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Authors tested the validity of the Peabody Picture Vocabulary Test-Third Edition (PPVT-
III) as a screening measure for intelligence and achievement. The PPVT-III and Kaufman
Assessment Battery for Children (KABC) were administered to 416 African American chil-
dren of low socioeconomic status in a counterbalanced design. Results indicated that the
PPVT-II correlated .58 with the KABC Mental Processing Composite (MPC) score; how-
ever, participants scored significantly lower (M = 8.3 points) on the PPVT-III than on the
MPC. Although receiver operating characteristic (ROC) analyses supported the use of the
PPVT-III as a valid intellectual and achievement screener, the selection of a single cutoff
score for the PPVT-III was problematic. The purpose of the screening program should
guide selection of a cutoff score for the PPVT-IIL
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Screening is defined as the identification of unrec-
ognized problems through the use of brief mea-
sures in order to distinguish between those persons
who probably suffer from a disorder from those
who probably do not (Derogatis & DellaPietra,
1994). The purpose of screening is to identify
those persons who are at greater risk for a prob-
lem, not to yield a diagnosis (Satz & Fletcher,
1988). The practice of screening “well” popula-
tions is built on the notion that early problem detec-
tion is advantageous by leading to early intervention
and improved outcomes. Based on the premise that
early educational interventions produce positive out-
comes, early screening of children for educational
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problems has been endorsed as a service to chil-
dren who have special needs (Lichtenstein &
Ireton, 1991).

Although educational screening instruments can
vary in terms of coverage, desirable measures are
those that are reliable, valid, standardized, and cost
effective (Lichtenstein & Ireton, 1991). For screen-
ing measures, the most important type of psycho-
metric validity is that of predictive validity, the
ability to identify those with the disorder of interest
and exclude those who do not have the disorder.
Cost effectiveness is also important in screening.
Useful screening measures are those that cost little
in terms of materials, administration time, and
level of expertise required for administration and
scoring (Lichtenstein & Ireton, 1991; Satz &
Fletcher, 1988).

The most recent revision of the Peabody scales, the
Peabody Picture Vocabulary Test-Third Edition
(PPVT-III; Dunn & Dunn, 1997), appears to possess
several of these desirable characteristics. Like its
predecessors, the PPVT-III is a standardized mea-
sure that is quick, inexpensive, and can be adminis-
tered and scored by nonprofessionals (Dunn &
Dunn, 1997). In addition, test authors specify the
following two purposes for the PPVT-III: (a) as a
brief achievement measure of receptive, or hearing
vocabulary; and, (b) as a screening measure of ver-
bal ability (Dunn & Dunn, 1997).

Numerous studies endorsed the validity of the
Peabody Picture Vocabulary Test-Revised (PPVT-R;
Dunn & Dunn, 1981) as a screening measure of
intelligence and achievement (e.g., Williams &
Wang, 1997). The PPVT-R was found to correlate
positively and significantly with varied measures of
intelligence (rs ranged from .23 to .78; Dunn &
Dunn, 1997) and achievement (rs ranged from .33 to
.80; Williams & Wang, 1997). Despite positive valid-
ity findings, however, the PPVT-R tended to yield
lower scores for minority children. For example,
Washington and Craig (1992) found that low income
African American preschool and kindergarten chil-
dren performed more than one standard deviation
below the mean of the PPVT-R standardization sam-
ple and concluded that the PPVT-R was inappropri-
ate for use with this population. During field testing
of the PPVT-IIL test authors attempted to reduce
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racial disparity by eliminating items that were found
to be biased against racial and ethnic groups (Dunn
& Dunn, 1997).

The first purpose of the present study is to investi-
gate the concurrent validity of the PPVT-III by
determining the extent to which it compares with
measures of intelligence and achievement. The sec-
ond purpose is to examine how the PPVT-III com-
pares with prior versions in measuring intelligence
and achievement in low socioeconomic (SES)
minority children. The third purpose is to analyze
the accuracy of the PPVT-III as a screening mea-
sure of intellectual ability and scholastic achieve-
ment in children.

