and product-oriented
research. This in spite of the fact that particularly the latter is not without complications, for team practice even more so than for individual decision-making (cf. chapter
2). A major impediment to the instigation of product research is the fact that in the field
of clinical psychodiagnostics no generally acknowledged product/output criteria exist for
judging the quality of decisions (cf. Wïtteman, 1993).
The formulation of such product criteria for decision quality has so far been blocked
by disagreement on several fronts. First of all, professional agreement is lacking with
respect to the question of how to operationalise 'quality' in this context. The quality of a
diagnosis for instance may be conceived as the likelihood that a diagnosis offers a classification or explanation of a client's problem which is clinically acceptable in view of all
available diagnostic cues on the one hand and the current body of clinical-diagnostic
knowledge on the other. Yet, the quality of a diagnosis may also be defined as the extent
to which this diagnosis is instrumental in generating a treatment recommendation, in
identifying possible treatment consequences and/or explicitly weighing clients' interests
versus those of their environment.
A second source of disagreement blocking the development of product criteria for
judging the quality of psychodiagnostic decisions is the fact that different care professionals adhere to disparate clinical-theoretical views; not everyone is a Freudian at heart, or a
Skinnerian for that matter.
Thirdly, the beforementioned, domain-specific 'body of knowledge' to be drawn upon
by clinicians is neither exhaustive nor static; it has an open, constantly developing character. Many, if not all established statistical correlations between phenomena will eventually
also show signs of wear and tear because they are not exempt from the impact of evolutions in our social and scientific environment (cf. Van Strien, 1986). Consequently static,
general consensus criteria for psychodiagnostic product quality are and will necessarily
remain Utopian. We have to accept that the status of product criteria will at best be
'moderately' or 'limitedly' general, and that often there will not be a single best decision
(Means et al., 1993). Still, the development of product criteria for the evaluation of psychodiagnostic decisions needs to be taken up urgendy. Theoretical efforts should be directed at the question what are valid criteria for establishing decision quality (see also
Edwards, Kiss, Majone & Toda, 1984); how can psychodiagnostic decisions be justified?
In view of all these above-mentioned problems it is likely that researchers will meanwhile resort to a pragmatic empirical alternative: using expert clinicians in the context of
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product studies (cf. Pfeiffer & Naglieri, 1983). As is also contended in chapter 2, experts
can be asked to judge the quality of psychodiagnostic decisions. Decisions to be judged
should preferably be drawn from actual cases which would at the same time be the target
of process research. To make a stronger case, individual expert judgments of the same
decisions can be combined. To that effect a wide range of group opinion aggregation
methods can be used such as Delphi (Linstone & Turoff, 1975), nominal groups
(Delbecq & Van de Ven, 1971), brainstorming (Osborn, 1957), social judgment analysis
(Hammond, 1993) or computerised group decision support techniques (Galegher, 1990)
(for a concise review see De Vries, 1993).
Using expert judges is suggested here as a pragmatic interim solution for several reasons.
First of all, the use of experts in decision research is not without problems (cf. Shanteau,
1989). Secondly, product research should ideally be conducted on the basis of empirically
established criteria of decision quality. Not until such an empirical basis for product
research is established will it be possible to generate conclusive findings on the quality of
psychodiagnostic decision-making. Again, this demands that such product research is
combined with process research. The latter can resort to the CSPCC or other forms of
process tracing methodology (Ford, Schmitt, Schechtman, Hults & Doherty, 1989;
Woods, 1993). Moving towards combined product-process research is however a longterm scenario. Before product research can be lifted off the ground, first the challenge of
developing product criteria for psychodiagnostic decision research has to be met.
At this point it should be added that the development of product (decision quality)
criteria is not only essential for future empirical research on psychodiagnostic decision
making in action. Development of such criteria will also be instrumental in empirically
validating the normative-prescriptive frame of the clinical-diagnostic cycle as well as other
professional-methodological models of psychodiagnostic decision-making presented in
the first chapter. Such validation of models and their underlying assumptions will be instru
mental in settling the ongoing debate between their respective proponents and critics.
As indicated in chapter 1, so far these models are rather general methodological frame
works. Product criteria are also expected to be helpful in furthering the development of
the prescriptive elements of normative-prescriptive models of decision-making, which
are to guide and support clinical psychodiagnostics on the shop floor (cf. Vlek, 1981).
If establishing the quality of psychodiagnostic decisions by means of product criteria
becomes a possibility, such output data can be employed to determine the value of pre
scriptive heuristics.

7.2.2

The needfor descriptive research

Many theorists concerned with the methodology of psychodiagnostics as a professional
clinical activity agree, that decisions on how to set up treatment within the context of
child care should be underpinned by a careful analysis and diagnosis of clients' problems
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and possibilities. This holds particularly if the problems from which they and/or their
environment suffer are complex and multifaceted. In spite of the fact that this view is
also shared by many practitioners, research shows that this is clearly not how they actually operate within the dynamics of everyday clinical practice (exemplified in chapter 1).
This poses another challenge to research. How can the findings reflecting the tension
between theory and practice, presented here and elsewhere, be accounted for?
Although some efforts have been made to shed light on this problem (for a review:
see Jäger (1986); for the Dutch scene, see also Bus & Kruizinga, 1989; De Ridder, 1991;
Van IJzendoorn & Bus, 1993; Wagenaar, 1987), until today no unified descriptive
(or, in terms of Jäger (1986): explicative) theory of clinical psychodiagnostic decision
making has been put forward to meet this challenge (De Ridder, 1991; Lipshitz, 1993).
Still, this does not leave us groping for answers altogether. The results of cognitively
oriented decision research for instance (for a review, see De Ridder, 1991) suggest that
descriptive theory will have to take into account a number of generic factors which
negatively influence professional decision-making. In particular this involves the way in
which complex decision problems and procedural/domain-related knowledge are structured in the heads of professionals and the way in which professionals generate mental
models (representations) of clients' problems (Duffy, 1993).
Recently this challenge is notably being taken up by naturalistic decision researchers
(e.g. Klein et al., 1993). Their general aim is to develop descriptive theories to explain
why professionals or lay people go about making decisions the way they do, how and
why they (can) go wrong, but also how it is possible that they are sometimes able to
excel in spite of the impediments and uncertainties inherent in their professional decision tasks and contexts. Concise recent reviews of naturalistic descriptive theories are
presented by Lipshitz (1993), Orasanu and Salas (1993) and Duffy (1993). What these
theories have in common is that they are all attempts to account for decision behaviour
by professionals operating in realistic settings. On the other hand, they differ strongly
with respect to the nature of the decision settings and tasks focused upon, and the character of the theory itself. Settings range from nuclear power plants to firegrounds and
courtrooms; the nature of the essential concepts of the different theories varies from cognitive via value-oriented to motivational, either separate or in combination.
As is the case with the above-mentioned strictly cognitive research, most naturalistic
theories deal with individual decision behaviour; not one of them has been developed to
account for decision behaviour in clinical psychodiagnostic settings. Yet some provide
challenging views for team decision practice. One of these is Dominance Search Theory
(Montgomery, 1989, 1993; Montgomery & Svenson, 1989). Essentially, Montgomery
proposes that decision-making in complex realistic settings has everything to do with
finding a good argument to act in a preferred manner. The central notion of the theory
is that when confronted with a complex decision task in which several alternatives are
available to guide action, people quickly try to find a dominant alternative. In dominance
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search theory an alternative is considered dominant when a) it is least as attractive as the
other alternatives on all attributes or criteria considered relevant by the decision-maker(s)
and b) it exceeds each of the non-dominant alternatives on one or more attributes (each
attribute can have one or more related elements or aspects).
The notion of dominance structuring is compatible with findings from empirical,
cognitively oriented research on decision making such as the widespread occurrence of
conservation bias and conservatism; people hold on to (early) hypotheses more strongly
than is justified, look harder for information that proves than disproves their ideas, and
revise hypotheses less strongly than is called for in view of newly acquired/considered
diagnostic information (e.g. Kahneman, Slovic & Tversky, 1982; see also De Ridder,
1991; Wagenaar, 1987). Furthermore, studies of medical and psychodiagnostic decisionmaking show that diagnostic hypotheses and treatment indications (alternatives) generated early on in the decision process continue to play an essential role throughout the
decision process, even when they are found to be invalid (e.g. Sandifer, Hordern &
Green, 1970; Snoek, 1989; Witteman, 1992).
In order to empirically test the validity of dominance theory with respect to clinical
psychodiagnostic decision-making, an exploratory study has recently been started (De
Bruyn, Montgomery & Pijnenburg, 1995a). The question addressed in this study is: can
the apparent lack of disciplined, analytic decision-making in clinical conferences be
interpreted as resulting from a team search for a dominance structure? To answer this
question, a coding system for the analysis of conference protocols has been developed
(De Bruyn, Montgomery & Pijnenburg, 1995b; Hermans, 1994). Analysis of data generated by means of this experimental coding system is currently under way.

7.3

Decision aiding

A robust finding from the research presented here (chapter 5) and in other publications
on psychodiagnostic decision-making in clinical conferences, mentioned earlier, is that
teams make frequent transitions back and forth between the stages of problem analysis
(P) and diagnosing (D). In the process, far more time is devoted to structuring and analysing a client's problems (P) than to explicitly formulating and testing diagnostic hypotheses (D). Likewise there is a strong bond between the stages of problem analysis (P)
and treatment indication (T). Transitions from (P) to (T) are inconsistent however with
the normative character of the clinical-diagnostic cycle, used as a standard of reference in
this research (cf. chapter 1). Moreover, transitions from (D) to (T) are virtually absent.
While descriptive research faces the challenge of accounting for these findings, researchers
are asked by practitioners to assist them in improving the quality of psychodiagnostic
decision-making, within the parameters set by everyday clinical practice. Such consultation activities are generally referred to as decision aiding.
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As mentioned in the introduction to this chapter, some suggestions for decision
aiding are discussed in the concluding sections of chaptets 2 and 6. These suggestions,
based in part upon our exploratory work in this context, are not extensively reiterated
here. Rather, in this section some additional thoughts on decision aiding are presented.
First, experiences are reviewed with 'classical' normative decision training as a singular
intercession in professional practice. Next, and concluding this chapter, some options
for decision aiding with a more permanent, structural character are touched upon.

