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Preface

The purpose of this book is to provide information about the various assessment proce-
dures that are specifi cally relevant for practicing counselors. The book deals with the use 
of these assessment procedures in the counseling process and emphasizes the selection, 
interpretation, and communication of psychological test results and highlights the basic 
principles of psychological assessment. It stresses the importance of integrating assess-
ment results with other information about the client. One primary assumption undergirds 
this text: Counselors engage in assessment practices every day, and these practices affect 
relationships, treatment decisions, and culturally responsive counseling. Furthermore, as-
sessment involves both quantitative and qualitative indicators.

The book is not designed to be a comprehensive textbook or desk manual on the various 
assessment tools themselves. There are a number of excellent books that describe psycholog-
ical tests and other assessment procedures in detail. It is expected that counselors will make 
use of such publications along with other resources as they evaluate assessment tools. As 
with the previous editions, the latest developments regarding those assessments commonly 
used by counselors and other mental health professionals are included. New to this edition 
are some innovative ways to integrate assessment into the counseling profession.

Some of the key features of the fi fth edition of the text include the following:

• bolded key terms to facilitate comprehension of major concepts;
• chapter pretests (“Test Your Knowledge”) to gauge previous learning;
• self-development activities, such as refl ective exercises and class and fi eld activities;
• “Tip Sheets,” or practical, user-friendly information about major assessment con-

cepts, issues, and practices;
• inclusion of practitioner voices of various assessment topics (“Assessment in 

Action”);
• case examples that highlight assessment issues and score reports;
• sample assessment items with an expanded list of common assessment tools;
• coverage of the history of assessment, test access issues, cultural bias in assessment, 

high-stakes testing, qualitative assessment, and specialty areas of assessment and 
related standards;  

• review questions and chapter summaries;
• sample assessment report; and  
• common statistical formulas used in assessment. 
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The text is organized into fi ve sections. Section I, Foundations of Assessment in Coun-
seling, includes introductory concepts of assessment that are useful for conceptualizing 
measurement and statistical concepts and working with various types of assessment. The 
four chapters in this section include a discussion of basic assessment terms; the history of 
assessment; purpose and use of assessment; the assessment process related to selection, 
administration, interpretation, and communication; ethical, legal, and professional issues 
in assessment and related assessment standards; and multicultural assessment practices. 
Section II, Basic Statistical and Measurement Considerations, includes two chapters that 
address foundational knowledge in statistics and measurement. Specifi cally, the following 
concepts are discussed: scales of measurement; reliability, validity, and correlation; test 
development; measures of central tendency and variability; and raw score transformation. 
Section III, Initial Assessment in Counseling, includes two chapters related to common 
assessment tasks typically found at the beginning of the counseling relationship to gauge 
mental health and substance abuse symptoms. This section addresses the intake interview; 
mental status examination; several general screening inventories; specialized assessment 
of suicide risk, substance abuse, depression, anxiety, anger, self-injury, eating disorders, 
and attention-defi cit/hyperactivity disorder; and use of the Diagnostic and Statistical Man-
ual of Mental Disorders.

Section IV, Types of Assessment, is the largest section and includes six chapters. The sec-
tion is devoted to specifi c classes of assessment, including intelligence, ability, career de-
velopment, and personality. In this edition you will fi nd expanded coverage in areas such 
as high-stakes testing, projective assessments, and interpersonal assessment involving in-
timate partner violence and child abuse. Furthermore, recent revisions in intelligence and 
ability assessment are discussed. Section V, The Assessment Report, provides one chapter 
that outlines general guidelines for communicating assessment fi ndings to a client and 
other stakeholders as well as developing a research report. The text also includes several 
appendices: names and acronyms of commonly used tests with publisher contact informa-
tion (Appendix A), web links for ethical guidelines and assessment standards (Appendix 
B), common statistical formulas (Appendix C), a sample assessment report (Appendix D), 
and an answer key for “Test Your Knowledge” items (Appendix E).

In graduate courses that cover the use of tests and other assessment procedures in coun-
seling, information about the various tools is typically covered, but the actual use of psy-
chological assessment procedures in counseling often must be learned through trial and 
error. This text should help remedy that situation by providing information to assist the 
counselor in choosing, administering, and interpreting assessment procedures as part of 
the counseling process.
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Use of Assessment in Counseling

chapter

1

What is assessment? What are the different ways counselors use assessment in the work 
they do? How did assessment become such an important part of counseling? In this chap-
ter several key assessment terms are defi ned, and the purpose and uses of assessment are 
described. Then, a brief history of assessment is provided followed by a discussion of cur-
rent attitudes toward assessment use. Finally, the chapter concludes with key questions 
and guiding principles of assessment in counseling.

Test Your Knowledge

Respond to the following items by selecting T for “True” or F for “False”:

□ T  □ F  1. Assessment aids counseling by providing information for the 
client alone.

□ T  □ F  2. Assessment and test are synonymous terms.
□ T  □ F  3. Early group tests were used to assess intelligence and ability 

among World War I recruits.
□ T  □ F  4. A problem-solving model is a useful method for 

conceptualizing the purpose of assessment.
□ T  □ F  5. Personality assessment is the most signifi cant area counselors 

are known for in assessment development. 

Introduction to Assessment

Assessment is a part of everyone’s daily lives. In any instance where someone has to make 
a judgment or solve a problem based on an outcome or information gained, assessment 
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is occurring. Individuals are recipients and participants of assessment data. Think back to 
your early memories of being assessed, tested, or evaluated in some way. Did it relate to a 
spelling or history test in school? Did it involve a report card you brought home? Were you 
being assessed for a disability or placed in a gifted program? Did you feel sad or anxious 
about something? Now, think of maybe more recent memories: taking a college or graduate 
entrance exam, discussing with a physician or counselor some symptom or issue you are 
experiencing, selecting a career path, interviewing for a job, even trying out a new recipe or 
working on a home improvement project, to name a few. No matter the memories—posi-
tive or negative—assessment occurs in various settings: schools, colleges, and universities; 
homes; health care settings; agencies; neighborhoods; communities; and so on. 

It is not surprising, then, that assessment has always played an important part in coun-
seling. From its inception, the fi eld of counseling typically involved helping students with 
academic and career planning on the basis of test results. In recent years, the role of coun-
seling (and the nature of assessment) has broadened to address a variety of concerns, such 
as self-esteem, shyness, personal growth, family and couple relationships, sexual identity, 
sexual abuse, cross-cultural communication, substance abuse, eating disorders, depres-
sion, anxiety, and suicidal ideation. Counselors also rely on assessment data for program 
planning and evaluation. Clients use assessment results to understand themselves better 
and to make plans for the future. The assessment process can be therapeutic in itself by 
helping clients to clarify goals and gain a sense of perspective and support. 

Key Assessment Terms

There are many terms associated with assessment in counseling. In this section fi ve 
key terms (i.e., assessment, tests, measurement, variable, and psychometrics) are presented. 
Throughout the text information on terms associated with these are outlined. Before defi n-
ing these terms, it is important to defi ne what the term client means throughout the text. 
A client may be an individual or group of individuals being assessed in various settings, 
such as counseling agencies, private practice settings, schools, colleges and universities, 
and career centers. A client can also refer to places or settings in general, such as in cases 
of program evaluation (e.g., a character education program). Finally, a client may be as-
sociated with objects or things such as dropout rates, divorce rates, violence, trauma, or 
neighborhoods. In essence, clients are people, places, or things. 

Assessment

Assessment is an umbrella term for the evaluation methods counselors use to better un-
derstand characteristics of people, places, and things. Other terms used interchangeably 
in counseling to describe assessment are appraisal and evaluation. For most purposes, as-
sessment can be conceptualized in terms of problem solving (Brown-Chidsey, 2005; Lovitt, 
1998; Nezu & Nezu, 1993). The Standards for Educational and Psychological Testing (American 
Educational Research Association [AERA], American Psychological Association [APA], & 
National Council on Measurement in Education [NCME], 1999) defi nes assessment as “any 
systematic method of obtaining information from tests and other sources, used to draw 
inferences about characteristics of people, objects, or programs” (p. 172). The fi rst part 
of the defi nition (“any systematic method of obtaining information from tests and other 
sources”) indicates that a broad range of evaluation methods—such as standardized tests, 
rating scales and observations, interviews, classifi cation techniques, and records—may be 
used as a means of obtaining data about clients. The second part of the defi nition (“used to 
draw inferences about characteristics of people, objects, or programs”) emphasizes the use 
of assessment data to help counselors understand their clients and the situations in which 
clients fi nd themselves. Collectively, these two defi nition parts refer to a broad process 
of tool selection, administration and interpretation of data to provide a basis for forming 
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and testing hypotheses regarding the nature of a client’s issues, and possible treatment 
approaches. The assessment process is discussed in more depth in Chapters 2, 6, and 15.

Some of the common assessment categories discussed in this text are intelligence (Chap-
ter 9), ability (Chapter 10), career (Chapters 11 and 12), and personality (Chapter 13). These 
categories include both formal and informal assessment methods (see Chapter 2). Follow-
ing are brief defi nitions of each category: 

• Intelligence assessment: evaluation of cognitive abilities such as communication, 
reasoning, abstract thought, learning, and problem solving. Intelligence has been 
defi ned in many ways, although intelligence assessment is primarily measured 
through tests geared toward more traditional defi nitions. 

• Ability assessment: assessment of acquired information (achievement) or an ability 
to acquire information (aptitude) about a particular subject matter or domain. Ability 
assessments are typically used for educational purposes, although some career and 
intelligence assessments may also be categorized as ability measures. 

• Career assessment: measure of a client’s career development process as well as the 
content domains of that process. Process-oriented variables include career readiness, 
concerns, planning, and maturity. Content domains involve career values and inter-
ests inventories. Career assessment can involve individual tools or more comprehen-
sive assessment programs. 

• Personality assessment: examination of individual attributes, types, and traits re-
lated to cognitions, emotions, actions, and attitudes. Personality assessment can be 
classifi ed as structured (objective) or unstructured (projective).

As you can see from these descriptions, assessment categories are not fi xed and can over-
lap one another. 

Tests

A test is a systematic and often standardized process for sampling and describing a behav-
ior of interest for individuals or groups. Tests can measure past, present, and/or future be-
havior or some refl ection or feeling toward a behavior of interest. Tests can be interpreted 
in reference to a test taker’s previous performance (self-referenced), some objective or 
criterion (criterion referenced), or that of a standardization sample (norm referenced). 
Standardization and test norms are discussed in more depth in Chapter 6. 

Questionnaires and inventories, such as personality and interest inventories, elicit self-
reports of opinions, preferences, and typical reactions to everyday situations. In practice, 
questionnaires and inventories also are often referred to as tests if they meet certain stan-
dardization criteria. 

Tests are only one aspect of assessment. Assessment is a more comprehensive activity 
than testing by itself because it includes the integration and interpretation of test results 
and other evaluation methods. In sum, assessment involves judgments based on quantita-
tive and qualitative descriptions of client data from a variety of sources.

Measurement

Measurement is a description of the degree to which a client possesses some character-
istic. Traditionally, measurement deals with quantitative units, such as those associated 
with length (e.g., meter, inch), time (e.g., second, minute), mass (e.g., kilogram, pound), 
and temperature (e.g., Kelvin, Fahrenheit). In the physical sciences, measurement has been 
described as the actual or estimated magnitude of quantity relative to another (see Mi-
chell, 1997). The measurement concept has long been applied to the social sciences, such as 
when S. S. Stevens (1946) defi ned measurement as the assignment of numerals to objects or 
events according to some rule. These “rules” refer to scales of measurement (i.e., nominal, 
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ordinal, interval, and ratio; see Chapter 5). In addition, measurement in social sciences 
relates to providing data that meet some criteria, and thus tests are administered to assess 
the degree to which criteria are met. 

Variable

Another key term is variable, which gets assigned a label through measurement. A vari-
able refers to a construct or concept that can take on more than one value. Values can be 
qualitative or quantitative. For example, qualitative variables can include groupings such 
as gender, ethnicity, sports team, and hair color; they tend to involve categorical variables. 
Quantitative variables might include continuous variables (i.e., variables measured on 
some continuum), such as test scores, age, and rank. In assessment, you will encounter sev-
eral types of variables: independent variables (preexisting variable or variable able to be 
manipulated that is assumed to infl uence some outcome), dependent variables (construct 
affected by the independent variable; also known as an outcome or response variable), and 
extraneous variables (a “noise” variable that impacts a dependent variable yet is unrelated 
to the assessment process—also known as a confounding variable).

Psychometrics

Psychometrics is the study of measurement technique and theory. Although a lengthy dis-
cussion is beyond the scope of this text, psychometricians have proposed common theories 
and techniques such as classical test theory, item response theory, Rasch modeling, factor 
analysis, and structural equation modeling. Classical test theory and its common concepts 
of measurement error, reliability, and validity are discussed in Chapter 5.

Purpose of Assessment in Counseling

Now that you have a basic understanding of the general terminology, let’s take a look at how 
and why assessment is used in counseling. Assessment is benefi cial in counseling because it 
provides information for both counselors and clients so they can understand and respond to 
client concerns as well as plan and evaluate programs. In addition, it can be therapeutic and 
can help clients understand both their past and present attitudes and actions as well as their 
plans for the future. Thus, assessments serve a diagnostic use, help to evaluate client prog-
ress, and are useful to improve or promote client awareness, knowledge, and skills. Gregory 
(2011) further cited several test uses: classifi cation (i.e., program placement, screening, and 
certifi cation), diagnosis and treatment planning, client self-knowledge, program evaluation, 
and research to guide counseling theory and technique development. Whichever purpose(s) 
counselors cite as the reason for assessment, it is important to convey this purpose to the 
client throughout the assessment process. That is, assessment should be part of the learning 
process for a client rather than something that is tacked on to counseling sessions.

Because performing an assessment is similar to engaging in problem solving, the fi ve 
steps in a problem-solving model can be used to describe a psychological assessment model 
(Chang, D’Zurilla, & Sanna, 2004; D’Zurilla & Goldfried, 1971; D’Zurilla & Nezu, 1999). De-
pending on a client’s problem-solving style, he or she will have varying levels of success in 
resolving a problem (Nezu, D’Zurilla, Zwick, & Nezu, 2004). Following is a brief description 
of the fi ve steps involved (see Table 1.1 for specifi c ways the model relates to the assessment 
process): 

1. Problem Orientation. This fi rst step assesses how a problem is viewed (can be posi-
tive or negative) and requires the client to recognize and accept the problem. With 
completion of this step, the client and counselor can begin to approach it in a system-
atic fashion as indicated by the problem-solving model.
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Table 1.1
Assessment and Problem-Solving Steps

Problem-Solving Step Assessment Purpose Counseling Example

Problem Orientation: 
stimulate counselors 
and clients to consider 
various issues

Problem Identifi cation: 
clarify the nature of a 
problem or issue

Generation of 
Alternatives: suggest 
alternative solutions

Decision Making: 
determine appropriate 
treatment for the client

Verifi cation: evaluate 
the effectiveness of a 
particular solution

Almost any assessment procedure can be 
used to increase sensitivity to potential 
problems. Instruments that promote self-
awareness and self-exploration can stimu-
late clients to cope with developmental 
issues before they become actual problems. 
Surveys of groups or classes can help 
counselors identify common problems or 
concerns that can be taken into account in 
planning programs for clients. 

Assessment procedures can help clarify the 
nature of the client’s problem and ultimately 
strengthen communication and the overall 
counseling relationship as well as clarify 
goals. For example, screening inventories or 
problem checklists can be used to assess the 
type and the extent of a client’s concerns. 
Personal diaries or logs can be used to iden-
tify situations in which the problem occurs. 
Personality inventories can help counselors 
and clients understand personality dynamics 
underlying certain situations.

 Assessment procedures enable counselors 
and clients to identify alternative solutions 
for client problems, view problems from dif-
ferent angles, as well as stimulate new learn-
ing. For example, an assessment interview 
can be used to determine what techniques 
have worked for the client in the past when 
faced with a similar problem. Checklists or 
inventories (such as a study skills inventory 
or work skills survey) yield data that can be 
used to generate alternatives. 

Counselors use assessment materials to help 
clients weigh the attractiveness of each 
alternative and the likelihood of achieving 
each alternative. The likelihood of achiev-
ing different alternatives can be evaluated 
by expectancy (or experience) tables that 
show the success rate for people with dif-
ferent types of test scores or characteristics 
(Anastasi & Urbina, 1997). Balance sheets 
or decision-making grids enable clients to 
compare the desirability and feasibility of 
various alternatives (Howard, 2001).

Assessment procedures to verify success may 
include goal attainment scaling (Kiresuk, 
Smith, & Cardillo, 1994), self-monitoring 
techniques (Korotitsch & Nelson-Gray, 
1999), the readministration of tests that the 
client completed earlier in counseling, client 
satisfaction surveys, and the use of outcome 
questionnaires (Wells, Burlingame, Lambert, 
& Hoag, 1996). In addition to serving as a 
guide for the counseling process, verifi ca-
tion efforts also provide a means of account-
ability for the counseling agency. 

A counselor uses a 
needs assessment, 
such as an alcohol 
screening inventory, 
to identify areas of 
focus. 

A counselor can pro-
vide a diagnosis to 
classify a set of con-
cerns or symptoms, 
such as the case of a 
relationship diffi culty 
or an anxiety disorder. 

A counselor uses an 
interest inventory to 
suggest alternative 
career choices for a 
client.

A counselor helps a 
client identify positive 
self-statements to 
create alternatives.

A counselor uses a 
values clarifi cation 
exercise to assess the 
attractiveness of 
various alternatives.

A counselor uses a 
personality inventory 
to help select a client’s 
intervention. 

Client feedback can be 
used to make changes 
to an intervention.

A counselor can request 
a client self-
monitoring exercise 
to assess maintenance 
of change.
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2. Problem Identifi cation. This step involves the counselor and the client attempting to 
identify the problem in as much detail as possible. A client is more likely to continue 
in counseling and to achieve positive outcomes if the counselor and client agree on 
the nature of the problem (Busseri & Tyler, 2004). Identifi cation of the problem also 
aids in communication with others, such as referral sources, family, and friends.

3. Generation of Alternatives. In the third step, the counselor and client generate alter-
natives to help resolve the problem. Counselors use assessment procedures to assist 
clients in discovering strengths on which they can build to overcome diffi culties or 
enhance development.

4. Decision Making. In this step clients anticipate the consequences of the various alter-
natives. According to classical decision theory, choice is a function of the probability of 
success and the desirability of the outcome (Horan, 1979). This equation emphasizes 
the importance of assessing both the likelihood of success of various alternatives and 
the attractiveness of those alternatives for the client. Clients will usually want to con-
sider those alternatives that maximize the likelihood of a favorable outcome.

5. Verifi cation. The counselor in this fi nal step should discuss with the client how the 
client will know when the problem has been solved. This step requires that goals 
be clearly specifi ed, that they be translated into specifi c behavioral objectives, and 
that the possibility for progress in accomplishing these goals be realistically viewed. 
Counselors are to verify the effectiveness of their interventions. 

In understanding the purpose of assessments in counseling, it is also important to un-
derstand what purposes do not characterize assessments—particularly tests. Tyler (1984) 
highlighted several things tests do not measure:

• Tests cannot measure unique characteristics, only attributes common to many people.
• Individual assessment cannot be used to make group comparisons; counselors can 

only estimate how well an individual will function in a culture for which the assess-
ment is appropriate. Tests are not suitable for comparing groups that are not identical.

• Because test scores are plotted on a distribution of scores, we tend to infer scores 
on the distribution ends as “good versus poor” (p. 48). To this end counselors often 
evaluate scores without examining the appropriate norms and without considering 
that highness or lowness of scores do not measure a client’s worth. 

• On a related note, a “good score” may measure some absence of pathology (such as 
in personality assessment) rather than universal attributes to which humans aspire. 

• Tests cannot measure innate characteristics. Although there are biological compo-
nents to some attributes (such as intelligence), beginning at birth these components 
interact with various environmental factors that further shape responses. Thus, even 
if counselors can assume that intelligence tests are free from cultural bias (which 
they are not), responses on intelligence tests are a combination of hereditary tenden-
cies and individual responses to particular environments. 

• Test scores are not fi nal measurements of anything but outlets—in conjunction with 
multiple assessment sources—for facilitating client growth. Clients’ high-stakes de-
cisions should not be based solely on test scores. 

To this list I add the following:

• Tests cannot measure all things equally. Some things, such as reaction time, may be 
easier to assess than others, such as intelligence or disability.

• Tests are not necessarily indicative of the totality of behaviors, attitudes, or skills. 
Tests are only one sampling of these areas and thus should be evaluated as such.

• Test results are not always useful. In fact, they are often misused in decision mak-
ing and applied to individuals inappropriately. Concerns include the following: 
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(a) misuse with minority groups, who may differ signifi cantly from the popula-
tion for whom the test was developed; (b) use of tests to label or stereotype a 
person based on the test results; and (c) the disproportionate infl uence of tests 
in so-called high-stakes decisions, such as selection for college or employment. 
In some situations, too much emphasis may be placed on test results, often be-
cause of their quantitative or scientifi c nature; in other situations, pertinent test 
information may be disregarded, especially if it confl icts with an individual’s 
personal beliefs or desires.

Please see the tip sheet at the end of the chapter for sound assessment procedures. 

History of Assessment
Let’s step back from how assessment is used (and should not be used) today and refl ect 
on how counselors began using assessment in the fi rst place. This section presents early 
key developments in intelligence, ability, interest, and personality assessment; most of 
these developments occurred from the late-19th to mid-20th century. After reviewing this 
brief history of assessment, perhaps you can understand why current assessment practices 
across various settings exist, how benefi cial assessment can be to counselors and clients, 
what mistakes those who have administered tests have made, and why certain practices 
should be continually challenged and scrutinized. Table 1.2 provides a time line of major 
assessment developments.

Table 1.2
Key Historical Events in Assessment

Year Event

2200 BC Chinese tested aspiring public offi cials for work evaluations and promotion decisions
1879 Wundt founded the fi rst psychological laboratory, conducting several experiments 

with brass instruments
1880s Galton initiated the social science testing movement, measuring individual 

differences in sensory processes
1890 James Cattell coined the term mental test
1900 Esquirol and Seguin performed formalized intelligence assessment in medical 

communities
 College Entrance Examination Board (CEEB, now known as the College Board) created
1905 Binet–Simon scale developed; revised in 1908 and 1911
 Goddard misused test at Vineland Training School and Ellis Island
1916 Stanford–Binet Scale created
1917  Army Alpha and Beta tests, Woodworth Personal Data Sheet developed
1921 Rorschach Inkblot Test published
1923 Terman and colleagues develop the Stanford Achievement Test
1926 Scholastic Aptitude Test published by CEEB
 Strong Vocational Interest Blank created
1938 Buros Center for Testing developed the Mental Measurements Yearbook
 Thematic Apperception Test (TAT) created
1939–1950s Wechsler Scales of Intelligence developed
1940s Myers–Briggs Type Indicator published
1942 Minnesota Multiphasic Personality Inventory (MMPI) created
1947  Educational Testing Service created 
1964 Civil Rights Act 
1974 Family Educational Rights and Privacy Act 
1975  Education of All Handicapped Children Act (Pub. L. No. 94-142)
1990 American With Disabilities Act (Pub. L. No. 101-336)
1995 Individuals With Disabilities Education Act Amendments 
1996 Health Insurance Portability and Accountability Act (HIPAA)
2001 No Child Left Behind Act (Pub. L. No. 107-110)a

aAdditional legislation concerning assessment is presented in Chapter 3.
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The discussion focuses primarily on historical events from the mid-1800s until present 
day. The earliest form of testing dates back to Ancient China, where in 2200 BC (over 4,400 
years ago!) the Chinese used a civil service testing program to assess, evaluate, place, and 
promote its employees. Every three years offi cials tested employees on fi ve topics: civil 
law, military affairs, geography, agriculture, and revenue. The testing program was abol-
ished in 1906 after several complaints and questions about its administration and utility, 
although the program infl uenced American and European civil service program place-
ments in the 1800s. Let’s jump 4,000 years later, when individuals began recording formal 
assessment procedures in the social sciences.

 Developments in Individual Intelligence Assessment 

In the mid to late 1800s, there was an increasing interest in studying individual human 
differences, particularly concerning intelligence. Charles Darwin’s Origin of Species, with 
its focus on genetic variation and evolution and thus individual differences, was used as 
a case for testing human differences. The study of intelligence increased, given its links to 
discussions of evolution at the time. In the late 1800s, experimental psychologists—primar-
ily Wilhelm Wundt (1832–1920), Sir Francis Galton (1822–1911), and James Cattell (1860–
1944)—revolutionized the way intelligence and ability were measured. They focused on 
quantifi able measures of sensory processes (e.g., visual and auditory processes, reaction 
time) using brass instruments in human laboratories to indicate intelligence. Wundt, one 
of the founders of modern psychology, studied mental processes and was able to highlight 
that individual differences do exist (even though his interests were more in understand-
ing general features of the psyche). Galton, Charles Darwin’s half-cousin, was considered 
a prolifi c scholar and creator of several signifi cant mathematical and scientifi c concepts, 
such as correlation, regression, and central tendency statistics; meteorology; fi ngerprint-
ing; hearing loss; and heredity. He is considered the founder of eugenics, claiming genetics 
was the determinant of genius and mental competence differences. Galton is also referred 
to as the founder of mental tests; he demonstrated that individual cognitive differences do 
exist and can be measured. Although Galton’s tests are now considered simplistic, in the 
1880s and 1890s he tested over 17,000 individuals on physical (e.g., height, weight, head 
size, length of middle fi nger) and behavioral (e.g., hand squeeze tests, lung capacity, visual 
acuity, reaction time) domains to indicate intelligence (Forrest, 1995). Cattell, who studied 
with both Wundt and Galton, coined the term mental test and articulated 10 mental tests 
(presence of each indicates intelligence) similar to Galton’s. Examples include strength of 
hand squeeze, rate of hand movement, degree of rubber tip on forehead pressure needed 
to cause pain, weight differentiation of identical-appearing boxes, reaction time for sound, 
and number of letters repeated upon hearing them. 

Thus, in the early 20th century there was increased interest in what was called mental 
testing—now referred to as intelligence testing. Work in the medical community, where 
there was an increasing distinction between emotional problems and intellectual disabili-
ties (i.e., mental retardation), set the stage for more formalized intelligence assessment. 
In Paris, France, two physicians—Jean Esquirol (1772–1840) and Edouard Sequin (1812–
1880)—studied language use, identifi ed various levels of verbal intelligence, and exam-
ined motor function in patients to initially conceptualize performance intelligence. Sequin 
was particularly instrumental in performance tests, with the development of the Sequin 
form board. This board is still used today in neuropsychological tests and involves fi tting 
10 blocks within designated slots on an upright board (DuBois, 1970).

The fi rst intelligence test was developed by Alfred Binet (1857–1911), who as minister of 
public instruction in Paris introduced the 1905 Binet–Simon scale in collaboration with his 
Sarbonne colleague Theodore Simon (1972–1961). They were commissioned by the French 
government to assess children with intellectual disabilities. They developed a scale that 
contained 30 tasks and was designed to assist in educational placement; the scale relied on 
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a general factor of intelligence, versus lower level sensory processes, and it relied heavily 
on verbal ability (Goodenough, 1949). Sample tasks included following a movement with 
eyes, repeating three spoken digits, repeating a sentence of 15 words, putting three nouns 
(e.g., Paris, river, fortune) in a sentence, reversing the hands of a clock, and defi ning abstract 
words by distinguishing between them (e.g., boredom and weariness).

In 1908 Binet and Simon revised the scale and dropped many of the simpler tasks (used 
previously to classify those with severe intellectual disabilities) and added higher level tasks. 
The revised scale contained 58 tasks. The concept of mental level was developed for this scale, 
later referred to as mental age. Using a standardization sample of 300 children ages 3–13, Binet 
and Simon were able to calculate the number of items passed by a majority of children of 
a certain age. In the 1911 scale revision, mental level was further refi ned, whereas each age 
level had fi ve associated tasks. Ultimately, mental age was compared against chronological 
age, and others suggested that an intelligence quotient (IQ) be developed. 

The 1908 Binet–Simon scale was signifi cantly misused, particularly in the United States 
at the Vineland Training School in New Jersey—a school for “feebleminded” children. Hen-
ry Goddard, the fi rst American psychologist to translate the Binet–Simon scale, tested 378 
school residents, classifying 73 as “idiots,” 205 as “imbeciles,” and 100 as “feebleminded.” 
He then tested 1,547 “normal” children and noted that 3% of the sample could be classifi ed 
as feebleminded. Goddard was invited in 1910 to Ellis Island to assess intelligence among 
immigrants. Through his assessments he increasingly emphasized that the rate of feeble-
mindedness was much higher among immigrant populations (Gould, 1996). Specifi cally, 
he found feeblemindedness for his small immigrant samples at the following rates: 83% of 
Jews, 80% of Hungarians, 79% of Italians, and 87% of Russians (see Goddard, 1917). These 
fi ndings were used to make the case that feebleminded individuals were a threat to social 
order, and thus low IQ immigrants should be deported. Unfortunately, Goddard’s writ-
ings heavily infl uenced immigration restrictions (Gould, 1996). Fortunately, Howard Knox 
developed several performance tests to be used with immigrants and was able to debunk 
some of Goddard’s conclusions (see Figure 1.1). Knox’s work highlighted the necessity 
of future intelligence tests containing performance or nonverbal parts (Richardson, 2003).

In 1916 Lewis Terman (1857–1956) and colleagues at Stanford University revised the 
scale (i.e., Stanford Binet Scale) and suggested that IQ be calculated by dividing an 

Figure 1.1 
Knox Administering Performance Tests to Ellis Island Immigrants, 1912–1916

Note. From “Howard Andrew Knox and the Origins of Performance Testing on Ellis Island, 1912–
1916,” by J. T. E. Richardson, 2003, History of Psychology, 6, p. 153. Copyright 2012 by the American 
Psychological Association (APA). Reprinted with permission. The use of APA information does not 
imply endorsement by APA. 
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individual’s mental age by his or her chronological (actual) age and multiplying that frac-
tion times 100. For example, if a 10-year-old child performs at the level of an 11-year-old 
(mental age), his IQ would equal 110. The Stanford Binet Scale was the gold standard in in-
telligence testing for several decades and is now in its fi fth edition. In 1927 Charles Spear-
man (1863–1945) conceptualized a general and specifi c factor theory of intelligence, and 
in 1941, Raymond Cattell (1905–1998) coined the terms fl uid and crystallized intelligence, in-
fl uencing how future assessments were constructed and interpreted. Other developments, 
including the Wechsler scales (Wechsler, 1949, 1955), are discussed in Chapter 9. 

Developments in Group Intelligence Assessment

Although individual intelligence tests had made signifi cant contributions in a short time—
including a beginning understanding of the misuse of testing—test administrators learned 
quite quickly that group testing was more time-effi cient. The use of group tests became 
increasingly warranted when during World War I there was a need to screen new recruits. 
Robert Yerkes (1876–1956), while president of the American Psychological Association 
(APA), developed the fi rst two group tests: the Army Alpha and Army Beta intelligence 
tests. The Army Alpha measured verbal ability, numerical ability, ability to follow direc-
tions, and knowledge of information. The Army Beta was a nonverbal counterpart to the 
Army Alpha and was used to evaluate illiterate or non-English-speaking recruits. During 
World War I over 1.5 million recruits were administered these tests for placement pur-
poses. Figure 1.2 provides sample items from these tests.

Developments in Ability Assessment

Eventually group tests were used to assess more than just intelligence. Group aptitude 
tests were developed after World War II, as more specialized careers (e.g., fl ight engineers, 
pilots, navigators) required more stringent selection for fl ight schools, and previous intel-
ligence tests (i.e., Army Alpha, Army Beta) were not suffi cient (Goslin, 1963). In essence, it 
was clear that previously developed intelligence tests were limited because not all impor-
tant job functions were covered. 

With greater attention paid to education after World War I, ability testing fl ourished 
in public schools and higher education. The Army Alpha and Beta tests were released for 
public use and became the model for future ability tests. Edward Thorndike (1874–1949) 
spearheaded the development of several standardized achievement tests in public schools, 
including rating scales, spelling tests, arithmetic reasoning, and handwriting assessments, 
to name a few. These tests were distinguished from earlier ones by a more reliable ad-
ministration format. The College Entrance Examination Board (CEEB) was established in 
1900 to regulate group test use in colleges and universities. In 1926 the CEEB developed 
the fi rst aptitude test for college admissions, the Scholastic Aptitude Test (SAT; Goslin, 
1963). Functions of the CEEB were subsumed under the Educational Testing Service (ETS) 
in 1948, creator of modern-day assessments such as the Graduate Record Examination 
(GRE), Law School Admissions Test (LSAT), Praxis, and Test of English as a Foreign Lan-
guage (ToEFL). In addition, Terman and his colleagues in 1923 developed a standardized 
achievement test, the Stanford Achievement Test (SAchT). So, as a student in the 1930s 
and 1940s, you certainly would have had signifi cant exposure to testing!

Developments in Career Assessment

Upon reading about major developments in intelligence and ability testing, it may be evi-
dent to you that there was some focus on vocational assessment at the same time. Similar 
to how intelligence and ability assessments developed from societal needs (e.g., educa-
tional reform and placement, military screening), career assessment developed in response 
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Figure 1.2
Sample Army Alpha and Army Beta Items

Note. Retrieved from http://offi cial-asvab.com/armysamples_coun.htm. Available in the public 
domain.

Army Alpha 

 1. A company advanced 6 miles and retreated 
2 miles. How far was it then from its fi rst 
position?

 2. A dealer bought some mules for $1,200. He 
sold them for $1,500, making $50 on each 
mule. How many mules were there?

 3. Thermometers are useful because 
  a. They regulate temperature
  b. They tell us how warm it is
  c. They contain mercury
 4. A machine gun is more deadly than a rifl e 

because it 
  a. Was invented more recently
  b. Fires more rapidly
  c. Can be used with less training

For these next two items, examinees fi rst had to 
unscramble the words to form a sentence, and then 
indicate if the sentence was true or false.

 5. happy is man sick always a
 6. day it snow does every not

The next two items required examinees to determine 
the next two numbers in each sequence.

 7. 3 4 5 6 7 8 ___ ___
 8. 18 14 17 13 16 12 ___ ___

A portion of the Army Alpha required examinees to 
solve analogies.

 9. shoe—foot. hat—kitten, head, knife, 
penny

 10. eye—head. window—key, fl oor, room, 
door

In these next two examples, examinees were required 
to complete the sentence by selecting one of the four 
possible answers.

 11. The apple grows on a shrub, vine, bush, 
tree

 12. Denim is a dance, food, fabric, drink

Other portions of the test required examinees to follow 
instructions in performing paper-and-pencil tasks.

Answers: 1. 4 miles; 2. 6 mules; 3. B; 4. B; 5. False (A sick man is always happy); 6. True 
(It does not snow every day); 7. 9, 10; 8. 15, 11; 9. Head; 10. Room; 11. Tree; 12. Fabric

Army Beta 

In the items below, examinees were asked to identify what was missing from each picture.

Answers: 1. Mouth; 2. Eye; 3. Nose; 4. Hand; 5. Chimney; 6. Ear; 7. Filament; 8. Return 
address; 9. Strings; 10. Corkscrew;  11. Trigger; 12. Tail; 13. Claw; 14. Shadow; 15. Ball; 
16. Net; 17. Arm; 18. Speaker; 19. Arm in mirror; 20. Diamond

http://official-asvab.com/armysamples_coun.htm
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to societal changes of the Industrial Revolution, beginning in the late 1800s. With econom-
ic development came both positive and negative social conditions with major vocational 
implications. Frank Parsons developed in 1908 the Boston Vocational Bureau to address 
social conditions through vocational guidance. Specifi cally, the bureau assisted schoolchil-
dren with career selection, a process involving career assessment. Parsons’s work evolved 
to create over 900 programs in high schools across the United States by 1918.

In addition to Parsons’s trait and factor assessments, some of the earlier vocational as-
sessments were interest inventories. Miner (1922) is credited with the fi rst formal interest 
inventory to assist high school students with career selection. E. L. Thorndike (1912/1923) 
studied the interests of 100 college students, leading to the development of several interest 
inventories, such as the Carnegie Interest Inventory, the Strong Vocational Interest Blank 
(Strong, 1927), and the Kuder Preference Record and its revisions (see G. F. Kuder, 1934, 
1966; G. F. Kuder & Diamond, 1979; Zytowski, 1985), to name a few. Special aptitude tests 
were developed for use in vocational counseling to test things such as mechanical, cleri-
cal, and artistic aptitudes. As aptitude tests evolved in vocational counseling, the need for 
multiple aptitude tests became more evident. For example, the Armed Services Vocational 
Aptitude Battery (ASVAB) is the most widely used multiple aptitude assessment in the 
world; it is used for military service qualifi cation (discussed further in Chapter 11). 

Developments in career assessment highlight the specifi c role counselors have played in 
the assessment world. That is, during the early days of the profession, counseling and test-
ing were virtually synonymous. In fact, many of the counseling centers established during 
the 1930s and 1940s were called counseling and testing centers. 

Developments in Personality Assessment

After World War I, society saw an increased interest in personality assessment as well. 
Personality assessment has its roots with Galton (1883), Kraepelin (1892), and Jung’s (1910) 
use of free association tasks for psychiatric patients and normal populations to assess per-
sonality. Essentially, individuals would respond with the fi rst word (or several words, de-
pending on the assessment) that came to mind for a stimulus word. Personality assessment 
began to fl ourish in the early 1900s.

World War I saw the development of the fi rst personality questionnaire to screen re-
cruits, the Woodworth Personal Data Sheet (DuBois, 1970). The Personal Data Sheet con-
tained 116 yes–no items to detect mental health problems. Sample items include “Do you 
have a strong desire to commit suicide?” “Do ideas run through your head so that you can-
not sleep?” and “Are you bothered by a feeling that things are not real?” (Gregory, 2011). 
Building from the Personal Data Sheet, other psychometricians (e.g., Allport & Vernon, 
1931; Thurstone & Thurstone, 1930) developed personality assessments with multiple di-
mensions or scales to understand personality. One of the most famous personality assess-
ments—the Minnesota Multiphasic Personality Inventory (MMPI), which is now in its 
second edition—includes methodology similar to its predecessors, comparing responses 
from normal and mentally disturbed individuals across various scales. In addition, it in-
cludes several validity scales to assess for “faking good” and “faking bad.” The MMPI-2 is 
discussed further in Chapter 13. 

With the increased attention on objective personality assessment, several test develop-
ers were interested in different methods for assessing personality. Projective techniques of 
assessment were developed as a means for understanding associations and responses to 
stimuli; for example, Hermann Roschach (1884–1922) developed a tool using 10 inkblots 
(Rorschach Inkblot Test). Infl uenced by the works of Jung and other psychoanalytics, Ror-
schach believed these stimuli could reveal something about an individual’s unconscious. 
Other projective techniques were developed during the early 1900s, including the The-
matic Apperception Test (TAT) and the House–Tree–Person (Buck, 1948). Projective tests 
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are discussed in more detail in Chapter 13. Informal assessment methods, including the 
clinical interview, became more evident with the advent of the Diagnostic and Statistical 
Manual (DSM) in 1952. The DSM is discussed in more detail in Chapter 7.

Assessment Today

Today, there are tests or other assessment tools for everything. Counselors’ roots in voca-
tional guidance certainly highlight their infl uence on career assessment. Today, counselors 
interact with intelligence and ability test results as they work with clients and also admin-
ister, interpret, and apply data from vocational and personality assessments to help clients 
make important decisions and gain self-awareness. Such test results also help counselors 
screen and classify clients as well as identify or refi ne programs and interventions. Increas-
ingly, counselors are engaged in all categories of assessment.

Assessment Usage in Counseling Settings

With counselors interacting with assessment data from a variety of assessment tools, there 
are varying types of and ways assessments are used. Researchers have examined testing 
practices over the past several decades for helping professionals in counseling (Bubenzer, 
Zimpfer, & Mahrle, 1990; Frauenhoffer, Ross, Gfeller, Searight, & Pitrowski, 1998), psychol-
ogy in general (Hogan, 2005; Lubin, Larsen, & Matarazzo, 1984), vocational rehabilita-
tion (Donoso, Hernandez, & Horin, 2010), clinical psychology (Camara, Nathan, & Puente, 
2000; Watkins, Campbell, Nieberding, & Hallmark, 1995), neuropsychology (Camara et 
al., 2000), and school psychology (Hutton, Dubes, & Muir, 1992; Kennedy, Faust, Willis, & 
Piotrowski, 1994; Wilson & Reschly, 1996). Some tests have remained popular across disci-
plines and decades, with the Wechsler Adult Intelligence Test (WAIS) and MMPI-2 remain-
ing the top choices. Since 1969, the top fi ve projective tests have been stable and include the 
following: Rorschach Inkblot Test, TAT, Sentence Completion Test, House–Tree–Person, 
and Draw-a-Person Test (Donoso et al., 2010). 

However, there are several variations in assessment usage. There are many reasons why 
helping professionals select the instruments they do: professional discipline, type of cli-
ent issue (Piotrowski, 2007), referral question, previous testing experiences, a test’s psy-
chometric properties, test administrators’ graduate training experiences, agency or setting 
requirements, test availability, and therapists’ theoretical orientation (Watkins et al., 1995). 
Although preferences for particular assessments have changed somewhat over the years, 
counselors continue to make extensive use of them for a variety of purposes. Counselors 
identify benefi ts of assessment for personal and career counseling. In regard to personal 
counseling, they emphasize the importance of assessing the client’s potential for harm to 
self and others, the client’s movement toward counseling goals, and the extent of a client’s 
psychological dysfunction. In regard to career counseling, counselors stress the impor-
tance of test results for client decision making (Loesch & Vacc, 1993). In Assessment in Ac-
tion 1.1 (see pp. 17–18), counselors across settings discuss their use of assessment. 

Mental Health Counseling

Counselors often work in mental health agencies with other professionals to assess and 
treat clients encountering a variety of personal problems. In addition to an assessment 
interview, Frauenhoffer et al. (1998) found that mental health counselors were most likely 
to use the MMPI-2, Beck Depression Inventory, Wechsler Intelligence Scale for Children 
(WISC), WAIS, projective tests, and the Wide Range Achievement Test as assessment pro-
cedures. Many of the instruments mental health counselors administer, score, and/or 
interpret require additional training.
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Career Counseling

Career assessment and counseling are pursued by counselors in a broad range of settings, 
including employment services, Veterans Affairs hospitals and mental health agencies, re-
habilitation centers, and school and college counseling offi ces. Counselors in these settings 
benefi t from a wide variety of career assessment instruments from which to choose for 
career counseling purposes. Whitfi eld, Feller, and Wood (2009) described more than 300 
instruments used to measure different factors important in career assessment.

Popular instruments designed specifi cally for career assessment include interest mea-
sures such as the Strong Interest Inventory or one of the Kuder interest inventories, apti-
tude tests such as the Differential Aptitude Tests or the ASVAB, and values measures such 
as the Work Values Inventory (Watkins, Campbell, & Nieberding, 1994). Because of their 
widespread use in career counseling over a number of years, these three types of measures 
(interest, aptitude, and values—sometimes called “the Big Three”) have been looked on 
as the most crucial ones to take into account in career assessment (Swanson & D’Achiardi, 
2005). Other measures pertinent to career counseling include measures of career choice 
and development, such as the Career Maturity Inventory and Career Decision Scale. The 
different career assessment measures have been used to (a) increase client self-knowledge, 
(b) help clients make career choices, and (c) encourage client participation in career coun-
seling (Watkins et al., 1994).

School Counseling

Counselors in elementary, middle, and high school settings frequently are involved with 
assessment activities in their work with students, parents, and teachers. A survey of mem-
bers of the American School Counselor Association found that school counselors fre-
quently performed the assessment activities shown in Table 1.3 (Ekstrom, Elmore, Schafer, 
Trotter, & Webster, 2004). At least 75% of the counselors in the survey indicated that they 
performed these 12 activities often or occasionally. School administrators and teachers 
typically consider school counselors to be “test experts,” whom they will consult in test 
matters such as those listed in Table 1.3 (Impara & Plake, 1995).

Surveys have indicated that school counselors are most likely to use tests that measure 
cognitive abilities, such as the WISC or the SAT (Elmore, Ekstrom, Diamond, & Whittaker, 
1993; Giordano, Schwiebert, & Brotherton, 1997). In addition to these tests, the surveys 
indicated that the counselors use a variety of other instruments, including achievement, 
aptitude, interest, personality, and substance abuse measures. Approximately two thirds 
of the school counselors in one survey indicated that testing was an “important” or “very 
important” part of their work (Elmore et al., 1993). Nearly all of the respondents in this 
survey said that they were responsible for interpreting test results to students. In many 
cases, school counselors do not administer standardized tests, but they are expected to 
be able to interpret the results from such tests to students, parents, and teachers (Blacher, 
Murray-Ward, & Uellendahl, 2005; Giordano et al., 1997).

School counselors are also likely to be exposed to behavioral assessment procedures, 
which are often used by school psychologists to evaluate students for developmental dis-
orders. School psychologists frequently use instruments such as the Behavior Assessment 
System for Children, Achenbach Child Behavior Checklist, or Conners’ Behavior Rating 
Scale for this purpose (Zaske, Hegstrom, & Smith, 1999). Although school counselors may 
not administer these instruments themselves, they can work more effectively with stu-
dents if they are familiar with the instruments, both for referral purposes and for under-
standing and implementing recommendations based on their use.

Most of the specifi c tests mentioned above that are used in the different types of coun-
seling settings are discussed in this book. It is important for counselors to learn about 
these tests so that they can use them successfully in their own practices and so that they 
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can interpret scores from tests for clients referred to them by other professionals. Some of 
these instruments require advanced training beyond that obtained in most master’s degree 
counseling programs.

Assessment in Action 1.1

Assessment Across Counseling Settings

For the last ten years in the career-service fi eld, I have strongly advocated for the 
descriptive versus the prescriptive interpretation of psychometric-measurement in-
struments. Given the controversy about the validity and reliability of self-reported 
psychometric data, I believe that the power of these instruments lies in the theories 
behind them and the opportunity we have to help our students and alumni to esti-
mate and test their results based on engaging or experiential applications of the op-
erational defi nitions of the constructs. I thus focus on their recall of most meaningful 
experiences, regardless of their type or proximity, and briefl y review with them the 
theory until they can grasp it refl ectively and experientially, generate their preferred 
result, and apply it to their experiences. The outcome of this exercise is our collabora-
tive ideation of the career or relational-dynamic applications of their estimate and its 
eventual comparison to their reported result.

—Daniel Pascoe Aguilar, PhD, MDiv
Co-Director of the University of Oregon Career Center

Table 1.3
Frequent Assessment Activities of School Counselors

Assessment Activity Frequencya(%)

Referring students to other professionals, when appropriate, for additional 
assessment/appraisal  98

Interpreting scores from tests/assessments and using the information in counseling  91
Reading about and being aware of ethical issues in assessment  86
Reading about and being aware of current issues involving multicultural assessment, 

the assessment of students with disabilities and other special needs, and the 
assessment of language minorities  84

Synthesizing and integrating test and nontest data to make decisions 
about individuals  84

Reading a variety of professional literature on topics such as use of testing 
and assessment in school counseling, school counseling research, and 
career counseling research  84

Communicating and interpreting test/assessment information to parents  81
Communicating and interpreting test/assessment information to teachers, 

school administrators, and other professionals  80
Helping teachers use assessments and assessment information  80
Making decisions about the types of assessments to use in counseling groups 

or for individual students  78
Using assessment information to evaluate student performance  78
Using assessment information to monitor student performance  78

Note. From “A Survey of Assessment and Evaluation Activities of School Counselors,” by R. B. 
Ekstrom, P. B. Elmore, W. D. Schafer, T. V. Trotter, & B. Webster, 2004, Professional School Counselor, 
8, p. 27. Copyright 2004 by the American School Counselor Association. Reprinted with permission. 
No further reproduction authorized without written permission of the American School Counselor 
Association.
aAssessment activities that at least 75% of responding school counselors reported as performing 
“often” or “occasionally.”
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Counseling assessments at the K-12 setting sometimes look different from assess-
ments in other areas of counseling. Informal assessments (particularly at the elemen-
tary level) may include procedures as simple as thumbs up, thumbs down, hands 
up, hands down, interviews, and/or questionnaires to show student understanding 
of subject matter. While doing classroom guidance lessons, I often ask students to 
raise their hands to show that they understand certain behaviors. For example, while 
doing a second-grade classroom guidance lesson on respect, I have had the students 
raise their hands to show which of the listed behaviors demonstrated respect. While 
it is very informal, it allows me to do a quick check to gain an understanding of which 
students actually grasped the concept of the lesson and have learned examples of 
what respectful behavior looks like. Oftentimes, informal and formal assessments are 
used to evaluate school needs, classroom needs, and individual needs. 

Formal assessments in the K–12 setting are used for various reasons. When work-
ing with students to create groups, to determine grade-level placement, and to assist 
with college preparation, school counselors in Virginia are able to utilize formal as-
sessments such as the Phonological Awareness Literacy Screening (PALS), Standards 
of Learning (SOL), and Scholastic Aptitude Tests (SAT). Other formal assessments 
used to assist career education programs are the Virginia Education Wizard’s Career 
Assessment and the Naglieri Assessment Tests, which are used to assess students for 
Talented and Gifted (TAG) programs.

Because effectiveness in assessment and evaluation is critical to comprehensive 
school counseling programs, the American School Counselor Association’s (2004) 
National Standards state that assessment results be utilized in educational planning. 
Whether the assessment is informal or formal, it is important that school counselors 
have an understanding of their school’s needs and that the data are appropriately 
used to assist students. 

—Brandy K. Richeson, PhD
Professional School Counselor
Newport News Public Schools

The University of Central Florida (UCF) Marriage & Family Research Institute (MFRI) 
utilizes both formal and informal assessments on a daily basis. Both in research and 
clinical practice, couples receiving services are assessed for relationship satisfac-
tion, individual distress, relationship expectations, and intimate partner violence. We 
assess couples on the above-mentioned constructs because research indicates links 
between them and healthy relationships. Assessment results also help us determine 
how much improvement couples experience in counseling or relationship education 
workshops. The following formal assessments are utilized: (a) Dyadic Adjustment 
Scale—examines relationship adjustment, including satisfaction; (b) Outcomes Ques-
tionnaire 45.2—examines individual distress; and (c) Marital and Relationship Ex-
pectations Questionnaire—examines expectations couples hold of relationships. We 
utilize both informal and formal strategies to screen for intimate partner violence. 
Couples complete the Domestic Violence Screen (DVS), followed by informal ques-
tions to assess for immediate danger as well as power and control issues. Couples are 
separated prior to completion of our formal assessments and then brought together 
to review total scores (with the exception of the DVS). We formally assess couples at 
repeated time intervals, while informal assessment is ongoing throughout services. 

—Ryan G. Carlson, LMHC, NCC
Director, Project TOGETHER

UCF Marriage & Family Research Institute

• • •
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Counseling Research

As counselors practice and use assessments in their work with clients, it is important they 
understand and contribute to current research for a particular assessment tool. Hogan and 
Rengert (2008) noted 410 assessments used in research, as cited in four journals published 
in the counseling fi eld for 2002–2005 (Journal of Counseling & Development, Journal of Coun-
seling Psychology, Journal of Mental Health Counseling, and Professional School Counseling). 
Table 1.4 provides a list of the top 30 instruments used in research studies for these jour-
nals; each of these instruments was used at least four times during the review period.

Although Table 1.4 may not be comprehensive, given that several counseling journals 
were omitted from the analysis, the fi ndings do highlight some differences between what 
tools practitioners say they use with clients versus those with which they conduct and 
publish research. Hogan and Rengert (2008) noted the following: The Strong Interest In-
ventory (Harmon, Hansen, Borgen, & Hammer, 1994) was the only instrument to make 
both the self-report and published research lists; there were no projective techniques in-
cluded in the research studies; the 16PF (Conn & Rieke, 1994) and the Bender Visual Motor 
Gestalt Test (Brannigan & Decker, 2003) did not appear in research studies; and there was 
only one use each of the WAIS (Wechsler, 1997), WISC (Wechsler, 2003), and Wide Range 
Achievement Test (WRAT; Wilkinson, 1993), with no other use of intelligence or ability 

Table 1.4
Top Tests Used in Research Studies in Four Counseling Journals for 2002–2005

Test Times Used

Beck Depression Inventory
Rosenberg Self-Esteem Scale
Experiences in Close Relationships
Hopkins Symptom Checklist
Multigroup Ethnic Identity Measure
Brief Symptom Inventory
Center for Epidemiologic Studies Depression Scale
Outcome Questionnaire–45
Perceived Stress Scale
Asian Values Scale
Career Decisions Scale
Marlowe–Crowne Social Desirability Scale
Session Evaluation Questionnaire
Balanced Inventory of Desirable Responding
Differentiation of Self Inventory
Eating Disorder Inventory
Strong Interest Inventory
Adult Attachment Scale–Revised
Child Behavior Checklist
Clinical Vignettes
Dynamic Adjustment Scale
Global Assessment of Functioning
Multidimensional Perfection Scale
National Education Longitudinal Scale of 1998
Positive and Negative Affect Schedule
Satisfaction With Life Scale
Self-Construal Scale
Self-Effi cacy Scale
Social Connectedness Scale
Symptom Checklist–90–Revised

 18
 12
 8
 8
 8
 7
 7
 7
 7
 6
 6
 6
 6
 5
 5
 5
 5
 4
 4
 4
 4
 4
 4
 4
 4
 4
 4
 4
 4
 4

Note. The four journals were Journal of Counseling & Development, Journal of Counseling Psychology, Journal 
of Mental Health Counseling, and Professional School Counseling. From “Test Usage in Published Research 
and the Practice of Counseling: A Comparative Review” by T. P. Hogan & C. Rengert, 2008, Measurement 
and Evaluation in Counseling and Development, 41, 51–56.



20 • Foundations of Assessment in Counseling

tests in the research studies. In sum, counselors need to be aware of the discrepancies in 
test use across disciplines and settings and among what is used in research. 

Key Questions for Selecting Assessments
Psychological assessment procedures differ from each other in a variety of ways. As indi-
cated in the following paragraphs, these differences can be categorized by six basic ques-
tions regarding the nature of the assessment method itself.

Who Is Making the Assessment?

Is the person making a self-assessment, or is another person making the assessment? Mea-
surement specialists have differentiated between “S-data” based on self-reports and “O-
data” based on the reports of others, such as teachers, supervisors, family members, and 
friends. Both types of data are needed to obtain a full appraisal of the individual. For exam-
ple, a process known as 360° (full circle) feedback is sometimes used in business settings to 
evaluate employee performance from multiple points of view, including those of managers, 
peers, subordinates, customers, and self. Although not readily available, reports from others 
are particularly helpful in assessing conditions when self-reports may be distorted or lim-
ited, such as substance abuse, personality disorders, and childhood disorders (Klein, 2003).

In general, self-reports and other-reports offer different perspectives regarding an individual. 
Research indicates that the two types of data can complement each other. For example, Oltmanns, 
Friedman, Fiedler, and Turkheimer (2004) found that the performance of recruits in the military 
was more effectively predicted by a combination of S-data (information from a self-report ques-
tionnaire) and O-data (ratings made by fellow recruits) than by either type of data by itself.

What Is Being Assessed?

“What” here refers to the subject of the assessment procedure. Is the individual or the envi-
ronment the subject of the assessment? Counselors have usually been interested in individ-
ual assessment; however, instruments that evaluate the environment (e.g., classroom atmo-
sphere or residence hall settings) can also provide important information for understanding 
or treating a problem (Chartrand, 1991; Friedman & Wachs, 1999). The client’s behavior de-
pends on both individual and situational characteristics, so counseling can be most effective 
when psychological assessment includes both the individual and the environment.

If the individual is being appraised, does the content of the assessment deal primarily 
with affective (feeling), cognitive (thinking), or behavioral (doing) aspects of the individu-
al? Affective characteristics may be subdivided into temperamental and motivational fac-
tors (Guilford, 1959). Temperamental factors include the characteristics assessed by most 
personality inventories, for example, self-suffi ciency, stability, and impulsiveness. Motiva-
tional factors refer to interests or values. According to Guilford (1959), temperament gov-
erns the manner in which an individual performs, whereas motivation determines what 
activities or goals the individual will choose to pursue.

Cognitive variables may be based on learning that takes place in a specifi c course or 
learning that is relatively independent of specifi c coursework. This distinction describes 
a basic difference between achievement and aptitude tests. Achievement tests evaluate 
past or present performance; aptitude tests predict future performance. Behavioral mea-
sures include responses that are voluntary or involuntary in nature. Voluntary responses 
may be assessed either by self-monitoring or by other-monitoring techniques. A sys-
tematic record is kept of measurable items, such as calories consumed or hours spent 
watching television. In the case of involuntary responses (e.g., blood pressure or heart 
rate), various types of physiological measures are used to assess individual reactivity. 
Biofeedback devices, often used to teach relaxation methods, are a good example of the 
latter type of assessment measure.
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The question of what is being assessed also pertains to the variables chosen for the 
assessment process. Individuals can be assessed by common variables that apply to all 
people or by unique variables that apply only to the individual. In the fi rst case, sometimes 
referred to as nomothetic assessment, emphasis is placed on variables that show lawful or 
meaningful distinctions among people. The group provides a frame of reference for de-
termining which variables to assess and how to interpret the results. In the second case, 
sometimes referred to as idiographic assessment, emphasis is placed on those variables that 
can be most helpful in describing the individual. The individual serves as the reference 
point both to identify relevant variables and to interpret data.

Most psychological tests, such as interest and personality inventories, use the nomothet-
ic approach. These tests use the same scales to describe all clients. Scores are interpreted 
in regard to a set of norms. In contrast, many of the informal assessment procedures, such 
as the interview, case study, or card sorts, use an idiographic approach. A different set of 
variables is used to describe each client. Nomothetic techniques can be more readily inter-
preted, but they may not be as relevant or as penetrating as idiographic methods, which 
have been designed to measure variations in individuality (Grice, 2004; Neimeyer, 1989).

Where Is the Assessment Taking Place?

The location where the assessment takes place is important in the sense that it helps to dif-
ferentiate between test results obtained in laboratory settings and those obtained in natural 
settings. Many psychological tests must be administered under standardized conditions so 
that the test results can be interpreted properly. For these tests, a testing room or laboratory is 
usually used. If the circumstances of test administration differ from person to person, differ-
ences in the testing conditions can infl uence test results. Some measures, such as employee 
ratings, are obtained in natural settings under conditions that may vary considerably for dif-
ferent individuals. Variations in job circumstances can greatly affect the ratings. Interpreta-
tions of the results must take into account the setting in which they were obtained.

When Is the Assessment Occurring?

The question of when an assessment takes place is of value in distinguishing between 
assessments planned in advance (prospective) and those based on recall (retrospective). 
Self-monitoring techniques are usually planned in advance. For example, students may be 
asked to keep track of the number of hours that they studied or the number of pages that 
they read during a study period. In contrast, biographical measures such as life history 
forms are recorded to the best of the individual’s recollection after the event has occurred.

Why Is the Assessment Being Undertaken?

The question of “why” pertains to the reason for administering the test rather than to the 
nature of the test itself. The same test can be used for a variety of purposes, such as counsel-
ing, selection, placement, description, and evaluation. When tests are used in counseling, 
all data obtained must be regarded as confi dential. Such private data may be contrasted 
with public data—data originally obtained for another purpose, such as selection or place-
ment. Examples of public data include academic grades, educational level, or occupational 
status. Counselors use public as well as private data in helping clients to address certain 
issues, because the public data can provide a great deal of information about the client’s 
past performance under various circumstances.

How Is the Assessment Conducted?

“How” here refers to the manner in which the test material is presented, how the data are 
analyzed, and how the score for the assessment procedure is obtained. First, is the type of 
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behavior that is being assessed disguised or undisguised? Projective techniques (described 
in Chapter 13) are designed so that the respondent is typically unaware of the true nature 
of the test or of any “preferred” answer. Because the intent of the test is disguised, it is 
more diffi cult for respondents to fake their answers to produce a particular impression.

Second, is the information obtained in the assessment analyzed in a quantitative or 
qualitative fashion? Quantitative procedures, which include most psychological tests, 
yield a specifi c score on a continuous scale. Qualitative procedures, such as card sorts, 
work samples, or structured exercises, produce a verbal description of a person’s behav-
ior or of a situation that can be placed into one of several categories (e.g., outgoing vs. 
reserved personality type). By their very nature, quantitative procedures have been more 
thoroughly studied in terms of reliability and validity. Qualitative procedures, however, 
are more open-ended and adaptable for use in counseling, especially with a diverse clien-
tele (L. Goldman, 1992; Okocha, 1998).

Finally, are scores arrived at objectively, free of individual judgment, or subjectively, 
based on the scorer’s best judgment? Tests that can be scored by means of a scoring stencil 
are objective. That is, different individuals using the same scoring stencil with an answer 
sheet should obtain the same score if they are careful in counting the number of correct 
answers. In contrast, rating scales are subjective—the score assigned will often vary de-
pending on the individual rater.

Chapter Summary

Assessment has a long history in counseling and serves several functions that ultimately 
assist to transform lives and improve interventions. The chapter reviewed foundational in-
formation about assessments, including key terminology, assessment use and purpose, and 
developments in intelligence, ability, vocational, and personality assessments throughout 
history. The next chapter discusses the assessment process and types of methods used with 
clients to measure individual and counseling outcomes.

Assessment refers to the process of integrating and interpreting client information from a 
broad range of evaluation methods. This process can be improved by adhering to the basic 
principles of psychological assessment outlined in this chapter. Tests have been criticized 
for both their limitations and their misuse. Counselors need to be aware of test limitations 
and must obtain appropriate training and supervision in regard to the tests that they plan 
to use. The process of assessment can be described as both a science and an art. Many of 
the instruments used in assessment have been developed by means of empirical research 
and improved over time; however, the process of interpreting the assessment data often 
depends on the counselor’s best judgment. In addition to learning about different evalu-
ation procedures, counselors need to consider how they can improve the judgments they 
make in the assessment process. Please review the Tip Sheet below to understand guiding 
principles of assessment in counseling.

Tip Sheet 

Principles of Assessment in Counseling

✓ Know the purpose of the assessment to assist you both in selecting and in interpreting 
assessments. 

✓ Include the client as a collaborator in selecting topics for assessment and in interpret-
ing the results.

✓ Be aware of the strengths and limitations of the assessment procedures used in coun-
seling, including information about the psychometric properties of tests and the psy-
chological fi ndings regarding the behavior being assessed. 
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✓ Understand the theoretical construct or condition being measured by a test, such 
as attention-defi cit/hyperactivity disorder, and recognize whether or not the test 
adequately measures this construct. 

✓ Be well versed in all aspects of test use, including selection, administration and scor-
ing, interpretation, and the communication of results. 

✓ Use several methods of assessment for an overall assessment in order to provide a 
broader view of an issue and corroborate the results of any one assessment method. 
Be sure to use both quantitative and qualitative tools. 

✓ Assess more than a single variable at a time. A multidimensional approach enriches 
the assessment process by providing additional information that can be helpful in 
forming assessments. It presents a “big picture” of the client’s situation that can be 
important in viewing a client’s concerns from different angles. 

✓ If possible, use instruments that include validity checks, such as “fake good,” “fake 
bad,” and “random responding” scales. Make sure that a client’s test responses are 
valid before attempting to interpret the test results.

✓ Consider the possibility of multiple problems, such as depression coupled with 
substance abuse, anxiety, or physical problems. Clients with mental disorders often 
meet the criteria for more than one disorder at the same time (Kessler, Chiu, Demler, 
& Walters, 2005).

✓ Assess the situation as well as the client. Avoid attribution bias, which indicates a 
predisposition to attribute the cause of problems to the individual rather than to the 
situation. Environmental factors interact with individual characteristics in affecting 
a person’s behavior in a particular situation (Galassi & Perot, 1992).

✓ Consider alternative hypotheses. Counselors need to be watchful for confi rmatory 
bias, that is, a tendency to look only for evidence that will support a favorite hypoth-
esis. Seek data that may support an alternative hypothesis as well as data that may 
prove a preestablished hypothesis. For example, a counselor who believes that a stu-
dent is failing in school because of lack of ability should also consider other factors, 
such as health, personal or family problems, and study skills, that may be affecting 
academic performance.

✓ Treat all assessments as tentative. As additional data become available, the counselor 
should be ready to revise the assessment. 

✓ Keep in mind the regression effect when interpreting very high or very low scores, 
all of which are infl uenced to some extent by chance factors. On retesting, a client’s 
scores tend to regress toward the mean of the population that the client represents. 
That is, clients who obtain unusually high or low scores on a test the fi rst time usu-
ally will not score as high or low on an equivalent form of that test the next time they 
take it. For this reason, it is often helpful to test a client more than once.

✓ Become familiar with the condition or issue being assessed. Make use of base rates 
(frequency of occurrence of a particular behavior or diagnosis within a given popu-
lation) in undertaking and forming an assessment. For example, because of the fre-
quency of problem drinking among college students, counselors should routinely 
assess college clients for alcohol abuse (Knight et al., 2002).

✓ Consider the infl uence of individual factors, such as age, gender, educational level, 
and ethnicity, on test results. Use separate norms that take such factors into account 
when they are available. 

✓ Be aware of common cultural or personal biases that may infl uence assessment deci-
sions. Studies show that race bias, social class bias, and gender bias may affect clini-
cal judgment.

✓ Identify, interpret, and incorporate cultural data as part of the assessment process. 
Use measures of acculturation, such as number of generations in new culture and 
language preference, to help determine whether a client fi ts the population on which 
a test was developed and normed.
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✓ Consult with other professionals regarding assessment procedures and outcomes. 
Continue learning about assessments and the underlying constructs they measure.

✓ Use the assessment results to provide feedback to clients as part of the therapy 
process. Assessments should include an evaluation of a client’s strengths as well as 
limitations.

Review Questions

1. What are the fi ve functions of assessment, as identifi ed in the problem-solving model?
2. What are some of the ways assessments should not be used?
3. Who are the key players in the development of intelligence, ability, vocational, and 

personality assessment?
4. How have historical events infl uenced how tests were developed and used over the 

past 100 years?
5. What are the primary assessments used in the counseling setting?
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The Assessment Process

chapter

2

Assessment, no matter the setting in which it is used, serves to provide clinical informa-
tion that assists both counselors and clients. This chapter provides information about the 
types of assessment methods available to counselors. Then, two types of assessment are 
discussed: the assessment process with clients and assessment of counseling outcomes.

Test Your Knowledge

Match the items in the right column with the most appropriate component of the assessment process 
in the left column:

1. Test Selection

2. Test Administration

3. Test Interpretation

4. Communication of Findings

5. Outcome Assessments

Types of Assessment Methods
In Chapter 1 four major assessment categories were discussed: intelligence, ability, career, 
and personality assessment. There are several types of assessment methods that can be found 
within those categories. This section fi rst outlines three major distinctions in assessments: 
group versus individual assessment, standardized versus nonstandardized assessment, and 

a. A counselor reviews and applies scoring 
procedures.

b. A counselor presents a conprehensive picture 
using several assessment data sources.

c. A client completes a satisfaction form at the 
end of a comprehensive session.

d. A counselor and client consider various 
assessment methods.

e. A counselor attends closely to testing 
conditions.
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speed versus power tests. Then, specifi c assessment types are described: rating scales, projec-
tive techniques, behavioral observations, interviews, biographical measures, and physiologi-
cal measures. Some assessment categories, such as intelligence and ability, typically involve 
standardized power tests. Other categories, such as career and personality, are more likely to 
contain a wider range of assessment methods.

Group Versus Individual Assessment

Some assessments are designed to be administered to one individual at a time by a trained 
examiner; others can be administered to a group of people. Group assessments allow in-
formation to be obtained from many people within a short period of time at relatively little 
cost, whereas individual assessments permit counselors to adapt the test administration 
to the needs of the client. Individual assessments must be used with certain populations, 
such as young children or people with particular disabilities. Individual assessments per-
mit observational data, such as the client’s language profi ciency and level of cooperation, 
to be obtained in addition to test scores. 

Standardized Versus Nonstandardized Assessment

As discussed in Chapter 1, standardization is a defi ning feature of a test; thus, standard-
ized tests must meet certain standards during the testing process. These standards include 
uniform procedures for test administration, objective scoring, and the use of representa-
tive norm groups for test interpretation. Most standardized tests have clear evidence of 
their reliability and validity (see Chapter 5). Standardized tests can include the following 
assessment procedures, each of which is discussed in this book: intelligence tests, ability 
tests, personality inventories, interest inventories, and values inventories. 

Nonstandardized assessments include rating scales, projective techniques, behavioral 
observations, and biographical measures, all of which are discussed below. Nonstandard-
ized techniques produce results that are less dependable (i.e., less reliable and valid) com-
pared with standardized techniques; however, they allow counselors to consider aspects of 
behavior or the environment not covered by traditional psychological tests. Counselors must 
be concerned not only about the dependability of test results, but also about the exhaustive-
ness of the results (Cronbach & Gleser, 1965). Tests that provide highly dependable informa-
tion often describe only a small part of the information a counselor needs. Nonstandardized 
assessments provide less dependable information but can nonetheless aid counselors in ob-
taining information on topics that would be missed by formal testing procedures. 

Some researchers have conceptualized nonstandardized techniques in assessment as 
qualitative assessment. Qualitative assessment involves informal and fl exible procedures 
often used in individual and group counseling. This type of assessment focuses largely on 
increasing client self-awareness within a session. Some examples of qualitative assessments 
include simulation exercises, projective techniques, and card sorts. L. Goldman (1992) and 
Okocha (1998) provide more specifi c examples of qualitative assessment methods. 

Speed Versus Power Tests

Some ability tests place a heavy emphasis on speed of response and are known as speed 
tests. These tests are homogenous in content and often consist of a large number of easy 
items that a person must complete quickly. Examples of speed tests with relatively short 
time limits include fi nger and manual dexterity tests and clerical speed and accuracy tests. 
In contrast, power tests contain items of varying diffi culty, most of which the person is 
expected to complete within the time limits. If 90% of the people for whom the test is de-
signed can complete the test within the time limits, the test can be described as a power 
test. Although speed can still be a factor for some students on power tests, speed would not 
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have much infl uence on the total score for most students. Most intelligence tests, scholastic 
aptitude tests, and achievement tests are basically power tests.

Rating Scales

Rating scales, which provide subjective estimates of various behaviors or characteristics based on 
the rater’s observations, are a common method of assessment. Rating scales include self-ratings, 
ratings of others, and ratings of the environment. They often provide a series of items and scoring 
criteria and are frequently useful as pre- and posttest evaluations of some behavior or attitude. 

Because of their subjectivity, rating scales have a number of disadvantages. Three com-
mon errors associated with rating scales are (a) halo effect, (b) error of central tendency, 
and (c) leniency error. In the case of the halo effect, raters show a tendency to generalize 
from one aspect of the client to all other aspects. For example, if a person is friendly, that 
person may also be rated highly in unrelated areas such as intelligence, creativity, lead-
ership, and motivation. The error of central tendency describes the tendency to rate all 
people as “average” or near the middle of the rating scale. The leniency error refers to the 
tendency to rate the characteristics of people more favorably than they should be rated.

To control for such errors, raters are sometimes asked to rank individuals relative to another 
on each rating scale. As an alternative, raters may be forced to distribute their ratings across the 
entire rating scale according to the normal curve or a similar system. When these techniques 
are applied to a large number of people, they prevent ratings from bunching up in the middle 
of the distribution or at the top end of the distribution. Kenrick and Funder (1988) offered the 
following suggestions for improving the validity of ratings: (a) use raters who are thoroughly 
familiar with the person being rated, (b) require multiple behavioral observations, (c) obtain 
ratings from more than one observer, (d) use dimensions that are publicly observable, and (e) 
identify behaviors for observation that are relevant to the dimension in question. These sugges-
tions can help counteract limitations posed by the various sources of invalidity.

Examples of rating techniques include the semantic differential and situational tests. The 
semantic differential technique requires raters to rate concepts (e.g., “my job”) by means 
of a series of bipolar scales, or rank-order scales, where raters or clients assign numbers to 
items by priority level or relevance. Situational tests require the person to perform a task 
in a situation that is similar to the situation for which the person is being evaluated. For ex-
ample, the in-basket technique requires candidates for an administrative position to respond 
to the daily tasks of an administrator by means of an in-basket (work assignment basket) that 
simulates the actual work assignments of administrators. Situational tests can often meet the 
conditions suggested by Kenrick and Funder (1988). For this reason, they often are benefi cial 
in predicting performance in a situation similar to that of the test. Situational tests are fre-
quently used to assess leadership or management skills.

Projective Assessments

Projective assessments use vague or ambiguous stimuli to which people must respond. 
Because the stimuli (e.g., inkblots, ambiguous pictures, and incomplete sentences) are 
vague, people tend to make interpretations of the stimuli that reveal more about them-
selves than about the stimuli. They “project” their own personality onto the stimuli. Re-
sponses are usually scored subjectively. Common projective techniques include the Ror-
schach Inkblot Test, TAT, and Rotter Incomplete Sentences Blank. The use of projective 
techniques in counseling is discussed further in Chapter 13.

Behavioral Observations

Behavioral observations refer to behaviors that can be observed and counted. The obser-
vations are planned in advance or based on recent events. The behaviors, which usually 
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occur in a natural setting, are monitored by the client, by an observer such as a partner 
or parent, or both. The observer usually records the frequency of a discrete behavior, for 
example, the number of “I” statements made in an interview or the number of conversa-
tions initiated. Frequently, the duration of the response and the intensity of the behavior 
(as rated by the observer) are also recorded. Behavioral observations have the advantage 
of pertaining directly to a behavior that a client is concerned about. The behavior can usu-
ally be included as part of a goal. The measure is directly related to the client’s treatment.

Interviews

Interviews can be structured, where a more standardized set of questions is used to solicit 
client data, or unstructured, where there are no preset list of questions and the counselor–
client interaction guides future questions and probes. Structured interviews offer some 
standardization—and thus likely provide stability or reliability in test administration—yet 
they do not allow the counselor to probe responses for more detail. Unstructured inter-
views generally allow for greater counseling rapport and further follow-up; however, the 
counselor may miss key assessment areas or spend more time on an irrelevant topic. Semi-
structured interviews combine elements of both structured and unstructured interviews 
and can therefore address some of the disadvantages of each. Interviews are an important 
part of clinical assessment and are discussed further in Chapters 8 and 9. 

Biographical Measures

Biographical measures refer to accomplishments or experiences as reported by the client or 
as refl ected in historical records. For example, a résumé, college application form, or work 
portfolio usually provides an extensive amount of biographical information. Biographi-
cal measures differ from behavioral measures in that the observations are not planned 
in advance. They differ from rating scales in that the information is usually a matter of 
fact rather than a matter of judgment. Biographical data (biodata) include information 
maintained in cumulative records by schools or in personnel records by businesses, such 
as academic grades, extracurricular achievements, job promotions, hobbies, and volunteer 
work experiences. Biodata are usually collected by means of a written form or during the 
course of an initial interview with a client. Although this information is most often used 
in a qualitative manner, it can also be quantifi ed for assessment purposes (Dean, 2004; Os-
wald, Schmitt, Kim, Ramsay, & Gillespie, 2004).

The value of biographical measures in assessment is expressed in the well-established 
psychological maxim: “The best predictor of future performance is past performance.” As 
a rule the best single predictor of college grades for an individual is usually that person’s 
high school grades. A person who has functioned well in a particular job in the past will 
probably perform well in related types of activities in the future.

On the one hand, biographical measures are both economical and effi cient. They can pro-
vide information on topics such as leadership experiences or creative accomplishments that 
may be diffi cult to assess by other means. On the other hand, they may be inappropriate or 
diffi cult to interpret if the person’s experiences have been unusual or severely limited. Bio-
graphical measures yield a broad range of information, but the meaning of the information 
requires additional interaction with the client or others familiar with the situation.

Physiological Measures

Physiological measures can be particularly helpful in understanding and monitoring cli-
ent behavior because of the unique information that it provides. It enables a client’s con-
dition, such as anxiety, to be assessed at a more basic level than that made possible by 
traditional assessments such as standardized tests and behavioral observations (Berntson 
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& Cacioppo, 2006). Measures such as heart rate, breathing rate, muscle contractions, and 
blood pressure, which are primarily involuntary in nature, can reveal information regard-
ing a client’s condition that might otherwise be missed (Lawyer & Smitherman, 2004). 
Advances in instrumentation and procedures (e.g., biofeedback devices, cardiac monitor-
ing systems, and alcohol biomarkers) and collaboration with other professionals in a team 
approach make it feasible to include such variables in the assessment process.

An Overview of the Assessment Process

With a basic understanding of the assessment methods that can be used in the assessment 
process, let’s discuss the assessment process itself. The assessment process is synonymous 
with the counseling process (see Figure 2.1). Both processes involve the continual dialogue 
between counselors and clients about presenting and underlying issues, the use of vari-
ous tools to understand more fully those issues as well as attributes that may assist clients 
to address those issues, and the ongoing interpretation, refl ection, and communication 
of changes as new data enter the counseling relationship. To this end, counselors need 
to begin counseling with the end in mind: How do they see themselves communicating 
(and intervening) effectively with clients? How do early decisions about the types of tools 
selected affect the counseling relationship? In sum, assessment should be seen as a part of 
the counseling process and not as an interruption of it.

Before beginning the process of selecting assessment tools, counselors need to deter-
mine a client’s readiness for change. Clients differ in their readiness for counseling and in 
their expectations of counseling. In their work with individuals with addictive behaviors, 
Prochaska, DiClemente, and Norcross (1992) noted fi ve stages of change experienced by 
a client: precontemplation, contemplation, preparation, action, and maintenance. These 
same stages of change pertain to clients with a wide variety of problems (Petrocelli, 2002). 
Furthermore, these stages relate to the overall assessment process.

In the precontemplation stage, individuals are not especially aware of their problems 
and have no plans to change their behavior in the foreseeable future. Thus, they typically 
seek counseling at the insistence of someone else who is concerned about their problems. Re-
search indicates that such individuals benefi t less from counseling and perceive their coun-
seling relationship less favorably than do those in more advanced stages of change (Rochlen, 
Rude, & Baron, 2005). For the contemplation stage, individuals are aware of their problems 
but have not yet made a serious commitment to do anything about them. Individuals in 
this stage are considering making changes in their behavior sometime within the next six 
months; however, it may be much longer before they actually do make changes. 

Figure 2.1 
The Assessment Process
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In the preparation stage, individuals have begun to make small changes in their prob-
lematic behaviors, with the intention of making more complete changes within one month. 
Individuals reach the action stage when they successfully change their behavior for short 
periods of time. If changes persist for longer than six months, the client enters the mainte-
nance stage, in which the goal is to maintain the behavioral and attitudinal changes that 
have occurred.

