
 
 

NEUROPSYCHOLOGICAL   EVALUATION 
 
Name: Robin Myers      
Education: 7th Grade 
Sex: Male       
Race: African American      
Age at Assessment: 51       
DOB: 7/16/1961     
Date Seen: 2/19/2013 
Date of Report: 10/29/2015           
 
I. REFERRAL AND BACKGROUND INFORMATION 
 
Mr. Robin Myers was referred to the examiner by his attorney, Ms. Kacey Keeton, from Federal 
Defenders of the Middle District of Alabama for a forensic neuropsychological evaluation in 
connection to a clemency appeal of his capital murder conviction. Mr. Myers is currently an inmate 
in Death Row at Holman Prison in Atmore, Alabama.   
 
Informational Sources and Records:  The following report has been prepared based on interview 
information from Mr. Myers on February 19, 2013, on testing conducted by the examiner, video 
interviews with Mr. Myers’ family and friends, and on medical, psychiatric, neuropsychological, 
academic, and legal records obtained through Mr. Myer’s attorneys.  These information sources 
are not limited to but include the following:  
 
 Interview with Mr. Myers at Holman Prison on February 19, 2013 
 Neuropsychological testing of Mr. Myers at Holman Prison on February 19, 2013  
 Forensic psychological testing and report by Glen King, J.D., Ph.D., ABPP, dated March 

3, 2006 
 Neuropsychological testing and report by Charles J. Golden, Ph.D., ABPP, dated April 28, 

2006 
 Deposition and trial testimony of Dr. King and Dr. Golden 
 Mr. Myers’ Orange Public Schools in New Jersey academic records 
 Mr. Myers’ academic records from Newark, New Jersey 
 Mr. Myers’ forensic records 
 Videotaped interviews of Mr. Myers’ friends and family  

 

Notification: At the outset of the evaluation, Mr. Myers was informed as to the purpose of this 
evaluation and limits to confidentiality. Mr. Myers was told the examiner’s name and role in the 
evaluation, and that the results would be disseminated most likely in the form of a written report 
to his attorneys to include as part of his clemency package.  Mr. Myers indicated that he 
understood this information and agreed to proceed with the evaluation.  

II. BRIEF PSYCHOSOCIAL HISTORY 

Childhood History:  Mr. Myers was born in New Jersey and lived in East Orange and Newark 
until 1971. He lived in Orange, New Jersey. He moved to Decatur, Alabama in 1990.  

He reported being slow to meet childhood developmental milestones.  
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Mr. Myers denied experiencing any emotional or sexual abuse as a child. However, he was 
punished by being hit with a belt when he behaved badly. Mr. Myers stated that his family was 
poor, and he and his siblings often went without food or clothing. He remembers as a child 
playing in the streets and in abandoned buildings.  

Mr. Myers recalled having a few friends as a child.  These were friends of his siblings. He 
remembered being picked on as a child for being poor and “not smart.” He recalled having to 
wear his sister’s coat one time to school and he was teased by his peers. He started fighting 
other kids to get them to stop teasing him.  

Mr. Myers’ mother, Ms. Lorraine Woodson, died in 2008. He did not know the cause of her 
death. He reported being close to his mother before she died. His father, Mr. John Myers, is 
also deceased. His year or cause of death is unknown. Mr. Myers reported that his father was 
more like a friend to him than a parent. He was a “street guy” and was not really involved in 
parenting. He reported his father drank a lot. His parents separated and divorced when he was 
8 years old. He lived with his dad for the first year or two, and then moved in with his mother.  

He reported having 9 siblings, four who are now deceased.  He has close relationships with 
three of his siblings (Karen, Jeffery, and Derrick).  

Social History: He married his former wife, Ms. Debbie Anthony Hood, when he was 19 years 
old. They met when he was 17 through his brother, Russell, who dated Ms. Hood first. He 
reported that this was his first and only romantic relationship. They were married for 13 years 
and divorced after he went to prison.  He has 4 children from this marriage (Leandrew, Karen, 
Deon, and Darius). His children are in their late twenties and thirties now.  

Academic History: Mr. Myers reportedly attended elementary school at Avon Avenue School in 
Newark, New Jersey from Kindergarten to the 6th grade. He attended special education classes 
in school. He had to repeat the 3rd grade. He reportedly failed all of the subjects the second year 
he was in the 3rd grade but moved to a new teacher and he was pushed through to the 6th grade 
without ever completing the 4th or 5th grades. Mr. Myers then reported having to repeat the 6th 
and 7th grades. His records indicate that he was absent from school a lot. In high school, he 
attended Rorshar Academy, which is a special school for students with intellectual disability. He 
reported quitting school in the 8th grade. He then attended vocational school but reported being 
expelled from the school due to bad behavior.  Mr. Myers reported having difficulty in all of his 
subjects. He reported being picked on during school and later on he got into a lot of fights with 
other kids who picked on him.  