7.3.1

The value of training decision makers

In the traditional decision research literature two main approaches to decision training
are documented and evaluated: debiasing training and training in the use of formal, normative decision aids. An extensive review of this literature (e.g. Means, Salas, Crandall &
Jacobs, 1993) is beyond the scope of this chapter; the following presentation is restricted
to some overall conclusions, which are related to our own experiences. These conclusions can be instrumental in directing further decision aiding efforts, or at least help to
avoid looking the wrong way.
A first general conclusion is based upon those studies reporting attempts to debías
decision makers by confronting them with the effects of bias (various forms of cognitive
distortion) on their own decision-making. This approach, inspired by the findings from
the extensive literature on decision biases and heuristics also referred to in chapter 1, has
at best shown limited transfer to realistic, professional decision settings. An illustration
of this approach applied to the domain of medical diagnostics is the work of Elstein,
Shulman and Sprafka (1978). As far as we know, debiasing traininghas not been evaluated with respect to clinical psychodiagnostic decision-making. In general, bias in realistic
decision contexts is at best shown to be reduced somewhat by debiasing training; it is
never extinguished. In contrast, more structural attempts at debiasing by means of
various decision support techniques (cf. Witteman & Kunst, 1995) appear to offer a
more promising perspective. While any (descriptive) search for evidence of decisional
bias in everyday, unaided decision-making - by novices and experts alike - is bound to be
successful, attempts at debiasing via training are almost equally certain to fail. Most likely this is largely due to the fact that debiasing strategies aim to reduce or do away with
strongly anchored intuitive, pre-conscious ways of thinking, and offering nothing to
take its place (cf. Duffy, 1993).
The failure of debiasing training illustrates that making decision makers aware of
apparent weak spots is not enough to prevent bias from reoccurring. This finding also
suggests that confronting a team with the results of a CSPCC-analysis of their joint psychodiagnostic decision making is unlikely to be a sufficient prerequisite for achieving
improvement in decision-making quality. Warning alone does not help prevent bias
(Arkes, 1991). Yet, this does not imply that confronting practitioners with findings
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reflecting aspects of their everyday professional decision-making cannot be fruitful. Such
efforts can be instrumental in clearing ground for subsequent attempts to bring about
changes in the prevailing decision procedure and 'culture' of a team or setting.
Discussing the results of a CSPCC analysis of in-house decision-making can sensitise
teams to the issue of professional decision-making quality per se. Veerman (1993) identifies this type of pay-off as an important nonspecific effect of research in clinical practice.
Discussing the results of CSPCC-analysis can also be instrumental in unveiling clinicalprofessional problems. Often, for instance, team members assume that they have a clear
and shared understanding of the problem at hand and what is meant by various psychodiagnostic concepts used in their discussions, when in fact this is not the case. In short,
CSPCC analysis can help teams identify important procedural and clinical notions in
need of explicit (re)definition or(re)structuring (Pijnenburg & De Bruyn, 1994). Such
activities also provide valuable groundwork for further decision aiding activities.
A second general conclusion relates to the alternative approach to decision training,
not based on bias research but on some form of classical normative decision theory.
Research within this approach has shown that with extensive training it is possible to
teach people to use formal, normative procedures in handling specific decision problems,
at least in principle. A similar conclusion was reached with respect to the Bayesianoriented decision training (see chapter 6), offered to the team at the Nijmegen Pedological
Institute (NPI). Following the training, the relative frequency of explicit diagnostic hypothesis formulating and testing (D) increased, while the number of transitions between
different decision stages which violated the normative-prescriptive frame of the clinical
diagnostic cycle dropped considerably (Pijnenburg, 1989; De Bruyn, 1990). These findings
suggest that getting decision makers to reason in a more explicit and disciplined (though
not necessarily Bayesian) manner when discussing their psychodiagnostic views, can produce results (see also Cadet, 1987).
The NPI findings relate to professional decision-making following the training. Thus
they evaluate and demonstrate short-term training transfer, albeit to team decisionmaking on NPI archive cases rather than current cases; the NPI study involves decisionmaking under high fidelity simulation conditions rather than regular, 'live' conditions
(see chapter 6). What about transfer effects in other studies? Surprisingly, in most cases
transfer of what has been taught'during training is not assessed. To the extent that they
are available however, the data consistently fail to clearly demonstrate the occurrence of
such transfer (for a review, see Means, Salas, Crandall & Jacobs, 1993).
In addition to the failure to demonstrate training transfer, there are other common
problematic aspects to formal decision aiding. These aspects are of an emotional nature.
Training studies invariably report that most trainees prove ill-motivated or even resentful
towards the use of formal decision aids. As reasons for this negative attitude practitioners
often mention: the abstract character of formal aids, their complexity, the large amount
of cognitive information processing required, and the amount of time it takes to apply
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them properly (cf. Elstein et al., 1978). Overlooking the literature, it is essentially this
ill-match between training and professional decision context in terms of task features,
inherent implementation requirements and contextual constraints, which is held
accountable for the poor acceptance of the formal decision training approach among
practitioners. This notion is confirmed in comments made by the NPI team with respect
to the instruction training described in chapter 6. Illustrative of the time consuming
nature of the Bayesian-oriented approach followed here is the fact that, in the posttraining conferences, the team did not get around to treatment-related (T) decisionmaking. Given that no more than the regular time was allowed, decision-making remained
limited to the stages of problem analysis (P) and diagnosing (D). Although it seems
reasonable to assume that this time problem would diminish with more training practice
and growing skill, in view of the findings from related studies it is unlikely that it could
be resolved altogether.

7.3.2

Decision support

In this section, various ways of aiding professionals in a more structural, permanent
manner are suggested. Such aid, generally referred to as decision support, can be oriented
towards different aspects of psychodiagnostic decision practice. In this section, four such
orientations are discerned: working towards an explicit procedure and structure in the
decision process (7.3.2.1), supporting clinical reasoning (7.3.2.2), providing post-decisional feedback (7.3.2.3) and promoting effective, task-oriented team functioning
(7.3.2.4). As is shown below, these approaches are not necessarily mutually exclusive.
The following thoughts on decision support are based in part upon our own experience
with procedural decision support discussed in the current thesis (cf. chapter 6); some
insights from the wider decision support literature are also taken into consideration.
In chapter 2 it is concluded that research on team decision-making in general and
within clinical psychodiagnostics in particular is scarce. In their review, Orasanu and
Salas (1993) point out that the situation is even more cumbersome with respect to theoretical work and contributions focusing on decision support. Here they find the shelves
to be practically bare. What work there is - mostly with a social psychological orientation - has limited relevance to professional team decision-making for much the same
reasons as those given in chapter 1 when talking about normative decision research.
Making an exception for the empirical work in the context of 'Conflict Theory', in particular the use of the 'decisional balance sheet' (e.g. Janis & Mann, 1977), and of 'Social
Judgment Theory' (e.g. Brehmer, 1981; Ullman &£ Doherty, 1984), all in all work on
team decision support is just beginning to emerge (McGrath, 1991). With respect to
individual decision support (cf. De Ridder, 1991; Kleinmuntz, 1990; Witteman &
Kunst, 1995) the situation is much the same. Therefore, and in view of the exploratory
character of the support study reflected upon in chapter 6, the suggestions offered below
are necessarily tentative.
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7.3.2.1 Procedural support
In view of the above findings on the scarceness of decision support studies focusing on
psychodiagnostic decision practice, and the disappointing experiences with normative
decision training efforts discussed in the previous section, there was little to go on by
way of empirical research when a first support attempt was contemplated at the NPI.
The project team decided in favour of a form of procedural support. It was hypothesised
that an explicit diagnostic planning and bookkeeping format (see chapter 6) would be
instrumental in more effectively structuring, evaluating and communicating team members' pre-conference psychodiagnostic findings and views. Explicitly linking diagnostic
hypotheses and assessment data as input for team decision-making, and using standardised reports, was expected to promote a disciplined and efficient decision process within
clinical conferences.
This expectation is in accordance with findings of research on expert decision making
(Means et al., 1993). While demonstrating no fundamental differences between novice
and expert professionals in terms of the quality of diagnostic reasoning, the focus on
patterns of clues at the initial stage of a decision process, and the ability to identify
them, are identified as important assets of experts. Over years of practice, expert professionals build up such patterns. Without being necessarily aware, they organise domainspecific information, thus reducing cognitive effort when confronted with a new case
(Van IJzendoorn & Bus, 1993). The research reviewed by Means and co-workers also
underscores the importance which experts place on extensive problem structuring and
analysis (cf. Witteman & Kunst, 1995).
In view of these findings and the typically ill-structured nature of psychodiagnostic
decision problems, it was argued that an important objective of professional decision
support is to facilitate this process. Nevertheless, the NPI study in which the implementation of a standard decision-making procedure and assessment format was evaluated
yielded no significant results; decision-making in terms of the CSPCC data during clinical conferences was essentially the same as under regular, unaided conditions.
Although disappointing, this result does not necessarily lead us back to square one. A
first option for future work in the same vein is improvement of the experimental organisational support approach, so as to effectively decrease the cognitive overload for the clinicians (cf. Van Schaik, 1988). This was the procedure's objective from the onset. Yet,
participants' comments on the cognitively and practically burdening extensiveness of the
experimental procedure and accompanying assessment booklet indicate that the first
attempt was not successful in achieving this objective. Furthermore, procedural support
can be extended into the clinical conference itself; helping participants structure their
pre-conference psychodiagnostic efforts evidently does not guarantee well-structured
decision-making during clinical conferences. Also, more extensive instruction on how to
apply the organisational decision support procedure is called for. The more so, since
Means and Gott (1988, in Means et al., 1993) demonstrated that incomplete under-