Method

Participants

Participants were 213 boys (51.2%) and 203 girls
(48.8%) from the Memphis, Tennessee area who
had recently completed kindergarten. Participants
ranged in age from 70 to 89 months (M = 75.86
months; SD = 3.12 months) and were selected for
study inclusion if their mothers identified them-
selves as African American. Participants’ median
household income from all sources was $10,000
per year (M = $13,467; SD = $13,400), and the
majority of participants’ parents were receiving
governmental assistance at the time of testing (e.g.,
Aid for Dependent Children, AFDC). At the time
of testing, 34% of children’s mothers had not
earned a high school degree, 42% of children’s
mothers completed high school or earned a
General Equivalency Diploma, and 23.8% had
completed one or more years of education beyond
high school.

Children’s mothers were participants in a larger
study that examined the efficacy of a nurse-deliv-
ered, home intervention designed to reduce nega-
tive health-related outcomes such as childhood
injuries. Mothers were selected for study inclusion if
they met at least two sociodemographic risk factors
(i.e., unmarried; < 12 years of education; unem-
ployed; see Kitzman et al., 1997). Data were collected
as part of a follow-up assessment to determine the
efficacy of the nurse-visitation program. As data col-
lection coincided with children’s natural transition
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from kindergarten to structured first-grade educa-
tion, the assessment matched the timing when
school systems are likely to conduct intellectual and
achievement screenings with students.

Procedure

Advanced graduate students administered a stan-
dard battery of tests to all participants as part of
the follow-up assessment. The third author, a doc-
toral level, licensed school psychologist, trained
graduate students to administer and score the
PPVT-III and the Kaufman Assessment Battery for
Children (KABC; Kaufman & Kaufman, 1983).
The PPVT-III and KABC were individually admin-
istered in counterbalanced order.

Examiners completed four videotaped, pilot test
administrations that were reviewed for standard-
ized administration and scoring by the third author
prior to data collection. To further insure stan-
dardized data collection, all test administrations
were videotaped and randomly reviewed by the
third author. All test protocols were rechecked by
an independent reviewer to insure scoring accu-
racy. The third author resolved scoring discrepan-
cies via a third review of the protocol.

Measures

PPVT-I. The PPVT-II is an individually adminis-
tered, norm-referenced test designed for use with
persons ages 21/2 to 90 years. The PPVT-III includes
two parallel forms, Form III-A and Form III-B, each
containing 204 test items. Form III-A was adminis-
tered to all participants. The respondent is
required to select one of four pictures that best rep-
resents the word spoken by the examiner. The
PPVT-III yields standard scores (i.e., M = 100; SD =
15), takes approximately 10 to 15 minutes to com-
plete, and is easy to administer and score
(Campbell, 1998; Dunn & Dunn, 1997). The PPVT-
III demonstrates sound internal consistency relia-
bility as evidenced by a median alpha coefficient of
r =.95 across age groups and good temporal stabil-
ity as evidenced by a median test-retest coefficient
of r = .92 across age groups (Campbell, 1998).
Authors of the PPVT-III also provide sound evi-
dence for content, construct, internal, and crite-
rion-related validity (Campbell, 1998).

KABC. The KABC is an individually administered
test of intelligence and achievement (Kaufman &
Kaufman, 1983). The KABC yields a Mental
Processing Composite (MPC) IQ score that is fur-
ther divided into Sequential Processing (SEQ) and
Simultaneous Processing (SIM) factor scores. The
KABC also yields an Achievement Composite score
comprised of the following subtests at age 6 years:
Faces and Places, Arithmetic (MATH), Reading/
Decoding (READ), and Riddles (RIDD). The MPC,
SEQ, SIM, MATH, READ, and RIDD scores were
calculated for all participants. All scores are stan-
dardized (M = 100; SD = 15). The psychometric
properties of the KABC are sound and well docu-
mented. For example, mean internal consistency
reliability coefficients exceed .91 for the MPC and
.92 for the READ subtest (e.g., Kaufman &
Kaufman, 1983; Lichtenberger & Kaufman, 2000).
Also, multiple concurrent validity studies have doc-
umented strong relationships between the KABC
and measures of intelligence (e.g., Kaufman &
Kaufman, 1983; Lichtenberger & Kaufman, 2000).