Occupational History: Mr. Myers worked primarily in carpentry, landscaping, and factory work. 
His longest job was for 3-4 years in a factory that built buildings out of prefabricated marble. He 
also worked for a roofing company and his last job was at a cotton mill.  

Medical and Psychiatric History: Mr. Myers reported having asthma, allergies, hypertension, and 
high cholesterol. Mr. Myers denied a history of neurological illness. He reported a past gunshot 
wound to the neck when he was 16/17 years old.  In terms of substance abuse, Mr. Myers 
reported drinking alcohol at a young age, probably early teenage years, but he did not recall a 
specific age. He reported his dad was an alcoholic and he started drinking with him when he 
was young. He reported drinking a lot as a teenager and young adult. He primarily drank malt 
liquor, beer, and wine.  He also reported using marijuana, crack/cocaine, Quaaludes, codeine, 
and valium in the past. He was reportedly using drugs and alcohol up until he was incarcerated. 
Mr. Myers denied any history of psychiatric illness or treatment.  



 3

Medications: Mr. Myers reported taking medicine for hypertension and hypercholesterolemia.  

III. INTERVIEW 

Cognitively, Mr. Myers reported a lifelong history of problems with attention/concentration and 
memory. He thought that his cognitive abilities have worsened with age.  In terms of memory, 
he reported having difficulty remembering what he did yesterday.  

Mr. Myers is reportedly able to perform basic activities of daily living such as feeding himself, 
bathing, and toileting. He works in the prison as a hall runner and doing other custodial tasks. 

Regarding mood, Mr. Myers reported euthymic mood. He denied any depression, anxiety, or 
other psychiatric symptoms. Suicidal ideation, plan, or intent were denied. He reported sleeping 
well.  He denied receiving any current or past psychiatric treatment.  He described his 
personality as a “friendly, good person, who is always laughing and joking.” He occasionally 
feels down and bored in his cell.  

 
IV. BEHAVIORAL OBSERVATIONS 
 
On February 19, 2013, Mr. Myers was interviewed in a visitation room at Holman Prison in Atmore, 
Alabama. He presented as an adequately groomed, African American male who was dressed in 
a white prison uniform, socks, and tennis shoes. Mr. Myers wore glasses.  
 
On the day of the evaluation, Mr. Myers was alert and cooperative. His mood was euthymic and 
his affect was appropriate in range and intensity. Mr. Myers was able to express himself 
adequately. However, his vocabulary was limited but otherwise expression was unremarkable. 
Auditory comprehension was mildly impaired, but he was able to understand short and concrete 
questions. He had difficulty recalling remote personal history. For example, he did not know how 
old he was when he quit school. There was no evidence of any current active hallucinations, 
delusions, depression, or other psychiatric symptoms. His insight was limited. There was no 
evidence of any current suicidal or homicidal behaviors.  
 
During testing, Mr. Myers was alert and cooperative. He seemed interested in testing and like he 
was trying his best on testing. He handled frustration appropriately. He had some social skills. He 
listened to instructions. He seemed to be interested in the tasks.  
 
Mr. Myers’ motivation during testing was judged to be good. There was no evidence for an 
exaggerated or deliberate test-taking approach.  He performed within acceptable limits on two 
standardized and well-accepted measures of cognitive test validity (TOMM and CVLT-2 Forced 
Choice). During testing, he appeared to be trying his best and cooperated with the evaluation.  In 
the examiner’s judgment, the test results obtained are an accurate reflection of Mr. Myers’ current 
levels of cognitive functioning.  However, the results from the BAI and BDI are not interpreted 
because his reading level was too low for these to be valid indicators of his emotional functioning.  
 
V. TESTS ADMINISTERED 
 
Beck Anxiety Inventory (BAI) 
Beck Depression Inventory (BDI) 
California Verbal Learning Test – Second Edition (CVLT-II) 
Test of Memory Malingering (TOMM) 
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Trail Making Tests A and B 
Wechsler Adult Intelligence Scale – Fourth Edition (WAIS-IV) 
Wide Range Achievement Test-3 (WRAT-3) (reading subtest) 
Word Fluency Tests 
 
VI.  SUMMARY OF TEST RESULTS  
 
Please see attached summary of test scores.  
 
VII. IMPRESSIONS  
 
1. Mild intellectual disability.  
 
Mr. Robin Myers history, adaptive functioning, and cognitive test results are consistent with 
diagnostic criteria for intellectual disability according to the Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition (DSM-5). Individuals with intellectual disability have IQ scores 
approximately 2 SD below the mean of normal healthy adults taking into the account 
measurement effort of about 5 points. The DSM-5 specifies that the following 3 criteria must be 
met for a diagnosis of intellectual disability.   
 