141

Chapter 7

standing or grasp of a support system can in fact have deleterious effects on decisionmaking in complex professional decision contexts.
Next to improving the existing organisational support procedure, of course other
approaches in the same vein are also conceivable, as is illustrated in the following. This
tentative approach is directly related to the finding that team decision-making is consistently found to reflect subcycles of problem analysis-diagnosing (P-D) sequences as well
as problem analysis-treatment indication (P-T) sequences, as opposed to a virtual absence
of diagnosing-treatment indication (D-T) sequences (cf. chapter 5). How may this be
remedied?
Bearing in mind the above-mentioned research stressing the importance of pattern
recognition in expert decision-making, let us assume that this is simply (and perhaps
rightfully) the way experienced psychodiagnosticians cognitively operate. Taking this
assumption as a premise for the development of a procedural decision support strategy
and acknowledging that the current psychodiagnostic, domain-related knowledge can
only provide limited information on the relationship between specific problems, diagnoses and treatments, it is argued as follows. A psychodiagnostic decision support strategy
should assist practitioners in improving what they already appear to do spontaneously.
At the same time, this procedure should safeguard as much as possible against distortions (biases) in information processing. This procedure is to be conceived as a scenario
for structuring the decision process within clinical conferences. Conditional to the
implementation of such a scenario is substantial coaching for conference chairs. The aim
of such coaching is twofold: to thoroughly familiarise chairs with concepts of disciplined
('scientificated'; Van Strien, 1986) clinical reasoning, and to instruct them on how to
implement this particular decision-making procedure, of which the following is a crude
outline.
In view of the results presented in this thesis and elsewhere (e.g. Hirokawa, 1983),
the decision-making procedure to be followed within clinical conferences would have to
start by focusing on a thorough analysis of a client's problem(s); a shared problem
understanding or model creates the context for efficient decision-making (Orasanu &
Salas, 1993). Guidelines need to be worked out on how at this stage, optimal use is to
be made of all currently available relevant (case- and domain-specific) information.
Case-related information should preferably be available in a standardised pre-conference
report format.
At this initial stage of the decision process, more of less frequent 'side-tracking' to
the diagnosing (D) stage is conceivable, in particular as a means to organise or direct
problem-oriented reasoning. Should the team agree on the value of standard qualitative
or quantitative assessment data such as child-psychiatric classification (e.g. APA, 1994)
or empirical classification data (e.g. Achenbach, 1991) for problem analysis, then these
data must be explicitly checked against the tentative outcome of the problem analysis
(the reconstructed 'problem story').
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Having thus completed problem analysis (P), the focus of attention shifts to treat
ment-related (T) decision-making. Now the team must generate options for treatment
which are judged viable in view of the outcome of the preceding problem analysis. Also,
factors which are conditional to the implementation of these treatment options (clinical
and practical client-treatment matching) must be considered exphcidy as well as the uti
lity of various treatment strategies, ι e. an aggregated judgement of their anticipated
effect, value to the chent(s) and desirability (De Bruyn, 1992a, Ruijssenaars, 1995).
After concluding this stage of the decision process, ι e. reaching consensus on a pro
mising treatment strategy for handling the problem(s) identified earlier, the team's focus
of attention shifts once again The question to be addressed next is: is the current picture
perhaps in need of redrawing in light of any currently available knowledge concerning
the relationship between a) the identified problem(s) and treatment indications and b)
diagnoses frequently associated with such problems and/or treatments' In other words,
at this stage ideas about possible P-D, T-D and/or P-D-T relationships are focused upon
and tested Ideas with respect to these relationships can be inferred either from case-spe
cific information, practitioners' clinical experience or domain-related knowledge (the
latter derived from the clinical literature and/or (in future) computerised expert/support
systems, discussed briefly in section 7.3 2 2). Should any clinically relevant information
have thus far been overlooked, this should become apparent at this 'review' stage of the
decision process. The information reviewed can lead to a stronger underpinning or
change of the tentative treatment-related decisions (T), made earlier
By taking this approach it may be possible to structure team decision-making in a
manner which is in accordance with their professional and cognitive routines, while also
complying with the normative tenet of the theoretical frame of the clinical-diagnostic
frame that problem analysis (P), diagnosing (D) and treatment indication (T) must be
linked explicitly Furthermore, this procedural scenario acknowledges that - if available case-relevant D-T information must be used to evaluate the plausibility of the proposed
treatment strategy (cf. De Bruyn et al., 1995, Ruijssenaars, 1995). It must also be noted
however, that the manner in which the team progresses through the different stages of
the cycle in this scenario deviates from what the normative-prescriptive CDC-model
ordains.
7-3.2.2 Knowledge-based reasoning support
An option, likely to come within reach in the near future is that of supporting psychodiagnostic decision-making by means of computerised knowledge-based expert systems
(Ruijssenaars & De Bruyn, 1987; Turban, 1993). The development of such systems is
inspired particularly by similar developments in the medical field (see also Snoek, 1989).
Expert systems do generally not prescribe decisions; they serve as sparring partners for
decision makers They do so for instance by helping to identify relevant symptoms/syn
dromes and generate relevant diagnostic hypotheses and associated base rates, or (contra-)
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indications for treatment. Thereby they are instrumental in reducing the likelihood of
judgmental bias and idiosyncrasy. In that sense expert systems can be seen as complimentary to procedural decision support efforts. Since much of the knowledge comprised
in such systems is subject to constant change and expansion, an expert system to support
psychodiagnostic practice will never be finalised; it will always be under further (reconstruction in the hands of its users/developers.
Although their development meets with numerous problems, several expert systems
are currently being developed within the field of clinical psychodiagnostics. Witteman
and Kunst (1995) for instance, report on the development of a system to support psychotherapists' decision-making. This experimental system essentially scrutinises the consistency of clinicians' argumentation; it can challenge tentative decisions or offer arguments
in its favour, and draw attention to factors which may have been overlooked. Other
examples of this approach can for instance be found in Krol, De Bruyn and Wouters
(1995), Van Aarle and Van den Bereken (1992) and Westmeyer and Hageböck (1992).
7.3.2.3 Feedback as a means of decision support
In most child care centres, clinical follow-up conferences on each case are staged periodically. In itself this is no guarantee that feedback on earlier decision-making is consistently focused upon. In fact, it is questionable whether structural and systematic reviewing
of decisions in view of recent developments and information takes place to any serious
extent. Yet, some authors (e.g. Shaw & Dobson, 1988) specifically stress the supportive,
decision quality enhancing value of such structural feedback, both in teaching novices
and in supporting professionals on the job. Periodically reviewing prior decision-making
as the case progresses can thus be used as a means to improve team performance. On the
other hand, the results of other studies also warrant caution with respect to the effect of
systematic feedback procedures on the quality of future decision-making (e.g. Garb,
1989; see also De Ridder, 1991). In these studies, the problems held responsible for the
disheartening results of 'bias inoculation' (see section 7.3.1) are likewise assumed to
limit the impact of structural post-decisional feedback on the quality of future decisionmaking (cf. Turk & Salovey, 1986).
The disappointing results of research on the prognostic quality of clinical judgments,
in particular with respect to treatment utility (e.g. De Ridder, 1991; Van IJzendoorn &
Bus, 1991, 1993; Witteman, 1992) also warrant thinking about post-decisional feedback as a means to improve this aspect of clinical decision-making. A prerequisite for
such feedback is the generation of explicit clinical forecasts which can at a later stage be
fed back to conference participants for intervision and quality improvement purposes.
In this context, a methodology proposed by Hofstee (1980, 1990) and based upon his
general research theory (the 'betting model' or 'argumentation model'), may be of interest.
If decision-making within clinical conferences does not end in consensus with respect to
treatment decisions, we have what may be termed a betting situation; most participants
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may for instance be willing to wager on the positive outlook of a certain treatment
strategy, while a minority predicts that an alternative approach will be more successful.
Application of the betting model with respect to treatment-related decision-making
would therefore essentially imply that individual participants place bets on the likeli
hood of success (or failure) of a certain treatment or the degree of progress to be made
over a given period of time {what they wager is of less importance here). These individual
bets or estimates are then aggregated by means of a scoring rule to produce a prognostic
index, reflecting how convinced the team (or team members) are that the treatment
strategy decided upon in this case (and at this stage) will prove valuable. These data can
be used as input for post-decisional (empirical) feedback discussions. Conditional to this
approach is team consensus on treatment success/progress criteria, and methods for
empirically assessing these criteria, such as goal attainment scaling (Kiresuk & Sherman,
1968; Van Buggenum & Hermanns, 1995). Illustrations of this approach within the
context of mental health care and special education are provided by Wolters and Van der
Molen (1985) and Van IJzendoorn and Bus (1993) respectively.
7.3.2.4 Supporting effective team dynamics
In conclusion, adopting a somewhat different perspective, the issue of task-oriented
team functioning is addressed. This issue is focused upon specifically within the field of
organisational/systems research and development (with respect to psychodiagnostic prac
tice, see Ysseldyke et al., 1983). Group/team support concepts within this field of study
range from 'high tech' to 'soft' approaches (Eden & Radford, 1990). Irrespective of the
professional field focused upon, an important feature of these concepts is the role and
function of the individual who facilitates the work of a team. Following Phillips and
Phillips (1991), facilitating team decision-making is distinguished from leadings team.
To understand the difference between the two, what л team does (content) has to be dif
ferentiated from how it is done (form). Team leaders focus on both aspects of the deci
sion process, facilitators focus strictly on the 'how'. The latter refrain from active involve
ment in the content of the discussion although, of course, process and content interact
to a certain extent. In many child care settings, including the NPI, the clinical conference
chair acts as team leader.
Team (or work group) facilitating techniques differ widely in scope and character. Basic
coaching/support techniques such as task pacing, task orientation support, questioning/
involving participants, challenging assumptions and summarising (e.g. Phillips & Phillips,
1991) can for instance be discerned from more technological approaches such as group
decision support systems (GDSS), where the decision process is supported by interactive
computer systems (DeSanctis & Gallupe, 1987). Combinations of both approaches are
also found, along with others such as participative policy modelling (Verburgh, 1994). In
the latter approach, professionals and researchers jointly build and apply (computer)
models of complex policy problems in order to support and thus improve the quality of
future policy recommendations in a given field.
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Most of these techniques are developed primarily for use in organisations with a strict
accountability hierarchy. Here, 'work group decisions' have the status of recommendations to a superior who makes the actual decision. Yet, it would be worth while to evaluate the use of facilitation techniques such as the ones just mentioned in a psychodiagnostic team decision-making context. The literature on the emerging team facilitation/
support techniques and related research forms a field of its own, not to be elaborated
upon here (see for instance Eden & Radford, 1990; Galegher, 1990). It is clear however
that information, expertise, judgment and emotions are all important ingredients of
team decision-making and should therefore be accommodated properly. The way in
which this can be achieved is still the subject of considerable exploration. Based upon
their review of the evidence, Phillips and Phillips (1991) go as far as to suggest that the
single most important factor in successful team decision-making is the way in which it is
facilitated. Although their claim remains to be substantiated empirically, focus on team
facilitation is clearly warranted.
An additional challenge to psychodiagnostic decision research is to see what constitutes
the most effective combination of roles and expertise in a conference chair: proceduralmethodological, facilitating and/or clinical. Restricting the role of a conference chair to
that of a teamwork facilitator may prove a distinct decision-quality improving measure,
as some of the above-mentioned research suggests. Effective decision-making would thus
imply training chairpersons to acquire decision procedural/structuring and team facilitating skills. This may prove a fruitful as well as cost-effective perspective for improving
the quality of clinical psychodiagnostic decision-making. On the other hand, we must
not forget that if we want professionals to perform more effectively as a team, decision
aiding efforts should not lose sight of the team as a whole. Whatever the approach taken
however, the added value of any form of 'supported' decision-making over its unaided
counterpart will have to be established by means of empirical analysis of its decisional
merits, as well as its contextual and socio-emotional compatibility with psychodiagnostic
team practice.
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Appendix I
Max, a team case

