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In a recent study, we empirically demonstrated limitationsance, which is the tendency of different variables from the
in traditional ways that psychologists have used factor analysame test to correlate significantly.
sis to define cognitive constructs (Delis et al., 2004). Our Bowden (2004) has written another reply addressing ques-
criticism of factor analysis was not directed at this statisti-tions raised in the Delis et al. (2004) study. We applaud
cal method per se, but rather at how it has often beemBowden for further examining how neuropsychologists
employed by psychologists to test cognitive constructs. Spedefine cognitive constructs, because, as noted above, there
cifically, we pointed out shortcomings in using this tech-is a critical need for this line of research in our field. We
niquewith normal or mixed clinical population$Ve argued agree with several statements made by Bowden. He argues
that the factor-analytic studies of memory tests with normafor more detailed factor structures, and an examination of
or mixed clinical populations often yielded solutions in which aspects of the models not available from Principal Compo-
measures of immediate and delayed memory loaded on theents Analysis. Bowden also emphasizes measurement
same factor. This particular use of factor analysis can maskvariance, and the use of vectors from observed score and
important distinctions between critical cognitive functions latent variable means. Of considerable importance are his
that have been demonstrated using other research methoddservations regarding apparent changes in between-group
such as experimental manipulations or case studies. We theorrelations due to sampling error, changes in score vari-
conducted a factor-analytic study that empirically demon-ability, or different trait compositions of observed scores in
strated that, whereas immediate and delayed memory mediferent groups. Bowden has thus provided an important
sures load on the same factor when using normal or mixetist of complex issues that psychologists should address
clinical samples, these measures loadseparatefactors ~ when using factor analysis to test the validity of cognitive
when using a homogenous population of patients with Alz-constructs in our assessment instruments.
heimer’s disease (AD). We drew the conclusion that factor However, Bowden raised other points about which we
analytic techniques can still be used ase method for have some questions. First, Bowden noted that, in a past
exploring conceptual relationships, but only if these meth-study, he and his colleagues conducted a factor analytic
ods are used as part of a systematic, programmatic explatudy using “a large, diagnostically homogenous group of
ration involving separate confirmatory factor analyses usinglcohol dependent patients,” and they nevertheless found
multiple homogenous patient populations. In the first pub-support “that a distinction between immediate and delayed
lished reply to our study, Larrabee (2004) pointed out othememory was not necessary” (see Bowden et al., 2001). One
limitations, stating that application of factor-analytic tech- question we have about their study, however, concerns
niques to a single test that yields multiple measures mawhether their sample of alcohol dependent patients was actu-
result in global, simplistic solutions due to method vari- ally homogeneous. Specifically, this sample of 289 partici-
pants with alcohol abuse or dependency appeared to contain
several major subgroups of patients. For example, the authors
_ _ noted that about 40% of their sample had neurologic signs
Reprint requests to: Mark W. Jacobson, Ph.D., Veterans Affairs Med- . ..
ical Center—San Diego, 3350 La Jolla Village Drive, Psychology ServiceOf Wernicke—Korsakoff Syndrome (|t is unclear whether the
(116B), San Diego, CA 92161. E-mail: mjacobson@vapop.ucsd.edu  degree to which having “neurologic signs” constituted a

1020

https://doi.org/10.1017/51355617704107121 Published online by Cambridge University Press


https://doi.org/10.1017/S1355617704107121

Letter to the editor 1021

formal diagnosis of alcoholic Korsakoff syndrome). The ments. We are not exactly clear why selection based on
authors also indicated that “many of the participants sufknown diagnostic status would be viewed as a problem. For
fered multiple organ disease,” but these diseases were ndecades, neuropsychologists have selected homogenous
specified. In addition, the time when the cognitive testspatient populations with relatively known cognitive pro-
were administered to these patients after they stopped drinfies in order to test a priori hypotheses about cognitive
ing varied considerably in subgroups of the subjects, frondissociations.
0-2 weeks at one site, to 4—6 weeks at a second site, and There is a clear need for neuropsychologists to engage to
“at least 2 weeks after” at a third site. Duration and amount much greater degree in the types of analyses and discus-
of alcohol intake varied widely in the sample as did the agesions offered by Bowden (2004), with the ultimate goal of
range of 18—70 years. Taken together, Bowden et al.’s (200Tkfining the methods we use to define our cognitive con-
sample of subjects appears to represent a rather mixed clistructs. In our field, we have a number of methods available
ical sample, the type of sample that, according to Deligo formulate and test the validity of our cognitive con-
et al. (2004), would be at risk for yielding factor solutions structs, including factor-analytic, experimental manipula-
that mask critical distinctions between cognitive functions.tion, and case-study approaches. As a field, we would
However, our central question for Bowden (2004) is that,enhance the rigor of our scientific and clinical methods by
how can one use only factor-analytic findings to draw thestriving to derive a homenclature of cognitive constructs
conclusion that “a distinction between immediate andbased on multiple, empirically based methods that reveal a
delayed memory was not necessary”? Numerous experimeonvergence of support for formulating distinctions in cog-
tal investigations of neurologic populations and classic casaitive functions.
studies of amnesic patients have demonstrated striking dis-
sociations between their scores on immediate and delaygdEFERENCES
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