Statistical Analyses

To examine first-order relationships between mea-
sures, Pearson product-moment correlations
between PPVT-III and KABC scores were calculated.
A series of paired-sample ¢ tests, with Bonferroni cor-
rection, contrasted PPVT-III and KABC MPC,
MATH, READ, and RIDD mean scores.

Receiver Operating Characteristic (ROC) analyses.
ROC analyses were conducted to test the diagnos-
tic accuracy of the PPVT-III as a screen for (a) intel-
lectual ability deficits, using the KABC MPC as
criterion and (b) scholastic achievement deficits,
using KABC achievement subtests as criteria. ROC
analysis was developed from statistical decision the-
ory for use with radar signal detection experiments
(Swets, 1992) and has been applied to examine the
accuracy of various biomedical technologies (e.g.,
Swets, 1988), self-report measures of psychopathol-
ogy (e.g., Somoza, Steer, Beck, & Clark, 1994), and
psychoeducational diagnostic indicators (e.g.,
Watkins, Kush, & Glutting, 1997). ROC analysis
graphically represents paired true-positive (i.e.,
sensitivity) and false-positive ratios across a test’s
full range of decision thresholds (i.e., all possible
cutoff points). A measure with random accuracy
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produces a line that bisects the ROC graph,
referred to as a random ROC or line of no infor-
mation (Hsiao, Bartko, & Potter, 1989). As diag-
nostic accuracy improves, the ROC curve deviates
from the random ROC line moving toward the
upper left-hand corner of the graph. A test that
perfectly discriminates between two diagnostic
groups yields an ROC curve that connects points
(0,0), (0,1), and (1,1) on the graph.

Several objective indices exist to quantify the accu-
racy of an ROC curve (e.g., Macmillan & Creelman,
1991), the most widely used index involves calculat-
ing the area under the ROC curve (AUC; Swets,
1992). AUCs can range in value from .50 (random
accuracy) to 1.0 (perfect accuracy) and can be inter-
preted intuitively as the probability of a screening test
score correctly classifying a pair of participants, one
“diseased” and one normal (Colliver, Vu, & Barrows,
1992). AUCs ranging from .5 to .7 denote low test
accuracy, those ranging from .7 to .9 denote moder-
ate test accuracy, and those .9 to 1.0 denote high test
accuracy (Swets, 1988; Watkins et al., 1997).

The Diagnostic and Statistical Manual of Mental
Disorders-Fourth Edition (DSM-1V; American
Psychiatric Association, 1994) was consulted to
determine cutoff scores for KABC measures. The
DSM-1V defines significant subaverage intellectual
functioning as an IQ of about 70 or below on one
or more standardized, individually administered
intelligence tests such as the KABC. DSM-IV
guidelines were used to define an intellectual
deficit hit as corresponding to a KABC MPC score
less than or equal to 70; an achievement deficit hit
corresponded to a KABC MATH, READ, or RIDD
score less than or equal to 70. Sensitivity and false-
positive ratios were calculated for PPVT-III stan-
dard and raw scores obtained by at least one
participant in the sample. Fifty-nine data points
were present in the standard score ROC and 70
data points were used in the raw score ROC. The
authors then estimated AUCs using the trapezoidal
method described by Hsiao et al. (1989); standard
errors for AUCs were calculated according to the
method proposed by Hanley and McNeil (1982)
and used by Weinstein, Berwick, Goldman,
Murphy, and Barsky (1989).
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Results

Pearson product-moment correlations between the
PPVT-III and KABC MPC and scholastic achieve-
ment measures were moderately positive and sig-
nificant, ranging from .44 to .64 (see Table 1). The
correlations parallel those observed between the
PPVT-III and measures of cognitive ability and oral
language ranging from .43 to .83 (Dunn & Dunn,
1997). Pearson correlation coefficients were also
similar to those observed between the PPVT-R and
KABC MPC (M r = .58; Williams & Wang, 1997)
and KABC achievement subtest scores (e.g., s
ranged from .41 to .62; Bing & Bing, 1985;
Mcloughlin & Ellison, 1984).