A. Deficits in intellectual functions, such as reasoning, problem solving, planning, abstract 
thinking, judgment, academic learning, and learning from experience, confirmed by both 
clinical assessment and individualized, standardized intelligence testing.   
 

B. Deficits in adaptive functioning that result in failure to meet developmental and 
sociocultural standards for personal independence and social responsibility. Without 
ongoing support, the adaptive deficits limit functioning in one or more activities of daily 
life, such as communication, social participation, and independent living, across multiple 
environments, such as home, school, work, and community.  

 
C. Onset of intellectual and adaptive deficits during the developmental period.  

 
Criterion A:  Deficits in intellectual functions confirmed by both clinical assessment and 
individualized, standardized intelligence testing.   
 
Mr. Myers meets the first criteria for mild intellectual disability with current and past IQ scores 
falling in the mild intellectual disability range.  All of Mr. Myers’ IQ scores were within the range 
of mild intellectual disability (WAIS IQ scores falling between approximately 65-75 per DSM-5) 
except for the 2006 IQ score obtained by Dr. King.  
 
At age 11, on April 9, 1973, Mr. Myers obtained a WISC full scale IQ score of 75. This test score 
fell within the range for mild intellectual disability. However, the examiner, Dr. Lemongelo, did 
not include raw test scores in the report.  
 
At age 12, on November 5, 1973, Mr. Myers obtained a WISC full scale IQ score of 64, a verbal 
IQ score of 71, and a Performance IQ score of 64.  Dr. Louis Lauro reported Mr. Myers was 
“mentally defective” based on this test performance.  
 
At age 16, on January 8, 1978, Dr. Jerome Elson administered a WISC-R, the revised version of 
the WISC. Mr. Myers obtained a FSIQ of 71, a PIQ of 74, and a VIQ of 70. Again, these scores 
are within the range of mild intellectual disability.  
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Thus, prior to age 18, Mr. Myers consistently demonstrated the presence of sub-average 
intellectual functioning. All three standardized, full IQ test scores prior to age 18 were within the 
range of mild intellectual disability.   
 
Dr. Glen King evaluated Mr. Myers in 2006 and reported a WAIS-III FSIQ score of 84. This 
score is an outlier compared to Mr. Myers’ other full scale IQ scores. The 2006 IQ score was 
also discrepant from the 2013 WAIS-IV FSIQ of 73 from 2013. Potential reasons for this outlier 
are discussed below.  
 
On February 19, 2013, I assessed Mr. Myers’ intellectual functioning with the WAIS-IV.  Mr. 
Myers obtained a WAIS-IV Full Scale IQ score of 73 (4%ile) (95% CI = 69-78), which fell in the 
mild intellectual disability range.  
 
Criterion B:  Evidence of Impaired Adaptive Functioning in Two or More Skill Areas 

 
Mr. Myers also appears to have experienced significant deficits in adaptive functioning both prior 
to and after age 18, thereby meeting DSM-5’s Criteria B for intellectual disability. This impression 
is based on information gathered from clinical interview with Mr. Myers, video taped interviews 
with his family and friends, a review of available records including results from a standardized 
measure of adaptive behavior scale (ABAS-II) (administered by Dr. Golden in 2006) that was 
completed by his mother who knew Mr. Myers before he was 18 years-old. The DSM-5 defines 
adaptive functioning as “how well a person meets community standards of personal 
independence and social responsibility, in comparison to others of similar age and sociocultural 
background.” For a diagnosis of intellectual disability, the DSM-5 requires impairment in one of 
the following adaptive domains: conceptual, social, or practical. The conceptual (academic) 
domain involves competence in memory, language, reading, writing, math reasoning, acquisition 
of practical knowledge, problem solving, and judgment in novel situations, among others. The 
social domain involves awareness of others’ thoughts, feelings, and experiences; empathy, 
interpersonal communication skills; friendship abilities; and social judgment, among others. The 
practical domain involves learning and self-management across life settings, including personal 
care, job responsibilities, money management, recreation, self-management of behavior, school 
and work task organization.  

 
Based on information gathered from clinical interview, records, and the ABAS-II findings, the 
examiner believes that Mr. Myers’ adaptive functioning was significantly impaired both prior to 
and after age 18.  There are impairments in all three adaptive behavior domains, including 
conceptual, practical, and social domains.  
 
Mr. Myers demonstrated deficits in the conceptual domain. His academic records consistently 
demonstrated very low skills in all core academic areas including reading, spelling, and 
arithmetic. For example, he was performing at the 3rd grade level in reading, spelling, and 
arithmetic when he was 16 years old.  Mr. Myers’ family and friends reported that he was 
illiterate, so he needed his family to read and write for him. His conceptual deficits affected his 
ability to function independently. For example, Mr. Myers required assistance completing 
applications for jobs or welfare (per Ms. Hood, ex-wife). He was also unable to manage his own 
finances, such as paying household bills. He could not count money or calculate correct change 
for a purchase (per Mr. Anderson – friend, Mr. Moses Smith Jr. – uncle, and Ms. Hood – ex-
wife). He never had his own checking or bank account and did not know how to use credit 
cards. He could not fill out a money order.  Mr. Myers was in the severely impaired range 
compared to the general population on the functional academic domain of the ABAS-II (obtained 
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by Dr. Golden in 2006).   
 