When Max is nine and a half years old, he and his parents are referred to the Nijmegen
Pedological Institute (NPI), a centre for (semi)residential child care and special education.
They are referred by the Regional Institute for Mental Welfare (RIMW; in Dutch: Riagg)
on account of Max' hyperactivity and socio-emotional problems. The RIMW staff
ask the NPI to provide an answer to the following questions: what causes his alleged
hyperactive behaviour, what exactly is the nature, extent and cause of his socio-emotional
problems and do the results of the NPI's psychodiagnostic assessment warrant (semi)
residential treatment? As to the parents themselves, their hope is that the NPI will be
able to assist Max in learning to manage and value himself. If he can achieve this goal,
the parents feel, then so can they. They also hope that Max will come to understand that
death is not the solution to his problems, as he frequently suggests.
Max has a father, mother and twin brother Terence. As a family they live a secluded
life. Father, a 35 year old electrician, is an introverted man who says he was an ill-tempered
and restless boy. He characterises the relationship with his parents as supportive, though
not close. Mother, aged 34, is a housewife who describes her childhood as unhappy.
She reports feeling strongly attached to her father, and feels seriously neglected by her
mother. As a child she is tormented by an elder brother. Following the death of her
father ten years ago and a brother, one year later, she develops psychotic symptoms, on
account of which she is twice admitted to a psychiatric clinic. Three years before her first
admission, at age 18, she attempts suicide.
Before the birth of their sons, the marriage is involuntarily childless for five years. The
parents do not know they are going to have twins until ten days before the delivery. The
boys are born by means of vacuum extraction. Max' weight at birth is about 5.5 (metric)
pounds, his brother's almost 4 pounds. Both spend the first three weeks of their lives in
an incubator and receive alternating blood transfusions because of a bacterial sepsis.
Much like his twin brother, Max is not a cuddly baby. He is boisterous and ill at ease.
At eight months both boys are very much mother's child. They panic at the sight of
strangers or when separated from their mother. This behaviour diminishes around age
three, as does their frequent crying both day and night. Their fear of unfamiliar situations
persists however, until today. At one year Max starts to speak his first words. Six months
later he can walk and by age three he is toilet trained. Eating and sleeping are not problematic. Most of the time the boys play together, hardly ever with other children.
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In play school Max acts shy and withdrawn; he and his brother show a considerable
lag in socio-emotional development. During his second year in kindergarten, Max'
behaviour changes. He becomes boisterous and aggressive, also towards his twin brother.
Together with Terence he starts to engage in contacts with other children. Because of his
hyperactive and quarrelsome behaviour, the family doctor refers Max, Terence and their
parents to the RIMW, where they agree to participate in a video home training program.
After one session, the trainer is positive about the parents and the way in which they
respond to their children; in her view the parents cannot be held responsible for the
problem behaviour of their child. As a result, contacts with the RIMW are discontinued.
Shortly thereafter mother is once again admitted to a psychiatric clinic because of
psychotic symptoms and anxiety attacks. During the nine months that follow, the boys
live with the parents of their father. Both are strongly attached to their grandparents.
When she leaves the clinic, mother is put on medication to suppress her anxiety attacks
(she has not stopped taking this medication since); contacts with the other members of
both families become very rare.
Shortly after turning eight, and just before the start of the new school year (wherein
Max is to repeat second grade), the family doctor again refers the family to the RIMW.
With respect to Max, the RIMW staff report hyperactivity, attention deficit and socioemotional problems as well as signs of insecure attachment and an impending conduct
disorder. Also little differentiation is noted, both between mother and Max, and between
Max and his brother. Their bond is characterised as symbiotic. At school Max does
reasonably well, intellectually speaking. In socio-emotional perspective his situation is
worrisome however. In his class he is a fringe figure, insecure, in need of much approval
and stimulation, unable to deal with criticism and constantly overstepping limits.
In light of these findings, the RIMW staff decide that mediation therapy and medication (Ritalin) are indicated for Max. Initially the treatment efforts appear successful.
After a few months however, there is a serious relapse, upon which medication is stopped. Max becomes increasingly disruptive, risk-seeking and aggressive, also towards
Terence who is very dependent upon Max. In the opinion of the RIMW, Max is starting
to develop a conduct disorder. The family rapidly moves towards a crisis situation; the
parents can no longer cope with the situation. Hence the RIMW staff decide to refer
Max and his parents to a residential child care and special education facility in the area:
the NPI.
During intake at this centre, the parents stress that they can no longer cope with
Max' behaviour. He is boisterous, aggressive, disruptive and impulsive. Towards his
parents he is disobedient, provocative and disrespectful; he curses frequently. Away from
home however, he acts very well-adjusted and well-mannered. His good sense of humour
brings him considerable credit with others. In the course of their intake contacts with
Max, the multidisciplinary NPI intake staff (consisting of social worker, psychologist,
school pedagogue/didactician and psychiatric/medical consultant) acknowledge and
report all of the above-mentioned socio-emotional and related behavioural problems.
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Though anxious and insecure, Max proves very cooperative and quite able to concentrate
throughout the intake procedure; he expresses himself fluendy.
As to his cognitive development: verbal intelligence is assessed as somewhat below
average; on the Wisc-r performance subtests Max performs poorly. The subtest results
lead the psychologist to suggest the presence of specific visuo-motor and spatial-constructive problems. Max performs extremely poorly and clumsily on the block design
subtest. In doing sums he performs one year below his age-level, in contrast to reading,
where he is six months ahead of his average age-level.
The intake team conclude that his lag in socio-emotional development, insecure
attachment and imminent conduct disorder are presently far more in the forefront than
his alleged ADHD (attention deficit hyperactivity disorder), for which little or no evidence is found. Based upon their joint findings the intake team unanimously recommend admitting Max urgently to the NPI's residential treatment unit and the resident
school for special education.
A few months after admission, and following the initial assessment/observation and
treatment phase, the multidisciplinary NPI team meet for their first plenary clinical case
conference on Max. The objective of this conference is a to analyse and diagnose Max's
problems and decide upon the outline of a treatment strategy for child and parents for
the months to come (see chapter 1 for excerpts of a clinical conference). The conference
is attended by the following staff: chair (psychologist), social worker, treatment coordinator (psychologist), residential group worker, special education teacher, school pedagogue/didactician and neurologist. In addition, a representative from the referring
RIMW is present. About a week prior to this conference all of these team members have
filed a written report on their psychodiagnostic findings so far. At the start of the meeting
the chair summarises the respective reports and invites team members to clarify them if
so required.
The residential workers report that in the group hardly any ADHD symptoms or
aggressive behaviour are seen. Following admission Max first appeared rather overadjusted; he often felt homesick and saying goodbye to his parents was very stressful.
Now he is gradually becoming more cheerful, while continuing to claim a lot of staff
attention and acting childlike for his age.
In the classroom, the teacher initially observed the same overadjusted behaviour.
Currently Max is getting more at ease. He grows more talkative and cooperative, while
continuing to feel very insecure and in need of affirmation time and again. When
motivated, Max can work hard and concentrated. Contacts with classmates continue to
be limited, as is the level and quality of his play.
In addition to the results from the IQ test, administered at intake, the psychologist
reports that Max has an average verbal memory and moderate concentration. A lag in
visuo-motor and socio-emotional development are apparent. His emotions, as expressed
in different projective tests, are qualified as shallow and poorly differentiated.

167

Appendix I

Neurological assessment does not hint at any distinct neurological disorder. E.E.G.
and C.T. scan are normal. In the neurologist's opinion, at present there is nothing to
suggest an ADHD. In etiological perspective, there are some soft signs of encephalopathy.
Furthermore, in connection with Max' depressive moods the possibility of a hereditary
factor is hypothesised. The neurologist suggests keeping an open mind for any signs of a
vital depression which, in his view, would call for medication.
The social worker stresses that the attitude of the parents towards professional help is
one of reservation. In her view, the first objective of parent counselling should be to win
their trust and support them in coming to terms with the fact that their child is currently in need of residential care. The long-term objective of parent counselling should be to
assist them in breaking the vicious cycle of negative interactions with Max, and teach
them how to set limits to his behaviour.
The ensuing conference discussion focuses on the diversity and complexity of Max'
problems, in particular with respect to his socio-emotional development. The team
tussles with a wide range of, sometimes interrelated diagnostic hypotheses. Several participants point to the fact that, given identical family conditions for the twins, Max'
behaviour and development are far more worrisome than his brother Terence's. Eventually
this leads the team to conclude that although mother's psychiatric complaints may have
played a role in the development or continuation of Max' problem behaviour, it is unlikely that this is what ultimately played the key role. Max is seen as an insecurely attached,
childishly dependent boy with a weak constitutional basis, possibly a fundamental
depressive trait, and dysharmonie, somewhat below average intellectual abilities.
Hence, the team decides that the treatment strategy for the coming months shall
focus primarily on stimulating Max' overall socio-emotional development. The team
decides to make an attempt to boost his independence, play, assertiveness and contacts
with peers, both in the residential group and in class. For the time being, the team sees
no indication for any specific form of psychotherapy. In view of the fact that ADHD is
no longer considered a valid psychodiagnostic classification, ADHD medication - which
has gradually been run down over the past month - will not be reinstated. Lastly, vigilance with respect to a potential increase in depressive symptoms is deemed warranted.
In the first weekly unit meeting following the clinical conference, the residential unit
team (residential group workers, social worker and psychologist/treatment coordinator)
work out the general treatment strategy, decided upon at the clinical conference, into
a concrete daily treatment plan. Problems focused upon in this plan are Max' homesickness, his behavioural problems (in particular: cursing and aggressive behaviour),
his problems in structuring his free time, and finally his problems in doing things independently.
Five months later a second clinical conference takes place. Again, all participants file a
report in which they reflect on relevant additional psychodiagnostic findings and judgements, as well as on treatment progress and perspective. During this second conference,
the general feeling is one of limited progress in some areas. The parents are starting to
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gain some insight into the relationship between their style of parenting and Max' behaviour. For mother in particular, this results in a change in attitude toward Max and in a
growing self-confidence. Gradually there is some change in the typical parent-child
interaction patterns. Mother finds herself able to speak about her psychiatric complaints
and starts taking initiative to overcome her social anxieties. Much to both parents' surprise, Max responds favourably to the fact that they are becoming more restrictive with
respect to the behaviour they will and will not tolerate.
Max himself shows less homesickness in his residential group. He claims less attention
from staff and shows somewhat more communicative, yet remains very insecure. In spite
of a special intervention program, he makes little progress in learning to do things independently. He continues to need much stimulation and affirmation. When his parents
come into the group, Max' mood shifts clearly and turns gloomy.
In school he continues to behave singularly well-behaved. His basic attitude is
gloomy, negative and listless. He has somewhat more contacts with his classmates. Still,
contacts with Max continue to be merely superficial. Max' teacher stresses in particular
how she continues to be struck by his failing visuo-spatial organisation abilities. She
adds that he has apparent difficulties in spatial orientation, often asks for the sake of
asking when working on a cognitive task, and has a hard time integrating abstract concepts. Based upon their own experiences, these observations are underpinned by the residential group worker, school pedagogue/didactician and psychologist. Eventually, this
elaboration on the fundamental nature of Max' cognitive problems lead the pedagogue
and psychologist to hypothesise that Max is suffering from the NLD (nonverbal learning
disability) syndrome.
NLD is a right hemisphere disorder, resulting from lesion or dysfunction of right
hemisphere white matter, essential for the development and maintenance of its specific
functions such as intermodal integration, especially in novel information processing situations. As a result, children with NLD show nonadaptive and sometimes hyperactive
behaviour, particularly in new or otherwise complex situations. They have an extremely
hard time solving problems independently. They are strongly dependent upon constant
adult supervision and support. As a result of their very limited visuo-spatial abilities
their orientation in space is poor; they easily lose their way. NLD children often have
few peer contacts, and their mood can frequently be described as depressed.
The NLD hypothesis leads the participants to check different of these and more
NLD-related deficits and assets against their own observations. Based upon their convergent hypothesis testing the participants conclude that the evidence for the existence of
an NLD syndrome is strong, though not fully conclusive. This new diagnostic perspective clearly brakes away from the psychodiagnostic conclusions drawn at the first case
conference, some five months earlier.
As a result, the focus and strategy of Max' treatment are adjusted. In addition to supporting his socio-emotional development, in the coming months a strong therapeutic
emphasis is placed on compensating for Max' cognitive deficits. In order to achieve this
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goal, the team decides to implement an experimental comprehensive NLD treatment
programme. The team also acknowledges the importance of informing the parents
regarding the current psychodiagnostic conclusions and the long-term implications of
their child's now apparent neuropsychological characteristics and deficits. Most likely,
Max will continue to be handicapped considerably by his condition, even with considerable therapeutic efforts, realistic parental expectations and adequate parenting methods.
A number of problems and risks face Max and his family, such as: continued serious
problems in adapting to novel situations, limited social competence (often leading to
withdrawal), risk of developing conduct disorders as a child and various 'internalised'
forms of psychopathology later on in life.
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Coding System for Protocols of Clinical Conferences
(version III)