Table 1
Correlation Coefficients Between PPVT-III and
KABC Measures

PPVT-III MPC SEQ SIM
PPVT-III —
MPC .58 -
SEQ 44 .82 -
SIM .55 .90 49 -
PPVT-III RIDD MATH READ
PPVT-III —
RIDD .64 ~
MATH .55 46 -
READ 48 41 72 -

Note. PPVT-III = Peabody Picture Vocabulary Test, Third Edition;
KABC = Kaufman Assessment Battery for Children; MPC = Mental
Processing Composite; SEQ = Sequential Processing; SIM =
Simultaneous Processing; RIDD = Riddles Achievement Subtest;
MATH = Arithmetic Achievement Subtest; READ = Reading/
Decoding Achievement Subtest. All Pearson’s correlations are
two-tailed, df range from 411 to 413 due to missing data, p <.001.

Similar to the PPVT-R (e.g., Bing & Bing, 1985;
Sattler, Hilson, & Covin, 1985; Washington & Craig,
1992), low SES, African American children scored
more than one standard deviation below the mean
of the PPVT-III standardization sample, M = 82.26
(SD = 12.19). As with the PPVT-R, participants
scored significantly lower on the PPVT-IIl when con-
trasted with their KABC MPC, MATH, and READ
performances (Bing & Bing, 1985; see Table 2).
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Table 2
Means, Standard Deviations, and t values Denoting
Difference Between PPVT-III and KABC Measures

Measure M SD Mean diff ¢ value
PPVT-III 82.26 12.19 - —
MPC 90.58 11.30 -8.32 -15.39**
RIDD 83.45 8.85 -1.19 -2.57*
MATH 88.85 12.74 -6.59 -11.27%*
READ 94.10 12.52 -11.84 -19.04**

Note. PPVT-III = Peabody Picture Vocabulary Test-Third Edition;
KABC = Kaufman Assessment Battery for Children; MPC =
Mental Processing Composite; RIDD = Riddles Achievement
Subtest; MATH = Arithmetic Achievement Subtest; READ =
Reading/Decoding Achievement Subtest; DIFF = difference. All
¢ tests are from paired-sample contrasts with df = 411, two-tailed
with Bonferroni correction for multiple comparisons.

#p <.05. **p < 01.

As an intellectual screener, the PPVT-III yielded an
AUC of .909 with a standard error of .051 using stan-
dard scores (see Figure 1); as an achievement
screener, the PPVT-III yielded an AUC of .823 with a
standard error of .031 using standard scores (see
Figure 2). Therefore, as an intellectual screener, the
probability with which the PPVT-III correctly classi-
fied a pair of children (i.e., one scoring > 70 on MPC,
one scoring < 70 on MPC) was 91%. As an achieve-
ment screener, the probability that the PPVT-III cor-
rectly classified a pair of children (i.e., one above and
one below 70 on at least one KABC achievement sub-
test) was 82%. Hanley and McNeil’s (1983) method to
compare AUCs was used, and results did not differ
when raw scores were used for intellectual screening,
AUC = 907, SE = .052, z = 0.08, ns, or achievement
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Figure 1. Receiver operating characteristic (ROC) curve using Peabody Picture Vocabulary Test-Third Edition

(PPVT-III) standard scores for intellectual screening.
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Figure 2. Receiver operating characteristic (ROC) curve using Peabody Picture Vocabulary Test-Third Edition
(PPVT-III) standard scores for achievement screening.

screening, AUC = .843, SE = .029, z = 1.28, ns. As an
intelligence screener, the PPVT-III AUC compares
with those obtained by diagnostic imaging tech-
niques (e.g., .90-.98), such as computed tomography
or mammography, used to discriminate diseased
from normal tissue (Swets, 1988). The achievement
AUC compares with those obtained by weather fore-
casts, which range from .75 to .90 for predicting rain,
and .65 to .80 for predicting temperature (Swets,
1988). Due to the similar results produced by both
standard and raw score cutoffs and the use of stan-
dard scores for making screening decisions in
applied settings, the remainder of the results are
reported for standard scores only.