There was also evidence of impairment in the practical domain. The practical domain involves 
learning and self-management across life settings, including personal care, job responsibilities, 
money management, recreation, self-management of behavior, school and work task 
organization. There were numerous examples of Mr. Myers’ impairments in this area. His mother 
indicated that he had difficulty working independently on tasks and completing them. Ms. Hood 
reported having to wake Mr. Myers up everyday and make sure he got to work.  Mr. Myers was 
in the severely impaired range compared to the general population on the self-direction domain 
of the ABAS-II (completed by Dr. Golden in 2006).  Mr. Myers had deficits in self-care skills and 
personal hygiene. His ex-wife, Ms. Hood, reported that her husband was still wetting the bed when 
they were first married at the age of 19. His friends and family (Mr. James Anderson - friend, Ms. 
Andrea Jenkins - friend, Mr. Jeffrey Myers-brother) also noted that as a teenager, Mr. Myers often 
smelled like urine because he would wet the bed and didn’t wash off his body. He did not regularly 
brush his teeth, bathe, or change his clothes. He often would wear the same dirty clothes multiple 
days (per Mr. Jeffrey Myers and Ms. Andrea Jenkins, neighbor and friend).  Regarding money 
management, Ms. Hood reported having to give Mr. Myers a cash allowance when they were 
married because he had difficulty budgeting and managing his money.  
 
Mr. Myers had difficulty living independently. His mother reported on the ABAS-II that Mr. Myers 
rarely did household chores such as dusting furniture. He did not know how to fold clothes, 
operate a microwave, make simple meals, clean a bathroom with appropriate supplies, do 
laundry, cook simple foods on a stove (like a can of soup), or perform minor household repairs 
(like unclog a drain). He reportedly did not know how to operate a washing machine. His ability 
to prepare meals was limited to simple meals such as hamburgers and hotdogs. He reportedly 
had difficulty even following the instructions and making accurate measurements for microwave 
mash potatoes (per Ms. Hood). Mr. Myers was severely impaired compared to the general 
population on the home-living domain of the ABAS-II.  
 
In terms of travel/transportation, he did not drive well because he could not read the road signs. 
He failed his driver’s exam two times and never got a driver’s license. In addition, because of his 
difficulties understanding numbers, he had difficulty using public transportation independently. 
Ms. Jenkins reported that she often had to tell Mr. Myers which bus to get on because he could 
not read the numbers on the bus.  
 
Even Mr. Myers’ leisure activities were affected. His uncle recalled Mr. Myers having difficulty 
playing drums for their church band. He would try to play organized sports, but he could not 
understand or follow the rules for basketball, kickball, or football. As a result, he was the last 
one picked on teams.  
 
Mr. Myers’ social and interpersonal skills showed developmental arrest and impairment. For 
example, he was reportedly gullible and was easily tricked into doing things that resulted in 
harmful consequences. He was exploited by others for money. He was picked on by his peers 
and was called names such as “stupid.” His family also reportedly made fun of him. He had to 
attend special classes, and in middle school had to attend a special school for individuals with 
intellectual disabilities, which further stigmatized him. He was embarrassed because he had to 
ride a special bus to school. He later began fighting and skipping school. Mr. Anderson, a friend 
of Mr. Myers, reported that he had difficulty making new friends or approaching girls when he 
was a teenager. Mr. Myers was described as different and not fitting in. He had difficulty in 
social situations with unfamiliar people. As a result, he stayed in the background and kept to 
himself until he was comfortable with others. He tended to be a follower and was talked into 
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doing things that were unsafe and that others would not want to do.  
 
In contrast, there were also a few areas in which Mr. Myers’ adaptive functioning seemed less 
impaired. For instance, Mr. Myers got married. He also held several jobs in the past, but the 
type of work he performed generally was manual, did not require skills, and appeared to require 
significant supervision from others. He held mostly factory, carpentry, or manual labor jobs. His 
longest job was for 3-4 years in a factory that built buildings out of prefabricated marble. He also 
worked for a roofing company and his last job was at a cotton mill.  

Mr. Myers’ everyday functional deficits during childhood and adulthood are believed to be 
primarily related to his low intellectual endowment, although environmental factors, such as 
poverty and poor parental supervision, may have also contributed to his adaptive deficits.   
 