If a client is in one of the earlier stages of change (i.e., precontemplation or contempla-
tion), the counselor may have diffi culty selecting appropriate tools as the client may not 
discuss problems accurately and may exhibit resistance during test administration, inter-
pretation, and communication. As clients become more aware of their problems and begin 
making incremental changes, the assessment process becomes richer and increasingly uses 
multiple assessment methods to communicate data to facilitate treatment planning and 
intervention. Assessment of the client’s stage of change is crucial for determining the most 
effective treatment technique. As noted by Prochaska et al. (1992), different approaches 
should be used for clients in different stages. 

Most clients recycle through some or all of the stages several times before successfully 
achieving long-term changes. Although recycling is the norm, most clients learn from their 
previous attempts so that they make faster progress through the cycle in subsequent at-
tempts to resolve their problems. The University of Rhode Island Change Assessment, 
a 32-item questionnaire that assesses attitudes and behaviors associated with different 
stages of change, can be used to help determine a client’s readiness for change (P. J. Cohen, 
Glaser, & Calhoun, 2005).

Test Selection

Test selection refers to the decision-making process counselors use throughout the coun-
seling relationship to aid in client evaluation and treatment planning, using a wide range 
of assessment methods. If at all possible, clients should actively participate in selecting the 
tests that will be used in counseling. From a therapeutic point of view, clients should col-
laborate in deciding what questions they wish to answer by the use of tests or other assess-
ment procedures. If convinced of the tests’ usefulness, clients may be more motivated to do 
their best on ability tests and to be accurate and truthful in responding to items on interest 
and personality inventories. By having participated in the decisions to use the tests, clients 
are also more likely to accept the results and interpretations with less defensiveness. They 
can be more objective in their perception of the test results.

Individuals often approach tests with some anxiety, particularly aptitude and achieve-
ment tests where they may fear failure. Anxiety regarding testing can infl uence the en-
tire counseling process. Even interest and personality inventories can reveal aspects of a 
person’s character that may indicate weaknesses or undesirable features. To reduce the 
threatening aspects of tests, you should make clear to clients that the purpose of testing 
is to provide self-understanding, not evaluation or judgment. It is important to convey to 
clients the feeling that they will be accepted whatever the test results happen to be.

In the case of academic or career counseling, clients often feel dependent on tests. They 
perceive the counselor as an expert who will select tests that will tell them what to do. Active 
participation by clients in test selection helps to counteract overreliance on the counselor.

Generally, the client does not select specifi c assessment tools. That is a technical mat-
ter that counselors must decide on the basis of their knowledge of assessments. Instead, 
the client helps to decide the types of assessments that can provide the information most 
useful for whatever actions or decisions are going to be made. Clients are not nearly as 
interested in specifi c characteristics of assessments as they are in the implications the re-
sults will have for them. The types of tests are therefore described in a general fashion. For 
example, you should describe the Strong Interest Inventory to a client simply as “an inter-
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est inventory that enables you to compare your likes and dislikes with those of people in 
different occupations.” You should not overwhelm the client with a detailed description of 
the instrument itself.

After you and a particular client have agreed on the type of test, you must decide which 
specifi c test would be best to use. In particular, you want to consider the test’s reliability, 
validity, normative data, and practicality for its intended purpose. Does the test possess 
suffi cient reliability and validity to answer the questions posed by the client and his or 
her situation? Does the test provide appropriate normative data for the client? Is the test 
easy to administer and score? How expensive is it? Is the reading level appropriate? Is this 
assessment procedure culturally appropriate for the client? Counselors can best answer 
these questions, which require specialized knowledge regarding the technical quality of 
different assessments.

When a client states a need for a test, the counselor should not necessarily take that 
statement at face value. For example, if a client requests a personality inventory, the coun-
selor should explore the meaning of the request, not simply accept it. A particular client 
may be experiencing a signifi cant problem, such as anxiety or depression, that should be 
explored before tests are assigned. The client may be asking for help regarding a particular 
problem but having diffi culty revealing the problem or asking for help directly. The re-
quest for tests serves as an avenue to get at the major problem.

Tests should not be used unnecessarily. Other sources of data in addition to tests should 
also be explored. In a college counseling center, little is gained by selecting scholastic ap-
titude tests when records of college entrance tests, high school grades, and college grades 
are readily available. Other counseling agencies, of course, often start with no previous 
information. Nevertheless, counselors can fi rst attempt to explore with clients self-descrip-
tions and previous experiences that may provide relevant information. Clients’ recall of 
previous experiences can provide a great deal of information either to supplement test 
results or to eliminate the need for particular tests.

At this stage of the assessment process, particularly at the beginning of counseling, tests 
are not the only assessment method to consider. For example, you may be interested in us-
ing an initial clinical interview or preexisting biographical data. It is important to involve 
clients in this process if possible or at least to explain briefl y the purpose for collecting data 
using these methods. Now, let’s discuss how we obtain information about assessments to 
guide the selection process.

Sources of Information About Assessment Procedures 
After you understand a client’s orientation toward problem solving and thus assessment 
purpose, the test selection process now involves selecting the actual assessment tools. This 
section provides key information sources for locating and obtaining assessments. Your 
university library will likely have many of these sources in print or online format. After 
you review this section, complete Activity 2.1.

Mental Measurements Yearbook. The best general source of information about commercial 
tests is the Mental Measurements Yearbook (MMY) series. The MMY, now in its 18th edi-
tion (Spies, Carlson, & Geisinger, 2010), provides access to information about commercially 
published tests and test reviews. The MMY also provides a reference list for each test. Oscar 
Buros, its fi rst editor, developed the MMY in 1938. The MMY is published every few years, 
and online access is available for MMY reviews 1985 to present. A key inclusion criterion for 
a test to appear in the MMY is that the test must be new or revised since the previous MMY 
edition. Critical reviews are not published for each test in each yearbook because each new 
volume is designed to add to, rather than replace, information found in prior volumes.

There are many ways to search for a test. If you have some information about a specifi c 
test, such as the TAT, you can search by its full name (i.e., Thematic Apperception Test), 
acronym, publisher, or author. If you do not have a specifi c test in mind, or do not have 
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adequate information, you can search by test purpose, category, or intended population 
(age, grade level, gender); by individual versus group administration; by publication date; 
by MMY volume number; by number of available reviews; or by many other search fi elds. 
There are several indexes (e.g., test title, classifi ed subject, publisher, names of authors, 
publisher directory) as searchable options if you decide you would like to search the print 
version of the MMY (or Tests in Print, described next).

Tests in Print. Published initially in 1961 by the Buros Institute of Mental Measurements, 
Tests in Print (TIP, 8th ed.; Murphy, Geisinger, Carlson, & Spies, 2011) is designed to serve as a 
comprehensive index of all tests in the Buros system (and appearing in previous MMYs and 
other materials). The TIP provides descriptions and references of all tests in print, including 
those for commercial use. Specifi cally, for any test, TIP indicates test purpose, acronym, in-
print status, cost, publisher and author information, intended population, administration 
and scoring information, and publication date. TIP also includes a list of tests that have gone 
out of print since its last edition. However, you will not fi nd test reviews such as in the MMY. 
Searching for a test is done in a manner similar to how you search in MMY. 

Tests and Test Critiques. There are two other resources you may fi nd useful as you are 
searching for tests. Tests is a more concise reference to test descriptions for thousands of tests 
in psychology, education, and business. Tests are arranged alphabetically by category. It is 
updated annually and contains similar information to the previously discussed references, 
with the exception of psychometric data and test reviews. Test Critiques is designed as a sup-
plement to Tests and provides more extensive test descriptions, helpful information about 
the testing process, and test reviews. These resources are available from ProEd Publishers. 

Other Test Information Resources. In addition to the four major references above, follow-
ing are some other ways to locate test information:

• ETSTestLink (http://www.ets.org/test_link/about): This site lists the Education 
Testing Service’s (ETS’s) collection of 25,000 tests since 1900, with about 1,000 tests 
available for purchase directly from ETS. 

• Buros Test Reviews Online (http://unl.edu/buros/): This site contains test reviews 
as they appear from the MMY 9th edition to the present. Thus, this is an online re-
source for the MMY and TIP.

• Directory of Unpublished Experimental Mental Measures (B. A. Goldman & Mitchell, 
2007): Volume 9 of the directory provides information on noncommercial psychologi-
cal measures used in research from the fi elds of psychology, sociology, and education.

• A Counselor’s Guide to Career Assessment Instruments (Whitfi eld et al., 2009): This 
resource provides descriptions and publisher information of over 300 career as-
sessment instruments, including comprehensive reviews of more than 50 widely 
used instruments. 

• Journals: Counselors are most likely to fi nd information about assessment procedures 
pertinent to their work in the following counseling-related journals: Measurement and 
Evaluation in Counseling and Development, Counseling Outcome Research and 
Evaluation, Journal of Counseling & Development, The Career Development Quarterly, 
Journal of Counseling Psychology, Psychological Assessment, Journal of Personality Assessment, 
Journal of Career Assessment, and Assessment. 

Locating Specifi c Assessments
Once you have reviewed several of the above resources, you will need to contact a test 
publisher or author to obtain a specifi c commercially published assessment. Although 
there are a vast number of tests available in the United States and there is a constant 
stream of new tests and revisions of old tests on the market, most of the tests are pub-
lished by a few large publishers, such as Psychological Assessment Resources, Consult-
ing Psychologists Press, and Pearson Assessments. All major publishers list their prod-

http://www.ets.org/test_link/about
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ucts through catalogs and update test information regularly, including costs, ancillary 
materials, and alternate test forms. For a fee, most test publishers will provide qualifi ed 
test users with a specimen set of a test that includes the test itself, answer sheets, scor-
ing keys, and a test manual. See Appendix A for links to commonly used tests, listed by 
publisher. For unpublished tests and other assessment methods, you will likely need to 
contact directly an author in a journal or book. 

Activity 2.1 Locating Assessments
Select a topic of interest and testing purpose and use at least two 
of the sources described above to uncover information about 
assessments for that topic and purpose. What sources did you 
use? What information did you fi nd in each? How do the sources 
compare with one another? Discuss in small groups the benefi ts 
and challenges of various assessment sources.

• • •

Test Administration

Test administration, or administration of assessment tools in general, will vary as a pro-
cess depending on the audience, purpose, and format. For example, administering an in-
dividual test as opposed to a group test assumes a greater degree of familiarity with the 
test instructions and procedures and increased interaction with a client. With group tests, 
greater test anxiety may be a factor. 

With respect to purpose, standardized tests must be administered in a specifi ed man-
ner under controlled conditions with uniform instructions and materials. Counselors who 
administer the test must be familiar with the instructions and other aspects of the admin-
istration. The knowledge necessary for administering a test differs greatly depending on 
the test. On the one hand, standardized scholastic aptitude tests can be administered with 
relatively little training. On the other hand, the knowledge and skill needed to administer 
individual intelligence tests require extensive coursework and practicum experience.

Furthermore, various test formats (paper and pencil versus computer based) yield 
unique administration considerations. Computer-based testing allows greater fl exibility in 
test administration, briefer test administration time, and a greater degree of test standard-
ization. However, some individuals may have trouble using the computer. Students have 
reported diffi culty in responding to items presented on the computer where they cannot 
easily go back to check previous answers or leave an item blank for later consideration. 
Computer anxiety may interfere with some people’s performance on computer-adminis-
tered tests, especially older people, women, and individuals from a lower socioeconomic 
background (Bozionelos, 2004; Meloun, 2005). A study of eighth-grade students found that 
familiarity with the computer was signifi cantly correlated with performance on comput-
er-based mathematics and writing tests after controlling for paper-based performance in 
these subjects (Sandene et al., 2005). Counselors should make certain that examinees are 
familiar and comfortable with using the computer. Clients should be given the opportu-
nity to practice responding to computer-based items prior to testing.

Inexperienced test administrators often do not fully appreciate the importance of the test 
administrator’s role. Irregularities identifi ed in test administrations in school settings in-
clude timing the test inaccurately, altering answer sheets, coaching, teaching the test, scoring 
tests incorrectly, recording test data incorrectly, and cheating by students (Gay, 1990). Most 
test manuals provide detailed instructions for administering a particular test, and such in-
structions should be followed exactly. It is the standardization of instructions that makes it 
possible to compare one person’s scores with those of another or with different groups. 
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In addition, counselors need to be aware of the expectancy effect or Rosenthal effect 
during test administration. This effect relates to the notion that data sometime can be af-
fected by what the administrator expects to fi nd. On a related note, counselors who seek to 
confi rm negative stereotypes, intentionally or unintentionally, during test administration 
infl uence test performance. This effect is known as stereotype threat and is likely a con-
tributing factor to long-standing racial and gender gaps in academic performance (Steele & 
Aronson, 1995; Steele, Spencer, & Aronson, 2002). Stereotype threats can be a factor when 
individuals of a minority status (e.g., women, racial/ethnic minorities) are instructed that 
a test’s purpose is to assess a construct (e.g., math skills, intelligence) they internalize as 
lacking in themselves, or when those individuals are simply in a testing environment with 
others who possess positive stereotypes for a particular construct. 

Thus, in administering tests counselors must elicit the interest and cooperation of the test 
taker. In obtaining rapport, counselors attempt to convince test takers that the results will be 
useful and that they are not wasting their time in a task that will be of little consequence or 
value to them. Usually clients are cooperative if they have voluntarily sought counseling. If 
they are being tested against their will, perhaps because of a court order or because they feel 
that the test information is not important, good rapport may be diffi cult to establish.

Individuals should be informed prior to testing about conditions that may improve 
their performance on aptitude or achievement tests, such as taking a practice test or re-
viewing certain material (American Counseling Association [ACA], 2005). During the test 
administration itself, counselors should encourage clients to follow instructions carefully 
and to perform as well as they can. With small children, tests may be presented as a game. 
For interest or personality inventories, clients should be encouraged to answer honestly 
and frankly in order to preclude invalid results. Counselors should be familiar with the 
test being administered so that clients do not doubt the administrator’s competence. Self-
confi dence, together with a warm and friendly manner, should be exhibited.

The testing environment should be suitable for test administration, with adequate seat-
ing, lighting, and ventilation and an appropriate temperature. It should be free from noise, 
interruptions, and other distractions. Time limits should be followed exactly, and measures 
should be taken to prevent cheating. Factors, even minor ones, that can alter test perfor-
mance should be recognized and minimized. These factors contribute to the error variance 
in test scores. Any problems in administering the test should be noted and taken into ac-
count when interpreting the test results.

At times test administration procedures may need to be altered to take into account such 
matters as a client’s disability or language problems (AERA, APA, & NCME, 1999). Ac-
commodations in test administration, such as additional time or the use of an interpreter, 
should be made if they can improve the opportunity for the client to demonstrate his or 
her abilities but not if they provide that client with an advantage over other test takers. 
Sometimes it is diffi cult to make this distinction, but the test administrator must make the 
best decision possible. Any alterations in administration procedures should be noted and 
included in the report of test results.

Test Interpretation and Communication of Findings

Although test interpretation and communication of fi ndings is discussed in more detail in 
Chapters 6 and 15, respectively, it is important to mention these components briefl y in an 
overall discussion of the assessment process. Test interpretation, which includes evalua-
tion of data from a variety of methods, is much more than simply scoring an assessment 
tool. The more intentional counselors are about infusing interpretation in the general coun-
seling process, the more therapeutic the assessment process can be. The manner in which 
tools can aid in self-awareness and decision making can ultimately provide greater insight 
in counseling and save time and money for clients. 
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Communication of fi ndings can occur both during and after test interpretation. In fact, 
when counselors communicate with clients as they interpret assessment data, the process 
can yield a richer dialogue and better treatment planning. Communication can occur in-
formally, such as during a counseling interaction, or more formally, such as the case with a 
written report for individual or group settings. During the communication process, it may 
become apparent that additional assessment is needed. If so, counselors may opt to cycle 
through the assessment process again. 

There are a few general considerations related to test interpretation, specifi cally related 
to scoring procedures. Tests can be scored by hand or by computer. Tests that are scored by 
hand often involve the use of a scoring template that can be placed over the answer sheet 
to identify incorrect responses. In some cases, clients score their own tests by the use of 
“self-scorable” answer sheets that reveal the correct answers behind a seal on the reverse 
side of the answer sheet. Examples of measures for which clients score their own answer 
sheets include the Myers–Briggs Type Indicator (MBTI) and the Self-Directed Search. If 
more than a few tests or scales are involved, hand scoring can become time consuming, 
tedious, and subject to error. If at all possible, hand-scored tests should also be scored by 
another person to ensure accuracy of results.

Compared with hand scoring, computer scoring is more rapid, accurate, and thorough. 
The computer makes it possible to undertake elaborate test-scoring programs such as those 
required for the Strong Interest Inventory and the Campbell Interest and Skill Survey that 
would be virtually impossible to do by hand. For the most part, the computer is an exceed-
ingly effi cient scoring machine and at times may appear to be infallible; however, it is im-
portant to remember that scoring errors can and do occur, especially at the programming 
level. In one large statewide testing operation, a number of schools received inaccurate 
test reports, which led to demoralization of teachers and students until the errors were de-
tected and corrected (Tareen, 2005). In a national testing program, thousands of SAT exams 
were found to have been scored incorrectly (after two students asked to have their tests 
rescored) during one examination period, possibly because of wet weather conditions that 
affected the accuracy of the computer scoring program (Setoodeh, 2006).

If test results appear questionable, they should be rechecked. In addition to specifi c 
scores, computers can also generate test interpretations by means of scoring rules, or al-
gorithms, stored in the computer’s memory. Computer-based test interpretations (CBTIs), 
such as those that have been developed for the MMPI, provide a second opinion that 
counselors can use both to create and to test hypotheses about clients. Compared with 
counselor interpretations, CBTIs that have been derived from extensive databases by test 
experts can be more comprehensive, objective, consistent, and reliable (Sampson, Purgar, 
& Shy, 2003). Despite their apparent advantages, CBTIs can also pose a number of prob-
lems. In some cases, the developers of CBTIs lack appropriate qualifi cations. In other cases, 
the interpretations can be too general (e.g., they may be statements that are true for just 
about everybody) or they may contradict one another. Frequently, they are accorded “un-
realistic credibility” because of their computer origin (Sampson et al., 2003). To prevent 
misuse of CBTIs, a counselor should not rely on them unless he or she possesses suffi cient 
knowledge about the assessment instrument itself to be able to evaluate independently 
the accuracy of the interpretations. In addition, clients should not be expected to be able to 
use CBTI reports without the aid of a counselor unless the reports have been specifi cally 
validated as “self-interpreting” (National Career Development Association, 1997).

A test can have well-established validity for various uses, but that does not necessarily 
ensure the validity of a CBTI derived for that test. The scoring rules on which the CBTIs 
are based are often a trade secret so that it is diffi cult to evaluate how adequately they have 
been developed. Counselors must examine CBTIs in light of other information that they 
have been able to collect about the client. They should use their best professional judgment 
to take into account any individual or situational factors that could alter the CBTI for a 
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particular client. As with any test data, the results should be viewed as hypotheses that 
need to be confi rmed or revised on the basis of other information that is collected regard-
ing the particular client.

Now that you have reviewed the assessment process components, it’s time to consider 
how you might approach a hypothetical client at each phase. Review Case Example 2.1, 
the Case of Jeffrey, and respond to the accompanying questions. First, consider some tips 
in the assessment process.

Tip Sheet 

The Assessment Process

✓ Successful testing is being prepared. Have a script (written or memorized) for ev-
ery part of the assessment process to minimize any negative effects assessment may 
have on the counseling process.

✓ Involve clients in the test selection process as much as possible.
✓ Explore with clients ways that assessment data can be useful to increase intrinsic 

motivation. Remind them that the primary purpose of assessment is not evaluation 
and judgment but, rather, a tool for client exploration to assist in making decisions. 

✓ Review several sources of information before selecting an assessment tool. Ensure 
that the tool serves an appropriate function, possesses relevant support, and is suit-
able for your clientele.

✓ Gain knowledge about an assessment tool, including familiarity with test content, 
purpose, psychometric properties, and test administration and scoring procedures.

✓ Use multiple assessment methods to create a more comprehensive picture for the 
client.

✓ Present to clients the assessment purpose and description in the most clear, concise, 
and interesting manner.

✓ For administration of individual tests, memorize the exact verbal instructions if pos-
sible. Have materials ready for use and easy to reach.

✓ Maintain the security of testing materials before and after test administration.
✓ In group testing double-check that you have all materials (e.g., answer sheets, 

pencils, test booklets) available for the testing day.
✓ Administer and interpret an assessment tool exactly as stated in the manual unless there is 

an empirically supported reason for altering (e.g., test bias, accommodations for disability).
✓ Consider testing conditions that may infl uence test scores before administering the 

test. Conditions may include location of room, noise level, seating arrangement, 
lighting, work space, quality of instructions, rapport between counselor and client, 
and amount of time needed to complete assessment.

✓ Refl ect on how cultural and other demographic differences impact the assessment 
relationship. Such issues may include how familiar individuals are with a test ad-
ministrator, differences among test takers, stereotype or expectancy effects, presence 
of a disability, or experience with different testing formats.

✓ When introducing an assessment, show enthusiasm and interest in the process and 
motivate clients to respond as best as they can. Reiterate the value and purpose of 
assessment in general as well as the particular tool being used.

✓ Evaluate scoring procedures carefully and assess for strengths and limitations.
✓ Communicate assessment data in an empowering way, discussing assessment 

strengths and limitations for aiding a particular client.
✓ Present assessment data in the context of other available information about a par-

ticular client, highlighting that data are just one type of client data to consider.
✓ In addition to communicating overall fi ndings to clients, the counselor should also 

process with clients their reactions to the assessment data.
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Case Example 2.1 

Jeffrey

Jeffrey is a 16-year-old White male in 11th grade. He lives with his father James (age 49), 
his mother Linda (age 48), an older brother Keith (age 18), and a younger brother Max (age 
14). His parents are both teachers in the same high school as Jeffrey.

Jeffrey’s parents made the appointment with you, a professional school counselor at the 
same school as Jeffrey and his parents. Jeffrey is currently in danger of failing 11th grade, 
with grades of mostly Ds and Fs, except for a B in computer class. His parents are frus-
trated because they do not know how to motivate him.

In addition, a teacher found a notebook with written song lyrics with references to guns 
and dying. Asked for an explanation, Jeffrey just shrugged and said he was bored in class. 

Jeffrey previously saw a counselor during elementary school after he seemed to be hav-
ing trouble fi tting in socially in class.

Refl ect on the following:

• How might you begin the assessment process? Who would you involve, and how 
would you involve them?

• What are assessment methods you might consider during the test selection phase?
• How and when might test administration occur?
• What factors may be salient for communication of fi ndings?
• How do you think the assessment process in general might benefi t Jeffrey?

• • •

Assessing the Assessment Process: 
Evaluating Counseling Outcomes

At the conclusion of counseling, as well as at intervals throughout counseling, it is important 
to evaluate its effectiveness. Has counseling achieved the purposes for which it was sought? 
As the last step in the problem-solving model in Chapter 1 indicated, counselors need to 
determine whether a particular client’s problem has been resolved or reduced. Engaging 
in outcome assessment in counseling helps to determine if counseling was effective for the 
client. Furthermore, outcome assessment can yield important information about the general 
effi cacy of a counseling intervention, adding to counseling scholarship in general. 

Outcome assessments should be related to the purpose of counseling, appropriate for 
the client’s development level, valid and reliable for the purpose for which they are used, 
and sensitive enough to show change at the level expected (Whiston, 2008). Counselors 
should use well-established instruments with adequate normative data to aid in the inter-
pretation of a client’s scores (Leibert, 2006). When feasible, outcome assessments should 
use more than one source of feedback (e.g., client, counselor, and observer) and consider 
more than one outcome variable (e.g., changes in knowledge, understanding, and behav-
ior). Counseling outcomes should take into account immediate, intermediate, and ulti-
mate goals—such as a more positive attitude toward school, improved grades, and school 
graduation—and should include evaluations taken at different points in time. As a practi-
cal matter, outcome assessments should be brief, be easy to administer and score, and be 
cost-effective.

Typical outcome assessment instruments include client satisfaction forms, client self-
report scales, client interviews, and rating scales. Outcome instruments vary in their 
degree of specifi city. Global measures focus on such matters as general well-being or 
career maturity. Specifi c measures assess particular factors such as level of depression or 
career planning diffi culties. Some examples of the different types of outcome measures 
are provided below.
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Client Satisfaction Forms

Client satisfaction forms assess the degree to which counseling fulfi lled the client’s expecta-
tions. A number of client satisfaction scales or rating forms have been developed for local use, 
especially in medical or mental health settings. These forms provide valuable feedback for 
administrators and professionals; however, they pose diffi culties in interpretation because they 
lack standardization.

Two standardized measures of client satisfaction—one global and the other specifi c—have 
been developed at the University of California, San Francisco (UCSF). The UCSF Client Sat-
isfaction Questionnaire–8 (CSQ-8) provides a global measure of a client’s satisfaction with 
mental health services received (Attkisson & Greenfi eld, 2004). The UCSF Service Satisfaction 
Scale–30 (SSS-30), which uses 30 items rather than the 8 items used by the CSQ-8, provides a 
more detailed measure of client satisfaction. The SSS-30 yields scores on several subscales—
such as counselor manner and skill, offi ce procedures, and access to services—as well as an 
overall satisfaction score (Greenfi eld & Attkisson, 2004). These instruments have extensive 
norms that can be used to interpret the results. They can be supplemented with open-ended 
questions regarding the client’s reaction to treatment.

Client satisfaction can also be inferred by means of therapeutic relationship scales, such as 
the Working Alliance Inventory, that measure the degree to which the client and the counselor 
agree on counseling goals and tasks and the extent to which they have bonded together for 
counseling purposes (Horvath & Greenberg, 1989). As a rule, the strength of the therapeutic 
alliance—as rated by the client, counselor, or observer—correlates signifi cantly with progress 
in counseling (Martin, Garske, & Davis, 2000).

Client Self-Report Scales

Client self-report scales are used to evaluate changes in a client’s status or functioning as 
perceived by the client. Many of the self-report inventories used in the initial stages of coun-
seling to identify a client’s problems, such as Symptom Checklist–90 and Brief Symptom In-
ventory discussed in Chapter 8, can also be used later in counseling to evaluate progress in 
resolving these problems. In many ways, these instruments are ideal for outcome assessment 
because they provide comparable information at different points in time that can be used to 
show changes that occur during the course of counseling. Because of their brevity and broad 
focus, results from these instruments should not be relied on exclusively, but they can be used 
informally to judge progress and to guide the counseling process.

Several self-report measures have been designed specifi cally to assess the outcomes of coun-
seling or therapy. These measures include the Outcome Questionnaire–45 (Lambert, Gregersen, 
& Burlingame, 2004), revised Behavior and Symptom Identifi cation Scale (Eisen, Normand, Be-
langer, Spiro, & Esch, 2004), and Treatment Outcome Package (mental health symptoms and 
functional modules; Kraus, Seligman, & Jordan, 2005). All of these measures are short self-report 
questionnaires with several subscales that are sensitive to changes in a client’s symptoms or be-
haviors. They all provide reliable and valid measures of a client’s functioning and normative data 
to aid in interpretation of scores.

Depending on the issues involved, other brief measures such as the Beck Depression In-
ventory (Beck, 1996), Beck Anxiety Inventory (Beck & Steer, 1993), and Holland’s My Voca-
tional Situation (Holland, Daiger, & Power, 1980) can be used to assess progress in specifi c 
areas. These instruments are each discussed in chapters dealing with these particular topics. 
Self-monitoring of one’s behavior, such as alcohol drinking, can also be helpful in assessing 
counseling outcomes (W. R. Miller & Muñoz, 2005).

Client Feedback Interviews

Client feedback interviews can also be used to obtain feedback regarding a client’s prog-
ress. Talmon (1990) described a brief telephone interview that he used routinely with cli-
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ents who had been seen for brief counseling. Clients were asked in the intake process for 
permission to contact them by telephone sometime about three months after the end of 
counseling. At that point, they were asked 12 questions regarding such matters as their 
satisfaction with counseling (5-point scale), change in the problem they presented at coun-
seling (5-point scale), what they found to be most helpful or harmful, and what recom-
mendations they wished to make to the counselor for improvement of counseling. This 
procedure lets clients know that the counselor cares about them and their situation and 
provides counselors with helpful information (both quantitative and qualitative in nature) 
regarding their counseling procedures.

Ratings by Counselors and Other Observers

In addition to feedback from the client, evaluation of a client’s functioning can also be 
sought from the counselor or others in a position to judge the client’s behavior, such as 
parents, spouses, teachers, supervisors, coworkers, or trained observers. Counselors can 
provide a more detailed, specifi c description of client outcome by the use of instruments 
such as the Brief Psychiatric Rating Scale for major psychopathology (Lachar, Espadas, & 
Bailley, 2004) or the Hamilton Depression Rating Scale, a measure of depression based on 
interview data (Hamilton, 1967). Teachers, parents, or others can use observer rating forms 
such as the Conners’ Rating Scales–Revised for Teachers and Parents to evaluate problem 
behavior in children (Conners, 1997). Observation of a client’s behavior by someone close 
to the client is important in obtaining information regarding the progress of clients who 
cannot accurately or consistently report this information themselves.

In some situations, counselors are required to complete the Global Assessment of Func-
tioning (GAF) Scale (Axis V on the DSM-IV-TR) for every client they see, often at both the 
beginning and end of counseling. This measure provides a single score, ranging from 1 to 
100, regarding the client’s psychological, social, and occupational functioning (American 
Psychiatric Association, 2000). The GAF scale is anchored with behavioral descriptions 
at each 10-point interval; for example, ratings in the “71 to 80” range indicate transient 
symptoms (such as diffi culty concentrating after a family confl ict) or slight impairment in 
functioning (such as falling behind in one’s work on a temporary basis).

Tailor-Made Measures

Some outcome measures, such as Goal Attainment Scaling (GAS) or the Target Complaints 
(TC) procedure, are designed specifi cally for individual clients to assess their progress in 
therapy. With GAS, the counselor or other expert judges establish specifi c goals for a cli-
ent based on his or her concerns (Kiresuk et al., 1994). The judges then rate on a 5-point 
scale the client’s success in attaining these goals at the end of counseling. This measure is 
a reliable and valid measure of progress for clients receiving time-limited psychotherapy 
(Shefl er, Canetti, & Wiseman, 2001).

The TC measure requires clients (with the help of a counselor) to identify three specifi c 
complaints that they wish to address in counseling and then to rate these complaints ac-
cording to their severity (Battle et al., 1966). Counseling outcomes are assessed in terms of 
reductions in the severity of a client’s complaints. This method has been used effectively to 
evaluate the success of clients in resolving problems during counseling (Kivlighan, Multon, 
& Patton, 2000).

Use of Outcome Measures

Outcome measures can be helpful at three levels: (a) individual, (b) agency, and (c) profes-
sion. At the individual level, both the client and counselor can benefi t. Clients can profi t 
by seeing progress in resolving issues and improvement in well-being. Counselors can use 
feedback from clients to learn what counseling approaches are most effective with different 



40 • Foundations of Assessment in Counseling

types of clients. At the agency level, information obtained from clients can help in establish-
ing and modifying counseling programs and in gaining support from those who fund the 
programs. Finally, for the profession as a whole, outcome studies can lead to more successful 
evidence-based treatments and strengthen its viability and credibility overall (Leibert, 2006).

When outcome studies are undertaken by the combined resources of a professional orga-
nization or a counseling agency, it is possible to conduct a much more thorough and compre-
hensive evaluation of counseling effectiveness than would otherwise be possible. Although 
it may not be feasible for all counselors to be involved in a comprehensive outcome study, 
some effort should be undertaken to evaluate the effectiveness of all counseling interven-
tions. If only one outcome measure can be obtained, it is probably best to obtain it directly 
from the client, possibly at the conclusion of counseling or shortly thereafter. As an informal 
procedure, counselors can readminister a client self-report form such as the Inventory of 
Common Problems or the Beck Depression Inventory–II to note changes. They can also ask 
clients at that point what was most helpful, what was least helpful, and what recommenda-
tions they would make for future counseling. The use of a brief, semistructured interview 
such as that proposed by Talmon (1990; see above) can be especially productive for counsel-
ors evaluating the effectiveness of their counseling on an individual basis.

Chapter Summary

The assessment process in counseling relates to engaging and collaborating with clients 
throughout the counseling relationship as well as evaluating the counseling relationship 
and interventions themselves. In this chapter several assessment methods were discussed 
and their use in the assessment process was presented. These methods include group and 
individual assessments, standardized and nonstandardized assessments, speed and power 
tests, rating scales, projective assessments, behavioral observations, interviews, biographi-
cal measures, and physiological measures. Then, assessment process components were 
presented (test selection, test administration, test interpretation, and communication of 
fi ndings). Clients will be motivated to participate in assessment (and counseling) depend-
ing on the stage of change in which they identify as well as the quality of the counseling 
relationship. In addition, there are several considerations at each phase of the assessment 
process that affect how clients receive and use assessment data. The chapter concludes 
with a brief discussion on outcome assessment and various assessment methods that may 
be useful to counselors.

Review Questions

1. How might the various assessment methods presented in this chapter infl uence the 
assessment process?

2. How does a client’s stage of change benefi t and limit each phase of the assessment 
process?

3. Compare the major sources of information for tests. What do you see as the most 
useful for you? How do they complement one another?

4. How do paper-and-pencil and computer assessments compare in terms of the as-
sessment process? When might one be more useful than the other?

5. In what ways are outcome assessments helpful for clients? Counselors? The scien-
tifi c community?
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Ethical, Legal, and Professional Considerations 
in Assessment
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Regardless of the degree to which you think you will use assessment in your practice, it is 
quite important to understand ethical and legal considerations. Ethical guidelines, assess-
ment standards provided by professional organizations, and legal statutes and key court 
decisions collectively play a role in how counselors perform various assessment activities. 
In this chapter some of the standards and guidelines within professional organizations 
that are useful for evaluating tests and test usage are discussed. Then, specifi c ethical and 
legal considerations related to counselor competence and client welfare—as well as other 
professional issues in testing—are presented. 

Test Your Knowledge

Select the most appropriate choice for each item.

1. The major responsibility for proper assessment use falls on the _________.

  a. Publisher b. Test developer c. Counselor who uses the test d. Client

□ T □ F  2. Due to the nature of testing, informed consent is not required
for test administration.

□ T □ F  3. The ACA Code of Ethics contains a section on assessment 
ethics.  

□ T  □ F  4. There are advocacy groups in existence to protect against 
test restriction lawsuits.

5. ACA’s divisions provide assessment standards for which of the following specialty areas?

  a. School counseling b. Substance abuse counseling
  c. Career counseling d. All of the above
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Standards and Guidelines for Evaluating Tests and Test Usage
Several sets of standards have been published by professional organizations concerning 
the development and use of psychological assessment procedures. Counselors should be 
familiar with each set of standards or guidelines for test usage presented in this section. In 
this section several important documents that affect test usage are presented: the ACA Code 
of Ethics (ACA, 2005); the NBCC Code of Ethics (National Board for Certifi ed Counselors 
[NBCC], 2005); Standards for Educational and Psychological Testing (AERA, APA, & NCME, 
1999); Joint Committee on Testing Practices documents; and ACA general testing stan-
dards, such as the Responsibilities of Users of Standardized Tests (RUST), Standards for Quali-
fi cations of Test Users, the ACA Position Statement on High Stakes Testing, and the Association 
for Assessment in Counseling and Education (AACE) Standards for Multicultural Assessment. 

In addition to these general standards and guidelines, AACE has developed several 
specialty standards in collaboration with other ACA divisions. These specialty standards 
include Career Counselor Assessment and Evaluation Competencies (AACE & National Ca-
reer Development Association [NCDA], 2010); Marriage, Couple and Family Counseling As-
sessment Competencies (AACE & American Association for Marriage and Family Therapy 
[AAMFT], 2010); Standards for Assessment in Mental Health Counseling (AACE & American 
Mental Health Counselors Association [AMHCA], 2010); Competencies in Assessment and 
Evaluation for School Counselors (AACE & American School Counselor Association [ASCA], 
1998); Standards for Assessment in Substance Abuse Counseling (AACE & International As-
sociation of Addictions and Offender Counseling [IAAOC], 2010); and guidelines for pre-
employment testing (AACE & American Rehabilitation Counseling Association [ARCA], 
2003). Web links for most of these guidelines and standards are presented in Appendix B. 

ACA Code of Ethics

The ACA Code of Ethics (ACA, 2005) specifi es principles of ethical conduct and standards 
of professional behavior for counselors. Section E of the 2005 code provides information 
on evaluation, assessment, and interpretation. Section E components outline the following: 
general assessment purposes; issues surrounding competence, informed consent, and as-
sessment data reporting; diagnosis; instrument selection; test administration, scoring, and 
interpretation; diversity in assessment; assessment security; use of outdated assessments 
and results; assessment construction; and forensic evaluation. 

NBCC Code of Ethics

Section D of the NBCC Code of Ethics (NBCC, 2005) refers to standards for measurement 
and evaluation. These codes were developed from the above-mentioned ACA Code of Eth-
ics as well as the RUST Statement (described below), among others. The NBCC codes were 
initially proposed in 1982 and are now in their seventh revision. Themes of the 15 compe-
tencies include competence, informed consent, instrument selection, test administration 
and interpretation, data reporting, use of obsolete materials and results, test security, tech-
nology, and reproduction of test materials and results. 

Standards for Educational and Psychological Testing

The Standards for Educational and Psychological Testing (AERA, APA, & NCME, 1999) 
provide criteria for evaluating both the tests themselves and use of the tests. The crite-
ria were prepared by a joint committee of the American Educational Research Associa-
tion (AERA), the American Psychological Association (APA), and the National Council on 
Measurement in Education (NCME). Originating in 1954 with a sixth revision in 1999, the 
standards are presently undergoing a seventh revision. Originally, this publication em-
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phasized technical standards for test construction and evaluation. As the editions evolved, 
the joint committee placed increased emphasis on the responsibilities of the test user and 
the need for fairness in testing. Adherence to the standards by counselors should help to 
improve testing practices and reduce criticism of tests and test usage. 

A portion of the Standards for Educational and Psychological Testing deals with the technical 
quality of tests and test materials and the standards to be followed by test developers and test 
publishers before distributing the test. Test publishers and authors make money from the sales 
and royalties on tests that are sold, and there is an obvious temptation to exaggerate the useful-
ness or the validity of such tests. The committee that developed the standards placed consid-
erable emphasis on the importance of “truth in advertising” in test publishing. Test manuals 
should provide evidence of both reliability—including information regarding the methods of 
estimating reliability and the populations on which reliability was measured—and validity, 
including types of validity studies and validity relevant to the intended use of the test.

Certain standards are designed to prevent the premature sale of tests for general use 
and to specify when the test is to be released for research purposes only. The Standards for 
Educational and Psychological Testing emphasize that the test manual should not be designed 
to sell the test but should include adequate information about the administration, scoring, 
norms, and other technical data to permit the potential user to evaluate the test itself and 
its potential use as well as to properly interpret its results.

Joint Committee on Testing Practices Documents

The Joint Committee on Testing Practices (JCTP) was established in 1985 as a forum for 
counseling- and education-related associations to collaborate for the common good for fair, 
accessible, and appropriate use of tests. The overarching goal of JCTP was to improve test 
use through education, not to limit test access (Naugle, 2009). Throughout its existence, 
JCTP included representatives from the ACA, AERA, APA, American Speech-Language-
Hearing Association, National Association of School Psychologists, National Association 
of Test Directors, and NCME. Although JCTP disbanded in 2007, their documents are still 
very useful to counselors. A brief description of some of the major documents (Responsible 
Test Use, Rights and Responsibilities of Test Takers, Code of Fair Testing Practices in Education) 
from its working groups are provided here. 

Responsible Test Use
Research conducted under the auspices of JCTP has identifi ed 86 competencies required 
for the proper use of different instruments (Eyde, Robertson, & Krug, 2010; Moreland, 
Eyde, Robertson, Primoff, & Most, 1995). Of the 86 competencies, 12 embody minimum 
profi ciencies for all test users, such as avoiding errors in scoring and recording, using set-
tings for testing that allow for optimum performance (e.g., adequate room), and establish-
ing rapport with examinees to obtain accurate answers (see Table 3.1).

Factor-analytic research indicates that the 86 competencies can be reduced to seven broad 
factors: comprehensive assessment, proper test use, psychometric knowledge, integrity of 
test results, scoring accuracy, appropriate use of norms, and interpretive feedback. On the ba-
sis of research regarding test misuse, the relative signifi cance of the seven factors varies with 
the particular type of test. For example, competencies in comprehensive assessment are more 
important in using clinical tests, whereas skills in the appropriate use of norms are more 
important in vocational tests (Moreland et al., 1995). Examples of appropriate and inappro-
priate test usage based on the 86 competencies and seven broad factors are provided in the 
casebook, Responsible Test Use: Case Studies for Assessing Human Behavior (Eyde et al., 2010).

Rights and Responsibilities of Test Takers
In one of its efforts to improve testing practices, the JCTP developed a statement that lists the 
rights and responsibilities of individual test takers: Rights and Responsibilities of Test Takers 
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Guidelines and Expectations (JCTP, 1999). For example, test takers have a right to know the 
purpose of testing, who will have access to their scores, how the tests will be used, and possible 
consequences of taking or not taking the test. They also have personal responsibilities, such as 
reading or listening to descriptive test information, informing test administrators of special 
needs, and asking questions about specifi c concerns they might have.

This document also provides detailed guidelines for test administrators to ensure that 
test takers receive their rights and understand their responsibilities. As test administrators, 
counselors should clarify the rights and responsibilities of test takers and obtain informed 
consent before proceeding with testing. They should be able to offer reasonable accom-
modations for test takers with disabilities. Counselors should provide appropriate infor-
mation to clients concerning the testing process, such as suggestions for test preparation, 
scoring procedures, opportunities to retake the test, provisions for feedback, availability of 
interpretive materials, and confi dentiality safeguards. 

Code of Fair Testing Practices in Education
Whereas the document discussed above outlines the rights and responsibilities of test takers—
and the expectations professionals have of them—the Code of Fair Testing Practices in 
Education (JCTP, 2004) outlines the primary obligations of professionals toward test takers. 
This code, fi rst issued by the JCTP in 1988, has been updated and expanded (JCTP, 2004). 
The code focuses on the development and use of educational tests from the standpoint of 
fairness to all test takers regardless of age, gender, disability, race, ethnicity, or other personal 
characteristics. The revised version of the code lists a total of 31 standards for test developers 
and test users in four areas: developing and selecting appropriate tests, administering and 
scoring tests, reporting and interpreting test results, and informing test takers.

These standards, which complement the Standards for Educational and Psychological Test-
ing, are not mandatory as such, but they are intended to inspire test developers and test 
users to consider the importance of fairness in all aspects of testing. For example, test users 
are encouraged to evaluate test materials for offensive language, to select tests that have 
been modifi ed appropriately for clients with disabilities, and to consider to what extent 
test performance for individuals from diverse subgroups may have been affected by 
factors unrelated to the skill being assessed.

Table 3.1
Twelve Minimum Competencies for Proper Use of Tests

Item No. Competency

 1.  Avoiding errors in scoring and recording
 2.  Refraining from labeling people with personally derogatory terms like dishonest on the basis 

of a test score that lacks perfect validity
 3.  Keeping scoring keys and test materials secure
 4.  Seeing that every examinee follows directions so that test scores are accurate
 5.  Using settings for testing that allow for optimum performance by test takers (e.g., adequate 

room)
 6.  Refraining from coaching or training individuals or groups on test items, which results in 

misrepresentation of the person’s abilities and competencies
 7.  Being willing to give interpretation and guidance to test takers in counseling situations
 8.  Not making photocopies of copyrighted materials
 9.  Refraining from using homemade answer sheets that do not align properly with scoring keys
 10.  Establishing rapport with examinees to obtain accurate scores
 11.  Refraining from answering questions from test takers in greater detail than the test manual 

permits
 12.  Not assuming that a norm for one job applies to a different job (and not assuming that 

norms for one group automatically apply to other groups)

Note. From “Assessment of Test User Qualifi cations: A Research-Based Measurement Procedure,” 
by K. L. Moreland et al., 1995, American Psychologist, 50, p. 16. Copyright 1995 by the American 
Psychological Association. Reprinted with permission.
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Responsibilities of Users of Standardized Tests 
The AACE, one of the ACA divisions, developed a policy statement titled Responsibili-
ties of Users of Standardized Tests (referred to as the RUST Statement). Now undergoing 
a fourth revision, the RUST Statement lists responsibilities of test users in seven categories: 
qualifi cations of test users, technical knowledge, test selection, test administration, test 
scoring, interpretation of test results, and communication of test results. A model devel-
oped by the Test User Qualifi cations working group is included in the third edition of the 
RUST Statement. 

Standards for Qualifi cations of Test Users
The Standards for Qualifi cations of Test Users (ACA, 2003) was developed by the ACA 
Standards for Test Use Task Force. This document was based on the Standards for Edu-
cational and Psychological Testing as well as ACA and ASCA ethical standards, the RUST 
Statement, and JCTP documents. The document includes seven competencies: testing prac-
tice and knowledge, knowledge of technical aspects and test construction, knowledge of 
sampling techniques and norming considerations, test selection and administration to ap-
propriately apply in the counseling context, test administration and interpretation of test 
scores, diversity considerations, and a general understanding of ethical and legal consid-
erations for appropriate test use and the documents that guide it. 

ACA Position Statement on High Stakes Testing
The ACA Position Statement on High Stakes Testing (ACA, n.d.) includes 10 recommend-
ed principles to consider with use of high-stakes achievement tests, which are increasingly 
common as a result of the No Child Left Behind (NCLB) Act of 2001. Developed using 
similar documents as the ACA Standards for Qualifi cations of Test Users, the position state-
ment outlines principles related to the following: alignment of assessments with academic 
and curricular standards; use of multiple measures; awareness of the impact of testing on 
students; students’ equitable access to learning; availability of student remediation; provi-
sion of testing resources; technical quality of tests; utility and comprehensiveness of test 
purpose, fi ndings, and applications for all involved; validity of scores for diverse groups; 
and policies that allow for a fair and accurate high-stakes testing process. 

AACE Standards for Multicultural Assessment
Originally published in 1992, the AACE Standards for Multicultural Assessment is now in 
its fourth edition (AACE, 2012). The third revision in 2003 relied on fi ve source documents: 
the Code of Fair Testing Practices in Education, RUST Statement, Standards for Educational and 
Psychological Testing, Multicultural Counseling Competencies and Standards (Sue, Arredondo, 
& McDavis, 1992), and the 1996 version of the ACA Code of Ethics. The 38 multicultural 
assessment standards of the latest version are categorized into fi ve major clusters: advo-
cacy, selection of assessments, administration and scoring of assessment, interpretation 
and application of assessment results, and training in the uses of assessments. 

Specialty Assessment Standards 
The AACE, in collaboration with several ACA divisions, has developed specialty stan-
dards to guide testing practices in more specifi c counseling specialties such as career, mar-
riage and family, mental health, school, substance abuse, and rehabilitation counseling. 
Many of these specialty standards will be expanded upon in other parts of the text, so I 
provide only a general description here. 

The Career Counselor Assessment and Evaluation Competencies, adopted formally by 
the AACE and NCDA in 2010, outlines eight general competencies to assist career counsel-
ors in assessment and evaluation practices with students, clients, and other stakeholders. 
Specifi cally, career counselors are to be skilled in choosing assessment strategies; identify-
ing, accessing, and evaluating instruments; using appropriate administration and scor-
ing techniques; interpreting and reporting results; using results appropriately in decision 
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making; producing, interpreting, and presenting sound statistical information; engaging in 
responsible assessment and evaluation practices; and using results with other data sources 
in career programs and interventions.

The Marriage, Couple and Family Counseling Assessment Competencies, a col-
laboration with the AAMFT in 2009, articulates fi ve competencies for appropriate 
assessment practices in couples and family counseling. These competencies refer to 
understanding (a) historical perspectives of systems concepts, theories, and assess-
ment methods; (b) basic technical aspects of assessments; (c) qualitative and quantita-
tive concepts of assessment; (d) strengths and limitations of assessment and diagnosis 
models; and (e) appropriate test selection, administration, and interpretation for work 
with couples and families. 

The Standards for Assessment in Mental Health Counseling was developed by the 
AACE and AMHCA in 2010 to highlight important knowledge and skill areas related to 
mental health counseling assessment. The 12 standards refer to such competencies as the 
use of interview and qualitative assessment procedures; instrument evaluation, selection, 
and usage; diversity considerations; technical knowledge; appropriate application of as-
sessment results to treatment planning and interventions; communication of test results; 
use of assessment to determine treatment effi cacy; continuing education in assessment; 
knowledge of and adherence to ethical use of assessments; and pedagogical considerations 
for appropriate training. 

The Competencies in Assessment and Evaluation for School Counselors, with its origi-
nal version in 1998 adopted by the AACE and ASCA, includes nine competencies for ef-
fective school counseling assessment practices. These competencies include reference to 
components such as test selection and access, technical knowledge, test interpretation and 
communication, use of test result for decision making, implementation of school counselor 
programs and the appropriate interpretation of evaluations, adaptation of assessments to 
meet local needs, and engagement in professionally responsible assessment and evalua-
tion practices.

The AACE and IAAOC adopted in 2010 the Standards for Assessment in Sub-
stance Abuse Counseling, involving 10 standards for appropriate substance 
abuse assessment. Areas covered in the standards include effective assessment 
of the effects and withdrawal symptoms of commonly abused drugs; assessment 
of co-occurring disorders, including process addictions; technical knowledge; use 
of multiple measures; test selection; test interpretation and appropriate use of find-
ings in substance abuse counseling interventions; continuing education; and peda-
gogical considerations. 

The document titled Pre-Employment Testing and the ADA, adopted in 2003 by the 
AACE and ARCA, provides useful information for counselors working with clients 
with disabilities under the Americans With Disabilities Act (ADA). Specifi cally, sections 
of the document refer to validity considerations; general testing accommodations in 
terms of test format, time limits, and test content; accommodations for specifi c dis-
abilities; and resources.

Activity 3.1 Ethical Guidelines and Standards
Select at least two of the above ethical guidelines and testing stan-
dards listed in Appendix B or the References list. Review the docu-
ments carefully. How are these documents similar to each other? 
How are they different? Which statements or codes may be partic-
ularly challenging for you? How might you refer to these in your 
counseling practice? 

• • •
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Tip Sheet 

Ethical Assessment

✓ Review all pertinent ethical standards, required lists of competencies, and other doc-
uments described in the previous section prior to selecting an assessment tool. 

✓ Be sure you are well-trained and competent in the assessment process overall as well as 
for specifi c assessment tools. As discussed in this chapter, competence is usually deter-
mined by professional organizations, state credentialing bodies, and test publishers. 

✓ Have a basic understanding of key psychometric terms, such as validity, reliability, 
standardization, test construction, measurement error, and scales of measurement. Statistical 
and measurement considerations are discussed in Chapters 5 and 6.

✓ On a related note, review the testing manual or assessment materials for psycho-
metric evidence as well as the history of how, with what sampling frame, and under 
what circumstances the test was developed. This information will be extremely im-
portant as you decide which tools to use and how to interpret fi ndings.

✓ Adopt a philosophy that assessment is a part of counseling to promote client wel-
fare. Collaborate with your clients throughout the counseling process regarding 
what, when, how, and why various assessments will be used. Engage in ongoing 
informed consent.

✓ Review limits of confi dentiality and process with clients who should receive assess-
ment data about them and why.

✓ Select assessment tools that are culturally appropriate and do not perpetuate client 
stereotyping. Use multiple assessment methods to provide a comprehensive picture 
of your client. 

✓ Consider under what conditions clinical diagnosis is necessary. Communicate clear-
ly to the client the purpose, strengths, and limitations of diagnosis. Provide a proper 
diagnosis using multiple assessment methods, considering cultural bias throughout 
the diagnostic process. Cultural considerations in diagnosis are discussed further in 
Chapters 4 and 8.

✓ Create appropriate, comfortable, and organized assessment conditions for the client. 
Administration factors will play an important role in ethically sound test interpreta-
tion and may help reduce test anxiety for clients.

✓ Assessment results, when inappropriately interpreted or disclosed, can have very 
damaging consequences for clients. Avoid using assessment tools that are either out-
dated or have content or scoring and interpretation methods that are not appropriate 
for your client. 

 ✓ Be sure to disclose results to relevant individuals, with the consent of clients as ethi-
cally required. Continually assess test security and misuse of testing. Involve clients 
as relevant in the test communication process. 

✓ Confi rm that clients understand any assessment fi nding. As you interpret a tool, 
check in with clients to gauge whether they understand the content of what is pre-
sented as well as what the results may mean for them. 

Key Ethical and Legal Considerations in Assessment 

There are a number of situations in which ethical principles are called into question when 
psychological tests are used in counseling and placement. Two major interdependent con-
siderations are highlighted in this section: counselor competence and client welfare. In 
addition, there are several federal and state laws and regulations—as well as major court 
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decisions—that impact assessment in counseling (see Table 3.2). Review these legal con-
siderations and consider how they might relate to ethical guidelines and assessment stan-
dards discussed in the previous section (see Activity 3.1 on p. 46).

Table 3.2
Key Laws, Regulations, and Court Decisions Affecting Assessment in Counseling

Civil Rights Act, Title 
VII (1964, 1972, 1978, 
and 1991)

Family Educational 
Rights and Privacy Act 
of 1974 (FERPA) 

Education of All Handi-
capped Children (Pub. 
L., 94-142), Individuals 
With Disabilities 
Education Improvement 
Act (IDEIA, Pub. L., 
99-457; amendment of 
Pub. L., 94-142)

Vocational Education 
Act of 1984 (Pub. L., 
98-524)

Education of the Handi-
capped Act of 1990 
(Pub. L., 101-476)

Americans With 
Disabilities Act of 1990 
(ADA)

Health Insurance 
Portability and 
Accountability Act 
(HIPAA) of 1996

No Child Left Behind 
Act of 2001

Larry P. v. Riles (1974, 
1979, 1984)

Diana v. California State 
Board of Education 
(1973, 1979)

Sharif v. New York State 
Educational Development 
(1989)

Griggs v. Duke Power 
Company (1971)

Bakke v. California (1978)

Assessments used in employment testing must not discriminate 
against individuals based on age, race, gender, pregnancy, religion, or 
national origin. 

Student test records are to remain secure from unnecessary parties. 
FERPA advocates for the rights of student and parental view of these 
records.

Pub. L., 94-142 requires parent informed consent before assessing 
students’ abilities in order to determine exceptional needs and to 
develop individualized education plans to maximize educational 
opportunities. The 2004 amendment (Pub. L., 99-457) extends the 
right of appropriate education to children 3 years and older, encour-
aging states to intervene early for children with disabilities. Students 
have the right to be tested for disabilities at the school system’s 
expense and must subsequently be provided with the “least restrictive 
environment” for learning.

Also referred to as the Carl D. Perkins Act, individuals who are disad-
vantaged (e.g., language barrier, disability, incarcerated individuals) 
are entitled to receive vocational assessment and support.

Students with disabilities are entitled to a supportive transition from 
school to vocational rehabilitation, adult services, employment, or 
further education. 

Tests used for employment or other selection purposes must accurately 
measure an individual’s ability without being confounded by the 
disability itself. Also, individuals with disabilities must receive test 
accommodations as needed. 

Client records must remain secure and third parties are to obtain 
appropriate consent to access those records. Clients have the right to 
their health records. 

States are to continually assess mathematics and reading skills of its 
students to ensure quality in schools. Schools are held accountable 
for student test scores in these areas.

Ruled that schools had used intelligence tests that were biased and 
disadvantaged African American students, placing them inappropri-
ately in special education. Counselors need proper documentation 
when placing children in special education.

Schools are to provide tests to students both in their fi rst language as 
well as in English. Counselors are to provide tests in an appropriate 
language for the client.

Those working in New York schools (including school counselors) 
could not use only SAT scores for making scholarship decisions. 

A plaintiff must demonstrate job discrimination and an employer must 
demonstrate that hiring procedures are job related and associated 
with job performance.

Colleges and universities cannot use a quota system for minority 
group admissions. 

Note. Pub. L. = Public Law; SAT = Scholastic Aptitude Test. Information from E. D. Bennett & Hastings 
(2009) and Erford et al. (2011).

Law or Court Decision Description
Public Laws

Select Court Decisions
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Counselor Competence in Testing

An important ethical issue concerns the competence of the counselor to use the various 
available assessments. The issue is whether those who use various tests have suffi cient 
knowledge and understanding to select tests intelligently and to interpret their results. 
Because different tests demand different levels of competence for their use, users must 
recognize the limits of their competence and make use only of instruments for which they 
have adequate preparation and training. The administration and interpretation of individ-
ual intelligence tests, such as the Stanford–Binet or the Wechsler tests; certain personality 
tests, such as the MMPI-2; or projective personality tests, such as the Rorschach or the TAT, 
require considerable advanced training and practice to obtain the necessary background 
and skill for their appropriate use. The question then becomes this: Who determines if a 
counselor is competent to use tests? Three sources are discussed in this section. It is impor-
tant to mention here that even though these sources help dictate who is competent to use 
tests, the ultimate responsibility falls on the counselor to decide if he or she is competent 
to avoid test misuse. 

Test Publishers
A number of test publishers set levels of competency to determine who can purchase and 
use tests; they often require a statement of qualifi cations from purchasers of psychologi-
cal tests (Naugle, 2009). Tests are graded by levels in regard to the amount of background 
and experience required and are sold only to those who meet the standards required for 
particular tests. These levels of qualifi cations are usually included in the test publishers’ 
sales catalogs. Psychological Corporation, for example, provides four levels: Level A (no 
qualifi cations needed); Level B (master’s degree in psychology-related or education-relat-
ed fi eld, appropriate training, or membership in appropriate professional organizations); 
Level C (doctorate in psychology-related or education-related fi eld, appropriate training, 
or license or other credential that requires assessment training/experience); and Level Q 
(specifi c background in a specifi c test, ethical training in assessment). Multi-Health Sys-
tems, another publishing company, uses predominately Level B and C designations. Level 
B requires appropriate coursework in a program or other training, and Level C includes 
Level B requirements as well as an advanced degree and training and experience in test 
use (Naugle, 2009). 

Some publishers do not use competency levels. For example, Western Psychological 
Services only requires you to be a “qualifi ed professional.” Test users typically compile 
a qualifi cation questionnaire, and the publisher determines if they are qualifi ed (Naugle, 
2009). In addition to individual publisher criteria for test user qualifi cation, Naugle (2009) 
noted that professionals must also attest to the Standards for Educational and Psychological 
Testing (AERA, APA, & NCME, 1999). Interestingly, the standards themselves do not re-
quire counselors to adhere to the level process set by test publishers.

Professional Associations
Counselors are also to review their professional associations’ ethical codes and other rel-
evant documents. Fortunately, there is agreement among those who determine competence. 
For example, counselors graduating from a Council for the Accreditation of Counseling and 
Related Educational Programs (CACREP) or CACREP-equivalent program will have met at 
least Levels A and B because the qualifi cations are written in the standards. Naugle (2009) 
noted that most professional associations accept the following test publisher qualifi cations 
and criteria: coursework in tests and measurements; graduate degree in a counseling-related 
fi eld; supervised experience in testing; appropriate levels of training for specifi c tests; and 
appropriate rationale for test use in diagnosis, treatment planning, and interventions. Fur-
thermore, state licensure laws parallel CACREP curricular standards and often require a 
passing score on the National Counselor Examination as well as supervised experience.
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States
As part of their legal statutes, states attend to testing use. State licensure boards also deter-
mine test user competence. According to Naugle (2009), all states consider counselors as 
licensed/certifi ed professionals. Thus, all states recognize assessment as part of the daily 
practices of counselors. Furthermore, the ACA’s 1994 licensure bill infl uences how state 
licensure boards determine scope and sometimes practice of assessment. Glosoff, Benshoff, 
Hosie, and Maki (1995) defi ned assessment in the bill as follows: 

Assessment shall mean selecting, administering, scoring, and interpreting psychological and 
educational instruments designed to assess an individual’s attitudes, abilities, achievements, 
interests, personal characteristics, disabilities, and mental, emotional, and behavioral disor-
ders and the use of methods and techniques for understanding human behavior in relation to 
coping with, adapting to, or changing life situations. (p. 211)

This defi nition of assessment has been instrumental in determining scope of practice for 
counselors. Naugle (2009) reviewed assessment legislation by the states and noted that a 
majority specify assessment in the scope of counseling practice and assessment as one core 
area of curriculum. She noted that only a handful defi ne “acceptable” assessment practices 
(or restrict specifi c tests) beyond what is stated in the scope of practice. Many states outline 
which assessment types can be administered. 

Test Competence and Test Access Issues
Although there may be general agreement among professional associations about what 
test qualifi cations are, traditionally there has been disagreement about who is qualifi ed-—
partly because of often vague requirements set forth by test publishers, state statutes, and 
professional association themselves. In fact, several state psychology boards have sued to 
restrict nonpsychologists’ access to the majority of common psychological assessments. 
Thus, even though the ACA defi nition of assessment includes language regarding use of 
psychological instruments, state psychology boards often argue that those who do not 
have a psychology license “need not apply.” 

Clawson (1997) noted that because professional associations’ licensure models offer 
confl icting defi nitions of assessment—and these models infl uence licensure—opposition 
has occurred regarding test access. For example, there have been unsuccessful attempts at 
test restriction in Florida, Indiana, South Carolina, Iowa, Louisiana, Arkansas, Kentucky, 
and California. Interestingly, many of the tests that state psychology boards wanted re-
stricted were developed by nonpsychologists! ACA has responded to test restriction efforts 
across the last couple of decades.

Fortunately, advocacy from organizations such as the Fair Access Coalition on Testing 
(FACT) has helped to oppose these efforts to restrict test access. FACT’s (n.d.) mission is to 
serve as “protection and support of public access to professionals and organizations who have 
demonstrated competence in the administration and interpretation of assessment instruments, 
including psychological tests” (http://www.fairaccess.org). In essence, advocates argue that 
as long as you have appropriate levels of education, training, and experience, you have the 
right and capacity to use assessments no matter the profession. They further note that counsel-
ors and other professionals should monitor, not restrict, test use as appropriate. FACT mem-
bers seek to increase public awareness and communicate the rationale for fair access to tests as 
well as monitor legislation and develop and promote relevant ethical standards.

Why is test access so important? First, there has been a rise in testing needs in various 
parts of the country as there has been an increased reliance on assessment results in deci-
sion making. Second, tests are an important part of counselors’ daily practices and ac-
tivities. As stated in Chapter 1, assessment is synonymous with counseling. If assessment 
activities are restricted, counselors’ professional identity may be restricted. Finally, clients 
lose when tests are restricted. When counselors’ assessment rights are threatened, clients 

http://www.fairaccess.org
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have fewer opportunities to access interventions they may need. In theory, as long as vari-
ous professionals are not pretending to be other types of professionals—and they have the 
proper training and experience—they should be able to access tests related to their compe-
tence. It is therefore very important for counselors to monitor state legislation and pending 
lawsuits that may restrict their practices. 

Client Welfare Issues

Occasionally, an ethical issue arises regarding the welfare of the client in the assessment 
process. Is the welfare of the client being taken into consideration in the choice and use of 
tests? Except in such cases as court referrals, custody determinations, or institutional test-
ing programs, this is seldom an issue in counseling because assessments are usually used 
to help the client and not for other purposes.

Another client welfare issue deals with the questions of privacy and confi dentiality (see 
ACA, 2005). In counseling situations, clients are typically willing to reveal aspects about 
themselves to obtain help with their problems; thus, the invasion-of-privacy issue, often a 
concern in psychological testing elsewhere, is seldom a concern in counseling. Clients obvi-
ously would not wish this information to be disclosed to others. Test data, along with other 
records of the counseling relationship, must be considered professional information for use 
in counseling and must not be revealed to others without the express consent of the client. 
Certain types of test results, such as those assessing intelligence or aptitude and those that 
ask for or reveal emotional or attitudinal traits, often may deal with sensitive aspects of per-
sonal lives or personal limitations—most individuals would prefer that such information not 
be disclosed to others.

Problems of confi dentiality often arise when the counselor is employed by an institution 
or organization, which can result in confl icting loyalties (to the client and to the institution 
or organization). In these circumstances, counselors should tell clients in advance how 
the assessment results will be used and make clear the limits of confi dentiality. In general, 
ethical principles state that the test results are confi dential unless the client gives his or her 
consent for the test results to be provided to someone else. The limits of confi dentiality 
and the circumstances under which it can be broken (such as clear and present danger or 
court subpoena) must be communicated to and understood by the client. These issues are 
included in various codes of ethics (e.g., ACA, 2005; NBCC, 2005).

In reporting results to others who have a reason and need to make use of the results 
under the Family Educational Rights and Privacy Act of 1974 (FERPA; see Table 3.2), coun-
selors must ensure that the results of assessments and their interpretations are not misused 
by others. Is the person receiving the information qualifi ed to understand and interpret the 
results? It is incumbent on the counselor to interpret the results in a way that they can be 
intelligently understood by those receiving them, including teachers and parents. In ad-
dition, the counselor has an obligation to point out the limitations of the results and any 
other important information about reliability or validity, as well as a description of the 
norms used and their appropriateness.

Clients, of course, have the right to know assessment results, with interpretations of the 
results communicated to them in a language they can clearly understand. The results must 
be interpreted to clients in such a way that clients understand what the tests mean and 
also what they do not mean. It is important that clients not reach unwarranted conclusions 
from the interpretation that they receive. 

The manner in which assessment results are communicated to others (when appropri-
ate) should be carefully considered. Results should usually be presented descriptively rather 
than numerically. The use of labels that can be misinterpreted or damaging should be avoid-
ed. Instead, interpretations should be presented in terms of possible ranges of achievement 
or formulations of interventions to assist the individual in behaving more effectively.
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To help ensure confidentiality, counselors should keep assessment results in a 
place where they are accessible only to authorized individuals. They should be main-
tained in school or agency files only so long as they serve a useful purpose. With the 
advent of computerized record keeping, the difficulty of keeping assessment results 
secure and inaccessible to all but authorized users has increased. Confidentiality 
must be maintained across a variety of contexts, including postal, telephone, Inter-
net, and other electronic transmissions. This confidentiality includes knowing who 
receives faxes and who has access to fax machines and answering machines. Effective 
measures for protecting the security of individual records and reports must be main-
tained (see HIPAA in Table 3.2). 

Counselors are to administer assessments in a standardized manner if possible and ap-
propriate. A potential problem dealing with test administration involves test security (ACA, 
2005). It is obvious that test results will not be valid if people can obtain the tests in advance. 
For high-stakes ability tests, on which important decisions will be based, elaborate proce-
dures are established to ensure that there is adequate security. In addition, tests need to be 
accurately scored and accurately profi led if the results are to have valid meaning.

Because test publishers have increasingly relied on computers to prepare narrative 
reports of test results, there are ethical concerns regarding the quality of interpretation. 
Computer interpretations of such inventories as the Strong Interest Inventory or the 
MMPI-2 can produce interpretations that run 10–20 pages in length. Such interpretations 
provide a distillation of the information that has been accumulated in the profession-
al literature and of the pooled experience of a number of experts. Narrative computer 
printouts are obviously no better than the wisdom and clinical experience on which they 
are based; however, they protect the client from possible bias or inexperience of an in-
dividual counselor while expediting what can be a time-consuming and tedious chore 
of report writing. These computer interpretations are, of course, based on norms, which 
are not necessarily appropriate for a particular individual. They should be used only 
in conjunction with the counselor’s professional judgment. The narrative needs to be 
evaluated by the counselor who knows other facts about the client, the rationale for test-
ing, and the reasons for such evaluation. The misuse of such computer-generated test 
interpretations has become an issue of increased concern to the counseling and psycho-
logical professions.

A fi nal issue deals with the ethical use of psychological tests in research. When tests are 
given for research purposes, the fi rst principle is that of informed consent: having had the 
procedures explained to them, individuals must have the opportunity to choose whether 
or not to participate. Minors should also be informed, to the extent of their comprehen-
sion, and parental consent is often necessary as well. A particular problem arises in testing 
research when fully informed consent would provide knowledge regarding the specifi c 
objectives of a test that would have a substantial effect on the attitude of the person taking 
it, therefore yielding invalid research results. In research studies, there are also the ethical 
issues of privacy and confi dentiality.

In general, counselors have had fewer ethical problems in the use of tests than have 
various other professionals, because counselors typically use tests in their activities on 
behalf of the client—to assist him or her in regard to decision making or to provide 
additional information for treatment and self-understanding. They do not usually use 
tests for “high-stakes” purposes such as selection, promotion, or placement. For school 
counselors, however, this role is changing because they and other educational adminis-
trators are increasingly called on to make crucial decisions regarding student retention, 
tracking, or graduation based on test results as a result of the No Child Left Behind 
Act (see Table 3.2). To make appropriate decisions, counselors must have considerable 
knowledge in assessment, including measurement validity, special accommodations, 
and unintended consequences.
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Case Example 3.1

Charlotte

Charlotte, a 19-year-old female, presents to a college counseling center to seek help for 
increased anxiety she has had since attending college. She states she is having diffi culty 
understanding the course materials and is failing her courses. Charlotte reports that she 
seldom fi nishes class assignments or tests, as she “runs out of time.” She notes that she has 
no previous counseling history or academic problems. 

Refl ect on the following:

• What additional information do you need about Charlotte?
• How might you counsel her?
• As you consider assessments to use with Charlotte, what are some considerations re-

lated to your competence in selecting, administering, and interpreting assessments? 
What are potential client welfare considerations?

• What ethical guidelines and/or legal standards might you review as you work 
with her?

• Are there certain legal cases or public laws that might affect your counseling 
interventions?

• What strengths might you bring to your work with Charlotte? What may be chal-
lenges for you?

• • •

Professional Issues in Assessment

There are several professional issues in assessment that need to be considered. This chapter 
presents issues surrounding testing and technology, counseling process issues, test anxiety, 
and coaching. In Chapter 4, professional issues related to cultural bias throughout the as-
sessment process are discussed.

Testing and Technology

The increasing automation of psychological assessment will make the administration and 
scoring of tests, as well as the interpretation of their results, more effi cient, more extensive, 
and more complex. Most of the tests commonly administered by counselors are available 
for administration, scoring, and interpretation with a computer (e.g., California Psychologi-
cal Inventory, Differential Aptitude Test, Millon Index of Personality Styles, MMPI-2, My-
ers–Brigg Type Indicator, 16 Personality Factors Questionnaire, the Strong, and the Wechsler 
tests). Standardized interview data can also easily be obtained through use of a computer.

The benefi ts of testing using the Internet are many, including that it can be cheaper, 
faster, and more effi cient. Large-scale paper-based testing programs include a number of 
steps that can be eliminated with Internet-based testing. When paper-and-pencil tests are 
administered, the test answer sheets must be scanned, then collected, checked, counted, 
bundled, and shipped to a scoring center prior to scoring and profi ling, all of which de-
mands considerable time and cost (Wall, 2004). In contrast, tests administered on the In-
ternet can be scored and interpreted for counselors and clients as fast as the last item is 
completed (Naglieri et al., 2004). Test publishers, stressing better and cheaper services and 
worldwide use, have embraced Internet testing. Revising a paper-and-pencil test requires 
printing and distributing new forms, answer keys, and manuals. Revisions of an Internet 
test can be downloaded to testing sites anywhere in moments. Internet tests can provide 
real-world simulations—including multimedia, three-dimensional graphics—and relevant 
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resources, and thus they can assess higher order abilities and types of skills not easily 
measured by paper-and-pencil tests (e.g., the Test of English as a Foreign Language, which 
assesses listening and speaking skills over the Internet). Such processes obviously bring 
new challenges and problems. Various types of security must be maintained to ensure the 
privacy of client data and test results and to prevent the unauthorized copying of test items 
or the unauthorized use of testing materials. There are also other security problems, such 
as receiving spam, transmitting computer viruses, hacking, cheating by examinees, and 
maintaining copyrights across international borders.

Because Internet-based testing does not involve the use of a test administrator, counsel-
ors cannot be sure of the circumstances under which the test was taken (e.g., Did the ex-
aminee understand the instructions? Did he or she work independently in answering the 
items? Was he or she distracted in any way?). Because the counselor is not present at the 
time of the test interpretation, the counselor is not able to discern how clients react emo-
tionally to the results or how they will integrate the information into their lives. There are 
also issues in determining appropriate accommodations for examinees with disabilities.

There is a continuing need for the ethical and professional use of these tests supported 
by reliability and validity. For example, the growth of career resources on the Internet has 
resulted in many short career interest quizzes and brief personality measures that have no 
evidence of norms, reliability, or validity (Mallen, Vogel, Rochlen, & Day, 2005). The coun-
seling profession must make it clear that these unproven instruments are no substitute for 
true standardized assessment instruments.

Counseling Process Issues

Counselors and human development professionals typically use tests for problem-solving 
purposes to assist the client. In other settings, test results are not necessarily shared directly 
with clients; in counseling, however, test results are almost always discussed with clients 
because the goal of counseling is usually to assist clients in making choices and in develop-
ing self-awareness. The client is seen as the primary user of test results, with the counselor 
acting more as a facilitator. Although counselors use the clinical interview and behavioral 
observation, tests provide an opportunity to obtain standardized information concerning in-
dividual differences that can be useful both to plan counseling interventions and to promote 
clients’ understanding of themselves. Counselors help clients explore and identify their abili-
ties, personality characteristics, patterns of interests, and values for the purpose of making 
choices and changes that can improve their sense of well-being or their lifestyles.

Personality inventories reveal information that can be useful in the counseling process, 
and interest and aptitude test results can assist in educational and vocational planning. 
Diagnostic tests in academic areas such as reading or arithmetic skills can help to iden-
tify those who need special instruction in particular areas and to plan future educational 
programs. Because of criticisms leveled against psychological tests when used in selec-
tion procedures (and perhaps in part because of some counselors’ own experiences with 
scholastic aptitude tests used for selection purposes), counselors occasionally develop a 
bias against psychological tests. They refuse to use them even in individual counseling 
programs, where they can often be valuable.

When using tests in counseling, the counselor must attempt to understand the client’s frame 
of reference. If the counselor is knowledgeable about tests, the counselor can then better help 
the client understand the information that tests can provide. In interpreting test results, the 
counselor must help clients understand their implications and their limitations and help clients 
integrate the test information into their self-perceptions and decision-making strategies.

It has been suggested (and even mandated by legislative action) that tests should not 
be used because certain disadvantaged groups make poor showings on them. In these 
situations, the test results often indicate symptoms of a societal ailment. When the tests 
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reveal that the disadvantaged have not had the opportunity to learn certain concepts, there 
should be an attempt to provide these opportunities, not to dispose of the instruments that 
reveal such symptoms.

A criticism of using tests in counseling is that validity evidence is based on groups of 
individuals, and it is not possible to discern the validity of any test score for any one indi-
vidual. It is in the counseling process that the counselor attempts to help clients determine 
the validity of that test score for that individual. To use tests properly in counseling, the 
counselor must know as much about the client and the client’s environment as possible. 
Counselors must also be well informed about tests and have a basic familiarity with them. 
Although they may not need to have a great deal of understanding regarding the technical 
aspects of test development and standardization, they do need to have a clear understand-
ing of the general purposes of the particular tests they use, the uses to which they can be 
put, and the role these tests can play in the counseling process.

In the information age, assessment results will continue to provide important data 
needed for many decisions. In addition to individual personal and career decisions, there 
will be increased reliance on assessments to determine minimum skills and competencies 
for educational institutions, licensing and certifi cation, and personnel selection.

Test Anxiety

Another professional issue involves test anxiety, particularly for ability testing (see Chap-
ter 10). Small but signifi cant negative relationships have been found between test anxiety 
and scores on ability tests. This relationship, of course, does not necessarily mean that high 
levels of anxiety cause lower test scores. Often those who have done poorly on these types 
of tests in the past are likely to experience more anxiety. Some studies suggest that a mod-
erate amount of test anxiety can actually benefi t test scores, whereas a high level of anxiety 
may be detrimental. Individuals differ in the amount of anxiety that can be considered to 
be optimal for best test performance.

These results have been obtained when tests have been given under experimental condi-
tions of high tension and of relaxed situations. For example, in an early study (French, 1962) 
on this topic, students took the test under normal conditions when the scores were to be 
reported to the institutions to which they applied and a second time on an equivalent form 
under instructions that the test results were to be used only for research purposes and not 
otherwise reported. The results showed essentially equal performance under both the anx-
ious and relaxed conditions. The only difference was that certain students under the anxiety 
condition attempted more of the mathematical items and therefore achieved slightly higher 
scores on that subtest than they did under the relaxed condition. Apparently, under the re-
laxed condition, they gave up a little earlier and therefore achieved slightly lower scores.

When test anxiety involves an excessive amount of worry and fear, clients may have diffi -
culty thinking clearly or organizing their thoughts or may experience mental blanking. Inter-
ventions that counselors can use include (a) emphasizing adequate preparation; (b) teaching 
cognitive–behavioral techniques, such as challenging irrational beliefs and thought stop-
ping; (c) using desensitization techniques; and (d) encouraging relaxation exercises (Goonan, 
2004). In general, testing procedures that are well organized, that are smoothly run, and that 
reassure and encourage should help to reduce the anxiety felt by highly anxious test takers.

Coaching

Coaching refers to test preparation services, provided in many ways such as tradition-
al workshops, online services and software, practice tests, and books with test prepara-
tion advice. The effect of coaching or practice on test scores is a controversial one that 
has received much attention and has been the subject of a number of studies. Obviously, 
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practice or coaching that provides the answers to, for example, an individual IQ test such 
as the Stanford–Binet or WISC would invalidate the results as an accurate assessment. 
However, completion of a high school course in mathematics that results in a higher score 
on a mathematics achievement test probably accurately refl ects the student’s knowledge of 
mathematics outside the testing situation. The distinction therefore must be made between 
broad training and specifi c training or coaching focused on specifi c test items.

Coaching has been particularly controversial because of the existence of commercial 
coaching programs designed to raise scores on admissions tests such as the CEEB’s Scho-
lastic Aptitude Test (SAT), the Graduate Record Examination (GRE), or the Medical College 
Admission Test (MCAT). These coaching programs advertise and almost promise substan-
tially better test performance for those who enroll in their programs. Sackett, Borneman, 
and Connelly (2008) noted that some fi rms claim average score gains of 120–140 points on 
the SAT, with one fi rm guaranteeing a 200-point increase. Many of the studies reported 
have substantial weaknesses that usually include the absence of a noncoached but equally 
highly motivated control group that is comparable with the coached group in all important 
ways, including performance on initial tests. 

Furthermore, as Sackett et al. (2008) argued, students typically improve signifi cantly 
upon retesting even if not participating in a coaching program—a result of a phenomenon 
known as a practice effect. A practice effect refers to familiarity with the types of problems 
and the problem-solving skills required. As a result, most of the testing programs—the 
College Board, the American College Testing (ACT) program, and the various professional 
school testing programs—now provide considerable information about the tests, including 
booklets with a number of practice test items. Thus, all applicants have the opportunity to 
take practice tests and to become familiar with the types of items that appear. 

In sum, test scores can change, but how much is that change related to coaching specifi -
cally? The CEEB has been particularly concerned for two reasons. First, if coaching could 
help students to improve their scores substantially, then the test results for all students 
would lose some validity. Second, the commercial coaching programs charge substantial 
fees and can represent a waste of money if coaching yields little improvement. 