Although the PPVT-III produced moderate to high
AUC values, determining an optimal cutoff score
was problematic. Carran and Scott (1992) suggest
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that indicators of sensitivity, specificity, positive
predictive value (PPV), and overall hit rate approach
.80 for a screening test to be considered valuable. As
an intelligence screener, sensitivity, specificity, and
hit rate values met or exceeded the .80 criterion at
scores 67 through 71; however, the highest PPV
among these scores was .25 (12/48; see Table 3).
The highest PPV of .60 (3/5) was observed at score
51, resulting in excellent specificity and overall hit
rate but low sensitivity. As an achievement screener,
the PPVT-III did not achieve a pair of sensitivity and
specificity values that met or exceeded .80. As an
achievement screener, the highest PPV of 1.00 (9/9)
was observed at score 60, resulting in perfect speci-
ficity and good overall hit rate but unacceptable sen-
sitivity (see Table 4). No PPVT-III cutoff score met
all criteria suggested by Carran and Scott (1992) as
an intelligence or achievement screener.
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Table 3

Accuracy of Selected Cutoff Scores When Screening for Intellectual Deficits

Cutoff score Sensitivity Specificity PPV NPV Hit rate
512 .20 .99 60 97 .96
67b:c .80 91 25 .99 91
68P .80 .88 20 .99 .88
69 .80 .86 17 .99 .86
70b .87 .83 16 .99 .83
71b .87 .80 14 .99 .80

Note. PPV = positive predictive validity; NPV = negative predictive validity. Base rate of MPC scores at or below 70 = 3.6%.
Cutoff score that yielded highest overall hit rate. "Cutoff score that achieved sensitivity, specificity, and hit rate at or above .80 per Carran and
Scott’s (1992) guidelines. “Cutoff score that yielded referral rate 3 times higher than base rate per Lichtenstein and Ireton’s (1991) guidelines.

Table 4

Accuracy of Selected Cutoff Scores When Screening for Achievement Deficits

Cutoff score Sensitivity Specificity PPV NPV Hit rate
602 12 1.00 1.00 .84 .84
63> 24 99 78 85 85
75¢ .68 .81 .45 .92 79

Note. PPV = positive predictive validity; NPV = negative predictive validity. Base rate of one or more achievement scores at or below 70 = 18.1%.
ACutoff score that yielded highest PPV. PCutoff score that yielded highest overall hit rate. “Cutoff score that yielded referral rate 1.5 times
higher than base rate per Lichtenstein and Ireton’s (1991) guidelines. No cutoff score achieved sensitivity, specificity, and hit rate at or

above .80 per Carran and Scott’s (1992) guidelines.

Discussion

Generally, findings indicate that the PPVT-III is
comparable to the PPVT-R as evidenced by similar
relationships with KABC summary scores and like
performance by low income, African American
children. Despite the attempts to reduce racial dif-
ferences, the PPVT-III appears to perform similarly
to prior editions of the Peabody scales. On average,
the PPVT-III tends to underestimate both intellec-
tual ability and scholastic achievement, as mea-
sured by the KABC, in low SES, African American
children. Although the PPVT-III produced accept-
able AUCs, the test did not meet established crite-
ria at any single cutoff score.

It is important to note, however, that most screen-
ing instruments do not meet or exceed criteria
established by Carran and Scott (1992). For exam-
ple, the Brigance K&1 Screen (Brigance, 1992)
achieved adequate specificity, .82, and overall hit
rate, .80, values but low sensitivity, .67, and PPV,
.41, when used to detect special education status in

preschoolers (Mantzicopoulos, 1999). Two reviews
point to similar problems with other early child-
hood screening instruments, such as the Denver
Development Screening Test and Early Screening
Inventory (Carran & Scott, 1992; Gredler, 1997).
On average, early childhood screening instruments
achieve sensitivity values in the .48 to .63 range,
specificity values in the .89 to .91 range, and PPVs
from .42 to .65.