Criterion C:  Onset of Intellectual and Adaptive Deficits during the Developmental Period 

 
Finally, in fulfillment of Criteria C, the onset of Mr. Myers’ intellectual and adaptive behavior deficits 
clearly occurred before he was 18 years old. This impression is based on an extensive record 
review, as well as on clinical interview with Mr. Myers, videotaped interviews with Mr. Myers’ 
family and friends, and Mr. Myers’ ABAS-II results from Dr. Golden’s evaluation in 2006.  

 
Mr. Myers completed three standardized full scale IQ tests prior to age 18 (the developmental 
period) and all of these scores fell within the mild intellectual disability range (55 to 70-75). He 
was classified as “mentally defective” in school. He was placed in special education classes. Prior 
to age 18, Mr. Myers demonstrated a range of deficits in adaptive functioning including in the 
conceptual, social, and practical domains.   Numerous family members and friends reported the 
intellectual and adaptive deficits were present prior to age 18, and even after 18, demonstrating 
that Mr. Myers did not outgrow these adaptive deficits prior to age 18. 
 
2. Impairments on neuropsychological testing consistent with intellectual disability.  

   
Neuropsychological testing was performed to better characterize Mr. Myers’ specific cognitive 
strengths and weaknesses.   This information further supports Criterion A for a diagnosis of mild 
intellectual disability.  Mr. Myers’ profile revealed impairments in learning and memory, reasoning, 
working memory, and processing speed. This profile is consistent with mild intellectual disability.  
 
Learning and memory abilities were impaired. On a high load verbal memory task (California 
Verbal Learning Test-II), Mr. Myers was asked to learn a list of 16 words over 5 trials. His ability 
to learn this list over the 5 trials was in the severely impaired range (15/80 words correctly recalled, 
<1%ile). After a distractor trial, he was unable to spontaneously recall any of the original 16 words 
(<1%ile, severely impaired). He correctly recalled one of the words with category cueing, but this 
performance was still in the severely impaired range (<1%ile). Following a longer delay, he 
spontaneously recalled one of the words (1%ile, moderately impaired). Delayed cued recall was 
severely impaired (<1%ile). Mr. Myers’ performance was mildly impaired on the recognition 
discrimination task (7%ile).   
 
Mr. Myers’ performance on the CVLT-II has relevance because this test assesses an individual’s 
capacity to learn and recall over time a large amount of auditory verbal information. This ability is 
critical to everyday function and to adaptive success in community and at work. If Mr. Myers was 
asked to spontaneously recall information from memory, such as details of a past event or 
instructions he was told, he would have very poor ability to do this. Mr. Myers would also have 
significant difficulty remembering complex instructions or details of recent conversations. If he 
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were told a list of steps to take to assist with his case, he would likely forget most of this information 
after only a few minutes.  
 
There were also deficits in aspects of reasoning. He performed in the mildly impaired range 
(9%ile) on both verbal and visual tests of reasoning (WAIS-IV Similarities and Matrix Reasoning 
subtests).  Thus, he has difficulty forming concepts from discrete information using categories, 
generalizing from a single instance, or applying procedural rules and general principles. 
Individuals with these impairments often have difficulty learning from experience or from their 
mistakes.  
 
Mr. Myers also demonstrated impairments in working memory. His WAIS-IV Working Memory 
Index score was in the mildly impaired range. His performance on a mental calculation task, 
which measures working memory and arithmetic, was in the moderately impaired range. Of 
note, he was unable to perform even basic mental arithmetic operations, such as subtraction. 
This finding was consistent with his family and friends’ reports that he could not make change or 
count money. His difficulty with math was also reflected in his academic records.  
 
Processing speed on the WAIS-IV was impaired. His WAIS-IV Processing Speed Index score 
was in the mildly impaired range (4%ile). Visual graphomotor processing speed was in the 
moderately impaired range (2%ile). These results indicate that Mr. Myers has difficulty 
processing information quickly. If he is given too much information to process at once, he likely 
is unable to keep up and respond effectively.   
 
Mr. Myers’ word reading performance was mildly impaired (6%ile) and was at the 6th grade 
level. This is consistent with mild intellectual disability with academic performance about at the 
6th grade level.  
 
In contrast, there were also cognitive abilities that were intact. As noted by DSM-5, individuals 
with intellectual disability often have relative strengths that coincide with their weaknesses. For 
example, his simple auditory attention span was in the low average range. Verbal fluency was in 
the average range. Visuomotor construction of blocks was in the average range. He also 
demonstrated average performance on a nonverbal abstraction and problem solving test; 
however, he had completed this test before so it is possible that there was a practice effect. 
Finally, he performed in the average range on simple and more complex measures of 
visuomotor speed and sequencing.  
 
In summary, neuropsychological testing revealed a pattern of cognitive impairments across 
multiple domains that further support a diagnosis of intellectual disability.  
 