Although specifi c coaching provides little improvement in test performance over and above 
that achieved by a little familiarization and practice (and this is particularly true on the verbal 
portions of these tests), additional training in the form of coursework is likely to result in im-
provement. In addition, a general review of the subject matter covered can substantially increase 
scores. For example, a student who has not taken any mathematics during the last two years in 
high school can improve scores on the mathematics portion of the SAT by reviewing the courses 
in algebra and geometry that were taken earlier. A college senior who has not taken any math-
ematics in college since the freshman year can also improve his or her scores on the quantitative 
portion of the GRE by reviewing the mathematical and algebraic concepts learned in high school 
and as a college freshman. A moderate score increase can be gained by reviewing basic skills in 
the area being tested, taking as many as four or fi ve full-length practice tests with standard time 
limits, and paying attention to item format, pacing, and priority setting (Rubinstein, 2004). The 
best results are found when the coaching occurs not just before a major assessment but over lon-
ger periods and when incorporated into regular classroom instruction (Crocker, 2005).

Counselors often receive questions from students, parents, and those involved in the 
selection and interpretation of such scores regarding the effi cacy of coaching programs 
and other review procedures. They need to be cognizant of the effects of different types of 
training and other activities on test performance.

Chapter Summary

Some of the criticisms of psychological testing and assessment and some of the attacks 
against their use in educational institutions and employment situations have had construc-
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tive effects. Increased awareness of the utility and limitations of testing has resulted in the 
need for more carefully trained users of test results as the personal and social consequenc-
es of testing have become increasingly apparent. 

Psychological tests and other types of assessments serve many purposes for various 
mental health professionals. Counselors use tests primarily to assist individuals in devel-
oping their potential. Test results are designed to be used by the clients themselves—and 
only in the ways that they decide to make use of the test results or not to make use of 
them. In counseling, tests are not used by others to make decisions for or against a client. 
By using tests ethically, appropriately, and intelligently, counselors can assist their clients 
to understand their problems, make use of their potential, function more effectively, make 
more effective decisions, and live more satisfying lives.

In this chapter ethical guidelines and assessment standards available to counselors as 
they engage in their work with clients were presented. These documents are provided by 
the ACA and its divisions, NBCC, JCTP, and other professional collaborations, including 
that of the AERA, APA, and NCME. Counselors are encouraged to review both general 
guidelines as well as those—as available—geared toward their specialty areas. Key public 
laws and court decisions were also discussed in this chapter. The chapter concludes with 
several professional issues in assessment: testing and technology, counseling process is-
sues, test anxiety, and coaching.

Review Questions

1. What are the major ethical guidelines and assessment standards available to coun-
selors today?

2. How might your work as a counselor be affected specifi cally by public law and court 
decisions outlined in Table 3.2?

3. What are the benefits of using technology in assessing clients? What are the 
challenges?

4. What are some of the controversies surrounding coaching? How would you 
approach the discussion with your clients?

5. What are some strategies for engaging in the assessment process ethically?
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As the U.S. population continues to diversify, counselors are increasingly recognizing special 
considerations and challenges in assessing diverse populations. In assessing a person from 
another culture, a general rule is that the less the counselor knows of the client’s culture, the 
more errors the counselor is likely to make. It is important for the counselor to be knowl-
edgeable about the culture of the person being assessed and to develop skills for dealing 
with culture-related behavior patterns. Conversely, it is important not to “overculturalize.” 
Culture is important in understanding an individual, but it is not the only variable infl uenc-
ing human behavior. Although minimizing cultural bias in assessment is a goal, attempting 
to remove all cultural differences from an assessment is likely to compromise its validity as 
a measure of the behavior it was designed to assess. The Tip Sheet at the end of the chapter 
(pp. 82–83) provides some general guidance for multicultural assessment.

As you will also learn from this text, from assessment courses, and from your own assess-
ment use, assessment practices are far from being fair for all individuals and groups. Fairness 
in assessment becomes something counselors strive toward yet never fully achieve. Issues of 
fairness relate to how assessments are constructed; what psychometric evidence is garnered to 
support them; how and for what purposes they are selected, administered, and scored; and how 
and what interpreted data are used in developing treatment plans or making decisions with cli-
ents. This chapter begins with a discussion of fairness and its counterpart, cultural bias. Cultural 
considerations (i.e., gender, race, ethnicity, ability status, age) across assessment categories are 
described with examples and strategies for assessment practices that are more culturally fair.

Test Your Knowledge

Respond to the following items by selecting T for “True” or F for “False”:

□ T  □ F  1. A widely accepted view in assessment is that tests are fair if there is 
equality in overall passing rates no matter the group membership. 
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□ T  □ F  2. Assessment bias can result in positive results for some cultural 
groups. 

□ T  □ F  3. Racial and ethnic minorities tend to display greater psychopathology 
on standardized personality assessments, such as the MMPI-2. 

□ T  □ F  4. Most culture-fair tests were created to assess career development. 
□ T  □ F  5. Even when accommodations are made for clients with disabilities, 

assessment results should be interpreted with caution. 

Fairness and Cultural Bias in Assessment
It is important in the assessment and treatment of all clients for the counselor to display 
both the sensitivity to be aware of the cultural variables that affect assessment and the 
competence to translate this awareness into effective assessment. Conducting assessments 
for diverse populations can be challenging in several ways. As these challenges are dis-
cussed, an example of each is provided in parentheses. First, there are challenges with the 
overall assessments themselves. For example, there is diffi culty in establishing equivalent 
assessments across cultures. Also, there may be no appropriate norms against which you 
can compare your client’s assessment data. (Is this an appropriate way to measure depres-
sion for all ethnicities?) Second, there are concerns about the nature of test items. Do the 
items represent appropriate content for a particular population? Does item content carry 
the same meaning across cultures? (Does the construct of depression overall mean the same 
thing across groups? Would all groups agree the items represent the construct fully?) Finally, 
there are challenges related to the people involved in assessments. For example, clients 
across cultures hold differing attitudes toward assessment and provide different response 
sets. Furthermore, test users (e.g., counselors) may have different attitudes toward various 
assessments than their clients do. (Are counselors and clients involved in assessment equally 
familiar and comfortable with the process?) Even with the challenges of assessment across 
diverse populations, counselors are often required to use established assessment practices 
for institutional or reimbursement purposes (Paniagua, 2005). The core issue then becomes 
fairness in assessment to maximize appropriate assessment use.

Fairness refers to efforts to create equitable experiences for test takers, free from bias. 
Bias then refers to score differences or differences in fi ndings (artifi cially low or high) that 
lead to differential ways these data are used for various groups and subgroups. Bias has 
signifi cant consequences for clients, leading to misdiagnosis or other evaluation errors that 
affect what counseling interventions or placements clients receive. In this chapter, cultural 
bias is discussed to better understand how to intervene with clients of various groups and 
subgroups as well as how to interpret existing assessment data. 

Although absolute fairness in assessment is impossible to achieve, it is important to 
present ways counselors can work toward fairer assessment practices. The Standards for 
Educational and Psychological Testing (AERA, APA, & NCME, 1999) defi ne fairness in four 
ways. Although these are presented independently, they infl uence one another. To illus-
trate the four criteria, consider an example of a 13-year-old Latina, Maya, who is taking a 
math achievement test. 

1. There is the absence of bias. With an absence of bias, a construct being measured by a 
test is interpreted free from factors irrelevant to that construct. For example, a math 
achievement test is purely measuring learning in math and not some other construct 
or external factor such as motivation or the relationship between Maya and her 
teacher. An assessment free of bias assumes that test takers experience and respond 
to all aspects of the assessment process similarly, allowing isolated measurement 
of the test construct. That is, an unbiased assessment would mean that an individ-
ual score would have the same meaning no matter the group membership (Sackett 
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et al., 2008). Unfortunately, many construct-irrelevant components appear in assess-
ment practice: biased results attributable to imperfect technical qualities of the as-
sessment, different interpretations of test item content, the often impersonal nature 
of assessment settings, how individuals respond to assessments, and the varying 
quality of test taker/test user interactions based on perhaps interpersonal or cultural 
differences. That is, bias can result from the test itself, the test user, the test taker, the 
testing condition, or some other external factor.

2. There is equitable treatment of all test takers. Those involved in assessment should receive 
the same or comparable assessment procedures in testing, data interpretation, and use 
of assessment results. Fairness in this way refers to avoiding improper use of assess-
ments, independent of their actual construction. Those being tested have a right, of-
ten through standardized procedures, to demonstrate their profi ciency on a construct 
with equitable exposure to become familiar with test format and purpose, appropriate 
testing conditions, and just and ethically sound reporting of results. With the math 
achievement example, Maya would have an equitable test administration experience, 
would have just as much familiarity with the test format itself as others, and could 
count on having her results appropriately interpreted and reported. 

3. Those with equal standing on a particular test construct should score equally no matter the 
group membership. This particular criterion is a contested one in counseling and other 
disciplines. Suppose Maya scored a 78% while her classmates (predominately White 
males) scored on average a 90% on the same math achievement test. Does this dis-
parity indicate the test was unfair? According to the Standards, maybe but not likely 
if the above two criteria are met. Sackett et al. (2008) argued that “groups may differ 
in experience, in opportunity, or in interest in a particular domain; absent additional 
information, one cannot determine whether mean differences refl ect true differences 
in the developed ability being measured or bias in the measurement of the ability” 
(p. 222). So, the once ideal notion that passing rates across various groups should be 
equal is no longer a benchmark of test fairness. Although it seems on the surface this 
should indicate test fairness, group differences in test results do not in themselves 
signal possible bias. Now, counselors abiding by the Standards would hope those 
with equal standing would score similarly. So, Maya scoring signifi cantly below her 
classmates may indicate group differences (e.g., differences by gender and ethnicity) 
but also may indicate a test was fair if the test were appropriately constructed and 
administered. (It might be argued that the criterion of equal standing infl uences the 
above two fairness criteria, so it is not so easy to assume test construction and other 
assessment practices are not infl uenced by the group differences discussion.) 

  The question becomes this: When there are group differences on a construct (e.g., 
math achievement), are these differences “real” when test construction and testing 
conditions are fair? So, if a test in its construction and implementation is fair, then 
counselors should both examine what factors may be causing group differences and 
address these factors when assessment data are reported. A counselor will want to 
use a testing alternative, such as culture-fair tests, if possible to help minimize group 
differences. Culture-fair tests are discussed later in this chapter. 

4. Test takers have an equal opportunity to learn. This fairness criterion is particularly im-
portant in ability tests. For example, math achievement tests are supposed to assess 
comprehension of math concepts and operations that test takers have had the oppor-
tunity to learn. When the opportunity to learn material is not present, lower scores 
may refl ect in part this lack of opportunity. When fi ndings are then used for decision 
making, the test is clearly unfair. Thus, what is included in an assessment should be 
a result of what is taught. We might assume that if Maya were exposed to the mate-
rial and allowed to engage with the math curriculum in an equitable manner, then 
this criterion may be met.
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The Standards (AERA, APA, & NCME, 1999) categorize bias in two ways: bias associated 
with test content and bias associated with response processes. Bias associated with test 
content refers to inappropriate selection of test items, or general content coverage. Bias as-
sociated with test responses refer to situations when items elicit responses not intended by 
the test; this type of bias is also known as a response set. Table 4.1 presents several types 
of assessment bias that can be categorized as content or response bias (or both). Complete 
Activity 4.1 to identify any bias in existing assessments.

Activity 4.1 Identifying Bias in Assessments
Using the search strategies presented in Chapter 2 (e.g., MMY, TIP, 
assessments mentioned in published counseling articles), select a for-
mal or informal assessment tool and identify examples of bias using 
the list in Table 4.1. How do you think you could minimize bias in 
the assessment? Discuss your fi ndings and reactions in small groups.

• • •

Cultural Factors in Assessment

There are many cultural factors that infl uence the assessment process, introducing bias 
into assessments, as well as into the counseling process and outcomes. Although not an 
exhaustive list, some of the factors include the culture of counseling, counselor discrimi-
nation, mental disorder rates, client motivation and test sophistication, acculturation, and 
language. After reviewing these factors, please read Case Example 4.1. 

The Culture of Counseling

Clients of diverse backgrounds have various levels of understanding and acceptance of 
counseling in general. Counselor and therapist have different meanings across racial/eth-
nic groups, such as physician, folk healer, and medicine man or woman. Furthermore, 
clients of diverse groups may value relationships with family or community members as 
instrumental to addressing their concerns. Depending on the racial/ethnic group, salient 
support systems (or “therapists”) might include grandparents, siblings, church leaders, 
or tribal elders—these supporters may be just as (or more) important than support from a 
counselor. Counselors should assess the extent to which family and community members 
play a role in clients’ lives and should view these members as part of the counseling pro-
cess (Paniagua, 2005). 

The counseling relationship, because it involves continual assessment practices, also 
plays an important role in assessment bias. Paniagua (2005) highlighted three relationship 
levels: (a) conceptual level, which involves clients’ and counselors’ perceptions of honesty, 
motivation, empathy, and credibility; (b) behavioral level, which is the degree of competence 
for both the counselor (e.g., level of training, specifi c expertise) and the client (e.g., ability to 
follow directions and implement skills learned in counseling); and (c) cultural level, which 
is the universalist view that assessment is equally effective across multicultural interac-
tions as long as the counselor displays both cultural sensitivity and cultural competency. 
With the third relationship level, counselors—no matter their cultural makeup or degree of 
cultural match with a client—can be benefi cial to clients when they display sensitivity and 
translate multicultural awareness, knowledge, and skills into assessment.

Paniagua (2005) noted that major racial/ethnic groups may interpret counselors who are 
collecting extensive amounts of data as incompetent for two reasons: fi rst, the counselor 
may be perceived as technically incompetent for not collecting signifi cant data in the most 
concise manner, and second, the counselor may be seen as culturally incompetent if he or she 
appears to be unfamiliar with the particular cultural group. In most cases, clients are more 
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willing to disclose information to a counselor once they believe the counselor is credible and 
the counselor has identifi ed the key clinical issues and provided some useful directives.

Counselor Discrimination

In discussing the problem of assessment bias or group differences, one must distinguish 
between test results and innate aptitude. Racism, sexism, and other forms of discrimina-
tion (e.g., heterosexism, classism) occur in assessment when counselors use cultural group 
membership as the explanation for assessment fi ndings. That is, race or other cultural 
markers are said to cause systemic differences, alluding to minority group membership as 
defi cient in some manner. For example, a counselor may be considered racist if she notes 
that lower intelligence scores for people of color is an indicator of lower intelligence for 
these groups. Similarly, an example of sexism in assessment would be if a counselor at-
tributed low scores on a math test to a client being female. The statement that males as a 
group achieve higher levels of competence in mathematics than females do is a statement 
regarding past achievement on a given test. This past achievement does not imply that 
males possess a greater aptitude for mathematics than females—such a statement suggests 
innateness or biological or genetic determinism. 

Counselor discrimination also affects clinical decision making. Clinical decision making 
refers to “the intricate decisions professional counselors make when they assess the degree 
of severity of a client’s symptoms, identify a client’s level of functioning, and make decisions 
about a client’s prognosis” (Hays, Prosek, & McLeod, 2010, p. 114). Arriving at a clinical diag-
nosis is a signifi cant part of clinical decision making. First, counselors may overdiagnose (i.e., 
provide more severe diagnoses) when they assess nondominant populations. For example, 
women are disproportionately diagnosed with personality disorders (Eriksen & Kress, 2005), 
clients with sexual minority statuses are almost fi ve times more likely to be diagnosed with 
panic disorder than heterosexual clients (Cochran, Sullivan, & Mays, 2003), and clients with 
less formal education are diagnosed more often with schizophrenia (Paniagua, 2005). Fur-
thermore, Good, James, Good, and Becker (2003) found that when counselors are unaware 
of their clients’ racial and ethnic identity, they tend to provide less severe diagnoses as com-
pared with when they did know the racial and ethnic identity. 

Second, counselors may also underdiagnose (i.e., provide less severe diagnoses or not 
diagnose at all), particularly when symptoms or presenting concerns do not fi t nicely into 
established (often Western-based) diagnostic criteria or are congruent with how a coun-
selor stereotypes a client of a particular cultural group (Hays et al., 2010). Examples in-
clude African Americans diagnosed with less depression than Whites, or Asian Americans 
potentially not being diagnosed with depression because they may display only somatic 
symptoms of depression (Paniagua, 2005). Finally, counselors may misdiagnose entirely. 
For example, autism has been traditionally misdiagnosed as an intellectual disability in Af-
rican Americans (Paniagua, 2005). Although it is diffi cult to determine the degree to which 
diagnostic differences refl ect actual cultural differences, it can be assumed that counselor 
bias and discrimination play some role. 

Rates of Mental Disorders 

On a related note, a consideration playing a role in assessment is the disproportionate rates 
of mental disorders across cultural groups—particularly racial and ethnic minorities. Pani-
agua (2005) noted that the prevalence and incidence of mental disorders are higher among 
racial/ethnic minorities. Are mental disorders in general higher for racial/ethnic minori-
ties? Likely not. Paniagua presented some weaknesses in how prevalence and incidence 
data are collected, which likely depict a grimmer picture for racial/ethnic minorities. First, 
mental disorders are defi ned differently across studies because there are no uniform defi ni-
tions of mental disorders and no agreed-upon assessment tool to measure individual mental 
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disorders. When researchers use different instruments to assess prevalence and incidence, 
different outcomes arise. When some of those assessments are culturally inappropriate, mi-
nority groups are likely rated more severely. Second, assessment reports or studies typically 
do not discuss thoroughly the sample or the larger population from which the sample was 
drawn. Also, they typically do not include information about the potential effects of cultural 
difference, such as language barriers, acculturation level, impact of folk beliefs, effects of 
oppression, and so on. Thus, when counselors review prevalence and incidence data, they 
seldom are provided the cultural delimitations of data collection methods. 

Mental disorders may, however, be exacerbated by discrimination. Racial discrimina-
tion and other oppression experiences are seldom considered as a cause of emotional prob-
lems. That is, counselors may not refl ect if responses are a result of more generic stressors 
experienced by the general population (e.g., job loss, death of a loved one) or those result-
ing from discrimination (Paniagua, 2005). Clients who experience discrimination are more 
likely to display psychiatric symptoms such as depression, anxiety, paranoia, obsessive–
compulsive behaviors, and somatization (Eriksen, Kress, Dixon, & Ford, 2009; Klonoff, 
Landrine, & Ullman, 1999). 

Client Motivation and Test Sophistication

Some argue that assessment score differences are really differences in test-taking motiva-
tion or familiarity with the assessment process. Extreme forms of test anxiety, self-esteem, 
and achievement motivation have been found to be related to test performance, but there 
has been little evidence that there are substantial differences in these areas among races, 
sexes, or social classes. However, clients from minority groups who are not motivated to 
perform well on a test or who are not sophisticated in regard to the nature of the test items 
cannot be expected to perform as well on tests as those from the dominant culture, in 
which these factors have been emphasized.

A classic example of client motivation and test sophistication issues concerns stan-
dardized tests. A basic assumption of standardized testing is that the test taker is will-
ing to provide obvious information and to give a performance for a total stranger—the 
examiner. These basic social assumptions may be in confl ict with the interactional rules 
for individuals in some cultures. For example, it might be hypothesized that Black work-
ing-class children or American Indian working-class children are less oriented to public 
performance for unfamiliar adults than are White middle-class children. It might even be 
argued that child-rearing practices of many White middle-class parents, which encour-
age public verbal performance for strangers, program their children for eventual success 
on standardized tests.

The combination of constriction imposed in most American schools and the competi-
tion encouraged there can confl ict directly with aspects of African American and Native 
American cultures. Such confl ict may lead to alienation of these students from both the ex-
periences and products of education, of which assessment instruments are a part (Neisser 
et al., 1996). For example, in testing situations Native Americans may underestimate the 
seriousness of tests, lack test-taking skills, or lack motivation to perform on tests. For some, 
tribal beliefs may discourage the type of competitive behavior often present in test-taking 
situations. They may also have learned English as a second language and learned their fi rst 
language as a nonwritten language—factors that can easily affect English reading skills. In 
addition, because they often come from isolated, rural, or impoverished settings, they may 
lack the type of knowledge and experience expected on certain instruments. The Native 
American Acculturation Scale (20 items) can be used to estimate the extent of an individu-
al’s acculturation to U.S. society (Garrett & Pichette, 2000).

Test sophistication also affects performance for Asian Americans. The later generations 
of Japanese and Chinese Americans come from backgrounds in which the mean income 
level equals or surpasses that of Whites, and they hold many attitudes and values similar 
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to the majority culture. There are aspects of their cultures, however, that infl uence them 
to place increased emphasis on the results of achievement and aptitude tests and less on 
other types of performance. In addition, education, especially higher education, is much 
valued and supported, with particular value placed on attending prestigious institutions 
of higher education. Thus, there is considerable pressure to attain high enough scores on 
academic aptitude tests to gain entrance to prominent colleges and universities. Given the 
within-group variation among Asian Americans, client motivation and test sophistication 
are quite different for other subgroups, such as Southeast Asians.

Acculturation 

Hays and McLeod (2009) defi ned acculturation as “the degree to which immigrants iden-
tify with and conform to a new culture of a host society, or the degree to which they inte-
grate new cultural values into their current value system” (p. 18). Paniagua (2005) noted 
that acculturation level is defi ned by the number of years a client has been in the accul-
turation process, the age at which the client began the process, and the client’s country of 
origin. Although an extensive discussion of acculturation is beyond the scope of this text, 
following are four acculturation models to consider in terms of how they infl uence the 
assessment process: (a) assimilation model, when a client identifi es only with the dominant 
or host culture, denying the value systems of their culture of origin; (b) separation model, 
when the client identifi es only with values of the culture of origin; (c) integration model or 
biculturalism, when the client identifi es with values from both the culture of origin and the 
dominant culture; and the (d) marginalization model, when a client rejects behaviors and 
beliefs from both the culture of origin and the dominant culture (Paniagua, 2005). Though 
these models provide an initial framework to evaluate client behaviors and values that are 
presented in counseling, it is important to remember that clients fall under respective mod-
els at varying degrees. In addition, in instances of family or group counseling, there may be 
clients categorized in various models and/or to varying degrees within the same model. 
For example, a child who grew up in the United States but whose parents immigrated only 
10 years ago may have value confl icts that color what problems are presented in counsel-
ing as well as overall assessment process and goals.

Language

Imagine yourself as a non-English speaker, or at least not very profi cient in English. The as-
sessment process begins in English, and—assuming you have some English profi ciency—
you pause to mentally translate to the best of your ability what the counselor says, consid-
er in your own language how to respond, and translate again to the best of your ability to 
English before responding. The assessment process continues, and your frustration likely 
escalates as you begin to doubt that you will benefi t from counseling. Even though you are 
communicating with the counselor, you are not likely feeling connected to the counselor or 
the counseling process. Imagine the diffi culties if you cannot read or respond to anything 
in English. The outcomes are probably worse.

A client’s limited English profi ciency also potentially serves as a factor of assessment bias, 
and the counselor must consider individual differences and circumstances in interpreting 
the test results of clients for whom English is not their native language. A Latino student, 
for example, who scores low on a standardized test in English may actually have obtained a 
remarkably good score for someone who has been learning English for only a short period. 
Furthermore, previous research indicates that clients with limited English profi ciency tend 
to receive more severe clinical diagnoses and are perceived as noncompliant or emotionally 
withdrawn when they are not interviewed in their native languages (Paniagua, 2005). 

You may decide to use a translator to aid the assessment process. Should you use a 
translator, Paniagua (2005, see pp. 16–17) provides the following guidelines:
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• Employ a translator who shares the client’s racial and ethnic background as well as 
a similar linguistic expression within that background. Determine what dialect the 
client speaks before engaging a translator. 

• Select an individual who has training in mental health issues and culture-related 
syndromes.

• Use a sequential mode of translation (i.e., the client speaks, the translator translates 
the client’s words into English, the counselor speaks, the translator translates the 
counselor’s words into the client’s language, and so forth).

• Facilitate relationship building between the translator and client prior to the assess-
ment process to strengthen the counseling relationship. Allow time alone to discuss 
common interests and other cultural similarities.

• Have the translator provide a sentence-by-sentence translation to avoid missing 
important details.

• Avoid using technical terms with the client, and have the client describe in his or her 
words the reason he or she is in counseling.

• Anticipate that using a translator during the clinical interview or other assessment 
procedure will take twice as long as an interview in English.

• Consider the potential effect of the translator when interpreting clinical data.
• Consider the translator’s level of acculturation in relation to the client’s level of accul-

turation. Refl ect on how differences in acculturation level affect the assessment process.
• Avoid employing a relative or friend of the client as a translator, because a potential 

lack of objectivity could lead to misinterpretations or other distortions.
• Avoid asking the client’s bilingual child to serve as a translator because similar is-

sues of objectivity may arise as may potential family confl icts (which may, in fact, be 
a source of the presenting problem).

Test adaptation or test translation may be helpful to address language barriers and other 
factors discussed in this section. Test adaptation refers to changing an existing assessment 
tool to meet the needs of a cultural group not included in the original norm sample. A test 
is typically adapted through test translation, by creating alternate language versions to 
accommodate the test takers (Zhou & Hansen, 2009). For example, several assessments 
have been translated to Spanish. Spanish-language editions have been developed for most 
of the widely used tests, including the Strong Interest Inventory, the Myers–Briggs Type 
Indicator, the MMPI-2, the Wechsler intelligence scales, the Self-Directed Search, the Six-
teen Personality Factor Questionnaire (16 PF), and Cattell’s Culture-Fair Intelligence Test.

Case Example 4.1

Paulo

Paulo is a 28-year-old Italian immigrant male who recently arrived in the United States. He 
is having diffi culty managing stress and completing tasks at work. He fi nds himself more 
irritable and withdrawn, resulting in increasing problems at work and relationship diffi cul-
ties with his partner. His employee assistance program (EAP) refers him to you as a mental 
health counselor. Although Paulo has heard of counseling in his country of origin, he thinks 
of it as something for “weak” and “crazy” people. The EAP explains to Paulo that you will 
be able to speak with him about his diffi culties and assess him and provide some assistance 
so he may function better at work and at home. Paulo speaks very limited English.

• What is salient cultural information to consider when working with Paulo?
• How does acculturation level and language affect the counseling relationship and 

process?
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• Based on cultural similarities and differences between you and Paulo, how might he 
perceive you as his counselor? 

• What biases do you hold about Paulo? How might this impact your work with him?
• How might you seek information about rates of mental disorders? What are some 

things you may consider in reviewing these rates?
• • •

Assessment and Gender

Gender differences in assessment results (with research primarily investigating formal-
ized assessments) may be attributed to gender bias in some manner. It is important to note 
that instruments tend to refl ect only male and female comparisons, and subsequent re-
search provides data for these two categories. Information regarding how assessment fi nd-
ings relate to transgender or intersex populations is nonexistent or at least very limited. 
Thus, counselors are to use this information tentatively when working with clients who 
do not identify as traditionally male or female. Furthermore, because sexual orientation 
overlaps in some ways with gender and because items typically representing a traditional 
gender characteristic also depict heterosexual characteristics, counselors should cautiously 
apply these fi ndings. 

Aptitude and Cognitive Assessment

Although there are not signifi cant gender differences in scores on intelligence tests, specifi c 
aptitudes tests have historically indicated females tend to score higher on tests of verbal 
ability, whereas males tend to obtain higher scores on numerical and spatial aptitudes (see 
Eagly, 1995; Halpern, 2000; Neisser et al., 1996). Females tend to achieve higher grades in 
elementary school, high school, and college (Han & Hoover, 1994), although the differ-
ence in college tends to diminish when controlled for types of majors and types of courses 
(Hood, 1968; J. W. Young, 1994).

The question regarding lower scores on mathematical ability is a controversial one; 
some argue that the difference is an innate difference, whereas others argue that it is due to 
stereotypical attitudes on the part of parents and teachers, which result in students being 
differentially encouraged to learn mathematics depending on their gender. Most evidence 
yields at least partial support for the latter explanation because the gap has decreased 
among adolescents over the past 40 years (Spelke, 2005). Substantial gender differences are 
now found only in selected populations, such as college-bound youths on the SAT or on 
the National Merit test. 

Career Assessment

Gender differences in career and interest assessment also exist. There are several methods 
by which publishers have attempted to eliminate, or at least reduce, gender bias on interest 
inventories. One is by using separate-sex norms. In the case of the Strong Interest Inven-
tory (see Chapter 12), the Occupational Scales are based on separate criterion groups for 
each sex. The norms for the Basic Interest Scales are based on a combined sample of men 
and women; however, the profi le also indicates how a person’s scores compare with oth-
ers of the same sex as a means of taking into account gender differences. In the case of the 
earlier forms of the Strong, many more occupations were shown for men than for women, 
which had the tendency to limit the number of careers considered by women. In recent 
years, test authors have developed the same number and type of scales for both men and 
women. Virtually all inventories have eliminated sexist language, for example, replacing 
policeman with police offi cer and mailman with postal worker.
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Another method by which publishers of interest inventories have attempted to make 
them free of gender bias has been to include only interest items that are equally attrac-
tive to all genders. For example, on an interest inventory containing items related to the 
six Holland themes, males respond more often to a Realistic item such as “repairing an 
automobile” and females more to a Social item such as “taking care of very small chil-
dren.” Through the elimination of items that are stereotypically masculine or feminine, 
such differences can be largely avoided. For example, Realistic items such as “refi nishing 
furniture” or “operating a lawn mower” or a Social item such as “teaching in high school” 
tend to receive approximately equal responses from both men and women (Rayman, 1976). 
An interest inventory such as the unisex edition of the ACT Interest Inventory, or UNIACT 
(ACT, Inc., 2011b), increases the probability that males will obtain higher scores on the So-
cial scale and females on the Realistic scale and thus that every gender will be more likely 
to give consideration to occupations in a full range of fi elds.

Holland has resisted constructing gender-balanced scales on his Self-Directed Search, 
believing that the use of gender-balanced scales destroys much of the predictive validity of 
the instrument (L. S. Gottfredson, 1982; Holland & Gottfredson, 1976). An inventory that 
predicts that equal numbers of males and females will become automobile mechanics or 
become elementary school teachers is going to have reduced predictive validity given the 
male and female socialization and occupational patterns found in today’s society. When 
such inventories are used primarily for vocational exploration, however, an instrument 
that channels individuals into stereotypical male and female fi elds can be criticized for 
containing this gender bias.

By providing the same occupational scales for males and females, by showing norms for 
both sexes on interest scales, by eliminating stereotypical language, and, for some instru-
ments, by developing sex-balanced items, gender bias in interest testing has been greatly 
reduced. It must be remembered, however, that gender-based restrictions in interest pref-
erences and career choices will continue as long as societal infl uences limit the experiences 
that individuals are exposed to or are able to explore (Walsh & Betz, 2001).

Assessment and Race, Ethnicity, and Socioeconomic Variables

Counselors need to recognize the diversity within specifi c racial and ethnic groups both 
in regard to acculturation to the U.S. society and in regard to cultural background. For 
example, Latin Americans, the fastest growing racial/ethnic group, are made up of several 
major subgroups: the largest group is of Mexican origin, most of whom have settled in the 
southwestern states. Puerto Ricans are concentrated in the eastern states, Cubans in Miami, 
Florida, and Central and South Americans in Florida and Texas. Although heterogeneous 
in many ways, their worldview is shaped by several common infl uences: the Catholic re-
ligion (85%), some presence of folk beliefs, and a Latino cultural identity (Villalba, 2009). 

In counseling Native American individuals, there is a wide range of differences with 
regard to culture among various American Indian tribes, and because of such large differ-
ences few generalizations are possible. For example, Sioux children are likely to be more 
integrated into the U.S. society than Navajo children, who more often live on a reservation 
and speak primarily Navajo (Lichtenberger & Kaufman, 1998). Furthermore, Asian Ameri-
cans come from more than 20 cultural groups with widely diverse cultural backgrounds 
and range all the way from fourth- and fi fth-generation Asian Americans to the more re-
cent Hmong, Filipino, and Vietnamese immigrants (Teranishi, 2002).

Aptitude and Cognitive Assessment

A frequently offered argument is that intelligence tests and other measures of cognitive ap-
titude are constructed by and for White middle-class individuals and therefore are biased 
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against lower socioeconomic individuals and others who are not members of the majority 
culture. Some of this cultural bias could be found in the items on which suburban children 
might have more familiarity than urban or rural children. Children brought up using a dia-
lect or nonstandard American English might be less able to comprehend the language used 
on such instruments. Test developers have now become extremely sensitive to this issue and 
have established panels of experts that include representatives from many cultural groups. 
Most of this content bias has therefore been eliminated from many of the current forms of 
these tests, although such changes have been shown to have little if any effect on the scores 
obtained by many minority individuals (Walsh & Betz, 2001). If the validity of cognitive apti-
tude test results is different for majority and minority groups and if counselors encourage or 
discourage clients about pursuing different levels of education or types of jobs on the basis 
of these test results, then this type of bias could affect counseling outcomes. 

In attempting to understand and competently interpret cognitive assessment results of 
clients from various backgrounds, the counselor must remember that social class is cor-
related with race and ethnicity and that many cultural differences disappear when so-
cioeconomic status is controlled (Arbona, 1998). Academic aptitude and achievement test 
scores are far more related to school academic variables (e.g., grades achieved, types of 
courses taken, particular school attended) than to race or ethnicity. In a study conducted 
by the American College Testing Program of students in four racial/ethnic groups (African 
American, Latino/Native American, Asian American, and White), over 50% of the vari-
ance in ACT scores could be explained by high school academic variables, with an addi-
tional 15% explained by student background characteristics and noncognitive, education-
related factors. Race/ethnicity or gender explained only 1% to 2% of additional variance in 
ACT scores over and above the other variables considered in this study (Noble, Davenport, 
Schiel, & Pommerich, 1999). Additional research is needed to explore how race, ethnicity, 
and socioeconomic status affect assessment today.

Some research is available describing the role discrimination against African Ameri-
cans plays in assessment bias. Because African Americans as a group have experienced 
great racial discrimination in the past and this discrimination has had an impact on their 
socioeconomic status, their opportunities, and their home environments, it is not surpris-
ing that these circumstances would have an effect on test results. Although tests could be 
biased against any minority group, the most serious controversy exists over the fact that, 
as a group, African Americans score approximately 1 standard deviation below Whites on 
most standardized tests of cognitive ability (Roth, Bevier, Bobko, Switzer, & Tyler, 2001). 
Much of the controversy centers on the cause of the differences. Some attribute the differ-
ences to the disadvantages that African Americans experience in their economic status and 
their educational and occupational opportunities. Others attribute much of the difference 
to genetic factors. Neisser and other members of the APA Task Force on Intelligence (Neisser 
et al., 1996), however, summarized this issue as follows:

The differential between the mean intelligence scores of Blacks and Whites . . . does not result 
from any biases in test construction and administration, nor does it simply refl ect differences 
in socioeconomic status. There is certainly no . . . support for a genetic interpretation. At pres-
ent no one knows what causes this differential. (p. 94)

Numerous studies have been conducted predicting various criteria for both education 
and job performance for Black and White groups. In general, results have shown that abil-
ity tests are equally valid for both minority and majority groups. These studies have used 
IQ tests to predict school achievement, scholastic aptitude tests to predict college grades, 
and job-related aptitude tests to predict job success. Both correlations and regression lines 
tend to be similar for both groups, and in the cases in which minor differences have oc-
curred, there has been a tendency for the test to slightly overpredict the achievement 
of Black students (G. L. Cohen & Sherman, 2005; Sackett et al., 2008). As Fleming (2002) 



72 • Foundations of Assessment in Counseling

stated, “Indeed, contrary to popular opinion, over-prediction (performing worse) is the 
most consistent occurrence in Black predictive validity studies, and few cogent explana-
tions have been offered” (p. 283).

Native Americans as a group have lost much of their original self-suffi cient heritage 
and now represent major challenges for counselors and the entire mental health commu-
nity because they have the highest rates of poverty, unemployment, alcohol abuse, and 
suicide (Garrett, 2009). For example, members of several different tribes have tended to 
obtain higher scores on numerous scales, such as the MMPI-2 and MacAndrew Alcoholism 
Scale–Revised. These differences remained when matched on age, gender, and education, 
suggesting that they indicate real differences in behavior and symptoms—not test bias 
(Greene, Albaugh, Robin, & Caldwell, 2003). 

Career Assessment

A major question with regard to the use of career assessments is whether racial/ethnic 
minorities are suffi ciently familiar with the vocabulary, examples, occupational terms, 
and situations that are used in these tests. Because many of these individuals differ from 
middle-class Whites in their experiences, orientations, and values, their view of available 
occupations may be restricted even though their aspirations may equal or exceed those of 
the middle-class White individuals. Those from disadvantaged backgrounds are likely to 
be less aware of the great variety of occupations and the skills required for certain occupa-
tions. They may also view potential occupations in ways that are quite different from that 
which is implied in occupational literature. Furthermore, minority students tend to enter 
narrower ranges of fi elds of study (Bowman, 1995; Leong & Gim-Chung, 1995).

Within minority communities, there is often a lack of continuity of values between 
school and family as well as a lack of diversity in the occupations that exist as models for 
children from these backgrounds. Family cultures vary considerably among different eth-
nic groups, which infl uence career roles and expectations. On various interest inventories, 
minority students may obtain relatively low scores because such students indicate liking 
fewer occupational titles or interests than students in the norm group.

Studies have shown that despite these differences, interest measures have similar validi-
ties among various minority groups in the United States. Interest inventories can therefore 
be used with minority clients with the same amount of confi dence as with Whites, with the 
possible exception of those coming from particularly disadvantaged backgrounds. Studies 
have also shown that interest measures predict college majors similarly for students from 
various minority backgrounds. Differences have been found on interest measures among 
different minorities, but these differences have equal predictive value (Fouad & Mohler, 
2004; Lattimore & Borgen, 1999). For example, African Americans, who tend to score high-
er on social interests, are more likely to enter social occupations; whereas Asian American 
students, who obtain higher scores on biological and physical science interests and lower 
scores on social and sales interests, are more likely to pursue scientifi c occupations. Coun-
selors should also be aware that some of the female–male differences found among Whites 
are similar but more extreme for Latinas.

There is a tendency among Asian Americans to choose vocations in business, science, 
mathematics, or engineering fi elds to the exclusion of humanities, social sciences, or law. 
When interpreting the results of interest inventories in educational and vocational counsel-
ing, the counselor should keep in mind this tendency by the minority client to consider a 
narrow range of possible career goals. Expanding the range of occupations being consid-
ered may well be one of the goals of such counseling, although counselors are to be cogni-
zant of the role cultural values play in counseling goals.

Finally, several interest inventories have been translated into a number of other lan-
guages. A question that needs to be asked in administering such a version of the inventory 
is whether the person taking the test is from a culture that has similar expectations and 
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social customs as those for the culture in which the test was devised. Unfamiliarity with 
the nature and purpose of tests could be a problem, as could different ways of responding. 
Clients from a culture in which the emphasis is on agreeing with nearly everything (be-
cause it is considered impolite to disagree) may obtain test results that lack validity.

Personality Assessment

Although most of the controversy regarding bias in tests has centered on aptitude or intel-
ligence tests, certain tests used in counseling, such as interest and personality measures, 
have not been entirely free of bias. Returning briefl y to gender considerations, most per-
sonality measures are scored on norms developed for each sex. Thus, the bias that would 
result if men and women tended to score differently on a personality characteristic is elimi-
nated. Counselors using particular tests, such as the MMPI-2, should be aware that behav-
ior patterns attributed to certain profi le types often differ for men and women.

There is some evidence that various minority groups obtain scores on personality in-
ventories that differ from those typically obtained in a White majority population. For 
example, Asian American clients are more likely to express psychological problems in 
terms of somatic complaints. Therefore, an elevation on the Hypochondriasis scale (Scale 
1) on the MMPI-2 with Asian clients should be interpreted in light of this cultural phe-
nomenon (Gray-Little & Kaplan, 1998; Paniagua, 2005). A Pacifi c Islander’s deviant scores 
on the MMPI-2 could easily be accounted for by cultural and language differences from 
the original sample on which it was normed. In a similar manner, African Americans may 
also score higher on Scales 8 and 9 because of higher levels of nonconformity, alienation, 
or impulsivity or because of different types of values and perceptions (Gray-Little, 2002; 
Groth-Marnat, 2009). Differences on personality tests among minority groups and those 
from other cultures are to be expected, and counselors should take these into consideration 
in their interpretations of personality test results. 

Few consistent differences have been found in comparing Latinos/as and White Ameri-
cans on the MMPI scales. In most cases when bilingual Latinos/as have been administered 
both English and Spanish versions, the resulting profi les have been similar. An exception 
is that those with traditional Mexican Indian spiritual beliefs tend to obtain higher scores 
on the Schizophrenic Scale, scores that should not be regarded as abnormal or unhealthy 
(Velasquez, Maness, & Anderson, 2002). A number of other variables such as socioeconom-
ic status, education, and intelligence seem to be more important determinants of MMPI 
performance than ethnic status. Alcohol abuse combined with depression is more often 
found among Latino clients compared with White male clients. Latinas tend to obtain 
scores on the Masculinity–Femininity Scale indicating greater femininity. Their expected 
traditional roles are often in confl ict with the greater female role fl exibility in U.S. society. 
Failure to meet these gender-specifi c roles as wives and mothers can lead to guilt, anger, 
and depression that may be revealed on personality instruments (Prieto, McNeill, Walls, 
& Gomez, 2001). The only nontrivial difference for Latinos was their scoring lower on the 
Masculinity–Femininity scale. This is not a pathological scale and suggests a stronger mas-
culine identity in this group.

There is some evidence that Native Americans tend to score higher than Whites on the 
MMPI clinical scales, but these differences are not well understood and should be inter-
preted with caution (Greene, 1987). A Native American client with particular results on a 
personality test might be told,

This fi nding suggests that you have low self-esteem, are reserved and timid, and lack interest 
in activities, and that you are a shy person. My understanding, however, is that among Ameri-
can Indians, these behaviors are generally culturally accepted. So we probably need to talk 
more about these behaviors so that I can be sure that they are not part of the clinical diagnosis 
of the mental problems you reported to me earlier. (Paniagua, 2005, p. 150)
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Asian Americans tend to underuse counseling and mental health services and share 
experiences and emotions less often with those outside the family (Meyers, 2006). They 
are more likely to express concerns in an indirect manner, such as physical symptoms. In 
general, however, highly acculturated Asian Americans obtain MMPI-2 scores similar to 
Whites. Differences are found among those less acculturated, with more elevated scores on 
a majority of the clinical scales. Asian Americans tend to receive lower extroversion scores 
(indicating more introversion) on the NEO Personality–Revised (Okazaki, Kallivayalil, & 
Sue, 2002). There have been few studies comparing personality inventory scores of Asian 
students versus White students.

Culture-Fair Tests

To provide valid assessment devices useful in other cultures or for use with subcultures 
or minority cultures in the United States, attempts have been made to develop culture-fair 
tests that function independently of a specifi c culture, primarily by eliminating, or at least 
greatly reducing, language and cultural content. The goal of culture-free tests is to provide 
items that are equally familiar to all groups, with items and procedures that are equitable 
to all groups. Because this goal is not possible, counselors strive to use culture-fair tests, 
which attempt to minimize cultural bias as much as possible. Culture-fair tests tend to be 
associated with intelligence tests. 

A limitation of most nonverbal tests is that they tend to measure a narrow range of 
intellectual abilities—primarily visual processing and perhaps short-term memory and 
processing speed—and thus do not access the full range of intellectual functioning (Ortiz 
& Dynda, 2005). In addition, culture-fair tests typically do less well in predicting academic 
achievement or job performance than do the standard, culturally loaded tests. This fi nd-
ing is not surprising, because academic achievement and job performance often include 
much culturally important content. Therefore, there are serious questions regarding the 
use of culture-fair tests for predicting educational or occupational criteria. According to 
Sternberg (2004a), intelligence cannot be meaningfully understood or assessed outside its 
cultural context. He argued that intelligence can be best assessed by culture-relevant tests 
instead of by culture-free or culture-fair tests, at least at the present time.

Cattell’s Culture-Fair Intelligence Test

The Culture-Fair Intelligence Test is a paper-and-pencil test that has no verbal content 
and is designed to reduce the effects of educational background and cultural infl uences (R. 
B. Cattell, 1973, see Figure 4.1). The test consists of four parts in multiple-choice formats: 
(a) progressive series completion—a figure must be chosen to complete the series; (b) 
classifi cation—the object is to choose the fi gure that is different from the series; (c) matrices—the 
pattern of change occurring in the fi gures must be completed; and (d) conditions—the alterna-
tive with similar conditions to the example fi gure must be chosen. The test is available in 
two parallel forms and for three different age or ability levels: (a) children ages 4 through 
8 years and adults with mental retardation, (b) children ages 8 through 14 years and aver-
age adults, and (c) college students and adults with above-average intelligence. Within 
particular age levels, the raw scores can be converted to normalized deviation IQ scores 
that have a mean of 100 and a standard deviation of 16.

Raven’s Progressive Matrices

Raven’s Progressive Matrices is a widely used culture-fair test that requires the examinee 
to solve problems involving abstract fi gures and designs by indicating which of various 
multiple-choice alternatives complete a given matrix (Raven, Court, & Raven, 1993; see 
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Figure 4.2). Progressive changes occur in the vertical dimension, horizontal dimension, or 
both dimensions in a series of matrices. For each item, the examinee must determine the 
principle by which the matrices are progressively changing and select the correct alterna-
tive from six answers that are provided. It is available in two forms: a black-and-white 
version for Grade 8 through adulthood and the Coloured Progressive Matrices for children 
ages 5 to 11 years and for adults with mental retardation. Developed in England, Raven’s 
Progressive Matrices has been used in a large number of cross-cultural studies in many 
countries. These studies suggest that although this test is one of the best available, it might 
better be described as culturally reduced rather than culture fair or culture free. Norms 
are based on samples of English children and adults, and one drawback for its use in the 
Unites States is its lack of normative U.S. data.

Naglieri Nonverbal Ability Test 

The Naglieri Nonverbal Ability Test (NNAT) provides a measure of nonverbal reasoning 
and problem-solving ability based on the use of progressive matrices with shapes and de-
signs that are not unique to any cultural group (Naglieri, 1996). This test can be administered 
at seven different levels for students in kindergarten through Grade 12. Administration time 
requires about 30 minutes. The test can be used with children who have hearing, motor, 
or color vision impairments. The NNAT has been standardized for group administration. 
A second version of this test, the NNAT–Individual Administration form, was created for 

1. Progressive series completion

2. Classifi cation

3. Matrices

4. Conditions

Figure 4.1
Similar Items to the Cattell Culture-Fair Intelligence Test

Note. Items are similar items to those found on the Cattell Culture-Fair Intelligence Test (R. B. 
Cattell, 1973).
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individual administration for those students who need special attention (Naglieri, 2000). 
Research indicates that the NNAT produces comparable results for children from different 
cultural backgrounds and that it can be used to provide a fair assessment of the general intel-
ligence of both White and minority children (Naglieri & Ronning, 2000).

Wechsler Nonverbal Scale of Ability 

The Wechsler Nonverbal Scale of Ability (WNV) is a nonverbal assessment test using 
the types of nonverbal items found on the other Wechsler instruments (see Chapter 9). It 
contains six subtests similar to Wechsler measures and has a brief version using only two 
subtests. It is useful in schools with students from multiple language backgrounds and 
where traditional intellectual assessment instruments would not be appropriate because 
of various language-related diffi culties.

Goodenough–Harris Drawing Test

Also referred to as the Draw-a-Person Test, the Goodenough–Harris Drawing Test 
(Goodenough, 1926; see Chapter 13) is a brief, nonverbal test to assess cognitive 
development—particularly for minority children and those with a language disability. 

Figure 4.2
Raven’s Progressive Matrices–Standard Progressive Matrices Sample Item

Note. Simulated item similar to those in the Raven’s Progressive Matrices–Standard Progressive 
Matrices. “Raven’s Progressive Matrices” is a trademark, in the U.S. and/or other countries, of 
Pearson Education, Inc. or its affi liate(s). Copyright 1998 by NCS Pearson, Inc. Reproduced with 
permission. All rights reserved.
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A counselor instructs the client to draw a whole picture of a woman or man. To evaluate 
intelligence, the test administrator uses a standardized scoring system of 64 items to rate 
presence or absence, detail, and proportion of body parts and clothing. Counselors are en-
couraged to correlate scores on this test with a general measure of intelligence. 

Columbia Mental Maturity Scale 

The Columbia Mental Maturity Scale (CMMS; Burgemeister, Blum, & Lorge, 1972) is an 
assessment to evaluate reasoning ability for children ages 3–10 who have sensory, motor, 
or speech defi cits. From a group of three to fi ve drawings, a child is asked to select the 
drawing that does not belong. The CMMS contains 92 cards that test perceptual discrimi-
nation by color, size, use, number, classifi cations, missing parts, and symbolic concepts. 
The CMMS was originally developed for use with children with cerebral palsy. 

Disability and Assessment

The U.S. Census Bureau (2006) noted that approximately 18% of Americans are living with 
a disability. Types of disability include deafness, blindness, developmental delays, mental 
retardation, psychiatric illness, and traumatic brain injury, to name a few (Berens, 2009). 
Assessment of clients with physical disabilities in rehabilitation settings may involve three 
different approaches to vocational evaluation. One approach is psychological testing, a 
second involves the use of work activities or work samples, and the third is evaluation of 
actual on-the-job activities (Berven, 1980).

For some clients with disabilities, psychological testing that provides relatively objec-
tive and reliable measures of individual abilities and interests can yield suffi cient data to 
assist in decisions regarding vocational choice, training, and job placement while avoiding 
the great additional amount of time and expense involved in the other types of evaluation. 
For others, employability can better be explored through work samples and on-the-job 
evaluations. Here the employer becomes directly involved with the problems of the client, 
client characteristics can be ascertained (particularly in relation to the ultimate objective 
of more independent living), and a functional appraisal of job-related characteristics can 
be provided. Disadvantages obviously include dependence on the goodwill of potential 
employers as well as insurance, wage laws, and regulations that make cooperation by em-
ployers diffi cult. Considerable evaluative information about clients must be obtained in 
advance if job tryouts are to be successful. The Americans With Disabilities Act of 1990 (see 
Chapter 3) includes a section that speaks directly to the testing (primarily employment 
testing) of individuals with disabilities. 

Personality measures, interest inventories, general intelligence tests, measures of specif-
ic aptitudes, and tests of achievement or current skills have potential for use with various 
types of special populations. In using such instruments, however, counselors must view 
results with caution; for example, items related to general health and physical symptoms 
on a personality test may be answered in a “deviant” direction by people who are physi-
cally ill or disabled and therefore yield scores that are diffi cult to interpret or are easily 
misinterpreted. Instruments such as the Battery for Health Improvement 2 (discussed in 
Chapter 13) can assist a counselor in discovering psychological or social factors that may 
interfere with a rehabilitation client’s recovery.

Assessment Accommodations

Section 504 of the Rehabilitation Act of 1973 requires that testing be adapted for students 
with disabilities so that the test measures what it is designed to measure while allowing 
for the students’ disability. For students with disabilities, academic standards should be 
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maintained while appropriate accommodations in test administration are made. Consider-
able information regarding the assessment and testing of people with physical disabilities 
can be found in the professional literature (Frank & Elliott, 2000; Sandoval, Frisby, Geis-
inger, Scheuneman, & Grenier, 1998). Included in these publications are lists of assess-
ment instruments appropriate for particular types of disabilities, with recommendations 
for modifi cations where necessary.

A cornerstone of the Education of All Handicapped Children Act of 1975 (also called 
Pub. L. 94-142; see Chapter 3) has been the requirement that an Individualized Education 
Program (IEP) be written for each eligible student. The team that develops the IEP now 
must include not only (a) the student’s special education teacher, (b) the student’s general 
education teacher, (c) the student’s parents, and (d) a local education agency representa-
tive, but also (e) a professional educator, such as a counselor or school psychologist who 
has the knowledge and expertise to interpret the assessment and evaluation results (Yell, 
Drasgow, & Ford, 2000). An IEP must include (a) a statement of the student’s present level 
of performance and the student’s needs, (b) the special educational services that are to 
be provided to meet these needs, and (c) a valid measure of annual goals and short-term 
objectives (Shinn & Shinn, 2000). Several test publishers now provide materials to assist in 
the writing and assessment of IEPs that accompany their educational achievement tests.

The Individuals With Disabilities Education Improvement Act (IDEIA) amendments 
also include requirements regarding the question of the participation of students with dis-
abilities in statewide and districtwide assessments. Such participation becomes especially 
controversial when high-stakes testing programs are involved, such as those required by 
the No Child Left Behind Act of 2001 (see Chapter 10). In the past, many students with dis-
abilities were excluded from such large-scale achievement tests, but with the emphasis on 
accountability for all students, their participation is now required by law.

School counselors are usually involved in and often responsible for the organization and 
administration of such testing and must make diffi cult decisions regarding which accommo-
dations (e.g., extending time limits, providing a reader, using a calculator) are appropriate 
for particular students (Elliott, McKevitt, & Kettler, 2002). If testing, even with accommoda-
tions, is not appropriate, reasons must be given along with a statement of how the student 
will otherwise be assessed. In most states, the student’s IEP plan must contain the appropri-
ate accommodations in order for them to be used in the testing situation. Counselors should 
make it clear to the student’s IEP team that this information needs to be included.

National testing programs such as ACT and the College Board (the major achievement 
test publishers) and statewide testing programs provide special test forms and special test-
ing arrangements for examinees with disabilities who are unable to take the test under 
standard testing conditions. These options include audio recordings, Braille, large-type 
editions, magnifi ers, use of a reader, use of an amanuensis to mark responses, or extended 
time for testing. When college admission tests are administered with accommodations, the 
resulting scores are fl agged to indicate nonstandard conditions. This policy is consistent 
with the Standards (AERA, APA, & NCME, 1999), but those with disabilities may see it as 
a violation of privacy and as a violation of the Americans With Disabilities Act (Mehrens 
& Ekstrom, 2002)

Adaptive devices for computers can provide clients with disabilities with options other 
than paper-and-pencil responses or the traditional computer keyboard. As a result, in-
dividuals with disabilities can complete a test with minimal staff assistance. Examples 
include voice input, simplifi ed keyboards, joysticks, pneumatic controls, head pointers, 
and Braille keyboards. Without the computer, individuals with disabilities have typically 
completed tests with the assistance of another person who read or responded to test items 
for the test taker. The problem with an intermediary is that that person may infl uence the 
test taker’s response, or the test taker may modify his or her responses because of the pres-
ence of another individual. 
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Visual Disabilities

People who are functionally blind must be assessed through senses other than sight, such 
as by auditory (readers) or tactile (Braille) means (Bradley-Johnson & Ekstrom, 1998). Few-
er than 25% of those classifi ed as legally blind (corrected visual acuity of less than 20/200, 
which determines eligibility for government benefi ts) have no usable vision. Those not 
functionally blind are described as low vision or partially sighted and can often use large 
type-print or magnifi ers. Extra time must be provided as these accommodations, including 
reading large type, are slower; for example, reading Braille takes 2.5 times as long. A study 
of the SAT results of visually impaired students using different accommodations (all with 
extra time) yielded results comparable with those of sighted students. The only excep-
tion was that those using Braille found certain graphics or nonverbal content mathematics 
items to be more diffi cult (R. E. Bennett, Rock, Kaplan, & Jirele, 1988).

The verbal scales on the WISC and the WAIS and certain parts of the Stanford–Binet 
are widely used with blind and partially sighted individuals. Some of the comprehension 
items need rephrasing to be appropriate, and attention should be paid to the possibility 
that lower scores on certain subtests may result from experiential deprivation. The per-
formance scales have less validity if visual impairment is more than minimal. Individuals 
born without sight who have no visual memories may have diffi culty with some concepts 
such as color, canyon, skyscraper, or elephant. They may also fi nd it diffi cult to develop 
competent social skills because they cannot see others’ social behaviors and nonverbal 
communications. Interest inventories such as the Strong Interest Inventory or the Kuder 
General Interest Survey are frequently used with visually impaired people by reading 
items aloud or by tape recording.

Hearing Disabilities

Individuals who are deaf or hard of hearing are also a heterogeneous population with dis-
abilities ranging from mild, to severe, to profound. Some have been deaf since birth (con-
genital), whereas others became deaf later in life because of disease or trauma (adventitious; 
Brauer, Braden, Pollard, & Hardy-Braz, 1998). Therefore, any assessment should begin with a 
discussion of communication preference—spoken, written, or signed. Children who are deaf 
are nearly always delayed in their speech and language skills, and this defi cit continues into 
adulthood (Braden & Hannah, 1998). They develop a smaller vocabulary, which affects read-
ing, spelling, and writing scores. Verbal IQ tests are therefore never used, but normal scores 
can be expected on performance tests. The performance scales on the Wechsler tests are the 
most commonly used. Other nonverbal IQ tests such as the Raven Progressive Matrices or 
the Matrix Analogies Test can be administered when appropriate.

Norms for the hearing impaired are available for the WISC and the Metropolitan and 
Stanford Achievement Tests. Mean ACT assessment scores of students with auditory dis-
abilities fall below the means obtained by students with visual, motor, or learning disabilities 
(Laing & Farmer, 1984). Certain tests and inventories may be administered to the population 
with American Sign Language (ASL), and responses can also be communicated through an 
ASL interpreter. The WAIS-III and the MMPI-2 are available in ASL translations.

Cognitive Disabilities

Because cognitive disabilities cause problems adjusting to the demands of the environ-
ment, the diagnosis of intellectual disability is usually made not only on the basis of in-
dividual intelligence tests but also on the basis of an assessment of adaptive behavior. 
Intelligence and adaptive behavior are obviously closely related, but adaptive behavior 
is more synonymous with such terms as social maturity, personal competence, and social 
competence—that is, how effectively individuals cope with and adjust to the natural and 
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social demands of their environment. Can they function and maintain themselves inde-
pendently, and can they meet the culturally imposed demands of personal and social re-
sponsibility? Measures of adaptive behavior generally consist of behavioral rating scales 
administered in an interview or by observation (R. J. Cohen, Swerdlik, & Smith, 1992).

Vineland Adaptive Behavior Scales 
The Vineland Adaptive Behavior Scales (2nd ed.; Vineland II; Sparrow, Cicchetti, & Bal-
la, 2006) is available in survey interview, expanded interview, and parent/caregiver and 
teacher rating forms. These scales were developed from the original measures designed to 
assess social competence by Edgar Doll of the Vineland Training School in Vineland, New 
Jersey. The interview, which follows a semistructured format, is conducted with the client’s 
parents or caregivers. It is conducted without the client being present. The teacher rating 
form is designed to be completed by either the general schoolteacher or the special educa-
tion teacher. It has a questionnaire format that deals primarily with adaptive behavior in 
the classroom. The parent/caregiver form uses a rating scale format that covers the same 
content as the interview. The Vineland II taps four domains: daily living skills (self-care, 
dressing, washing), communication (receptive and expressive language), socialization (in-
terpersonal interactions and play), and motor skills (gross and fi ne coordination; Sattler, 
2005). The expanded form also includes the maladaptive behavior index assessing unde-
sirable behaviors that interfere with adaptive behavior.

The standardization sample for the current version of the Vineland scales included 3,000 
individuals, 100 in each of 30 age groups stratifi ed to represent the U.S. Census population. 
Test–retest reliabilities are reported from .80 to over .90, and interrater reliability ranges 
from .60 to .75 for the fi rst edition of the Vineland (Sattler, 2005). As might be expected, the 
expanded form was the most reliable of the three forms, and the short classroom form was 
the least reliable. The scales are designed to assess adaptive behavior from birth to 18 years 
old and among low-functioning adults. The instrument is used with individuals with 
mental retardation and those who are emotionally disturbed or are physically, hearing, 
or visually impaired to develop individually educative treatment programs or vocational 
rehabilitation programs. Supplementary norms are available for each of these groups.

Supports Intensity Scale 
The Supports Intensity Scale (SIS; American Association on Mental Retardation, 2006) 
assesses support requirements in 57 life activities and in 28 behavioral and medical areas. 
The SIS is useful in evaluating the practical supports that people with developmental dis-
abilities need to lead independent lives. It consists of an eight-page interview and profi le 
form in either print or electronic format and has become the standard evaluation instru-
ment for many agencies, including one entire state.

Assessment of Older Adults

The number of older people living in the world has grown dramatically. In the United 
States, one person in seven is over 65 years old, and by the year 2025 this fi gure will be 
one in fi ve (U.S. Census Bureau, 2006). Older adults are often divided into two cohorts: the 
young–old, 65 to 84 years, and the old–old, 85 years and over. The need to assess both their 
mental health and cognitive functioning has led to the development of instruments specifi -
cally designed to assess older clients as well as guidelines for their use.

The Clinical Assessment Scales for the Elderly (CASE) provide information for diagnos-
ing DSM Axis I disorders (C. R. Reynolds & Bigler, 2000). There are 10 clinical scales—for 
example, Anxiety, Depression, Psychoticism, and Substance Abuse—along with three valid-
ity scales. Two forms are provided: One form has 199 items (CASE-F) and can be completed 
by the client, and a second form (CASE-R) has 190 items and can be completed by a knowl-
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edgeable caregiver, such as a spouse, son or daughter, or health care worker. Norms are based 
on 2,000 adults ages 55–90 matched to census data. Two brief versions, the 100-item CASE–
Short Form (CASE-SF) and the 88-item CASESF–Form R, are also available (DePaola, 2003).

Several standardized methods that involve tasks such as drawing a clock, making 
change, or answering certain questions have been devised to assess cognitive function-
ing and cognitive defi cits among older people. The most popular of these methods is the 
Mini-Mental State Examination (MMSE; Folstein, Folstein, McHugh, & Fanjiang, 2001). 
The MMSE represents a brief standardized method to assess mental status and consists 
of several items on which the maximum score for each ranges from 1 to 5 for a maximum 
score of 30 (see Figure 4.3 for sample items). 

Adults who are functioning normally usually obtain scores of 27 or higher, and 23 is the 
most widely accepted cutoff score, indicating some cognitive impairment (although others 
use cutoffs that range from 22 to 25). Scores of l0 or less indicate severe cognitive defi cits. 
Test–retest reliabilities range from .80 to .95, and the MMSE has shown high validity (87% 
correct) in predicting clinically diagnosed cognitive impairment (Albanese, 2003). In use 
since 1975, the MMSE has been criticized for having too many easy items and too many 
cutoff points and no standard scores (Lopez, Charter, Mostafavi, Nibut, & Smith, 2005).

Alzheimer’s disease is the most common disorder causing cognitive decline in old age; 
it is a progressive and irreversible disease. Therefore, if the MMSE reveals cognitive im-
pairment, the next step is to conduct a more extensive examination of the defi cit and to 
determine whether it is due to Alzheimer’s disease or whether it is a more treatable impair-
ment such as depression, vascular dementia, or substance abuse dementia (American As-
sociation for Geriatric Psychiatry, Alzheimer’s Association, & American Geriatrics Society, 
1997). The further diagnostic screening includes both medical and psychological tests often 

Figure 4.3
Mini-Mental State Examination (MMSE) Sample Items

Note. Reproduced by special permission of the Publisher, Psychological Assessment Resources, Inc., 
16204 North Florida Avenue, Lutz, FL 33549. From the Mini-Mental State Examination, by Marshall 
Folstein and Susan Folstein. Copyright 1975, 1998, 2001 by Mini-Mental LLC, Inc. Published 2001 
by Psychological Assessment Resources, Inc. Further reproduction is prohibited without permission 
of Psychological Assessment Resources, Inc. The Mini-Mental State Examination can be purchased 
from Psychological Assessment Resources, Inc. by calling (813) 968-3003.

Orientation to Time
“What is the date?”

Registration
“Listen carefully, I am going to say three words. You say them back after I stop. Ready? 
Here they are . . . 

 APPLE (pause)
 PENNY (pause)
 TABLE (pause)

Now repeat these words back to me.” 
(Repeat up to 5 times, but score only the fi rst trial.)

Naming
“What is this?” (Point to a pencil or pen.)

Reading
“Please read this and do what it says.” (Show examinee the words on the stimulus form.) 

 CLOSE YOUR EYES
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involving the administration of certain portions of the WAIS-IV or the Wechsler Memory 
Scale (WMS-III).

The WMS-III is receiving considerable use because of the growing importance of assess-
ing memory functions in an increasing aging population of older adults (Groth-Marnat, 
2009). It is an individually administered battery designed to assess a full range of memory 
functions in line with current theories of memory and to distinguish normal memory loss 
from the early symptoms of dementia. It is composed of six primary and fi ve optional sub-
tests yielding eight index scores. The index scores allow a comparison between visual and 
auditory memory and between immediate and delayed memory. It was co-normed with 
the WAIS-III, which allows a direct comparison between WMS-III scores and WAIS-III IQ 
scores. For example, an IQ score of 20 points or more higher than the WMS-III can indicate 
possible brain dysfunction. The WMS-III takes 40 or more minutes to administer (although 
there is an abbreviated form), and norms are now available for age ranges up to 89 (Ham-
bleton, 2005). Reliabilities of .74–.93 for the subtest scores and .82 or higher for the indexes 
are reported (Horton, 1999; Psychological Corporation, 1997; Wechsler, 1997). In assessing 
functional impairment, both cognitive and health status must be considered. This type of 
assessment usually includes an appraisal or checklist of Activities of Daily Living (ADLs; 
e.g., feeding, toileting) and Instrumental Activities of Daily Living (IADLs; e.g., fi nancial 
management, preparing meals, shopping; Scogin & Crowther, 2003).

When assessing older clients, counselors need to be aware of possible fatigue and the 
infl uence of medications. After testing, the resulting assessment data can serve as a base-
line against which to compare future changes in cognitive functions. Reimbursement for 
psychological assessment is provided under Medicare and Medicaid, and to receive such 
compensation it is important to understand and use the Current Procedural Terminology 
(CPT) coding system. 

Tip Sheet 

Multicultural Assessment

✓ Review the AACE Multicultural Assessment Standards (http://www.theaaceon-
line.com). 

✓ Collaborate with the client throughout the assessment process. Procedural informa-
tion as well as specifi c assessment data are to be shared openly with the client. Dis-
cuss implications of “negative” assessment data and solicit additional information 
from the client to place results in context.

✓ Remember that careful standardization and administration of assessments helps to 
maximize equitable opportunity for these tools to indicate accurately a construct of 
interest. 

✓ With each client consider how the assessment process is multicultural. Even when 
working with clients from dominant groups, there are likely minority statuses in 
some cultural groups.

✓ Explore your biases and assumptions about cultural groups in terms of age, race/
ethnicity, gender, ability status, socioeconomic status, and sexual orientation, to 
name a few. Consider how both positive and negative biases you hold infl uence 
how you will assess clients.

✓ Be aware of how racism and other forms of oppression are used to explain assess-
ment data differences. 

✓ Collect data gradually over several sessions rather than trying to learn everything in 
one counseling session. 

✓ Understand your client’s worldview to determine appropriate assessment methods. 

http://aac.ncat.edu/Resources/documents/STANDARDS%20FOR%20MULTICULTURAL%20ASSESSMENT%20FINAL.pdf
http://aac.ncat.edu/Resources/documents/STANDARDS%20FOR%20MULTICULTURAL%20ASSESSMENT%20FINAL.pdf
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✓ Use the least biased assessment strategies fi rst. Paniagua (2005, p. 148) identifi ed 
the least to most biased assessment strategies: physiological assessment, direct be-
havioral observations, self-monitoring, behavioral self-report rating scales, clinical 
interviews, trait measures, self-report of psychopathology measures, projective tests 
with structured stimuli, and projective tests with ambiguous stimuli.

✓ Use a client’s native or preferred language when conducting an assessment.
✓ Use inclusive language throughout the assessment process. For example, use terms 

such as partner or signifi cant other instead of spouse. In addition, avoid unnecessary 
categorizations. For example, instead of asking a client if he or she is male or female, 
ask which gender he or she identifi es.

✓ Assess for various stressors to better understand how the client’s concerns may be 
potentially caused or maintained by these stressors. Consider how these stressors 
may be misrepresented in assessment data if not discussed in the assessment report 
or treatment plan. 

✓ Be sure to represent in any assessment report how confounding factors, such as edu-
cational opportunity or socioeconomic status, affected assessment results. 

✓ Determine the potential impact of acculturation level on the assessment process and 
fi ndings. Solicit information informally about country of origin, age of immigration, 
years in the United States, and knowledge of counseling and assessment procedures. 
Alternatively, you may want to use a standardized acculturation scale.

✓ Collect information from the client about his or her identity development level using 
various identity development models (e.g., racial identity, sexual identity). 

✓ Be aware of changing U.S. demographics as you work with diverse populations. 
✓ Report on the limitations of research studies that report assessment data for a par-

ticular group as you interpret and apply assessment data for your client. Understand 
how previous assessment research might distort incidence and prevalence data on 
mental health disorders for particular groups. 

✓ When reviewing available assessment data for particular groups, refl ect if the sam-
ple is representative of the general population as well as if subsamples are represen-
tative of U.S. subgroups.

✓ Consult test manuals and other assessment materials to learn about the norm groups 
and subgroups as well as specifi c information about available versions of instruments. 

✓ Be familiar with the International Test Commission (ITC) test adaptation guidelines 
(http://www.intestcom.org/test_adaptation.htm). 

Chapter Summary

For all assessment procedures, it is important to consider multicultural factors. This chap-
ter began with a description of test fairness and its four components: (a) there is an absence 
of bias, (b) there is an equitable treatment of all test takers, (c) those with equal standing on 
a particular test construct should score equally no matter the group membership, and (d) 
test takers have an equal opportunity to learn. Furthermore, this chapter provided types of 
assessment bias that may compromise test fairness.

Cultural factors that infl uence the assessment process include the following: the culture 
of counseling, counselor discrimination, mental disorder rates, client motivation and test 
sophistication, acculturation, and language. After these cultural factors were discussed, 
the impact of gender on the assessment process was described, including an outline of 
how traditional gender differences in aptitude and cognitive and career assessment have 
been addressed in both item construction and increased exposure to diverse experiences. 
The impact of race, ethnicity, and socioeconomic variables was also outlined as it relates 
to aptitude, cognitive, career, and personality assessment. Although historical research has 

http://www.intestcom.org/test_adaptation.htm


84 • Foundations of Assessment in Counseling

indicated that content bias has been minimized for these variables—particularly when so-
cioeconomic status is controlled—there is no defi nitive information about why racial and 
ethnic differences still exist among these types of assessments. 

Counselors are to use culture-fair tests whenever possible because bias exists in assess-
ment. This chapter identifi ed several culture-fair tests: Cattell’s Culture-Fair Intelligence 
Test, Raven’s Progressive Matrices, Naglieri Nonverbal Ability Test, Wechsler Nonverbal 
Scale of Ability, Goodenough–Harris Drawing Test, and the Columbia Mental Maturity 
Scale. However, there are several limitations noted with use of culture-fair tests.

The chapter concluded with sections on how assessment practices relate to disability 
status and older adults. With respect to disability status, various legislation was discussed 
to provide counselors guidance in accommodating individuals with disabilities. In addi-
tion, instruments and assessment strategies useful when working with those who have vi-
sual, auditory, and cognitive disabilities were outlined. With respect to assessment of older 
adults, several assessments for working with this population were discussed.

Review Questions

1. What are the criteria for fairness according to the Standards for Psychological and 
Educational Testing?

2. Provide at least two examples of bias in assessment.
3. What are examples of culture-fair tests? What do they help to achieve?
4. What are some of the multicultural considerations in cognitive, career, and personality 

assessment?
5. What accommodations can counselors provide for individuals with disabilities? 
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Measurement Concepts

chapter

5

This fi rst chapter (of two) in Section II outlines basic measurement concepts in assessment: 
scales of measurement, reliability, validity, and test development. Whether counselors are 
selecting or developing their own assessments or are interpreting assessment fi ndings 
from multiple sources, they must have a basic understanding of psychometrics. 

Test Your Knowledge

Respond to the following items by selecting T for “True” or F for “False”:

□ T  □ F  1. Most psychological assessments use ordinal scale data.
□ T  □ F  2. Nominal scale data refer to variables that can be divided into 

independent categories.
□ T  □ F  3. Reliability refers to the degree to which one is measuring an 

underlying construct.
□ T  □ F  4. Validity evidence is also concerned with social consequences 

and uses of data.
□ T  □ F  5. Reliability evidence yields more evidence about the assess-

ment than a particular sample. 

Scales of Measurement

Imagine a toolbox you might have for home improvement projects. In this toolbox you 
have a variety of tools, some more specialized than others or more appropriate for certain 
projects. Selecting scales of measurement is like selecting tools from a toolbox: Counselors 
measuring assessment variables select the right tool or scale for a particular function. Thus, 
scales of measurement are the different ways we measure constructs in the assessment 
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process. There are four scales of measurement, with the more complex scales (i.e., those 
that perform more functions) allowing for more precise measurement: nominal, ordinal, 
interval, and ratio. How you choose to measure a variable in the assessment process directs 
what scale of measurement you use. The more precise the construct is that the counselor 
wants to assess, the more “advanced” the selected scales must be. (Of course, this general 
rule assumes that the assessment variable counselors are measuring is a close-to-perfect 
depiction of a construct. This topic is discussed in more detail later in the chapter.) Scales 
of measurement may have any (or none) of the following characteristics: magnitude, equal 
intervals, and absolute zero. Table 5.1 provides an example of the precision and increasing 
complexity of each type of scale using football players’ heights.

Nominal Scales

A nominal scale is the most basic measurement scale that it is used for naming or classify-
ing only. Examples of nominal scales include gender, race, political affi liation, mode in a 
data distribution, or presence or absence of a diagnostic criterion. A nominal scale does 
not possess magnitude, equal internals, or an absolute zero. A variable can be coded with 
numbers (e.g., 0 = undergraduate student, 1 = graduate student); however, the numbers do 
not indicate magnitude (i.e., 1 is greater than 0). 

Ordinal Scales

An ordinal scale refers to order or rank of nominal categories. Because information can be 
gleaned about an individual having more or less of some variable, ordinal scales are char-
acterized by magnitude. However, the intervals or “spaces” between ranks are not likely 
equal, and thus the relative size among intervals is diffi cult to know. Ordinal scales are of-
ten used in psychological assessment, such as when Likert scales (e.g., 1 = strongly disagree 
to 6 = strongly agree) constitute an assessment. Yet the distance between a score of 1 and 2 
as compared with that between a 5 and a 6 is not likely equal. Examples of ordinal scales 
include degree of job satisfaction, university national rankings, and median values or per-
centile ranks of a data distribution. Counselors are warned against averaging (calculating 
the mean) of a test score, such as in the case of degree of job satisfaction. If job satisfaction 
was measured on a Likert scale—or some other assessment scale with unequal intervals—
computing a typical score is problematic. Oftentimes, counselors mistakenly treat ordinal 
scales like interval scales when interpreting and reporting assessment data.

Table 5.1
Scales of Measurement

Nominal

Ordinal

Interval

Ratio

Football players are grouped 
in three groups: tall, average 
height, and short.

Football players stand in a 
line based on their height in 
descending order; the tallest 
player is fi rst in the line and 
the shortest last.

Those football players that 
measure 5', 5'6'', 6' and 6'6'' 
are compared to determine 
which interval (group) has 
the greater height advantage. 

Football players’ heights are 
compared in order to com-
pute the precise difference 
between the players.

Type of Scale Magnitude Equal Intervals Absolute 0 Height Example

No

Yes

Yes

Yes

No

No

Yes

Yes

No

No

No

Yes
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Interval Scales

An interval scale possesses magnitude and equal intervals. Examples of interval scales 
include temperature, checklist of behaviors, and standard deviation. Because there is an 
equal distance between data points, counselors can assume that the difference between 
two points is the same as that of another two points (e.g., the difference between 20° and 
25° is the same as that between 100° and 105°). Although you can add and subtract values 
on an interval scale with confi dence, you should not multiply or divide values because 
there is no absolute zero. With the temperature example, you can say that 105° is warmer 
than 100°, but you cannot say it is 5% warmer, because 0° does not actually mean the ab-
sence of temperature. Counselors should be cautioned that more (e.g., higher assessment 
scores) does not necessarily equate to better. Because variables are not measured perfectly 
in assessment, it is diffi cult to know what a score might actually mean. 

Ratio Scales

Whereas a nominal scale is the simplest scale, a ratio scale is the most advanced and precise 
measurement scale. A ratio scale possesses magnitude, equal intervals, and an absolute zero. 
Examples of ratio scales include time and height. Because 0 seconds or 0 inches is possible, for 
example, you can multiply and divide these values (e.g., one client completed an assessment 
twice as quickly as another client). Ratio scales are seldom used in counseling assessment.

Activity 5.1 Measuring Constructs
Identify a construct or variable and how you might measure it using 
the four scales of measurement. What are the advantages and disad-
vantages of each scale?

• • •

Reliability

Reliability as a technical subject is extremely important for those who use psychological 
tests. Let’s say for example you are interested in measuring substance abuse symptoms 
to make treatment decisions. You select a substance abuse screening tool (e.g., Substance 
Abuse Subtle Screening Inventory, or SASSI-3; F. G. Miller & Lazowski, 1999) and you 
fi nd the individual likely presents with substance dependence based on the scoring key. 
Because you are recommending further treatment for this client, you want to be sure that 
score would be consistent if the SASSI-3 was administered again. And, you want to ensure 
the client responded in a consistent manner during the single administration. Reliability 
refers to how consistently a test measures and the extent to which it eliminates chance 
and other extraneous factors in its results. Synonyms for reliability include dependability, 
reproducibility, stability, and consistency. 

In the fi rst part of this section, conceptual information about reliability is presented. This 
conceptual information refers to the notion of measurement error; reliability is a correlation 
coeffi cient of that measurement error. After this foundational information, information about 
types of reliability counselors encounter in the assessment process are presented.

Measurement Error

Counselors are interested in measuring much more complicated human characteristics 
than people’s physical aspects, and such complex qualities as anxiety, intelligence, depres-
sion, and achievement are diffi cult both to defi ne precisely and to measure. Measurement 
error, then, is the positive or negative bias within an observed score. That is, a score that a 
person receives on a test is made up of two elements: the person’s true score and an error 
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score that may add to or subtract from the true score. A true score is never known. Because 
greater error results in more inconsistency in scores, measurement error should be mini-
mized. Following is an illustration of how error impacts scores:

X = T + e,

where observed score (X) = true score (T) + error score (e).
A test with perfect reliability would equate to no measurement error. This situation 

is actually impossible, because error originates from the individual, test, and/or testing 
condition. Let’s consider the SASSI-3 example again with a group of clients. Individual 
error might include test anxiety, motivation, interest in responding in a socially desirable 
manner, heterogeneity of the group tested, and test familiarity. Test error might be found if, 
for example, not all substance abuse symptoms were adequately represented by the instru-
ment or if there was homogeneity of items (items that vary will have greater error) or the 
test length was not ideal (e.g., shorter tests yield lower reliability estimates for samples). 
Testing condition error might refer to scoring errors or distractions within the testing envi-
ronment, such as insuffi cient administration time or a noisy agency. 