The PPV of screening instruments, including the
PPVT-III, is impacted negatively when detecting
low base-rate disorders. The PPV of a screening
test falls sharply as the prevalence of the disorder
of interest decreases. Even when screening tests
demonstrate excellent sensitivity and specificity
(e.g., .95), low prevalence of a disorder necessarily
limits its PPV. For example, a screening test with
sensitivity and specificity of .95 yields a PPV of .50
when screening for a disorder with prevalence rate
of 5% (Derogatis & DellaPietra, 1994). That is, 50%
of those identified at-risk by the screen will not be
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diagnosed with the disorder. When more realistic
sensitivity, .80, and specificity, .90, values are used
to illustrate the problem of low base rates, PPVs
fall to approximately .30 (Clark & Harrington,
1999; Derogatis & DellaPietra, 1994). In the pre-
sent study, 3.6% of the sample scored below 70 on
the MPC, and 18.1% scored below 70 on one or
more of the achievement subtests; therefore, the
poor performance of the PPVT-III at any single cut-
off score is due partly to inherent problems of
detecting low base-rate disorders.

Before discussing strategies for dealing with the
problem of detecting low base-rate disorders, it is
important to establish different costs associated
with two types of screening errors, false negatives
and false positives. False negative errors result in
children missing needed special education ser-
vices. Given the importance of detecting educa-
tional problems early, some propose that false
negatives are the more serious of the two errors
and should be minimized when screening
(Lichtenstein & Ireton, 1991; Rafoth, 1997).
Proponents argue that the primary purpose of a
screening program is to identify those children
who may benefit from special services and assert
that a false positive error is correctable through
follow-up evaluation, whereas a false negative
error cannot be corrected. False positive errors cre-
ate problems as well. In terms of financial
resources and manpower, false positives strain fol-
low-up assessment efforts and can restrict resources
available for special education services. Ironically,
a screening program striving to detect a high per-
centage of children with a disorder could result in
reduced direct services available for special educa-
tion. In addition to strained resources, Gredler
(1997) states that false positive errors can cause
undue parental stress, anger, and worry associated
with unnecessary evaluation, whereas Lichtenstein
and Ireton (1991) suggest that a false positive result
can produce a negative “self-fulfilling prophecy”
that influences follow-up assessments.

When the prevalence rate for a problem is low, one
strategy for reducing overall misclassification
errors is to operate at a cutoff score that compro-
mises sensitivity. On the ROC, these scores are
located on the lower left-hand corner of the curve
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(Harber, 1982; Metz, 1978; Swets, 1992). Stringent
cutoffs restrict the number of persons misclassified
as false positives, thereby reducing costs associated
with undue parental stress and unnecessary follow-
up testing such as administration of an intelligence
test. Using this strategy with our sample, a cutoff of
51 as a screen for intelligence yielded the highest
overall classification rate of .96 with correspond-
ing specificity of .99, PPV of .60, and a sensitivity
of .20 (see Table 3). A cutoff score of 63 as a screen
for achievement yielded the highest overall classifi-
cation rate of .85 with specificity of .99, PPV of .78,
and a sensitivity of .24 (see Table 4). The stringent
cutoff strategy effectively limits problem detection
by assuming that misclassification errors are
equally undesirable. In applied settings it is
unlikely that misclassification errors will be
assigned equal importance; therefore, those who
use the PPVT-III as a screener may wish to establish
cutoff scores according to other guidelines.