3. Etiology of intellectual disability and cognitive impairments is unknown.  
 
There are a variety of etiological factors that can cause intellectual disability. Major predisposing 
factors include heredity, early alterations of embryonic development, environmental influences, 
pregnancy and perinatal problems, and general medical conditions acquired in infancy or 
childhood. Although the examiner believes that Mr. Myers’ intellectual disability has been present 
since early childhood or birth, the specific cause of intellectual disability in his case is unknown.   
However, this lack of identifiable etiology is commonly encountered.  
 
Mr. Myers’ intellectual disability is not the product of drug abuse as a young adult.  His life-long 
history of intellectual and adaptive functioning deficits preceded, and is dissociated from, his 
reported substance abuse which began in his early teenage years.   
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Mr. Myers does not appear to have a learning disability.  Although individuals with intellectual 
disability can have difficulty learning, intellectual disability is a pervasive disorder affecting most 
aspects of intellectual functioning, not just circumscribed academic areas such as reading, 
math, or written expression. A learning disorder can be diagnosed in an individual with 
intellectual disability only if the specific deficit is out of proportion to the severity of the 
intellectual disability.  Learning disorders are diagnosed when achievement scores on 
standardized tests in reading, mathematics, or written expression is substantially below that 
expected for age, schooling, and level of intelligence (usually defined as a discrepancy of 2 or 
more SD between IQ and achievement scores). Mr. Myers’ achievement scores are consistent 
with his IQ scores.  
 
 
4. No evidence of a psychiatric illness.  
 
Mr. Myers did not appear to be experiencing any current or past psychiatric symptoms other 
than a past substance abuse disorder (alcohol, crack/cocaine, marijuana, Quaaludes) which has 
been in remission since he has been in prison.  Although Mr. Myers’ self-report anxiety and 
depression scores were elevated, these assessments were not valid due to his limited reading 
ability.  
 
 
5. Mr. Myers’ IQ score in 2006 is an outlier compared to his other IQ scores. Discussion 
of potential reasons for this discrepancy in test scores.  
 
Dr. Glen King evaluated Mr. Myers in 2006 and reported a WAIS-III FSIQ score of 84. As noted 
above, this score is an outlier compared to Mr. Myers’ past and most recent IQ test scores, 
which were all within the mild intellectual disability range. There are several factors that may 
affect test scores and these are addressed below.  
 
First, the test administered by Dr. King in 2006 (WAIS-III) is different from the test administered 
by the current examiner in 2013 (WAIS-IV). The WAIS-IV, which is an updated version of the 
WAIS-III, places greater emphasis on fluid abilities such as processing speed, fluid reasoning, 
and working memory in deriving the full scale IQ score. Consequently, the WAIS-III and the 
WAIS-IV use different subtests to derive the full scale IQ. Mr. Myers’ three highest WAIS-III 
subtest scores were Comprehension, Picture Completion, and Picture Arrangement. These 
three subtests were previously included in calculating the WAIS-III full scale IQ. However, these 
subtests are not included in calculating the WAIS-IV full scale IQ. Instead, the WAIS-IV includes 
new subtests that measure fluid intellectual abilities and this is a relative weakness for Mr. 
Myers. Therefore, the lower score FSIQ score obtained in 2013 on the WAIS-IV is partly due to 
the emphasis on innate fluid intellectual abilities.  
 
Second, the Flynn Effect is another consideration when examining the discrepancy in test scores. 
The Flynn Effect concerns the fact that full scale IQ test scores have been empirically shown to 
increase an average of 0.3 points every year from the time the IQ test was originally normed. This 
effect concerns the fact that the test’s norms becoming outdated over time.  Thus, the more time 
that has elapsed since an IQ test was normed, the less accurate and more artificially inflated are 
the IQ scores.   Scores are adjusted for the Flynn Effect by subtracting 0.3 points from the full 
scale IQ for every year that has elapsed from the time the test was normed to the year the test 
was administered. Thus, when Mr. Myers completed the WAIS-III in 2006, 9 years had passed 
since the norming of the test in 1997. To calculate the Flynn adjusted full scale IQ score in 2006, 
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3 points (9 years x 0.3 point increase per year = 2.7 points) would need to be subtracted from Mr. 
Myers’ full scale IQ score. Therefore, this would lower his score to 81.  Although the Flynn Effect 
helps explain some of this discrepancy, it does not fully explain this.  
 
Third, variability in test administration and scoring practices can affect test scores. For example, 
examiners have some discretion about when to query for additional information, which could 
result in a person obtaining a higher score if the query resulted in a higher scoring response. In 
addition, examiners may differ in how strict timing rules are adhered to. Furthermore, there can 
be differences in how items are scored, and how cultural issues are accounted for. Examiners 
can differ slightly in terms of their scoring leniency. Usually differences in test administration will 
be within the error of measurement, which is +/- 5 points. Again, this may partly explain the 
differences in the 2006 and 2013 test scores.  
 