Attempts to maintain uniform test conditions by controlling the instructions, time limits, 
and the testing environment are undertaken to reduce error variance and make test scores 
more reliable. No test produces scores that are perfectly reliable, though, and because psy-
chological measurement is often imprecise, it is important to check the accuracy and consis-
tency of the instrument constantly to ensure that the unreliability is kept within reasonable 
limits. The Standards (AERA, APA, & NCME, 1999) emphasize that test developers should 
provide test users with substantial amounts of information on test reliability and measure-
ment error. This information should include specifi c details about populations on which reli-
ability data were obtained, standard errors of measurement for all types of scores reported, 
and intervals between retests and interrater consistency where appropriate.

Correlation and Reliability

The correlation statistic assesses the degree to which two sets of measures are related—for 
example, how a tested trait or ability is related to a behavior. Each correlation coeffi cient 
contains two bits of information: the sign of the correlation tells whether the two variables 
tend to rank individuals in the same order (+) or in reverse order (−), and the magnitude of 
the correlation indicates the strength of this relationship (i.e., larger values indicate greater 
strength). Among the several different types of correlation coeffi cients that can be com-
puted, the Pearson product–moment coeffi cient (r) is the most common and can range in 
value from +1.00, indicating a perfect positive relationship; through .00, no relationship or 
a chance relationship; to –1.00, a perfect negative, or inverse, relationship. When values 
are plotted in a scatterplot, you can see that higher values depict more linear relationships 
between two variables (see Figure 5.1).

What does the value of the correlation coeffi cient mean? It depends. Although a larger 
coeffi cient (the closer it gets to + 1.00) indicates a stronger relationship, the specifi c mean-
ing of a value depends on what is being correlated. For example, a correlation of .70 for 
two sets of scores for a sample that was administered a simple assessment tool twice only 
a week apart may not be considered strong. However, the same value might be considered 
stronger if one were examining the relationship between an available test and a newly 
developed one measuring anxiety. 

Once counselors have some idea of the strength and direction of a correlation, a coef-
fi cient of determination can be calculated to provide more information about the shared 
variance between the two variables. A coeffi cient of determination is calculated by squar-
ing the correlation coeffi cient. This value provides counselors with insight into how much 
shared information is provided by knowing the two data points. With higher correlations 
(e.g., .80), there is greater shared variance explained (e.g., 64%). 
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What does correlation have to do with reliability? Recall that an observed score is made 
up of true and error scores; thus, a reliability estimate expresses the relationship between 
the true and observed scores: 

 true score (T)r = 
observed score (T + e)

.

Thus, each half of the fraction is conceptualized as a variable and then they are correlated 
with each other. In essence, reliability is the relationship of one score with another actual 
or hypothetical test (R. Thorndike, 1985).

Another example of how reliability estimates are correlation coeffi cients involves test–
retest reliability (explained later in this section). Consider the following two sets of scores 
for a self-esteem inventory for 10 children (higher scores indicate higher self-esteem):

 Testing Period 1 Testing Period 2
 50 75
 45 48
 44 50
 43 55
 30 36
 25 22
 75 73
 60 62
 51 49
 68 64

Figure 5.1
Sample Scatterplots
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The correlation coeffi cient between these two sets of scores is +0.85. This coeffi cient indi-
cates a strong positive relationship between the two test administrations, demonstrating 
consistency for the sample. (See Appendix C for the statistical formula.) A completely un-
reliable measure (large measurement error) will yield a reliability coeffi cient close to .00, 
and a completely reliable test (no measurement error) will approach +1.00.

Reliability coeffi cients usually run within the range of .80 to .95, but what is considered 
to be acceptable reliability varies substantially depending on both the testing circumstanc-
es and the type of reliability. For national testing programs, such as the GRE or the Iowa 
Tests of Educational Development, reliability coeffi cients are expected to be above .90. For 
certain other types of psychological tests, reliability may be substantially lower. A score 
on the Depression scale of the MMPI, for example, is an indication of the person’s mood 
at the time the inventory was administered. Because people’s moods change, a very high 
test–retest reliability would be neither expected nor desired. Thus, for personality mea-
sures, interest measures, and attitudinal measures, test–retest reliability coeffi cients often 
fall below .90, although if they fall below .70, the consistency of the instrument becomes 
suspect (Cicchetti, 1994).

There are two fi nal notes about reliability and correlation coeffi cients. First, although 
individuals refer to the reliability of a test, reliability is actually the property of the test 
scores for the particular group on which it was administered—not of the test itself. The 
size and type of sample also affect the coeffi cient, as a smaller, more homogenous sample 
introduces more error. Thus, you can expect to fi nd a range of reliability estimates depend-
ing on the sample composition. Second, a substantial correlation between two variables 
does not imply that either variable causes the other. They both can be under the infl uence 
of a third variable. For example, children’s heights could show a signifi cant correlation 
with their scores on a vocabulary test, but both of these variables could be related to the 
children’s ages and maturational growth.

Types of Reliability

Reliability can be measured in several different ways, so there is not a single measure of re-
liability for a set of test scores but different coeffi cients depending on how the coeffi cients 
are determined. Test scores can vary in their consistency in terms of time, test forms, or 
test items. Traditionally, there are three basic methods of estimating the reliability based 
on these variables: test–retest, alternate forms, and internal consistency (see Table 5.2). 
The proportion of test error attributable to each of these sources of unreliability can be 
calculated by analysis of variance procedures with an approach to reliability measurement 
known as generalizability theory (AERA, APA, & NCME, 1999).

Test–Retest Reliability
Test–retest reliability measures consistency over time (see Figure 5.2). The correlation 
coeffi cient in this case indicates the relationship between scores obtained by individuals 
within the same group on two administrations of the test. Test–retest correlations tend to 
decrease as the interval between the test administrations lengthens. If the interval is brief, 
there are potential practice and memory effects, which tend to make the reliability estima-
tion spuriously high. If the time interval is too long, variation can be infl uenced by events 
that occur to participants between the two test administrations (e.g., maturation and his-
tory effects), and spuriously low estimates of reliability may be obtained.

Alternate-Form Reliability
Alternate-form reliability, or parallel-form reliability, is computed by comparing the 
consistency of scores of individuals within the same group on two alternate but equivalent 
forms of the same test (Figure 5.3). Because the test items are different, the effect of memory 
and other carryover effects are eliminated. The crucial question remains whether in fact the 
two alternate forms of the test are actually equivalent.
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Two tests that measure the same content or variables and that are equivalent in dif-
fi culty level can be administered on the same day or very close to each other without 
concern about a practice effect. They can be alternated so that Test A is given to one group 
fi rst and Test B to the other group fi rst, and the practice effect can thus be controlled. The 
problem with this type of test reliability is that it is often diffi cult enough to come up with 
one good form of a test, much less two good forms. Therefore, unless there is a national 
testing program with a staff working on developing test forms—as is the case with some 
of the national testing programs, such as the MCAT or the ACT tests—hope for this form 
of reliability is unrealistic.

In national testing programs, the problem of developing equivalent forms is met by 
administering experimental items with each test administration. The people taking the 
test respond both to items that count and to those that are being tried out for future test 
versions. The latter items do not count in scoring for that administration but provide data 
for the construction of future forms of the test. The experimental items do not need to be 
the same for all those taking the test on a particular date because item information can be 
collected from random subsamples. This process is how national testing programs are able 
to produce equivalent forms year after year.

Table 5.2
Types of Reliability

Test–Retest 

Alternate-
Form

Split-Half

Interitem

Interrater

Memory and practice 
effects, particularly 
for shortened 
time between 
administrations.

Diffi cult to develop 
identical items that 
measure a construct 
equally. 

Fewer items decrease 
reliability. 

Fewer items decrease 
reliability. 

A construct not opera-
tionalized well, or 
unclear instructions, 
may result in greater 
disagreements.  

Reliability Type Description Source of Error How to Calculate Limitations

Administer a single 
test twice, with 
some period of 
time between 
administrations.

Equivalent or parallel 
forms of a test are 
administered either 
at the same time or 
with time between 
administrations.

A single test is 
divided in half 
(usually by odd 
and even numbered 
items).

A single test is as-
sessed to determine 
how items on a test 
are related to each 
other and to the 
total score.

Two or more judges 
rate events or 
behaviors simulta-
neously.

Time

Item content
Time, if forms 

are given at 
different times

Item content

Item content

Judges

Correlate the mean 
individual scores for 
each administration.

Correlate the mean 
individual scores for 
each administration.

Correlate the mean 
individual scores of 
the two test halves. 
Correct correlation 
coeffi cient with 
Spearman–Brown 
formula.

Each item is correlat-
ed with a total score 
for a client and then 
compared with the 
overall variability 
of scores.

Calculate the ratio 
between judges’ 
agreements and 
possible agreements.

Figure 5.2
Test–Retest Reliability

Test A Test A

time
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Internal Consistency
Measures of internal consistency provide an estimate of test score reliability that indicates 
the consistency of responses to the different items or parts of a test during a single test and 
administration (AERA, APA, & NCME, 1999). Two common measures of internal consis-
tency are split-half and interitem consistency (Cronbach’s alpha, KR-20).

Split-half reliability is a popular form of es-
tablishing reliability because it can be obtained 
from a single administration by dividing the 
test into comparable halves and comparing 
the resulting two scores for each individual 
(Figure 5.4). It is administered all at once, so 
no time-to-time fl uctuation occurs. From this 
point of view, it can be thought of as a special 
case of alternate-form reliability. In most tests, 
the fi rst half and the second half would not be 
comparable because of differences in the diffi culty of the items as well as effects of practice 
and fatigue that are likely to vary from the beginning to the end of the test. Therefore, most 
tests are split into odd and even items, except when several items deal with a specifi c prob-
lem, in which case the entire group of items is assigned to one or the other half. 

An important weakness in the split-half approach lies in the general principle of sam-
pling—that is, usually the greater the number of items, the more stable will be the concept 
being measured. All things being equal, the longer the test, the more reliable its scores 
will be. The split-half procedure cuts the test length in half, thus decreasing the reliabil-
ity estimate. To correct the computed reliability based on the shorter length, the Spear-
man–Brown formula can be used to yield an estimate of what the reliability would be if it 
were obtained on the test’s full length. For example, if you corrected a split-half reliability 
estimate (computed as a Pearson correlation coeffi cient) of .80, the corrected reliability 
estimate would be .89 (see Appendix C for statistical formula). However, the Spearman–
Brown formula will not correct a reliability estimate substantially for tests with a greater 
number of items, partly because there is decreasing measurement error with more items.

Interitem consistency is a measure of internal consistency that assesses the extent to 
which the items on a test are related to each other and to the total score (Figure 5.5). This 
measure of test score reliability provides an estimate of the average intercorrelations 
between all of the items on a test. Depending on the type of response called for on the 
instrument, formulas known as the Kuder–Richardson (KR) Formula 20 for two-response 
answers (e.g., true or false, yes or no) or Cronbach’s alpha reliability coeffi cient (i.e., coeffi cient 
alpha) for more than two alternatives are com-
puted (see Appendix C). All individual item 
responses for each person in the entire sample 
are analyzed, and the resulting reliability coef-
fi cients indicate the consistency with which the 
items sample the trait being measured. Figure 
5.4 illustrates graphically the intercorrelations 
for a 20-item assessment (Test A). Each item is 

Figure 5.3
Alternate-Form Reliability

Test A Test B

Figure 5.4
Split-Half Reliability

1/2 Test A

1/2 Test A

Figure 5.5
Interitem Reliability

 1 2 3 4 5

 6 7 8 9 10

 11 12 13 14 15

 16 17 18 19 20
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correlated with a total score for a client and then compared with the overall variability of 
scores. Essentially, it is the correlation of all split-half reliabilities. 

The interitem reliability coeffi cient (as well as split-half reliability coeffi cient) can also 
be squared to explain variance, in a manner similar to how the coeffi cient of determination 
was computed earlier for two sets of scores. For example, let’s assume we calculated a reli-
ability estimate of .75. If we square the coeffi cient, we note that approximately 56% of the 
variance of that construct (e.g., anxiety) is explained by that assessment. 

Activity 5.2 Understanding Reliability 
Let’s say we are interested in how consistently we measure a domain 
of interest: distance between a designated classroom door and water 
fountain. The instructor or a classmate marks approximately equal 
intervals with masking or duct tape to indicate each interval point. 
Divide into two groups and select two volunteers per group. Group 
1 receives a measuring tape, whereas Group 2 does not receive any 
measuring device. Group 2 should come to a consensus about how 
they would like to measure the distance. Have the fi rst volunteer 
from each group “measure” the distance for each interval as well as 
the entire distance and record the numbers secretly. Then, have the 
second volunteer from each group measure the distance and record 
the data secretly. Refl ect on the following questions as a class:

• What were your data at each data collection? How do they com-
pare within your group? How do they compare with the other 
group?

• How did you provide an example of test–retest reliability? What 
factors may affect data consistency?

• How did you provide an example of alternate-form reliability? 
What factors may affect data consistency?

• If each interval represents an item, and the total distance repre-
sents an assessment, how did you provide an example of internal 
consistency? What are other ways you could have measured in-
ternal consistency? What factors affect data consistency?

• • •

Interrater Reliability
Interrater reliability refers to the degree of agreement between two or more independent 
judges. Interrater agreement is calculated by dividing the number of agreements that an 
event occurred by the number of possible agreements (i.e., agreements and disagreements). 
Let’s look at an example to see how this is calculated. Two counselors are observing a child 
on the playground to determine the degree of social interaction (as demonstrated in this 
example by the child speaking or playing with other children). If the counselors were ex-
amining the presence of the behavior in 5-minute intervals for a 45-minute period, they 
might mark with an X when the behavior occurred for that interval:

Child 5 10 15 20 25 30 35 40 45
Caelum X X   X X X     X
Felicity X X X   X X   X X

For the nine intervals (and thus nine possible agreements), the two counselors agreed fi ve 
times (56% interrater agreement). 

The problem of interrater or interscorer reliability results when subjective judgments 
are involved in scoring test items. Reliabilities of scored essay tests have always been quite 
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poor, a problem faced by national testing organizations as they have developed writing 
samples as criteria for college admissions. By giving clear instructions to the examinees 
regarding length, format, and content and by extensively training the raters, they have at-
tempted to meet this problem. Even so, well-trained raters often vary substantially in the 
ratings they give to writing samples.

Validity

Whereas reliability is concerned with whether the instrument is a consistent measure, va-
lidity deals with the extent to which meaningful and appropriate inferences can be made 
from the instrument (see the Standards; AERA, APA, & AACE, 1999). Is there evidence to 
support the interpretation of test scores for the purpose for which they will be used? 

It is possible for test scores to have high reliability with little or no validity for a particular 
purpose (but in order to have good validity, high reliability is necessary). To better under-
stand the relationship between validity and reliability, imagine a target with a bull’s-eye. 
Let’s assume that bull’s-eye is the construct you are trying to measure. The more times you 
hit the bull’s-eye (i.e., consistency), the greater the reliability. However, if the bull’s-eye is not 
the right construct—or is representing the construct insuffi ciently or inaccurately (i.e., valid-
ity)—reliability is meaningless for the test purpose. There is still reliability, yet there is con-
sistent measurement of something other than the domain of interest. If the bull’s-eye does 
represent the construct fully or accurately, consistency in measurement (hitting the target) is 
very important. Thus, reliability is a precursor to validity but not suffi cient in itself. 

According to the Standards (AERA, APA, & NCME, 1999), test validity should be as-
sessed in terms of the use to which the test is put, such as counseling, selection, or classifi -
cation. Once the use of the test is clear, the test user should study the evidence of the test’s 
validity for that particular purpose. “Validity is broadly defi ned as nothing less than the 
evaluative summary of both evidence for and actual—as well as potential—consequences 
of score interpretation and use” (Messick, 1995, p. 742). It is therefore important that test 
manuals contain detailed information regarding both theoretical and empirical evidence of 
validity for the interpretation and use of test scores.

The question “validity for what?” must always be asked, because the validity of a test 
varies depending on the purpose and the target population. Similar to reliability, validity is 
not a characteristic of an assessment but, rather, is the meaning of the fi ndings for a sample 
(Messick, 1995). For example, scores on the Strong Interest Inventory have considerable 
test–retest reliability even when the second test is taken many years later. Validity, howev-
er, is much more complicated. Because of the large number of scales and the different types 
of scales, specifi c defi nitions must be developed before they can be applied to a criterion 
to obtain validity. As will be seen later, scores on the Strong Interest Inventory can be used 
effectively to predict the occupation that a person is likely to enter in the future. However, 
it is not particularly valid for predicting success in an occupation. People who enter an oc-
cupation for which they get a low score may very well not stay in that occupation. People 
who score high are much more likely to stay in the occupation, but the few low scorers 
who stay in that fi eld are just as likely to be successful as those who score high. Therefore, 
a score on a scale of the Strong Interest Inventory may have some validity for predicting 
whether people will enter an occupation and, if so, how long they will stay in it, but it will 
have little validity when it comes to predicting success in that occupation.

Validity also asks the question of whether the test scores measure what they purport to 
measure. Does a test that is supposed to measure arithmetic skills really measure arithme-
tic skills, or is it composed of word problems of such reading diffi culty that it is actually 
measuring reading ability instead? There are two types of invalidity, or threats to validity. 
First, construct underrepresentation refers to failing to include components or dimensions 
of a construct in an assessment. Construct irrelevant variance indicates there is too much 
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“noise,” or excess dimensions covered by the assessment tool. Constructs can be deemed 
irrelevant for a sample when the material is irrelevantly diffi cult (such as in culturally bi-
ased assessments) or irrelevantly easy (Messick, 1995). 

The range of validity coeffi cients runs much lower than that of reliability. Whereas coef-
fi cients of .80 to .95 are common for reliability, validity coeffi cients seldom run above .60 
and are more typically in the range of .20 to .40 (Hemphill, 2003). Validity coeffi cients as 
low as .10 and .20 can still be useful in predicting future behavior (Rosenthal, 1990; Rosnow 
& Rosenthal, 1988). In predicting grades in college from test scores, coeffi cients are almost 
never obtained above .60. Even when other measures of high school achievement, per-
sonality, and some type of achievement motivation are all combined, validity coeffi cients 
above .60 are seldom achieved for college grades. 

Types of Validity

Evidence of a test’s validity for a particular purpose can be assessed in different ways, as 
noted in the Standards (AERA, APA, & NCME, 1999; Urbina, 2004). Emphasis is placed on the 
nature and strength of the evidence for a particular interpretation. Different types of validity 
evidence are discussed below: content, criterion-related, construct, and treatment. Content 
and criterion-related can be considered to be subsumed under construct validity (Messick, 
1995). Face validity, which is really not evidence of validity, is determined if the assessment 
“looks like” it is measuring what it is supposed to measure. Table 5.3 provides descriptions 
and examples for each type of validity.

Content Validity
Content validity refers to the representativeness of items from a “population” of items. 
Items might be questions on a test or questions on a clinical interview, for example. Are items 
representative of a domain of interest? How well did you sample items? For educational 
assessment in schools, test items are selected by examining curricula, textbooks, and other 
materials as well as performance objectives. If the test is designed to measure achievement 
in high school physics, a number of high school physics teachers, and perhaps some college 
physics teachers, examine the items on the test to determine whether these items are in fact 

Table 5.3
Types of Validity

Content

Criterion-Related

Construct 

Treatment

A panel of experts evaluates 
if a pool of items adequately 
represents career interest. 

A career interest questionnaire 
score is compared with a 
selected career.

A career interest question-
naire is correlated with an 
established career interest 
inventory to show the as-
sessments are measuring the 
same underlying construct.

A client is more aware of 
career interests and is 
empowered to investigate 
several career options. 

Type  Description  Example

A sample of items is represen-
tative and refl ects all major 
content components of a 
domain.

Degree of prediction of a 
client’s performance on a 
criterion assessed at the 
same time (concurrent) or 
sometime in the future 
(predictive). 

Degree to which an 
assessment is related to a 
theoretical construct 
(convergent) or not 
(discriminant).  

The impact of the assessment 
fi ndings on the client.
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measuring knowledge of what is typically taught in high school physics. Then, items are 
weighted in some way to match their relative importance to physics achievement. Content 
validity, then, involves defi ning the domain of interest (i.e., physics achievement), identify-
ing items that refer to that domain (i.e., curricula and/or performance objectives), involv-
ing judges to ensure that those items correspond to the domain and that items are sampled 
adequately, and then determining how many items from domain components should be 
included to represent that domain. 

Criterion-Related Validity
Criterion-related validity pertains to validity evidence that is obtained by comparing test 
scores with performance on a criterion measure. Criteria may include scores on other as-
sessments or may be some external criteria, such as grades, diagnosis, or job satisfaction. 

There are two types of criterion-related validity, distinguished by time when a criterion 
is measured. Concurrent validity refers to when test scores and the criterion performance 
scores are collected at the same time. Correlation coeffi cients are calculated between the 
test score and the scores on the criterion variable. For example, a test of mechanical ap-
titude might be given to a group of working machinists, and then the ratings that they 
receive by their supervisors might be examined to determine whether the mechanical ap-
titude scores are related to their current work. Often measures of concurrent validity are 
obtained because the test is going to be used in the future to predict some type of behavior—
such as the ability to do the work of a machinist.

A second type of criterion-related validity is predictive validity. In this case, the client’s 
performance or criterion measure is obtained some time after the test score. For a scholastic 
aptitude test designed to predict college grades, the grades that students earn in college 
are examined to determine whether the scholastic aptitude test given in high school has 
predictive validity. Does it predict what it is supposed to be predicting—in this case, col-
lege grades? One of the problems in measuring either concurrent or predictive validity is 
that the size of the correlation coeffi cients will be reduced if the range of scores on either 
the test or the criterion variable is restricted in any way (i.e., restriction of range). Because 
scholastic aptitude test scores are often used to select students for a particular institution, 
and many students with low scores are eliminated, the group being studied to measure the 
test’s predictive validity will have a narrower range, with a resulting lower validity coef-
fi cient. One way of avoiding this issue is to administer the instrument before any selection 
has taken place and to have the selection take place without regard to the criterion being 
assessed. For example, in one of the validation studies for the General Aptitude Test Bat-
tery (GATB) of the U.S. Employment Service, the entire battery was given to all applicants 
for jobs in an industrial plant that was being built in a particular town. Workers were then 
selected without regard to their GATB results. Performance ratings for the workers were 
obtained at a later date, and these performance ratings were then related to the previously 
obtained GATB results, which showed substantial predictive validity.

Spuriously high validity coeffi cients can be obtained from a form of criterion contami-
nation if, for example, the people doing the rating know the test results. University profes-
sors’ knowledge of graduate students’ GRE test results might (but obviously should not) 
infl uence the grades they assign, which could result in a higher relationship between test 
results and graduate GPAs.

An important concept related to the validity of a test concerns the base rates of the char-
acteristic that is being measured in the population. Base rates refer to the proportion of 
people in a population who represent the particular characteristic or behavior that is being 
predicted. Base rates are important because they have a marked infl uence on how useful or 
valid tests are in making predictions. If the base rates are either very low or very high, the 
predictions made from the tests are not likely to be useful. If almost every student admit-
ted to medical school graduates, then scores on the MCAT are unlikely to differentiate be-
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tween those who will graduate and those who will not. The best prediction to be obtained 
would be not to use the test scores but merely to predict that every student admitted will 
graduate. Suicide rates are examples of low base rates. Although people who obtain high 
scores on a scale that measures depression are more likely to commit suicide than those 
with lower scores, most people who obtain high scores on a measure of depression do not 
commit suicide. Because suicide is relatively rare, the base rate is so low that even with a 
high score on a depression scale, the most accurate prediction to be made would still be 
that any individual is not likely to commit suicide.

For many widely used instruments, large numbers of individual predictive studies have 
been conducted, often with confl icting results. Meta-analyses techniques now allow re-
searchers to collect and synthesize results of many studies. They statistically correct for 
different sampling and measurement problems and are able to clarify issues and provide 
considerable evidence for the predictive validity of these instruments (Urbina, 2004).

The purpose of assessment is, of course, to provide more information than could be ob-
tained by chance or other unreliable means. Validity of assessments is evaluated in terms 
of how much the assessments contribute to predictions beyond what could be predicted 
without them. The concept of incremental validity refers to the extent to which a particu-
lar assessment instrument adds to the accuracy of predictions obtained from other tests 
or other less-extensive methods of assessment. This improvement can result in increased 
accuracy of prediction, better specifi city or sensitivity, or increased effi cacy of decision-
making judgments beyond that generated on the basis of other data (Hunsley & Meyer, 
2003). The real value of the MCAT would be if the correct prediction rate could be in-
creased beyond that available without the use of the test. Incremental validity should be 
taken into account in deciding whether to use an additional assessment instrument, and, of 
course, the fi nancial cost of acquiring more data should be weighed against the importance 
and the clinical utility of the new information.

The amount of variability in a criterion that a correlation coeffi cient is considered to ac-
count for is determined by the square of the correlation. Thus, a correlation coeffi cient of 
.30 means that 9% of the variance is explained. In using a correlation coeffi cient for predic-
tion, however, Rosnow and Rosenthal (1988) showed that the correlation coeffi cient can 
be taken to indicate the improvement in success of prediction over chance alone by the 
percentage indicated by that correlation. Thus, a correlation of .30 means that using that 
variable in prediction improves the prediction by approximately 30%. When considered in 
this way, a moderate correlation can be seen to have considerable usefulness in counseling 
over that which would have been obtained had that test not been taken into consideration.

When a test is used to make a dichotomous, either/or decision (e.g., acceptable or unac-
ceptable, successful or unsuccessful, positive diagnosis or negative diagnosis), cutoff scores 
are usually used. The point at which the cutoff score is established is often a matter of relative 
cost. In some cases, a miss can be very costly, for example, concluding that someone is not 
suicidal because he or she is below a cutoff score on a suicide potential scale when in fact the 
person is suicidal. The cost of this type of miss could be that a suicide takes place that might 
have been preventable. This type of case is called a false negative. The person fell below the 
cutoff score and was therefore predicted not to be suicidal when in fact he or she was sui-
cidal. A false positive occurs when a person obtains a score above the cutoff score and, for 
example, is predicted to be successful on the job but in fact fails and is discharged. Again, the 
time and money invested in training the person are likely to infl uence where the cutoff score 
is placed and, therefore, to infl uence the proportion of false positives.

The accuracy of classifi cation of individuals into different diagnostic categories or re-
lated groups based on a particular cutoff score can be expressed in terms of sensitivity and 
specifi city. Sensitivity refers to the accuracy of a cutoff score in detecting those people who 
belong in a particular category. By defi nition, testing procedures that are sensitive produce 
few false negatives. Specifi city indicates the accuracy of a cutoff score in excluding those 
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without that condition. Testing procedures that possess specifi city yield few false posi-
tives. Sensitivity and specifi city will vary depending on the particular cutoff score used 
to select individuals considered to be meeting the condition. Generally, if sensitivity is 
increased, specifi city will be reduced and vice versa.

For example, most clients who commit suicide or have seriously considered suicide 
obtain an elevated score (T score > 65) on the Depression scale of the MMPI-2. However, a 
large number of individuals who are not suicidal also obtain elevated scores on this scale. 
When the Depression scale is used in this manner, it can be said to possess sensitivity in 
identifying potentially suicidal individuals but to lack specifi city in ruling out individu-
als who are not suicidal (Cicchetti, 1994). If a higher cutoff were used (e.g., T score > 75), 
specifi city would be increased, but sensitivity would be lessened (there would be more 
false negatives because although most people who commit suicide are depressed, their 
depression scores may not exceed 75).

Where a test has been shown to possess considerable validity for predictive purposes, 
counselors are encouraged to produce materials adapted for local needs. An example is the 
expectancy table shown in Table 5.4, in which ACT Math scores are related to success in 
a university mathematics course typically taken by freshmen. Such a table would be use-
ful not only for determining a cutoff score for placement into this particular mathematics 
course, but also as a valuable counseling tool. We could say to a student who scored a 20 
on the ACT Math, “Of those who achieved your ACT score, 9 students out of 100 got a B or 
higher, 43 got a C or higher, and therefore 57 did not get a passing C grade. Now we don’t 
know whether you will be 1 of the 9 who gets at least a B, 1 of the 43 with a C, or 1 of the 57 
falling below—but this gives you a chance to see what the odds are if you decide to take it.”

Construct Validity
Another type of validity evidence asks the question, Are the test results related to variables 
that they ought to be related to and not related to variables that they ought not to be? For 
example, do results on the test change according to what is known about developmental 
changes? Do older students do better on the test than younger students; for example, do 
sixth graders do better on arithmetic tests than third graders? 

Evidence that pertains to the theoretical basis of a test is sometimes referred to as construct 
validity—a type of validity that has been used as a means of explaining the psychological mean-
ing of the variable (“construct”) measured by the test. In essence, construct validity is synony-
mous with the term validity itself, which focuses on the extent and the nature of the evidence 
used to support all test interpretations (AERA, APA, & NCME, 1999). As mentioned previously, 
content validity and criterion-related validity evidence ultimately inform construct validity. 

Patterns of relationships to other variables yield validity evidence known as conver-
gent validity and discriminant validity. On the one hand, tests scores should be expected 

Table 5.4
A Locally Produced Expectancy Table

33
31–32
28–30
25–27
21–23 
18–20 
15–17 
12–13 
11 

 98
 96
 93
 85
 64
 43
 23
 9
 6

Note. From Using the ACT in Advising and Course Placement 1999–2000, by the American College 
Testing Program, 1999. Copyright by ACT, Inc. Adapted with permission.

 Percentage Obtaining a  Percentage Obtaining a
ACT Mathematics Score  B or Better  C or Better

 88
 81
 67
 44
 18
 9
 3
 1
 1
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to show a substantial correlation with other tests and assessments that measure similar 
characteristics (convergent validity). Measures of mathematical aptitude ought to be re-
lated to grades in mathematics studies. On the other hand, test scores should not be sub-
stantially correlated with other tests from which they are supposed to differ; that is, they 
should show discriminant validity. A test of mathematical ability probably should not 
show a strong correlation with a test of clerical speed and accuracy. A measure of sociabil-
ity should be negatively related to the score on a schizophrenia scale and positively related 
to the score on a scale of extraversion. Most validation studies report convergent validity.

If an instrument is related to a particular psychological theory, then the results should fi t 
that theory. Factor analysis can determine whether the test items fall together in different 
factors the way that the theory suggests they should. If a test is constructed along the lines 
of Jungian theory, such as the Myers–Briggs Type Indicator, the resulting factors from a fac-
tor analysis should be related to such Jungian concepts as introversion versus extraversion, 
sensing versus intuition, and thinking versus feeling.

Treatment Validity
Another type of validity important for counselors and clinicians has been termed treat-
ment validity: Do the results obtained from the test make a difference in the treatment? 
(Holland, 1997). If the test results are useful, if they make a difference in the counseling 
process, then the test could be said to have treatment validity. For example, Finn and Ton-
sager (1992) found that clients who had their MMPI-2 scores interpreted to them showed 
signifi cant improvement on several treatment variables. In a similar fashion, Randahl, 
Hansen, and Haverkamp (1993) found that clients who had their Strong Interest Inventory 
profi le interpreted to them made signifi cant progress on their career planning.

Postscript: Validity Scales
While counselors strive to ensure that assessments are well-designed to accurately rep-
resent content, criteria, and appropriate consequences for clients, it is also important to 
determine the accuracy of a client’s responses. That is, patterns in responses that are irrel-
evant to the actual intention of the assessment (response sets) may emerge. Validity scales 
are tools used to determine three types of response distortions: a client pretending to have 
some problem or disorder (faking bad), a client responding in a socially desirable manner 
to appear more favorable or less symptomatic (faking good), and a client responding ran-
domly either intentionally or unintentionally (Van Brunt, 2009b). 

Although response sets can be detected at times by examining particular assessment 
items or globally evaluating assessment results in the context of other client information, 
some more sophisticated assessments have built-in validity scales. Van Brunt (2009b) iden-
tifi ed several validity scales of the 567-item MMPI-2:

• Cannot Say (?): number of items left blank; 
• Variable Response Inconsistency (VRIN): tendency for the client to respond inconsistently; 
• True Response Inconsistency (TRIN): potential for acquiescence, or tendency to mark 

all responses as true; TRIN also assesses nonacquiescence, or tendency to mark all 
responses as false;

• Lie scale (L): responses that are deliberately attempting to place the client in a more 
favorable light; 

• Correction (K): similar to the L scale, yet detects more subtle ways clients may try to 
hide psychopathology; 

• Infrequency (F): detects odd and atypical responses and rules out faking good or fak-
ing bad motives;

• Infrequency (Fb): items found in the last half of the test indicate changes in test-taking 
strategies;
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• Infrequency Psychopathology (Fp): items unlikely to be endorsed by respondents re-
gardless of severity of psychopathology; 

• Fake Bad Scale (FBS): endorsing noncredible symptoms, particularly in the case of 
personal injury litigants; and

• Superlative Self-Presentation Scale (S): responses in which clients create an overly fa-
vorable view of themselves. 

Assessment Development
Now that you have some background information on scales of measurement, reliability, 
and validity, let’s review general steps in developing assessments and practice some of 
these steps (see Activity 5.3). To produce a well-designed standardized psychological test 
or inventory, the test developer generates a large amount of data. First, test items are writ-
ten, usually by specialists or experts in the fi eld according to the objectives and purpose of 
the test (Drummond & Jones, 2010). The items are then checked for cultural bias, and items 
that might be unfair or offensive to any group are eliminated. 

Activity 5.3 Developing Assessments
To demonstrate principles of reliability, validity, and test construc-
tion, you will develop as a large group an assessment. Divide the 
class into groups of three or four, retaining a few individuals to serve 
as “judges” of the newly developed assessment. 

1. Create an assessment tool to measure depression symptoms. As 
you think about this tool, consider the following: What is the pur-
pose of the instrument? What is the scaling method? How many 
items should the group strive to have for the fi nal measure?

a. In small groups develop one or two items that seem to be good 
screening items for depression. 

b. Compile a list of items from each group on the board.
2. Have judges rate each item. 

a. Follow these “rules” for retaining items (or others the judges 
decide by consensus). All judges must agree on an item, and 
item should be clear, unbiased, and operationally defi nable. 
Items should be eliminated if they are too close to another 
item. If an item is unclear but is still a “good item,” provide 
suggestions for improvement.

3. Revise Instrument.
a. Refl ect on how the revised instrument appears to experts and 

test developers. 
b. Consider how test takers might view the depression measure.

As a class, refl ect on the following:

• What are the benefi ts of relying on experts? Challenges?
• What are some possible concerns with the instrument?
• How have you provided evidence of content validity?
• How could you strengthen content validity? Establish criteri-

on-related and construct validity?
• How would you establish reliability evidence? 

• • •

Items are then tried out on sample populations similar to the targeted group, and the 
results are analyzed to determine those items that are of appropriate diffi culty and dis-
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criminating power. The items must differentiate between people who represent more and 
less of the behaviors or the domain that is being measured using item response theory 
models. After the resulting items have been assembled into a test and scored, the scores 
must be converted into a continuous scale, norms must be developed that are applicable 
to the groups for which the test is designed, and reliability estimates must be calculated. 
(Norms are discussed in Chapter 6.) Correlations of the test with other similar variables, 
with background variables, and with predicted criteria must then be determined. The ef-
fectiveness of the test or inventory in accomplishing the objectives for which it was created 
should continue to be studied on a regular basis after it has been published and put to use.

In the overall construction and development of a test, various validation procedures are 
applied throughout the developmental stages. All the types of validity can be conceived as 
contributing to the validity of a test score, which may also include the social value conse-
quences of its use. Measures of internal consistency are built into the early stages of devel-
opment; criterion-related validation typically occurs in some of the latter stages. Validation 
continues long after the test has been published and distributed for use.

Tip Sheet 

Measurement Concepts
✓ How you choose to measure a variable directs what scale of measurement you use. 

The more precision you want, the more “advanced” scale you will need to select.
✓ Because a true score can never be known, consider ways measurement error within 

the assessment itself, test taker or client, and assessment condition positively and/
or negatively affects the observed score or measurement. Be sure to interpret and 
present fi ndings with this information.

✓ Be cautious when evaluating correlation coeffi cients, especially related to validity 
and reliability evidence. Correlation coeffi cients should be examined in the context 
of the type and quality of the assessment as well as the sample composition. 

✓ Reliability refers to the consistency or generalizability of test scores over time, form, 
items, and judges.

✓ Validity refers to the degree to which accumulated evidence supports the proposed 
interpretation of test scores for the purpose for which they will be used.

✓ Reliability is a necessary but not suffi cient quality of validity. Consistency does not 
necessarily equate to construct accuracy.

✓ When revising or developing an assessment, select experts who will evaluate how 
suffi cient the content is as well as weight items appropriately.

✓ The quality of the criterion you compare assessment data to matters when establish-
ing criterion-related validity. Refl ect on whether there is a clearly established rela-
tionship between the criterion and assessment construct.

✓ Evaluate base rates within a population to determine if an assessment will be useful 
in distinguishing among individuals.

✓ Critically evaluate cutoff scores to determine level of sensitivity and specifi city 
per item. 

✓ Consult test manuals or other assessment materials and review the psychometric 
properties of an assessment you are administering. Study closely the sample or sam-
ples these data originate from to compare with your client or clients.

Chapter Summary

Counselors are to be familiar with several basic statistical and measurement concepts as 
they approach the testing process. Scales of measurement—nominal, ordinal, interval, and 
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ratio scales—are considered diverse tools counselors can use to measure a variable based 
on different criteria of precision. Depending on the scale, properties may include magni-
tude, equal intervals, and absolute zero.

Reliability, a second major assessment concept discussed in this chapter, refers to the 
consistence of measurement within and across test administrations. There are several 
types of reliability: test–retest, alternate-form, split-half, interitem, and interrater reliabili-
ty. Counselors can use multiple sources of reliability to ascertain the psychometric strength 
of an instrument. This chapter also outlined several related concepts, including measure-
ment error and correlation.

Reliability is a necessary yet insuffi cient property of validity for assessments. Validity 
refers to whether meaningful inferences may be drawn from the assessment score. Con-
tent, criterion-related (concurrent, predictive), construct (convergent, discriminant), and 
treatment validity are major types of validity described in this chapter. The chapter con-
cluded with a section on steps of assessment development. 

Review Questions

1. What are the characteristics of the four scales of measurement?
2. What are sources of measurement error? How can measurement error be minimized?
3. How are the reliability coeffi cient and correlation coeffi cient similar?
4. What are the types of reliability? What are the benefi ts and challenges of each?
5. What are the types of validity? Which types most correspond with which types of 

assessments?
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Understanding and Transforming Raw Scores

chapter

6

This second chapter of Section II builds upon basic measurement principles to address 
how to organize, convert, and interpret raw scores within a data distribution. In this chap-
ter types of derived scores and measures of central tendency and variability are discussed.

Test Your Knowledge

Select the most appropriate choice for each item.

1. The middlemost score when all scores are ranked is known as which of the following?

   a. Mean b. Median c. Mode d. Quartile

2. What is the range of the following scores: 2, 3, 4, 4, 5, 8, 10?
   a. 7 b. 8 c. 9 d. 10

3. What is the mean of the following scores: 2, 3, 4, 4, 5, 8, 10?
   a. 5.00 b. 5.14 c. 5.25 d. 6.00

4. A professor gives an exam that is too easy. The distribution of scores is likely to be:
   a. Normally distributed b. Bimodal c. Positively skewed 
   d. Negatively skewed

5. The following visual tool is useful for displaying nominal data:
   a. Histogram b. Frequency polygon c. Bar graph 
   d. Structural equation modeling

Raw Scores
Let’s pretend you just received your assessment exam score: an 83. A simple raw score on a test, 
without any type of comparative information, is a meaningless number. Individuals naturally 
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want to know what scores mean. So in reviewing your exam score, your next question will be 
about the meaning of that score. To make sense of the score, a score will need to be converted 
to a derived score or compared against some criterion. Scores can be interpreted from three 
points of view: (a) comparison with scores obtained by other individuals (norm-referenced), 
(b) comparison with an absolute score established by an authority (criterion-referenced), and 
(c) comparison with other scores obtained by the same individual (self-referenced). Raw (ob-
served) scores must be organized and then transformed to convey greater meaning. 

Table 6.1 presents exam scores for 15 of your classmates, scores we will return to throughout 
this chapter. If you are comparing your score with theirs, you might search through the scores 
to see who had the highest and lowest scores and how many individuals scored similarly to 
you. This norm-referenced interpretation is quite common for interpreting scores on standard-
ized tests. If you knew the cutoff for passing the assessment exam was 80 (criterion-referenced), 
you might breathe a sigh of relief. However, if you are comparing this score against your previ-
ous exam scores (self-referenced), you might be more disappointed if you tend to score 90 and 
above. Depending on how you choose to interpret your score, you may have a mix of emotions. 

Thus, some type of interpretive or comparative information is necessary before any in-
formation is conveyed by a score. To say that a client obtained a raw score of 37 out of 60 
on an anxiety measure conveys no useful information, nor does the fact that this score of 
37 meant that the client answered 62% of the anxiety items. To know that the same client 
obtained a raw score of 48 on a 60-item measure of tolerance does not indicate that he or 
she is more tolerant than anxious, nor does it yield any other useful information. Some 
frame of reference is necessary to give a test result meaning.

Organizing raw score data visually allows counselors to garner information beyond simply 
scanning a list of raw scores. There are several ways to visually organize raw data: You can use 
a frequency distribution, histogram, frequency polygon, and bar graph, to name a few. 

A frequency distribution tabulates the number of observations (or number of individu-
als) per distinct response for a particular variable. Table 6.2 indicates the frequency distri-
bution of data (exam scores) from Table 6.1. Frequency distributions are presented in a row 
and column format. To calculate frequencies, you simply count the number of individuals 
who had each score. Then, you divide the frequency of a particular value by the total num-
ber of individuals to calculate the percentage of individuals who had a particular score. 

You will notice in Table 6.2 that values (scores) are listed in ascending order in the fi rst 
column, frequencies are listed in the second column, percentages in the third column, and 
cumulative percentages in the fi nal column (percentage of sample as more data points are 
added). From this data presentation, we can make some general observations:

• Students scored between 78 and 99 on the assessment exam. 
• There were nine different exam scores received for the 15 students.
• The frequency column indicates the number of students who received a particular 

score. For example, only one student received a 97.
• We can estimate students scored mostly in the high 80s or low 90s. For example, 

three students scored 87, the most frequent score.
• We can add up percentages in the percentage column to fi gure out how many scored 

at or below a particular score. For example, 53.3% of the participants scored at 87% 
or lower. 

Table 6.1
Assessment Exam Scores for 15 Students

Katherine 92
Nick 87
Shawna 87
Luke 98
Mason 99

Ed 79
Jane 79
Alice 78
Hayley 78
Maya 83

Jack 95
Karen 87
Chris 97
Matt 99
Amber 92
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Thus, a frequency distribution can 
provide a great deal more information 
than quickly scanning a set of scores. 

A histogram is a graph of bars that 
presents the data from a frequency 
distribution in a more visual format 
(see Figure 6.1). Histograms are used 
with quantitative variables. You will 
notice that frequency data points are 
on the y-axis and exam scores are on 
the x-axis. Both sets of points follow an 
ascending format, and individual bars 
cannot be rearranged; empty spaces 

indicate there were no individuals with that score. Taller bars indicate greater area, or 
more frequent responses. 

A frequency polygon is a line graph of a frequency distribution (see Figure 6.2). It uses 
similar labels as the x- and y-axis for the histogram. A frequency polygon can connect points 
at the peak of values—in this case, exam scores. Higher peaks indicate greater frequency. 

Finally, a bar graph visually depicts nominal data. Because there are no continuous 
data involved, bars can be arranged in random order. With bar graphs, there are spaces 
between data points. Taller bars indicate greater frequency. Figure 6.3 presents the gender 
of students in the assessment course (in this case, women and men).

Measures of Central Tendency

Now that you understand some ways that data distributions can be visually portrayed, 
we will talk more in depth about making meaning of an individual score for that data 
distribution. In a norm-referenced interpretation, individuals’ scores are compared with 

Table 6.2
Frequency Distribution of Assessment Exam Scores

78
79
83
87
92
95
97
98
99

Score F % Cumulative %

2
2
1
3
2
1
1
1
2

 13.3
 13.3
 6.7
 20.0
 13.3
 6.7
 6.7
 6.7
 13.3

 13.3
 26.6
 33.3
 53.3
 66.6
 73.3
 80.0
 86.7
 100.0

Figure 6.1
Histogram

Note. M = 88.67; SD = 7.96; N = 15.
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others’ scores so various statistics are used for these interpretations. When examining an 
individual’s score, it is often useful to have some indication of the typical or average score 
and how scores are distributed. Measures of central tendency refer to typical score indica-
tors, or the average score for a distribution of scores. 

There are three measures of central tendency that are often computed. The mean, or arith-
metic average, has algebraic properties that make it the most frequently used measure of cen-
tral tendency. It is equal to the sum of the scores divided by the number of individuals in the 

Figure 6.2
Frequency Polygon

Note. M = 88.67; SD = 7.96; N = 15.
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group. For the assessment exam scores in Table 6.1, you would sum the scores and divide by 
15, the total number of students (M = 88.67). The median is the middle score below which one 
half, or 50%, of the scores will fall and above which the other half will fall. To compute the 
median, line up all the scores in either ascending or descending order and take the middlemost 
value. If there are two middle values, sum those values and divide by 2. For the assessment 
exam scores, the median is 87. The mode is the score that appears the most frequently in a set 
of scores. The mode for the assessment score distribution is 87.

Measures of Variability

A number of measures of variability have been developed over the years to indicate to what 
extent scores on a test differ from each other. Measures of variability indicate the extent of in-
dividual differences around a measure of central tendency. Of the various measures, the range 
and the standard deviation are the best known and most frequently used. The easiest measure 
of the variability to understand is the range, which simply indicates the distance between the 
lowest and the highest scores—adding 1. For the sample with assessment exam scores, the 
range is 22 (99 − 78 + 1 = 22). Although knowing the range can be informative, it does not help 
very much in interpreting an individual score. An interquartile range may be a more useful 
measure as it removes potential outlying scores (i.e., outliers) and focuses on the range around 
the median. To calculate the interquartile range, divide scores (arranged in order of magnitude) 
in four parts, subtract the score that is one quarter from the bottom from the score that is one 
quarter from the top, and divide by 2. The result shows the range around the median. For the 
middle half of the sample, the fi gure is 87 (97 − 79), for the assessment score example.

The standard deviation is the most frequently reported measure of variability and rep-
resents a standardized number of units from a measure of central tendency. The larger the 
value, the greater dispersion of scores—that is, the greater the variability. The standard 
deviation is the most widely accepted measure of variability for test users because (a) it is 
the basis for standard scores, (b) it yields a method of presenting the reliability of an indi-
vidual test score (as described in a later section), and (c) it is used in research studies for 
statistical tests of signifi cance.

Standard deviation is calculated by dividing the sums of squares from the sample size minus 
1, and taking the square root of the value (see Appendix C). Sums of squares is calculated 
by subtracting a score from the mean (deviation score), squaring each deviation score, and 
summing the squared deviation scores. The standard deviation for data in Table 6.1 is 7.961.

Characteristics of Data Distributions

In a perfect world, data would be distributed perfectly around a measure of central ten-
dency, forming a bell-shaped curve (see Figure 6.4). When data fall perfectly around a mea-
sure of central tendency, there is perfect symmetry with both sides of the curve creating a 
mirror image of the data distribution. This type of curve is referred to as a normal curve. 
For a normal curve all three measures of central tendency are equal. 

In a normal curve, the numerical value of the standard deviation divides the raw score 
range into approximately six parts, with three above the mean and three below. Scores occur-
ring above or below the distance of 3 standard deviations occur only very rarely. In a normal 
distribution, shown in Figure 6.4, approximately 34% of the sample lies between the median 
and 1 standard deviation above it and another 34% within the standard deviation below it. 
Thus, the distance of 1 standard deviation in each direction encompasses approximately 68% 
of the sample. An additional 14% or so of the sample is found within the second standard de-
viation above the mean and 14% below the mean, and approximately 2% is found in each of the 
measurements occurring in the third standard deviation above the mean and below the mean.

A person scoring 2 standard deviations below the mean, therefore, falls at the second 
percentile; at 1 standard deviation below, he or she falls at the 16th percentile. A person 
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scoring at the median or mean is at the 50th percentile, a person scoring 1 standard devia-
tion above the mean is at the 84th percentile, and a person scoring 2 standard deviations 
above the mean is at the 98th percentile. (Percentiles are discussed later in this chapter.) 
These percentages and points along the normal curve are shown in Figure 6.4. Because the 
standard deviation is the basis of standard scores, which are used in reporting the results 
of most psychological tests used by counselors, these percentages and points along the 
normal curve should be thoroughly understood and memorized by anyone who makes sub-
stantial use of psychological test results.

Although data distributions aren’t perfect, if a frequency distribution is constructed of a 
suffi ciently large number of measurements of many naturally occurring phenomena, a bell-
shaped curve is likely to be produced. Results of most measurements occur close to the aver-
age, and relatively few are found at either extreme. If we were to collect assessment exam score 
data from 1,000 more students, the distribution in Figure 6.1 would become more bell-shaped. 

When data are not distributed equally around a measure of central tendency—such as 
in the case of the assessment exam scores—two characteristics of a score distribution are 
important to understand. The fi rst characteristic is skewness. When larger numbers of 
individuals score at one of the ends of the distribution, the distribution is not symmetrical 
and becomes skewed (pulled) in one direction or the other (Figure 6.5). Differences that 

Figure 6.4
Relationships Between Different Types of Standard Scores and Percentiles 

in a Normal Population
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result between these measures of central tendency indicate the magnitude and direction of 
this skewness. If the mean is higher than the median, the distribution is positively skewed; 
if the mean is lower than the median, the distribution is negatively skewed. One way to 
remember the direction of skewness is to remember “the tail tells the tale”—that is, the 
direction of the pulled side of the distribution (tail) reminds us of the type of distribution. 
The greater the skewness value, the more “lopsided” the distribution is (i.e., more scores 
fall to the opposite side of the tail). In a skewed distribution, the median becomes the better 
measure because it is not affected by extreme scores.

Kurtosis is another characteristic of a data distribution. It refers to the “peakedness” or 
height of a distribution. Given that taller bars in data graphs indicate greater frequency, 
taller points in a curve indicate greater clustering of data points around the mean, that is, 
less variation (leptokurtosis). In addition, fl atter points would indicate greater dispersion 
(platykurtosis). Normal curve distributions are characterized as mesokurtosis. 

Activity 6.1  Organizing and Computing Measures of 
Central Tendency and Variability

Use the following scores for a kindergarten readiness test:

 5 8 10 7 7
 6 9 13 12 3
 4 8 3 9 11

• Develop a frequency distribution, histogram, and frequency 
polygon. What do you notice about the data distribution?

• Compute the following measures of central tendency and 
variability:

Mean = _____ Median = _____ Mode = _____

Range = _____  Interquartile range = _____ Standard deviation = _____

• Assuming the national mean for the kindergarten readiness test is 
8 and the standard deviation is 2, how did this class do compared 
with the national sample? 

• • •

Norms and Ranks

Standardized tests by nature are norm referenced. Norms are established by administering 
the instrument to a standardization group and then referencing an individual’s score to the 
distribution of scores obtained in the standardization sample. Thus, establishing norms 
(group data characteristics) allows us to compare an individual score with a comparison 
sample. The individual’s raw score is converted into some type of derived score, which 

Figure 6.5
Examples of Skewed Distributions

 Mean Median Mode Mode Median Mean

  Negatively Skewed    Positively Skewed
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indicates the individual’s relative standing to the normative sample. This derived score, 
then, provides a comparative measure of the individual’s performance on whatever char-
acteristic that instrument is assumed to measure.

It is important to note that the standardization sample should be representative of the 
population with which the student or client is being compared. For example, if a student is 
being compared with 10th-grade students, the sample should include a cross-section of stu-
dents in the 10th grade from his or her city, state, region, or country, depending on the type 
of comparison one wishes to make. Norm groups should be both systematically assembled 
and fully described in regard to signifi cant variables such as grade, age, sex, type of school, 
and location. Separate norms should be developed if certain characteristics, such as ethnicity 
or socioeconomic background, are to be taken into account in interpreting test results.

Developmental Norms

There are two types of developmental norms, or comparison of an individual’s score to 
the individual’s grade level or age group. Grade equivalents are often used on educational 
achievement tests to interpret how a student is progressing in terms of grade level. Grade 
equivalent scores consist of a number representing a grade followed by a decimal repre-
senting the 10 months of the school year from September through June. The grades range 
from K (kindergarten) to 12. Grades above 12 are occasionally used but are not particularly 
meaningful. The mean raw score obtained by students in each grade is computed, with 
fractions of a grade determined either by interpolation or by testing students at different 
times during the school year.

The principal advantage of grade equivalents is the seeming ease of interpretation to 
those without any understanding of measurement concepts. Actually, grade equivalents 
are subject to considerable misinterpretation. A sixth grader obtaining a grade equivalent 
score of 9.3 in arithmetic could easily be assumed by parents and teachers to have a knowl-
edge of mathematics equivalent to the average student in the ninth grade at that time. A 
more correct interpretation would be that the student obtained a score on the arithmetic 
test equivalent to the score the average ninth grader would have obtained on that test in 
the unlikely event that ninth graders might have a sixth-grade arithmetic test administered 
to them. It would not mean that the sixth grader would have obtained a score equal to 
the average ninth-grade student on the ninth-grade test, which would undoubtedly have 
included algebraic and other mathematical concepts unfamiliar to sixth graders. Hence, 
the score of 9.3 would certainly indicate superior performance by a sixth grader but could 
not be regarded as equivalent to a ninth-grade performance (Urbina, 2004). In addition, 
because grade equivalents are computed from mean raw scores, students will vary in a 
bell-shaped curve above or below the mean. Thus, a teacher might attempt to bring each 
student up to grade level—all students scoring at or above the mean. If national grade 
equivalents are used, this goal could perhaps be accomplished in a particular classroom, 
but if local norms are used, such a feat would obviously be impossible.

Age comparisons, the second type of developmental norms, refer to an individual being 
compared with others in his or her age group. Age comparisons can be made for various 
types of assessments, from childhood physical measurements to performance measure-
ments as adults in competitive events such as marathons. Let’s examine weight compari-
sons. If the average weight for a 10-year-old male is 75 pounds (SD = 5 pounds), and a 
10-year old male weighs 85 pounds, the corresponding z score would be 2.00, or a weight 
at approximately the 97th percentile (more on this later). 

Rank

A person’s rank or standing within a group is the simplest norm-referenced statistic, with 
its interpretation based on the size and composition of the group. It is used extensively for 
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grades—for example, a high school student who ranks 12th in grade point average (GPA) 
in a graduating class of 140—but it is seldom used in describing psychological test results.

Percentile Rank

Percentile rank is more often used because it is not dependent on the size of the compari-
son group. Percentile scores are expressed in terms of the percentage of people in the com-
parison group who fall below them when the scores are placed in rank order. A percentile 
rank of 65 indicates a score or rank that is as high as or higher than those made by 65% of 
those in the comparison group. A percentile can be interpreted as a rank out of 100 persons 
in the comparison group (see Figure 6.4). Higher scores yield higher percentile ranks, and 
the lower the percentile, the lower the person’s standing. The 50th percentile corresponds 
to the middle-most score, or the median. The 25th percentile is the fi rst quartile point, 
marking the bottom quarter of the distribution, and the 75th percentile is the third quartile 
point, above which is found the top one quarter of the scores. The advantage of using per-
centiles is that they are easily calculated and easily understood by most people (provided 
it is made clear that a percentile indicates ranking in the comparison group rather than the 
percentage of correct responses).

Percentiles are computed using the following formula, where B refers to the number of 
observations with lower values (including the observation point itself) and N refers to the 
total number of observations:

P
R
 =  

B
  × 100.

 
N

For the frequency distribution in Table 6.2, the percentile rank for a person scoring a 95 
would be 11/15 × 100 = 73.3%. You will notice that statistical packages like SPSS provide a 
“Cumulative Percentage” column that indicates the percentile rank as well.

The principal disadvantage of percentile ranking is that the distribution of most scores 
resembles the familiar bell-shaped curve (as in Figure 6.4), whereas the distribution of 
percentiles is always rectangular in shape. Ten percent of the cases fall between the 40th 
and 50th percentiles, in the same way that 10% fall between the 80th and 90th percentiles. 
Because of the pile-up of scores near the center of a distribution, a small difference in 
middle raw scores can yield a large difference in percentile ranks, as can be seen in Figure 
6.4. At the extreme high and low ends of the distribution, however, large raw score differ-
ences may yield only small differences in percentile ranks. Thus, the difference between an 
individual increasing his or her percentile rank from 50th to 55th percentile is not the same 
increase as from 90th to 95th percentile. Percentile ranks are generally intended as a means 
of conveying information concerning a person’s relative rank in a group, but because of 
the nature of percentiles, they are generally not used in additional statistical computations.

Standard Scores
Because there are several problems related to using percentiles and other types of scores, 
many tests make use of standard scores as the most satisfactory method of reporting test 
results. Standard scores are based on standard deviations and means. A standard score is 
defi ned as a score expressed as a distance, in standard deviation units, between a raw score 
and the mean. There are several common types of standard scores, including z scores, T 
scores, CEEB scores, Deviation IQs, and stanines.

z scores

The basic standard score is the z score, a score that allows us to estimate where a raw score would 
fall on a normal curve. That is, if you convert raw scores to z scores, you can compare them across 
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different types of tests easily. A z score results from subtracting the raw score from the mean and 
dividing by the standard deviation of the distribution. The formula for computing z scores is the 
following, where X refers to the raw score, M the group mean, and SD the standard deviation:

z =  
X – M

 .

 
SD

Let’s practice computing a z score. Recall previously the assessment exam mean and stan-
dard deviation were calculated as 88.67 and 7.961, respectively. If you want to convert your 
score of 83 to a z score based on this information, your score would represent a z score of 
–0.712 (83 − 88.67/7.961). This score indicates how many standard deviation units your 
score was below the mean.

Conceptually, a z score of –1.5 on this scale indicates that the raw score falls 1.5 standard 
deviations below the mean of the reference group. A z score of 0 means the raw score falls 
exactly at the mean, and a raw score falling 2 standard deviations above the mean would 
yield a z score of +2.0. Because z scores directly correspond to points on the normal curve, 
there is a relationship between z scores and percentile ranks (P

R
):

 z Score P
R

 –3.0 .0013
 –2.5 .0062
 –2.0 .0227
 –1.5 .0668
 –1.0 .1587
 –0.5 .3085
 0.0 .5000
 0.5 .6915
 1.0 .8413
 1.5 .9332
 2.0 .9772
 2.5 .9938
 3.0 .9987

For a z score of 1.0 (score at 1 standard deviation above the mean), the percentile rank is 
.8413, or approximately 84%. This result means that someone who scores at 1.0 would 
score as high or higher than 84% of the group. 

T scores

Because z scores produce both decimals and negative values, they cause diffi culties in 
computations and interpretation. Other types of standard scores have been developed 
based on a linear transformation of the z score. The most common standard score is the T 
score, which is used on a number of the most widely used educational and psychological 
tests. By defi nition, the T score has an arbitrary mean of 50 and standard deviation of 10. 
The formula for computing a T score is the following: 

T = 50 + 10z.

For our z score of -0.712, the corresponding T score would be 42.88.
The T score is rounded to the nearest whole number, and because most raw scores do not 

exceed plus or minus 3 standard deviations from the mean, T score distributions usually 
range from 20 to 80. The results of many aptitude, interest, and personality measures are pro-
fi led in terms of T scores. To aid in the interpretation of T scores, half standard deviation units 
along with their comparable percentiles are shown in Table 6.3. The interpretations com-
monly given to the different ranges of T scores (along with percentile equivalents) are also 
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given in that table (assuming of course 
that the norms are appropriate to the 
individual or group being assessed). It 
can be seen in Table 6.3 that T scores of 
45 to 55, the middle 38% of the distribu-
tion, are commonly interpreted as aver-
age, those above 55 as high, and those 
above 65 as very high. T scores below 45 
can be interpreted to clients as low, and 
those below 35 as very low.

CEEB Scores

Other test publishers have selected 
different scales using different means 
and standard deviations, which can be 
interpreted the same way as z scores or 
T scores. The College Entrance Exam-
ination Board (CEEB)/College Board 
scores (e.g., SAT, Preliminary Scholastic 
Aptitude Test/National Merits Scholarship Qualifying Test [PSAT/NMSQT]) are reported 
in standard scores that use a mean of 500 and a standard deviation of 100. Thus, a raw score 
falling 1 standard deviation above the mean, which would yield a z score of 1.0, produces 
a standard score of 600. All scores are reported in increments of 10. The result is a scale that 
is recognizable for these instruments, although the scores may be thought of simply as T 
scores with an additional zero added:

CEEB score = 500 + 100z .

This type of scale can cause a minor problem in that small differences in raw scores may 
seem to be much larger because of the large-scaled score differences that range through 600 
points (200 to 800).

For many years, there was considerable confusion concerning the SAT portions of the 
CEEB (which is discussed further in Chapter 10). A mean of 500 was established years ago, 
when a smaller proportion of college-bound students took those tests. The typical college-
bound student in more recent years scored well below the supposed mean of 500. In 1995, 
the scores were “re-centered,” and 500 again became the college-bound student mean (Col-
lege Board, 1994). The total scores of the three parts of the SAT now range from 600 to 2,400. 
The revised GRE was released in August 2011. Percentiles will be computed from students 
who have taken them over the past three years. 

ACT, Inc., uses standard scores similar to those developed for the Iowa Tests of Educa-
tional Development (M = 15, SD = 5). The ACT tests have been standardized with a mean 
of 21 and a standard deviation of 6, yielding a range of standard scores from 1 to 36.

Standard scores developed for the General Aptitude Test Battery (GATB) used for many 
years by the U.S. Employment Service yielded a mean of 100 and a standard deviation of 20.

Deviation IQ Scores

When the fi rst intelligence tests were developed, a ratio of mental age to chronological age 
was developed, and the ratio was multiplied by 100. This ratio was later called the Intel-
ligence Quotient, or IQ. The ratio IQ had a number of problems, including the fact that 
the ratio became invalid beginning in the adolescent years. Deviation IQ standard scores 
have since been developed to replace ratio IQs. Current results still report the mean at 100, 

Table 6.3
Interpretation (Assuming Appropriate Norms) 

for Given T Scores and Percentile Ranks

70  98  
Very high

66  94

65  93

60  84  High

56  70

55  69

50  50  Average

45  31

44  30

40  16  Low

35  7

34  6  
Very low

30  2

T Score Percentile Rank Interpretation
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as was the case with ratio IQs, but they report a standard score based on standard devia-
tion units. Therefore, tests such as the Wechsler scales and the Stanford–Binet established 
a mean of 100 and a standard deviation of 15 or 16, depending on the test. A score of 100 
would fall at the mean on the normal curve, a score of 115 (or 116) would fall at 1 standard 
deviation above the mean, and so forth. Again it is important in interpreting test results 
with any of these types of standard scores to have fi rmly in mind the points along the 
normal curve where these scores fall and the proportions of the population on which the 
standard scores are based that fall at various points on the normal curve.

Stanines

A stanine (based on the term standard nine) is a type of standard score that divides a data 
distribution into nine parts. Each stanine, with the exception of Stanines 1 and 9, divides 
the standard deviation unit on a normal curve in half (see Figure 6.4). Stanines have a mean 
of 5 and a standard deviation of 2. The stanines of 1 and 9 at the ends of the distribution 
contain 4% of the cases, and these increase as in the normal curve so that the center stanine 
of 5 includes 20% of the cases. Test scores can be converted to stanines by referring to the 
normal curve percentages in Figure 6.4. Stanines are used infrequently because of the dif-
fi culty in explaining their meaning. Their chief advantage lies in the single-digit numbers, 
which do not imply greater accuracy than most tests can deliver. However, single digits 
can sometimes suggest a signifi cant difference between two individuals when none exists.

Activity 6.2 Converting Raw Scores
The Hays Happiness Scale has a mean of 25 and a standard deviation 
of 5. With this information in mind, respond to the following questions: 

1. Convert a raw score of 30 into a T score and z score.
2. Approximately what percentage of the group scored higher 

than the individual?
3. If this had been an SAT, what would have been the individual’s 

score using the calculated z score?
4. If this had been an intelligence test (M = 100, SD = 15), what 

would have been the individual’s score using the calculated 
z score?

• • •

Standard Error of Measurement 
This chapter concludes with one additional standardized score, revisiting the concept of 
reliability. The standard error of measurement (SEM) yields the same type of informa-
tion as does the reliability coeffi cient but is specifi cally applicable to the interpretation of 
individual scores. (Recall that reliability refers to the consistency of scores for a sample on 
a particular test.) The most common use of the SEM is to construct bands of confi dence 
around an individual’s obtained score. It represents the theoretical distribution that would 
be obtained if an individual were repeatedly tested with a large number of exactly equiva-
lent forms of the same test. Such a cluster of repeated scores would form a curve, with a 
mean and standard deviation of the distribution, and that standard deviation is called the 
SEM. An individual’s single score on a test is assumed to be the mean of repeated scores, 
and the SEM can be interpreted in terms of normal curve frequencies. Thus, if a student’s 
true raw score was 40 on a particular test and the SEM was 3, then if the test were repeated 
many times, 68% of the individual’s scores would fall between 37 and 43, and we could be 
95% confi dent that the individual’s true score would be between 34 and 46—that is, 2 SEM 
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units above or below the obtained score. When the standard deviation and the reliability 
coeffi cient of the test are known, the SEM is easily computed using the following formula: 
The SEM equals the standard deviation (SD) of the test times the square root of the quan-
tity 1 minus the reliability of the test:

SEM = SD × √1 − reliability .

As an example, the SAT has a standard score mean of 500, a standard deviation of 100, 
and test–retest reliability of approximately .91 for college applicants. The SEM is 30 (100 
× √1 − .91 = 100 × √.09 = 100 × .3 = 30). If Susan, a college applicant, scores 490 on the test, 
the odds are high (68% of the time) that her true score falls between 460 and 520 (i.e., plus 
and minus 1 SEM of the obtained score) and 95% between 430 and 550, which is 2 SEMs. 
Similar estimates can be made of the true scores for individuals on the ACT test, which, 
with a mean of 18, a standard deviation of approximately 6, and reliability coeffi cients of 
about .90, has an SEM in the vicinity of 2. In the case of the Wechsler intelligence scales 
with full-scale score standard deviations of 15 (M = 100) and reliability coeffi cients in the 
vicinity of .96, the SEM equals 3.

Although most test manuals interpret SEM according to classical test theory in the man-
ner discussed above, item response theory recognizes that the interpretation of SEM var-
ies depending on the degree to which the individual scored above or below the mean. In 
general, test error is higher for extreme scores because there are fewer items of appropriate 
diffi culty at these levels to measure the variable in question (Embertson, 1996). In addition, 
extremely high or low scores can be expected to change more on retesting than scores in 
the average range because of regression toward the mean (Charter & Feldt, 2002).

Tip Sheet 

Understanding and Transforming Raw Scores

✓ Individuals naturally want to know what a raw score means. Counselors can use vari-
ous methods to organize the score and provide information about a typical score and 
how far a particular score falls from that typical score. Visual aids such as a frequency 
distribution, histogram, and bar graph can show where a score falls in comparison 
with a data distribution. Measures of central tendency and variability provide addi-
tional information about average scores and dispersion of scores, respectively.

✓ Pay attention to the “tails” of data distributions to determine degree of skewness. 
Tails are pulled by the mean, so the mean statistic will be closest to the tail (unlike 
the median and mode). If the tail pulls to the left or negative side of the curve, the 
distribution is negatively skewed. If the tail pulls to the right or positive side of the 
curve, the distribution is positively skewed. 

✓ Do not confuse percentiles with percentages. Percentages can refer to the ratio of the 
observed score to the possible score (i.e., the number of correct items out of the possible 
number of correct items). Percentiles refer to the percentage of scores that fall at or below 
a particular score. So, a 53rd percentile does not mean the individual had 53% correct, 
but it does mean the individual scored as well as or better than 53% of a sample.

✓ Grade equivalents are comparisons between individual and average scores for a par-
ticular grade level. The number, when compared with a grade-level position, tells 
information about if the individual scored higher or lower than the group mean. So, 
a score of 3.4 for a grade level of 3.4 indicates the individual scored at the grade level. 
A score of 5.2 would indicate he or she scored above those at that grade level—not 
necessarily that he or she scored at a higher grade level.
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✓ The z score is the most basic standard score, with a mean of 0 and standard deviation 
of 1. Counselors can compute any other standard score with knowledge of a z score. 
Furthermore, raw scores can be compared across assessments if z scores are com-
puted. An advantage of z scores is that they can be compared easily across settings.

✓ Positive z scores fall to the right of the normal curve mean, whereas negative scores 
fall to the left of the distribution.

✓ SEM units can be considered standard deviation units for an individual score based 
on the reliability coeffi cient. If a counselor knows an individual’s score and the SEM, 
he or she can plot the scores at various standard deviation units and estimate the 
percentage of time a score is likely to fall within a particular interval. Alternatively, 
the SEM can be computed from knowing the reliability of an assessment. Then, the 
SEM can be applied individually to raw scores to create a confi dence interval.

Chapter Summary

Understanding and transforming or organizing raw scores is a necessary step for counsel-
ors in the test interpretation process. Essentially, raw scores are meaningless and must be 
converted to some derived score (i.e., norm-referenced, criterion-referenced, or self-
referenced). The chapter outlined several graphical options for displaying raw scores or 
variables in a data set: frequency distribution, histogram, frequency polygon, and bar graph. 

To make additional meaning of a raw score, measures of central tendency and variabil-
ity are calculated. Measures of central tendency refer to an average score and include the 
mean, median, and mode. Measures of variability refer to indexes for scores to ascertain 
the amount of dispersion of a particular score from the mean. They commonly include 
range, interquartile range, and standard deviation. 

Characteristics of data distributions were also discussed, with the normal curve being 
the most ideal for a data set. In a normal curve precise calculations may be made about the 
percentages of a sample that contain a particular range of scores. Because data aren’t usu-
ally perfectly distributed, skewness and kurtosis are often calculated to show variability 
characteristics. A related concept to data distributions concerns norms and ranks. These 
principles allow counselors to determine where scores fall in relation to a client’s peers 
characterized by the same data distribution. 

The chapter concluded with sections on standard scores and SEM. Major standard 
scores include z scores, T scores, CEEB scores, and stanines. Standard scores are calculated 
based on a normal curve distribution and allow counselors to compare different types of 
scores for different types of tests. SEM, a concept related to reliability discussed in Chapter 
5, refers to the degree of confi dence around a client’s obtained score. SEM is an important 
concept in interpreting a client’s true score from an obtained score.

Review Questions

1. What is the difference between norm-referenced and criterion-referenced assess-
ment? When would you select one instead of the other?

2. What are the measures of central tendency and variability? How do they compare 
with one another?

3. What is the difference between percentages and percentile ranks?
4. What is the purpose of converting raw scores into derived scores?
5. Discuss the relationship between reliability and SEM.
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chapter

7

This fi rst chapter of Section III presents some of the key assessment procedures that take 
place in the beginning of the counseling process. First, the intake interview, mental sta-
tus examination, and screening inventories are discussed. Second, suicide risk assessment 
procedures—including suicide risk factors and assessment aids—are presented. Finally, an 
introduction to clinical diagnosis and decision making is included.

Test Your Knowledge

Select the most appropriate choice for each item.

1. Which of the following is most often used to collect information about a client’s 
treatment history and current symptoms?

  a. Intake interview b. Problem checklist c. Mental status examination
  d. Screening inventory

2. Which of the following is most often used to collect a snapshot of various general 
mental health symptoms?

  a. Intake interview b. Problem checklist c. Mental status examination
  d. Screening inventory

3. Which of the following is most often used to collect information of a client’s mood, 
affect, and thought processes?

  a. Intake interview b. Problem checklist c. Mental status examination
  d. Screening inventory

4. Which of the following is not recognized as a suicide risk factor?
  a. Being female b. Being male c. Living alone d. Using substances

5. Placing too much emphasis on information obtained early in the interview is known as:
  a. Anchoring b. Availability c. Diagnostic overshadowing d. Attribution
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Intake Interview

The purpose of the intake interview is to assess the nature and severity of the client’s 
problems and to determine possible treatment programs. The intake interview process is a 
critical part of the overall counseling process as clients provide signifi cant information and 
counselors establish expectations for the general counseling process. To this end, coun-
selors balance their work between gathering information and developing a therapeutic 
relationship (Whiston, 2008). 

The interview, which provides more fl exibility than most other assessment procedures, 
enables the counselor to clarify the client’s responses on the intake forms and to explore 
the client’s concerns in some depth. Most intake interviews cover the following topics: (a) 
general appearance and behavior; (b) presenting problem; (c) history of current problem 
and related problems; (d) present level of functioning in work, relationships, and leisure 
activities; (e) use of alcohol or other drugs, including medications; (f) family history of 
mental illness; (g) history of physical, sexual, or emotional abuse; (h) risk factors, includ-
ing urge to harm self or others; (i) previous counseling; and (j) attitude of client toward the 
counseling process. Intake forms vary somewhat from agency to agency, depending on the 
particular type of services offered by the agency.

During the intake process, the counselor should explain the policies of the agency, such as 
session limits, rules of confi dentiality, and referral options. The intake interview should help 
the counselor to decide the immediacy of the need for counseling, the type of expertise re-
quired, and the type of service to be used (e.g., individual counseling, couples counseling, 
group counseling, or consultation and referral). In general, the intake form should be kept rela-
tively short so that it does not become an imposition in counseling. As counseling progresses, 
the form can be supplemented with additional questionnaires designed for particular issues, 
such as career planning, study skills, or relationships. Furthermore, to assess multicultural fac-
tors counselors may want to include a semi-structured interview such as the Person-in-Culture 
Interview or the Career-in-Culture Interview (Ponterotto, Rivera, & Sueyoshi, 2000).

Interview Guidelines

Initial interviews usually progress on a continuum from minimal structure to more structure. 
As the interview proceeds, the client may need help or direction in continuing to respond. 
Questions that probe or clarify can be used to obtain a clearer understanding of what the cli-
ent feels or means. Statements like “Can you tell me more about . . .” or “Tell me more about 
how you felt when . . .” or “I don’t think I understand what you mean by . . .” solicit relevant 
information from the client’s point of view and help to maintain rapport. Rephrasing of 
questions can sometimes help to clarify a client’s responses if other techniques have not been 
effective. In general, it is best not to ask “why” questions because they may cause the client to 
become defensive. It is important to determine what factors led the client to seek help at this 
particular time. Has the problem recently become worse? Have other people become con-
cerned about the person? Has the problem begun to interfere with the client’s functioning at 
work or home? Answers to such questions can help clarify the nature of the client’s problem 
and assess the client’s motivation for participating in counseling.

The counselor should pay attention to the client’s nonverbal behavior, such as eye con-
tact, facial expression, and activity level. Observations of the client’s nonverbal behavior 
can be particularly important for clients who may have diffi culty in communicating with 
the counselor. The information obtained in the initial interview needs to be organized sys-
tematically to help identify signifi cant patterns of behavior. 

Although interviews can serve as a rich source of information, observations based on inter-
views are frequently biased or subject to misinterpretation. Common errors of judgment based 
on interview assessments include the following (Spengler, Strohmer, Dixon, & Shivy, 1995):
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• Anchoring: placing too much emphasis on information obtained early in the 
interview;

• Availability: relying too much on one’s favorite theory or on popular diagnoses such 
as borderline personality disorder or adult child of dysfunctional family;

• Diagnostic overshadowing: ignoring or minimizing problems because they are less no-
ticeable or are of less interest to the counselor; and

• Attribution: attributing the problem primarily to the client without giving suffi cient 
consideration to the environment.

These errors can create signifi cant problems for clinical diagnoses, particularly with cul-
turally diverse populations (Hays, McLeod, & Prosek, 2009; Hays et al., 2010). Counselors 
may combat these errors by adhering to the principles of assessment (see Chapter 1) and 
using multiple approaches to assessment. 

Mental Status Examination 

In some mental health settings, counselors routinely administer a mental status exami-
nation (MSE) to assess client level of functioning through a series of questions and ob-
servations (Polanski & Hinkle, 2000). The MSE should not be used by itself to make a 
diagnosis, but it can be helpful in suggesting areas in which further assessments should be 
made. Counselors may perform an MSE as part of the intake interview or at other times if 
they perceive the client to be disoriented, confused, or out of touch with reality. Chapter 
4 discussed the MMSE (Folstein et al., 2001), which is used often in assessment of older 
adults. There are other published versions of the MSE, including the Mental Status Check-
list for children (Dougherty & Schinka, 1989), adolescents (Dougherty & Schinka, 1988), 
and adults (Schinka, 1988), as well as the Health Dynamics Inventory (Saunders & Wojcik, 
2003). Counselors evaluate clients within six MSE categories (see Table 7.1).

Activity 7.1 Conducting an MSE
Select a popular movie or television show character who would be 
considered to be experiencing a mental health issue. Rate the “cli-
ent” based on the six mental status categories described in Table 7.1. 
Use specifi c examples.

• • •

The MSE is usually administered informally. Interviewers ask questions only in those areas 
in which they have concerns. Information is picked up naturally during the course of inter-
viewing the client. The results of the MSE can usually be reported in one or two paragraphs. 

Screening Inventories
Counselors often use brief, self-report screening instruments to obtain a preliminary, 
overall view of a client’s concerns. Clients are asked to indicate which of a wide range of 
symptoms or concerns may have been troubling them during the recent past. The screen-
ing inventory can provide an initial measure of both the nature and the intensity of a cli-
ent’s concerns. Because of its scope, it can detect issues of possible importance that might 
otherwise be overlooked. Once detected, such issues can then be further assessed in the 
interview and by other means as necessary. Several inventories that have proved to be 
particularly valuable for use in counseling are described below. 