In the following category definitions, the word 'problem' is used to denote all problems
or problem aspects of a particular client. The word 'client' relates to a child as well as
its parent(s) or caretaker(s). The word 'statement' refers to any contribution made to a
clinical conference, including questions and unfinished phrases.

COMPLAINT (C)
This main category relates to all statements made by clients or their environment, refer
ring to clients themselves or their situation, and concerning their troubles/complaints or
consequences thereof.
Note: Generally speaking, clients are not present during clinical conferences. Clients'
statements, cited or paraphrased by any of the team members or representatives from a
referring agency, are also coded as С statements.

Complaint Description (CD)
This subcategory relates to all statements in which clients or their environment put into
words their feelings, behaviours, experiences or incidents relating to the clients' troubles/
complaints or their consequences.

Complaint Evaluation (CE)
This subcategory relates to all complaint-related statements made by clients or their envi
ronment, that go beyond a mere description (i.e. interpretations, evaluations, etcetera).

PROBLEM (P)
This main category relates to all theoretically or empirically based statements made by
care professionals about the situation or problems (behaviours, emotions or actions) of
clients or their environment, with the exception of (tentative) explanations for the
coming into being and/or continuation of these problems (see Diagnosing).

Problem Description (PD)
This subcategory relates to all statements that acknowledge, describe, summarise inter
pret or evaluate the nature and/or seriousness of a singular problem (aspect).
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Problem Clustering (PC)
This subcategory relates to all statements that acknowledge, describe, summarise, interpret or evaluate the nature and/or seriousness of supposedly interrelated problems or
problem aspects.

DIAGNOSING (D)
This main category relates to all statements in which (tentative) explanations for the
coming into being or continuation of problems or problem aspects are sought, empirically tested or concluded upon.

Hypothesis Formulation (HF)
This subcategory relates to all statements referring to conditions that are hypothesised to
be responsible, either singularly or in conjunction, for the coming into being and/or
continuation of any client' problem (aspect).

Hypothesis Testing (HT)
This subcategory relates to all statements carrying information for explicitly testing diagnostic hypotheses, as well as statements in which such hypotheses are actually evaluated
empirically and/or concluded upon.

TREATMENT (T)
This main category relates to all statements concerning the current or future treatment
approach of clients.

Treatment Utility (TU)
This subcategory relates to all statements that explicitly refer to goals, likelihood of success or failure, risks or desirability of any (aspect of) treatment.

Treatment Indication (TI)
This subcategory relates to all other statements belonging to the Treatment main category.

OTHER (O)
This main category relates to all statements which are not (or cannot be seen as) related
to the clinical content of the process of psychodiagnostic decision-making.

Procedural Remark (PR)
This subcategory relates to all statements concerning practical, structural or organisational aspects of clinical conferences.

172

C o d i n g System for P r o t o c o l s of C l i n i c a l C o n f e r e n c e s (version III)

Blank (BL)
This subcategory relates to all statements having nothing to do with the content or pro
cedural aspects of the discussion within clinical conferences (interjections, jokes etcetera).

Non Problematic Functioning (NPF)
This subcategory relates to all statements made by clients, their environment or team
members concerning non-problematic (neutral, positive, protective) characteristics of
clients or their environment, which are not formulated explicitly in conjunction with
any P, D or Τ statement.