Finally, the reliability of test scores is lower for persons with very high or very low IQ compared 
to individuals with average IQ. This is due to restricted range of test scores possible by each 
group.  
 
Thus, given the factors mentioned above, my opinion is that the 2006 IQ score is an outlier and 
likely reflects error in measuring IQ and is not an accurate measurement of Mr. Myers’ actual 
intellectual functioning. Thus, I would argue that this score should not be used to rule-out a 
diagnosis of intellectual disability. The consistency of the three IQ scores obtained prior to age 
18 and the 2013 IQ provide evidence of a stable condition consistent with intellectual disability.  
 
6. Discussion of Dr. King’s and Dr. Golden’s evaluations and impressions.  
 
Dr. Glen King, JD, PhD, ABPP 
 
Dr. King was retained by the prosecutors to evaluate Mr. Myers. He conducted the evaluation 
on March 1, 2006.  Dr. King reported that Mr. Myers obtained a WAIS-III Full Scale IQ score of 
84, a Verbal IQ score of 84, and a Performance IQ score of 86. Dr. King’s opinion was that Mr. 
Myers functions in the low average range of intellectual ability.  

Dr. King also administered achievement tests. Mr. Myers reportedly was reading on a 4th grade 
level, was spelling at a 3rd grade level, and doing arithmetic at a third grade level. He noted that 
Mr. Myers was marginally literate in reading and probably illiterate in spelling and general 
arithmetic.  

Dr. King administered the Adaptive Behavior Scale – Residential and Community, Second 
Edition (ABS-RC-2) to Mr. Myers to assess adaptive behavior. He reported that Mr. Myers had 
good to excellent adaptive capabilities in the 11 areas assessed.   

Dr. King concluded from his evaluation that Mr. Myers had a learning disability but not an 
intellectual disability. He thought that Mr. Myers’ alcohol and drug use and attitude were reasons 
for his impaired IQ scores in the past. He diagnosed Mr. Myers with Learning Disabilities, NOS 
(Dyslexia, Dysgraphia, Dyscalculia), Alcohol Dependence (in remission by incarceration), 
Cannabis Dependence (in remission by incarceration), Cocaine Dependence (in remission by 
incarceration), and Personality Disorder (Anti-social Type).  
 
There were several problems with Dr. King’s evaluation. First, Dr. King did not appropriately 
assess adaptive functioning. He relied solely on Mr. Myers’ self-report to assess adaptive 
functioning. A person with substantial intellectual limitations does not have the self-awareness 
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or the cognitive skills to make accurate judgments about his or her adaptive functioning. 
Individuals with intellectual disability commonly overestimate their skill level. A more appropriate 
assessment is to interview third parties (family, friends, teachers, or supervisors) who have 
either lived with the person or who have had sufficient opportunity to observe the patient’s 
adaptive behavior skills in a typical community environment. Dr. King did not use any collateral 
sources to obtain information regarding Mr. Myers’ adaptive skills prior to age 18. 
 
Second, Dr. King did not assess Mr. Myers’ adaptive skills in a typical community-based 
environment. Typical community environments include homes, neighborhoods, schools, 
businesses, and other environments in which people of similar age, cultural or linguistic 
background ordinarily live, play, work, and interact. Instead, Dr. King assessed adaptive 
behavior in the prison setting, which is a controlled environment with no opportunities for 
independent functioning. Individuals in prison have their food and shelter provided. They do not 
have to pay rent or other bills, buy clothes or food at the store, or structure their schedule or 
day. There are no adaptive behavior tests that were designed to evaluate adaptive behavior 
skills in a prison setting.  
 
Third, Dr. King did not fully describe all of the school records documenting the presence of 
adaptive behavior deficits.  
 
Fourth, Dr. King used norms for the ABAS-RC-2 based on people with intellectual disability, the 
median being in the moderate range of intellectual disability. Therefore, a percentile of 75% is 
not in the average range compared to adults with average intelligence and functioning, but 
rather reflects average functioning compared to individuals with adaptive and intellectual 
impairments.  
 
Dr. Charles Golden’s findings:  
 
Dr. Golden conducted a neuropsychological evaluation on April 26, 2006. He relied on IQ test 
scores obtained by Dr. King instead of conducting an independent assessment of Mr. Myers’ 
intellectual functioning. Dr. Golden assessed adaptive functioning using the ABAS-II provided by 
Mr. Myers’ mother, Ms. Lorraine Woodson, to measure Mr. Myers’ functioning at age 16-17.  
 
Dr. Golden’s opinion was that Mr. Myers had an intellectual disability prior to age 18. He noted 
that the IQ test scores, academic records, and ABAS-II scores all were consistent with a 
diagnosis of intellectual disability before age 18. He noted that Mr. Myers had adaptive behavior 
dysfunction in four of nine general areas assessed by the ABAS-II.  
 