There are several key basic features of screening instruments that affect the precision 
of screening assessments. Recall that the terms sensitivity and specifi city were discussed 
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Table 7.1
Mental Status Examination Categories

Appearance, Attitude, and Activity
Appearance: physical characteristics such as 

physical disabilities, apparent age, groom-
ing, and dress

Attitude: client’s approach to counseling or 
interactions with examiner

Activity: level and quality of the client’s 
physical movements

Mood and Affect
Mood: client’s self-reported feeling

Affect: external expression of emotional state; 
measured objectively by counselor

Speech and Language
Fluency: initiation and fl ow of speech

Repetition: repeating words or phrases
Comprehension: understanding of spoken and 

written commands

Prosody: attention to tone, rate, rhythm, and 
musicality of speech in relation to content

Quality of speech: pitch, volume, 
articulation and amount

Thought Process, Thought Content, and Perception
Thought process: clarity of communication, 

association or connectedness between topics

Thought content: focus on spontaneous, 
important to assess faulty content

Perception: abnormalities related to perception 
of self or fi ve senses

Category Description and Examples

Level of consciousness (e.g., normal attentiveness, 
hyperarousal, drowsy, lethargic, comatose); 
apparent age; position/posture (e.g., physical 
location of client, catatonia, use of restraints); 
attire/grooming (e.g., casually dressed, clean, 
neat, disheveled, provocative); eye contact 
(e.g., good, poor); facial expression; and physi-
cal characteristics (e.g., tattoos, scars, obesity, 
marks, sweating)

Friendly, cooperative, uncooperative, hostile, 
guarded, resistant, or suspicious

Pacing, fi dgety, resting tremors, writhing, tardive 
dyskinesia, lip smacking, blinking, tics, and 
compulsions

Angry/hostile, euphoric/elated, apathetic (bland, 
dull, fl at), dysphoric (despondent, distraught), 
apprehensive/anxious

Counselor compares mood and affect using same 
mood categories. Appropriateness (congruent, 
inappropriate, incongruent); intensity (height-
ened, blunted, fl at); and range and mobility 
(restricted, labile, constructed, fi xed) 

Smoothness of spontaneous speech; use of con-
nectors; grammatical correctness; stuttering

“Say apple three times”
Commands to a client such as “open your 

mouth” and “touch your right leg with your left 
hand”; client naming objects or listing words

Abnormally fast or slow speech; use of infl ection; 
poverty of speech; monotonous speech

Articulation of speech; clients in a manic episode 
may speak loudly while those in a depressive 
episode may speak softly with little spontaneity

Circumstantiality (talking around a subject); tan-
gentiality; fl ight of ideas (frequent tangentiality); 
derailment; word salad (severe form of derail-
ment); clanging (word association by sounds); 
echolalia; neologisms (inventing new words or 
phrases); perseverations

Delusions; overvalued ideas (faulty beliefs 
deemed by clients as possibly wrong); obses-
sions; ruminations (persistent focus on negative 
thought); preoccupation (prominent topic that 
is not a delusion of obsession); suicidal ideation; 
homicidal ideation; self-harming behavior; and 
phobias

Hallucinations (auditory, visual, tactile, 
gustatory, olfactory); illusions; derealization; 
depersonalization

(Continued)
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in Chapter 5. Sensitivity refers to the probability of a cutoff score on a particular test 
or measure to accurately detect those who meet the criteria for a certain diagnosis or 
condition (a true positive result). Specifi city, on the other hand, refers to the probability 
of a cutoff score to correctly identify those who do not meet these criteria (a true nega-
tive result). The overall accuracy refers to the combination of sensitivity and specifi city 
(Sacks, 2008): “If, for example, 100 people have a disorder and the screening instru-
ment correctly identifi es 80, the sensitivity of the instrument would be 80%. If another 
100 people do not have the condition and 60 are accurately identifi ed, the specifi city 
of the instrument would be 60%. The overall accuracy of the instrument represents the 
proportion of people correctly identifi ed . . . the overall accuracy is 70% (80 + 60 = 
140/200)” (p. 10).

Inventory of Common Problems

The Inventory of Common Problems (ICP; Hoffman & Weiss, 1986) is used as a screening 
instrument in college counseling centers. It lists 24 specifi c problems that college students 
may confront (see Figure 7.1). These items represent six major types of problems as fol-
lows: depression (Items 1–4); anxiety (Items 5–8); academic problems (Items 9–12); inter-
personal problems (Items 13–16); physical health problems (Items 17–20); and substance-
use problems (Items 21–24).

Clients must indicate to what extent each of the 24 problems has distressed, worried, 
or bothered them in the past few weeks. Answers range from l (not at all) to 5 (very much). 
Scores for each scale can range from 4 to 20; total scores can range from 24 to 120. Norma-
tive data for a sample of college students collected by Hoffman and Weiss (1986) showed 
no signifi cant sex differences. Thus, the same set of norms may be used with both male and 
female clients. The highest mean score (11 points) was obtained on the Academic Problems 
scale, whereas the lowest mean score (5 points) was recorded for the Substance Use scale. 
The mean total score for college students was approximately 45 points, with a standard 
deviation of about 10 (Hoffman & Weiss, 1986).

The ICP possesses suffi cient reliability and validity evidence for its use as a screen-
ing instrument with most college students, but it should not be regarded as a diagnostic 

Note. Information from Baker & Trzepacz (2005); Polanski & Hinkle (2000); and Van Brunt (2009a).

Table 7.1 (Continued)
Mental Status Examination Categories

Cognition
Cognition: higher abilities such as intellect, logic, 

reasoning, and memory

Insight and Judgment
Insight: awareness of internal and external 

realities

Judgment: consideration of factors and decision-
making process

Category Description and Examples

Orientation (oriented to time, place, person); 
attention (e.g., use of digit span); concentration 
(e.g., serial 7s, backward reciting of months); 
registration (repeating a short list of three to fi ve 
words of new learning); short-term memory 
(repeating information with a delay of 5 minutes); 
long-term memory (procedural, declarative, 
episodic, semantic); constructional ability (vision, 
motor coordination, tactile sensation); and execu-
tive functions (e.g., divergent reasoning)

Client self-awareness of own behavior and the 
motives and consequences for that behavior; 
identifi cation of contributing factors to problem

Decision-making (good, risky); impulse control 
(good, fair, poor) 
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instrument (Hoffman & Weiss, 1986). The results should be used primarily to suggest topics 
for further exploration in counseling. Counselors can easily readminister the ICP to clients 
to obtain a rough measure of progress during the course of counseling. If administered to 
all clients as part of the intake process, it can also be used to provide a comprehensive pic-
ture of the types of psychological problems presented at the agency (Keutzer et al., 1998).

From a practical point of view, the ICP offers several advantages for counselors. It can 
be completed by most clients within 5 to 10 minutes, it represents most of the problems 
that clients are likely to encounter, and it can be reproduced economically. The ICP has 
been designed so that it can be used together with the Therapist Rating Form, which asks 
therapists to classify the type of crisis encountered by the client as psychopathological, 
developmental, or situational (Hoffman & Weiss, 1986). A case example based on the use 
of the ICP with a college student is presented below (Case Example 7.1).

Case Example 7.1
Linda

Linda came to the university counseling center as a senior because of dissatisfaction with 
her major. She felt particularly uneasy because most of her peers were participating in job 
interviews for the next year. She was majoring in fi nance but was not happy with it. She 

Figure 7.1
Inventory of Common Problems

Note. From “A New System for Conceptualizing College Students’ Problems: Types of Crises and the 
Inventory of Common Problems,” by J. A. Hoffman and B. Weiss, 1986, Journal of American College 
Health, 34, p. 262. Copyright 1986 by the Helen Dwight Reid Educational Foundation. Published by 
Heldref Publications, 4000 Albermarle Street, NW, Washington, DC 20016. Reprinted with permission.

Instructions: The following items represent common problems of college students. How much 
has each problem distressed, worried, or bothered you in the past few weeks? Please circle the 
answer that is most nearly correct for you.

 Not at all A little bit Moderately Quite a bit Very much
 1 2 3 4 5

 1. Feeling depressed, sad, dejected? 1 2 3 4 5
 2. Blaming, criticizing, or condemning myself? 1 2 3 4 5 
 3. Feeling discouraged or like a failure? 1 2 3 4 5
 4. Suicidal thoughts or concerns? 1 2 3 4 5
 5. Feeling irritable, tense, or nervous? 1 2 3 4 5 
 6. Feeling fearful? 1 2 3 4 5
 7. Spells of terror or panic? 1 2 3 4 5
 8. Feeling like I’m “going to pieces”? 1 2 3 4 5 
 9. Academic problems? 1 2 3 4 5
 10. Diffi culty caring about or concentrating on studies? 1 2 3 4 5
 11. Indecision or concern about choice of career or major? 1 2 3 4 5 
 12. Feeling like I’m not doing as well in school as I should? 1 2 3 4 5
 13. Problems with romantic or sexual relationships? 1 2 3 4 5
 14. Family problems? 1 2 3 4 5 
 15. Diffi culty getting along with others? 1 2 3 4 5
 16. Feeling lonely or isolated? 1 2 3 4 5
 17. Physical health problems? 1 2 3 4 5 
 18. Headaches, faintness, or dizziness? 1 2 3 4 5
 19. Trouble sleeping? 1 2 3 4 5
 20. Eating, appetite, or weight problems? 1 2 3 4 5 
 21. My use of alcohol? 1 2 3 4 5
 22. My use of marijuana? 1 2 3 4 5
 23. How many psychoactive drugs I use? 1 2 3 4 5 
 24. How many prescribed drugs I use? 1 2 3 4 5

If so, what? _______________________________________
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did not like the competitiveness of the students in her fi eld. According to the intake form 
that she completed at the same time as the ICP, she wanted help in “choosing a major” 
and “career planning.” She marked all of the items except one in the fi rst three categories 
(Depression, Anxiety, and Academic Problems) of the ICP as 4 or 5. She was feeling very 
distressed by her career indecision.

On the Therapist Rating Form, the intake counselor attributed Linda’s problems pri-
marily to developmental issues, not psychopathological or situational factors. Short-term 
counseling was arranged, based on the counselor’s judgment. Linda needed help in deal-
ing with developmental tasks, especially in resolving her career choice, not in making fun-
damental changes in other aspects of her life.

Linda met with a counselor for six sessions for help in acquiring decision-making and 
assertiveness skills and for assistance in working through confl icted feelings about her ca-
reer choice. She decided to add human resources management as a second major to that of 
fi nance. This combination was supported by the tests (including the Strong Interest Inven-
tory) that she had taken and by the information that she had gained in career exploration.

The ICP was readministered at the conclusion of counseling. Linda marked no 4 or 5 
responses the second time she completed the inventory. Her total score, which dropped 
from 66 to 34, and all of her subscores fell well within the normal range compared with 
other college students. For Linda, the ICP was helpful both in determining the nature and 
the severity of her initial complaints and in evaluating the progress that she showed in 
counseling. Linda’s rapid progress in counseling supported the perception of the intake 
counselor that her problems were developmental, not psychopathological, in nature.

• • •

Symptom Check List–90–Revised 

The Symptom Check List-90-Revised (SCL-90-R) has been widely used for research and 
clinical purposes in a variety of medical and mental health settings (Derogatis, 1994). As 
indicated by its name, the SCL-90-R contains a list of 90 symptoms such as “headaches,” 
“feeling critical of others,” and “feeling tense or keyed up.” Clients respond to items in 
terms of how much they were distressed by that symptom during the past week. Each item 
is answered on a fi ve-point scale ranging from 0 (not at all) through 4 (extremely). Most cli-
ents complete the SCL-90-R within 15 minutes. With practice, it can be easily hand scored.

The SCL-90-R provides scores for the following nine scales: Somatization, Obsessive–
Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Para-
noid Ideation, and Psychoticism. Scores for each scale show the mean response for the items 
in that scale. It also yields three total scores: Global Severity Index (GSI), Positive Symptom 
Total (PST), and Positive Symptom Distress Index (PSDI). The GSI, the best single index of 
psychological disturbance, shows the mean response to all 90 items. The PST indicates the 
number of symptoms reported (all items marked 1 or higher). The PSDI, which shows the 
mean response to all items included in the PST, refl ects the severity of the client’s symptoms.

Scores on the SCL-90-R vary depending on age and sex. Adolescent nonpatients report 
more symptomatology than do adult nonpatients. Women acknowledge more symptoms 
than do men. The SCL-90-R manual provides separate norms for adolescent nonpatients, 
adult nonpatients, adult psychiatric inpatients, and adult psychiatric outpatients. Each norm 
is “gender keyed” (Derogatis & Fitzpatrick, 2004, p. 5) to take into account sex differences.

Scores on the different scales show adequate internal consistency and test–retest reliability 
over short time periods for psychiatric patients. Overall, the SCL-90-R appears to be most 
valid as a broad measure of psychological disturbance. The test scores have demonstrated 
sensitivity to many forms of treatment, which indicates that they can be used effectively to 
monitor the improvement of clients during the course of counseling (Vonk & Thyer, 1999).

The SCL-90-R is particularly valuable as a screening instrument to detect cases that need 
additional assessment. As a general rule, Derogatis (1994) suggested that counselors should 
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refer clients for psychiatric evaluation if their scores on the GSI or any two of the individual 
scales equal or exceed the 90th percentile (T score = 63) compared with adult nonpatients. 

Brief Symptom Inventory, Derogatis Psychiatric Rating Scale, 
and the SCL-90-Analogue

Several abbreviated versions of the SCL-90-R have been developed. The Brief Symptom 
Inventory (BSI) contains 53 of the 90 items on the SCL-90-R (Derogatis, 1993). Administra-
tion time for the BSI is approximately 10 minutes, compared with 15 minutes for the SCL-
90-R. Intercorrelations between the two sets of scales range from .92 to .99. According to 
Derogatis and Fitzpatrick (2004), the BSI is often preferred over the SCL-90-R by clinicians 
and researchers, even in situations lacking time constraints. The BSI can also be adminis-
tered as an 18-item form (BSI-18); however, this version of the instrument includes only 
Somatization, Depression, and Anxiety scales (the three scales most commonly associated 
with psychological distress and disorder; Derogatis, 2000).

In addition to the self-report forms described above, Derogatis has constructed match-
ing rating scales for use by clinicians familiar with the client. The Derogatis Psychiatric 
Rating Scale and the SCL-90-Analogue can be used to obtain clinician ratings on the same 
symptom constructs included in the SCL-90-R and BSI. Counselors can obtain a more thor-
ough and accurate assessment of a client’s status by using both self-rating scales and clini-
cian rating scales. The SCL-90-R and BSI have been used extensively in different cultures 
throughout the world. The instruments have been translated into more than two dozen 
languages (Derogatis & Fitzpatrick, 2004).

Outcome Questionnaire 45.2

The Outcome Questionnaire 45.2 (Lambert, Morton, et al., 2004) is a 45-item self-report 
instrument used to screen for client affect, interpersonal concerns, and level of function-
ing in life tasks such as school and work. The OQ-45.2 consists of a total score and three 
subscale scores, with items rated on a 5-point Likert scale (0 = never to 4 = almost always). 
Sample items include “I have thoughts of ending my life” and “After heavy drinking, I 
need a drink the next morning to get going.” Normative data are available for six samples, 
including college undergraduates, community volunteers, EAP clients, counseling center 
clients, community outpatient clients, and inpatients. 

Internal consistency estimates range from .70 to .93, and 3-week test–retest reliability esti-
mates range from .78 to .84. The SEM is .93. The OQ 45.2 also demonstrates strong evidence of 
convergent and criterion-related validity, as there are high correlations with other measures 
of psychological distress. The benefi ts of the instrument include its ease of administration 
and use in multiple settings. However, given the limited psychometric information available 
for the subscales and overall factor structure, counselors should only use the total score. 

Inventories for Assessing Mental Disorders

Some screening inventories have been designed specifi cally for use in making psychiatric 
diagnoses. These include the Psychiatric Diagnostic Screen Questionnaire (PDSQ) and 
the Patient Health Questionnaire (PHQ). The PDSQ contains 13 scales, each of which is 
related to a mental disorder as defi ned by the Diagnostic and Statistical Manual of Mental 
Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000; Zimmer-
man & Mattia, 1999). The PHQ includes scales for eight common mental disorders, such 
as major depressive disorder and panic disorder (Spitzer, Kroenke, Williams, & the Patient 
Health Questionnaire Primary Care Study Group, 1999). Both of these inventories are help-
ful in medical settings in identifying individuals with diagnosable psychiatric disorders 
unknown to their primary physician.
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Tip Sheet 

Intake Interviews, MSE, and Screening Forms

✓ Listen to and observe client information carefully. Use open-ended questions, avoid 
leading the client, and allow enough time for the client to respond.

✓ Adjust assessment style based on the developmental level and other demographic 
variables of the client.

✓ Once you have identifi ed the client’s problem, be sure to explore the problem from 
multiple perspectives, gather specifi c information about the problem, assess prob-
lem intensity, assess the degree to which the client believes change is possible, and 
evaluate previous methods used to resolve problem (Whiston, 2008). 

✓ Seek information about behaviors or events that have been helpful in the past or 
that the client expects might be helpful in the future. For example, when has the 
problem been least likely to occur in the past? What has kept the problem from get-
ting worse? What is one small step the client could take to improve the situation? 
Answers to such questions can be useful in considering possible solutions for the 
client’s problem (Dejong & Berg, 2012).

✓ Be aware of the possibility that the client’s psychological symptoms may be 
caused by physical illness, particularly if (a) the client has not responded well 
to counseling or psychotherapy; (b) the symptoms have not occurred previously, 
especially for older clients; (c) the onset of symptoms has been relatively abrupt; 
(d) the client has suffered from recent or multiple medical disorders; (e) the client 
is disoriented or confused; or (f) psychosocial stressors are absent or minor (Pollak, 
Levy, & Breitholtz, 1999). If the client is on medications, possible side effects of 
these medications should be reviewed.

✓ Consider what errors you might be making as part of initial assessment, including 
anchoring, availability, diagnostic overshadowing, and attribution. Use multiple ap-
proaches to assessment to minimize these errors.

✓ Use additional structured and semi-structured assessments to garner and triangulate data.
✓ Evaluate the client’s mental status as part of the intake interview as possible. 
✓ Assess a client’s stage of change as part of initial assessment.
✓ Identify critical items on the screening inventory (e.g., items that refer to thoughts of 

suicide or violent behavior) that can be used to help determine whether the client is 
in a state of crisis. Be sure to make a suicide risk assessment if the client shows signs 
of suicidal thinking.

✓ Examine general level of responses. If a client marks a large number of extreme re-
sponses, consider the need for immediate counseling and possible psychiatric refer-
ral. Ask clients to discuss each of these responses, especially ones that they perceive 
to be most crucial.

✓ Note the client’s responses for substance abuse and health items. These problems 
may be overlooked in the counseling interview if the counselor does not bring them 
up with the client.

✓ Readminister an inventory at the conclusion of counseling or after a signifi cant 
time period has elapsed to evaluate changes that have taken place during the 
course of counseling. Clients who have shown little improvement may need to 
be referred.

✓ Use screening inventory scores to consult with supervisors or colleagues regarding 
the treatment of a case. Screening inventory scores can be used to communicate the 
nature and severity of the client’s issues within a few minutes.
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✓ Add items to a screening inventory to assess matters of importance to your agency. 
For example, one agency added the following items to the ICP to identify potentially 
dangerous situations: “Urge to harm myself,” “Plan to harm myself,” “Urge to harm 
someone else,” “Plan to harm someone else,” and “Concern that someone else may 
harm me.”

✓ Administer screening inventories for specifi c topics (e.g., Michigan Alcoholism 
Screening Test, My Vocational Situation, or Eating Attitudes Tests) when these seem 
to be appropriate. Ask clients to identify any issues that they might be experiencing 
that are not represented on the screening inventory.

✓ Consider the possibility that clients could be minimizing or exaggerating their prob-
lems. Use both number and intensity of symptoms to help gauge possible distortion. 
If clients mark most items at a low level of intensity, they could be minimizing their 
problems. Similarly, if they mark a large number of problems at a high level of inten-
sity, they could be exaggerating their concerns.

✓ Screening inventories should be used in conjunction with other assessment meth-
ods. Use individual scales and items primarily as a means of identifying signifi cant 
subject matter for discussion and further assessment.

✓ Use screening inventories to monitor the caseload in your agency. What types of cli-
ents are receiving treatment at the agency? How many of the clients express suicidal 
ideation? How many of the clients indicate problems with substance abuse? Use these 
data to develop local norms to help interpret screening inventory responses. The data 
may also be used to help decide which types of services to emphasize in the agency.

Suicide Risk Assessment

Suicide risk assessment is an important component of initial assessment in counseling. 
Chiles and Strosahl (2005) found in surveys of the general population that 40% of those 
asked had periods of suicidal thinking at some time in their lives, including the formation 
of a suicide plan by one half of this number. The counselor is to establish rapport with each 
client so that the assessment can be as complete and as accurate as possible.

Clients should be asked directly about their suicidal thoughts if there is any hint of 
suicidal thinking. The counselor can usually approach this topic with a series of graded 
questions. For example, the counselor might ask, “How have you been feeling lately?” 
“How bad does it get?” “Has it ever been so bad that you wished you were dead?” and 
“Have you had thoughts of suicide?” If the client has had thoughts of suicide, the coun-
selor needs to inquire about the extent of these thoughts. Some counselors are apprehen-
sive about bringing up the topic of suicide with a client for fear that this will encourage 
the client to think about suicide as an option. In reality, clients who have had suicidal 
thoughts need the opportunity to talk about these thoughts. And asking about suicide 
does not encourage suicide.

In essence, suicide risk assessment becomes part of the treatment. Talking about sui-
cidal thoughts helps to validate the client’s experience. It provides a sense of relief and 
communicates hope to the client that the problem can be addressed. In contrast, clients 
who have not had suicidal thoughts will usually reassure the counselor that this is not 
a concern. In fact, it is sometimes a relief for such clients to see their problems from this 
perspective: Even though they are struggling with a problem, things are not so bad that 
they think of suicide. In making a suicide risk assessment, counselors should be both 
calm and direct. Calmness indicates that it is acceptable for clients to talk about the 
things they fi nd to be most troubling. Counselors help clients to look at problems in 
depth and from different points of view. They should make a point of using the words 
suicide or kill yourself while conducting the suicide risk assessment. The enormity of the 
act should be faced directly. 



131 Initial Assessment in Counseling •

Significant Factors in Suicide Risk Assessment

The assessment of suicide risk is basic to the formulation of a treatment or intervention 
plan. The assessment should involve consideration of the factors discussed below (Ameri-
can Psychiatric Association, 2003; McGlothlin, 2008).

Self-Reported Risk
After clients have acknowledged suicidal ideation, they will usually tell the counselor of 
their perception of their risk level when asked. Questions such as “How likely do you 
think it is that you will act on your thoughts of suicide?” or “How long can you continue 
to tolerate the situation as it is?” will often generate responses that will be helpful in the 
assessment process. A self-report of high risk must always be taken seriously.

Suicide Plan
For those clients with thoughts of suicide, the counselor should ask if they have considered 
a plan. If they have a plan, do they intend to act on it? Information about the plan is critical 
in helping to assess a client’s suicide potential. A suicide plan should be evaluated in terms 
of the three factors:

• Lethality. Some plans are much more lethal, or likely to succeed, than others. Fire-
arms, jumping from great heights, and hanging are highly lethal. More people kill 
themselves with fi rearms than by any other method (National Institute of Mental 
Health, 2012). Counselors can assess lethality as low (no suicide ideation at time of 
assessment), moderate (suicidal ideation with presence of several risk factors), or 
high (in process of attempting suicide; McGlothlin, 2008). 

• Availability of means. Does the client have access to the means of killing himself or 
herself? For example, is a gun available? Has ammunition been purchased? The 
counselor needs to obtain clear answers to these specifi c questions. At times, it may 
be necessary to interview friends or family members to obtain this information.

• Specifi city. Finally, how detailed are the client’s plans? The risk of suicide increases 
as plans become more detailed and specifi c. For example, has the client made plans 
to give away possessions? Has the client considered what he or she might write in 
a note? Where would the suicide take place? When would it take place? Even more 
alarming are clients who have started to act on their plans, for example, those who 
have written a suicide note or given a pet animal to a friend.

According to Haley (2004), the best indicators of suicidal risk are ideation, plan, intent, and 
means. If the client is thinking about suicide, has made a plan, intends to carry it out, and 
has the means, he or she is at extreme risk and immediate intervention is needed. Chiles 
and Strosahl (2005) described a number of steps that should be taken with clients at this 
point, including validating the emotional pain, exploring the ambivalence felt by the client 
and connecting to that part of the client that wants to live, developing a crisis management 
plan, and referring the client for psychiatric consultation and treatment, while maintaining 
a calm and supportive atmosphere.

Suicide History
A history of suicide attempts, the medical seriousness of previous attempts, and a family his-
tory of suicide are all critical factors in assessing suicide risk (McGlothlin, 2008). If a person 
has attempted or seriously thought about suicide at some earlier time, particularly by lethal 
means, the risk of suicide for that person is signifi cantly increased. Individuals who have 
made more than one attempt are especially at risk (Joiner, Walker, Rudd, & Jobes, 1999).

The counselor should check on the history of suicide in the family and among friends. 
Have family members or friends committed suicide or made suicide threats or attempts? 
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If so, what was the nature of the relationship between that person and the client? Did that 
person represent a model for the client? How does the client feel about these situations? 
When did the suicide or suicide attempt take place? Anniversary dates can sometimes 
provide the impetus for suicide attempts.

Psychological Symptoms
Clients who have mental disorders or psychological distress are much more likely than 
others to commit suicide (American Psychiatric Association, 2003). All client symptoms 
should be reviewed. Critical symptoms include acute suicidal ideation, severe hopeless-
ness, attraction to death, and acute overuse of alcohol (McGlothlin, 2008).

Suicidal ideation can be predicted by asking clients if they had relatively long periods 
of time (2 weeks or more) during the past year in which they (a) experienced sleeping 
problems, (b) felt depressed or lost interest in things they usually enjoyed, (c) felt guilty or 
worthless, or (d) felt that life was hopeless (Cooper-Patrick, Crum, & Ford, 1994). Clients 
who respond positively to any of these items should be asked if they have thoughts of 
suicide. According to experts on the topic, hopelessness stands out as “the most powerful 
antecedent” (Stelmachers, 1995, p. 374) of suicide. Restlessness or agitation associated with 
any of the above symptoms increases the risk for suicide.

Alcohol or other drug abuse signifi cantly increases the risk of suicide for a client. The 
risk of suicide in individuals who abuse alcohol is 50% to 70% higher than in the general 
population (American Association of Suicidology, 2004). Counseling programs designed 
to prevent suicide must also address the related problem of alcohol or other drug abuse.

Medications can also be associated with suicide. The side effects of many medications 
include depression. The counselor should note if the client is taking any medications, in-
cluding any recent change in medications. Medications are also frequently used as a means 
of suicide. As a safety precaution, someone else should control antidepressant medications 
prescribed for highly suicidal clients.

Symptoms that suggest severe mental illness such as schizophrenia, bipolar disorder, 
or other psychotic disorders demand prompt attention. Has the client lost contact with 
reality? Does the client hear voice commands (auditory hallucinations) telling him or her 
what to do? All psychotic individuals with thoughts of suicide should be hospitalized 
immediately to provide protection and relief from their psychosis. Many people who kill 
themselves are people with severe and persistent mental illness. Psychological autopsy 
studies indicate that more than 90% of those who commit suicide have a mental disorder 
(American Association of Suicidology, 2004).

Sometimes signs of improvement can increase the risk of suicide. Clients may become 
more actively suicidal as they begin to come out of a deep depression, that is, when they 
acquire enough energy to act on their suicidal thoughts. In a similar fashion, clients some-
times will give an appearance of improvement when they have resolved their ambivalence 
by deciding to commit suicide.

Environmental Stress
Stressful situations are often the precipitating cause of suicidal ideation. What is the nature 
of the client’s environment? Why is the client feeling suicidal at this particular time? What 
are the precipitating factors? How would the client benefi t from suicide? Clients who wish 
to commit suicide to escape from stressful situations represent a greater risk than clients 
who see suicide as a means of manipulating the environment.

Has the client encountered signifi cant changes in his or her life, such as divorce, death 
of a family member, sickness, loss of job, academic failure, or an overwhelming work as-
signment? Any change, even one that is positive, such as a job promotion or the end of an 
unhappy relationship, can be perceived as stressful. Change involves loss. Losses that pose 
the greatest threat include loss of a relationship, loss of a signifi cant role, loss of a dream, 
or a large fi nancial loss. Sometimes anticipating a loss can be more stressful than the actual 
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loss. Loss can be particularly stressful if the client accepts most of the blame. Client stress 
can be systematically assessed by means of the Life Experiences Survey (Sarason, Johnson, 
& Siegel, 1978) or the Life Stressors and Social Resources Inventory–Adult or Youth Form 
(Moos & Moos, 1994b, 1994c).

Sometimes stress can be associated with an event that happened years earlier if this event 
has not been addressed. Such events include sexual abuse, physical abuse, the suicide of a par-
ent or sibling, and other traumatic events. Ask clients if there are things from their past that 
they fi nd very diffi cult to discuss. If so, help them to begin to look at these issues in a support-
ive atmosphere. Recognize the need for long-term treatment for many of these issues.

Available Resources
Counselors need to determine what resources are available for the client. Three levels of 
resources should be considered: (a) internal; (b) family, close friends, neighbors, cowork-
ers, and others who may have contact with the client; and (c) professionals. First, what are 
the client’s internal resources? In trying to assess these resources, the counselor should ask 
what has helped the client in the past in similar situations. What is keeping the client from 
committing suicide? Does the client have plans for the future? To what degree can the client 
cope with the stress that he or she may be encountering? For example, can the client identify 
a solvable problem? Can the client distinguish between wanting to die and wanting to be rid 
of a problem? Can the client see more than one solution to a problem? Some clients experi-
ence “tunnel vision” so that they cannot conceive of options other than suicide for dealing 
with their stress. Does the client benefi t from the counselor’s attempts to provide assistance? 
Positive answers to these questions help to reduce the risk of suicide for the client.

Second, fi nd out what type of support system the client has. If no one seems to be in-
volved with the client at the present time, ask who used to care. Does the client have regu-
lar contact with anyone else? Does the client have any confi dants? Would the client be will-
ing to share his or her concerns with family members or close friends? In some respects, 
suicide can be looked on more as a social than as a psychiatric phenomenon. Evaluation 
of the client’s social support system is critical from this point of view. A client’s social sup-
port system can be evaluated by means of the Multidimensional Scale of Perceived Social 
Support (Zimet, Dahlem, Zimet, & Farley, 1988) or the Life Stressors and Social Resources 
Inventory–Adult or Youth Form (Moos & Moos, 1994b, 1994c).

Finally, what professional resources are available for the client? Possibilities include a 
24-hour crisis phone line, emergency treatment center, or mental health specialist with 
whom the client has good rapport. Would the client make use of these resources in case of 
a crisis? Will the client sign a contract that he or she would contact the counselor or another 
mental health professional before attempting to commit suicide?

In addition to the risk factors discussed above, suicide risk is affected by both personal-
ity and demographic characteristics. Individuals with impulsive personality styles are more 
likely to attempt suicide than are other individuals (Joiner et al., 1999). Women make three 
times as many suicide attempts as men; however, four times as many men as women succeed 
in actually killing themselves (National Institute of Mental Health, 2012). The suicide rate is 
signifi cantly higher for both adolescents and older adults than it is for the general population. 
Married people or people with dependent children at home are less likely to attempt suicide 
(Rogers, Alexander, & Subich, 1994). Personality factors—such as impulsivity, perfectionism, 
and negativity—and demographic factors—such as sex, age, and relationship status—should 
be considered together with the other risk factors in making a suicide risk assessment.

Suicide Risk Assessment Aids 

As indicated above, a large number of factors are associated with suicidal thinking and 
behavior. Assessments can help ensure that the counselor does not overlook crucial fac-
tors in making a suicide risk assessment. These aids are designed for use as part of the 
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interview process. All of these aids emphasize the importance of assessing current suicidal 
symptoms and suicide history. They can provide a guide both for the assessment interview 
and for the documentation of how comprehensive the assessment is.

SAD PERSONS Scale
The SAD PERSONS Scale provides a convenient acronym for 10 factors to keep in mind 
when assessing a client for suicidal risk (Patterson, Dohn, Bird, & Patterson, 1983). These 
10 factors (arranged in order of the fi rst letter for each factor to spell SAD PERSONS) in-
clude Sex, Age, Depression, Previous attempt, Ethanol abuse, Rational thinking loss, Social 
support loss, Organized plan, No spouse, and Sickness. Specifi cally, clients receive a point 
if there is an affi rmative response to each of the following risk factors: male sex; under 19 
or over 45 years old; presence of depression; previous suicide attempt; excessive ethanol 
or substance use; rational thinking loss; social supports lacking; organized plan; single, 
widowed, or divorced; and sickness. 

Scores are assessed as follows: 0–4 (low), 5–6 (medium), and 7–10 (high). All clients 
who receive more than 2 points could be considered for psychiatric referral or hospitaliza-
tion. The counselor needs to weigh all aspects of the situation in making a decision. Some 
factors may deserve greater consideration than others, depending on the particular situa-
tion. An organized plan is always cause for serious concern. When working with children, 
counselors may use the Adapted–SAD PERSONS Scale, which takes into account such 
factors as negligent parenting and school problems (Juhnke, 1996).

Suicide Assessment Checklist 
Rogers et al. (1994) developed the Suicide Assessment Checklist (SAC), which includes 12 
items based on the client’s suicide planning, suicide history, psychiatric history, drug use, 
and demographic characteristics and 9 items based on the counselor’s ratings of signifi cant 
factors (hopelessness, worthlessness, social isolation, depression, impulsivity, hostility, in-
tent to die, environmental stress, and future time perspective). The items are weighted in 
terms of their criticalness. The authors of this checklist assigned the highest weights to the 
following factors: having a defi nite suicide plan, planning to use a highly lethal method 
(fi rearm, hanging, car exhaust, drugs/poison, or suffocating), making fi nal plans (such 
as giving away possessions), writing a suicide note, and being a suicide survivor (having 
a close friend or relative who has committed suicide). In general, higher scores indicate 
greater risk; however, counselors also need to take into account other pertinent informa-
tion, such as third-party reports and their own clinical judgment, in making a fi nal assess-
ment of suicide risk.

Research evidence indicates that the instrument can be used effectively by counselors 
with a broad range of education and experience (Rogers et al., 1994). High interrater and 
test–retest reliabilities were obtained for SAC ratings by counselors (both experts and cri-
sis-line volunteers) who judged the suicide risk of individuals role-playing suicidal clients. 
A large-scale study by Rogers, Lewis, and Subich (2002) found support for the reliability 
and validity of SAC ratings when used with clients in an emergency crisis center to assess 
suicide risk.

Decision-Tree Assessment Strategy
The decision-tree approach uses three risk factors—(a) past suicide attempts, (b) suicide 
plans and preparation, and (c) suicidal desire and ideation—as a basis for assessing suicid-
ality (Joiner et al., 1999). All clients with these risk factors are assessed further. Clients who 
have made more than one previous suicide attempt (multiple attempters) or who have 
made suicide plans and preparation are classifi ed as at least moderate suicide risks if they 
possess one other signifi cant risk factor, such as depression, alcohol abuse, or impulsivity. 
Clients who express suicidal ideas and desires (but who have not made multiple attempts 
or who have not developed plans and preparations) are regarded as at least moderate risks 
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if they possess two other signifi cant risk factors. Clients with none of the three risk factors 
listed above are considered to be at low risk.

The decision-tree approach helps the counselor to readily identify clients who need fur-
ther assessment. It provides a systematic means for determining which clients are at great-
est risk for attempting suicide.

The authors of this assessment strategy suggest a range of possible interventions for 
clients judged to be at least moderate risks for committing suicide. These interventions 
include increase of frequency and duration of counseling sessions or telephone contacts, a 
detailed emergency plan (presented in writing to the client), 24-hour availability of emer-
gency or crisis services for the client, professional consultation or referral for psychiatric 
treatment or hospitalization, active involvement of family and supportive others, and fre-
quent reevaluation of suicide risk and treatment goals.

In summary, counselors should use some form of comprehensive and systematic assess-
ment to determine a client’s suicide risk. Each of the interview aids described above fo-
cuses attention on signifi cant factors that should be included in a suicide risk assessment. 
By using a systematic approach, the counselor can be sure to assess critical factors relevant 
to most situations in addition to other factors that may be pertinent in particular situations. 
Counselors should ask for more detail in those areas in which a problem is detected. Sui-
cide risk factors should be reviewed during each counseling session for clients who may 
be suicidal. Such a review can serve both as a risk management strategy by assessing and 
documenting changes in suicidal thinking and behavior over time and as a basis for ongo-
ing treatment planning.

When the counselor makes a suicide risk assessment, it is often important to consult 
with another mental health professional. Clients who are at risk for suicide may need to be 
referred for psychiatric evaluation. Psychiatrists can evaluate the client’s need for medi-
cation, hospitalization, or long-term treatment. The assessment and treatment of suicidal 
clients frequently requires a team approach.

Case Example 7.2

Nicholas

Nicholas is a 41-year-old African American male presenting to counseling at the request 
of his neighbor. The neighbor reports to you that Nicholas has mentioned he has been 
depressed since he lost his job six months ago and ended a long-term relationship four 
months ago. Nicholas reports that he has increased his drinking to help him escape and 
states he “doesn’t want to be here anymore.” He states that he has considered using a 
handgun or taking some pills. 

Refl ect on the following questions:

• What additional information do you need about Nicholas to assess for suicide risk?
• How might you assess for suicide risk?
• How might cultural factors play into your risk assessment?
• Who would you involve to assist Nicholas?

• • •

Diagnostic and Statistical Manual

Initial assessment approaches in counseling (intake interviews, MSE, screening invento-
ries, suicide risk assessment), as well as other mental assessment approaches discussed 
in the next chapter, are useful in clinical decision making and clinical diagnosis. The Di-
agnostic and Statistical Manual of Mental Disorders (DSM), now in revision, provides a 
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means of classifying psychiatric and psychological disorders for treatment and research 
purposes. This diagnostic manual, which assumes an atheoretical position, classifi es men-
tal disorders based on descriptive, not etiological, factors. The diagnostic categories used 
by the DSM serve as the offi cial means of classifying mental disorders in most medical and 
psychological settings in the United States. 

As a diagnostic system, the DSM has continued to evolve since its fi rst edition in 1952. 
Widiger and Clark (2000) suggested that future versions of the DSM, including the DSM-5, 
be based on a dimensional model of classifi cation that makes systematic use of laboratory 
or psychological tests in determining diagnoses. A dimensional model recognizes a “con-
tinuum of functioning” in various psychological domains (such as personality or cognitive 
ability factors) that can be used to differentiate between psychopathology and normality 
and among different types of mental disorders. Widiger and Clark also argued that the 
DSM should place more emphasis on assessments made over a period of time, in contrast 
with those made at just one point in time.

The DSM-5 developers advocated for the use of dimensional assessment in addition to 
categorical assessment. Categorical assessment refers to a clinician noting if a symptom 
is present or not and then counting if a number of symptoms are present to indicate a par-
ticular mental disorder. Dimensional assessment 

would allow clinicians to systematically evaluate patients on the full range of symptoms they 
may be experiencing. For instance, information about depressed mood, anxiety level, sleep 
quality and substance use would be important for clinicians to know regardless of the pa-
tient’s diagnosis. Dimensional assessments would allow clinicians to rate both the presence 
and the severity of the symptoms, such as “very severe,” “severe,” “moderate” or “mild.” 
This rating could also be done to track a patient’s progress on treatment, allowing a way to 
note improvements even if the symptoms don’t disappear entirely. It would encourage men-
tal health professionals to document all of a patient’s symptoms and not just those that were 
tied to their primary diagnosis. (See www.dsm5.org) 

The DSM-5 contains both categorical and dimensional assessments.
Within each chapter of the DSM-5, mental disorders that begin in early childhood are 

presented fi rst, and disorders that do not appear until later adulthood are presented last in 
the chapter. The organizational structure of the DSM-5 is as follows, with chapters follow-
ing a lifespan perspective:

• Neurodevelopmental Disorders;
• Schizophrenia Spectrum and Other Psychotic Disorders;
• Bipolar and Related Disorders;
• Anxiety Disorders;
• Obsessive–Compulsive and Related Disorders;
• Trauma- and Stressor-Related Disorders;
• Dissociative Disorders;
• Somatic Symptom Disorders;
• Feeding and Eating Disorders;
• Elimination Disorders;
• Sleep–Wake Disorders;
• Sexual Dysfunctions;
• Gender Dysphoria;
• Disruptive, Impulse Control, and Conduct Disorders;
• Substance Use and Addictive Disorders;
• Neurocognitive Disorders;
• Personality Disorders;
• Paraphilias; and
• Other Disorders.

http://www.dsm5.org
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Clinical Diagnosis, Diagnostic Variance, and Culture

Even with revisions to the DSM, there are still problems in clinical decision making, specifi cally 
when there is limited information about a client or when a diagnostic category does not “fi t” a client 
well. Diagnostic error is a serious concern because it affects treatment planning, the ways in which 
clients think of themselves, and the ways others perceive clients’ level of pathology and functioning 
(Hays et al., 2009). With an increasingly diverse clientele, counselors must adapt clinical decision-
making procedures to avoid diagnostic error. Diagnostic variance, or varying clinical decisions, are 
common in counseling and other professions. For example, Hays and colleagues (2009) found for 
41 counselors and counselor trainees that, when presented the same case symptoms, participants 
arrived at 73 different diagnoses with varying levels of severity and specifi city. 

Research has consistently shown that racial/ethnic minorities and other individuals with 
minority statuses are disproportionately assigned more severe clinical diagnoses (see Hays et 
al., 2010). This fi nding may be attributable in part to mental health professionals often relying 
on racial/ethnic (Gushue, 2004) and gender (M. R. Ford & Widiger, 1989) stereotypes in clinical 
decision making. Hays et al. (2010) found in a mixed-methodological study examining culture 
and clinical diagnosis that participants did assign more severe clinical diagnoses to racial/
ethnic minorities and females. Even though participants reported that culture did not infl uence 
client symptomatology or fi nal diagnostic decisions, ultimately it did. Furthermore, culture 
was discussed when both the counselor and client were racial/ethnic minorities and the race/
ethnicity of the client was signifi cantly related to level of functioning. Clearly, counselors are to 
carefully arrive at clinical decisions and consider how culture infl uences the process.

Tip Sheet 

Using the DSM

✓ Use the DSM with clients who appear to have a psychiatric disorder. Use of the DSM 
classifi cation system improves the reliability and validity of the assessment process. Di-
agnoses of mental disorders made by means of specifi c criteria such as those listed in the 
DSM-IV-TR are as reliable as diagnoses of general medical disorders (Satcher, 2000).

✓ Become familiar with case study materials and interviewing techniques for deter-
mining DSM classifi cations. Appropriate use of the DSM requires systematic train-
ing and experience in its use.

✓ Consider using a guided interview such as the Primary Care Evaluation of Mental 
Disorders or a questionnaire such as the Patient Health Questionnaire—both devel-
oped for use with primary care patients—to assist in the screening and diagnostic 
process (S. R. Hahn, Sydney, Kroenke, Williams, & Spitzer, 2004). 

✓ Take into account both inclusion and exclusion criteria. A person who meets the 
inclusion criteria for a mental disorder actually may have a related disorder, a physi-
cal illness, or substance abuse, which may not be clear until exclusion criteria are 
considered. Recent versions of the DSM place greater emphasis on exclusion criteria 
than did earlier versions of this manual.

✓ Assess for the possibility of more than one disorder occurring at the same time. Dual 
and triple diagnoses of mental disorders for the same person are relatively common 
(Kessler, Chiu, et al., 2005).

✓ Keep in mind the distinction between symptom-oriented interviewing and insight-
oriented interviewing (Othmer & Othmer, 2001). The fi rst yields descriptions of the 
client’s behavior, which is necessary for DSM classifi cations. The second provides pos-
sible explanations for the client’s behavior. Both types of interviewing need to be pur-
sued in counseling.
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✓ Be careful to use the DSM categories to classify a client’s condition, not to label the 
client. For example, a client should be viewed as a person with schizophrenia, not as 
a schizophrenic. Labeling can lead to stereotyping and self-fulfi lling prophecies. 

✓ In making DSM diagnoses, consider a person’s strengths as well as weaknesses, 
especially as an aid in treatment planning.

✓ Use the DSM classifi cation system to enhance communication with medical and 
mental health referral sources. Most agencies require that clients or patients be as-
signed a DSM code for diagnostic and treatment purposes as well as for third-party 
payments.

✓ Consult treatment manuals for treatment suggestions for the different types of men-
tal disorders listed in the DSM.

✓ In planning treatments, take into account the client’s environment and developmen-
tal history as well as the DSM diagnosis. Psychopathology can often be reframed as 
a logical response to developmental history.

✓ Be careful not to equate cultural differences with psychological defi cits (Eriksen et 
al., 2009). The DSM is biased toward the North American culture in which it was 
developed. Counselors need to develop a broad awareness of social and cultural 
issues to be able to apply the DSM effectively with multicultural clients.

✓ Keep in mind the limitations of the DSM classifi cation system. Because of its categor-
ical nature, it does not adequately indicate the severity of a particular condition, nor 
does it suffi ciently differentiate among individuals classifi ed within the same broad 
categories. Furthermore, the categories themselves suffer from artifi cial boundaries 
and extensive overlapping. 

✓ On a related note, the dimensional assessments of the DSM may lack psychometric 
support or fi eld trials specifi c to your client. 

✓ Consider the DSM diagnosis as a hypothesis that is subject to review as circumstances 
change or as additional data are collected. Determining a DSM diagnosis should be 
looked on as a process, not a static event.

Chapter Summary

The initial phases of counseling require several types of assessment to evaluate overall 
functioning and plan interventions. The intake interview provides counselors comprehen-
sive data about the presenting problem and relevant historical information to put the pre-
senting problem in context. Furthermore, the MSE—often conducted in conjunction with 
an intake interview—indicates data related to the client’s appearance, attitude, and activ-
ity; mood and affect; speech and language; thought process, thought content, and percep-
tion; cognition; and insight and judgment. 

Screening inventories are brief instruments that are typically used in counseling to 
gather an overall view of a client’s symptoms and the severity of those symptoms. Several 
screening inventories, such as the ICP, SCL-90-R, Outcome Questionnaire 45.2, PDSQ, and 
PHQ, are available for counselors to use. 

Another important initial assessment area involves suicide risk assessment. The chap-
ter provides a discussion of the signifi cant factors associated with suicide risk as well as 
several suicide risk aids for quantifying these factors, such as the SAD PERSONS Scale, 
Suicide Assessment Checklist, and the decision-tree approach.

The chapter concluded with a brief discussion of the DSM and its current revisions. In 
addition, clinical diagnosis factors related to cultural bias were discussed. Counselors are 
to be familiar with how cultural bias and related stereotypes are associated with misdiag-
nosis and other forms of diagnostic error. 
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Review Questions

1. What are the common components of an intake interview?
2. Compare and describe the six major categories of the MSE.
3. What are the benefi ts of screening inventories? How can they supplement other 

initial assessment approaches?
4. What are the major suicide risk factors to consider with clients?
5. What are the benefi ts and challenges of clinical diagnosis using the DSM?
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chapter

8

Substance Abuse and Mental Health Assessment

This second chapter of Section III discusses assessments for specifi c substance abuse and 
mental health issues experienced in counseling that may present during the initial assess-
ment and beyond. Special-purpose assessments for screening and evaluating concerns 
such as substance abuse, depression, anxiety, anger, self-injury, eating disorders, and atten-
tion-defi cit/hyperactivity disorder (ADHD) are presented. Measures of specifi c behavioral 
or psychological disorders can be used to determine to what extent an individual may be 
suffering from a particular problem. 

Test Your Knowledge

Select the most appropriate choice for each item.

1. Alcohol abuse and alcohol dependence tend to be differentiated by which of the following?
  a. Increased tolerance
  b. More severe withdrawl symptoms and their management
  c. More severe impairment in social, academic, and occupational functioning
  d. All of the above

2. Which of the following is the most common mood disorder?
  a. Major depressive disorder b. Bipolar I c. Bipolar II d. Dysthymia

3. Which of the following mental disorders has the highest lifetime prevalence for U.S. 
individuals?

  a. Mood disorders b. Anxiety disorders c. Eating disorders
  d. Impulse-control disorders

□ T  □ F  4. Self-injury is typically a result of suicidal ideation.
□ T  □ F  5. Women are more likely to report symptoms characteristic of mental

    health disorders than men.
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Prevalence of Mental Disorders

On the basis of an interview survey of a large, representative sample of the U.S. popula-
tion, it has been reported that more than 25% of Americans experience a mental disorder 
within a 12-month period (Kessler, Chiu, et al., 2005). Anxiety disorders (about 18%) are 
most common, followed by mood (10%) and impulse control (9%) disorders. Estimates 
from the survey indicate that approximately one half of all Americans will meet the diag-
nostic criteria for a mental disorder sometime in their lifetime (Kessler, Berglund, Demler, 
Jin, & Walters, 2005). About one half of all lifetime mental illnesses begin by age 14.

Mental disorders are not only widespread but, for the most part, remain untreated. 
Although the rate of treatment for those with mental disorders has increased during 
the past decade, the majority (67%) of those with diagnosable mental disorders have 
not sought treatment from any sector of the mental health services (Kessler, Demler, et 
al., 2005). Among those who have received treatment, approximately one half meet the 
criteria for a mental illness. The typical delay between onset and treatment of a mental 
illness is nearly a decade.

These statistics indicate the need for counselors to be familiar with procedures for as-
sessing mental illness. Many clients will exhibit symptoms of mental illness, especially de-
pression and anxiety. Counselors must be able to recognize the symptoms of mental illness 
and to provide at least a preliminary assessment of the client’s mental state. They must be 
able to determine when services such as crisis intervention, psychiatric consultation, long-
term treatment, and outreach programs may be necessary. Several substance abuse and 
mental health assessments are discussed throughout the chapter, and selected assessments 
that are available in the public domain for substance abuse and mental health assessment 
are presented in Table 8.1.

Table 8.1
Selected Substance Abuse and Mental Health Assessments in the Public Domain

Substance abuse 

Depression

Anxiety

Anger

Eating disorders

ADHD

Mental Health Issue Assessment Tool
Addiction Severity Index
Adolescent Alcohol and Drug Involvement Scale (AADIS) 
Adolescent Drug Abuse Diagnosis (ADAD) 
Alcohol Use Disorders Identifi cation Test (including AUDIT-C, 

short form of AUDIT)
CAGE Questionnaire
Michigan Alcohol Screening Test (available in short form)
Rapid Alcohol Problems Screen (RAPS4)
Simple Screening Instrument for Alcohol and Other Drugs (SSI-AOD)
TWEAK

Center for Epidemiologic Studies Depression Scale (CES-D)
Center for Epidemiological Studies Depression Scale for Children 
Depression Anxiety Stress Scales (DASS)
Mental Health Screening Form III (MHSF-III)

Hamilton Anxiety Rating Scale (HAM-A)
Modifi ed Mini Screen (MMS)
PTSD Checklist (PCL)
Social Interaction Anxiety Scale (SIAS)

The Ottawa–Georgia Mood Scales

SCOFF Questionnaire 

Adult ADHD Self-Report Scale (ASRS-v1.1) 
Learning Needs Screening Tool
Structured Adult ADHD Self-Test (SAAST)
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Assessment of Alcohol Abuse

Most of the substance use disorders involve the use of alcohol; thus, many of the available 
substance abuse assessments focus primarily on alcohol abuse. Because denial is a central 
issue in the abuse of alcohol or other drugs, counselors may not learn of the problem if they 
do not systematically review this matter with clients. Almost one third (31%) of students 
in a survey of 119 four-year colleges met the DSM-IV-TR criteria for alcohol abuse; that 
is, they continued to use alcohol despite signifi cant problems they encountered (Knight 
et al., 2002). According to a national study of psychiatric disorders, approximately 15% of 
the U.S. population will meet the diagnostic criteria for substance abuse or dependence 
sometime in their lifetime (Kessler, Berglund, et al., 2005). 

Criteria for Alcohol Dependence or Abuse

Although this section focuses on assessment of alcohol disorders, similar diagnostic crite-
ria are used to determine dependence or abuse for all psychoactive substances. Psychoac-
tive drugs include all drugs that alter an individual’s mood or thought processes by their 
effect on the central nervous system. The DSM recognizes 10 classes of psychoactive drugs 
(alcohol, amphetamines, cannabis, nicotine, cocaine, PCP or phencyclidine, inhalants, hal-
lucinogens, opioids, and sedatives) that can lead to dependence. The drugs show some 
differences in respect to tolerance and withdrawal symptoms.

People with alcohol abuse fail to fulfi ll major role obligations at work or home, re-
peatedly use in dangerous situations (e.g., driving while intoxicated), and have recurrent 
legal or social and interpersonal problems. Thus, some examples of excessive drinking 
include the following: a high level of daily drinking, repeated drinking episodes involv-
ing intoxication, drinking that causes physical and mental harm, and drinking resulting in 
dependence and addiction (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001). Alcohol 
dependence typically involves alcohol abuse symptoms as well as increased tolerance and 
more severe withdrawal symptoms. 

The World Health Organization (WHO) defi nes alcohol dependence as the presence of “a 
strong desire to consume alcohol, impaired control over its use, persistent drinking despite 
harmful consequences, a higher priority given to drinking than to other activities and obli-
gations, increased alcohol tolerance, and a physical withdrawal reaction when alcohol use is 
discontinued” (Babor et al., 2001, p. 6). DSM criteria are congruent with those of the WHO and 
include substance tolerance; withdrawal symptoms (e.g., “the shakes,” transient hallucinations 
or illusions, anxiety, depressed mood, headache, insomnia, rapid heart rate, or sweating) that 
affect daily functioning; compulsive and increased substance use; unsuccessful efforts to re-
duce substance use; use of a great deal of time to obtain, use, or recover from a substance’s 
effects; reduction or cessation of important social and occupational activities; and continued 
substance use despite physical or psychological problems it is known to produce. 

Counselors will often see clients because of the problems produced by drinking, such as 
deterioration in work performance, confl icts with others, depression, or poor health. The 
counselor will need to be careful to assess for alcohol (or other substance) abuse that may 
have caused the problem. In general, counselors should assess clients’ ability to control 
their use of alcohol and the degree to which alcohol usage causes problems in their lives.

To ensure that primary care practitioners take the time to screen patients for alcohol-
ism, the National Institute on Alcohol Abuse and Alcoholism (2005) has recommended 
using just one basic question for all patients to determine whether further assessment is 
necessary. Men who drink are asked, “How many times in the past year have you had 5 
or more drinks in a day?” For women, the number of drinks is reduced to four. A standard 
drink is defi ned as a bottle of beer (330 ml at 5% alcohol), glass of wine (140 ml at 12%), or 
a shot of 80-proof spirits (40 ml at 40%). People who answer one time or more are then asked 
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about heavy weekly drinking (more than 14 drinks for men or 7 drinks for women within 
a 1-week time period). Those who have drunk heavily within 1 week during the past year 
are then assessed more thoroughly in terms of DSM criteria. The assessment tools in the 
next section can be useful for further evaluation of symptoms.

Assessment of Alcohol Abuse

A variety of assessment procedures may be used to evaluate alcohol use. In most cases, the 
interview will probably be used to determine the nature and the gravity of drinking prob-
lems. Self-monitoring methods and physiological indices such as blood alcohol concentra-
tion levels can be used to supplement the interview. Standardized measures may also be 
used as part of the assessment process. The following screening measures are discussed 
in this section: CAGE/CAGE-AID Questionnaire, Rapid Alcohol Problems Screen, Michi-
gan Alcoholism Screening Test, Substance Abuse Subtle Screening Inventory–3rd edition, 
and the Alcohol Use Disorders Identifi cation Test. Comprehensive substance abuse assess-
ments are then described, including the Addiction Severity Index, Comprehensive Drink-
ing Profi le, Time-Line Follow-Back, and Alcohol Use Inventory. Finally, self-monitoring 
strategies that may be used in substance abuse assessment are presented.

CAGE Questionnaire
The CAGE questionnaire (named for the key words in each of four questions) can be read-
ily used to screen clients for problems related to alcohol use (Ewing, 1984; Kitchens, 1994). 
The interviewer asks clients if they have ever (a) felt the need to cut down their drinking, 
(b) become annoyed when others ask them about their drinking, (c) felt guilty about their 
drinking, or (d) needed to take an eye opener to start the day. If clients acknowledge any of 
these feelings or behaviors, they are likely to have experienced problems with alcohol, and 
additional inquiry should be undertaken. The CAGE-AID is the questionnaire adapted to 
include drugs, and items are revised by adding “or use (using) drugs” to each item.

Heck (1991) found that the effectiveness of the CAGE questionnaire in identifying prob-
lem drinkers could be signifi cantly improved by asking clients about their social drinking 
habits, driving habits, and the age at which they began to drink. Problem drinkers rarely or 
never choose nonalcoholic beverages at social events, frequently drive while under the infl u-
ence of alcohol, and started drinking on a regular basis while they were still in high school.

Researchers in Copenhagen modifi ed the CAGE by changing the wording in each ques-
tion from “ever” to “anytime with the past year” (Zierau et al., 2005). They also added two 
questions that ask about number of days a week that a person drinks and if drinking oc-
curs outside of mealtime on weekdays. This modifi ed version, known as the CAGE-C (for 
Copenhagen), was particularly effective when used for screening purposes in a population 
with a large number of at-risk drinkers.

Rapid Alcohol Problems Screen
In several studies, Cherpitel (2000, 2002) found that a shortened version of the Rapid Alcohol 
Problems Screen (RAPS) was more effective than the CAGE and other standard screening 
instruments in detecting alcohol dependence across gender and ethnic groups. The RAPS4 
contains four items, each of which has shown high sensitivity and specifi city in identifying 
individuals with alcohol dependence. These four items relate to guilt about drinking (Re-
morse), blackouts (Amnesia), failing to do what was normally expected (Perform), and need 
for an eye opener or morning drink (Starter). Individuals who respond positively to any one 
of these items should be referred for a more thorough assessment of alcohol problems.

Michigan Alcoholism Screening Test
The Michigan Alcoholism Screening Test (MAST), which has received wide usage over 
the years, is a brief 25-item instrument that can be answered by the client in fewer than 15 
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Figure 8.1
Items and Scoring Weights (Shown in Parentheses) for the Michigan Alcoholism Screening Test

Note. Adapted from “The Michigan Alcoholism Screening Test: The Quest for a New Diagnostic 
Instrument” by M. L. Selzer, 1971, American Journal of Psychiatry, 127, p. 1655. This instrument is in 
the public domain.

MICHIGAN ALCOHOLISM SCREENING TEST (MAST)

Instructions: Please answer each question “Yes” or “No” as it pertains to you.

(2) *1. Do you feel you are a normal drinker?
(2) 2. Have you ever awakened in the morning after some drinking the night before and found 

that you could not remember a part of the evening before? 
(1) 3. Does your spouse (or do your parents) ever worry or complain about your drinking?
(2) *4. Can you stop drinking without a struggle after one or two drinks?
(1) 5. Do you ever feel bad about your drinking? 
(2) *6. Do friends or relatives think you are a normal drinker?
(0) 7. Do you ever try to limit your drinking to certain times of the day or certain places?
(2) *8. Are you always able to stop drinking when you  want to? 
(5) 9. Have you ever attended a meeting of Alcoholics Anonymous (AA)? 
(1) 10. Have you gotten into fi ghts when drinking?
(2) 11. Has drinking ever created problems with you or your spouse? 
(2) 12. Has your spouse (or other family member) ever gone to anyone for help about your 

drinking?
(2) 13. Have you ever lost friends or girlfriends/boyfriends because of drinking?
(2) 14. Have you ever gotten into trouble at work because of drinking? 
(2) 15. Have you ever lost a job because of drinking?
(2) 16. Have you ever neglected your obligations, your family, or your work for two or more 

days in a row because you were drinking?
(1) 17. Do you ever drink before noon? 
(2) 18. Have you ever been told you have liver trouble? Cirrhosis?
(5) 19. Have you ever had delirium tremens (DTs), severe shaking, heard voices, or seen things 

that weren’t there after heavy drinking?
(5) 20. Have you ever gone to anyone for help about your drinking? 
(2) 21. Have you ever been in a hospital because of drinking?
(2) 22. Have you ever been a patient in a psychiatric hospital or on a psychiatric ward of a 

general hospital where drinking was part of the problem?
(2) 23. Have you ever been seen in a psychiatric or mental health clinic, or gone to a doctor, 

social worker, or clergyperson for help with an emotional problem in which drinking had 
played a part? 

(2) 24. Have you ever been arrested, even for a few hours, because of drunk behavior?
(2) 25. Have you been arrested for drunk driving after drinking?

*Negative responses to these items indicate alcoholism; for all other items, positive responses 
indicate alcoholism.

minutes (Evans, 1998; Selzer, 1971). The items describe (a) symptoms of excessive drink-
ing, (b) various problems (e.g., social, family, work, legal, and health) that an individual 
may have encountered as a result of drinking, (c) concerns expressed by others about an 
individual’s drinking, and (d) efforts that an individual may have made to control drink-
ing or to obtain treatment for excessive drinking. The instrument and the scoring weights 
for each item are shown in Figure 8.1. Scores of 5 or more indicate alcoholism, scores of 4 
suggest the possibility of alcoholism, and scores of 3 or less indicate the absence of alcohol-
ism. Some authorities have suggested using a higher cutoff score (as high as 13) to reduce 
the number of false positives (Ross, Gavin, & Skinner, 1990). 

Research indicates that the MAST can effectively identify individuals with alcohol-
related diagnoses (Teitelbaum & Mullen, 2000). However, MAST results should be confi rmed 
by means of other assessment procedures. The MAST is limited in that its entire item content is 
obvious and it does not address substance abuse problems other than alcohol. For clients who 
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may be defensive or who may have problems with drugs other than alcohol, other measures 
should be considered, such as the Substance Abuse Subtle Screening Inventory (see below).

The MAST, or abbreviated versions of it (Evans, 1998), can be used routinely with all clients 
in a counseling service to detect possible alcohol problems that otherwise might be missed. 
It has been adapted for use with both younger and older people (Luttrell et al., 1997; Snow, 
Thurber, & Hodgson, 2002). Case Example 8.1 presents the use of the MAST with one client.

Case Example 8.1

Sally

Sally, a client at a community counseling service, received a score of 16 on the MAST. She 
answered Items 1, 2, 5, 6, 8, 10, 11, 12, and 23 in the scored direction. Friends had brought 
Sally to the counseling agency because of problems related to her drinking. Her score of 16 
far surpassed the cutoff score of 5 used on the MAST to signal alcoholism.

The MAST contributed to counseling by emphasizing the importance of Sally’s drink-
ing problem. Information obtained from the MAST was confi rmed by other information 
related to Sally’s drinking habits. Her weekly consumption of alcohol (13 drinks) exceeded 
that of 97% of American women (see W. R. Miller & Muñoz, 2005). Counseling with Sally 
revealed that she came from a troubled family and she frequently fought with her mother 
while she lived at home. Sally reported low self-esteem and a perfectionistic nature. She 
described herself as demanding and dependent in her relationships. The counselor worked 
with her on family issues and relationship matters. Sally became more self-suffi cient during 
the course of counseling and more confi dent in her relationships with others. She began to 
deal with some of the personal issues represented by her drinking problem. By addressing 
unresolved problems and using self-monitoring techniques, Sally was able to reduce the 
amount of her drinking during the course of counseling.

• • •

Substance Abuse Subtle Screening Inventory–3rd Edition 
The Substance Abuse Subtle Screening Inventory–3rd edition (SASSI-3) was designed as a 
screening instrument for detecting adults who may be suffering from substance abuse, espe-
cially those who may be defensive or who may deny problems (G. A. Miller, 1999). It is a brief 
paper-and-pencil instrument that can be completed in 15 minutes and hand-scored within a 
few minutes. It can also be administered by computer or audio recording. According to a sur-
vey of 350 addiction counselors, the SASSI is used more often and considered to be more im-
portant than any other substance abuse screening instrument (Juhnke, Vacc, & Curtis, 2003).

The SASSI-3 provides scores on 10 scales, including face valid and subtle scales. The 
face valid scales ask about the frequency of alcohol and other drug usage and problems. 
The subtle scales contain a number of true–false items about matters that may be indirectly 
associated with substance abuse. Research studies indicate that this instrument effectively 
identifi es individuals with substance abuse problems (Lazowski, Miller, Boye, & Miller, 
1998). One validation study concluded that “the SASSI-3 appears to the strongest screen-
ing instrument of its kind” (Emanuelson, Perosa, & Perosa, 2005, p. 2). Additional research 
is needed to verify these fi ndings (Fernandez, 2003; Pittenger, 2003).

Another form of this instrument, known as the SASSI-A2 (Adolescent version, 2nd ed.), 
can be used with younger people (ages 12–18; F. G. Miller & Lazowski, 2001). The SASSI in-
struments can serve as “quick and ready triage” (Pittenger, 2003, p. 918) tools for assessing 
substance abuse; however, their fi ndings need to be supplemented with additional, more 
in-depth evaluations (Bauman, 2002).

Alcohol Use Disorders Identifi cation Test
The Alcohol Use Disorders Identifi cation Test (AUDIT) is a 10-item screening tool used 
to detect alcohol dependence and its consequences. The AUDIT was developed by the 
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WHO over the course of two decades in six countries. The AUDIT identifi es three lev-
els of drinking: hazardous or risky drinking (individual at risk for alcohol-related conse-
quences), harmful drinking (presence of physical or mental consequences), and alcohol 
dependence. AUDIT items refer to recent alcohol use, alcohol dependence symptoms, and 
alcohol-related problems; items are strong in distinguishing between low-risk and high-
risk drinkers. Items 1–3 detect hazardous drinking, Items 4–6 identify alcohol dependence 
symptoms, and Items 7–10 screen for harmful drinking (Babor et al., 2001).

The AUDIT can be completed as a self-report format or clinician interview. Items are 
ranked on a 5-point scale (see Figure 8.2). Authors of the second edition AUDIT manual 
(Babor et al., 2001) provided interventions based on scoring, with a cutoff score of 8 or 

Figure 8.2
Alcohol Use Disorders Identification Test (Questionnaire Version)

Note. From The Alcohol Use Disorders Identifi cation Test: Guidelines for Use in Primary Care (2nd ed.), 
by T. F. Babor et al., 2001, World Health Organization website http://whqlibdoc.who.int/hq/2001/
who_msd_msb_01.6a.pdf. 

Instructions: Place an “X” in one box that best describes your answer to each question.

Question 0 1 2 3 4

 1. How often do you have a drink   Monthly 2–4 times 2–3 times 4 or more
containing alcohol? Never or less a week a week times a week

 2. How many drinks containing alcohol 
do you have on a typical day when 
you are drinking? 1 or 2 3 or 4 5 or 6 7 to 9 10 or more 

 3. How often do you have six or more   Less than     Daily or 
drinks on one occasion? Never monthly Monthly Weekly almost daily

 4. How often during the last year have        
you found that you were not able to  Less than   Daily or
stop drinking once you had started? Never monthly Monthly Weekly almost daily

 5. How often during the last year have        
you failed to do what was normally  Less than   Daily or
expected of you because of drinking? Never monthly Monthly Weekly almost daily

 6. How often during the last year have you 
needed a fi rst drink in the morning to
get yourself going after a heavy   Less than   Daily or
drinking session? Never monthly Monthly Weekly almost daily

 7. How often during the last year have you        
had a feeling of guilt or remorse  Less than   Daily or
after drinking?  Never monthly Monthly Weekly almost daily

 8. How often during the last year have        
you been unable to remember what
happened the night before because of   Less than   Daily or
your drinking? Never monthly Monthly Weekly almost daily

 9. Have you or someone else   Yes, but   
been injured because of    not in the  Yes, during
your drinking?  No  last year  the last year 

 10. Has a relative, friend, doctor, or   
other health care worker been   Yes, but
concerned about your drinking or    not in the   Yes, during
suggested you cut down?  No  last year  the last year 

http://whqlibdoc.who.int/hq/2001/who_msd_msb_01.6a.pdf
http://whqlibdoc.who.int/hq/2001/who_msd_msb_01.6a.pdf


148 • Initial Psychological Assessment

higher: Scores of 0 to 7 warrant alcohol education, 8–15 advice on alcohol use, 16–19 advice 
and brief counseling and ongoing monitoring, and 20–40 referral to a specialist for evalu-
ation and treatment. The AUDIT demonstrates sensitivity estimates in the mid .90s and 
specifi cities in the mid .80s. It is equally useful for males and females (Babor et al., 2001). 
In addition, it has low sensitivity but high specifi city for patients over age 65 (Powell & 
McInness, 1994). The instrument correlates strongly with the MAST (r = .88; Bohn, Babor, 
& Kranzler, 1995) and CAGE (r = .78; R. Hays, Merz, & Nicholas, 1995). 

Addiction Severity Index 
The Addiction Severity Index (ASI) assesses the impact of the client’s use of alcohol 
or other drugs on the client’s medical status, employment or school status, legal status, 
family and social relationships, and psychiatric status (McLellan et al., 1992). According 
to Budman (2000), this instrument has become the standard measure of substance abuse 
in many agencies, with more than 1 million administrations a year in the United States. 
Research indicates that it yields internally consistent and valid information regarding a 
client’s functioning even when administered in less-than-ideal circumstances, such as 
inner-city alcohol and drug abuse clinics (Leonhard, Mulvey, Gastfriend, & Schwartz, 
2000). The ASI may also be administered in a multimedia version (called the ASI-MV) 
by virtual interviewers. The ASI-MV provides computer-generated ratings of addiction 
severity that match (or surpass) those of trained interviewers in terms of reliability and 
validity (Budman, 2000).

Comprehensive Drinking Profi le
The Comprehensive Drinking Profi le (CDP) is a structured intake interview procedure 
requiring 1 to 2 hours for completion (Marlatt & Miller, 1984). It provides detailed infor-
mation regarding the history and current status of an individual’s drinking problems and 
related matters. It assesses both consumption and problematic behaviors. Also available 
are a short form of the CDP, the Brief Drinker Profi le; the Follow-Up Drinker Profi le, a 
measure of client progress; and the Collateral Interview Form, an instrument for obtaining 
information from other people who are close to the client.

Time-Line Follow-Back
The Time-Line Follow-Back (TLFB) enables the client and the counselor to reconstruct the 
client’s drinking or other drug-using behavior for the past year (M. B. Sobell et al., 1980). 
It analyzes the patterns (e.g., daily, weekly, sporadically) and the intensity (light, heavy) of 
such behavior. Connections between drinking or other drug-use episodes and signifi cant 
events (“anchor points”) in the person’s life are studied. Research indicates that the TLFB 
is reliable and valid when used with adult substance abusers from different countries and 
cultures (Fals-Stewart, O’Farrell, Feitas, McFarlin, & Rutigliano, 2000; L. C. Sobell et al., 
2001). TLFB reports obtained from clients agree reasonably well with those that are ob-
tained from clients’ partners or from urine assays. This procedure yields information that 
is enlightening to clients as well as to counselors.

Alcohol Use Inventory 
The Alcohol Use Inventory (AUI) is a comprehensive self-report inventory that assesses 
patterns of behavior, attitudes, and symptoms pertaining to the use of alcohol for individu-
als 16 years and older (Horn, Wanberg, & Foster, 1986). Most people complete the AUI, 
which requires a sixth-grade reading level, within 35 to 60 minutes. It contains 24 scales 
based on 228 items organized at three levels: 17 primary scales, 6 second-order scales, and 
1 general alcohol use scale. The scales evaluate alcohol usage in terms of benefi ts, styles, 
consequences, and concerns. It is most appropriate for individuals who enter a treatment 
program as a result of alcohol dependence or abuse. It can be used to establish a treatment 
plan for a person with alcohol-related issues.
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Activity 8.1 Selecting Substance Abuse Assessments
Select one of the substance abuse assessments discussed in this 
section. Use assessment sources discussed earlier in the text to collect 
psychometric information on the assessment. Refl ect on the fol-
lowing questions:

• What is the psychometric evidence (e.g., reliability, validity, 
standardization sample, scoring information) for the assessment? 
How strong is this evidence?

• How would you use this instrument in your practice?

Present the information to the larger group.
• • •

Self-Monitoring Methods
Self-monitoring can enhance assessments made by means of interview procedures in a 
number of ways. Because self-monitoring is based on planned observations, data obtained 
in this manner should be more accurate and more complete than data based on recall. Self-
monitoring has the added advantage of helping clients to see more clearly the relationship 
between certain events and their drinking behavior. Finally, self-monitoring provides a 
means of plotting the client’s progress in controlling drinking behavior.

Self-monitoring charts typically include the amount of alcohol consumed in a given period 
of time, the situation in which the alcohol was consumed, and the presence of other people 
(Vuchinich, Tucker, & Harllee, 1988). The thoughts or feelings of the person at the time may 
also be recorded. Temptations to drink, as well as actual drinking behavior, may be tracked.

Self-monitoring assumes that individuals will comply with the instructions to keep a 
regular record of their drinking. Such recording can be facilitated by use of a log book, 
handheld computer, or telephone answering service. For example, the use of an interactive 
voice response system allows clients to record by telephone a log of their drinking. This 
type of system has proved to increase accuracy of reporting and lead to reduction in drink-
ing by itself without additional interventions (Helzer, Badger, Rose, Mongeon, & Searles, 
2002; Searles, Helzer, Rose, & Badger, 2002).

Motivational Interviewing

Motivational Interviewing (MI), as described by W. R. Miller and Rollnick (2002), can be 
looked on as a type of guided self-assessment. The counselor, in an empathic, nonjudg-
mental manner, explores with clients a particular behavior in which change is desired (e.g., 
excessive drinking or unsafe sex). MI was developed specifi cally to assist clients who were 
less ready to change. The counselor aids the client in identifying and clarifying ambivalent 
feelings regarding the problematic behavior, and ambivalence is viewed as a natural part 
of the change process (W. R. Miller & Moyers, 2005).

There are four guiding principles to MI. First, counselors express empathy. Empathy is 
communicated through refl ective listening, a technique whereas counselors make a rea-
sonable guess of what the client states to help minimize resistance. Counselors may also 
want to frequently summarize what the client is saying. Second, counselors develop discrep-
ancy for the client. Specifi cally, counselors help the client recognize discrepancy between 
behavior and stated values and goals. Third, counselors roll with resistance. This principle 
requires that counselors be patient with the client maintaining a status quo of ambivalence. 
Counselors avoid pressuring the client and continually look for intrinsic motivation for the 
client to change. Finally, counselors support self-effi cacy. This principle involves conveying 
to clients they are capable of making change (W. R. Miller & Moyers, 2005). 
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In one MI study, the interviewer asked college students (all of whom had engaged in 
excessive drinking) to prepare a written list of pros and cons for drinking alcohol (LaBrie, 
Pedersen, Earleywine, & Olsen, 2006). The interviewer, while maintaining a neutral posi-
tion, helped students to make sure that they had evaluated all aspects of their drinking 
behavior, often by the use of refl ections, open-ended questions, and prompts as part of the 
assessment process. Follow-up research indicated that the students signifi cantly reduced 
their drinking. The success of this approach was attributed to the careful assessment of 
pros and cons (called the decisional balance method) within the context of a supportive, 
nonconfrontational interview. In essence, the assessment also became the treatment.

Tip Sheet 

Substance Abuse Assessment Procedures in Counseling

✓ Be sure to ask about the use of alcohol or other drugs as part of the intake procedure. 
It is important to diagnose and treat a substance use disorder early in counseling 
when the client is under duress and less guarded.

✓ In addition to individual assessment, assess the environment in which drinking 
takes place.

✓ Be alert to possible substance abuse problems of individuals with other DSM diag-
noses. Dual diagnoses involving substance abuse with other mental disorders are 
relatively common.

✓ Be aware of crucial signs (“red fl ags”) that indicate possible substance abuse. In the 
case of adolescents, these red fl ags include such matters as physical or sexual abuse, 
parental substance abuse, peer involvement in substance abuse or serious delin-
quency, sudden downturns in school performance or attendance, marked change in 
physical health, HIV high-risk activities, and severe depression (Winters, 1999).

✓ Inquire about problems related to drinking. Abusive drinking may be most evident 
in the problems it produces. Checklists can be helpful for this purpose. For example, 
“An Inventory of Alcohol-Related Problems” lists 45 drinking-associated problems 
that can be used by clients to review the outcomes of their drinking behavior (W. R. 
Miller & Muñoz, 2005, pp. 193–194).

✓ Ask if other people have been concerned about the client’s drinking behavior. Use 
screening measures such as the CAGE or RAPS4.

✓ Keep the DSM criteria in mind in assessing for alcohol dependence or abuse. De-
termine frequency, duration, and severity of pertinent symptoms. Remember that 
these same criteria can be used in assessing other types of psychoactive substance 
dependence or abuse.

✓ If alcohol or other drug problems are detected, use a more thorough assessment pro-
cedure to gain a better understanding of the problem or refer the client to specialists 
for this purpose. 

✓ Engage the client in self-assessment. Self-monitoring of drinking behavior can be 
helpful both in defi ning the problem and in gauging the success of treatment efforts. 
Motivational interviewing can help clients assess and resolve ambivalent attitudes 
toward drinking.

✓ Help clients to become aware of those situations that may trigger drinking for them, 
such as being with a friend who drinks heavily or drinking late at night.

✓ Teach the use of blood alcohol concentration (BAC) tables to clients with drinking 
problems so that they can assess the infl uence of alcohol consumption on their judg-
ment and reaction time (W. R. Miller & Muñoz, 2005). Help them to use these tables 
to set alcohol consumption limits.
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✓ When clients do not accept the fact that they have a problem controlling their drink-
ing (an essential feature of dependency), ask them to try to limit their drinking to 
a certain amount (e.g., no more than three drinks) on any one occasion for a period 
of 3 months. This technique has sometimes been referred to as the “acid test” of an 
individual’s ability to control drinking behavior.

✓ If denial appears to be a problem, obtain permission from the client to speak with 
family members or friends as a means of gaining information about his or her drink-
ing behaviors. Interview these people with the client present in the room.

✓ Use information from all available sources, including work, school, and community 
records or personnel. Assessment will be more accurate if it is based on multiple 
sources of information. 

✓ Seek supervision to avoid frustration and to improve skills for gathering informa-
tion from clients who may be in a state of denial.

✓ Refer clients with persistent drinking problems to specialists for assessment and treat-
ment. Assessment should include a physical exam by qualifi ed medical personnel. Inpa-
tient or intensive outpatient treatment in a multidisciplinary setting may be necessary.

Assessment of Depression

Major depressive disorder is the most common mood disorder in the United States. In the 
National Comorbidity Survey Replication conducted by Kessler, Berglund, et al. (2005), the 
lifetime prevalence of major depressive disorder was estimated to be 17% in the general 
population, with a 20.8% prevalence for any mood disorder. On the basis of the survey re-
sults, it was estimated that 7% of the population would meet the diagnostic criteria for ma-
jor depressive disorder in any one year (Kessler, Chiu, et al., 2005). Women are 70% more 
likely than men to experience depression during their lifetime, and non-Latino Blacks are 
40% less likely to experience depression over their lifetime than non-Latino Whites (al-
though as discussed in Chapter 4 they may be diagnosed with more severe diagnoses; Kes-
sler, Berglund, et al., 2005). The prevalence of depression among U.S. adolescents ages 12 
to 17 ranged from 7.9% to 9.0% between 2004 and 2008 (Merikangas, Burstein, et al., 2010). 

A large number of self-rating scales have been devised to assess depression. Several of 
the most popular instruments of this sort are discussed below.