Non-Codeable (NC)
This subcategory relates to all incomprehensible statements made during clinical con
ferences.
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Focus of this thesis is on clinical team psychodiagnostics within the field of child and
youth care and special education ('child care' in brief)· This professional activity is approached here as a complex decision-making process, wherein practitioners describe,
structure, interpret and explain clients' psycho-educational problems and contemplate
how best to tackle them, in order to improve clients' functioning.
Psychodiagnostic team decision-making calls for interdisciplinary staff meetings or
clinical conferences. The formal aspects of decision-making in such conferences have
been addressed in several interrelated studies, spanning a number of years. Designing,
carrying out and reporting this research has been a concerted effort of researchers from
the University of Nijmegen and practitioners/research associates from the Nijmegen
Pedological Institute, a Dutch centre for child care, special education and care-related
research. Most chapters in this thesis have originally been conceived as independent contributions.
Chapter 1 reports a review of decision-theoretical and psychometric literature, carried
out when work on this thesis was first started. The purpose of this review was to search
for a suitable theoretical standard for evaluating the formal quality of psychodiagnostic
decision-making within teams. In the literature, statistical and axiomatic-normative
models - sets of logical or algebraic decision rules, relating specifically to clear-cut decision problems and well-structured decision contexts - were found to be abundant. The
nature of professional decision problems faced by psychodiagnosticians working in clinical contexts is quite different however. Characterisations of child care team decision
practice in general, and of clinical conferences in particular, are presented to underline
that the problems encountered here are typically dynamic, ill-structured and multi-stage.
Within this context, decisions have frequently to be made with only limited information, under considerable uncertainty and time pressure, and with high stakes for the
clients involved. Thus, the above-mentioned models are concluded to be of limited relevance for psychodiagnostic decision-making.
It is argued that what is needed ultimately to evaluate and guide psychodiagnostic
decision-making, is a procedural model with a normative-prescriptive character. Its
backbone should be a normative (general methodological) framework, acknowledging
the intrinsic goal structure of the psychodiagnostic decision process. Furthermore, such
a model should enable practitioners to implement heuristic prescriptions, while also
accommodating the basic creative-constructive aspect of this decision process, which
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precedes the application of any decision rule or means of decision support. Several authors
have found inspiration for the development of such a model in theoretical contributions
with a general research-methodological orientation. Following De Groot it is contended
that the creative facet of clinical thinking has distinct parallels with the creative-constructive facet of scientific thinking in general. In addition, the significance is underscored of
a logical-normative approach of psychodiagnostics as taken by Westmeyer, specifically
because of its contribution to the development of clinically valid normative frames of
the professional psychodiagnostic decision process.
One of the models inspired by the work of these authors is the cyclical, normativeprescriptive frame of the clinical-diagnostic cycle proposed by De Bruyn, which underlies this thesis. This theoretical frame consists of four stages: Complaint analysis, Problem
analysis, Diagnosing and Treatment indication. The normative character of this theoretical frame implies that the order in which practitioners should proceed from one stage
to the next is fixed. On the other hand, at each stage they are free to switch back to any
of the previous stages, if uncertainty and/or new information or insights urge them to
do so. While model-related prescriptive heuristics have yet to be developed, in its present
form the normative frame can be used as an evaluative standard for empirical research
purposes.
Chapter 2 presents a discussion of the results and implications of research into psychodiagnostics as a decision process. In view of this thesis' focus, the review is restricted
to studies of psychodiagnostic team decision-making within child care. In order to structure the discussion, a classification scheme is proposed. Within this scheme, three key
distinctions are made: a) orientation of research towards the actual decision process or
towards decisions as the end product of this process; b) studies based upon (normative)
theoretical models versus non model-based (functional) research, and c) focus on evaluation of the decisional status quo in professional practice (descriptive research), versus
focus on improving decision practice and quality (effect research). The studies reviewed
in Chapter 2 are grouped accordingly.
In comparison to other professional areas, team decision-making in child care has not
been extensively researched. With only a few exceptions, the available findings confirm
those of studies on individual psychodiagnostic decision-making: the quality of decisionmaking leaves much to be desired. This conclusion applies to process and product
research, albeit that model-based product studies (i.e. studies of decisions as end products)
are found to be absent. Chapter 2 concludes with an impression of possibilities for team
decision aiding and future research to enhance the quality of clinical psychodiagnostics
as a professional activity.
In order to evaluate the nature and quality of team decision-making in clinical conferences, a methodology for tracing this decision process is required. In Chapter 3 it is
pointed out that the literature on process tracing did not provide a standard methodology
suited for the purpose of the current thesis, at the time when our research was started.
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Hence the Coding System for Protocols of Clinical Conferences (CSPCC) was developed.
Chapter 3 reports on the character and evolution of this coding system. Its categories
reflect the stages of the normative theoretical frame of the clinical-diagnostic cycle,
introduced in the first chapter. The coding system is designed for application to verbatim protocols of clinical conference recordings. Each line of a conference protocol is
coded by means of the CSPCC.
In Chapter 3 the development of three subsequent versions of the CSPCC is documented. This presentation is motivated by the fact that many developers fail to report
their experiences in designing process tracing instruments, thus forcing fellow researchers to work largely on the basis of their own insights. Reliability assessment of the different versions of the CSPCC is also documented. In view of the findings from this
assessment, the reliability (in terms of interrater agreement) of the currently used version
of the CSPCC (version III) is concluded to be adequate, in particular with respect to the
coding system's main categories.
Chapter 4 reports on a study in which the validity of the CSPCC was assessed. Also,
the feasibility of statement-coding by independent coders, versus coding by conference
participants themselves was considered. The central issue of validity focused upon in this
study concerns the relationship between participants' intentions when making conference
statements, and CSPCC coding data of these same statements (the latter generated independently, following regular CSPCC coding routines).
To that effect, conference participants were confronted with tape recordings of their
contributions shortly after the conference. They were asked to provide feedback on the
intentions for making their respective contributions. Such feedback data were collected
in two treatments. In treatment 1, participants were invited to listen to tape recordings
of each of their contributions and explicate their intentions. Next, these qualitative
interview data were transformed into CSPCC coding data by a trained, independent
coder. In treatment 2, participants were confronted with their respective contributions to
the conference in a similar fashion. Here however, they were first briefed on the nature
and purpose of the CSPCC and provided with a hand-out containing definitions of the
CSPCC main categories. Following this briefing, interviewees were asked to comment
on their intentions by personally assigning CSPCC main categories to each of their conference statements as they saw fit.
The results show substantial agreement between regular CSPCC data and the data
from both feedback treatments. However, the level of agreement between regular
CSPCC-data and the coding data from treatment 1 is distincdy higher. It is concluded
that the findings from both treatments support the validity of the CSPCC. Furthermore
it is argued that with respect to the evaluation of psychodiagnostic decision-making,
experimenter-coding is more feasible than self-coding by participants.
Following earlier studies concentrating on clinical conferences at the above-mentioned
centre for child care, a comparative study was undertaken in which the quality of psycho-
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diagnostic team decision-making in multidisciplinary clinical conferences in four (semi)
residential and ambulatory Dutch child care settings was explored. This study is reported
in Chapter 5. In this research, verbatim protocols from each setting were analysed by
means of the CSPCC. The results show no essential differences between the residential
and ambulatory settings. This suggests that the qualities and limitations of psychodiagnostic team decision-making are not influenced substantially by factors such as client
population, nature of the problems presented, or disciplinary background of the decision
makers. Decision-making appears rather to be influenced by factors of a different nature,
in particular by features of human information processing and the level of clinical and
procedural problem-solving expertise of the practitioners involved.
The study shows decision-making quality in all settings to be low to moderate.
Complaint analysis (C) is not identified in the protocols, and there is an imbalance in
activity at the other three stages of the decision process. The level of Diagnostic (D)
activity (explicitly formulating and testing diagnostic hypotheses) is very limited, in contrast to a high proportion of problem analysis (P) and treatment-related discussion (T).
Conferences prove reasonably structured over time, but reflect only a moderate level of
systematic category transitions. Striking is the relatively isolated position of diagnosing
(D) in contrast to a strong relationship between the stages of problem analysis (P) and
treatment-related decision-making (T). These findings suggest that treatment decisions
are based upon problem descriptions and analyses, rather than diagnoses. In view of these
findings, an argument is made in favour of efforts, intended to aid psychodiagnostic
teams in improving the quality of their interdisciplinary decision-making.
As mentioned above, preceding the research presented in chapter 5, several other
studies have been carried out. Their respective focus was on a) routine decision-making
(cf. chapter 5), b) decision-making following a Bayesian-oriented instruction training
and c) decision-making following the implementation of an organisational/procedural
decision support strategy. The results of the analyses of CSPCC coding data from these
three studies have been reported in several publications, co-authored by the present author.
The main conclusion from these analyses was that the procedural support approach (c)
did not lead to distinct improvements in the nature and quality of the decision process;
the instruction training approach (b) did result in some significant effects. In the latter
case, the level of diagnosing (D) increased considerably while the number of CSPCC
category transitions found in the protocols, which violated the normative frame of the
clinical-descriptive cycle, decreased. These results were achieved however at the expense
of treatment-related decision-making.
Rather than reiterating these results, in Chapter 6"an attempt is made to present a clinical-instrumental evaluation of the training and procedural support studies (b and c), both
aimed at aiding the decision makers. The rationale and setup of both approaches are elaborated upon, followed by a clinical evaluation of their merits and shortcomings, and the
reception of both approaches by the practitioners involved. A concluding argument is
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made to preserve valuable elements of both approaches in a format which combines
(recurrent) training elements with a form of structural procedural support, tailored to the
organisational limitations inherent in clinical practice, as well as to decision-makers' cognitive capacities.
The concluding discussion which is the focus of Chapter 7, is not limited strictly to the
research presented in this thesis; earlier studies involving the present author, and related
research by other authors are also taken into consideration. Thus an attempt is made to
put the findings presented in this thesis into perspective and set an agenda for future
work in this area. It is argued that the results of the empirical work presented in this
thesis indicate that it is possible to evaluate psychodiagnostic decision-making within
clinical conferences in a reliable and valid manner by means of the CSPCC. The data
generated by means of this coding system show that, in terms of the normative frame of
the clinical-diagnostic cycle, the procedural quality of psychodiagnostic decision making
within clinical conferences clearly leaves to be desired. These conclusions are in accordance with the results from research on individual and team psychodiagnostic decisionmaking reported by other authors, as well as from research on professional decisionmaking in a variety of other professional decision contexts.
Some key questions invited by the current findings are addressed in this concluding
chapter. Adopting first a researcher's perspective, two important challenges to future
research are identified. Firstly, research efforts must be directed at combining process
and product (outcome) research of psychodiagnostic decision-making. The current thesis
focuses strictly on the nature and quality of the decision process. It still remains to be
demonstrated empirically that a good (i.e. disciplined, analytic) decision process leads to
good products, i.e. good decisions. Some thoughts are presented on how this challenge
may be met. Secondly, the disheartening quality of the clinical decision process calls for
research aimed at explaining why this is the case. By means of illustration of such research,
a study currently under way is outlined.
Next, the perspective is adopted of the researcher who is being asked what outlook for
improving everyday professional team decision-making is offered by the findings discussed here and elsewhere. Some opcions for decision aiding are discussed. First of all, the
prospect of training decision-makers to use formal decision-theoretical models is concluded to be not very promising. Long-term transfer of training effects/skills to real-world
practice proves a major problem. So is the fit between formal decision models and the
characteristics and requirements of clinical practice, as well as the acceptance of such an
approach by practitioners.
The perspective of structural decision support measures is considered more promising.
Without claiming to be comprehensive, in conclusion four such approaches are briefly
characterised: a) procedural disciplining and formatting of the decision process, b) introduction of knowledge-based expert systems, c) use of post-decisional feedback, and d)
supporting effective, task-oriented team dynamics, in particular equipping conference
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chairs with decision structuring skills as well as (group dynamic) team facilitation deftness. Particularly the latter option is considered a currently feasible and cost-effective
way to aid psychodiagnostic teams in improving the quality of their joint decisionmaking.
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Dit proefschrift richt zich op de professionele klinisch-psychodiagnostische praktijk binnen het veld van kinder- en jeugdzorg en speciaal onderwijs (hierna korrweg 'jeugdzorg'
genoemd). In dit veld leeft sterk de opvatting dat ernstige en complexe psychosociale
problematiek bij kinderen en jeugdigen vraagt om een interdisciplinaire benadering.
Conform die opvatting wordt het zorgproces - met inbegrip van de psychodiagnostische
aspecten daarvan - in veel centra voor jeugdzorg uitgevoerd door multidisciplinaire
teams. Dit is ook het geval in de instelling waarbinnen het in dit proefschrift beschreven
onderzoek is ontstaan: het Paedologisch Instituut (PI) in Nijmegen, een centrum voor
jeugdhulpverlening, speciaal onderwijs en onderzoek. Daarom houdt dit proefschrift
zich nadrukkelijk bezig met de praktijk van klinische psychodiagnostiek in teamverband.
Deze praktijk kan uiteraard vanuit uiteenlopende invalshoeken worden bestudeerd.
Hier wordt klinische psychodiagnostiek beschouwd als een complex informatieverzamelings- en beslissingsproces, dat start op het moment dat cliënten een hulpvraag of klacht
voorleggen. In de loop van dit besluitvormingsproces beschrijven, structureren, interpreteren en verklaren practici de psychosociale en leer-gerelateerde problemen van hun
cliënten en vormen zij zich een mening over de vraag hoe deze problemen het beste kunnen worden aangepakt, teneinde het functioneren van de betreffende cliënten te doen
verbeteren.
Bij psychodiagnostische besluitvorming in teamverband spelen teambesprekingen een
zeer belangrijke rol. Hier immers worden diagnostische conclusies getrokken, worden
beslissingen genomen omtrent de te volgen of te adviseren behandelingsstrategie, en worden de resultaten van uitgevoerde behandelingen geëvalueerd. Het empirisch onderzoek
dat in dit proefschrift centraal staat is met name gericht op de psychodiagnostische
besluitvorming in deze teambesprekingen. In de loop der jaren zijn in een aantal opeenvolgende deelonderzoeken de formele aspecten van psychodiagnostische besluitvorming
onderzocht. Anders gezegd: bij dit onderzoek gaat het niet om een beoordeling van de