Dr. Golden did not agree with Dr. King’s diagnosis of learning disability but rather concluded that 
there was evidence of a longstanding left hemisphere disorder likely impairing the development 
of his verbal hemisphere. Dr. Golden thought that this disorder had caused Mr. Myers to 
perform below his peers when he was young resulting in very poor school performance and a 
diagnosis of intellectual disability. However, he stated that there has been reorganization of Mr. 
Myers’ left brain hemisphere which has allowed him to improve his IQ and functional skills. 
However, he noted clear residual deficits in verbal learning, abstraction, executive skills, and 
academic functioning. He stated that these abilities are located in the more tertiary areas of the 
left hemisphere and have never developed normally.   
 
Dr. Golden’s diagnostic impression was that Mr. Myers had an intellectual disability prior to age 
18. However, he testified that he did not think Mr. Myers currently had an intellectual disability. 
His impression was that Mr. Myers’ brain continued to develop after age 18, thus explaining his 
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higher IQ score in 2006 compared to previous evaluation.  
 
Dr. Golden’s impression is based largely on Mr. Myers’ 2006 IQ score. However, I do not agree 
with Dr. Golden’s conclusion because Mr. Myers’ 2013 IQ score was consistent with IQ scores 
obtained prior to age 18 and was within the range of mild intellectual disability. If the 2006 IQ 
score were discarded due to it being an outlier, the evidence would suggest that Mr. Myers has 
an intellectual disability that has been stable throughout his childhood and adult life. I would 
argue that for reasons unknown, the IQ score from Dr. King’s assessment may be erroneous 
and may not reflect Mr. Myers’ true intellectual functioning. Intellectual disability is generally 
stable condition that is not expected to improve over time. Dr. Golden’s impression neither fits 
with what is known about the natural history of intellectual disability, nor is it consistent with 
what is known of cognitive aging.   
 
It is my opinion that Mr. Myers had an intellectual disability prior to age 18, and he continues to 
have an intellectual disability.   
 
 
 
Respectfully submitted,  
 
 
 
Kristen Triebel, Psy.D., ABPP-CN 
Board Certified in Clinical Neuropsychology 
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Test Summary Table 
 

Domain Test Raw Score Scaled/Index %ile 
          
Intellectual Function WAIS-IV Full Scale IQ   73 4
  WAIS-IV Verbal Comprehension   80 9
  WAIS-IV Perceptual Reasoning   82 12
  WAIS-IV Working Memory   71 3
  WAIS-IV Processing Speed   74 4
        
  WAIS-IV Information 7 6 9
        
        
Attention WAIS-IV Digit Span Total 21 7 16
        
  WAIS-IV Working Memory   71 3
  WAIS-IV Arithmetic 6 3 (61-67) 1
        
Processing Speed WAIS-IV Processing Speed Index   74 4
  WAIS-IV Digit Symbol 32 4 2
  WAIS-IV Symbol Search 20 6 9
        
        
Expressive Language FAS Total 24 T=45 31
  Animal Fluency 8 T=51 54
  WAIS-IV Vocabulary 26 7 16
        
Memory CVLT-II Recall Trials 1-5 15 T=21 <1
  Trial B 3 -1.5 7
  Short Delay Free Recall 0 -3 <1
  Short Delay Cued Recall 1 -3.5 <1
  Long Delay Free Recall 1 -2.5 1
  Long Delay Cued Recall 0 -3.5 <1
  Perseverations 4 0 50
  Cued Recall Intrusions 4 -0.5 31
  Total Hits 14 0 50
  False Positives 12 -3 <1
  Total Rec. Discriminability 1.5 -1.5 7
        
Visuospatial/Construction WAIS-IV Perceptual Reasoning   82 12
  WAIS-IV Block Design 32 8 25
  WAIS-IV Visual Puzzles 10 7 16
        
Reasoning WAIS-IV Matrix Reasoning 10 6 9
  WAIS-IV Visual Puzzles 10 7 16
  WAIS-IV Similarities 18 6 9
        
Executive Function Trails A seconds (errors) 40 T=50 50
  Trails B seconds (errors) 131 T=48 42
        
  WCST Total Correct 101/128   
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  WCST Categories Completed 5  11-16
  WCST Errors 27 T=55 68
  WCST Perseverative Errors 9 T=65 94
  WCST Nonperseverative Errors 18 T=45 32
  WCST Failures to Maintain Set 5  <1
        
Mood/Personality Beck Depression Inventory 33   
  Beck Anxiety Inventory 14   
        

Achievement WRAT-3 Reading 38 77
6%ile (6th 

Gr)
        
        
Validity TOMM 46-50-50   
  CVLT-II Forced Choice 16/16   

 