Beck Depression Inventory–II 

The Beck Depression Inventory–II (BDI-II) replaced the BDI, which was fi rst published in 
1961 (Beck, Steer, & Brown, 2003). The current version refl ects DSM-5 criteria for depression 
more closely than did earlier versions. The BDI-II can be used with clients as young as 13 
years of age. The BDI-II includes 21 items that describe symptoms of depression of an af-
fective, cognitive, behavioral, or physiological nature (Beck et al., 2003). Each item uses a 
4-point scale of severity ranging from 0 to 3. Clients mark the level of severity for each symp-
tom that best describes how they have been feeling over “the past 2 weeks, including today.”

Most clients complete the BDI-II within 5 to 10 minutes. Scoring, which involves tally-
ing answers for 21 items, takes just a minute. For this reason, it can easily be administered, 
scored, and interpreted as part of a regularly scheduled counseling interview. Scores on 
the BDI-II are internally consistent for college students and psychiatric outpatients but are 
subject to change over time (Beck et al., 2003). The BDI-II was designed to be highly sensi-
tive to changes in mood over short time periods. If people experience signifi cant changes 
in their lives or if they are responding positively to a counseling program, their BDI-II 
scores should refl ect these events. Validity studies indicate that the BDI-II total score effec-
tively differentiates between depressed and nondepressed individuals (Beck et al., 2003). 
Scores on the BDI-II correlate highly with clinical ratings of depression.
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The BDI-II manual (Beck et al., 2003) recommends that scores be interpreted as follows: 0–13 
= minimal depression, 14–19 = mild depression, 20–28 = moderate depression, and 29–63 = se-
vere depression. These cutoff scores should be considered as general guidelines. The counselor 
will need to obtain more information to judge the severity of a client’s depression. The duration 
of the symptoms and the possible cause of the symptoms (e.g., loss of a loved one) need to be 
considered. If the symptoms are of short duration (less than 2 weeks) or if they can be attrib-
uted to a grief reaction, they are less likely to indicate psychopathology.

As a general rule, if the score exceeds 28, especially for two administrations of the BDI-II 
separated by 2 weeks, the counselor should consider referring the client for psychiatric evalua-
tion and possible medication. The item content of the BDI-II can be easily reviewed with clients 
to obtain more information about a symptom. It usually helps to ask clients which items they 
are most concerned about. Counselors should pay particular attention to symptoms of hope-
lessness (Item 2) and suicidal thinking (Item 9). The counselor should be sure to evaluate the 
risk of suicide for such clients.

BDI-II scores for younger individuals often drop upon retesting, even without treatment. De-
pression for these individuals may be caused by situational factors, such as impending exams or 
relationship confl icts, which can change rather quickly. Such factors must be taken into account. For 
this reason, it is a good idea to readminister the BDI-II periodically during the course of counsel-
ing to help monitor changes that may occur. Information obtained from readministrations of the 
BDI-II can often be helpful in trying to decide if the client should be referred for additional as-
sessment or treatment or if the client has made suffi cient progress so that regular sessions are no 
longer needed. In summary, the BDI-II can be viewed as the test of choice for initially identifying 
individuals who may be experiencing depression (Stehouwer & Stehouwer, 2005). Additional as-
sessment, especially a clinical interview, must be undertaken to ascertain a diagnosis of depression.

Children’s Depression Inventory 

The Children’s Depression Inventory (CDI) is a self-report measure of depression for children 
and adolescents ages 8 to 17 years (Kovacs, 1992). This instrument, which is a downward exten-
sion of the BDI, consists of 27 self-report items written at a third-grade reading level. For each 
item, the child or adolescent chooses the one statement from among three listed that most closely 
describes his or her thoughts, feelings, or behaviors for the past 2 weeks. The CDI yields a total 
score together with scores on fi ve factors: Negative Mood, Interpersonal Problems, Ineffective-
ness, Anhedonia (inability to fi nd enjoyment in any activities), and Negative Self-Esteem. The 
manual (Kovacs, 1992) provides separate-sex norms for children (ages 7 through 12) and ado-
lescents (ages 13 through 17). Kovacs has also created a 10-item version of the CDI for group 
administration when time is limited. Parent (CDI-P) and teacher (CDI-T) versions have also been 
developed, each with two scales—Emotional Problems and Functional Problems (Kovacs, 2003).

The CDI is one of the most thoroughly researched of all instruments designed to measure 
depression in children. Although it was developed primarily for research purposes, it has 
been used increasingly for clinical purposes because of the lack of effective instruments in 
the fi eld. Kovacs recommended that a T score of 65 be used to indicate possible depression in 
screening situations. If a client obtains a T score of 65 or greater on two administrations, he 
or she should then be evaluated by means of a diagnostic interview.

Although some studies support the validity of the CDI in differentiating between 
adolescent inpatients diagnosed with major depression and those diagnosed with other 
psychiatric disorders, studies reported in the manual indicate mixed results (Craighead, 
Curry, & Ilardi, 1995; Kovacs, 1992). At this point, the CDI can best be used as an adjunct to 
other diagnostic tools, including the clinical interview.

Geriatric Depression Scale 

The Geriatric Depression Scale (GDS) is a short, self-administered inventory that effec-
tively differentiates between depressed and nondepressed older clients (Yesavage et al., 
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1983). It consists of 30 yes–no items that focus on affective and cognitive symptoms of 
depression. Items that assess somatic symptoms have been largely excluded because these 
items do not detect depression as well in older people as they do in younger populations. 
Holroyd and Clayton (2000) concluded that the GDS is “the best validated instrument” (p. 
6) for measuring depression in geriatric clients who are not cognitively impaired.

Hamilton Depression Inventory 

The Hamilton Depression Inventory (HDI) is a paper-and-pencil version of the Hamilton 
Depression Rating Scale, a well-established measure of depression for adults based on a 
clinical interview (W. M. Reynolds & Kobak, 1995). In contrast to the BDI-II, the HDI mea-
sures the frequency as well as the intensity of symptoms. Some of its 23 questions contain 
subquestions so that 38 items total are included. In addition to the total score, the HDI 
also provides a relatively pure measure of melancholia (HDI-Mel Scale)—that is, endog-
enous (originating within the organism) depression—which can be helpful in identifying 
individuals who may benefi t from antidepressant medications (Kobak & Reynolds, 2004). 
Scores on the HDI have proved to be highly effective in differentiating individuals diag-
nosed with clinical depression from nondepressed individuals.

Assessment of Anxiety and Fear

About one quarter of the U.S. population can be expected to experience an anxiety disorder 
sometime during their lifetime (Kessler, Berglund, et al., 2005; Merikangas et al., 2010). Anxiety 
disorders, which tend to be chronic, include social phobia, panic disorder, agoraphobia, simple 
phobia, generalized anxiety disorder, and related ailments. Approximately 18% of the popula-
tion is likely to have experienced an anxiety disorder during any given year (Kessler, Chiu, et 
al., 2005). Women are 60% more likely than men to experience an anxiety disorder over their 
lifetime, and non-Latino Blacks are 20% less likely and Latinos 30% less likely than non-Latino 
Whites to experience an anxiety disorder (Kessler, Berglund, et al., 2005). 

Popular measures of the symptoms of anxiety and fear are discussed below. Anxiety can 
be defi ned as “a pervasive feeling of dread, apprehension, and impending disaster” (Gold-
enson, 1984, p. 53). The cause of the anxiety is usually unknown or unclear. In contrast, fear 
is an intense emotional response to a known danger, such as snakes or crowded places.

State–Trait Anxiety Inventory 

The State–Trait Anxiety Inventory (STAI), the most popular and well researched of all 
anxiety measures, was fi rst published by Charles Spielberger and his associates in 1970; 
the current version (Form Y) was published in 1983 (Spielberger, Gorsuch, Lushene, Vagg, 
& Jacobs, 1983). The STAI consists of two scales: a State–Anxiety scale (S-Anxiety) that 
measures transitory anxiety and a Trait–Anxiety scale (T-Anxiety) that measures persistent 
anxiety. Both scales contain 20 items marked on a 4-point scale.

Instructions for the S-Anxiety scale ask clients to indicate how they feel “at this moment”; 
they indicate to what degree (not at all, somewhat, moderately so, or very much so) they may be 
experiencing different feelings, such as tension or calmness. Instructions for the T-Anxiety scale 
ask clients to rate how they “generally feel”; they indicate how often (almost never, sometimes, of-
ten, or almost always) they experience different feelings, such as restlessness or self-satisfaction. 
Responses to the S-Anxiety scale show the intensity of an individual’s anxious response at the 
time of measurement; responses to the T-Anxiety scale show the frequency of such responses.

The STAI is untimed but can usually be completed within 10 minutes. The instrument can 
be easily hand scored; however, the scorer must take into account that approximately one 
half of the items measure the absence of anxiety, whereas the other half measure the presence 
of anxiety. For those items that measure the absence of anxiety, the scoring must be reversed.
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Reliability studies indicate that scores on the S-Anxiety scale are internally consistent but 
can change substantially over time depending on the individual’s circumstances. For example, 
scores on this scale can be expected to rise markedly when a person is confronted with a threat-
ening situation, such as an exam or surgery. Individuals who score high on the S-Anxiety scale 
are usually experiencing a number of symptoms associated with activation of the autonomic 
nervous system, such as rapid heart rate, perspiration, shortness of breath, shakiness, and hot 
or cold fl ashes. Scores on the T-Anxiety scale are both internally consistent and relatively stable 
over time for most populations. Individuals who score high on the T-Anxiety scale will usu-
ally show a larger increase in their S-Anxiety scores in a threatening circumstance, especially 
in situations that involve social evaluations, than will individuals who score low on this scale. 
In addition to measuring anxiety proneness, the T-Anxiety scale also taps other psychological 
problems, especially depression (Bieling, Antony, & Swinson, 1998).

A children’s version of the STAI, the State–Trait Anxiety Inventory for Children (STAIC), 
has also been established for counselor use. The STAIC provides extensive norms for fourth, 
fi fth, and sixth graders. Because the reading level for the STAIC is relatively high, the STAIC 
should be used only with elementary school students who possess above-average reading 
ability. Research indicates that the STAIC effectively differentiates between children with 
and without an anxiety disorder (Seligman, Ollendick, Langley, & Baldacci, 2004).

Beck Anxiety Inventory 

The Beck Anxiety Inventory (BAI) was designed to measure symptoms of anxiety that are 
relatively independent of depression (Beck & Steer, 1993). The BAI parallels the BDI-II in its 
manner of construction and interpretation. Similar to the BDI-II, the BAI contains 21 items, 
each of which is answered on a 4-point scale. Each item measures a separate symptom of 
anxiety. Raw scores on the BAI are interpreted in terms of four categories (minimal, mild, 
moderate, or severe anxiety). As with the BDI-II, the BAI can easily be administered as part 
of the counseling interview to monitor a client’s progress over time. The BAI results can be 
analyzed in terms of four clusters of scores—neurophysiological, subjective, panic, and 
autonomic—that can be helpful in differentiating among different types of anxiety disorders.

Social Phobia and Anxiety Inventory

The Social Phobia and Anxiety Inventory (SPAI; Turner, Beidel, & Dancu, 1996) is a 45-
item assessment tool (with fi ltered items) that measures frequency of social phobia and 
agoraphobia symptoms: The scale ranges from 0 (never) to 6 (always). Social phobia is 
defi ned as having a persistent fear of public scrutiny and expressing anxiety symptoms 
that will be humiliating or embarrassing; agoraphobia refers to avoiding situations or 
places where escape might be diffi cult and having a fear of expressing panic-like symp-
toms (American Psychiatric Association, 2000). The three SPAI scores are Social Phobia, 
Agoraphobia, and Difference scores. The SPAI demonstrates strong evidence of various 
forms of reliability and validity.

Other Measures of Anxiety or Fear

The Multidimensional Anxiety Questionnaire (MAQ) provides scores for overall anxiety 
plus different types of anxiety or fears (physiological-panic, social phobia, worry-fears, 
and negative affectivity; W. M. Reynolds, 1999). According to Stein (2003), the MAQ is “an 
excellent choice of a current anxiety assessment tool for clinicians” (p. 601).

Other standardized inventories of anxiety or fear that are of interest to counselors include 
the Test Anxiety Scale (Sarason, 1980), Mathematics Anxiety Rating Scale–Revised (Plake 
& Parker, 1982), Maudsley Obsessional–Compulsive Inventory (Hodgson & Rachman, 
1977), Posttraumatic Stress Disorder Symptom Scale (Foa, Riggs, Dancu, & Rothbaum, 
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1993), and Fear Questionnaire (Marks & Mathews, 1978). These instruments assess spe-
cifi c types of anxieties or fears often encountered by clients.

Several anxiety scales have been developed for special populations (C. R. Reynolds, 
Richmond, & Lowe, 2003). These include the Adult Manifest Anxiety Scale for College 
Students and the Adult Manifest Anxiety Scale for the Elderly, which have been de-
scribed as “especially welcome instruments” (Kagee, 2005, p. 31) that counselors may fi nd 
useful in their work with younger and older populations.

Assessment of Anger

Anger is a universal emotion that underlies hostile attitudes and aggressive behaviors. 
Assessment of anger can aid in crisis intervention and increase understanding of factors 
related to an individual’s anger. An individual’s anger can be assessed by means of the 
State–Trait Anger Expression Inventory–2 (STAXI-2; Spielberger, 1999). This instrument 
is designed to measure the experience, expression, and control of anger in individuals who 
are 16 years of age or older. It consists of 57 items that can be completed in 10 to 15 minutes 
and scored in about 5 minutes. Norms are available for both adolescents and adults.

The STAXI-2 is analogous to the STAI in that it provides measures of anger both as a 
state (actual anger at any point in time) and as a trait (potential anger). The Trait–Anger 
(T-Anger) scale consists of two subscales: Angry Temperament and Angry Reaction. The 
State–Anger (S-Anger) scale has been subdivided into three subscales: Feeling Angry, Feel 
Like Expressing Anger Verbally, and Feel Like Expressing Anger Physically. In addition 
to the T- and S-Anger scales, the STAXI- 2 contains several measures of anger expression 
and anger control. An Anger Expression Index provides an overall measure of total anger 
expression. Factor-analytic research supports the creation of the separate scales (Forgays, 
Forgays, & Spielberger, 1997).

Although initially developed for research purposes, the STAXI-2 can also be helpful in 
counseling situations by providing a format for considering the different dimensions of 
anger. The STAXI-2 provides a broad assessment of an individual’s anger that can be use-
ful in counseling clients with issues related to anger, hostility, and aggression. It provides 
an “excellent conceptual foundation” (Freeman, 2003, p. 876) for understanding and as-
sessing anger; however, its scores may be somewhat diffi cult to interpret because of the 
unknown composition of the normative sample.

Assessment of Self-Injury
Self-injury is defi ned as deliberate actions (e.g., cutting, burning, head banging) resulting 
in physical injury to the self. These actions may or may not relate to suicidality. Self-injury 
is an increasing mental and public health issue among adolescents and young adults, with 
symptoms occurring for 4% to 39% of adolescents (Craigen, Healey, Walley, Byrd, & Schus-
ter, 2010). Women are 3 to 4 times more likely to report self-injury than men (M. McAllister, 
2003), and there is a dearth of differential data by racial/ethnic membership (Craigen & 
Milliken, 2010). Self-injury typically gets diagnosed as major depressive disorder, obses-
sive compulsive disorder, dissociative identity disorder, schizophrenia, adjustment disor-
der, or borderline personality disorder, among others (Nock & Prinstein, 2005). Although 
these diagnoses may be accurate in some instances, it is likely that self-injury is being 
misdiagnosed because no offi cial diagnosis of self-injury exists (Craigen & Milliken, 2010). 

There are several self-injury assessments available to counselors today: Self-Injury Trauma 
Scale (Iwata, Pace, & Kissel, 1990), Self-Harm Inventory (Sansone, Wiederman, & Sansone, 
1998), Self-Injury Questionnaire (Alexander, 1999), Deliberate Self-Harm Inventory 
(Gratz, 2001), Self-Injury Implicit Association Test (Nock & Banjai, 2007), Suicide Attempt 
Self-Injury Interview (Linehan, Comtois, Brown, Heard, & Wagner, 2007), and Self-Injurious 
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Thoughts and Behaviors Interview (Nock, Holmber, Photos, & Michel, 2007). Craigen et 
al. (2010) reviewed these seven self-injury assessments and provided useful psychometric 
information that can help counselors decide which structured assessment to use in clinical 
interventions with clients who engage in self-injurious behaviors (see Table 8.2). 

Assessment of self-injury involves a comprehensive approach that includes both formal 
and informal assessment. Formal assessments include those mentioned in Table 8.2 as well 
as structured assessment protocols to evaluate correlates of self-injury, such as anxiety, 
trauma history, and depression. Informal assessment involves gathering and integrating 
information about the client’s background, family history, peer and social support, envi-
ronmental infl uences, emotional capacity and expression, and coping strategies (Craigen 
et al., 2010). In Assessment in Action 8.1, Dr. Laurie Craigen discusses her research and 
clinical work with clients who self-injure. In the discussion of her clinical practice, she pro-
vides a client example of a comprehensive assessment approach to evaluating and treating 
self-injurious behaviors.

Assessment in Action 8.1

Ten years ago, I was introduced to my fi rst client who was cutting herself regularly. 
At the time, I did not have the knowledge or skills to work effectively with this young 
woman. However, I was overwhelmed with the amount of emotional pain she was 
experiencing, and I made a commitment at that point forward to learn as much as 
I could to help her and other individuals like her struggling with self-injury. Thus, 
I have conducted qualitative research studies on the experiences that women have 
with counseling related to their self-injury as well as how they make meaning of their 
self-injurious behavior. Clinically speaking, I work regularly with individuals who 
harm themselves, and over the years I have developed a comprehensive assessment 
approach to evaluating and treating self-injurious behavior. 

This comprehensive assessment approach with clients who self-injure can be best 
illustrated within the following vignette:

Julia is a 22-year-old woman who self-referred for counseling services. Her presenting 
problem was anxiety and depression. She recently graduated from college and moved 
away to start her fi rst professional job. During one of our sessions, I asked her how she 
typically copes with her anxiety and depression. In a hesitant tone, she revealed, “Some 
people cry, but I cut myself.” 

As a clinician, I have two primary responsibilities to Julia. First, I must respond 
therapeutically, in a supportive, empathic, and nonjudgmental manner. My additional 
responsibility is to properly assess Julia’s self-injurious behavior. When working with 
clients who self-injure, assessment must occur at both a formal and an informal level. 

Formal Assessments 

I utilize structured assessment protocols to screen for correlates of self-injury, most 
commonly, anxiety, depression, and responses to trauma. Thus, in the case of Julia, I 
would likely have her complete the BDI-II and BAI. I would also select a self-injury 
assessment for her to complete to evaluate the frequency, lethality, and motivations 
related to self-injury. In the context of therapy, many clients may not be familiar with 
and/or comfortable with completing structured assessments. Thus, I think it is impor-
tant to set the stage early with a client so that assessment protocols may be a regular 
piece of the counselor’s and the client’s work together, not only at the beginning of 
the therapeutic relationship, but also throughout their journey together. 
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In my experiences, the results of the formal assessments provide me with critical infor-
mation to guide me in my treatment planning. Also, when clients complete assessments on 
issues correlated with self-injury—like anxiety, depression, and trauma—it provides me 
with a multidimensional view of self-injury. In other words, I learn about additional factors 
that may impact a client’s decision to harm him/herself. In a way, these formal assessments 
allow me to paint a holistic picture of what exists beneath the surface of the wounds.

Informal Assessments

Informal assessments also allow me to create an accurate portrayal of the client’s ex-
periences with self-injury. In my experiences, I closely evaluate three main areas: psy-
chological, biological, and environmental factors. The following represents a sample 
of some of the questions I attempt to explore with the client. 

Psychological

• What coping strategies does the client employ to manage his/her emotions?
• Does the client have past experiences with mental illness?
• What role does the self-injury play in the client’s life? (Is the self-injury a 

release, a distraction, a punishment, etc.)?
• Does the client experience any levels of dissociation when harming oneself?

Biological

• Does the client currently take or has he/she taken psychotropic medication?
• How does (did) the client respond to the psychotropic medication?
• Has the client had a recent medical evaluation? (Could there be a medical ex-

planation for the client’s self-injury?) 

Environmental

• What social supports (peer and family) does the client have? 
• Does the client have a family history of mental illness?
• What are the current environmental stressors that the client is experiencing? 
• Is the client’s experiences with self-injury interfering with his or her ability to 

sustain relationships, work, etc.?

The results garnered from examining these factors allow me to view my client 
in a holistic manner. Overall, my dual approach of informal and formal assess-
ment creates a comprehensive approach to examining self-injury in clients. How-
ever, it is important that these two approaches are not conducted in isolation. The 
results of my formal assessments guide my informal assessment approaches as 
much as the responses I garner from my informal assessments guide my selection 
of formal assessment tools. Over the years, I have continually used this compre-
hensive approach to assessing self-injury. However, what continues to amaze me 
is that just as no client is the same, no assessment approach will be alike!

—Laurie Craigen, PhD
Licensed Professional Counselor, Virginia

• • •

Assessment of Eating Disorders
The major eating disorders described in the DSM include binge eating disorder, anorexia 
nervosa, bulimia nervosa, and eating disorders not otherwise specifi ed (renamed “Feeding 
and Eating Conditions Not Otherwise Classifi ed” in the DSM-5; see www.dsm5.org). The 

http://www.dsm5.org
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DSM does not list obesity as an eating disorder because it is not usually associated with a 
specifi c psychological or behavioral syndrome.

Women are 6 to 10 times more likely than men to experience an eating disorder. The life-
time prevalence of anorexia nervosa among women ranges from 0.5% to 3.7%, depending 
on the breadth of the defi nition. The lifetime prevalence of bulimia nervosa among women 
ranges from 1.1% to 4.2% (American Psychiatric Association, 2000). Approximately 3% 
of 13- to 18-year-olds have had an eating disorder (Merikangas et al., 2010). A number of 
women also have eating disorders not otherwise specifi ed. J. L. Hudson, Hiripi, Pope, and 
Kessler (2007) reported that approximately 34% to 43% of clients with eating disorders re-
ceive treatment. In addition, studies indicate that many women express some of the symp-
toms of eating disorders, such as binge eating and purging, without meeting the diagnostic 
criteria for an eating disorder (Mulholland & Mintz, 2001).

Individuals suspected of meeting DSM criteria for an eating disorder should be referred 
to an eating disorders clinic or health service with a multidisciplinary team that includes 
a physician, nurse, dietitian, and mental health professional. The person may require a 
complete medical examination, nutritional assessment, and psychological assessment. 
Treatment also entails cooperation among the different disciplines to help clients address 
medical complications, alter eating habits, and alleviate psychological problems by such 
means as improving social skills and self-image.

Individuals with eating disorders typically wait several years from the onset of the dis-
order before entering treatment. Early assessment of a person’s eating problems can re-
duce the length of this time period. Counselors can use standardized tests to assess the 
severity of an individual’s eating problems and to help structure a discussion on this topic 
in counseling. To ensure full and honest reporting, the counselor must establish a trusting 
relationship with the client before undertaking the assessment.

The Eating Attitudes Test and the Eating Disorders Inventory–3, both discussed below, are 
two widely used standardized measures available for evaluating eating problems. A third 
instrument, the Eating Disorder Diagnostic Scale, is a 22-item inventory that seems to be ef-
fective in diagnosing anorexia nervosa, bulimia nervosa, and binge eating disorder in adoles-
cent girls and young women (Stice, Fisher, & Martinez, 2004). In addition to these measures, 
the Questionnaire for Eating Disorder Diagnoses, which is based on DSM-IV-TR criteria, 
shows promise for use in counseling (Mintz, O’Halloran, Mulholland, & Schneider, 1997).

Eating Attitudes Test 

The Eating Attitudes Test (EAT) is a 40-item screening inventory that measures the symp-
toms and behaviors associated with anorexia nervosa and other eating problems (Garner 
& Garfi nkel, 1979). Total scores on the EAT have clearly differentiated between individuals 
with and without eating disorders in research investigations (Mintz & O’Halloran, 2000). 
The scores are sensitive to treatment so those who have recovered from anorexia nervosa 
obtain scores similar to individuals without eating disorders.

The EAT can be scored in terms of three subscales—Dieting, Bulimia, and Oral Control—
to help determine the nature of the eating problems. The EAT and EAT-26 (an abbreviated 
version of the EAT) have been used effectively in a number of different cultural settings 
(Alvarez-Rayón et al., 2004; Canals, Carbajo, & Fernández-Ballart, 2002). Case Example 8.2 
illustrates the use of the EAT with a client in an intake interview.

Case Example 8.2
Jodie

Jodie’s intake counselor asked her to take the EAT as a means of reviewing her eating hab-
its and assessing the need for a referral to an eating disorders clinic. Jodie had come to the 
community mental health service for assistance with relationship issues, family confl icts, 
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and eating problems. She ate large quantities of bakery goods and sweets about once a 
week and then used laxatives to purge the extra food.

Jodie obtained a score of 36 on the EAT, which placed her almost 2 standard deviations 
above the mean (98th percentile) of adult women. Scores above 30 suggest serious eating 
concerns. She marked always or very often to items such as “am terrifi ed about being over-
weight,” “am preoccupied with a desire to be thinner,” and “feel that food controls my 
life.” Her EAT score and other intake data indicated that she could probably benefi t from 
a referral to an eating disorders clinic with a multidisciplinary staff for a more thorough 
assessment of her eating and nutritional habits as well as her physiological and psycho-
logical well-being. After discussing the matter with her, the counselor made arrangements 
for such a referral.

• • •

Eating Disorders Inventory–3 

The Eating Disorders Inventory–3 (EDI-3) consists of 91 items that assess the psychologi-
cal and behavioral characteristics that underlie eating disorders (Garner, 2005). It differs 
from the EAT by the inclusion of personality items as well as behavioral and symptomatic 
items. The EDI-3 provides scores on 12 scales—three that measure attitudes and behav-
iors specifi c to eating disorders and nine that measure personality characteristics related 
to eating disorders. In addition, it yields scores on six composite scales: Eating Disorder 
Risk, Ineffectiveness, Interpersonal Problems, Affective Problems, Overcontrol, and Gen-
eral Psychological Adjustment.

In addition to the EDI-3 itself, the total EDI-3 assessment package includes two auxil-
iary forms: the EDI-3 Symptom Checklist and the EDI-3 Referral Form. The EDI-3 Symp-
tom Checklist is used by clients to report frequency of symptoms related to eating dis-
orders (e.g., dieting; exercising; binge eating; purging; using laxatives, diet pills, and 
diuretics; having a change in menstruation). This information is useful in forming a DSM 
diagnosis. The EDI-3 Referral Form is based on a short form of the EDI-3 and is used for 
screening and referral purposes in nonclinical settings, such as high schools, colleges, 
and athletic programs.

The EDI-3 manual provides normative tables for patients with various types of eating 
disorders (Garner, 2005). Both adolescent and adult clinical norms are provided. The EDI-
3 scales produce reliable (internally consistent) results for people with eating disorders. 
The results are somewhat less reliable for nonpatient samples, presumably because of the 
restricted range of scores for these samples. Validity studies with earlier forms of the EDI 
show that it differentiates patients with eating disorders from various control groups (gen-
eral psychiatric patients, recovered patients, and nonpatients) in a variety of settings (Niv, 
Kaplan, Mitrani, & Shiang, 1998; Podar, Hannus, & Allik, 1999; Schoemaker, Verbraak, Bre-
teler, & vanderStaak, 1997).

Activity 8.2 Selecting Mental Health Assessments
Select one of the mental health assessments discussed in the last half 
of the chapter. Use assessment sources discussed earlier in the text to 
collect psychometric information on the assessment. Refl ect on the 
following questions:

• What is the psychometric evidence (e.g., reliability, validity, stan-
dardization sample, scoring information) for the assessment? 
How strong is this evidence?

• How would you use this instrument in your practice?

Present the information to the larger group.
• • •
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Assessment of Attention-Deficit/Hyperactivity Disorder 

Attention-Defi cit/Hyperactivity Disorder (ADHD) has become a popular, but somewhat 
controversial, diagnosis for children and adolescents with behavioral problems (Zwi, Ram-
chandani, & Joughin, 2000). Professionals have been accused of both overdiagnosing and un-
derdiagnosing ADHD in the populations they serve (Higgins, 1997). ADHD is characterized 
by inattention and/or hyperactivity–impulsivity symptoms that impair social, educational, or 
occupational functioning (see www.dsm5.org). Symptoms must be pervasive, maladaptive, 
and inconsistent with normal developmental expectations in order for a diagnosis of ADHD 
to be made. Those symptoms must have occurred for at least 6 months, must occur in more 
than one setting (such as school and home), and must interfere with an individual’s function-
ing. Symptoms must not be attributable to some other disorder, such as a learning disability, 
anxiety, or depression. For diagnosing ADHD in children and adolescents, counselors should 
obtain information from parents and guardians as well as teachers. For older adolescents and 
adults, information from third parties should be obtained whenever possible. 

According to the practice guidelines of the American Academy of Pediatrics (2000), ADHD 
is the most common neurobehavioral disorder of childhood, with prevalence rates varying 
from 4% to 12% for school-age samples (American Academy of Pediatrics, 2000; Merikangas et 
al., 2010). Between 30% and 70% of children diagnosed with ADHD continue to meet the cri-
teria for ADHD as adolescents and adults (Heiligenstein, Guenther, Levy, Savino, & Fulwiler, 
1999; B. Jackson & Farrugia, 1997).

Because of potential problems with misdiagnosis, a multimodal approach should be used 
in assessing a client for possible ADHD (M. B. Brown, 2000). Such an approach should include 
reports from parents and teachers (or other school professionals) as well as the client. Historical 
information and observational data may be obtained by interviews, questionnaires, and rating 
scales (see Barkley & Murphy, 2006). Evidence should be obtained regarding the core symp-
toms of ADHD, age of onset, duration of symptoms, extent of functional impairment, and as-
sociated conditions (American Academy of Pediatrics, 2000).

Behavior rating scales, such as the Behavior Assessment System for Children–Second Edi-
tion (C. R. Reynolds & Kamphaus, 2005) and the Achenbach System of Empirically Based As-
sessment (Achenbach et al., 2003), can be used as screening devices to identify possible ADHD 
problems among a number of other behavioral problems. These instruments can be helpful in 
identifying children in need of further evaluation; however, they should not be relied on as a 
basis for diagnosing ADHD (American Academy of Pediatrics, 2000).

More specifi c scales, such as the Conners’ Rating Scales (Revised)–ADHD Index and 
DSM-IV Symptoms Scales (Conners, 1997), ADHD Rating Scale–IV (DuPaul, Power, 
Anastopoulos, & Reid, 1998), and Barkley Screening Checklist for ADHD (Barkley & Mur-
phy, 2006), focus specifi cally on ADHD symptoms. These instruments are relatively short, able 
to discriminate between children with and without ADHD, and sensitive to treatment effects (M. 
B. Brown, 2000). Given recent changes in DSM criteria for ADHD, these scales should be used 
with caution or at least interpreted in the context of DSM-5 criteria. Studies indicate that ADHD-
specifi c checklists are much more accurate than broadband scales in distinguishing between chil-
dren with and without ADHD (American Academy of Pediatrics, 2000). The Adult Attention 
Defi cit Disorders Evaluation Scale (McCarney & Anderson, 1996), Conners’ Adult ADHD Rat-
ing Scales (Conners, Erhardt, & Sparrow, 1998), and Brown Adult ADHD Rating Scales (T. E. 
Brown, 1996) are instruments that may be used to assess symptoms among adults. Assessment in 
Action 8.2 provides a clinician’s perspective on assessing ADHD symptoms across the life span. 

Assessment in Action 8.2

Attention-Defi cit/Hyperactivity Disorder is a challenging disorder to persons diagnosed 
with ADHD and to those who interact with those individuals. The challenge, of course, is 
how to help persons with ADHD achieve to their highest potential.

http://www.dsm5.org
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As a clinician, I believe the fi rst step in any treatment plan is a careful and ap-
propriate diagnosis. Clients who consult mental health professionals with ADHD-
like symptoms present a unique challenge to the clinician. Some clients might have 
been advised by medical doctors or school offi cials that they were suffering with 
ADHD; others might have been prescribed medication as a primary means of treat-
ment. Many clients with a diagnosis of ADHD have comorbid conditions that could 
complicate and confuse an appropriate diagnosis. Adult ADHD is a relatively new 
diagnosis for many mental health providers. Since ADHD has no adult onset, in or-
der to make the diagnosis of adult ADHD, the clinician would have to establish a 
childhood diagnosis or symptomatology during assessment.

Mental health professionals who are familiar with the complexities of ADHD assess-
ment recommend that the following diagnostic tools be used to produce an accurate 
diagnosis: 

• Collect comprehensive medical, social, and academic evaluations of the poten-
tial client.

• Consider standardized assessment instruments for client, parent, and teacher(s). 
(In the case of adult ADHD, consider assessments for signifi cant others.)

• Gather a detailed family history.
• Identify comorbid conditions.

This detailed information will serve the clinician in making an accurate assessment of 
the client who may have ADHD.

—Bonnie Erb, PhD
Licensed Professional Counselor, Virginia

• • •

Tip Sheet 

Mental Health Assessment Procedures in Counseling

✓ Mental illnesses, particularly anxiety and mood disorders, occur frequently in the 
United States. Counselors need to be able to detect psychopathology among clients 
in their caseload. 

✓ Include both formal and informal assessment procedures (e.g., interviews, rating 
scales, structured assessments, questionnaires) when assessing mental health. Al-
though several structured assessments were presented throughout the chapter, men-
tal health symptoms can be assessed as part of the intake interview and/or mental 
status examination discussed in Chapter 7.

✓ Incorporate clinical data from third parties, including parents, guardians, partners, 
peers, and teachers. This information may assist you to confi rm particular mental 
health disorders as well as assess degree and severity of impairment to the client’s 
social, academic, or occupational functioning. 

✓ Because some structured assessments were developed to mirror DSM-IV and DSM-
IV-TR criteria, interpret results with some caution as you make diagnostic decisions 
based on the DSM-5.

✓ On a related note, interpret psychometric information for particular assessments 
with caution, as this information may be based on outdated criteria or on inappro-
priate or inadequate norms.
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✓ Although prevalence rates indicate gender, age, and racial/ethnic differences for 
various mental disorders, carefully evaluate these rates with respect to your specifi c 
client. Prevalence rates may be underreported, particularly for males. In addition, as 
discussed in Chapter 4, racial/ethnic minorities may receive more severe diagnoses 
and thus may not be treated properly for anxiety and depression.

✓ Consider cutoff scores provided by mental health assessments as guidelines for clin-
ical decision making. For example, other client data and your clinical judgment may 
indicate a mental health concern (or lack thereof) even if a score does not.

Chapter Summary

Counselors are to continually assess for major substance abuse and mental health issues 
within the variety of settings in which they work, particularly because substance abuse 
and mental disorders are prevalent in the United States. The chapter began with a discus-
sion of alcohol abuse assessment tools that have been and can be adapted to assess for 
other types of substance abuse. Individual assessments include the CAGE questionnaire, 
the RAPS, the MAST, the SASSI-3, and the AUDIT. More comprehensive substance abuse 
assessment tools include the ASI, CDP, TLFB, and AUI, as well as self-monitoring methods 
and motivational interviewing techniques.

Assessment of mood disorders, including major depressive disorder and anxiety disor-
ders, was then discussed. Assessments reviewed include the BDI-II, CDI, GDS, HDI, STAI, 
BAI, SPAI, and MAQ. 

Additional mental health concerns such as anger, self-injury, eating disorders, and 
ADHD were also described. Assessments for these categories include the STAXI-2 as well 
as several self-injury tools, such as the Self-Injury Trauma Scale, Self-Harm Inventory, Self-
Injury Questionnaire, Deliberate Self-Harm Inventory, Self-Injury Implicit Association 
Test, Suicide Attempt Self-Injury Interview, and the Self-Injurious Thoughts and Behaviors 
Interview. With respect to eating disorders, major measures include the EAT and the EDI-3. 
ADHD assessments discussed include the Behavior Assessment System for Children–Sec-
ond Edition, Achenbach System of Empirically Based Assessment, Conners’ Rating Scale, 
ADHD Rating Scale–IV, Barkley Screening Checklist for ADHD, Adult Attention Defi cit 
Disorders Evaluation Scale, Conners’ Adult ADHD Rating Scales, and the Brown Adult 
ADHD Rating Scales. 

Although there are several quantitative assessment tools available to address a variety 
of substance abuse and mental health disorders, counselors may also use more qualitative 
assessments that evaluate criteria such as those outlined in the DSM.

Review Questions

1. What are the criteria for alcohol dependence? How might you assess for these crite-
ria informally and formally?

2. What are the available screening measures for alcohol abuse? How do they 
compare?

3. How can motivational interviewing be used when assessing for substance abuse?
4. What are the available assessments for depression and anxiety? How do they 

compare?
5. How might you conduct a comprehensive approach to assessing self-injury? 
6. What are some of the challenges in assessing for ADHD?
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Assessment of Intelligence
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9

Counselors who work in certain settings make use of intelligence test results for educa-
tional, vocational, and other types of placements. Some general knowledge of intelligence 
assessment is important because test results can infl uence many decisions clients make. All 
counselors are expected to have some knowledge of intelligence assessment and to have 
the ability to make use of test results in assisting clients to make decisions. This fi rst chap-
ter of Section IV outlines several types of individual and group assessments of intelligence, 
including a review of major theories of intelligence. The chapter concludes with literature 
on giftedness and creativity.

Test Your Knowledge

Select the most appropriate choice for each item.

1. Which of the following is typically not considered a traditional defi nition of 
intelligence?

  a. Capacity to learn.
  b. Ability to apply knowledge to new tasks.
  c. Having interpersonal knowledge.
  d. Ability to adapt to an environment.

2. All of the following are considered major intelligence theorists except:
  a. Binet b. Wood c. Sternberg d. Cattell

3. The following intelligence assessment is designed specifi cally for use with children:
  a. WAIS-IV b. KABC-II c. WPT d. SB5

□ T  □ F  4. IQ remains stable over an individual’s lifetime.

□ T   □ F  5. Individuals of minority statuses are underrepresented in gifted education. 
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Theories of Intelligence

What is intelligence? Alfred Binet, in the early 1900s, conceptualized intelligence as a gen-
eral ability to judge, to comprehend, and to reason well. Charles Spearman described intel-
ligence as the result of understanding from previous experience, noting relationships, and 
applying knowledge to new tasks. Louis Thurstone (1924/1973) defi ned intelligence as 
the capacity for abstraction. David Wechsler (1944) defi ned intelligence as “the aggregate 
or global capacity of the individual to act purposefully, to think rationally and to deal ef-
fectively with his environment” (p. 3). Robert Sternberg (1985) defi ned intelligence as the 
ability to adapt to one’s environment throughout the life span. How do you defi ne intel-
ligence? Complete Activity 9.1.

Activity 9.1 Defining Intelligence
How do you defi ne intelligence? When you think of an intelligent 
person, what characteristics come up for you? What about charac-
teristics of an unintelligent person? How do these compare? Discuss 
your responses as a large group.

• • •

Before presenting the major theories of intelligence, let’s review some historical infor-
mation on intelligence and assessment of intelligence. Recall from Chapter 1 that an inter-
est in intelligence through individual differences began in the mid to late 1800s, when 
psychologists (i.e., Wundt, Galton, Cattell) were infl uenced by Darwin’s writings on ge-
netic variation. They were interested in demonstrating individual differences through sen-
sory processes and mental tests. Then, there was increased attention to formalized indi-
vidual assessments to detect intellectual disabilities and emotional problems in children. 
These tests attended to both language and performance. With these formal tests of mental 
processes, psychometricians and other professionals (i.e., Sequin, Esquirol, Binet, Simon) 
could detect those needing special education programs because mental processes were 
assumed to increase as a child gets older. Three-year-olds could be expected to be able to 
point to their nose, eyes, and mouth and repeat two digits. The typical 7-year-old could 
distinguish right from left and name various colors; the typical 12-year-old could defi ne 
various abstract words and make sense of a disarranged sentence, and so on.

In 1916, Lewis Terman, with the Stanford–Binet, made use of the concept of mental age de-
veloped by Binet and devised the concept of the now-outdated IQ (see Chapter 1). A mental 
age substantially below a child’s chronological age was considered evidence of intellectual 
disabilities. This type of an IQ score has a number of problems connected with it. In the fi rst 
place, answering all of the items correctly on the original Stanford–Binet yielded a maximum 
mental age of less than 20. Thus, anyone 20 or older automatically received an IQ score of 
less than 100. The usefulness of the ratio score therefore disappears during adolescence. In 
addition, the concept of a person’s IQ has been erroneously viewed by the public as a fi xed 
measure, similar to the color of a person’s eyes, rather than as a particular score on a particu-
lar test at a particular time. The ratio IQ has therefore been replaced by a derived IQ standard 
score (known as the deviation IQ) to circumvent some of these problems.

Various defi nitions of intelligence helped to form theory, and theories helped shape actual 
assessments. Although the question of what it is that actually makes up intelligence and what 
it is that intelligence tests actually measure has long been the subject of much controversy, 
these theories and resulting assessments continue to be used today in academic settings. In 
the remainder of this section, some of the major theories of intelligence are presented, includ-
ing Spearman’s g Factor, Thurstone’s primary mental abilities, Cattell–Horn–Carroll theory 
of cognitive abilities, Sternberg’s triarchic theory, and Gardner’s multiple intelligences.
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Spearman’s g Factor

Charles Spearman (1863–1945), applying his work in factor analysis and correlation, as-
serted that intelligence consisted of a single general (g) factor and several specifi c (s

1
, s

2
, . 

. .) factors. Specifi cally, the g factor could be surmised from any broad range of cognitive 
tests whereas an s factor was specifi c to a test or subtest. Spearman found that individuals 
who performed well on cognitive tests tended to perform well on others, and he assumed 
this meant there was an underlying factor of intelligence. He noted that the g factor was 
more infl uential to understanding intelligence than s factors; thus, he focused most of his 
theory description on a general factor of intelligence.

Spearman (1923) noted that some tests could be heavily loaded with a g factor whereas 
other, more sensory, tests contained primarily s factors. In addition, tests could contain 
both. He stated that tests with high loadings of g should correlate highly with one another. 
Figure 9.1 indicates graphically Spearman’s g factor theory. The fi gure depicts the relation-
ship of fi ve intelligence tests or subtests to a general factor. Darker shaded areas represent 
aspects of a test that measure a general factor of intelligence; lighter shaded areas represent 
factors specifi c to a test (i.e., s factor) as well as any measurement error.

Thurstone’s Primary Mental Abilities

Whereas Spearman conceptualized a general factor to explain intelligence, Louis Thur-
stone (1887–1955) argued that several group factors described intelligence better than a 
single general ability. Seven group or multiple factors have been labeled as primary men-
tal abilities: verbal comprehension (e.g., vocabulary, reading comprehension), word fl u-
ency (e.g., anagrams, naming words based on some similarity), numerical ability (speed 
and accuracy of arithmetic ability), spatial visualization (e.g., mentally “seeing” a three-
dimensional object being rotated), associative memory (e.g., pair association), perceptual 
speed (e.g., comparing visual details of objects), and reasoning (e.g., series completion 
tests). After conducting research, Thurstone later admitted the primary mental abilities 
were correlated with one another and thus there appeared to be a general factor with seven 
second-order factors. 

Cattell–Horn–Carroll Theory of Cognitive Ability

One conceptualization by Raymond Cattell (1905–1998) and John Horn (1928–2006) di-
vides general intelligence into two types: fl uid and crystallized. Fluid intelligence is an 
individual’s ability to be adaptable and fl exible in solving new problems, independent 
of previous knowledge. It is the capacity to learn and behave intelligently. Crystallized 
intelligence deals with an individual’s ability to solve problems and make decisions on 
the basis of acquired knowledge, experiences, and verbal conceptualizations. Essentially, 
crystallized intelligence is a result of experiential and cultural learning throughout one’s 

Figure 9.1
Spearman’s g Factor Theory

g
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Test B

Test CTest D
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lifetime and can be mediated by fl uid intelligence. In fact, fl uid and crystallized intelli-
gence have been found to be moderately correlated with one another. Most of the tests 
in the content areas of verbal reasoning and quantitative reasoning would be considered 
crystallized intelligence and those in the abstract/visual reasoning area fl uid intelligence. 
In addition, several major intelligence tests measure both types of intelligence. 

The notion of fl uid and crystallized intelligence was expanded by John Carroll (1916–
2003; see Carroll, 1993). The current model indicates 10 broad abilities that include the 
following: fl uid intelligence, crystallized intelligence, quantitative reasoning, reading and 
writing ability, short-term memory, long-term storage and retrieval, visual processing, au-
ditory processing, processing speed, and reaction time. The Cattell–Horn–Carroll theory 
of cognitive ability has had a signifi cant impact on many of the tests that have been con-
structed or revised since 1990 (Alfonso, Flanagan, & Radwan, 2005). 

Sternberg’s Triarchic Theory

Robert Sternberg (born 1949) developed the triarchic theory of intelligence that as-
sumes intelligence is based on how well individuals process information. Essentially, 
there are three types of intelligence that interact with one another: componential intelli-
gence, experiential intelligence, and contextual intelligence. Componential intelligence 
refers to the internal components or mechanisms, which include executive function, per-
formance, and knowledge-acquisition components. These components are necessary to 
develop intelligent behavior. Experiential intelligence results from behaviors and ex-
periences. Thus, past experiences allow one to address new experiences as well as au-
tomatize others. Contextual intelligence involves one’s actions toward the environment, 
including selecting, adapting to, and infl uencing one’s surroundings (Sternberg, 1994). 
Collectively, these intelligence types indicate how internal ability is shaped (and shapes) 
an external environment.

Gardner’s Multiple Intelligences

Howard Gardner (born 1943) critiques in his model the traditional view of intelligence and 
thus intelligence testing. He theorized that intelligence is more than a general factor and noted 
there are eight types of intelligence, a model he referred to as multiple intelligences. These 
eight types are considered relatively independent from one another and include the following:

• musical intelligence: performance and composition of music;
• bodily-kinesthetic intelligence: control of bodily movements;
• logical–mathematical intelligence: problem-solving ability;
• linguistic intelligence: use of language;
• spatial intelligence: ability to work with 3-dimensional objects;
• interpersonal intelligence: interaction with and understanding of others;
• intrapersonal intelligence: self-awareness; and
• naturalistic intelligence: knowledge and understanding of nature.

Can you think of examples of individuals with one or more of these types of intel-
ligence? How might you measure these? Gardner noted that individuals may possess 
some degree of all these types, although they probably have some that are more pro-
nounced (Gardner, 2006). Various authorities have further argued that it is time to 
move beyond the general intelligence model that has dominated counseling and re-
lated professions over the past several decades and recognize a much broader view of 
what makes up intelligence, including such factors as creativity and practical intelli-
gence (Sternberg, 2002, 2005) or the ability to plan and simultaneously process mental 
activities (Naglieri & Das, 2005). 
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Individual Intelligence Tests

There are several individual intelligence tests that counselors should be aware of when 
working with clients of all ages. In this section, the most popular individual intelligence 
tests are described: Stanford–Binet, Wechsler scales, Kaufman batteries, Das Naglieri Cog-
nitive Assessment System, and the Woodcock–Johnson. 

 Stanford–Binet

The Stanford–Binet became the best-known intelligence test in the world and was used as 
the gold standard against which all other intelligence tests being developed were validat-
ed. The 1916 Stanford–Binet Intelligence Scale had a number of weaknesses and was there-
fore revised to produce the 1937 scale in two parallel forms (L and M). The ratio IQ score 
was eliminated, and standard scores were calculated to provide each age with a mean of 
100 and a standard deviation of 16. A 1960 revision was developed, and that revision was 
restandardized in 1972 to provide more adequate norms intended to be representative of 
the entire U.S. population. A fourth edition was constructed in 1986, in which the authors 
attempted to provide a continuity with the previous editions by retaining the advantages 
of the early editions as an individually administered intelligence test and still take advan-
tage of the more recent theoretical developments in cognitive psychology.

In 2003, the Stanford–Binet Intelligence Scales, fi fth edition (SB5) was published as an 
update of the fourth edition (Roid, 2003). This revision follows the Cattell–Horn–Carroll 
hierarchical model of cognitive abilities; the full scale battery takes from 45 to 75 minutes 
to administer. It can be administered to examinees from 2 years to over 85 years of age. 

As in the case of the previous editions, individuals are administered a range of tasks 
suited to their abilities. Testing is begun with two routing subtests (Object Series-Matrices 
and Vocabulary) to determine the starting point for the remaining subtests. Depending on 
the performance on these subtests, the examiner begins at one of fi ve developmental levels 
on each of the other eight tests. Testing then proceeds on each test until at least three out of 
four items are missed, which determines a ceiling level on that test at which further items 
can be expected to be answered incorrectly. The routing subtests take only 15 to 20 minutes 
to administer and can be used by themselves as an abbreviated IQ test.

The battery yields a Full Scale IQ score, Nonverbal and Verbal IQs, and fi ve Factor Indexes: 
Fluid Reasoning, Knowledge, Quantitative Reasoning, Visual–Spatial Processing, and Working 
Memory. Verbal tests require test takers to read and speak age-appropriate English. Nonverbal 
tests require fi ne-motor coordination for manipulating and pointing to objects (Kush, 2005). Stan-
dard scores have a mean of 100 but, unlike previous editions, have a standard deviation of 15, 
as in other major intelligence tests. Individual subtest scores have a mean of 10 and a standard 
deviation of 3. A standardization sample of 4,800 individuals was stratifi ed by age, gender, race/
ethnicity, geographic region, and educational attainment to match U.S. census data.

High reliability of SB5 scores has been reported for all three of the methods used—
internal consistency, test–retest, and interscorer agreement. Internal consistency coeffi cients 
ranged from .95 to .98 for the IQ scores and from .90 to .92 for each of the Factor Index scores. 
The 10 subtest reliabilities ranged from .76 to .91. Test–retest reliability coeffi cients of .89 
to .95 for the IQ scores and .83 to .95 for the Factor Index scores were reported. Interscorer 
agreement was also high (median correlation = .90). Standard errors of measurement are 2.30 
for Full Scale, 3.26 for Nonverbal, and 3.05 for Verbal IQs. High correlations with other 
cognitive tests, including the Wechsler scales and previous editions of the Stanford–Binet, 
give evidence of convergent validity (Bain & Allin, 2005). A confi rmatory factor analysis 
of the subtests yielded evidence for the fi ve-factor solution. Construction of the SB5 was 
based on a fi ve-factor hierarchical model of intelligence from overall (Full Scale IQ, or g), to 
a second level of domains (Five Factors), to a third level of subtests (Kush, 2005).
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The SB5 may be hand scored, but it is easier to score with the Windows-based Scoring 
Pro, in which the examiner enters information and raw scores and receives an extended 
score report and a brief narrative summary (Roid & Barram, 2004). The factor Working 
Memory was added to the SB5. This factor, which was not in the previous edition, is related 
to children’s learning problems and includes an increased number of nonverbal measures 
that are useful in working with clients from diverse backgrounds. There are more high-end 
items to assess gifted performance and more low-end items to better measure children and 
adults who are functioning at a low level. The colorful toys and materials are especially 
appealing to children (J. A. Johnson, D’Amato, & Harrison, 2005).

Wechsler Scales

The Stanford–Binet was originally developed for children, with some more diffi cult items 
added for adults. David Wechsler, working at Bellevue Hospital in New York, believed 
that there was a need for an intelligence test more suitable for adults, and he therefore 
developed the Wechsler Bellevue Intelligence Scale in 1939. In addition, believing that the 
Stanford–Binet placed too much emphasis on language and verbal skills, he developed a 
totally different performance scale measuring nonverbal intelligence. 

Wechsler Adult Intelligence Scale–Fourth Edition 
The 1939 scale was revised in 1955 to correct a number of defi ciencies that had been found 
in the earlier form; this revised form became the Wechsler Adult Intelligence Scale (WAIS). 
The WAIS was revised again in 1981 to produce the WAIS-R and was standardized on a 
sample selected to match the proportions of the U.S. population in regard to race, occu-
pational level, education, and residence (Wechsler, 1981). During the 1990s, a third edition 
was developed by adding three new optional subtest scores on four factor-analysis-based 
indexes. The fourth revision in 2008 (WAIS-IV), the most recent edition, continues to be a 
measure of general intelligence through 15 subtests. This revision signifi cantly improves 
on the previous editions by expanding psychometric properties, developmental appro-
priateness, and user-friendliness. For example, subtests involving manipulating objects 
(i.e., Object Assembly, Picture Arrangement) were dropped to leave only one subtest for 
this purpose (i.e., Block Design). In addition, the Digit Symbol subtest was dropped, and a 
Verbal and Performance IQ are no longer provided (Canivez, 2010).

The 15 subtests of the WAIS-IV are Block Design, Similarities, Digit Span, Matrix Reasoning, 
Vocabulary, Arithmetic, Symbol Search, Visual Puzzles, Information, Coding, Letter–Number 
Sequencing, Figure Weights, Comprehension, Cancellation, and Picture Completion. The sub-
tests load on four factors (i.e., Verbal Comprehension, Perceptual Reasoning, Working Memory, 
and Processing Speed), representing fl uid and crystallized forms of intelligence and ultimately 
a g factor of intelligence (Schraw, 2010). The subtests of Letter–Number Sequencing, Figure 
Weights, and Cancellation subtests are supplemental subtests to be used only with individuals 
ages 16 to 69. The entire instrument takes less than 2 hours to complete.

The WAIS-IV was normed on a sample of 2,200 stratifi ed by age, gender, race/ethnic-
ity, geographical region, and educational level. There are limitations noted in the manual, 
which includes disclaimers for language and developmental/ability status considerations.

The WAIS-IV provides a Full Scale IQ (FSIQ), General Ability Index (GAI) and Index 
scores (i.e., index for each of the four factors), each with a mean of 100 and SD of 15. Ten 
core subtests are used to generate the FSIQ score, whereas the GAI is calculated from six 
subtests. Subtest scores have a mean of 10 and standard deviation of 3 for 13 age groups 
(Canivez, 2010). 

The WAIS-IV provides strong evidence for internal consistency, test–retest reliability, 
and interrater reliability. Spearman–Brown estimates across 13 age groups yield reliability 
estimate ranges of .97 to .98 (FSIQ), .87 to .98 (index scores), and .71 to .96 (subtests) for 
the standardization sample. Test–retest reliabilities for an average of 22 days for four age 
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groups were also strong. Interrater agreement ranged from .98 to .99 for most subtests, 
although subtests that required greater clinical judgment ranged from .91 to .97 (Canivez, 
2010). The manual also provides psychometric evidence of strong content, construct, and 
criterion-related validity. 

Although the WAIS-IV is a signifi cant improvement over its predecessor, Schraw (2010) 
noted two weaknesses. First, administration, scoring, and interpretation is labor-intensive 
and thus should only be used in high-stakes testing situations. Second, the test focuses 
more on “left brain” intelligences acquired more typically in work or school settings. 
Counselors are encouraged to visit http://www.WAIS-IV.com for additional information 
and a sample score report. 

Wechsler Intelligence Scale for Children 
The Wechsler Intelligence Scale for Children (WISC) was originally developed as a 
downward extension of the Wechsler Bellevue Intelligence Scale for use with children ages 
6 to 16 years. It was revised in 1974 (WISC-R) to contain more child-oriented items, to in-
clude more African American and female fi gures, and to provide a normative sample more 
representative of children in the U.S. population (Wechsler, 1974). A revised, updated, and 
restandardized edition was published in 1991 as the WISC-III and a fourth in 2003 as the 
WISC-IV. The WISC-IV Integrated was published in 2004 and combines the WISC-IV and 
a renormed and revised WISC-III as a process instrument. 

The WISC-IV standardization sample consisted of 2,200 children between the ages of 6 
and 16, with 200 in each of the 11 age groups. The sample was stratifi ed by age, sex, parent 
education level, geographic region, and race/ethnicity.

The WISC-IV contains 15 subtests, fi ve of which are supplementary, to be used if the 
examiner meets with diffi culty in administering one of the regular subtests to a particular 
child. The WISC-IV Integrated uses these same subtests. The subtests generally parallel 
those in the WAIS-IV and are administered by alternating the verbal and performance sub-
tests. The WISC-IV provides four Index scores: Verbal Comprehension, Perceptual Reason-
ing, Working Memory, and Processing Speed—important indicators of a child’s cognitive 
strengths and weaknesses (L. G. Weiss, Saklofske, & Prifi tera, 2005). Each Index score is 
derived from two or three of the subtest scores (Maller, 2005). The WISC-IV Integrated also 
includes 16 process subtests related to the four Index scores. These subtests give a more 
comprehensive measure of cognitive ability by measuring how a child’s problem-solving 
strengths and weaknesses may be affecting his or her results. 

The Index scores and the full-scale IQ score have means (100) and standard deviations (15) 
similar to those of the WAIS-IV. Norms are provided for each 4-month age group between 6 
and 16 years. The WISC has been found to be a useful instrument for the diagnosis of learn-
ing disabilities and intellectual disabilities. There is also a Spanish edition of the WISC-IV.

Index score split-half reliabilities exceeding .90 (full scale IQ, .96) and test–retest reli-
abilities at or above .84 (full scale IQ, .91) are reported for all age groups. The SEM for the 
full-scale IQ test is approximately 3 points. Thus, a child’s true WISC-IV IQ score would be 
estimated to be no more than 6 points above or below the obtained score at a 95% level of 
confi dence (Wechsler, 2003).

Wechsler Preschool and Primary Scale of Intelligence (WPPSI-III)
In 1967, a downward extension of the WISC was developed for use with children 4 to 6.5 
years of age, called the Wechsler Preschool and Primary Scale of Intelligence (WPPSI), 
which was revised in 1989 to become the WPPSI-R (Wechsler, 1989). In 2002, the WPPSI 
was revised and divided into two age bands, allowing for a lower age range down to 2.5 
years. Four subtests are administered to children between the ages of 2.5 and 4 years old 
and seven subtests to those between 4 and 7 years, yielding verbal IQ, performance IQ, and 
full scale IQ scores. There are supplemental and optional subtests that can be substituted 
for certain of the core subtests. 

http://www.WAIS-IV.com
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The specifi c subtests used varies based on the age band and the need for supplemental 
testing. The WPPSI subtests are as follows:

• Vocabulary: selecting an appropriate picture cited by an examiner from a set of four 
or providing defi nitions to words read aloud;

• Picture Naming: naming of pictures;
• Block Design: recreating a model or picture from a stimulus book using blocks;
• Object Assembly: fi tting puzzle pieces together to form a meaningful whole within 

90 seconds;
• Information: choosing a picture from four options in response to an examiner’s in-

formational question or responding to general knowledge topics;
• Word Reasoning: identifying a common concept among specifi c clues;
• Comprehension: responding to questions based on knowledge of general situations;
• Similarities: completing an incomplete sentence by identifying how concepts men-

tioned in the sentence are similar; 
• Matrix Reasoning: selecting a missing portion of an incomplete matrix from several 

response options; 
• Picture Concepts: choosing one picture per row from two or three rows to form a 

group;
• Symbol Search: scanning a search group and indicating whether a target symbol 

matches any of the symbols in the search group; and
• Picture Completion: viewing a picture and identifying the missing part.

The WPPSI-III was standardized using a sample of approximately 1,700 children of nine 
age groups stratifi ed by age, gender, race/ethnicity, education level of parent, and geo-
graphic region. Internal consistency and test–retest reliability estimates are strong, and the 
manual contains extensive evidence of validity. Normalized standard scores for subtests 
and IQs are similar to those on the other Wechsler tests (Lichtenberger & Kaufman, 2004; 
Madle, 2005). 

Wechsler Abbreviated Scale of Intelligence
There is also a short-form Wechsler instrument, the Wechsler Abbreviated Scale of Intelli-
gence (WASI; Wechsler, 1999). Taking only 15 to 30 minutes to administer and appropriate 
for individuals ages 6 to 89, the WASI is a brief measure tied to both the WISC-III and the 
WAIS-III. Because its results are less stable, it should not be used when a more accurate 
estimate from a full version is needed (Alexrod, 2002).

Kaufman Batteries

More recently, several tests— including the Kaufman tests and the Das Naglieri system—
have been developed that make use of Luria’s (1980) neuropsychological theory of intel-
ligence. Known as the PASS model, this theory consists of Planning (selecting a strategy 
to effi ciently solve a problem), Attention (selectively attending to a stimulus and inhibit-
ing competing stimuli), Simultaneous (integrating several stimuli into a single whole), 
and Successive (working with things in a specifi c serial order).  

The Kaufmans have developed several intelligence test batteries, including the Kaufman 
Assessment Battery for Children (KABC-II) and the Kaufman Adolescent and Adult In-
telligence Test (KAIT). The KABC-II is composed of 18 subtests of which up to 10 are ad-
ministered depending on the age of the child (American Guidance Service, 2005; Kaufman, 
Lichtenberger, Fletcher-Janzen, & Kaufman, 2005). It is designed for children 3 to 18 years 
old and yields scores on six different ability indices. It was standardized with the Kaufman 
Test of Educational Achievement. The KABC-II is considered to be more cross-culturally fair 
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than most comparable tests of intelligence, in part because it separates processing scores 
from crystallized scores (Samuda, 1998).

The KAIT consists of six core subtests and four additional subtests in an expanded bat-
tery and is normed for ages 11 to 85 years (Kaufman & Kaufman, 1993). It yields scores on 
both crystallized and fl uid intelligence and a composite IQ score, each with reliability coef-
fi cients above .90. A short form, the Kaufman Brief Intelligence Test (Kaufman & Kaufman, 
2002), which can be administered in 15–30 minutes, consists of a vocabulary (through pic-
tures) portion and a matrices portion using pictures and abstract designs. It is useful when 
time constraints preclude the use of a longer measure.

Das Naglieri Cognitive Assessment System

Another instrument developed to provide a broader measure of children’s cognitive abilities 
is the Das Naglieri Cognitive Assessment System (Naglieri, 2005). It contains 13 subtests 
(only 12 are used in any administration), yielding four scales labeled Planning, Attention, 
Simultaneous, and Successive (PASS) processing and a full-scale score (M = 100, SD = 15). 
Internal consistency and test–retest reliabilities are in the vicinity of .90, and the Planning and 
Attention scales assess concepts not found on traditional intelligence tests.

Woodcock–Johnson

The Woodcock–Johnson III(r) Diagnostic Reading Battery (WJ III DRB) is a set of 10 sub-
tests that assess aspects of reading, including phonological awareness, phonics knowledge, 
reading achievement, oral vocabulary, and oral comprehension. Eight of the 10 subtests are 
from the standard or extended versions of the WJ III Tests of Achievement (WJ III ACH), 
and the remaining two are from the WJ III Tests of Cognitive Abilities (WJ III COG). The 
same normative sample was used for the WJ III DRB as the WJ III, which included over 
8,800 individuals through a three-stage sampling process. The manual provides extensive 
information on the reliability and validity of the WJ III DRB (England, 2005). 

Other Individual Intelligence Tests

There are several individually administered intelligence tests designed to provide brief 
assessments of cognitive abilities for individuals of widely varying ages. The Peabody 
Picture Vocabulary Test–Fourth Edition (PPVT-IV; L. M. Dunn & Dunn, 2007) is a brief 
(11–12 minutes) screening test of listening comprehension and verbal ability. A word is 
given, and the examinee is told to point to the appropriate one picture out of four on 
a card. There are two parallel forms, and accommodations for individuals with motor 
impairments may be made. 

The Slosson Full-Range Intelligence Test–Revised (SIT-R3) is an individual screening 
test of verbal intelligence made up of items similar to those found on the verbal subtests of 
the Wechsler scales (C. A. Campbell & Ashmore, 1995; Nicholson & Hibpshman, 1998). It 
requires 10–25 minutes to administer and was renormed in 1998. There is a Primary form 
(SIT-P) for ages 2 through 7 that includes a nonverbal scale (Erford & Pauletta, 2005).

Both the PPVT-IV and the SIT-R3 can be administered to individuals of widely varying 
ages (from 3 or 4 years to 65 and older), both report reliability coeffi cients of above .90, and 
both show substantial concurrent validities with the verbal portions of other instruments 
such as the Wechsler and Kaufman batteries. They yield deviation IQs with a mean of 100 
and standard deviations of 15 for the PPVT-IV and 16 for the SIT-R3.

The Wide Range Intelligence Test is a brief, individually administered test of intellectual 
ability for ages 4 to 85. It contains four subtests that yield a verbal (crystallized) IQ and a visual 
(fl uid) IQ, with both alpha and test–retest reliabilities of above .90 (Widaman, 2003a, 2003b).



176 • Types of Assessment

Advantages and Disadvantages of Individual Intelligence Tests

Each of these intelligence tests is individually administered and requires a highly trained 
examiner. Considerable training and practice in administering each test are necessary for a 
competent administration that produces reliable results without the scoring errors that are 
an inherent aspect of individual assessment. An experienced examiner has the opportunity 
to observe and judge a variety of behaviors and aspects of the individual’s personality. 
Thus, for the competent examiner, these tests provide aspects of a clinical interview as well 
as a standardized test.

Because these individual intelligence tests provide several different types of IQ scores, 
the counselor has the opportunity to pay particular attention to those clients for whom 
the difference between the scores is substantial. In such cases, an exploration is warranted 
to attempt to discern factors that might account for the differences. The different subtest 
scores also provide an opportunity to examine the pattern of scores that appear as a profi le 
on the report form.

There have been a number of hypotheses advanced regarding emotional, neurologi-
cal, and pathological problems that yield differential subtest scores. Considerable research 
has shown differential diagnoses resulting from patterns on such profi les to be question-
able. Because the different subtests vary in reliability, difference scores obtained among 
the subtests can be particularly unreliable. Nevertheless, most sophisticated users of the 
Stanford–Binet and the Wechsler tests regard differential patterns as suggesting certain 
types of dysfunction. For example, higher scores on various verbal scales and lower scores 
on certain of the performance scales are suggestive of such problems as brain damage; 
drug abuse; or, in an older person, Alzheimer’s dementia. Verbal subtest scores falling 
well below performance scores may suggest poor reading ability or lack of motivation for 
academic achievement.

The primary disadvantages of individual intelligence tests are their costs, both in terms 
of time and money, and the extensive training required for them to be properly admin-
istered and interpreted. Counselors often lack both the resources and the training to use 
these instruments themselves. Instead, they refer clients in need of individual testing to 
competent examiners and receive the results from them. Counselors should encourage 
such examiners to report their observations and any other information that can assist coun-
selors in interpreting the results, particularly regarding information that can help to ex-
plain any discrepancies. In place of individual intelligence tests, counselors are more likely 
to use group intelligence tests to assess the cognitive abilities of their clients.

Activity 9.2 Selecting Intelligence Assessments
Select one of the individual or group assessments of intelligence dis-
cussed in this chapter. Use assessment sources discussed earlier in 
the text to collect psychometric information on the assessment. 
Refl ect on the following questions:

• What is the psychometric evidence (e.g., reliability, validity, 
standardization sample, scoring information) for the assessment? 
How strong is this evidence?

• How would you use this instrument in your practice?
• What are some of the advantages and disadvantages of 

the assessment?

Present the information to the larger group.
• • •
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Group Intelligence Tests

Group intelligence tests are considerably more cost-effective than individual tests in terms 
of the time and expense required for administration and scoring. They require simpler 
materials—typically only a printed booklet, a multiple-choice answer sheet, a pencil, and 
a scoring key are needed. They also usually offer more normative information because this 
type of data is easier to collect for group tests. 

As you may recall from Chapter 1, the development of group tests was stimulated by 
the need to classify almost 2 million U.S. Army recruits during World War I. The Army Al-
pha and the nonreading companion test, the Army Beta (most current version is the Beta 
III), were developed for military use. Group intelligence tests designed for educational 
and personnel uses were developed shortly thereafter, with these two tests as models. 
Such group-administered tests are now used at every educational level from kindergarten 
through graduate school. They are also used extensively by industry, by the military, and in 
research studies. The Beta III is widely used when hiring non-English-speaking or illiterate 
unskilled laborers for whom a verbal test would not be appropriate (Bellah, 2005). To avoid 
the term intelligence test, because the term intelligence is so often misunderstood and misin-
terpreted, counselors are encouraged to describe these tests, particularly those designed for 
school use, in terms of mental maturity, cognitive ability, school ability, or academic ability.

Group Intelligence Tests for School Use

Because these tests are administered across a number of grades throughout entire school 
systems, they are administered in the hundreds of thousands each year. The market for 
these tests is therefore a profi table one, and a large number are available for use. Four of 
the most popular and most psychometrically sound instruments are briefl y described here. 
Results are typically reported in a variety of forms: national and local age and grade per-
centiles, stanines, and normal curve equivalents.

Cognitive Abilities Test 
The Cognitive Abilities Test, Form 6 (CogAT-6) is the modern version of the Lorge–Thorn-
dike Intelligence Tests (Riverside Publishing, 2001). The test has two editions: the Primary 
Edition, with three levels for kindergarten through Grade 2, and a Multilevel Edition, with 
levels for use in Grades 3 through 12. The CogAT-6 is composed of three batteries assessing 
verbal, quantitative, and nonverbal abilities, with each battery consisting of three sepa-
rate tests with a composite score (Rodgers, 2005). The nonverbal section uses neither lan-
guage nor numbers but rather uses geometric fi gures for tasks that require classifi cation, 
analogies, or fi gure synthesis. In this portion, the effects of formal schooling, poor reading 
ability, or non-native-English speaking are minimized. Raw scores on each section can be 
converted into stanine and percentile scores for both age and grade levels so that the three 
scores can be compared both with norm groups and within each individual. In addition, 
the scores can be converted to standard scores that have a mean of 100 and a standard de-
viation of 16 to produce a deviation standard age score or IQ score. The Cognitive Abilities 
Tests were standardized along with the Iowa Tests of Basic Skills for kindergarten through 
Grade 9 and with the Iowa Tests of Educational Development for Grades 9 through 12. 
They were standardized on a sample of 180,000 students representative of the U.S. census 
population, with high and stable predictions found at all grade levels between CogAT-6 
scores and future scores on the Iowa achievement tests (DiPerna, 2005).

Test of Cognitive Skills 
The Test of Cognitive Skills is the contemporary version of the long-used California Test 
of Mental Maturity–Short Form (CTB/Macmillan/McGraw-Hill, 1993). In its original 
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form, the instrument was designed to be the group-test equivalent of the Stanford–Binet 
and to yield scores similar to those that would be obtained by individually administering 
the Stanford–Binet. In addition to verbal and nonverbal ability subtests, it also contains a 
section designed to assess short-term memory. There are six levels, each designed for two 
grade levels ranging from Grade 2 through Grade 12. The Primary Test of Cognitive Skills 
is available for Grades K–1. Age and grade stanines, percentiles, and standard score norms 
are available for each subtest. A Combined Cognitive Skills Index provides a deviation IQ 
score. It was standardized with the Terra Nova and the California Achievement Tests–5.

Otis–Lennon School Ability Test
The Otis–Lennon School Ability Test, 8th edition (OLSAT8) has seven levels ranging from 
kindergarten to Grade 12 (Pearson Assessments, 2012d). The test is published in two forms 
and yields verbal and nonverbal scores based on 36-item subtests and a total IQ score. The test 
represents a contemporary version of a series of former Otis tests. The OLSAT8 was jointly 
normed with the Metropolitan Achievement Tests 8 and the Stanford Achievement Tests 10.

Other Group Intelligence Tests

In addition to group intelligence tests used in schools, there are three other group intelligence 
tests used in a wider range of settings. There are the Shipley Institute of Living Scale, Won-
derlic Personnel Test and Scholastic Level Exam, and the Multidimensional Aptitude Battery.

Shipley Institute of Living Scale
The Shipley Institute of Living Scale–Revised is a 60-item (40 vocabulary, 20 abstract rea-
soning) intelligence test that takes approximately 20 minutes to administer. IQ and standard 
scores are obtained based on age-adjusted norms (Zachary, 1986). Correlations in the vicin-
ity of .8 with Wechsler tests are reported in the manual, along with reliabilities of .8 to .9 for 
internal consistency and .6 to .7 for test–retest. Originally constructed to assess cognitive 
impairment, this test is now used as a brief screening device for overall intellectual ability. 

Wonderlic Personnel Test
The Wonderlic Personnel Test and Scholastic Level Exam is a brief 12-minute, 50-item, 
speeded test of mental ability for adults (Wonderlic, 2005). This test is often used to de-
termine if individuals have the capacity to learn and solve problems. The Wonderlic Per-
sonnel Test has an extensive history of use in business, and the Scholastic Level Exam is 
often used in educational settings. Ten forms of this paper-and-pencil intelligence test are 
available, along with Braille and audiotape editions for persons with disabilities. There are 
extensive norms. It is administered in business and industry to 2.5 million job applicants 
each year for the selection and placement of employees. It is available in 14 languages and 
can be administered on a personal computer. Validity data in regard to job success are un-
doubtedly available locally in many companies but typically are not found in the research 
literature. The test’s validity has been questioned in regard to selection for certain posi-
tions when minorities obtaining lower scores on the instrument are screened out of various 
entry-level positions. Thus, the Wonderlic Personnel Test has been the subject of various 
court cases in which its use was declared not legitimate when testing procedures resulted 
in denying fair opportunities to prospective minority employees but acceptable when test 
results could be shown to be substantially related to the performance on specifi c jobs.

Multidimensional Aptitude Battery
The Multidimensional Aptitude Battery–II (MAB-II) was developed by the late Douglas 
Jackson as a group-administered paper-and-pencil test to yield the same types of results 
and scores as the WAIS (D. N. Jackson, 1998). This test battery contains fi ve tests on the 
verbal scale and fi ve tests on the performance scale that involve very similar tasks to the 
subtests on the WAIS but in a paper-and-pencil format. Scores on the various subtests have 
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a mean of 50 and a standard deviation of 10, and total scores on the verbal, performance, 
and full scale have a mean of 100 and a standard deviation of 15. It is available in English, 
French, and Spanish versions.

In the design of the MAB, Jackson made use of the capabilities of modern comput-
ers to develop items and scales through item analysis and factor-analysis techniques. The 
battery can be taken directly on most computers with software that presents instructions 
and practice items, times the subtests, scores them, and produces four different types of 
interpretive reports. The advantage of the battery is its ease of administration and scoring; 
the highly trained examiner necessary to administer the WAIS or the Stanford–Binet is not 
required. As a group-administered battery, however, it does not provide the examiner with 
the observational data obtained in using individual instruments. Therefore it is generally 
not administered in high-stakes testing situations such as the determination of intellectual 
disabilities (Widaman, 2003b).

Tip Sheet 

Interpreting Intelligence Test Results

✓ Use intelligence test results with caution. For many reasons, controversy continues 
regarding the concept of intelligence, the specifi c abilities that constitute intelligent 
behavior, and the magnitude of the roles played by heredity and environment. In-
corporate important client data external to testing in your interpretation. 

✓ Because most intelligence tests administered in the United States assume a relatively 
common cultural background with English as the native language, there may be 
several limitations for clients of diverse backgrounds. Review the test manual and 
critically evaluate each subtest to select an appropriate intelligence assessment. If 
assessment results for a client would be signifi cantly biased, consider instead using 
a culture-fair test as relevant (see Chapter 4).

✓ Be aware of which intelligence tests indicate accommodations for clients with 
disabilities. 

✓ Remember that an IQ score obtained does not represent a fi xed characteristic of the 
individual. Instead, it should be interpreted as a particular score obtained on a par-
ticular test at a particular time. This point is especially important for younger clients, 
for whom test–retest reliabilities are lower, indicating that considerable change and 
development take place over time. In interpreting the result to a client, rather than 
say that he or she has an IQ of 112, provide a better interpretation by saying that the 
client scored in the top quarter of his or her peers on a test that measures an ability 
useful in learning academic subjects.

✓ Be aware of the Flynn effect, a trend in which mean IQ scores have increased 
about 3 points per decade over the last 50 years. Using a sophisticated mathemat-
ical model, Dickens and Flynn (2001) suggested that industrialization’s rising 
cognitive demands of work and leisure have created a steadily increasing envi-
ronmental “social multiplier” effect that could account for the higher IQ scores 
across many nations. At the same time, academic achievement and scholastic ap-
titude test scores have not shown similar increases and occasionally have shown 
actual decreases.

Giftedness and Creativity

Children who are identifi ed as gifted may face various academic, interpersonal, and famil-
ial challenges. For example, underachievement of gifted students begins in early school 
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years and is a well-developed pattern by high school (Vialle, Heaven, & Ciarrochi, 2007). 
These challenges, coupled with a tendency to overcommit to tasks, often cause emotional 
distress (J. Peterson, Duncan, & Canady, 2009). Counselors, especially those in school set-
tings, must be familiar with helping gifted students master a variety of social and academ-
ic skills (Milsom, Goodnough, & Akos, 2007; Wood, 2010). In addition, family therapy may 
be an effective outlet for helping gifted children and adolescents negotiate developmental 
and mental health issues (Moon & Thomas, 2003). 

Giftedness is often not seen as special needs education, and thus counselors may not 
provide specifi c attention to gifted individuals (J. S. Peterson, 2003). In fact, Bourdeau 
and Thomas (2003) found that some counselors may view gifted children as no differ-
ent than nongifted children. Furthermore, there is an underrepresentation of children 
of minority statuses in gifted education programs. This underrepresentation may be 
due to a lack of referral and retention of these students in gifted education programs, 
negative attitudes toward minority students, issues in standardized testing, lack of 
minority enrollment in Advanced Placement courses, economic and social factors, or a 
combination of any of these factors (D. Y. Ford, Grantham, & Whiting, 2008; Henfi eld, 
Owens, & Moore, 2008).

There is no single method for identifying children who are gifted; however, the best 
method available for identifying children with superior cognitive abilities is the stan-
dardized, individually administered, multidimensional test of intelligence, such as a 
Wechsler test or the Stanford–Binet. In some schools, group tests must be substituted for 
screening purposes when the administration of large numbers of individual tests is not 
feasible. Other areas of giftedness, such as creativity or talent, are more diffi cult to assess 
and must include a combination of procedures including achievements, achievement 
tests, portfolios, auditions, and teacher and parent nominations (McIntosh & Dixon, 
2005; Sattler, 2005).

The Torrance Tests of Creativity (Torrance, 1974) are the most widely used tests to assess 
creativity. They consist of both nonverbal and verbal forms assessing four creative abilities: 
fl uency, fl exibility, originality, and elaboration. The nonverbal form uses drawing activities, 
and the verbal form involves activities such as generating questions or suggesting alterna-
tive uses for an object. Each activity is timed and scored on the fi rst three of the creative abili-
ties. The nonverbal activities are also scored for elaboration. Research has shown adequate 
score reliability. An interesting 22-year longitudinal validity study showed student scores to 
be related to accomplishments in adulthood (Kerr & Gagliardi, 2003).

Chapter Summary

Although assessment of intelligence may be performed by professionals from other related 
disciplines, counselors are typically involved in using results for educational and voca-
tional decision making. Several theories of intelligence that aid counselors in conceptual-
izing intelligence and serve as the basis for the individual and group intelligence tests were 
discussed in this chapter. These theories include Spearman’s g factor, Thurstone’s primary 
mental abilities, the Cattell–Horn–Carroll theory of cognitive ability, Sternberg’s triarchic 
theory of intelligence, and Gardner’s multiple intelligences. 