klinisch-inhoudelijke kwaliteit van teambesluitvorming maar om een procedurele evaluatie hiervan. Onderzoekers van de Katholieke Universiteit Nijmegen en het PI hebben dit
onderzoek gezamenlijk opgezet, uitgevoerd en gerapporteerd. De meeste hoofdstukken in
dit proefschrift zijn oorspronkelijk geschreven als onafhankelijke bijdragen. Naast herziene versies van deze bijdragen bevat dit proefschrift ook enige nieuwe hoofdstukken.
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In Hoofdstuk 1 worden de resultaten weergegeven van een literatuuronderzoek waarin
werd gezocht naar een geschikte theoretische standaard voor het evalueren van de formele
kwaliteit van psychodiagnostische besluitvorming in teamverband. In de onderzochte
beslissingstheoretische en psychometrische literatuur werden tal van statistische en axiomatisch-normatieve modellen aangetroffen. Zulke modellen zijn verzamelingen van logische of algebraïsche beslisregels, en zijn met name van toepassing op eenduidige beslissingsproblemen die zich voordoen in duidelijk gestructureerde beslissingsomgevingen.
In hoofdstuk 1 wordt geconcludeerd dat deze modellen slechts beperkte relevantie hebben voor de psychodiagnostische besluitvormingspraktijk omdat de beslissingsproblemen waarmee men in deze praktijk wordt geconfronteerd over het algemeen een heel
ander karakter hebben. Deze zijn dynamisch, zijn weinig of niet gestructureerd, en hebben een meerfasen-karakter. Bovendien moeten klinische beslissingen in de praktijk van
de jeugdzorg vaak genomen worden op basis van beperkte en min of meer onzekere
informatie, onder tijdsdruk, en in het besef dat er voor de betrokken cliënten veel op het
spel staat. De kenmerken van psychodiagnostische beslissingsproblemen worden op twee
manieren geïllustreerd: aan de hand van een algemene karakterisering van teambesluitvormingspraktijk in de jeugdzorg, en aan de hand van enige woordelijk weergegeven
passages uit een psychodiagnostische teambespreking.
Om psychodiagnostische besluitvorming te evalueren en te sturen, zo wordt in hoofdstuk 1 betoogd, is een procedureel model met een normatief-prescriptief karakter gewenst.
De kern daarvan zou gevormd moeten worden door een normatief (algemeen methodologisch) kader dat recht doet aan de intrinsieke doelstructuur van het psychodiagnostisch
proces. Daarnaast moet een dergelijk model practici de mogelijkheid bieden om heuristische voorschriften toe te passen. In een dergelijk model moet bovendien ruimte zijn
voor het fundamentele, creatief-constructieve aspect van dit besluitvormingsproces; dit
aspect gaat vooraf aan de toepassing van welke beslissingsregel of vorm van beslissingsondersteuning dan ook. Bij het ontwikkelen van zo'n model hebben verschillende
auteurs inspiratie gevonden in publicaties met een algemene onderzoeksmethodologische oriëntatie. In navolging van De Groot wordt hier gesteld dat het creatieve aspect
van het klinisch denken duidelijke overeenkomsten vertoont met het creatief-constructieve aspect van wetenschappelijk denken in het algemeen. Daarnaast wordt het belang
onderstreept van Westmeyer's logisch-normatieve benadering van de psychodiagnostiek.
Dit met name vanwege de bijdrage die deze benadering heeft geleverd aan de ontwikkeling van klinisch valide, normatieve kaders voor het professionele, psychodiagnostische
besluitvormingsproces.
Een van de modellen die op het werk van de genoemde auteurs is geënt, is het normatief-prescriptieve, conceptuele model van de klinisch-diagnostische cyclus, geformuleerd
door De Bruyn. Dit model ligt ten grondslag aan dit proefschrift. Het kent vier stappen
of fasen: Klachtanalyse (K; verheldering), Probleemanalyse (P; onderkenning), Diagnosestelling (D; verklaring) en Indicatiestelling voor behandeling (I; advisering/keuze). Het
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normatieve karakter van dit model impliceert dat de volgorde vastligt waarin de stappen
van dit model in worwaartse richting moeten worden doorlopen. Daarentegen staat het
clinici in elke fase van het besluitvormingsproces vrij om terug te gaan naar een van de
eerdere stappen, wanneer onzekerheid, nieuwe informatie of veranderde inzichten daartoe aanleiding geven. Aan dit model gerelateerde prescriptieve heuristieken (vuistregels,
procedures) zijn op dit moment nog niet ontwikkeld. In het kader van empirisch onderzoek kan dit normatieve model echter al wel gebruikt worden als evaluatieve standaard.
Hoofdstuk 2 biedt een overzicht van resultaten van empirisch onderzoek naar psychodiagnostiek als besluitvormingsproces en de implicaties daarvan voor de praktijk. Gezien
het thema van dit proefschrift beperkt dit overzicht zich tot onderzoek naar psychodiagnostische teambesluitvorming in de jeugdzorg. De bespreking van het beschikbare
onderzoek is gestructureerd aan de hand van een eigen classificatieschema. In dit schema
wordt onderzoek gerubriceerd op grond van drie kenmerken: a) gerichtheid op het feitelijke besluitvormings/irac« danwei op de beslissingen die het eindproduct zijn van dit
proces; b) het al dan niet gebaseerd zijn van onderzoek op theoretische modellen (hier
respectievelijk genoemd: normatief en functioneel onderzoek) en c) het gericht zijn op
evaluatie van een bestaande besluitvormingspraktijk (d!«£77/>r/>/onderzoek), danwei van
pogingen om de besluitvormingskwaliteit te verbeteren (ç^êctonderzoek).
In vergelijking met andere professionele werkvelden blijkt teambesluitvorming in de
jeugdzorgpraktijk nog maar weinig onderzocht. Op enkele uitzonderingen na bevestigen
de beschikbare bevindingen de resultaten van onderzoek naar individuele psychodiagnostische besluitvorming: de kwaliteit van teambesluitvorming laat duidelijk te wensen
over. Deze conclusie moet zowel op grond van proces- als productonderzoek getrokken
worden, met dien verstande dat modelgericht productonderzoek (theoretisch gefundeerd
onderzoek dus naar beslissingen als eindproducten) in de literatuur afwezig blijkt. Ter
afsluiting van hoofdstuk 2 worden mogelijkheden voor het ondersteunen van teambesluitvorming geschetst, die uit het besproken onderzoek naar voren komen. Ook wordt aangegeven welk type onderzoek een verdere bijdrage kan leveren aan het verbeteren van de
kwaliteit van psychodiagnostiek als professionele besluitvormingspraktijk.
Om het karakter en de kwaliteit van psychodiagnostische besluitvorming in teambesprekingen te kunnen evalueren, is een methodologie vereist waarmee dit besluitvormingsproces kan worden getraceerd. In Hoofdstuk 3 wordt er op gewezen dat de besliskundige 'process tracing' literatuur geen voor onze doeleinden geschikte standaardmethodologie kende op het moment dat het hier beschreven onderzoek van start ging.
Daarom werd een coderingssysteem voor teambesprekingen ontwikkeld: het Coding
System for Protocols of Clinical Conferences (CSPCC). In hoofdstuk 3 wordt de ontwikkeling en het karakter van dit coderingssysteem beschreven. De hoofdcategorieën van het
CSPCC weerspiegelen de stappen van het in hoofdstuk 1 geïntroduceerde conceptuele,
normatieve model van de klinisch-diagnostische cyclus. Het coderingssysteem is ontworpen voor toepassing op gespreksprotocollen die een woordelijke weergave zijn van band-
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opnamen van psychodiagnostische teambesprekingen. Elke regel van een dergelijk
gespreksprotocol wordt aan de hand van het CSPCC gecodeerd.
In hoofdstuk 3 wordt uitvoerig ingegaan op de ontwikkeling van drie opeenvolgende
versies van het CSPCC. Dit gebeurt uitvoerig omdat gebleken is dat veel onderzoekers
verzuimen te rapporteren over hun ervaringen en overwegingen bij het ontwerpen van
eigen 'process tracing' instrumenten, zodat collega-onderzoekers min of meer genoodzaakt zijn om louter hun eigen inzichten te volgen. Voor elk van de drie versies van het
CSPCC worden de resultaten van betrouwbaarheidsonderzoek weergegeven. Op grond
van deze resultaten wordt geconcludeerd dat de huidige versie van het CSPCC (versie
III) een voldoende betrouwbaarheid heeft, in het bijzonder op het niveau van de hoofdcategorieën.
Hoofdstuk 4 betreft een onderzoek naar de validiteit van het CSPCC. In dit onderzoek werden onafhankelijk van elkaar twee soorten gegevens verzameld: gegevens over
de intentie die sprekers hadden met elk van hun tijdens een teambespreking gedane
uitspraken, en op reguliere wijze verzamelde CSPCC-coderingsgegevens van diezelfde
uitspraken. De centrale validiteitsvraag had betrekking op de relatie tussen beide soorten
gegevens.
Om achter de intentie van de sprekers te komen kregen deze na afloop van een teambespreking de bandopnamen te horen van hun eigen opmerkingen. Na het beluisteren
van elke opmerking werd hun gevraagd wat ze met de opmerking hadden beoogd. Dit
gebeurde op twee manieren. In 'feedback-conditie Γ luisterden deelnemers naar een
bandopname van hun eigen bijdragen aan de bespreking. Vervolgens moesten ze uitleg
gen wat ze met elk van hun opmerkingen hadden beoogd. De aldus verkregen informatie
werd later door een onafhankelijk persoon op basis van het CSPCC gecodeerd. In 'feed
back-conditie 2' kregen de deelnemers eerst instructies over de bedoeling en achtergrond
van het CSPCC, alsmede een overzicht van de hoofdcategorieën van dit instrument en
hun definities. Vervolgens moesten zij - aan de hand van de bandopname van de bespreking - hun eigen bijdragen coderen met behulp van het CSPCC.
Er blijkt een aanzienlijke overeenstemming te bestaan tussen de reguliere CSPCCgegevens en de in beide feedback-condities verkregen gegevens, al is de mate van overeenstemming tussen CSPCC-gegevens en gegevens uit feedback-conditie 1 duidelijk
hoger. Geconcludeerd wordt dat de gegevens uit beide condities de validiteit van het
CSPCC ondersteunen. In dit valideringsonderzoek werd tevens de geschiktheid van beide
hiervoor beschreven manieren om teambesprekingen te coderen met elkaar vergeleken.
Aan het eind van hoofdstuk 4 wordt beargumenteerd waarom codering door onafhankelijke codeurs meer geschikt wordt geacht voor het evalueren van psychodiagnostische
teambesluitvorming, dan codering door deelnemers aan de bespreking zelf.
In het verlengde van eerder onderzoek, dat zich richtte op teambesprekingen in het
Nijmeegse PI, werd een vergelijkend onderzoek gedaan naar de kwaliteit van psychodiagnostische teambesluitvorming in twee (semi)residentiële en twee ambulante instellingen
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voor jeugdzorg en speciaal onderwijs. In dit onderzoek, waarover wordt gerapporteerd in
Hoofdstuk 5, werden opnieuw woordelijk uitgeschreven bandopnamen van teambesprekingen geanalyseerd aan de hand van het CSPCC. De teambesluitvorming in de ambulante instellingen blijkt niet te verschillen van die in de (semi)residentiële instellingen.
Dit suggereert dat de formele kwaliteit van psychodiagnostische besluitvorming in teamverband niet wezenlijk beïnvloed worden door factoren als kenmerken van de cliëntenpopulatie, de aard van de aangetroffen problematiek, of de disciplinaire achtergrond van
de bij de besluitvorming betrokken teamleden. De besluitvorming lijkt veeleer beïnvloed
te worden door factoren van andere aard, met name door kenmerken van menselijke
informatieverwerking en het niveau van klinische en procedurele probleemoplossingsexpertise van de betrokkenen.
Het onderzoek wijst uit dat de formele besluitvormingskwaliteit in alle instellingen
matig tot laag is. Klachtanalyse (K) wordt in de gespreksprotocollen niet aangetroffen,
en de aandacht voor de andere stappen van het proces is niet evenwichtig verdeeld. De
mate van diagnostische activiteit (D - het expliciet formuleren en toetsen van diagnostische hypothesen) is zeer beperkt. Aan probleemanalyse (P) en het bespreken van indicatiestelling voor behandeling (I) wordt daarentegen veel tijd besteed. Psychodiagnostische
teambesprekingen hebben een redelijke interne structuur; het accent ligt aanvankelijk op
probleemanalyse (P) en diagnostiseren (D) en verschuift geleidelijk naar het bespreken
van indicaties voor behandeling (I). Systematische overgangen tussen de hoofdcategorieën (P <-> D; D <-> Ι; Ρ <-> I) komen echter slechts in bescheiden mate voor.
Opvallend is de geïsoleerde positie die diagnostiseren (D) inneemt, in tegenstelling tot
een relatief sterke relatie tussen probleemanalyse (P) en behandelingsgerelateerde discussie
(I). Deze bevindingen suggereren dat behandelingsbeslissingen veeleer gebaseerd worden
op probleembeschrijvingen en -analyses dan op diagnosen. Daarom wordt ervoor gepleit
psychodiagnostische teams te ondersteunen, teneinde de kwaliteit van hun interdisciplinaire besluitvorming te doen verbeteren.
Zoals eerder aangegeven, werden voorafgaand aan het onderzoek in het Nijmeegse PI
ook enkele deelstudies uitgevoerd. Hierin ging de aandacht achtereenvolgens uit naar: a)
reguliere besluitvorming (vergelijk hoofdstuk 5), b) besluitvorming in aansluiting op een
Bayesiaans georiënteerde instructietraining, en c) besluitvorming die plaatsvond nadat
een organisatorische/procedurele besluitvorming-ondersteunende strategie was geïmplementeerd. De resultaten van de analyses van CSPCC-gegevens uit deze respectievelijke
deelonderzoeken zijn gerapporteerd in verschillende publicaties. De belangrijkste conclusie is dat de procedurele ondersteuningsaanpak (c) niet leidde tot verbetering van de
kwaliteit van het besluitvormingsproces. De trainingsaanpak (b) bracht hier echter wel
in een aantal opzichten verandering in. Zo nam de aandacht voor diagnostiseren (D)
aanzienlijk toe, terwijl het aantal overgangen tussen CSPCC-categorieën die in strijd zijn
met het normatieve model van de klinisch-diagnostische cyclus, afnam. Deze resultaten
werden overigens bereikt ten koste van de aandacht voor behandelingsgerelateerde
besluitvorming.
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Hoofdstuk 6'is een aanvulling op de publicaties waarin deze resultaten zijn gepresenteerd. Dit hoofdstuk behelst een klinisch-instrumentele evaluatie van het trainingsonderzoek en het procedureel georiënteerde onderzoek. Beide onderzoeken waren gericht
waren op het ondersteunen van beslissers. De grondgedachte en opzet van beide benaderingen wordt beschreven, gevolgd door een klinische evaluatie van hun sterke punten en
tekortkomingen, en van het onthaal dat deze benaderingen vonden bij de betrokken clinici. In een afsluitende discussie wordt het behouden van een aantal waardevolle elementen uit beide benaderingen bepleit, in een format waarin periodieke trainingselementen
worden gecombineerd met een meer structurele vorm van beslissingsondersteuning.
Voorwaarde daarbij is dat een dergelijke aanpak is toegesneden op de beperkingen die
inherent zijn aan de klinisch-psychodiagnostische praktijk, en op de cognitieve mogelijkheden en beperkingen van de beslissers.
Hoofdstuk 7 is een afrondende discussie. Deze beperkt zich echter niet louter tot het
in de voorafgaande hoofdstukken beschreven onderzoek. Ook ander onderzoek van de
auteur, en verwant onderzoek dat elders is uitgevoerd wordt in de discussie betrokken.
De hier gepresenteerde bevindingen worden zo in perspectief geplaatst en aangegeven
wordt welk verder onderzoek op dit terrein nodig is. Betoogd wordt dat de in dit proefschrift beschreven onderzoeksresultaten laten zien dat een betrouwbare en valide evaluatie van psychodiagnostische besluitvorming op basis van het CSPCC mogelijk is. Het
onderzoek met dit coderingssysteem wijst uit dat - in termen van het normatieve kader
van de klinisch-diagnostische cyclus - de procedurele kwaliteit van psychodiagnostische
besluitvorming in teamverband duidelijk te wensen over laat. De bevindingen komen
overeen met die van andere auteurs die onderzoek hebben gedaan op dit terrein, en
eveneens met de resultaten van onderzoek naar individuele en teambesluitvorming in
diverse andere werkvelden.
In dit afsluitende hoofdstuk wordt ook ingegaan op enige belangrijke vragen die de
hier gepresenteerde bevindingen oproepen. Eerst wordt gewezen op twee belangrijke uitdagingen voor toekomstig empirisch werk op dit terrein. In de eerste plaats zal getracht
moeten worden proces- en productonderzoek naar psychodiagnostische besluitvorming te
combineren. Dit proefschrift richt zich volledig op de aard en kwaliteit van het besluitvormings/>rar«. Dat een goed (dat wil zeggen: gedisciplineerd, analytisch) besluitvormingsproces ook inderdaad leidt tot goede producten (beslissingen), moet nog empirisch
worden aangetoond. Enige ideeën worden ontvouwd over hoe deze uitdaging kan worden
aangenomen. In de tweede plaats vraagt de teleurstellende kwaliteit van het psychodiagnostisch besluitvormingsproces om onderzoek dat hiervoor een verklaring kan bieden.
Ter illustratie hiervan wordt een korte schets gegeven van een recent gestart project.
Vervolgens wordt het gezichtspunt ingenomen van een onderzoeker aan wie wordt
gevraagd wat voor perspectief de hier en elders gepresenteerde bevindingen bieden voor
het verbeteren van de kwaliteit van professionele teambesluitvorming in de dagelijkse
praktijk. Verschillende mogelijkheden voor beslissingsondersteuning worden kort
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besproken. In de eerste plaats wordt geconcludeerd dat het trainen van beslissers in het
hanteren van formele, beslissingstheoretische modellen weinig perspectief biedt. Langetermijn overdracht van trainingseffecten en in een training geleerde vaardigheden naar de
dagelijkse praktijk blijkt een zeer groot probleem. Bovendien sluiten formele beslissingsmodellen en de kenmerken en eisen van de klinische praktijk slecht op elkaar aan. De
acceptatie van een dergelijke benadering door practici is eveneens een groot struikelblok.
Een aanpak die leidt tot structurele beslissingsondersteuning wordt perspectiefrijker
geacht. Zonder volledigheid te willen claimen, worden vier mogelijkheden voor een dergelijke aanpak kort besproken: a) procedurele disciplinering en formattering van het
besluitvormingsproces; b) invoering van beslissingsondersteunende, klinische expertsystemen; c) het systematisch feedback geven aan beslissers over de kwaliteit en effecten van
hun beslissingen, en d) het ondersteunen van effectief, taakgericht opereren door teams.
Bij dit laatste punt wordt met name gedoeld op het vergroten van de vaardigheden van
voorzitters van teamvergaderingen om beslissingsproblemen gestructureerd aan te pakken en effectief om te gaan met de groepsdynamische aspecten van besluitvorming in
teamverband. Deze optie wordt bij uitstek gezien als een op dit moment uitvoerbare en
rendabele manier om psychodiagnostische teams te ondersteunen bij het verbeteren van
de kwaliteit van hun gezamenlijke besluitvorming.
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Stellingen
behorend bij bet proefschrift van H.M.P.H.M. Pijnenburg
Psychodiagnostic decision-making within clinical conferences: Exploring a domain