When screening for low base-rate disorders,
Lichtenstein and Ireton (1991) suggested operating
at a cutoff score that yields referral rates 1.5 to 2.5
higher for disorders with base rates ranging from
5% to 10%. For base rates as low as 1% to 3%,
Lichtenstein and Ireton suggest using a cutoff score
that yields referral rates as high as 3 times the base
rate. Compared with the stringent cutoff strategy,
Lichtenstein and Ireton’s guidelines are designed
to minimize false-negative errors while increasing
costs related to the evaluation of false positives. In
our sample, cutoff scores were selected to yield
referral rates 3 times higher for intellectual deficits
and 1.5 times higher than the base rate for achieve-
ment deficits (see Tables 3 and 4). As expected, the
increase in referrals yielded a significant increase
in test sensitivity and false-positive errors. If detec-
tion of low intellectual functioning is considered
paramount regardless of the corresponding
increase in costs associated with evaluating false
positives, one might reasonably use a cutoff score
of 67. In this case, using a cutoff score of 67 results
in a referral rate three times greater than the base
rate and yields acceptable sensitivity, specificity,
and hit-rate values. In our sample, a cutoff of 67
produced a false-positive ratio of 75% in those
referred but correctly identified 80% of those chil-
dren scoring at or below 70.
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Study conclusions should be tempered due to sev-
eral limitations. First, the sample consisted of 6-
year-old, low SES, African American children
thereby limiting generalizations to this population.
Children of low SES status tend to show deficits in
vocabulary skills (e.g., Hart & Risley, 1999), a find-
ing that may account for the significant differences
between scores on the PPVT-III and KABC regard-
less of minority status. It is not possible, however, to
attribute the results of the study to either low SES
status or minority status as these two variables were
confounded in the sample.

Second, the KABC may not be the best measure
for use as a criterion measure for the sample. It was
normed over a decade earlier than the PPVT-III, a
difference between measures that may account for
a portion of the mean differences observed in the
study. Flynn (1984) documented that norms
increase in difficulty over time at a rate of approxi-
mately 3 standard score points per decade, the so-
called “Flynn effect.” Therefore, mean differences
observed between measures may result, in part,
because the PPVT-III is a newer test than the
KABC as opposed to being a significantly different
test. It is also important to note that the KABC
measures intellectual functioning and achievement
with minimal verbal requirement. Because the
KABC does not sample a wide range of vocabulary
skills, the PPVT-III may perform better as a screen-
ing instrument if the criterion measure includes a
greater sampling of vocabulary skills.

Also, a single test score is not equivalent to a diag-
nostic category. Participants’ hypothetical follow-up
status was determined by performance on one mea-
sure with no certainty that low scorers would satisfy
all diagnostic criteria for a disorder. If one is inter-
ested in the diagnostic accuracy of the PPVT-III in
detecting Mental Retardation, for example, KABC
results satisfy only one diagnostic criterion for this
disorder. In addition, our data do not address the
utility of the PPVT-III as a screen for giftedness as
no participant in this sample achieved an MPC score
greater than 118. Finally, the present study examines
the concurrent validity of the PPVT-III, one stage in
validation of a screening instrument. As Satz and
Fletcher (1988) noted, the most important type of
validity for a screening instrument is predictive

validity. According to Satz and Fletcher, predictive
validity for a screening instrument should be
assessed in a longitudinal prediction design with a
follow-up interval of at least 3 years.

Given the large number of studies that investigated
the validity of the PPVT-R (Williams & Wang,
1997) and its frequent selection as a screening
instrument (May & Kundert, 1992), the PPVT-III is
likely to be studied in some detail in the near
future. Investigations designed to further assess
the usefulness of the PPVT-III as a screening mea-
sure may address the limitations of the present
study in several ways. First, future studies are
needed to cross-validate the present findings by
sampling a wider scope of participants. Studies that
expand the range of participants’ age, SES, and
racial and ethnic diversity can test the generaliz-
ability of our findings. Second, future investiga-
tions may further test the diagnostic accuracy of
the PPVT-III by administering the test in the con-
text of a thorough assessment with the purpose of
arriving at definitive diagnoses of intellectual or
learning disabilities. Lastly, a longitudinal design
should be used to examine the predictive validity of
the PPVT-III in detecting subsequent intellectual
delays, academic deficits, or both.
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