This chapter reviewed several individual and group intelligence tests. Individual tests 
include the Stanford–Binet, Wechsler scales, Kaufman batteries, Das Naglieri cognitive 
assessment system, Woodcock–Johnson, Peabody Picture Vocabulary Test, Slosson Full-
Range Intelligence Test, and the Wide Range Intelligence Test. Group intelligence tests 
discussed include the Cognitive Abilities Test, Test of Cognitive Skills, Otis–Lennon School 
Ability Test, Shipley Institute of Living Scale, Wonderlic Personnel Test, and the Multidi-
mensional Aptitude Battery–II. The chapter concluded with a brief discussion of giftedness 
and creativity.
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Review Questions

1. What are the major theories of intelligence?
2. How is intelligence defi ned according to the major theorists of intelligence? What 

are the potential limitations of each of these defi nitions?
3. How do the Wechsler scales compare with the Stanford–Binet?
4. What are some of the advantages of individual intelligence tests? Disadvantages?
5. What are some of the factors affecting gifted students?
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chapter

10

Ability Testing: 
Academic Aptitude and Achievement

Counselors, particularly those working in academic settings or working with individuals fac-
ing academic- and career-related decisions, are to be familiar with ability tests. This chapter 
discusses several types of ability tests, including tests for higher education, graduate and profes-
sional school admissions tests, academic achievement tests, and study habits inventories. In addi-
tion, considerations of high-stakes testing and the No Child Left Behind legislation are discussed.

Test Your Knowledge

Select the most appropriate choice for each item.

1. Generally, ________ refers to previous learning and ________ to learning ability. 
  a. aptitude; achievement
  b. achievement; aptitude
  c. aptitude; intelligence
  d. intelligence; aptitude

2. Which of the following is not an aptitude test used in higher education?
  a. SAT b. ACT c. PACT d. PSAT

3. GRE: graduate school admission and ________: school achievement.
  a. TerraNova 3 b. LASSI c. SAMS d. WAIS

4. The function of high-stakes testing is to:
  a. Ensure state curriculum requirements are met.
  b. Provide information for college admissions.
  c. Create educational opportunities for students who have experienced 

  educational inequity.
  d. Both a and c.
□ T  □ F  5. Ability tests typically used for higher education admissions serve 

    both to measure previous learning and predict learning ability.
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Introduction to Aptitude and Achievement Assessment

We have all encountered several forms of ability testing throughout our educational ex-
periences. As school-age children we were administered various tests to determine place-
ments and graduation or matriculation to higher grade levels. We then experienced several 
other ability tests to gain admission in college and graduate school. The mention of the 
SAT or GRE conjures up anxiety for some counselors and counselor trainees! We likely 
have friends, relatives, or our own children who are being administered ability testing in 
some form now. Thus, ability testing is a signifi cant part of our lives at various points.

There are two forms of ability tests: aptitude and achievement. Assessment of aptitude 
is generally thought of as an ability to acquire a specifi c type of skill or knowledge; apti-
tude tests are typically used for prediction purposes. In the fi eld of aptitude testing, the 
assessment of scholastic aptitude is particularly important, because academic or scholastic 
aptitude is signifi cantly related to achievement in various educational programs in high 
schools, colleges, and professional schools. Because of the importance of higher education 
as a prerequisite for entering the majority of higher status occupations and professions in 
today’s society, achieving acceptable scores on scholastic aptitude measures is becoming 
increasingly crucial for those aspiring to such occupations.

Assessment of achievement differs from aptitude testing in that it attempts to measure 
learning that takes place under relatively standardized conditions or as a result of a con-
trolled set of experiences. Achievement tests are designed to measure what has already 
been learned or knowledge or skills that have been attained, whereas academic aptitude 
tests attempt to measure learning ability, although such ability is usually related to that 
which has been developed up to the time of testing. 

Thus, achievement tests are usually evaluated on the basis of content validity, that is, the 
extent to which the test includes content similar to that which the test takers are expected 
to have experienced. Aptitude tests are usually evaluated in terms of predictive validity, 
that is, the extent to which success in whatever it is the aptitude test attempts to measure 
can be predicted from the test results. The distinction between achievement and aptitude 
tests is not absolute, however. Some aptitude tests are based on a generally standardized 
prior experience, whereas some achievement tests are designed to measure certain gen-
eralized educational experiences that are not especially uniform in nature. For example, 
the ACT test serves as a scholastic aptitude test to predict success in college; however, its 
items represent subject matter areas taught in all high school curricula. The new SAT is 
now similar in this regard, a departure from the previous SAT that was designed to assess 
aptitude rather than achievement.

Achievement tests vary from the brief achievement test administered by a teacher to evalu-
ate the learning that has taken place during a single lesson to the nationally available achieve-
ment test programs produced by the major commercial test publishers. These achievement test 
batteries are generally designed across a number of grade levels from kindergarten through the 
12th grade. The test batteries provide profi les of scores in various academic skill areas. They 
tend to be based on the “three Rs” in the early grades and to measure information and knowl-
edge in specifi c academic areas at the secondary school levels. Usually the tests are carefully 
prepared in regard to content, with items written by teachers and consultants and examined by 
expert reviewers. The items are then subjected to analyses of item diffi culty and item discrimi-
nation, with attempts made to eliminate gender and ethnic bias.

Aptitude Tests for Higher Education
Scholastic aptitude tests are used as information sources for selecting and admitting students 
to institutions of higher education at the undergraduate and graduate or professional 
levels. They are also used for awarding academic scholarships, in determining athletic 
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eligibility, for awarding fi nancial aid, for placing students in courses, as well as for aca-
demic and vocational counseling and advising. There are two major tests for higher educa-
tion: the SAT (including the PSAT) and the ACT.

SAT

The SAT has been given since 1926 and is now taken by over a million college-bound 
high school students each year. Its design, administration, and reporting are carried out 
by the Educational Testing Service (ETS) in Princeton, New Jersey. Originally called the 
Scholastic Aptitude Test, it was revised in 1994 and given the redundant name the Scho-
lastic Assessment Test–I (SAT-I). The 2005 version is known simply as the New SAT or 
the SAT Reasoning Test. It is a 4-hour, primarily multiple-choice test with three major 
sections: (a) Critical Reading (formally Verbal), containing 67 multiple-choice items deal-
ing with critical reading and sentence completion (70 minutes); (b) Mathematical, with 
54 multiple-choice items dealing with regular mathematics and quantitative comparisons 
and 10 completion items that require student-produced responses (70 minutes; College 
Board, 2005a); and (c) Writing. In the Writing section test takers answer 49 multiple-choice 
items—improving sentences, improving paragraphs, identifying sentence errors (35 min-
utes)—and write an essay (25 minutes). There is an additional 25-minute unscored section 
of experimental items being tried out for future tests. Scores on the three multiple-choice 
portions and the essay are then combined and placed on the same type of 200–800 stan-
dard scale as the Critical Reading and Mathematical sections. The total of an individual’s 
standard score from each of the three sections of the SAT can thus range from 600 to 2,400 
(College Board, 2006a).

Traditionally, the SAT attempted to measure developed abilities or intellectual skills and 
was not meant to be an achievement test tied to particular high school courses or curricula. 
Criticisms of that approach have led to revisions that are more closely related to secondary 
school subjects (thus, the SAT has grown more similar to its competition, the ACT). Reli-
abilities of the SAT Verbal and Mathematical portions have generally been found to be in 
the vicinity of .90 for college-bound students, yielding SEMs of approximately 30 points.

In 1941, the mean on each section for students taking the test was set at 500 with a stan-
dard deviation of 100, and scores therefore ranged on a standard scale from 200 to 800. 
Since 1941, the college-bound cohort completing the test each year has changed drastically, 
and 500 no longer approximates the college-bound mean. In the spring of 1995, scores on 
the SAT-I were “recentered” with the mean on each of the two portions reset at 500 (Col-
lege Board, 1994). By 2004, mean scores had edged up slightly to 508 on the SAT-I Verbal 
and 518 on the SAT-I Mathematical sections.

The Mathematical section of the SAT is more dependent on curriculum-based learning 
than is the Critical Reading section; the further the student progresses in mathematics 
courses in high school, the better the student will be prepared for the SAT Mathematics 
test. Students should plan to take math courses at least through Algebra II and be encour-
aged to review some of their basic algebra and geometry before sitting for the SAT.

The essay on the Writing section is scanned into a computer and sent to two read-
ers (usually English teachers) for review. They score it on a 1–6 scale, and if they 
disagree by more than 1 point, it is sent to a third reader. The two scores are then 
added for a 2–12 total and combined with the multiple-choice results. In one study, 
the estimated true score reliability for the essay was .76 and on alternate forms it was 
.67. This finding yields an SEM of approximately 1.0 (Kobrin & Kimmel, 2006). Thus, 
an essay score of 7 (on the 2–12 range) would mean that 68% of the time the student’s 
true score would fall between 6 and 8. The essay score contributes about 25% of the 
Writing section score.

The CEEB also administers the 1-hour SAT-II subject tests in 18 specifi c subjects (e.g., 
biology, Spanish), one or more of which is required by some colleges.
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Preliminary Scholastic Aptitude Test/National Merit Scholarship 
Qualifying Test 

The Preliminary SAT/National Merit Scholarship Qualifying Test (PSAT/NMSQT) is 
typically taken in the 10th or 11th grade (College Board, 2000). It is considered by some 
students to be a practice or trial run for the SAT. It is also used to help students choose 
which colleges to consider in their college decision-making plans. It plays an important 
role as the initial step in qualifying for National Merit Scholarships.

Scores on the PSAT/NMSQT, which range from 20 to 80, are designed to be compa-
rable—with an additional 0 added—to the SAT scores that students would be expected to 
obtain when they take that test in their senior year. Like the SAT, it yields Critical Reading 
and Math scores (from two 50-minute sections) and includes a 30-minute Writing Skills 
section but without writing an essay. The math portion cannot include junior- and senior-
year mathematics concepts because a large number of sophomores also take it and are 
included in its norms (College Board, 2005b).

The PSAT/NMSQT was also recentered in 1994 in order that the juniors that year could 
predict the scores they would receive when they took the recentered SAT-I in 1995 (College 
Board, 1994). Thus, for example, a student who received a 50 on the PSAT Critical Reading, 
a 55 on the PSAT Math, and a 45 on the PSAT Writing would be expected to receive scores 
somewhere in the vicinity of 500 on the SAT Critical Reading, 550 on the SAT Mathemati-
cal, and 450 on the SAT Writing. An additional score, known as the “Selection Index,” is 
computed for scholarship consideration by summing the Verbal, Math, and Writing Skills 
scores on the PSAT/NMSQT. The approximately 16,000 highest scoring students become 
National Merit Scholarship semifi nalists, with actual selection index cutoff scores varying 
among the different states to obtain the top 1% of the scholarship qualifi ers from each state.

ACT

The ACT, Inc., in Iowa City, Iowa, established in 1959 what was originally known as Amer-
ican College Testing. Now the assessment is known simply as ACT to represent the myriad 
of tests the company publishes. The ACT tests tend to be used more often by colleges in the 
Midwest and less often by those on the East Coast, although the majority of institutions in 
the United States will accept either SAT or ACT scores. The current revision, termed the 
ACT Assessment, consists of four academic achievement tests, an interest inventory, and a 
questionnaire regarding student backgrounds and plans. It is administered on six national 
testing dates. The academic tests take 2 hours and 55 minutes to complete and are designed 
to assess academic ability in four areas: English, mathematics, reading, and science reason-
ing. There is also an optional 30-minute ACT Writing Test, an essay that is required by a 
number of institutions (ACT, Inc., 2011a).

The item content of the ACT Assessment is similar to that of the Iowa Tests of Edu-
cational Development, on which the ACT tests were originally based. For example, the 
ACT-Math consists of 60 items from pre-algebra, intermediate algebra, geometry, and 
trigonometry. The Science Reasoning test contains 40 items dealing with concepts from 
biology, physics, and chemistry. Results are reported on a standard score scale that ranges 
from 1 to 36 for each of the four academic tests and their seven subscales, along with a total 
composite score. The mean for college-bound students who take the ACT Assessment is 
approximately 21 on each of the four academic tests and the composite score. Standard 
deviations vary from 4.5 to 6.0. The SEM is approximately 2 for the academic tests and 1 
for the composite score.

Essays are scored by two readers on a 1–6 scale and added to give a 2–12 score that is 
reported to the student along with readers’ comments. A combined English and writing 
score is also reported using the 1 to 36 standard scale.
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The 90-item UNIACT Interest Inventory is taken along with the ACT Assessment, 
and it provides scores on six interest areas similar to Holland’s (1997) hexagon and a 
method of plotting interests on the accompanying World-of-Work Map (ACT, Inc., 
2000b). Information is sent to colleges, and the ACT reports are also sent to both the high 
school and the student; such reports contain much information useful in academic and 
career planning. The reports include student plans, perceived educational needs, interest 
inventory scores, and rankings of the students’ scores at the colleges to which the scores 
are being sent.

There are two preliminary ACT batteries useful for occupational and, especially, edu-
cational planning. The EXPLORE program taken by eighth and ninth graders consists of 
four academic achievement tests along with an interest inventory, educational plans, and 
background information. The PLAN Program for 10th-grade students consists of (a) four 
academic tests of 20 to 45 minutes each, yielding standard scores of 1 to 32 that are linked 
to junior/senior year ACT Assessment scores; (b) the UNIACT Interest Inventory; (c) a 
student Needs Assessment; (d) a high school grade/course information section; and (e) an 
educational/occupational plans section (ACT, Inc., 2005).

ACT’s ASSET Student Success System is administered in nearly 400 community 
and technical colleges to assess students’ skills with three 25 minute tests: Writing 
Skills, Numerical Skills, and Reading Skills. The program also collects information 
about students’ educational backgrounds, their plans, and their needs. Additional tests 
have been constructed to assess skills in certain other academic areas (e.g., chemistry, ge-
ometry, and college algebra; ACT, Inc., 2012a).

Validity of Scholastic Aptitude Tests

The ACT and the SAT are approximately equal in their ability to predict college 
grades. Thousands of studies have been conducted assessing the ability of these tests 
to predict grades, with the typical correlation ranging in the vicinity of .30 to .50 for 
freshman grade point averages (GPAs). Correlations tend to be higher at institutions 
with more heterogeneous freshman classes and lower among homogeneous student 
bodies, particularly at the very highly selective institutions with restricted ranges of 
student scores.

Most studies have found that high school grades are the best predictors of college 
GPAs but that scholastic aptitude tests are able to improve the prediction over high 
school GPAs or high school ranks alone (College Board, 2000). That scholastic apti-
tude test scores would add to the prediction of college success is not surprising. The 
particular high school GPA that a student obtains depends on a number of factors: the 
general competitiveness of the high school attended, the grading curve used in that 
high school, and the types of courses taken, as well as other personal factors. Thus, 
a high school GPA of 3.2 achieved by a particular student who has taken all college 
preparatory subjects in a school with a low grading curve and where the majority of 
classmates are college-bound represents a very different level of achievement than that 
obtained by a student from a less competitive high school who has taken a number of 
vocational or commercial courses. A national college admissions test represents a com-
mon task for all students and therefore can operate as a correction factor for the high 
school GPA. In addition, for the student with low grades but with substantially higher 
scholastic aptitude test scores than would be expected from those grades, the scores 
may suggest hitherto unrecognized academic potential. These scores may represent a 
“second chance” for such a student.

These tests are generally equally predictive for different racial groups. In those in-
stances in which differences have been found, the group with the lower scores tends 
to obtain lower than predicted college GPAs rather than higher, as might be expected 
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(Cleary, Kendrick, & Wesman, 1975). Test scores tend to be greatly overemphasized by 
many parents and their college-bound students. Only at the most highly selective insti-
tutions are very high scores generally required, and even there, much other information 
goes into admissions decisions. Students with good high school grades can obtain ad-
mission to most colleges unless their test scores are extremely low.

When scholastic aptitude test scores are interpreted to students and their parents, 
the standard error should be taken into account. On the SAT-Critical Reading and SAT-
Mathematical, the standard error is in the vicinity of 30, suggesting that two thirds of the 
time the student’s true score will fall within 30 points in one direction or the other from the 
obtained score. For the ACT, with a standard error of approximately 2 points, two thirds 
of the time students’ true scores could be expected to fall within 2 points on either side of 
their obtained ACT standard scores.

Academic Aptitude Test Scores and College Admission

Although the number of U.S. colleges and universities that require very high ACT or SAT 
scores is not large, almost all 4-year institutions claim to maintain some type of a selective 
admissions policy. This selectivity varies greatly. Some public institutions will take any stu-
dent in the top half of his or her high school class or one who obtains a test score at least 
equivalent to that level. Others take only those in the top quarter, or in the top three quarters, 
or have other means of selection using formulas with high school rank or high school grades 
and SAT scores. A few private institutions admit perhaps only one in fi ve applicants from an 
already very selective applicant pool. There are many other private colleges that, although 
maintaining that they are selective in their admissions, in fact will admit almost every high 
school graduate who applies, as will most public community colleges. The result is a great 
variation in the abilities of the average or typical student on various campuses.

In the United States a particular GPA earned at one institution is not equivalent to that 
earned at another institution, and college degrees obtained from different institutions also 
are not equivalent. Although some differences in levels of competition among colleges 
are recognized to at least a limited extent by the general public, and perhaps to a greater 
degree by those in higher education, the actual differences are far greater than all but the 
most sophisticated observers of American higher education imagine. Levels of competi-
tion vary so greatly among institutions that a student obtaining an honors GPA of 3.4 at 
one institution could easily fail out of a much more competitive institution.

These differences can be understood by examining the scholastic aptitude test scores 
in various institutions. Scholastic aptitude test scores of entering freshmen at particular 
institutions of several different types are shown in Table 10.1. This table includes ACT-
English and College Board SAT Critical Reading scores as rough equivalents. It should be 
recognized that the equivalence between these two tests shown in this table was based on 
a large and relatively heterogeneous population but at a single institution. Populations at 
particular institutions of varying ability levels and with differing proportions of the two 
sexes may result in concordance tables that differ substantially from this table. The equiva-
lent scores given in this table should be read as only rough equivalents and not as exact 
mathematical equivalents. The scores given for the different types of institutions represent 
specifi c institutions and are provided here as general examples; they do not represent the 
typical or median institution of that type.

By comparing scores in Table 10.1, one can see, for example, that the median student at 
the Ivy League institution falls above the 90th percentile for students at the midwestern 
state university. At the same time, the median student at the midwestern university falls 
in the lower 5% for students at the Ivy League institution. Students at the midwestern uni-
versity actually tend to score well above college-bound students nationally: The median 
student at the midwestern university falls at about the 75th percentile of the national col-
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lege-bound population. The median student at the private liberal arts college included in 
Table 10.1 is practically never found in an Ivy League school and falls in the bottom quarter 
among students at the midwestern state university. The median student at the southern 
state college (an accredited institution) is found only in the lower 1%–2% of students at 
the midwestern state university, and very few students at the private liberal arts college 
score that low. The highest scoring student at the southern state college does not reach the 
mean at the midwestern state university, and only a handful of students at the Ivy League 
university obtain scores as low as the highest student at the southern state college. Thus, 
between the southern state college and the Ivy League institution there is virtually no over-
lap among the scores of their students.

In assisting college-bound students in their decision making about the institutions they 
might choose, counselors should consider these types of differences. Information regarding 
the levels of academic competition at particular institutions can be found in certain college 
guides, such as Profi les of American Colleges (Barrons Educational Series, 2011) or The Col-
lege Handbook (College Board, 2012). Anyone involved in college counseling should obtain 
a guide that contains information regarding high school ranks and test scores of students at 
different institutions. Armed with the knowledge that the standard deviation on an academic 
aptitude test at a given institution is likely to be in the vicinity of two thirds or three quarters 
that of the normative standard deviation of the instrument (4 or 5 points on the ACT Assess-
ment or 60 to 75 points on the SAT) and with the mean score or the range of the middle 50% 
given in one of the college guides, a counselor can easily calculate a rough estimate of the 
point at which the student is likely to fall in regard to academic aptitude at that institution.

Combining this information with knowledge of the student’s achievement level in high 
school, it is possible to estimate the general level of competition that a student will fi nd at a given 
institution. Combined with other information about the student, his or her chances of obtaining 
admission at that institution can also be estimated. A student might therefore be encouraged 
to apply to several different institutions, including one or two in which chances for admission 
and satisfactory performance are favorable. The following case example illustrates how 
counselors can use academic aptitude test information in their discussions of college choices.

Case Example 10.1

Dylan

Dylan is just beginning his senior year in high school, and he and his parents are having a 
conference with his guidance counselor. He has a 2.9 GPA in the academic program in his 
high school and received scores ranging from 18 to 22 for a composite score of 20 on the 
ACT battery that he took the previous spring. His parents want to talk about colleges and 
universities that he should investigate and his chances of being admitted to them. Included 
in their consideration is an Ivy League institution that their nephew attends.

The counselor reports to them that Dylan’s score on the ACT is about an average score 
for college-bound students in the United States. When he takes the SAT a few weeks 
hence, if he obtains comparable scores, they are likely to be in the 400s. She suggests that 
unless he were class valedictorian or a star athlete (which he is not), he has little chance 
of being admitted to a highly competitive institution. She tells them that because the 
state university admits any high school graduate who is in the top two fi fths of his or her 
graduating class, and because Dylan is at the 65th percentile, he would be admitted to 
the state university. He would, however, rank toward the bottom at that institution, both 
in terms of high school record and test scores, and he could fi nd it diffi cult to achieve 
more than barely passing grades.

Because Dylan is undecided as to a career or a major, he is planning to enter a general 
liberal arts program and therefore has a wide range of institutions from which to choose. 
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At some 4-year institutions, he would fall well above the mean and at others well below 
the mean. At the particular small college he is considering, he would be below the middle 
but still above the bottom third. His chances of success there would be better than at a 
number of other institutions that he and his parents have considered.

• • •

The level of competition a student is likely to meet if admitted should also be discussed. 
Although there are many, including parents, who believe that a student should attend the 
highest status institution to which he or she can be admitted, some evidence suggests that for 
many students this is not the wisest move. Werts and Watley (1969) indicated that, holding 
ability constant, those students who attended an institution at which they fell in the bottom 
portion of the students at that institution were less likely to go on and attend graduate or 
professional school than those students who had attended an institution at which they were 
closer to or above the middle of the distribution. Furthermore, students in highly competi-
tive institutions have reported lower academic self-concepts in a cross-cultural study involv-
ing 4,000 students in 26 countries (Marsh & Hau, 2003). Results consistent with this effect 
were found in all of the 26 samples. In essence, it may not always be desirable for students to 
pursue the most competitive programs for which they can gain admission.

When students transfer from college to college, much of the difference in the GPAs ob-
tained at the new institutions can be accounted for by differing levels of competition. Stu-
dents transferring from community colleges to more competitive 4-year institutions often 
experience a drop in grades known as “transfer shock.” Students transferring from more 
competitive institutions to less competitive ones will, on the average, see their GPAs increase.

Graduate and Professional Schools Admissions Tests

There are two common graduate admissions tests used today: the Graduate Record Exami-
nation and the Miller Analogies Test. In addition, professional schools (e.g., law schools, 
medical schools) often require more specialized admissions tests.

Graduate Record Examination 

The Graduate Record Examination (GRE) includes both a general test and subject tests, 
with the general test being the most widely accepted graduate admissions test worldwide 
(Educational Testing Service, n.d.). The GRE was revised in August 2011. There are three 
portions of the GRE: Verbal Reasoning (GRE-V), Quantitative Reasoning (GRE-Q), and 
Analytical Writing (GRE-W). The GRE-V measures the ability to analyze, evaluate, and 
synthesize written material and to analyze relationships among sentence parts or among 
words or concepts. Specifi cally, there are reading comprehension, text completion, and 
sentence equivalence question types. The GRE-Q measures the ability to problem-solve 
and understand basic mathematical concepts, with attention to mathematical computation 
and data analysis. There are four types of quantitative reasoning questions that include 
quantitative comparison, multiple choice options, and numeric entry, and two types of 
data interpretation questions that are presented as multiple choice or numeric entry. The 
GRE-W measures critical thinking and analytical writing skills. This section includes tasks 
related to analyzing issues and arguments (Educational Testing Service, n.d.). 

Scores for the revised GRE general test are on a 130–170 scale (GRE-V and GRE-Q sec-
tions), and the GRE-W section is reported on a 0–6 score scale. Scores are reported in 1-point 
and 0.5-point increments for the GRE-V/GRE-Q and GRE-W sections, respectively. The 
GRE subject tests are reported on a 200–990 scale for the total score (10-point increments), 
with subtest scores on a 20–99 scale (1-point increments). Individuals can review addi-
tional information about the revised GRE General and Subject Tests at www.ets.org/gre. 

http://www.ets.org/gre
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For a time, the GRE General Test used an adaptive format in which the examinee was 
presented with questions of average diffi culty, after which the computer selected questions 
based on the diffi culty level of the questions answered correctly and incorrectly. Each cor-
rect answer led to a more diffi cult question, whereas a wrong answer led to an easier one. 
Scores on the test are based both on the number of questions correctly answered and on 
the diffi culty level of these questions (Sireci, 2004). This procedure resulted in an effi cient 
individualized test; however, item security became a problem because examinees were 
memorizing questions and answers from previous test takers. Therefore, ETS lengthened 
the test and returned it to its current format, with the paper-and-pencil version continued 
only in a few countries where computers are not available.

The GRE is used in selecting students for admission into graduate school and into spe-
cifi c graduate departments. Norms on the tests vary greatly among institutions and among 
specifi c departments. A physics department could require substantially higher scores on 
the quantitative section than on the verbal section, whereas requirements by an English 
department would be the opposite. An art department might require a portfolio and pay 
little attention to either. Because of these differences, use of GRE test scores to assist stu-
dents in selecting institutions and departments in which they are likely to be admitted and 
are likely to be successful is diffi cult without knowledge of the norms in specifi c graduate 
institutions and departments.

Using GRE scores to predict success in graduate school is particularly diffi cult for a 
number of reasons. There is likely to be the problem of restriction in range within particu-
lar departments, because GREs and undergraduate GPAs are the major criteria on which 
students are selected for graduate programs, thus eliminating low scores. In addition, 
graduate school GPAs may be highly restricted in range because grades of A and B are 
often the only grades given. For a typical department, however, GRE scores plus under-
graduate GPAs still provide a better prediction of academic success than any other readily 
available variables (Kuncel & Hezlett, 2001).

Miller Analogies Test 

The Miller Analogies Test (MAT), published by Pearson Assessments, is a second test used 
for the selection of graduate students. The test consists of 120 complex analogy items drawn 
from the subject matter across a number of academic fi elds (100 items count, and 20 are ex-
perimental). It is available in both paper-and-pencil and computer formats and can be taken 
in various approved centers around the country. Although the test is administered with a 
60-minute time limit, it is largely a power test, not a speed test. It includes items of consider-
able diffi culty so that resulting scores are purported to differentiate reliably among people of 
superior intellect. It is available in a number of parallel forms, with reliabilities in the general 
magnitude of .90. In a meta-analysis study of the MAT (Kuncel, Hezlett, & Ones, 2004), the 
instrument was shown to be not only a valid predictor of academic variables such as gradu-
ate school grades and time taken to fi nish a graduate degree, but also of vocational and ca-
reer criteria. Familiarity with the kinds of items on this type of test can signifi cantly affect 
scores, with substantial improvement resulting from studying practice items or from previ-
ous experience with an alternate form. As with the GRE, norms among graduate students in 
different institutions and different departments vary widely, and knowledge of normative 
data in relevant comparison groups (provided in the MAT manual) is a necessity if predictive 
information based on the scores is to have any value. The problems of predictive validity of 
graduate school success discussed for the GRE are also present for the MAT.

Professional School Tests

A number of aptitude tests have been developed by different professions for selection into 
their professional schools. In many cases, these tests are universally required for admission 
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to such schools. Such tests include the Medical College Admission Test (MCAT; Associa-
tion of American Medical Colleges, 2000), the Dental Admission Test (DAT; Division of 
Educational Measurements, Council on Dental Education, 1994), the Law School Admis-
sion Test (LSAT; Law School Admission Council, 2005), and the Graduate Management 
Admission Test (GMAT; Educational Testing Service, 2004). These admission tests are typ-
ically developed and administered by one of the national testing programs, such as ACT 
or ETS, and the cost to applicants can be quite expensive.

These tests usually include items similar to those found on scholastic aptitude tests, 
including measures of verbal and numerical ability. In addition, they usually contain sub-
tests with items relevant to the particular profession. The LSAT includes sections that at-
tempt to assess competence in analytical and logical reasoning. The GMAT, which is ad-
ministered on demand in a computer-adaptive format only at test centers throughout the 
world, includes a quantitative and an analytical writing section. The DAT has a perceptual 
ability portion, and the MCAT includes scores in such areas as the physical and biological 
sciences as well as a writing sample. Scores on each of the tests are reported in very differ-
ent types of standard scores with different means and standard deviations. For example, 
the MCAT yields standard scores ranging from 1 to15, with a mean of approximately 8 and 
a standard deviation of approximately 2.5. The LSAT now reports scores ranging from 120 
to 180, with a mean of approximately 150 and a standard deviation of approximately 10. 
For the DAT, scores range from 1 to 30, with a mean of 15 and a standard deviation of 5. 
The GMAT, used by most graduate schools of business, reports subtest scores ranging from 
0 to 60, with a mean of 30, and total scores similar to those of the GRE, with a range of 200 
to 800 and a mean of 500. The writing portion receives a score of 1 to 6.

Academic Achievement Tests 

Hundreds of thousands of achievement tests are administered each year, primarily in 
educational institutions ranging from kindergarten through graduate and professional 
schools. Others are administered for licensure and certifi cation in trades and professions, 
in medical specialties, or for the selection and promotion of postal workers. This section 
presents school, college-level, and adult achievement tests. The following major section 
will discuss high-stakes testing, an issue associated often with school achievement tests.

Although the results of these test batteries are often misinterpreted by the public, con-
siderable pains have been taken to provide the results in understandable language and 
formats. The test publishers market a wide variety of support and interpretative materials 
for use with teachers, counselors, parents, and students.

Most students take standardized achievement tests, which are used for a variety of pur-
poses, at regular intervals during their fi rst 12 years of schooling. These tests are used in 
a diagnostic way to identify the strengths and weaknesses of specifi c skills and achieve-
ments in individual students. As a result of such diagnoses, students can be selected for 
specifi c types of instruction, either remedial or advanced in nature. For this reason, the 
tests are often used as a part of the regular guidance and counseling program in an insti-
tution. Counselors thus become involved in interpreting the results to the students them-
selves, to their parents, and to teachers and other professionals (Ekstrom et al., 2004; Thorn 
& Mulvenon, 2002).

School Achievement Tests

The most commonly used national achievement test batteries include (a) the Iowa Tests 
of Basic Skills/Iowa Tests of Educational Development, (b) the Stanford Achievement 
Tests, (c) the Metropolitan Achievement Tests, and (d) the TerraNova Tests. Results are 
usually reported in a full range of derived scores, including scale scores, national and local 
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percentile ranks, normal curve equivalents such as stanines, and grade equivalents. These 
four test series are briefl y described as examples of such batteries.

Iowa Tests of Basic Skills/Iowa Tests of Educational Development
The Iowa Tests of Basic Skills (ITBS) form a battery of achievement tests covering kin-
dergarten through Grade 8 (Hoover, Dunbar, & Frisbie, 2003a). They are considered to be 
some of the oldest and best of their type (Brookhart, 1998). The tests are designed to mea-
sure basic educational skills, including vocabulary, reading, language, and mathematics 
for the early grades, with the addition of social studies, science, and information utilization 
tests for the upper grades. Complete, Core, and Survey Batteries are available. The Com-
plete Battery consists of 5 to 15 subtests depending on the level, the Core consists of 3 to 
12. The Survey Battery contains three 30-minute tests in reading, language, and math. The 
ITBS were normed on large and well-documented samples and were jointly standardized 
with the IQ-type Cognitive Abilities Test (Hoover, Dunbar, & Frisbie, 2003b).

The Iowa Tests of Educational Development (ITED) are designed for use at the high 
school level (Forsyth, Ansley, Feldt, & Alnot, 2001). There are six tests in the Core Battery 
(Vocabulary, Reading Comprehension, Revising Written Materials, Spelling, Math Con-
cepts and Problem Solving, and Computation) and three additional tests in the Complete 
Battery (Analysis of Social Science Materials, Analysis of Science Materials, and Sources of 
Information). The ITED was standardized on a national sample stratifi ed by geographic re-
gion; district enrollment; socioeconomic status; and public, private, and Catholic schools.

Results are reported in a variety of derived scores, including standard scores (M = 15, 
SD = 5). Studies have shown the ITED to be good predictors of the ACT (.85–.89), the SAT 
(.71–.83), and even college GPA (.24–.50). Predicted ranges are reported for both the ACT 
composite (within a 5-point range) and SAT (within a 100-point range). Results can there-
fore be used in counseling for making decisions about high school programs and college 
planning. Both of the Iowa test batteries have been produced in two equivalent forms: 
Form A and a secure Form B that is only available by special arrangement. There are also 
Braille and large-type editions. Different sets of ITBS and ITED interpretive materials are 
published for counselors and school personnel to use, and messages and interpretative 
guides for parents and students are provided (Bugbee, 2005).

Iowa Early Learning Inventory 
The Iowa Early Learning Inventory (IELI) is an observational instrument to be completed 
by kindergarten or early fi rst-grade teachers to measure six behavioral areas related to 
school learning. It is intended to be administered in conjunction with an achievement mea-
sure such as the ITBS (Lukin, 2005).

Stanford Achievement Test
The Stanford Achievement Test Series, 10th edition (Stanford 10) is a series of achievement 
tests from kindergarten through Grade 12, with separate tests for each of the 13 levels that do 
not repeat item content except for Grades 11 and 12. Each test battery contains a number of 
different subtests, with the Stanford Early School Achievement Tests (SESAT) for kindergarten 
and the fi rst grade and the Tests of Academic Skills (TASK) for Grades 9–12. The typical battery 
is composed of 8–10 untimed subtests yielding total scores in six or seven subject areas. They 
contain multiple-choice, open-ended, and writing-prompts items. Easy and diffi cult items 
are mixed to prevent students from feeling frustrated and giving up as they reach increas-
ingly diffi cult items (Carney, 2005). It was standardized in combination with the Otis–Lennon 
School Ability Test, seventh edition. The Stanford 10 is available in four equivalent forms, two 
of which are secure, along with Spanish (Aprenda 3), Braille, and large-type editions.

Metropolitan Achievement Tests
The Metropolitan test was fi rst published in the 1930s and has undergone a number of 
revisions since then. Examination of subject-matter textbooks, curricula, and educational 
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objectives and trends has gone into the item development for each revision. The MET-
ROPOLITAN8 (MAT8) is the eighth edition of the Metropolitan Achievement Tests, and it 
provides 13 overlapping batteries from kindergarten through Grade 12 (Harwell, 2005). The 
battery consists of a varying number of subtests in basic skills areas beginning with reading, 
mathematics, and language to which science and social studies are added in the early prima-
ry grades and research skills and thinking skills are added in the remaining grades, yielding 
a total of seven achievement areas. Open-ended versions are available for reading and math, 
and there is a separate test for writing. Predicted scores for the PSAT in Grades 9 and 10 and 
ACT and SAT scores for Grades 11 and 12 are available using MAT8 results.

TerraNova Tests
The TerraNova Tests, formally known as the California Achievement Test and Compre-
hensive Test of Basic Skills, assess academic achievement from kindergarten through 
Grade 12. The test series, now in its third edition, includes assessments of reading, lan-
guage, mathematics, science, and social studies for all school grades using both multiple-
choice and student-constructed response items for four versions. These versions (Survey, 
Complete Battery, Multiple Assessment, Plus) range from 15 minutes for a subtest to over 4 
hours for more extensive versions. In addition to the aforementioned content domains, the 
Plus version also assesses word analysis, vocabulary, language mechanics, spellings, and 
mathematics computation. TerraNova 3 is designed to monitor student progress related to 
different states’ No Child Left Behind (NCLB) requirements (NCLB is discussed later in 
this chapter). 

TerraNova 3 was normed with a U.S. sample of approximately 200,000 students strati-
fi ed by ethnicity, geographic region, community type, socioeconomic status, and special 
needs. Statistical procedures indicate no gender or ethnic differences in terms of respon-
dents’ scores (Anderson, 2010). Norm-referenced (e.g., national percentiles, stanines, grade 
equivalent scores) and criterion-referenced (i.e., fi ve profi ciency levels for four age/grade 
clusters) scoring procedures are provided in the manual. The test series is available in 
Braille, Spanish, and large-print versions.

All of these national batteries of achievement tests are highly reliable, with interrater 
reliability typically exceeding .90 per content domain and KR-20 reliabilities yielding ad-
equate reliability for subtests overall. The test series, however, lacks test–retest reliability 
data. TerraNova 3 also demonstrates strong content, construct, and criterion-related va-
lidity. In order to establish local validity, of course, the test content must be examined to 
determine whether it mirrors the curricula and goals of the particular school or district. 
Anderson (2010) noted that, because TerraNova 3 was developed for a U.S. context, there 
are several items related to areas such as U.S. history and currency and nonmetric units 
that are inappropriate for use outside the U.S. system. 

College-Level Achievement Tests

Several college-level testing programs have been created as a basis for awarding college 
credit other than by enrolling in college courses. These programs include the College-
Level Examination Program (CLEP; College Board, 2004) and the Advanced Placement 
program (AP program; College Board, 2006b) administered by the CEEB.

The CLEP contains (a) general examinations that assess college-level achievement in 
fi ve basic liberal arts areas usually covered during the fi rst 2 undergraduate years and (b) 
35 multiple-choice subject examinations, each taking 90 minutes to complete, covering a 
wide range of popular introductory college-level courses. By achieving a satisfactory score 
(typically 50 on a 20- to 80-point scale) students can, subject to college policy, receive 3 to 
12 credits toward their degree (College Board, 2004). The examinations are administered 
on a computer, and results are immediately available. There is usually a test center charge 
in addition to the cost of the examination.
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The AP program provides materials and examinations for college-level courses to be of-
fered in secondary schools for which high school students may gain college credit or obtain 
advanced placement in college courses (College Board, 2006b). Once a program for a few select 
high school students, it now reaches over a million students, and a majority of American high 
schools now participate. Passing a number of AP examinations can save students substantial 
tuition fees once they are in college, although it appears that for many, a more important reason 
for participation in the AP program is to impress college admissions offi ces (Lewin, 2006). The 
examinations, for which there is a fee, are 3 hours in length and contain both multiple-choice 
and either essay or problem items. The AP provides 35 different examinations in 19 different 
academic fi elds. AP examinations are scored on a 1–5 basis, with colleges typically giving credit 
for a 3 or better but with some of the choosier ones now requiring a 4 or 5.

Both ACT and ETS have developed instruments to assess the English profi ciency of in-
dividuals who are not native English speakers. ACT has constructed a computer-adaptive, 
multiple-choice testing program called COMPASS/ESL (ACT, Inc., 2012a) that offers diag-
nostic and placement testing in mathematics, reading, and writing and placement testing 
for English as a second language (ESL). The ESL portion consists of three modules—Read-
ing, Listening, and Grammar/Usage—each of which yields a score that classifi es students 
into one of four profi ciency levels for course placement.

The ETS’s Test of English as a Foreign Language (TOEFL) has been administered in its 
paper-and-pencil version since the mid-1960s to international students around the world 
who have applied for admission to North American colleges and universities. The current 
TOEFL iBT (Internet-based testing) represents the latest advance in computer-administered 
testing. All the four English skills necessary for success in American institutions—reading, 
writing, listening, and speaking—are assessed over the Internet. The test consists of four 
sections: Listening, Speaking, Reading, and a Written Essay. For the Listening and Speaking 
sections, examinees read some text, listen to a brief lecture, and then respond to questions. 
They wear a headphone and speak into a microphone, and their speech is digitally recorded 
and transmitted to a scoring network where humans score the responses. The scores on each 
section are converted to a 0–30 scale, yielding a Total Score of 0–120 (Educational Testing 
Service, 2012). It is administered at technology and university centers throughout the world. 
Tutorials and practice exercises are available on a CD-ROM or can be downloaded from the 
TOEFL website. Students applying to professional and graduate schools from foreign coun-
tries are usually required to obtain certain minimum scores on the TOEFL.

Activity 10.1 Selecting Ability Assessments
Select one of the ability assessments discussed in this chapter. Use as-
sessment sources discussed earlier in the text to collect psychometric 
information on the assessment. Refl ect on the following questions:

• What is the psychometric evidence (e.g., reliability, validity, standard-
ization sample, scoring information) for the assessment? How strong 
is this evidence?

• How would you use this instrument in your practice?
• What are some of the advantages and disadvantages of the assessment?

Present the information to the larger group.
• • •

Adult Achievement Tests

Several test batteries have been created to assess adults’ general achievement. These test 
batteries include the Tests of Adult Basic Education (TABE 9/10), the Adult Basic Learn-
ing Examination (ABLE), and the Basic Achievement Skills Inventory (BASI). The tests 
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that comprise the TABE are designed to assess the basic skills that adults need to live 
and work (CTB/McGraw-Hill, 2003). There are fi ve levels, with two parallel forms and a 
Spanish edition, representing diffi culty levels ranging from less than a fi rst-grade level to 
college level. Reading, mathematics, and language skills are assessed. A locator test of 25 
vocabulary words and 25 mathematical items yields scores that indicate the appropriate 
level to use. Although scores are based on adult norms, grade equivalents to California 
Achievement Test grade levels are reported along with estimated scores on the Tests of 
General Education Development, or GED (pre-2002 battery), which are taken by candi-
dates for high school equivalency diplomas.

The ABLE, second edition (Karlsen & Gardner, 1986), provides assessment of adult learn-
ing in vocabulary, reading comprehension, spelling, language, number operations, and 
problem solving. All tests are untimed and may be self-scored. A Spanish edition is available. 
This battery is often used in adult education programs. The BASI is designed for use with 
students and adults. It includes six subtests assessing language, reading, and mathematics 
skills. It is published in two equivalent forms for four age levels (Bardos, 2004). 

Other Achievement Tests

There are several academic achievement tests administered on an individual basis to ob-
tain diagnostic information about such skills as reading, mathematics, and spelling. These 
tests include the Wide Range Achievement Test, fourth edition (WRAT4; Wilkinson & 
Robertson, 2005), the Kaufman Test of Educational Achievement–Normative Update (K-
TEA-II; Kaufman & Kaufman, 2003), and the Wechsler Individual Achievement Test–
second edition (WIAT-II; Wechsler, 2001). All provide norms based on national samples 
ages 6 through adult. The WRAT4 has two equivalent forms and a large-print form. The 
K-TEA-II has a brief screening form and provides an error analysis form for identifying 
remediation needs for writing IEPs. The WIAT-II contains nine achievement subtests (e.g., 
listening comprehension, reading comprehension, mathematics reasoning) and has been 
linked with several Wechsler scales.

High-Stakes Testing 

Achievement tests are also used (and often misused) in attempts to evaluate the quality of 
the curricula and instruction within courses, programs, schools, or school systems. High-
stakes testing is a well-intentioned practice that aims to serve several functions, including 
ensuring that pertinent content and skills that are embedded within state curriculum are 
learned. Some of these functions include providing teachers and other stakeholders with 
information about student performance, addressing perceived problems in education, en-
suring taxpayer funds are appropriate distributed, and providing information to commu-
nities about the qualities of their schools. Scores on high-stakes tests are assumed to serve 
as a barometer for the quality of instruction, and thus incentives or sanctions could be tied 
to these scores to impact quality (Madaus & Russell, 2010–2011).

One purpose of high-stakes testing is to create educational opportunities for students 
that were “left behind” in terms of access and equity. “Testing is viewed as both a system 
of monitoring student performance and a vehicle of change driving what is taught and how 
it is taught, what is learned and how it is learned” (Madaus & Russell, 2010–2011, p. 21). 

The use of tests to demonstrate accountability and student learning dates back to fi f-
teenth-century Italy, where tests were used to hold teachers responsible for student learn-
ing. Since that time, particular tests have served to hold students and stakeholders ac-
countable as policymakers have made decisions about often-scarce resources (Madaus & 
Russell, 2010–2011). The No Child Left Behind Act of 2001 (NCLB; 2002) is the legislation 
guiding high-stakes testing today. The purpose of NCLB is to “ensure that all children have 
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a fair, equal, and signifi cant opportunity to obtain a high-quality education and reach, at 
minimum, profi ciency on challenging the state academic achievement standards and state 
academic assessments” (Section 1001). The assumption of NCLB is that increased demands 
on schools and states would increase student and school performance. Duffy, Giordano, 
Farrell, Paneque, and Crump (2008) discussed the history of modern educational reform, 
beginning with the Elementary and Secondary Education Act of 1965 to the 2007 reautho-
rization of NCLB (see Table 10.2).

One of the requirements of NCLB is that only activities with empirical, quantitatively 
based support are eligible for funding. What typically is funded, then, is literacy and com-
putational skills. Duffy et al. (2008) asserted, “This narrowing of options for curriculum 
development and teaching . . . excludes acknowledgment of the cultural and contextual 
factors of the particular classroom or school setting” (p. 59). 

Although high-stakes testing may be favorably viewed as focusing instruction, teaching 
may however become mechanized, ignoring individual student ways of achievement and 
teacher creativity. What often gets lost is an emphasis on nontested content and skills areas 
such as the arts, humanities, social studies, and physical education. The result is a limita-
tion on what is taught within a specifi c discipline, across subject areas, and across grade 
levels (Madaus & Russell, 2010–2011). In addition, NCLB redirects what teachers must be 
competent in: Instead of using context-specifi c learning and instruction to accommodate 
diverse learners, teachers must ensure that specifi c content and skills areas of high-stakes 
tests are taught (Duffy et al., 2008). 

Recall in Chapter 4 that cultural background infl uences the way individuals respond to 
testing. Furthermore, success on achievement tests likely relates to appropriate demonstra-

Table 10.2
A Modern History of High-Stakes Testing

1960s–1970s

1980s

1990s

2000s

Note. Information from Duffy et al. (2008).

Era High-Stakes Testing Legislation or Program
The Elementary and Secondary Education Act (ESEA) of 1965 was part of 

President Lyndon B. Johnson’s War on Poverty and Great Society pro-
grams, shifting control of educational reform from the state and local bod-
ies to the federal government. Title I, a key part of ESEA, provided funding 
for schools with disadvantaged children. The federal government allocated 
approximately $1 billion for Title I schools based on child poverty data.

A Nation at Risk (National Commission on Excellence in Education, 1983) was 
published, highlighting an agenda under President Ronald Reagan’s admin-
istration of more stringent academic standards and requirements and change 
in teacher preparation. Federal funding was decreased during this time. 

Title I was amended in 1988 to mandate that schools demonstrate academic 
progress through standardized test scores. This mandate shifted funding 
priorities from poverty data to assessment data.

President George H. W. Bush worked with U.S. governors to develop 
national educational goals that created several educational reform initia-
tives, particularly development of academic standards. 

The Goals 2000: Educate America Act was passed in 1994, requiring states 
to establish academic standards for each grade level and assessments to be 
administered at least once in Grades 3–5, 6–9, and 10–12 to ensure those 
standards were being met. Those districts that failed to meet “adequate 
yearly progress” (AYP) were required to formally identify solutions to 
improve their schools.  

President George W. Bush emphasized that the No Child Left Behind Act of 
2001 (NCLB, 2002) should be developed, because achievement gaps still 
existed despite the fact that the federal government had appropriated 
billions of dollars toward educational equity. The NCLB provided a time-
line for all schools to make AYP, along with consequences for those which 
did not. In addition, teachers under NCLB had to document their 
competency (i.e., be “highly qualifi ed”).

The NCLB act was reauthorized in 2007.
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tion of individual accomplishment, something that may not be culturally valued by some 
test takers (Madaus & Russell, 2010–2011). Thus, test scores may have more to do with the 
cultural infl uences than school quality. 

In sum, high-stakes testing shapes educational values and student–teacher relationships 
based on assessment priorities. Furthermore, school counselors may fi nd that this intense 
focus on basic skills limits activities often included in comprehensive school counseling 
programs (McReynolds, 2006). 

High-stakes testing programs have been widely criticized for possessing arbitrary stan-
dards, penalizing schools with students from diverse backgrounds or having diverse learning 
skills, and turning schools into test-preparation courses (Sternberg, 2004b). Also, schools un-
der pressure may be encouraged to cheat by teaching to the test or excluding certain students 
from testing. Nevertheless, in addition to improving the diagnosis of individual students’ 
strengths and weaknesses and improving selection and placement for future educational 
and employment opportunities, standardized testing also— according to the preponderance 
of research evidence—signifi cantly improves student achievement (Phelps, 2005).

School counselors, who typically have the responsibility of coordinating the administra-
tion of these test batteries, need to be aware of students’ anxiety and stress levels as they 
approach the tests. With the increased importance of high-stakes testing felt by teachers, 
school administrators, and parents, increased stress is transmitted to the students, which 
has led to students having diffi culty sleeping, becoming sick, vomiting before or during 
the test, and even to such extremes as attempting to break bones in their hand or fi ngers to 
get out of taking the tests (J. E. Myers, Villalba, & Sweeney, 2005). 

Duffy et al. (2008) provided the following strategies for school counselors who work in 
settings heavily infl uenced by NCLB: (a) recognize their stakeholder role for responding 
to the negative impact of mandated assessment; (b) continually evaluate research used to 
justify teaching methods and school programs, including comprehensive school counsel-
ing programs; (c) advocate for students and families when teaching methods and content 
restrict learning or negatively impact diverse students; and (d) identify the negative im-
pact of assessment and collaborate with others to address consequences. School counselors 
should be familiar with key documents to ensure academically and culturally appropriate 
use of high-stakes testing. These documents include AERA Position Statement Concerning 
High-Stakes Testing in PreK-12 Education (AERA, 2000) and Appropriate Use of High Stakes 
Testing in Our Nation’s Schools (APA, 2005). 

Activity 10.2 Ability Testing and Multicultural Assessment
Discuss the following in small dyads:

• How might ability testing impact diverse individuals negatively? 
What are specifi c ability test examples?

• What are ways that you can integrate supplemental information 
with ability assessment data with your diverse clients?

• How can you advocate for diverse clients with respect to the use of 
ability testing? 

• • •

Study Habits Inventories 

Counselors in high schools and colleges often work with students who are having dif-
fi culties with their coursework or are not achieving academically up to their potential. In 
working with such students, counselors fi nd that a study habits inventory is often useful 
for several reasons: fi rst, to allow students to understand how adequate their study hab-
its are as compared with those of other students; second, as a teaching tool, because the 
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items on such inventories have useful instructional value; and third, to point out particular 
weaknesses, which is useful in discussing specifi c activities for improvement. In addition 
to their diagnostic purposes, these inventories also act as structured exercises that can help 
teach good study techniques and point out ineffective attitudes and behaviors. Several of 
the achievement test batteries used at the high school level, such as the California or Met-
ropolitan achievement batteries, contain subtests that assess study skills.

The Study Attitudes and Methods Survey (SAMS) was developed to assess noncognitive 
factors associated with success in schools (Michael, Michael, & Zimmerman, 1988). The 148-item 
inventory provides scores for six factor dimensions: Academic Interest, Academic Drive, Study 
Methods, Study Anxiety, Manipulation, and Alienation Toward Authority. The survey, which 
takes approximately 30 minutes to complete, has both high school and college norms available.

The College Student Inventory of the Noel-Levitz Retention Management System is de-
signed to identify academic and affective factors related to student attrition (Noel-Levitz, 2012). 
It contains 17 scales such as Study Habits, Intellectual Interests, Attitude Toward Educators, and 
Math and Science Confi dence. Form A has 194 items, and Form B has 100 items. It is typically 
administered to entering college students at orientation and yields scores that can alert advisers, 
instructors, and student service providers to potential problems that a student might face.

The Learning and Study Strategies Inventory (LASSI) is the most widely used learn-
ing inventory on college campuses (B. Murray, 1998). The 77-item inventory contains 10 
seven- or eight-item scales. Five of the scales assess personal factors related to academic 
achievement (Attitudes, Motivation, Time Management, Anxiety, and Concentration) and 
fi ve assess cognitive factors (Information Processing, Selecting Main Ideas, Study Aids, Self 
Testing, and Test Strategies; Weinstein, Palmer, & Schulte, 1987, 1997). The inventory is avail-
able in both secondary school and college forms, and alpha reliabilities are reported in the 
.7 to .8 range (Weinstein, 1987). The LASSI is also available in a computer-administered and 
computer-scored format.

Knowledge that individuals prefer different types of learning styles and, in fact, often 
learn more effectively when the instructional technique matches their preferred learning 
style has led to the development of inventories designed to assess such individual learn-
ing styles. There are four such inventories, all titled Learning Style Inventory (Canfi eld 
& Canfi eld, 1988; R. Dunn, Dunn, & Price, 1987; Kolb, 1985; Renzulli & Smith, 1978). They 
are designed to help individuals assess their preferred methods of learning and to identify 
differences among individual learning styles and corresponding learning environments. 
This information can then be used to provide more individualized instructional methods. 
These inventories typically yield scores on three or four dimensions of learning styles or 
modes, such as need for structure, active experimenting, or abstract conceptualizing. Rob-
ert Sternberg proposed a theory of 13 thinking styles that he termed mental self-government. 
He constructed the Thinking Styles Inventory to assess them (Zhang & Sternberg, 2001). 
There are signifi cant differences in the types of learning styles assessed by these instru-
ments; thus, the counselor should evaluate the particular purpose for which the inventory 
is to be administered and select the inventory that best meets that purpose.

Tip Sheet 

Ability Testing

✓ Almost all counselors can expect to be consulted about ability tests, even if they 
work in settings where they seldom make use of them. Be familiar with various tests 
and their benefi ts and limitations.

✓ Refl ect on the function of a specifi c ability test, as ability tests have functions of ei-
ther assessing learning, predicting learning, or both.
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✓ Present a balanced view of the role of scholastic aptitude tests to students seeking 
college admission. Although these tests have many criticisms, they can contribute to 
academic selection and placement by identifying unrecognized academic potential 
and by acting as a correction factor for high school grades resulting from differing 
levels of competition. 

✓ Interpret college admission test scores with respect to what higher education institu-
tion the client is seeking admission to. There are great differences in the distribution 
of students in regard to academic aptitude among the different institutions of higher 
education in the United States. These differences can greatly affect both the chances 
for admission and the chances for success at specifi c institutions.

✓ Assist individuals to develop supplemental data evidence to correspond with ability 
test scores. This evidence is particularly important in situations where the individual 
may be disadvantaged with the testing process or format.

✓ Critically evaluate teaching and testing practices in light of NCLB and the subse-
quent emphasis on high-stakes testing. Counselors serve important stakeholder and 
advocate roles to ensure practices and data are used appropriately.

✓ Convey an interest in research regarding teaching methods and effectiveness, as 
students’ experiences in the classroom—including ability testing—can impact them 
throughout their academic careers. 

✓ Use study habits inventories with students to help them feel more prepared and 
gauge academic-related diffi culties.

Chapter Summary
Individuals encounter a variety of ability tests throughout their formative educational 
years, and counselors are to be familiar with what scores on aptitude and achievement as-
sessments mean and how they are used in educational decision making. Whereas aptitude 
assessment refl ects one’s ability to learn a specifi c knowledge or skill set, achievement 
assessment refers to measuring learning of previous content. Academic aptitude tests re-
quired for admission to graduate and professional programs typically have similar verbal 
and quantitative sections but otherwise vary considerably in subjects that are assessed 
and in the types of standard scores with which they report results. Academic achievement 
batteries are administered in virtually all primary and secondary schools to provide useful 
diagnostic information regarding the strengths and weaknesses of students’ specifi c skills 
and achievements. The results are increasingly used and misused in high-stakes testing 
and to evaluate the quality of instruction within classes, schools, and school systems.

The two major tests of aptitude in higher education are the SAT and ACT. There are sev-
eral testing programs that correspond with these tests, including the PSAT, UNIACT Inter-
est Inventory, the EXPLORE and PLAN Programs, and the ASSET Student Success System. 
The chapter addressed several issues related to these tests’ predictive validity as well as 
those issues related to using academic aptitude test scores in college admission decisions. 
With respect to aptitude assessment in graduate and professional schools, the chapter pre-
sented several major assessments: the GRE, MAT, MCAT, DAT, LSAT, and the GMAT. 

Academic achievement tests involve school-level, college-level, and adult achievement 
tests. Some of the popular school achievement tests include the ITBS, ITED, IELI, Stan-
ford Achievement Test, METROPOLITAN8, and the TerraNova Tests. Those most used at 
the college level include the CLEP, AP program, COMPASS/ESL, and the TOEFL. Adult 
achievement tests include the TABE, the ABLE, and the BASI. Achievement tests that may 
be useful include the WRAT, the K-TEA-II, and the WIAT-II.

The chapter included a discussion of high-stakes testing, a prominent issue in schools 
today because of NCLB legislation. Counselors, particularly school counselors, are to be 
familiar with the intended and unintended consequences of high-stakes testing and serve 
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as advocates for change as appropriate. Finally, study habits inventories are presented, 
including the SAMS, College Student Inventory, and the LASSI. 

Review Questions

1. What is the distinction between academic and achievement tests?
2. What are the major tests used for assessing aptitude for higher education? What are 

the benefi ts and challenges cited with using these scores?
3. What are some of the criticisms of using GRE scores to predict graduate school success?
4. What was the rationale for the NCLB legislation? What are the benefi ts and chal-

lenges of NCLB and high-stakes testing?
5. How can study habits inventories be used in counseling?
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Career and Life-Planning Assessment

chapter

11

Careers play a predominant role in most people’s lives. Career development is a continual 
process across the life span, and counselors have an important obligation to assess career-
related concerns and successes as part (or central) to the counseling process. Counselors 
help clients with the process of making educational and career choices and adapting to 
the challenges inherent in career development. Career and life planning involve assess-
ing both the process (i.e., attitudinal and cognitive readiness) and content (interests, val-
ues, and abilities) associated with career development. This chapter focuses primarily on 
career readiness, which includes measures concerning attitudes toward career planning 
and career-planning competencies. In addition, comprehensive assessment programs are 
introduced as a means for identifying academic, career, or social environments that would 
be compatible with a person’s preferences and abilities. The measures of career choice and 
development discussed in this chapter are important in determining appropriate counsel-
ing interventions for clients.

Test Your Knowledge

Select the most appropriate choice for each item.

1. Which of the following quantitative assessments may be useful in career and life-
planning assessment?

  a. Vocational card sort b. Ability Profi ler c. Life Career Rainbow
  d. Occupational tree

2. An assessment primarily useful in measuring students’ career readiness is:
  a.  Development Inventory
  b. Career Mastery Inventory
  c. Career Attitudes and Strategies Inventory
  d. Childhood Career Development Scale
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3. Which of the following is not an example of a comprehensive assessment program?
  a. SIGI-3 b. DISCOVER c. O*NET d. KEYS

4. Which of the following is a popular assessment program used with military personnel?
  a. ASVAB b. DAT c. DISCOVER d. O*NET

□ T  □ F  5.  Career-planning programs that add the use of self-ratings for abilities
    not assessed with objective tests are more successful in predicting 
    occupational criteria than those that rely on objective tests alone.

Introduction to Career and Life-Planning Assessment

Counselors may use career assessments for a variety of reasons as they select their inter-
ventions. Herr, Cramer, and Niles (2004) identifi ed four uses of career assessment: predic-
tion, discrimination, monitoring, and evaluation. With respect to prediction, results from 
career assessments may be used to predict future career-related performance. Prediction 
may be clinical or statistical, although statistical prediction (i.e., predictive validity) is pre-
ferred. The use of career assessments for discrimination refers to continually evaluating an 
individual’s abilities as well as his or her interests. These areas are assessed to determine 
likelihood of success by discerning which groups the individual is most like. This chapter 
presents some assessments that measure confi dence, barriers, and actual abilities; several 
interest inventories are discussed in Chapter 12. Monitoring, the third use of career assess-
ment, relates to an individual’s career progress. In addition to tests that measure readiness, 
those that monitor can also detect values important to a client (assessment of values is 
discussed in Chapter 12). In essence, monitoring refers to career maturity and adaptabil-
ity, with maturity related to readiness in younger populations and adaptability concerned 
with coping with developmental tasks in adulthood (Super, Osborne, Walsh, Brown, & 
Niles, 1992). The fi nal use, evaluation, relates to the use of assessment tools to measure 
how well individual career goals have been met. In addition, it can refer to how well the 
career-counseling process relates to client outcomes (Herr et al., 2004). 

There is a high demand in career and life-planning assessment for standardized career 
assessments, particularly with the use of increased technology in counseling. Thus, the 
majority of this chapter focuses on quantitative assessments that relate to the career devel-
opment process. As you may recall from Chapter 2, however, qualitative assessment tech-
niques may be useful as a stand-alone or supplemental tool when counseling clients. Qual-
itative assessment involves nonstandardized and often informal approaches to assessment 
that can include self-estimates of ability, behavioral observations, interviews, biographical 
measures, projective techniques, and other career-related activities. These techniques may 
be quite useful to present a client with a holistic picture of values, interests, and abilities 
that may not be captured by standardized assessments alone (Okocha, 1998). 

Counselors may use a vocational card sort, which can provide an informal assessment 
of occupational knowledge. According to a procedure developed by G. W. Peterson (1998), 
a client sorts occupational titles into separate piles on the basis of the titles’ similarity to 
each other. The client then labels and makes comparisons among the piles. He or she is 
asked to name the attributes of the occupations in the occupational pile that he or she be-
lieves most resembles him or her. Throughout this process the client verbalizes the reasons 
for decisions. This process provides helpful insights regarding the maturity of the client’s 
knowledge and understanding of careers. This procedure can serve as a simple means of 
evaluating a client’s career development and as a stimulus for career exploration.

The Career Style Interview (Savickas, 1998) may be a useful tool for contextualizing 
a client’s career development by clarifying self-concept through open-ended questions. 
These questions help to defi ne life roles, strategies, motivations, and desires related to ca-
reers (Taber, Hartung, Briddick, Briddick, & Rehfuss, 2011). The interview begins with the 
opening question, “How can I be useful to you in constructing your career?” Other ques-



205 Career and Life-Planning Assessment •

tions elicit information about leisure activities, interests in various media, favorite subjects, 
and early recollections (Taber et al., 2011). 

Okocha (1998) presented four qualitative career assessment devices that counselors 
may fi nd useful in the career development process: life career assessment interview, life 
line, genogram/occupational tree, and Life Career Rainbow. The life career assessment 
interview is a structured assessment containing four components: career assessment (cli-
ent work, volunteer experiences, education, training, and leisure), typical day (client per-
sonality items), strengths and obstacles (barriers in career planning and development), 
and summary (identifi cation of life themes, interests, and skills). The life line tool is a 
graphical way to measure a client’s life history—events that have had a positive and nega-
tive signifi cance. This activity is useful to increase a client’s self-awareness of values and 
needs. A genogram/occupational tree may be useful in career and life-planning counseling 
by representing graphically the careers of the client’s family across at least three genera-
tions (however the client defi nes family). Several process questions accompany genogram 
development. Finally, Okocha mentioned the Life Career Rainbow (Super et al., 1992) as 
a qualitative assessment technique. For this tool, a client identifi es how nine life roles are 
salient across the life span. In addition, a client notes possible barriers in attaining ideal 
roles. A more detailed explanation of this information is beyond the scope of this book; 
however, you are encouraged to review Okocha’s article for more extensive information 
about these techniques.

Measures of Career Readiness

Career development involves assessing process and content variables in order to make 
sound career decisions that are congruent with a client’s readiness, knowledge and skill 
set, interests, and values, among others. This section focuses on measures of career readi-
ness, or the ability to understand and plan careers and other aspects of life across the life 
span. Career readiness may also be referred to as career maturity and career adaptability 
(Super et al., 1992). Career maturity, which served as the ultimate goal of career develop-
ment in Super’s early work, indicates a client’s readiness to accomplish the career devel-
opmental tasks appropriate for his or her age. In later work, Super and others shifted the 
goal of career development from career maturity to career adaptability (Savickas, 1997; 
Super et al., 1992). Career adaptability, which emphasizes situational factors as well as 
developmental tasks, refers to a client’s readiness to cope with both the predictable and un-
predictable aspects of career selection and participation. It broadens the criteria for evalu-
ating career development by acknowledging the client’s need to respond to new or novel 
circumstances. The concept of career adaptability is more appropriate for nontraditional 
clients, for adults, and for individuals from different cultures (Vondracek & Reitzle, 1998).

As indicated by the assessments included here, career readiness may entail examining be-
liefs about careers, level of confi dence, and degree of accessibility to information about careers 
and self. Lack of readiness may create career indecision or blocks to career planning. Table 11.1 
presents a snapshot of 15 assessments. This list is not exhaustive, and you are encouraged to 
review other available career readiness measures. Furthermore, only brief descriptions of the 
assessments are provided here, and additional information may be found using information 
sources discussed earlier in the text (see Chapter 1). A Counselor’s Guide to Career Assessment 
Instruments (Whitfi eld et al., 2009) may also be a useful resource. Content variables of career 
development (e.g., work and personal values, interests) are addressed in the following chapter. 

Adult Career Concerns Inventory

The Adult Career Concerns Inventory (ACCI) measures the career concerns of adults at 
different stages in their development (Super, Thompson, & Lindeman, 1988). It contains 
61 items, which are scored in terms of four developmental stages (Exploration, Establish-
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Table 11.1
Measures of Career Readiness

Adult Career 
Concerns 
Inventory 
(ACCI)

Career Attitudes 
and Strategies 
Inventory (CASI)

Career Beliefs 
Inventory (CBI)

Career Decision-
Making 
Diffi culties 
Questionnaire 
(CDDQ)

Career Decision 
Scale (CDS)

Career Decision- 
Making Self-
Effi cacy Scale 
(CDMSE)

Career Develop-
ment Inventory 
(CDI)

Career Factors 
Inventory (CFI)

Career   Primary
Assessment Description Population Sample Item

Evaluates degree of con-
cern related to develop-
ment along four stages 
(exploration, establish-
ment, maintenance, 
disengagement) and 12 
substages. Available free 
online (Glavin, 2012).

Assesses agreement with 
nine aspects of career or 
work adaptation.

Assesses beliefs that may 
relate to career goals; these 
assumptions may foster or 
hinder career planning.

Assesses ability to cope 
with diffi culties (i.e., 
lack of readiness, lack of 
information, inconsistent 
information) associated 
with career decisions.

Identifi es possible causes 
of career indecision.

Measures ability to make 
effective career decisions 
regarding self-appraisal, 
occupational information, 
goal selection, planning, 
and problem-solving. 

Assesses readiness to 
make sound educational 
and vocational choices. 
Available online at no 
cost (Glavin, 2012).

Measures need for 
career information and 
self-knowledge and dif-
fi culty in career decision 
making.

Adults

Adults

Adolescents
Young adults

Adults

Adolescents
Young adults

Adolescents
Young adults

Adolescents
Young Adults

Adults

Adolescents
Young Adults

Adolescents
Young adults

Adults

Becoming especially knowledgeable or 
skillful at work

Keeping the respect of people in my fi eld
Planning well for retirement

Family responsibilities limit my career 
responsibilities.

I listen to advice about how I should do 
my job.

I don’t like change in my life.

A career choice is a personal one.
There are no jobs that can satisfy me.
I am content to maintain my present level 

of skill.

I know that I have to choose a career, but 
I don’t have the motivation to make the 
decision now (I don’t feel like it).

I am usually afraid of failure.
I can’t make a career choice right now be-

cause I don’t know what my abilities are.
I need more information about what dif-

ferent occupations are like before I can 
make a career decision.

Use the Internet to fi nd information about 
occupations that interest you

Not available.

Before choosing or entering a particular 
career area I still need to attempt to 
answer . . .

 what things are the most important to 
  me?

 what are my specifi c goals in life? 

(Continued)
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ment, Maintenance, and Disengagement) and 12 substages. Clients rate each item on a 
5-point scale ranging from no concern to great concern on the basis of their present situation. 
Although most people obtain their highest score (indicating greatest concern) in the stage 
that is most common for their age, adults who are in the process of career change can be 
expected to recycle through some of the early developmental stages.

The ACCI clarifi es the nature of the developmental tasks of greatest concern to the client at the 
present time. It can also be used as a teaching device to alert clients to future career challenges. 
Cairo, Kritis, and Myers (1996) noted, “The ACCI remains one of the few measures capable of il-
luminating our understanding of the career issues facing adults” (p. 200). For situations in which 
time may be of concern, counselors can use a shortened, 12-item form of the ACCI consisting of 1 
item from each of the 12 substages (Perrone, Gordon, Fitch, & Civiletto, 2003). 

Table 11.1 (Continued)
Measures of Career Readiness

Career Futures 
Inventory (CFI)

Career Mastery 
Inventory 
(CMAS)

Career Maturity 
Inventory–
Revised (CMI-R)

Career Thoughts 
Inventory (CTI)

Childhood Career 
Development 
Scale

My Vocational 
Situation (MVS)

Skills Confi dence 
Inventory

Career   Primary
Assessment Description Population Sample Item

Assesses career optimism, 
perceived knowledge, 
and career adaptability.

Measures career-planning 
attitudes and 
competencies.

Measures career-
planning attitudes and 
competencies.

Evaluates dysfunctional 
thinking in career deci-
sion making related to 
self-knowledge, occupa-
tional knowledge, and 
communication.

Measures childhood 
career progress in terms 
of interests, planning, 
curiosity/exploration 
and other career devel-
opment areas.

Assesses career-related 
concerns associated 
with vocational identity, 
occupational informa-
tion, and barriers that 
affect decision making.  

Assesses perceived 
level of confi dence in 
performing six career-
related skills.

Young adults
Adults

Adults

Adolescents

Adolescents
Young adults

Adults

Children

Adolescents
Young adults

Adults

Adolescents
Young adults

Adults

I am good at adapting to new work 
settings.

I get excited when I think about my 
career.

I am good at understanding job market 
trends.

I know who to go to for something I want 
at work.

I will choose my career without paying 
attention to the feelings of other people.

If you have doubts about what you want 
to do, ask your parents or friends for 
advice.

No fi eld of study or occupation interests 
me.

I know what job I want, but someone’s 
always putting obstacles in my way.

I will never understand myself well 
enough to make a good career choice.

I wonder about different jobs.
I have control over the things I do.
I think about where I will work when I’m 

grown up.

I am not sure that my present occupational 
choice or job is right for me.

No single occupation appeals strongly to 
me.

I am not sure of myself in many areas of 
life.

Learn to repair electrical wiring
Design sets for a play
Meet new people
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Career Attitudes and Strategies Inventory

Like the ACCI, the Career Attitudes and Strategies Inventory (CASI) was developed to 
identify and clarify the career problems confronted by adults (Holland & Gottfredson, 
1994). The CASI consists of 130 items using a 4-point scale (1 = false to 4 = true) that survey 
nine aspects of career or work adaptation, such as work involvement, risk-taking style, and 
geographical barriers. As indicated by the item content, high scores on this scale indicate 
the realities and some of the diffi culties of dual-role responsibilities. Scores on the scales 
are correlated with other measures of career concerns according to expectations (Holland 
& Gottfredson, 1994). M. B. Brown (1998) recommended that the CASI be used primarily 
as a checklist to generate discussions with clients and to identify potentially problematic 
areas for further assessment.

Career Beliefs Inventory

The Career Beliefs Inventory (CBI) identifi es beliefs that may block career goals (Krum-
boltz, 1991). It contains 96 items answered on a Likert scale (strongly agree to strongly dis-
agree) that provide the basis for scores on 25 scales, such as Openness, Control, and Taking 
Risks. Low scores indicate career beliefs that may be problematic depending on the indi-
vidual’s situation.

The CBI can provide valuable information for discussion purposes, but it should not be 
used as a basis for decision making because of its limited psychometric properties (see the 
CBI manual). Despite its limitations as a measurement tool, Hall and Rayman (2002) con-
cluded that the CBI has “great promise as a career-counseling tool” (p. 321) when used as 
an interview or discussion aid. They pointed out that the CBI can be used effectively with 
groups as well as individuals, that it can be used to discuss a client’s strengths as well as 
problems, and that the instrument is accompanied by a large amount of user-friendly ma-
terials that can be helpful in understanding the impact of career beliefs on career decision 
making. Case Example 11.1 is a case discussed in the CBI manual (Krumboltz, 1991, p. 10).

Case Example 11.1
Ted

Ted, a college student, disliked his college major (premed) but did not believe that he had 
any other options. Ted obtained a low score on Scale 12, Approval of Others, which indicat-
ed that approval of his career plans from someone else was very important to him. When 
the counselor asked Ted about the possible meaning of this score, he said that he wanted to 
please his father, who wanted him to become a physician. The counselor asked him to dis-
cuss this matter with his father, which Ted did despite fears that it was a hopeless matter. 
In so doing, he learned that his father’s actual goal was to be supportive, not demanding, 
at which point Ted felt free to change his major from premed to art. Ted’s desire to enter 
art had been blocked by his belief that his father would “simply die” if he did not fulfi ll 
the ambitions he had for him, a belief that was at the root of his diffi culties. Use of the CBI 
helped to expose his thinking on this matter, which was then addressed in counseling by 
encouraging him to gather further evidence to test the accuracy of his thinking.

• • •

Career Decision-Making Difficulties Questionnaire

The Career Decision-Making Diffi culties Questionnaire (CDDQ) is a 44-item question-
naire that assesses a student’s ability to cope with different types of diffi culties in deciding 
on a career (Gati, Kraus, & Osipow, 1996). Gati and Saka (2001) offered an abridged version 
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with 34 items. The items are derived from a taxonomy of career-decision diffi culties that 
distinguishes between diffi culties that occur prior to the decision-making process (lack of 
readiness) and those that occur during the process (lack of information and inconsistent 
information). It is scored on three broad categories (lack of readiness, lack of information, 
and inconsistent information) that are divided into 10 subcategories.

Studies indicate that the CDDQ yields reliable and valid results when used to identify the 
diffi culties experienced by students and young adults in making career decisions (Camp, 
2000; Gati et al., 1996). Some cultural, gender, and age differences have been noted. Mau 
(2001, 2004) found that Asian American students reported more diffi culties in career decision 
making than did students from other cultures. Boys have reported greater diffi culties than 
girls in external confl icts and dysfunctional beliefs (Gati & Saka, 2001). High school students 
have reported more diffi culties than older career deciders (Albion & Fogarty, 2002).

The CDDQ results can be used as a basis for deciding what type of intervention is need-
ed, for example, personal counseling for internal or external confl icts, testing for lack of 
information regarding an individual’s interests or abilities, or referral to an occupational 
library to address a lack of information about occupations (Gati et al., 1996).

Career Decision Scale

The Career Decision Scale (CDS) was developed by Samuel Osipow and his colleagues to 
identify the antecedents of career indecision (Osipow, 1987). It includes two scales: a 2-item 
Certainty scale and a 16-item Indecision scale. The 16 items on the Indecision scale represent 
16 reasons for career indecision based on interview experiences with clients. For each item, 
clients indicate on a 4-point scale to what extent the item accurately describes their situation.

Despite relatively low test–retest reliabilities, results from individual items can be helpful 
in suggesting hypotheses that can be explored in counseling. The CDS has been widely used 
as an outcome instrument, often as a pre–post measure in evaluating counseling interven-
tions. It has been used effectively in a wide variety of cultural settings (Osipow & Winer, 
1996). Although it has some shortcomings, principally in clarifying the meaning of its scores, 
it has been praised for its ease of use, its applicability in counseling and research, and its ex-
tensive research support (Levinson, Ohler, Caswell, & Kiewra, 1998; Savickas, 2000).

Career Decision Self-Efficacy Scale 

The Career Decision Self-Effi cacy Scale, formally referred to as the Career Decision-
Making Self-Effi cacy Scale (CDMSE), assesses a client’s perceptions of his or her ability to 
make effective career decisions (Betz & Taylor, 1994). This instrument has been developed 
as a means of testing and implementing self-effi cacy theory and, by extension, social cogni-
tive career theory (Bandura, 1986, 1997; Lent, Brown, & Hackett, 1994). According to these 
theories, individuals who express confi dence in their ability to perform a task (indepen-
dent of their actual abilities) show greater decisiveness, higher levels of accomplishment, 
and greater persistence in that activity than do individuals who lack such confi dence.

The CDMSE consists of 50 items that represent the critical skills in career decision mak-
ing suggested by Crites’s (1978) model of career maturity. It can be scored on fi ve scales 
(Self-Appraisal, Occupational Information, Goal Selection, Planning, and Problem-Solving), 
although it is best scored as a total scale (Luzzo, 1996). As predicted by self-effi cacy theory, 
individuals who score low on the CDMSE (indicating lack of confi dence in career deci-
sion-making ability) are likely to have trouble in deciding on an occupation. CDMSE total 
scores signifi cantly differentiate among college students with declared majors, tentative 
majors, and no majors in the expected manner (Betz & Luzzo, 1996). The test authors have 
developed a shortened, 25-item version of the CDMSE that has produced validity coeffi -
cients that are comparable to or higher than those obtained with the full-scale form (Betz, 
Klein, & Taylor, 1996). 
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Career Development Inventory

The Career Development Inventory (CDI) was designed “to assess students’ readiness 
to make sound educational and vocational choices” (A. S. Thompson, Lindeman, Super, 
Jordaan, & Myers, 1981, p. 7). Although the CDI was constructed some time ago, it “re-
mains the pre-eminent operational defi nition of career development during adolescence 
and young adulthood” (Savickas, Briddick, & Watkins, 2002, p. 32).

Part I of the CDI, which includes 80 items, provides two scales each for career-planning 
attitudes (Career Planning, Career Exploration) and career-planning competencies (Decision 
Making, World-of-Work Information). A Career Orientation Total score, which serves as a 
comprehensive measure of career maturity, combines the scores for all four scales. Part II of 
the CDI, which contains 40 items, evaluates the client’s knowledge of the occupational fi eld 
to which he or she is most attracted. The Knowledge of Preferred Occupational Group scale 
uses the same 40 multiple-choice items for each occupational group. The correct response for 
each item (e.g., employment opportunities or educational requirements) varies depending 
on the occupational fi eld. Part II differs from Part I because of its emphasis on occupational 
knowledge that pertains to a particular occupational fi eld instead of occupations in general. 

Savickas and Hartung (1996) noted that the CDI has been used successfully to predict both 
career choice perseverance and academic success. Higher levels of career maturity on the CDI 
are associated with higher levels of personal and social adjustment (Savickas et al., 2002). 

Career Factors Inventory

The Career Factors Inventory (CFI) is a 21-item, self-scorable inventory that provides 
scores on four scales: Need for Career Information, Need for Self-Knowledge, Career 
Choice Anxiety, and Generalized Indecisiveness (Chartrand, Robbins, & Morrill, 1997). 
The scales were designed to measure need for information (fi rst two scales) and diffi culty 
in decision making (last two scales). It provides a relatively broad coverage of the factors 
underlying career indecision (Kelly, 2002a).