1. De formele kwaliteit van besluitvorming in psychodiagnostische teambesprekingen
binnen de jeugdzorg is matig tot laag; het karakter van de instelling en de aard van de
besproken problematiek zijn daarop niet wezenlijk van invloed
2. Pas wanneer onderzoek naar het klinisch-psychodiagnostisch besluitvormingsproces
wordt gecombineerd met onderzoek naar de beslissingen die daar het product van zijn,
kan een definitief kwaliteitsoordeel worden geveld. Het is echter niet aannemelijk dat dit
oordeel positiever zal zijn dat het huidige, dat vooral op procesonderzoek is gebaseerd.
3. Het ontbreekt vooralsnog aan empirisch onderzoek dat een bevredigende verklaring
biedt voor de discrepanties tussen theorie en praktijk van klinisch-psychodiagnostische
besluitvorming.
4. Statistisch-axiomatische besliskundige modellen zijn niet toegesneden op het karakter
van beslissingsproblemen in de klinisch-psychodiagnostische praktijk en stuiten steevast
op weerstand bij clinici. Als instrumenten voor permanente beslissingsondersteuning van
deze praktijk bieden zij dan ook geen perspectief.
5. Elke poging tot verbetering van de kwaliteit van psychodiagnostische
teambesluitvorming, die zich geen rekenschap geeft van de belangrijke sociaalemotionele functie van de besprekingen waarin deze besluitvorming plaatsvindt, is tot
mislukken gedoemd.
6. Voorzitters van psychodiagnostische teambesprekingen dienen zich te beperken tot
een structurerende en teamwerk-faciliterende rol, omdat dit de beste garanties schept
voor adequate teambesluitvorming.
7. Het is opvallend dat vanuit het jeugdzorgveld zelf tot nu toe nog maar weinig
onderzoek naar de kwaliteit van klinische besluitvorming is geëntameerd.
8. Beslissingen zijn niet noodzakelijkerwijs beslissend.
9. /nferdisciplinariteit wordt in de jeugdzorg vaak verward met mutódisciplinariteit. Het
realiseren van het laatste is niet zo'n kunst, van het eerste des te meer.
10. Onderzoekers én hulpverleners moeten bij voorkeur terugkijken op hun verrichtingen
met een teder soort minachting, (geënt op een uitspraak van Dennis Potter)
11. Dutch bargain, Dutch comfort, Dutch courage, Dutch gold, Dutch treat, Dutch
uncle... Dutch' beeft in het Engels nooit een positieve betekenis. Sinds enige tijd vormt
Dutch design echter een uitzondering op die regel.