Research supports the structural and discriminant validity of the CFI results when used 
with college students (Dickinson & Tokar, 2004). D’Costa (2001) noted that the CFI is some-
what limited both in terms of score reliabilities and available normative data, but that it is a 
“reasonable counseling tool” (p. 221). He described it as a “quick and simple tool designed 
to do a simple job” (p. 220), that is, discern the client’s readiness for deciding upon a career. 
It is a valuable instrument for this purpose.

Career Futures Inventory

The Career Futures Inventory is a newer, brief inventory that provides information about 
career-planning attitudes and competencies (Rottinghaus, Day, & Borgen, 2005). It includes 
scales that measure attitudes (Career Optimism, 11 items), competencies (Perceived Knowl-
edge, 3 items), and overall career maturity or adaptability (Career Adaptability, 11 items). 
College students with high scores on these scales explore career options more actively and 
report greater certainty in regard to their career plans than do those with low scores.

Career Mastery Inventory

The Career Mastery Inventory (abbreviated CMAS to differentiate it from the Career Ma-
turity Inventory [CMI] described below) was constructed by Crites (1993) to assess the 
career development of adults in the same manner that the CMI assesses the career devel-
opment of adolescents. Part 1 of the CMAS consists of 90 items with a 7-point Likert scale; 
this part assesses work attitudes and behavior. Part 2 contains 20 multiple-choice items 
that measure skill in handling problems in one’s work situation.
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For Part 1, clients receive a Career Development total score plus scores on six career de-
velopmental task scales: Organizational Adaptability, Position Performance, Work Habits 
and Attitudes, Coworker Relationships, Advancement, and Career Choice and Plans. For 
Part 2, they receive a Career Adjustment total score together with scores on three adjust-
ment scales: Integrative (reduces anxiety and solves work problems), Adjustive (reduces 
anxiety only), and Nonadjustive (neither of the above). The test booklet, which has been 
uniquely designed so that duplicate copies are provided by means of carbon paper, can be 
both self-scored to provide immediate feedback and machine scored for aggregate data 
analysis and program evaluation.

The CMAS has been used primarily in business and industrial settings to help design 
career development programs, to identify common problems among workers within the 
organizational culture, and to diagnose individual career development task and job adjust-
ment problems. High total scores on the CMAS are correlated with worker satisfaction and 
job success as measured by performance appraisals and standardized measures (Crites, 
1993). Scores on the career development subscales are associated with an individual’s age 
in the manner predicted by Crites’s career development model.

Career Maturity Inventory–Revised

The Career Maturity Inventory–Revised (CMI-R) is based on Crites’s (1978) model of career 
development. According to his model, career maturity encompasses a hierarchy of factors. 
He hypothesized a general factor of career maturity similar to the g factor in intelligence test-
ing, several group factors, and a large number of specifi c factors. The group factors pertain 
to both the process of career planning (attitudes and competencies) and the content of career 
planning (consistency and realism of career choice). According to McDivitt (2002), the re-
vised version of the CMI “has greatly enhanced” (p. 341) its usefulness for teaching students 
the process of career decision making and for helping them to gain career maturity.

The CMI-R resembles the CDI in its focus on the career-planning process variables. It 
yields a career-planning attitude score, a career-planning competency score, and an overall 
career maturity score in a manner similar to the CDI. It differs from the CDI in its brevity 
(50 items altogether) and its lack of subscales.

Career Thoughts Inventory

The Career Thoughts Inventory (CTI), which is based on cognitive information process-
ing theory, assesses dysfunctional thinking in career problem solving and decision making 
for adults, college students, and high school students (Sampson, Peterson, Lenz, Reardon, 
& Saunders, 1996). It includes 48 items designed to measure misperceptions in eight con-
tent areas related to career choice and development, such as self-knowledge, occupational 
knowledge, and communication. It provides a total score and scores on three scales: Deci-
sion-Making Confusion, Commitment Anxiety, and External Confl ict. 

Counselors are urged to discuss high scores on any of the scales or individual items with 
clients. Counselors help clients to reframe negative thoughts regarding the career process 
into positive thoughts that are true for them. 

Childhood Career Development Scale

The Childhood Career Development Scale (CDDS) is a newer measure of career progress 
based on Super’s theory for children (Grades 4 through 6) that shows “excellent promise” 
(Dagley & Salter, 2004, p. 108; Schultheiss & Stead, 2004). The CDDS is a 52-item measure 
using a 5-point scale (1 = strongly agree to 5 = strongly disagree) that provides scores for eight 
scales: Planning, Self-Concept, Information, Interests, Locus of Control, Curiosity/Exploration, 
Key Figures, and Time Perspective. 
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Schultheiss and Stead (2004) designed the CDDS to serve both as a measure of career 
program effectiveness and as a research tool to examine childhood career development. 
Although psychometric information is limited on the CDDS, the measure represents an 
important step in assessing career development for this population (Dykeman, 2009).

My Vocational Situation

My Vocational Situation (MVS) is frequently used as a screening inventory to detect career-
planning concerns that need to be addressed in counseling. The authors of this inventory 
attribute diffi culties in decision making to three main factors: (a) problems of vocational 
identity, (b) lack of information about careers, and (c) environmental or personal obstacles 
(Holland, Daiger, & Power, 1980). The fi rst scale on the MVS, the Vocational Identity scale, 
contains 18 items related to career choice uncertainty that must be answered true or false. 
True responses suggest problems with one’s vocational identity. Each of the two remaining 
scales, Occupational Information (OI) and Barriers (B), consists of one question with four 
parts. The OI scale provides data concerning the client’s need for occupational information 
(e.g., how to obtain training or employment in an occupation), whereas the B scale points 
out barriers (e.g., lack of needed abilities or family support) that may be impeding career 
development. These scales can be used as checklists to suggest specifi c steps that counsel-
ors can take to assist their clients in the career-planning process.

Because of the MVS’s brevity, clients can easily complete it before the fi rst counseling 
interview, in the same manner as other screening inventories described earlier in the text. 
Research indicates that the meaning of the scores on the MVS may differ somewhat based 
on gender and race (Toporek & Pope-Davis, 2001). For this reason, MVS results can best be 
used at the item level as a stimulus for further discussion to determine their signifi cance 
for the client, rather than as a means of identifying or diagnosing the nature of an indi-
vidual’s vocational problems.

Skills Confidence Inventory

The Skills Confi dence Inventory (SCI; Betz, Borgen, & Harmon, 1996) was designed to 
measure a client’s level of confi dence with skills related to the General Occupation Themes 
described in the Strong Interest Inventory (described in next chapter). SCI scores provide a 
comparison between a client’s interests and his or her perceived confi dence in carrying out 
particular abilities. Thus, the SCI is used in conjunction with the Strong Interest Inventory. 
Jenkins (2009) noted that the SCI is useful for exploring areas where a client has both high 
interest and yet varying levels of confi dence related to career choices. 

Activity 11.1 Selecting Measures of Career Readiness
Select one of the assessments discussed in this section. Use assessment 
sources discussed earlier in the text, as well as A Counselor’s Guide to 
Career Assessments (Whitfi eld et al., 2009), to collect psychometric in-
formation on the assessment. Refl ect on the following questions:

• What is the psychometric evidence (e.g., reliability, validity, 
standardization sample, scoring information) for the assessment? 
How strong is this evidence?

• How would you use this instrument in your practice?
• What are some of the advantages and disadvantages of the assessment?

Present the information to the larger group.
• • •
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Tip Sheet 

Using Measures of Career Readiness

✓ Determine the type of counseling intervention needed based on the client’s level 
of career-planning readiness. Clients with low levels need individual counseling or 
long-term group counseling; clients with high levels can benefi t from short-term 
group counseling, workshops, or self-directed activities.

✓ Use items from the career development measures as a checklist to identify problem-
atic issues for further consideration. Counselors can use the items themselves, espe-
cially together with supplementary materials such as the Career Developer, to “teach 
the test” to clients as a means of fostering career maturity (McDivitt, 2002).

✓ Use career development measures to survey the needs of student groups for particu-
lar services or resources, such as computer-based career planning programs, career 
exploration workshops, or career courses (Folsom & Reardon, 2003).

✓ Help clients to identify and challenge career myths or distorted beliefs about careers 
that may be interfering with their career development.

✓ Distinguish between indecision and indecisiveness. Clients who are indecisive will 
probably need personal counseling in addition to assistance for career planning.

✓ Consider a client’s decision-making style when deciding on a counseling interven-
tion. For example, structured workshops seem to be more effective with individuals 
who prefer a rational decision-making style than with those who favor an intuitive 
or dependent style (Tinsley, Tinsley, & Rushing, 2002).

✓ When working with multicultural clients, keep in mind the need to evaluate and to 
address the institutional and personal challenges they may face both in entering an 
occupation and in progressing in it. Such challenges include limited educational ex-
periences, low self-confi dence, less access to mentors, and lack of political skills and 
savvy (Eby, Johnson, & Russell, 1998). Consider using local norms for cultures with 
different approaches to career planning (Mau, 2001, 2004).

✓ In addition to quantitative assessment procedures, counselors should use qualitative 
techniques, including interviews, observations, and structured career assessment ac-
tivities, to help evaluate and foster a client’s readiness to engage in career planning 
(Levinson et al., 1998; McMahon, Watson, & Patton, 2005).

✓ In planning interventions, take into account the complexity of a client’s situation 
(family, social, economic, or organizational factors) as well as the client’s capability 
to make appropriate career choices (Sampson, Peterson, Reardon, & Lenz, 2000). Ex-
ternal factors include both barriers and supports that can detract from or contribute 
to a client’s readiness to engage in career planning (Swanson, Daniels, & Tokar, 1996; 
Wettersten et al., 2005).

✓ As counseling or education progresses, ask students or clients to retake career de-
velopment measures to assess changes in their ability to deal with developmental 
tasks. Use career development measures as criteria for evaluating the effectiveness 
of career-counseling programs.

Introduction to Comprehensive Assessment Programs
The fi rst part of this chapter focused on individual measures intended to evaluate vari-
ous aspects of career readiness. There are also comprehensive assessment programs that 
can serve as both an assessment tool and counseling intervention to address readiness 
concerns. Comprehensive assessment programs measure a combination of a person’s val-
ues, interests, and aptitudes. Individual assessments that measure values and interests are 
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discussed in the next chapter; however, comprehensive programs are also popular because 
of their multipurpose function. Several comprehensive assessment programs adhere to test 
standardization procedures that include systematic item selection, establishment of repre-
sentative norms, and ongoing studies of reliability and validity. Only those standardized 
programs with objective tests of ability are reviewed in this chapter.

There are, however, some nonstandardized assessment programs to mention before re-
viewing standardized ones. Nonstandardized programs use self-ratings to help clients 
organize their thinking about themselves and various opportunities and include comput-
er-based programs and career education workbooks. They have been validated primarily 
in terms of their success in encouraging people to explore various occupations and in en-
abling individuals to make progress in their career decision making.

A number of computer-based career and life-planning programs have been developed 
in recent years. These programs assist clients in self-assessment, environmental assessment 
(i.e., educational and occupational information), and decision making. The self-assessment 
modules usually ask clients to evaluate their interests, values, and skills. On the basis of 
the self-evaluations, the computer generates a list of appropriate occupations. Two popu-
lar programs are SIGI PLUS (System of Integrated Guidance and Information), a product 
originally developed by ETS, and DISCOVER, a creation of ACT. Both programs are com-
prehensive, interactive, and simple to use, and both are updated each year. Both programs 
are now available on the Internet as well as by means of software programs installed on 
local computers. SIGI PLUS can be accessed on the Internet through many schools, librar-
ies, and community centers as SIGI-3, a Web version of SIGI that is easier to navigate and 
that is updated more frequently than SIGI PLUS (Valpar International Corporation, 2012). 
An Internet version of DISCOVER for Grade 9 through Adult is also available for students 
at schools and colleges who subscribe to this service (ACT, Inc., 2012b). Both SIGI and DIS-
COVER provide surveys of values, interests, and skills as well as occupational and college 
information. In addition, these programs offer different tutorials on test taking, study, time 
management, job searching, resume writing, and interviewing skills. 

Career and life-planning workbooks, the second type of nonstandardized assessment 
program, play an important part in comprehensive self-rating programs used by counsel-
ors. These workbooks usually include a number of exercises that can be used by clients to 
assess their interests, values, personality style, and skills. Additional exercises aid clients in 
exploring the work environment by means of informational interviews and reviews of ca-
reer literature. The workbooks are well suited to career education classes or career explora-
tion groups. They often use a decision-making or problem-solving model as a framework 
for presentation of the exercises.

Examples of effective career and life-planning workbooks include What Color Is Your Para-
chute? (Bolles, 2011), Career Development and Planning: A Comprehensive Approach (textbook, 
student manual, and instructor’s manual; Reardon, Lenz, Sampson, & Peterson, 2008), and 
Making Career Decisions That Count: A Practical Guide (Luzzo, 2002). Exercises provided in 
the workbooks are informal or qualitative in nature. They are meant to stimulate interest in 
career exploration by offering a variety of assessment procedures in a systematic fashion.

Standardized Assessment Programs

Although most standardized assessment programs use self-report inventories to evaluate 
motivational factors such as interests and values, they vary in their approach to measuring 
abilities. Assessment programs are likely to use self-reports to evaluate abilities when the 
results are used for counseling. Many of these programs are best known for their interest 
inventory, which often serves as the centerpiece of the assessment program.

In contrast with the assessment programs that use self-ratings to measure abilities, a 
number of programs use objective tests to assess abilities. Objective tests help ensure the 
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validity of test results in those situations in which clients’ responses may be biased or dis-
torted, such as may occur when tests are used as a basis for selection. Objective tests can 
also be used in assessing the abilities of clients who may not have an adequate basis for 
judging their own abilities.

Each of the assessment batteries discussed in this section includes objective tests of abili-
ties in addition to inventories of interests, values, or experiences. In contrast with self-report 
ability measures, objective tests assess the client’s abilities on the basis of actual performance 
in a test situation. Six frequently used programs—ACT Career Planning Survey, DAT Career 
Planning Program, WorkKeys, Armed Services Vocational Aptitude Battery, O*NET Career 
Exploration Tools, and Career Occupational Preference System—are discussed briefl y in this 
section. Some of these programs supplement the objective aptitude testing with subjective 
(self-ratings) assessments to expand the number of abilities taken into consideration for ca-
reer planning. These batteries have been validated most often in terms of their effectiveness 
in predicting educational or occupational membership and performance.

ACT Career Planning Survey 

The ACT Career Planning Survey (CPS) is a comprehensive career guidance program de-
signed to aid students in Grades 8–10 in educational and career planning (ACT, Inc., 2000a). 
It includes two self-report inventories and a pair of objective tests of ability: (a) Inventory of 
Work-Relevant Abilities, in which students rate their skills in 15 areas that cannot be mea-
sured adequately by objective tests; (b) Unisex Edition of the ACT Interest Inventory (UNI-
ACT, discussed in the previous chapter); and (c) Reading and Numerical Skills Ability Tests, 
which measure basic concepts and skills essential in reading and mathematics. 

The CPS differs from the EXPLORE and PLAN assessment programs also offered by ACT 
(discussed in previous chapter) in that it places more emphasis on career development and 
less emphasis on academic evaluation and planning. The CPS provides information on a 
much wider variety of abilities (most of which are self-rated) along with career interests so 
that it can be used effectively in considering a broad range of occupational opportunities.

ACT provides a Career Planning Guide to help students apply their survey results in 
career exploration. The guide includes a Work-Relevant Experiences Checklist and a Job 
Characteristics Checklist as additional assessment tools. Students use these instruments 
to review their work experiences and to consider what characteristics (e.g., recognition, 
physical activity, or variety) they prefer in their work.

Clients can compare their self-rated abilities and interests with those typically expressed 
by people in different career areas by means of the World-of-Work Map (see Figure 11.1). 
The map shows the relationships among 26 career areas grouped into 12 interest and abili-
ty regions (Prediger, 2002). As indicated on the map, the career areas differ from each other 
in regard to two basic dimensions: data versus ideas and people versus things. For example, 
career areas in Region 2 (Management, Marketing & Sales, Employment-Related Services) 
represent occupations that are people- and data-oriented.

The CPS report shows the regions on the World-of-Work Map in which a student obtains 
his or her highest interest and ability scores by means of a color code (abilities = gray, inter-
ests = red, both abilities and interests = red–gray mixture). By inspecting this report, students 
can easily make comparisons among their abilities, their interests, and relevant career areas.

Differential Aptitude Tests 

The Differential Aptitude Tests (DAT, not to be confused with the Dental Admission Test 
discussed in the previous chapter) can be used together with the Career Interest Inventory 
(CII) to generate educational and career-planning reports for counselors and students. The 
DAT, originally published in 1947, was last revised in 1990 as the fi fth edition, Forms C and 
D (G. K. Bennett, Seashore, & Wesman, 1990). The CII measures work and school interests.
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Both the DAT and CII include two levels of assessment: Level 1 for Grades 7 through 9 
and Level 2 for Grades 10 through 12. Both levels of the DAT and Level 2 of the CII may 
also be used with adults. When the DAT and the CII are administered together, the results 
can be integrated by means of a computerized educational and career-planning report.

The DAT contains eight subtests: Verbal Reasoning, Numerical Reasoning, Abstract 
Reasoning, Perceptual Speed and Accuracy, Mechanical Reasoning, Space Relations, Spell-
ing, and Language Usage. The eight tests require 2.5 to 3 hours to complete. The CII pro-
vides scores for 15 occupational groups plus additional information regarding interests in 
school subjects. The DAT and the CII have been normed jointly with students drawn from 
different parts of the country, different socioeconomic classes, and different ethnic groups.

Armed Services Vocational Aptitude Battery (ASVAB)

The Armed Services Vocational Aptitude Battery (ASVAB) Career Exploration Program 
consists of a multiple aptitude test battery, a career interest inventory, and career-planning 
materials and exercises that aid students in identifying and investigating career possibili-
ties. The ASVAB (Forms 23 and 24) is administered and interpreted without charge by 

Figure 11.1
ACT World-of-Work Map (3rd edition—Counselor Version)

Note. The World-of-Work Map arranges 26 career areas (groups of similar jobs) into 12 regions. 
Together, the career areas cover all U.S. jobs. Most jobs in a career area are located near the point 
shown. However, some may be in adjacent map regions. A career area’s location is based on its 
primary work tasks. The four primary work tasks are working with DATA (facts, numbers, fi les, 
accounts, business procedures), IDEAS (insights, theories, new ways of saying or doing something; 
e.g., with words, equations, or music), PEOPLE (people you help, serve, inform, care for, and sell 
things to), and THINGS (machines, tools, living things, and materials such as food, wood, or metal). 
Copyright 2000 by ACT, Inc. All rights reserved. Reprinted with permission.
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representatives of the Armed Services (U.S. Department of Defense, 2005). Test results are 
used by the military for recruitment, for assessing qualifi cations of students for differ-
ent military occupations, and for research. School counselors use the results to help high 
school students (Grades 10 through 12) and community college students with educational 
and vocational planning. Testing time, including instructions, is approximately 3 hours. 
More than one fourth of U.S. high school seniors participate in the ASVAB Career Explora-
tion Program sometime during their high school years (Baker, 2002).

The ASVAB includes the following eight individual ability scales: General Science (GS), 
Arithmetic Reasoning (AR), Word Knowledge (WK), Paragraph Comprehension (PC), 
Mathematics Knowledge (MK), Electronics Information (EI), Auto & Shop Information 
(AS), and Mechanical Comprehension (MC). (The two scales that emphasized speed of 
performance—Numerical Operations and Coding Speed—have been dropped in the re-
vised version.) Scores on these scales are added together to form three composite scores, 
known as Career Exploration Scores, that are used for general counseling purposes, and a 
fourth composite score, known as the Military Entrance Score (also identifi ed as the Armed 
Forces Qualifi cation Test), that is used to determine eligibility for military service. These 
composite scores, which have been derived from factor analyses of the individual scales, 
are calculated as follows: Verbal Skills = WK + PC; Math Skills = MK + AR; Science and 
Technical Skills = GS + EI + MC; and Military Entrance Score = Verbal Skills + Math Skills. 
The Military Entrance Score can be considered a measure of general academic ability simi-
lar to the combined Verbal Reasoning plus Numerical Reasoning (VR + NR) score on the 
DAT. Only the composite scores are used for counseling and selection purposes.

In addition to the ASVAB test scores, the Career Exploration Program includes a 
new 90-item interest inventory. This inventory, called Find Your Interests (FYI), con-
sists of six scales to assess career interests in the same six categories used on many 
other interest inventories. Work values are assessed informally by means of exercises 
in Exploring Careers: The ASVAB Career Exploration Guide. This guidebook is given to 
all students who complete the ASVAB, or it can also be accessed on the Internet (U.S. 
Department of Defense, 2005).

The guidebook also includes OCCU-Find, a chart used to identify occupations that 
match an individual’s abilities and interests. Research indicates that participants in the 
ASVAB Career Exploration Program show reduced career indecision and increased career 
exploration knowledge compared with nonparticipants (Baker, 2002).

According to numerous studies conducted with earlier versions of the ASVAB and the 
General Aptitude Test Battery (upon which the ASVAB is modeled), the test scores are 
valid in predicting training and job performance in a wide variety of military and civilian 
occupations (U.S. Department of Defense, 2005). This research also indicates that the test 
scores predict equally well for men and women and for different racial and ethnic groups.

WorkKeys

The WorkKeys system is a comprehensive work skills assessment program developed by 
the publishers of the ACT tests (ACT, Inc., 2012c). The program is built around a common 
scale that measures both the skills of an individual and the skills required for successful job 
performance. Counselors and educators can use WorkKeys to help students understand 
their preparedness for specifi c jobs and careers; employers can use it to establish selection 
and training programs. WorkKeys may be used with either high school students or adults.

WorkKeys measures foundational skills (i.e., skills needed to learn other skills) in 10 
areas related to work on the following scales: Applied Mathematics, Applied Technology, 
Business Writing, Listening, Locating Information, Observation, Reading for Information, 
Readiness, Teamwork, and Writing (ACT, Inc., 2012c). The Readiness test, which assess-
es basic skills in reading and mathematics, can be used as a screening tool to determine 
whether a person is suffi ciently prepared to take the other tests in the WorkKeys system. 
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In addition to measuring foundational skills, the WorkKeys system has been expanded 
to include two measures (called Performance and Talent) that evaluate attitudes and a 
third measure (called Fit) that assesses how well an individual’s interests and values match 
those of a specifi c job.

The skill tests were defi ned and developed by panels of employers, educators, and ACT 
staff. All of the test items are based on work situations. They are designed to measure ge-
neric work skills that pertain to a variety of work situations, not skills that are specifi c to 
a particular job. The tests typically are scored in terms of skill levels ranging from Level 1 
(lowest) to Level 7 (highest); however, fi ner-grained scale scores with 40- to 65-point ranges 
have also been established for use when it is important to detect smaller differences (ACT, 
Inc., 2012c). Depending on the nature of the test, items are presented in a paper-and-pencil, 
computer, video, or audio mode with a multiple-choice or constructed-response format. 
The 10 skill tests vary in testing time from 30 to 64 minutes. Individuals, educational insti-
tutions, and employers select the tests most relevant for their particular situation. The tests 
are usually administered and scored on a selected basis, not as a battery, by service centers 
certifi ed by ACT, such as a community college.

WorkKeys enables students to assess their qualifi cations for different occupations by 
means of eight skill areas (all but Business Writing and Readiness scales). Job analysts have 
collaborated with subject matter experts (usually workers in the job under study) to judge 
the appropriate skill levels for different occupations. With these data, ACT has prepared 
a table of occupational profi les, which shows the median skill level in each of the eight 
skill areas for nearly 1,400 occupations (ACT, Inc., 2012c). An individual’s skill levels are 
compared with the skill-level requirements for a particular job or occupation by means 
of this table to determine whether he or she is prepared to enter that job or occupation. 
For example, the occupational profi le for accountants shows that they obtain their highest 
scores on the Applied Mathematics (Level 6), Locating Information (Level 5), and Reading 
for Information (Level 5) scales. Individuals who obtain similar or higher scores would ap-
pear to be good candidates for further training in this fi eld.

WorkKeys differs from traditional ability tests in that it is criterion referenced, not norm 
referenced. A test taker must correctly answer 80% of the items representing any skill level 
to be qualifi ed at that level. For those cases in which a person does not attain the skill level 
required for a particular occupation, the test report includes suggestions for improving his 
or her skills. In addition, organizations endorsed by ACT, such as KeyTrain and WIN Ca-
reer Solutions, provide interactive instructional materials designed to improve the generic 
work skills assessed by WorkKeys (ACT, Inc., 2012c).

The WorkKeys system has been extensively validated by ACT, especially in regard to con-
tent validity (ACT, Inc., 2012c). Outside consultants reviewed the test items for content accu-
racy and fairness to minority groups. Statistical analyses were used to identify and eliminate 
items that functioned differently for various groups of people, such as males versus females or 
African Americans versus Whites. Subject matter experts confi rmed that the eight skill areas 
adequately represent the type and the range of skills required in the majority of jobs. Ongoing 
research studies show that scores on the WorkKeys scales correlate signifi cantly with scores on 
comparable instruments and with job performance ratings in related fi elds (ACT, Inc., 2012c).

Counselors will fi nd the WorkKeys system to be most valuable in helping clients to ap-
praise their basic work skills compared with those required in various occupations. Case 
examples illustrating the use of the WorkKeys system in counseling and employment situ-
ations can be found on the ACT website (ACT, Inc., 2012c).

O*NET System and Career Exploration Tools

The U.S. Department of Labor created the Occupational Information Network (O*NET), 
a comprehensive career information system, in the 1990s to replace the Dictionary of 
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Occupational Titles (DOT). The O*NET system includes (a) the O*NET database, (b) O*NET 
OnLine, and (c) O*NET Career Exploration Tools. The O*NET database provides extensive 
information about the primary occupations found in the United States. By combining oc-
cupations and eliminating obsolete and obscure occupations, the number of occupations 
included in O*NET was reduced from the 12,741 occupations defi ned in the DOT to 974. 

Each occupation is described in terms of six content areas: (a) worker characteristics 
(abilities, interests, and work styles), (b) worker requirements (education, knowledge, and 
skills), (c) experience requirements (training, work experience, and licensing), (d) occupa-
tional-specifi c information (job duties and tasks), (e) occupational requirements (work ac-
tivities and work context), and (f) occupational characteristics (labor market information). 
The fi rst three content areas describe individual attributes. The O*NET database indicates 
the relevance and the importance of each of the variables for the different occupations 
based on the ratings of experts, employers, and employees (U.S. Department of Labor, 
Employment and Training Administration [ETA], 2012). The database is partially updated 
twice a year, with plans for it to be completely updated in 5-year cycles.

O*NET OnLine enables users to gain easy access to the O*NET database on the Internet. 
Individuals can readily compare information gained from the Career Exploration Tools 
and from self-estimates with pertinent information reported in the database for the various 
occupations (see Activity 11.2).

The Career Exploration Tools have been constructed to measure an individual’s abilities, 
interests, and values, that is, those variables that have been most valid in predicting occupa-
tional criteria. The following three instruments have been developed for this purpose: Abil-
ity Profi ler, Interest Profi ler, and Work Importance Profi ler. Although these instruments may 
be used separately, the U.S. Department of Labor, ETA (2012) recommends using them to-
gether as part of a whole-person approach to counseling. The tools’ psychometric properties 
(e.g., validity, reliability, and fairness analyses) are reported in research reports, which are 
published along with user’s guides on the O*NET Center website (http://www.onetcenter.
org/tools.html) as they become available. These reports support the technical quality of the 
instruments and allow confi dence in their use (Lewis & Rivkin, 2004).

Ability Profi ler
The Ability Profi ler, which replaces the General Aptitude Test Battery (GATB) for coun-
seling purposes, includes nine scales that are similar to the nine scales that appeared on 
the GATB. The nine scales make up three cognitive factors (Verbal Ability, Arithmetic Rea-
soning, and Computation), three perceptual factors (Spatial Ability, Form Perception, and 
Clerical Perception), and three psychomotor factors (Motor Coordination, Manual Dexter-
ity, and Finger Dexterity). The GATB General Learning Ability scale has been dropped, 
and the GATB Numerical Aptitude scale has been divided into Arithmetic Reasoning and 
Computation scales.

The Ability Profi ler differs from the GATB in that it provides new items, revised 
instructions and scoring procedures, new portions, fewer subtests, and more fl exible 
administration. In addition, time limits were modifi ed to ensure that examinees had suf-
fi cient time to complete subtests in which speed of answering questions was not important 
to test performance.

The Ability Profi ler includes both paper-and-pencil (fi rst seven scales) and apparatus 
(last two scales) tests. If preferred, the paper-and-pencil tests can be administered without 
the apparatus tests. Total testing time for the paper-and-pencil part of the testing process 
is 1.5 to 2 hours. When apparatus tests are included, total testing time is 2 to 3 hours. The 
Ability Profi ler has been designed specifi cally for use in counseling and should not be used 
for selection or placement.

The examinee’s scores on the Ability Profi ler are compared with the ability profi les for 
the different O*NET occupations. Ability profi les for the different O*NET occupations 

http://www.onetcenter.org/tools.html
http://www.onetcenter.org/tools.html
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have been estimated by means of GATB validity data and occupational data from the DOT. 
The O*NET system includes fi ve job zones that represent fi ve different levels of experience, 
education, and training. Within each job zone (which the examinee selects), the computer 
uses a correlational procedure to determine which occupations have ability patterns that 
most closely match those of the examinee (U.S. Department of Labor, ETA, 2012).

Interest Profi ler
The Interest Profi ler measures occupational interests in the same six categories used by most 
interest inventories: realistic, investigative, artistic, social, enterprising, and conventional 
(see Holland, 1997). Both paper-and-pencil and computerized versions are available. It is de-
signed to be self-administered and self-interpreted. It requires about 30 minutes to complete.

An individual’s highest scores on the Interest Profi ler are compared with the interests that 
are most characteristic for different occupations as means of identifying compatible occupa-
tions. Occupational experts designated the predominant interest fi elds for different occupa-
tions. Although the expert raters used the same Holland categories to classify interests as those 
used by the Strong Interest Inventory and the Dictionary of Holland Occupational Types, the agree-
ment among the Holland codes assigned to the same occupations by these three sources is only 
moderate (Eggerth, Bowles, Tunick, & Andrew, 2005). Counselors should keep in mind that the 
interpretation of a particular Holland code may vary somewhat from one source to another.

Work Importance Profi ler
The third O*NET assessment tool, Work Importance Profi ler, measures six types of work 
values: achievement, independence, recognition, relationships, support, and working con-
ditions. Similar to the Interest Profi ler, the Work Importance Profi ler may be completed 
in paper-and-pencil form (titled Work Importance Locator) or computer form in about 
30 minutes. It is also self-administered and self-interpreted. The relative signifi cance of 
the different values in various occupations has been determined by job supervisors. This 
instrument is described in greater detail in the next chapter.

In addition to the individual attributes measured by the Career Planning Tools, the detailed 
report for any occupation listed in the O*NET database also provides ratings for the impor-
tance of other worker requirements (knowledge, skills, work styles, and an expanded list of 
abilities) and occupational requirements (tasks, work activities, and work context). Many vari-
ables or elements are rated in each category. For example, the relevance and importance of 52 
abilities for each occupation are rated by a panel of experts (Byrum & Tsacoumis, 2005).

Activity 11.2 Using O*Net 
Visit O*NET online at http://www/onetcenter.org to become 
familiar with its uses with clients. 

1. Search the online database for occupational information 
concerning counseling. (You may choose to review a specialty 
in counseling.) What type of information is provided to you? 
What are your reactions to this information?

2. Review the career exploration tools such as the Ability Profi ler, 
Interest Profi ler, and Work Importance Profi ler. What are your 
thoughts about these resources? How might you use them with 
clients?

• • •

Career Occupational Preference System 

The Career Occupational Preference System (COPSystem) provides a comprehensive as-
sessment of interests, values, and abilities designed for use in a wide variety of settings. 

http://www.onetcenter.org
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According to one statewide survey (Giordano et al., 1997), the COPSystem was used more 
frequently by the school counselors in that state than any other standardized test except for 
the WISC-R or the SAT (with which it was tied).

The COPSystem includes the following measures (Knapp-Lee, 2000): (a) the Career Occupa-
tional Preference System (COPS) Interest Inventory, which assesses interests in 14 occupational 
clusters at different educational levels; (b) the Career Orientation Placement and Evaluation 
Survey (COPES), which measures eight bipolar personal values related to the work one does 
(see Chapter 12); and (c) the Career Ability Placement Survey (CAPS), which measures eight 
abilities that are important for different types of work. The complete battery can be adminis-
tered in less than 2 hours. Answer sheets may be self-scored or machine scored.

Several versions of the COPS Interest Inventory have been developed to take into account 
clients’ different grade levels and reading abilities. The COPS Interest Inventory itself may be 
used with seventh-grade students through adults. The COPS-II (Intermediate Inventory)—
a highly visual, simplifi ed version of the COPS Interest Inventory based on knowledge of 
school subjects and activities familiar to younger students—may be used with elementary 
school children or with adults who have a limited reading ability (fourth-grade level). The 
COPS-R (Form R) differs from the COPS Interest Inventory in that it contains sex-balanced 
items, combined-sex norms, and simplifi ed language (sixth-grade reading level). The COPS-
R more closely parallels the COPS Interest Inventory than does the COPS-II. The COPS-P 
(Professional level) provides an advanced version for college students and adults who may 
be considering professional occupations. Finally, the COPS-PIC (Picture Inventory) uses only 
pictures to assess the interests of nonreaders or those with reading diffi culties.

The CAPS consists of the following brief, 5-minute tests: Mechanical Reasoning, Spatial 
Relations, Verbal Reasoning, Numerical Ability, Language Usage, Word Knowledge, Per-
ceptual Speed and Accuracy, and Manual Speed and Dexterity. Validation studies indicate 
that scores on these tests correlate highly with scores for similar tests from other batteries, 
such as the Differential Aptitude Tests (Knapp, Knapp, & Knapp-Lee, 1992).

Both the COPS Interest Inventory and the COPES were revised in 1995 (EdITS, 1995). 
Since that time, extensive norms for the COPSystem instruments have been established 
based on large samples of intermediate, high school, and college students (EdITS, 2004). 
Separate norms have been prepared as needed for boys and girls and for high school stu-
dents and college students. Research with earlier versions of the COPSystem indicates that 
it can be used effectively to predict educational and occupational status.

The COPSystem contributes signifi cantly to the counseling process by stimulating clients 
to explore career fi elds from different viewpoints (Bullock & Madson, 2009). Eby, Johnson, 
and Russell (1998) noted that “the COPSystem may be particularly useful as a career explo-
ration tool for diverse individuals” (p. 293) who have had fewer opportunities to engage 
in career planning. The publisher has prepared a Comprehensive Career Guidebook and Self-
Interpretation Profi le and Guides to aid in the interpretation of the COPSystem assessments 
(EdITS, 2004).

Tip Sheet 

Use of Comprehensive Assessment Programs

✓ Use self-rating career and life-planning programs such as DISCOVER or SIGI PLUS 
to promote self-examination and career exploration, especially for people who are 
unwilling or unable to see a counselor.

✓ Use standardized career and life-planning programs to identify educational or ca-
reer fi elds that match a client’s interests, values, and abilities.

✓ Use objective tests of abilities with clients who may lack an adequate basis for assess-
ing their own abilities or who may be motivated to distort self-assessments.
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✓ Supplement objective tests of abilities with informed self-ratings to enlarge the num-
ber of abilities considered in career planning. Self-ratings can be helpful in assessing 
abilities such as interpersonal skills, leadership, organizational skills, and creativity 
that are diffi cult to assess with objective tests.

✓ Disregard small differences between test scores on multiple aptitude tests. When 
feasible, report test results as a band or range of scores (usually spanning 2 standard 
errors of measurement) instead of reporting them as a precise point on a scale.

✓ Use combined verbal and numerical ability measures to predict school or job suc-
cess. Not only is this measure more valid than the other test scores in most cases, but 
it also yields results with smaller differences between males and females.

✓ Develop local norms for interpreting results, especially if the results are used to esti-
mate performance in local courses.

✓ Help students with low ability scores consider how they may improve their scores 
through appropriate coursework or related experiences.

✓ Interpret aptitude scores as measures of developed abilities. Exposure to the subject mat-
ter represented within the test is necessary for the student to perform well on the test. 

✓ Use nonlanguage tests, such as the Abstract Reasoning and Spatial Relations tests 
from the DAT, for students with limited English language skills to determine general 
ability to learn new material or to perform tasks for which knowledge of English is 
not required.

✓ Consult supplementary materials provided by most publishers of comprehensive 
career-planning programs. Use student workbooks to encourage active participation 
on the part of clients.

Chapter Summary

The career and life-planning assessment process occurs throughout the life span, and 
counselors can help clients explore both the process and content of career development. 
This chapter provided key career assessments related to career process, specifi cally aspects 
of career readiness. Career readiness, also referred to as career maturity or career adapt-
ability, involves understanding and planning careers while exploring factors that inhibit 
or foster that process. 

Several instruments that assess career readiness were presented in this chapter. These 
include (in alphabetical order) the following: ACCI, CASI, CBI, CDDQ, CDDS, CDI, CD-
MSE, CDS, CFI, Career Futures Inventory, CMAS, CMI-R, CTI, MVS, and the SCI. In ad-
dition to these qualitative assessments of career readiness, qualitative assessments are 
available for use by counselors. Some of these include behavioral observations, interviews, 
genograms, and card sorts. 

Comprehensive assessment programs measure a combination of a person’s values, in-
terests, and aptitudes. Six standardized assessment programs are discussed in this chapter: 
ACT Career Planning Survey, DAT Career Planning Program, WorkKeys, ASVAB, O*NET 
Career Exploration Tools, and COPSystem. 

The ACT Career Planning Survey and the DAT Career Planning Program can be used in 
educational settings to help students choose an academic fi eld or training course based on 
their interests and abilities. The ASVAB can be used to predict success in both military and 
civilian occupations for students from a variety of backgrounds. The WorkKeys system 
enables individuals to compare their basic work skills in eight areas with those required in 
a broad range of occupations. The O*NET (Occupational Information Network) database 
provides a means of directly comparing individual characteristics (as measured by the 
Career Exploration Tools and by self-estimates) with requirements for more than 900 occu-
pations. This system may be easily accessed on the Internet at the O*NET OnLine website. 
Finally, the COPSystem provides a systematic assessment of interest, values, and ability 



223 Career and Life-Planning Assessment •

measures that can be used in a variety of settings to assist individuals or groups in career 
exploration and planning. 

In addition to these standardized programs, computer-based programs such as SIGI PLUS 
and DISCOVER as well as career workbooks are useful assessment programs. Comprehen-
sive self-assessments based on computer programs or career and life-planning workbooks 
can be used to stimulate career exploration and to improve capacity for career planning.

Review Questions

1. What are the four uses of career assessment described in this chapter? How might 
each relate to issues of career assessment and comprehensive career planning? 

2. How would you differentiate the concepts of career maturity and career adaptabil-
ity? What are ways in counseling you can assess each?

3. What are some of the functions of career readiness assessments presented in this 
chapter?

4. What are the general components of comprehensive assessment programs?
5. What are the benefi ts and challenges of career and life-planning assessments dis-

cussed in this chapter?
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Measures of Interests and Values

chapter

12

Factors that pertain to the content of career choice and development, such as interests and 
values, are considered in this chapter. Measures of both interests and values can be help-
ful in assisting clients to evaluate their motivations in regard to work or other aspects of 
living. Interests refer to what an individual likes to do; values defi ne what a person thinks 
is important. In essence, interests refer to what the person chooses to do, whereas values 
pertain to why a person works or undertakes an activity. Several interest and values inven-
tories that counselors use frequently are discussed in this chapter, together with guidelines 
for their selection and interpretation. 

Test Your Knowledge

Select the most appropriate choice for each item.

1. Which of the following does not represent a Holland category?
  a. Realistic b. Mechanical c. Social d. Enterprising
2. The Self-Directed Search is based on:
  a. Strong’s values typology
  b. Holland’s hexagonal model of general occupational themes
  c. Campbell’s theory of vocational choice
  d. All of the above
□ T  □ F  3. Interest inventories should be supplemented with ability assessments 

    because they do not measure abilities.
□ T  □ F  4. Values can often be searched in career databases to identify 

    occupations that may be most satisfying.
□ T  □ F  5. Values clarifi cation exercises tend to be more useful than popular 

    inventories given their psychometric integrity. 
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Introduction to Interest Inventories

Since at least 1909, when Frank Parsons published his classic book Choosing a Vocation, 
counselors have tried to devise ways to assess career interests. Interest inventories, which 
ask clients to report their likes and dislikes for various activities, are particularly useful 
for this purpose. Interest inventories can be classifi ed in a variety of ways, and the most 
useful distinction pertains to type of scale. Two types of interest scales predominate. 
The fi rst type, general or basic interest scales, measures the strength of an individual’s 
interests in broad fi elds of activity, such as art, mechanical activities, or sports. They are 
homogeneous in nature because they refer to one type of activity. For this reason they are 
relatively easy to interpret. In contrast, the second type of scale, occupational scales, as-
sesses the similarity of an individual’s interest patterns with those of people in specifi c 
occupations. These scales are heterogeneous in terms of item content and include a variety 
of items that distinguish between the interests of people in an occupation and those of 
people in general. Because of the mixed-item content, scores on these scales are more 
diffi cult to interpret.

The fi rst type of scale is usually constructed by a rational process. The scale is de-
signed to include items that logically fi t together. Examples are the Occupational Theme 
scales and Basic Interest scales on the Strong Interest Inventory (Strong). Internal valida-
tion procedures such as factor analysis are usually undertaken to ensure that the item 
content of the scale is relatively pure. Scales of this type belong to a “closed system” of 
scales; that is, the system includes all the scales that are necessary to represent all the 
different types of interests. 

Because scales of the second type are based on those items that differentiate between 
people, item selection depends on an empirical process (observed differences between 
groups), not on theoretical or logical considerations. Examples are the Occupational scales 
on the Strong and the Campbell Interest and Skill Survey. External validation procedures 
such as discriminant analysis are frequently used to determine the effectiveness of the 
scales in differentiating among the interests of people employed in different occupations. 
Empirical scales are usually part of an “open system”; that is, no one set of scales is estab-
lished to represent the universe of occupational interests. New scales must be constructed 
as new occupations emerge or as old occupations change.

Both types of scales contribute to the career or life-planning process. Because they are 
easy to interpret, basic interest scales can be used in a variety of situations in which coun-
seling contact may be limited. These scales can also be helpful in interpreting the scores on 
the occupational scales when both types of scores are available. The occupational scales, on 
the other hand, provide a means of comparing an individual’s interest pattern as a whole 
with those of people in different occupations. These scales include in a single score the 
information that is distributed over a number of basic interest scales.

In most cases with students who are high school age or younger, counselors should use 
interest inventories that provide broad measures of interest. Such scales are not only easier 
to interpret but they also preclude young students from focusing too early on specifi c oc-
cupations before they have had suffi cient opportunity to explore different occupations. 
Inventories that show scores for specifi c occupations are more appropriate for college stu-
dents or other adults.

Interest scores can be used to help clients explore or discover new academic or career 
possibilities, to decide among various alternatives, or to confi rm a previous choice. Interest 
scores can also be used for considering ways in which a job might be modifi ed to produce 
greater job satisfaction or for planning leisure-time activities. In addition, interest scores 
can serve as a starting point for discussing future plans with parents or other signifi cant 
people in a person’s life. See the Tip Sheet following for guidelines to help you decide 
when and how to use interest inventories. 
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Tip Sheet 

Selecting Interest Inventories for Counseling

✓ Keep in mind that interest inventories measure likes and dislikes, not abilities. Inter-
est inventories identify careers or work situations that clients should fi nd satisfy-
ing, but they do not indicate how successful the person would be in those settings. 
Hence, interest inventories should be administered along with a measure of abilities 
(self-rated or tested) so that both interests and abilities can be taken into account in 
considering career options (Betz & Rottinghaus, 2006).

✓ Facilitate client motivation to participate in the assessment process because the 
client will likely benefi t more if he or she expresses an interest in the results before-
hand. Large changes in interest scores can occur when clients change the manner 
in which they approach the test. Sometimes clients answer items in terms of what 
they think other people (especially parents) would like them to say, or they may 
respond to the items in regard to their abilities or opportunities instead of their 
interests. 

✓ Remember that general interest inventories are of limited value for people who must 
make rather fi ne distinctions, such as choosing between civil and electrical engineer-
ing. Search for special purpose inventories as applicable. 

✓ Supplement interest inventories with other information about the client and his or 
her situation, including abilities, values, previous work experiences, and job avail-
ability, before a decision is made.

✓ When working with clients with emotional problems, remember that they may make 
more negative responses and endorse more passive interests than others. Address 
the emotional diffi culties before career planning takes place.

✓ Because scores on interest inventories can show signifi cant changes for clients who 
are young or after long time periods, consider readministering an interest inventory 
if it has been longer than 6 months since the client last completed one. Interests are 
most likely to change for people under age 20 who have experienced large changes 
in their situation (e.g., new work or school experiences).

✓ Use an interest card sort instead of an interest inventory if you want to under-
stand the underlying reasons for the client’s choices. The card sort functions as a 
structured interview. As originally designed by Leona Tyler, clients sort cards with 
occupational titles on them into piles of “would choose,” “would not choose,” 
and “no opinion.” They then subdivide the three piles into smaller piles based on 
their reasons for placing the cards into those piles. This technique helps counselors to 
understand the reasons for a client’s choice. The counselor and the client together look 
for themes in the client’s preferences that can guide the career exploration process. 
Examples of such card sorts include the Missouri Occupational Card Sort, Missouri 
Occupational Preference Inventory, Nonsexist Vocational Card Sort, Occ-U-Sort, and 
Slaney’s Vocational Card Sort (Slaney & MacKinnon-Slaney, 2000). 

Popular Interest Inventories

Six of the most popular interest inventories used for career or life planning are discussed 
in this section. All of these interest inventories, except for the Jackson Vocational Inter-
est Survey, also include a parallel measure of self-rated competencies, either as part of 
the inventory itself or as a paired instrument (Betz & Rottinghaus, 2006). The two types 
of measures together can often predict occupational criteria more effectively than either 
measure by itself. 



228 • Types of Assessment

Strong Interest Inventory 

The 2004 Strong Interest Inventory (Strong) is the most recent version of a series of interest 
inventories that began with the publication of the Strong Vocational Interest Blank (SVIB) by 
E. K. Strong, Jr., in 1927 (Donnay, Morris, Schaubhut, & Thompson, 2005). The SVIB includ-
ed two forms by gender that were merged when the Strong–Campbell Interest Inventory 
(SCII) replaced the SVIB in 1974. The SCII was ultimately revised and renamed to become the 
Strong Interest Inventory (Strong or SII) in 1994 and was extensively revised in 2004.

The Strong is particularly noteworthy because of its wide usage, its extensive research 
base, and its innovative role in the fi eld of career assessment. The Strong has been the 
subject of extensive research studies in regard to occupational norms, long-term test–retest 
reliability, concurrent and predictive validity, cross-cultural differences, and counseling 
applications (Case & Blackwell, 2008; Donnay et al., 2005; Fouad, 2002; Hansen, 2000; Har-
mon et al., 1994; Lattimore & Borgen, 1999). This landmark inventory has led the way for 
other inventories in the use of criterion-related scale development and in the application 
of Holland’s theory to interest measurement.

The 291 items on the present version of the Strong are divided into six sections (occupa-
tions, subject areas, activities, leisure activities, people, and your characteristics). For the 
fi rst fi ve sections, clients indicate whether they strongly like, like, are indifferent to, dislike, 
or strongly dislike the activity represented by that particular item. For the last section, they 
indicate on a 5-point scale to what degree a characteristic is like them. Most people com-
plete the Strong in 25 to 35 minutes. Besides several administrative indexes, the Strong 
produces scores on four sets of scales—the General Occupational Themes (GOTs), Basic 
Interest Scales (BISs), Occupational Scales (OSs), and Personal Style Scales (PSSs)—each of 
which is described below. The different parts of the Strong profi le are discussed in regard 
to Michael (see Case Example 12.1) after these sections are presented.

Administrative Indexes
The Strong contains three administrative indexes that provide valuable information for 
interpreting the rest of the profi le. These indexes are (a) item response percentages, which 
show the percentages of strongly like, like, indifferent to, dislike, and strongly dislike responses 
for the different sections of the inventory; (b) total responses index, which indicates num-
ber of items completed (if this number is lower than 276, the answer sheet is not scored); 
and (c) typicality index, which reveals the consistency with which a person has responded 
to the items. The typicality index tallies the number of inconsistent responses to 24 pairs 
of items that possess similar content (Donnay et al., 2005). For example, if a person marks 
like for accountant as an occupation, but dislike for accounting as a subject, the responses 
would be scored as inconsistent for that pair of items. If the number of consistent responses 
is fewer than 17 (out of 24), the counselor should try to determine the reason for the incon-
sistency. The client may have a reading problem, may have misunderstood the directions, 
may have answered the items hurriedly or carelessly, or may, in fact, have an unusual pat-
tern of interests.

General Occupational Themes and Basic Interest Scales
The Strong contains two sets of general or homogeneous scales: the General Occupational 
Themes (GOTs) and the Basic Interest Scales (BISs). The GOTs provide a summary or 
overview of the Strong profi le as well as a framework for interpreting the other scales. 
Each of the six GOTs contains items selected to fi t Holland’s (1997) descriptions of six types 
of occupational personalities. Holland found that people (as well as environments) could 
be broadly classifi ed according to the six types of interests or skills shown in the hexagon 
in Figure 12.1. This fi gure shows the nature of the relationship among the six categories, 
which holds true across both sexes and all major ethnic and racial groups (Day & Rounds, 
1998; Fouad, Harmon, & Borgen, 1997). The closer the categories are to each other on the 
fi gure, the more they have in common with each other. For example, people with Social 
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interests are more likely also to possess Artistic or Enterprising interests (interests repre-
sented by adjacent categories) than they are the other types of interests. The two dimen-
sions underlying this fi gure can be described as people versus things (Enterprising–Social vs. 
Realistic–Investigative) and data versus ideas (Conventional vs. Artistic).

The 30 BISs function as subscales for the six GOTs. They are grouped into the six GOT 
categories on the basis of correlations between the two sets of scales. Each of the GOTs 
subsumes four or more of the BISs. As with the GOTs, the BISs are helpful in understand-
ing the interest patterns associated with different occupations. Compared with the GOTs, 
the BISs are relatively short, with lengths ranging from 6 to 12 items (Donnay et al., 2005). 
Thus, scores on these scales can be signifi cantly affected by responses to a few items.

The GOTs and BISs have been standardized so that the combined group of men and 
women included in the norms will obtain a mean T score of 50 and a standard deviation 
of 10 on each scale. In general, scores above 57 indicate high interest (top 25% of norm 
group) in that activity, whereas scores below 43 indicate little interest (bottom 25% of norm 
group); however, interpretation of scores varies somewhat based on the client’s gender. 
The following interpretive comments are used in the Strong reports to indicate the level 
of one’s interest in an activity compared with others of the same sex: “Very High” (91st to 
100th percentile), “High” (76th to 90th percentile), “Moderate” (26th to 75th percentile), 
“Little” (11th to 25th percentile), and “Very Little” (0 to 10th percentile; Donnay et al., 
2005). However, a T score of 60 on the Mechanics and Construction BIS is interpreted as 
Moderate for men, but Very High for women.

Gender differences are most notable on scales in the Realistic category. Men in the gen-
eral representative sample averaged between 5 to 10 points (0.5 to 1 standard deviation) 
higher than women on the Realistic GOT and the Mechanics & Construction, Military, 
Computer Hardware & Electronics, Athletics, and Protective Services BISs (Donnay et al., 

Figure 12.1
Holland’s Classification of Personality Types

Note. Adapted from Making Vocational Choices: A Theory of Vocational Personalities and Work Environment 
(3rd ed., p. 35) by J. L. Holland, 1997, Lutz, FL: Psychological Assessment Resources, Inc. Copyright 
1997 by Psychological Assessment Resources, Inc. Adapted with permission.

R (Realistic) I (Investigative) 

E (Enterprising) S (Social) 

C (Conventional) A (Artistic) 

People who 
enjoy or do 
well in techni-
cal, physical, 
mechanical, 
or outdoor 
activities

People with 
scientifi c, 
mathematical, 
analytical, 
or scholarly 
interests or 
skills

People with interests or 
skills in keeping re-
cords, organizing data, 
attending to detail, or 
following through on 
others’ instructions

People who like or do 
well in music, art, 
writing, drama, or 
other creative activities

People with 
interests or skills 
in business, 
management, 
sales, public 
speaking, or 
leading others

People interested 
or skilled in 
working with or 
helping others 
(e.g., teaching, 
counseling, or 
nursing)



230 • Types of Assessment

2005). Such differences pertain not only to men and women in general, but also to men 
and women employed in the same occupations, such as engineering (Harmon et al., 1994). 
Counselors should take such differences into account when interpreting scores on these 
scales, particularly for individuals who may be considering nontraditional occupations.

High scores on both the GOTs and BISs are based on like responses, whereas low scores 
are based on dislike responses. A large number of likes indicate broad interests; a large num-
ber of dislikes indicate fairly focused interests. In either case, the interest scores should be 
interpreted in relationship to one another. That is, clients should give careful consideration 
to their highest scores regardless of their absolute level. Empirical validity studies indicate 
that both sets of scales effectively discriminate among people employed in different types 
of occupations (Donnay & Borgen, 1996; Donnay et al., 2005). Cross-cultural research with 
the Strong indicates that the results are equally valid for members of different racial and 
ethnic groups (Fouad & Mohler, 2004; Lattimore & Borgen, 1999).

As a counseling technique, it is usually helpful to ask clients to look at their four or fi ve 
highest and lowest scores on the BISs. Do they agree with this description of their interests? 
Can they think of ways in which they could combine the activities represented by their 
highest scores in a career or life plan? 

Occupational Scales
The Strong profi le provides scores for 122 pairs of Occupational Scales (OSs) for men 
and women. The OSs were developed by selecting items that signifi cantly differentiated 
between the interests of men or women in a particular occupation and men or women 
in general. The typical scale contains 25 to 30 items selected in this manner. Members of 
occupational criterion groups used to develop the OSs were screened to ensure they had 
been employed in the occupation for 3 or more years, were satisfi ed with their work, and 
performed typical duties of members of the occupation.

Each of the OSs is coded in terms of the predominant interest pattern of people em-
ployed in that occupation based on Holland’s classifi cation system (see Figure 12.1). For 
example, the Biologist scale for men is coded IA (as noted in Table 12.1) because men who 
are biologists more frequently express Investigative and Artistic interests than do other 
men. The Holland codes are helpful in organizing the OS scores and in understanding the 
nature of the interests underlying the scores.

The OSs have been normed so that men or women in the occupation (depending on 
which sex was used for constructing the scale) obtain a mean T score of 50 with a standard 
deviation of 10. Men and women in general obtain mean T scores of approximately 20 to 
35 for most scales. A score of 40 or above (referred to as “similar interests” on the Strong 
profi le) indicates that a client endorses many of the same likes and dislikes as those that 
differentiate men or women in a particular occupation from men or women in general. A 
score of 29 or below (“dissimilar interests”) indicates a rejection of this interest pattern.

Some clients receive few or no high scores on the OSs. In such cases, scores can still be 
interpreted in relation to each other. Students with “fl at” (undifferentiated) profi les may 
need additional time and experience to clarify their interests. A 12-year follow-up study 
indicated that students with fl at profi les took longer to get established in their careers; 
however, at the end of 12 years, they were just as satisfi ed and successful in their careers as 
those with differentiated profi les (Sackett & Hansen, 1995). In fact, the male students with 
fl at profi les in this study showed a higher level of satisfaction with their jobs after 12 years 
than did those with differentiated profi les, possibly because they may have been more fl ex-
ible and easier to please. 

The same occupations are now represented on both male and female scales. Because 
most of the mean differences between scores on the male and female scales are relatively 
small, it is not as important to know the scores of clients on the opposite-sex scales as it 
once was (Donnay et al., 2005).
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In contrast with the GOTs and BISs, high scores on the OSs are based on both like and 
dislike responses. People obtain high scores when they share the same likes and dislikes 
as people in the occupation. In essence, high scores on the OSs point to occupations in 
which individuals can pursue those activities they enjoy and avoid those they dislike. A 
few scales, such as Farmer/Rancher and Radiologic Technologist, include a relatively large 
number of items with positive weights for dislike responses. People in these occupations 
possess rather narrow or focused interests. If clients mark a large number of dislikes, they 
will probably obtain elevated scores on these scales. High scores that are based primarily 
on dislikes can be misleading. It is important to look at the specifi c likes and dislikes (as 
revealed by the BISs) that underlie an OS score.

OS scores are highly reliable, particularly for people 20 years of age and older and over 
short time periods (less than 1 year). Even over very long time periods (10 to 20 years), the 

Table 12.1
Strong Interest Inventory Scores for Michael, a College Student

General Occupational Themes
Investigative (I)  64
Artistic (A)  56
Realistic (R)  51
Social (S)  46
Enterprising (E)  42
Conventional (C)  34

Basic Interest Scales
Science (I)  70
Athletics (R)  57
Nature & Agriculture (R)  56
Performing Arts (A)  56
Research (I)  56
Visual Arts & Design (A)  56
Religion & Spirituality (S)  53
Mechanics & Construction (R)  52
Medical Science (I)  52
Social Sciences (S)  52
Teaching & Education (S)  52
Culinary Arts (A)  51
Writing & Mass Communication (A)  50
Entrepreneurship (E)  48
Marketing & Advertising (E)  46
Politics & Public Speaking (E)  45
Computer Hardware & Electronics (R)  44
Counseling & Helping (S)  44
Healthcare Services (S)  44
Law (E)  44
Protective Services (R)  40
Finance & Investing (C)  39
Human Resources & Training (S)  38
Management (E)  38
Mathematics (I)  38
Sales (E)  38
Programming & Information Systems (C)  37

Note. Scales in each category are ranked from highest to lowest score. Holland codes for each scale 
are shown in parentheses. A = Artistic; C = Conventional; E = Enterprising; I = Investigative; R = 
Realistic; S = Social.
aOnly the Occupational Scales for which Michael obtained a score of 40 or above (indicating similarity 
of interests with men employed in the occupation) are listed.

Scale Score  Scale Score 

 Military (R)  36
Taxes & Accounting (C)  36
Offi ce Management (C)  35

Occupational Scalesa

Biologist (IA)  57
Artist (A)  56
Graphic Designer (A)  54
Musician (A)  54
Geologist (IRA)  53
Photographer (ARE)  53
Technical Writer (AI)  51
Elementary School Teacher (S)  50
Psychologist (IA)  48
University Professor (IAS)  48
Librarian (A)  47
Medical Illustrator (AIR)  47
Forester (RI)  43
Reporter (A)  43
Social Worker (SA)  43
Speech Pathologist (SA)  43
Translator (AI)  43
Urban & Regional Planner (AI)  43
Broadcast Journalist (AE)  42
College Instructor (S)  42
Editor (AI)  42
Science Teacher (IRS)  41
Chiropractor (ISA)  40
Medical Technologist (IRC)  40
Parks & Recreation Manager (SE)  40

Personal Style Scales
Learning Environment  61
Risk Taking  54
Leadership Style  45
Team Orientation  41
Work Style  36
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OSs produce similar results for most people based on research conducted with earlier ver-
sions of the Strong. Concurrent validation studies show that the OSs signifi cantly differenti-
ate between people in the occupation and people in general (Donnay et al., 2005). A number 
of longitudinal research studies (ranging in length from 3 to 18 years) have been conducted 
to examine the predictive validity of earlier versions of the Strong. These studies found that 
from one third to two thirds of the people who took the Strong were later employed in occu-
pations related to their high scores (Donnay, 1997). Hansen and Dik (2005) found that 57% of 
college students tested as freshmen were employed in an occupation related to their Strong 
results 12 years later. This fi gure increased to 73% for a subset of the sample when their 
scores from the Strong completed in the senior year were compared with their occupation 8 
years later. The Strong scores were equally predictive for men and women.

Scores on the OSs show greater validity when they are supported by scores on the BISs 
that are most relevant; for example, high scores on the Life Insurance Agent OS possess 
greater predictive validity when they are paired with high scores on the Sales BIS. OS scores 
are also more valid when clients report that they have had work or volunteer experiences in 
those fi elds. Research indicates that the OSs predict occupational membership just as accu-
rately for college students who are undecided about their college major as they do for those 
who are decided (Bartling & Hood, 1981). This fi nding is important because the Strong is 
frequently used with students who are having diffi culty in making a career decision.

In general, people report greater job satisfaction when their occupation matches the 
type of occupation suggested by their Strong scores than when it does not; however, the 
relationship tends to be modest. Presumably, factors other than interests, such as salary, 
opportunities for advancement, and relationships with supervisors or coworkers, account 
for much of an individual’s satisfaction or dissatisfaction. In addition, some individuals 
appear to be more fl exible in the expression of their interests and can learn to adapt to a 
wide variety of situations (Darcy & Tracey, 2003).

Personal Style Scales
There are fi ve bipolar Personal Style Scales (PSSs) that measure personality factors related 
to educational and career planning: (a) Work Style: high scorers prefer to work with people; 
low scorers prefer to work with ideas, data, or things; (b) Learning Environment: high scor-
ers possess academic interests associated with advanced degrees; low scorers possess prac-
tical interests associated with technical or trade school attendance; (c) Leadership Style: 
high scorers prefer to direct others; low scorers prefer to lead by example; (d) Risk Taking/
Adventure: high scorers prefer to take chances; low scorers prefer to play it safe; and (e) 
Team Orientation: high scorers prefer to accomplish tasks as a team; low scorers prefer to 
accomplish tasks independently. Although these scales have been constructed by different 
techniques, they are all intended to provide information concerning personality factors as-
sociated with career development. Research indicates that the PSSs signifi cantly add to the 
validity of both the GOTs and BISs in differentiating among occupational groups (Donnay 
& Borgen, 1996; Donnay et al., 2005). 

Case Example 12.1
Michael

Michael, a 20-year-old college junior, completed the Strong to help him in career planning. 
He believed he had the ability to succeed in “almost anything” but could not decide which 
career he would fi nd most satisfying. He marked a large number of concerns on the My 
Vocational Situation checklist (see Chapter 11) that he completed at the same time as the 
Strong. In particular, he expressed a need to reduce his career uncertainty, to learn more 
about his career options, and to gain reassurance that he was moving in the right direc-
tion. He was considering the possibilities of majoring in chemistry, kinesiology, or some 
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other scientifi c or technical fi eld at that time. The most pertinent results from his Strong 
profi le are shown in Table 12.1. (Sample reports of complete Strong profi les can be viewed 
at https://www.cpp.com/products/strong/index.aspx.)

Michael’s scores on the administrative indexes (not shown in Table 12.1) are all within 
normal response ranges. His total response percentages for the different parts of the inven-
tory were strongly like = 10%, like = 19%, indifferent to = 23%, dislike = 27%, and strongly dislike 
= 20%, which is a fairly typical response pattern (Donnay et al., 2005). He answered all of 
the items on the Strong with no omissions as indicated by his response total of 291. Finally, 
he obtained a score of 22 (out of 24) on the typicality index, which suggests a high level of 
consistency. Overall, the administrative indexes indicate that he was discriminating, consci-
entious, and consistent in his approach to the inventory and that the results can be viewed 
as trustworthy. The administrative indexes, which appear at the end of the profi le under 
“Response Summary,” should be inspected fi rst before interpreting the rest of the profi le to 
make sure that the results are reliable and to note any unusual pattern of responses.

The GOT scores can be used to arrive at a Holland code to summarize a person’s inter-
est. To determine Michael’s Holland code, his highest scores on the GOT scales must be 
identifi ed. As shown in Table 12.1, his highest scores were Investigative (I) and Artistic 
(A), in that order, which remain the same when gender norms are taken into consideration. 
Therefore, his Holland code is IA. With this information, a large number of occupations 
with similar codes can be identifi ed for the client’s consideration by checking resources 
such as the Dictionary of Holland Occupational Codes (G. D. Gottfredson & Holland, 1996) 
or the O*NET database (see Chapter 11). Michael received his highest scores on the Sci-
ence, Athletics, Nature & Agriculture, Performing Arts, Research, and Visual Arts & De-
sign scales. These scores show a pronounced interest in investigative activities in addition 
to relatively high interests in athletic, outdoor, and creative endeavors.

As indicated in Table 12.1, Michael obtained high scores (T score of 40 or above) on a 
relatively large number of the OS scales. His interests resembled those of men in 26 of the 
122 Occupational Scores on the OSs can be interpreted by referring to both the GOTs and the 
BISs. Most of the OSs for which Michael obtained a high score have Investigative or Artistic 
primary codes in keeping with his highest scores on the GOTs and BISs. His high score on 
the Biologist OS can be directly related to his high scores on the Investigative GOT and on 
the Science, Nature & Agriculture, and Research BISs. His Biologist score is also elevated 
because of his preference for cultural-esthetic activities (indicated by high scores on Artistic 
GOT and Performing Arts and Visual Arts & Design BISs) and because of his rejection of 
business activities (as shown by low scores on Conventional and Enterprising scales)—both 
common features of the interest patterns of scientists and others in similar occupations 
(Donnay et al., 2005; Harmon et al., 1994). The scores on the GOTs and BISs can be used in a 
similar manner to clarify the nature of the interest patterns underlying his other OS scores.

With respect to PSSs, low and high T scores (scores below 46 or above 54) are said to be 
“clear” scores that can be interpreted as indicating a preference for one end or the other of 
the bipolar scales. As indicated in Table 12.1, Michael obtained clear scores on four of the 
fi ve PSSs. Three of the clear scores fall below 46, namely, Work Style, Team Orientation, 
and Leadership Style. These scores show a preference to work independently with things 
or ideas instead of people in situations where he is not expected to lead others. He also 
obtained a clear score above 55 on the Learning Environment scale, which supports his 
pursuit of a college degree, especially if he can fi nd a compatible major and career fi eld.

In addition to the profi le, he received a copy of an interpretive booklet that provided 
helpful information for understanding and applying the Strong results in career explora-
tion (Borgen & Grutter, 2005). 

As a means of obtaining some focus, his counselor asked him to select several occupa-
tions on the Strong profi le that had the most appeal to him. He was asked to look particu-
larly at the scales for which he received scores indicating similarity of interests but not to 

https://www.cpp.com/products/strong/index.aspx


234 • Types of Assessment

exclude any occupations. He chose the following occupations: photographer, university 
professor, librarian, science teacher, and parks and recreation manager. He had obtained 
scores showing similarity between his interests and those of men employed in each of 
these occupations. He also expressed an interest in several other occupations with Investi-
gative and Artistic Holland codes as listed in the interpretive booklet that he was provided, 
including laboratory technician, biochemist, astronomer, chemical engineer, medical re-
search, scientifi c researcher, and anthropologist.

In addition to the occupations mentioned above, Michael expressed an interest in chem-
ist (IR code) and pharmacist (ICE), occupations in which his OS scores were in the mid-
range (Chemist = 33; Pharmacist = 36). His Chemist score was lowered because of his very 
low score (T = 38) on the Mathematics BIS. His Pharmacist score is affected by both low 
math interests and low business interests. If he were to enter pharmacy as a career, he said 
it probably would be as a hospital or clinical pharmacist, not as a community (business-
oriented) pharmacist. He believed that his Mathematics interest score may have increased 
from what it was when he completed the Strong 2 months earlier. He was failing his calcu-
lus course (a course for which he was not well prepared compared with other students) at 
the time. Since that time, he had re-enrolled in calculus for a second semester, signed up for 
tutoring, and improved his performance considerably, which helped to increase his liking 
for the subject. Aside from math, his other grades were very good (primarily As and Bs).

At this point, he thought he would decide to major in chemistry, which would allow him 
to pursue his interests in science and research. He would like to work for a while as a lab 
technician after graduating from college and then consider the possibility of returning to 
graduate school. His counselor discussed with him ways in which he could obtain more 
information about all of the career possibilities mentioned above, including visiting depart-
mental representatives on campus for each of the academic majors in these fi elds, interview-
ing people employed in these fi elds, using the career research features of O*NET OnLine (the 
occupational information network sponsored by the U.S. Department of Labor, ETA, 2012), 
and possibly taking a course in these areas or doing volunteer work in a related fi eld.

He was pleased to obtain information from his Strong profi le that supported his inter-
ests in science and research. He recognized the potential confl ict caused by his low inter-
est in math, which he was attempting to address. He appreciated the information that he 
received regarding other career possibilities suggested by his interest profi le. The Strong 
enabled him to evaluate systematically his interests in regard to different career fi elds, 
which was the type of information that he needed at the time.

• • •

Alternative and Supplemental Strong Assessments 
The Strong Interest Explorer is a simplifi ed, self-scorable version of the Strong for use 
with young people beginning in the eighth grade (Morris, Chartrand, & Donnay, 2002). It 
contains 130 items that can be completed in 10 to 15 minutes. This instrument, which pro-
vides scores for 14 basic interest areas, can be used in either individual or group settings 
with students or others in the early stages of career exploration.

The Strong, which focuses on interests, may be supplemented with instruments that ask 
clients to evaluate their abilities to succeed in different types of activities. Two instruments—
the Skills Confi dence Inventory (SCI) and the Expanded Skills Confi dence Inventory (E-
SCI)—have been developed specifi cally for this purpose (Betz, Borgen, & Harmon, 1996; 
Betz et al., 2003). The SCI, discussed in Chapter 11, contains six scales that match the six 
Holland interest scales used on the Strong. The E-SCI contains 17 scales that parallel many 
of the Basic Interest scales found on the Strong. Research shows scores from either the SCI 
or E-SCI signifi cantly enhance the validity of Strong scores in predicting occupational 
criteria (Donnay & Borgen, 1999; Rottinghaus, Betz, & Borgen, 2003). Both types of measures 
(interests and self-rated skills) should be taken into account in considering career options.
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Campbell Interest and Skill Survey 

David Campbell, who is known for his work in updating and revising early forms of the 
Strong (previously titled the Strong–Campbell Interest Inventory), created the Campbell 
Interest and Skill Survey (CISS) subsequent to his work on the Strong (D. P. Campbell, 
2002). The CISS is one of several inventories in an integrated battery of psychological sur-
veys called the Campbell Development Surveys (D. P. Campbell, 1993). The CISS is simi-
lar to the Strong in that it includes both general and occupational interest scales; it differs 
by its inclusion of a set of self-report skill scales to match each of the interest scales (D. P. 
Campbell, Hyne, & Nilsen, 1992).

The CISS provides interest and skill scores for 7 Orientation scales, 29 Basic scales, 60 
Occupational scales, and 3 Special scales (Academic Focus, Extroversion, and Variety). The 
seven Orientation scales are similar to the six Holland scales on the Strong. The Strong 
Realistic scale has been subdivided into Producing and Adventuring scales to create the 
seventh Orientation scale. The Basic scales on the CISS have much in common with the 
Basic scales on the Strong.

In contrast with the Strong, the CISS uses unisex Occupational scales instead of sepa-
rate scales for men and women. These scales were formed by comparing the interests and 
skills of a combined sample of men and women in the occupation with a general reference 
sample of men and women. The proportions of men and women in the general reference 
sample were adjusted for each occupation to match the proportions of men and women in 
the occupational sample as a means of controlling for gender differences. 

Reliability studies conducted with employed adults indicate that the CISS results are inter-
nally consistent (general scales) and stable over a 3-month time period (all scales). In regard to 
validity, people in the occupation score substantially higher on the interest and skill scales for 
that occupation than do people in general. On the average, people in the occupational criterion 
group used in creating an occupational scale scored about 2 standard deviations higher (18 to 
20 points) on the Occupational scale than did people in the general reference sample (D. P. 
Campbell et al., 1992). These results compare favorably with those reported for the Strong.

Validity studies indicate that the CISS interest scales effectively differentiate among stu-
dents in different academic majors (Hansen & Neuman, 1999; Pendergrass, Hansen, Neu-
man, & Nutter, 2003). About 65% to 75% of the students in these studies were engaged in 
college majors compatible with their interest scores. Scores on the skill and interest scales for 
the same activities or occupations are interpreted in terms of the following four categories: 
(a) Pursue: high interest, high skill; (b) Explore: high skill, lower interest; (c) Develop: high 
interest, lower skill; and (d) Avoid: low interest, low skill. For example, individuals with a 
high score on the Attorney skill scale but a relatively low score on the Attorney interest scale 
are encouraged to explore this occupation with the thought that their interests in it might 
be enhanced or that they might fi nd a niche in the occupational fi eld that they would enjoy.

In addition to the CISS, other instruments in the Campbell Development Surveys include 
the Campbell Organizational Survey, Campbell Leadership Index, Campbell–Hallam 
Team Development Survey, and Campbell Community Survey (D. P. Campbell, 1993). 
These instruments, which possess many characteristics in common to aid interpretation, can 
help counselors in their work with teams, organizations, and communities in addition to in-
dividuals. An example of the use of the CISS in counseling is presented in Case Example 12.2.

Case Example 12.2
Tess

When Tess fi rst came to the counseling center as a 31-year-old returning adult student, she 
had just graduated from college with a degree in business administration. At that time, she 
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was actively involved in a job search. She wanted to learn more about herself and how her 
interests and skills related to a variety of occupations and leisure activities. The counselor 
assigned the CISS to help her in this process.

Her scores on the CISS report summary are shown in Figure 12.2. She produced a valid 
profi le as shown by the Procedural Checks scale scores on the bottom of the second page 
of the report summary. Her response percentages for the interest and skill items were nor-
mally distributed, her responses to pairs of similar items were consistent in all but one 
case, and she omitted no items.

She obtained high scores (T score of 55 or higher) on all seven Orientation skill scales but 
on only two (Organizing and Analyzing) of the Orientation interest scales. As indicated on 
the profi le, she was encouraged to pursue Organizing and Analyzing occupations and to 
explore occupations in the other fi elds.

Tess showed high interests and self-rated skills on the Leadership, Advertising/Marketing, 
Financial Services, Counseling, and Mathematics Basic scales—all areas that can be related 
to her major in business administration. She also obtained high interest and skill scores on 
the Art/Design, Mechanical Crafts, Woodworking, Plants/Gardens, and Animal Care scales, 
which can be looked on as possible leisure-time pursuits as well as career alternatives.

Figure 12.2
Campbell Interest and Skill Survey (CISS) Report Summary for Tess, 
a 31-Year-Old Recent College Graduate (Continued on next page)
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Tess obtained a large number of high scores on both the Occupational interest and skill 
scales (see second page of report summary), especially in the Organizing and Analyzing 
areas. She felt encouraged by the test results. She planned to investigate the following 
occupations in greater detail, all of which she was advised to pursue on the CISS report: 
fi nancial planner, corporate trainer, bank manager, CEO/president, and restaurant man-
ager. All of these occupations were consistent with her major in business administration.

In a follow-up interview conducted 4 years later, Tess reported that shortly after com-
pleting counseling, she obtained a job as a program manager that involved both orga-
nizing and infl uencing skills and interests. She disliked the infl uencing (public speaking) 
aspect of that job and left it after 6 months. She then obtained a job as a bookkeeper for a 
public agency, from which she was soon promoted to chief fi nancial offi cer and assistant 
director. She thrived in this work, which matched her interests and skills on the Financial 
Services, Mathematics, and Leadership scales. The CISS helped Tess to identify a career 
fi eld that proved to be satisfying and fulfi lling for her.

• • •

Figure 12.2 (Continued)
Campbell Interest and Skill Survey (CISS) Report Summary for Tess, 

a 31-Year-Old Recent College Graduate
Note. Campbell Interest and Skill Survey (CISS) copyright  1992 David P. Campbell, PhD. Reproduced 
with permission of the publisher, NCS Pearson Inc. All rights reserved. “Campbell” and “CISS” are 
trademarks of David P. Campbell, PhD.
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Kuder Career Search With Person Match

G. Frederic Kuder contributed greatly to the fi eld of interest measurement by developing 
three different types of interest inventories over a lifetime of work. First, he created the 
Kuder Preference Record–Vocational (KPR-V) in 1939, an instrument that was widely used 
in counseling settings for many years (Zytowski, 1992; Zytowski & Austin, 2001). The KPR-
V, which measured interests in broad domains such as art and science, was revised several 
times and eventually replaced in 1963 by the Kuder General Interest Survey (KGIS), a 
simplifi ed version of the KPR-V with a sixth-grade reading level. Second, he constructed 
the Kuder Occupational Interest Survey (KOIS), Form D, in 1956 to measure interests 
with occupational scales in a manner similar to the Strong. This instrument evolved into 
the KOIS, Form DD, which used improved test construction procedures and added college 
major scales. Finally, as a third type of inventory, he developed the Kuder Career Search 
(KCS) With Person Match, a truly innovative inventory that compares an individual’s in-
terests with those of specifi c people in various occupations (Kelly, 2002b; Zytowski, 1992).

Kuder’s fi rst two interest inventories have both become somewhat dated and less useful 
for counselors (Kelly, 2002b; Pope, 2002). The broad interest scales used on the KGIS can 
also be found on the KCS, so that the latter instrument can essentially serve as a replace-
ment for the KGIS as well as provide the Person Match information when desired. For 
these reasons, only the KCS with Person Match is discussed in detail here.

The KCS contains 60 forced-choice triads (48 triads adapted from the KOIS and 12 new 
triads) written at a sixth-grade reading level (Zytowski, 2006). Each triad includes three 
activities, such as “Build birdhouses,” “Write articles about birds,” and “Draw sketches of 
birds,” which clients rank in order according to their preferences. The use of forced-choice 
items makes it possible to control for response styles such as acquiescence (marking “like” 
to most items) and deviation (making extreme responses to most items). The forced-choice 
item format affects the interpretation of the results. The scores must be interpreted in re-
gard to each other. A high score indicates that the person likes that type of activity more 
than other activities compared with members of the norm group, but it does not indicate 
the absolute magnitude of the interest.

Clients receive scores on six Career Cluster scales similar to the six Holland categories 
used on other interest inventories and on 10 Activity Preference scales similar to the 10 
broad interest scales that appeared on the KGIS. The relationships among the Holland 
categories, Career Cluster scales, and the Activity Preference scales are indicated below:

 Holland Category  Career Cluster Scale  Activity Preference Scale
 Realistic  Outdoor/Mechanical  Nature, Mechanical
 Investigative  Science/Technical  Science/Technical
 Artistic  Arts/Communication  Performing Arts, Communications
 Social  Social/Personal Service  Human Services
 Enterprising  Sales/Management  Sales, Management
 Conventional  Business Operations  Computations, Offi ce Detail

A single grand norm group consisting of both males and females from sixth grade 
through adults is used to obtain percentile scores for the Career Cluster scales and the 
Activity Preference scales. Some sex differences have been found on the scales; however, 
Zytowski (2006) noted that such differences do not signifi cantly affect the score interpreta-
tions because of the emphasis on rank order of scores within the individual.

In terms of reliability, scores on the Activity Preference scales showed satisfactory inter-
nal consistency and test–retest consistency for a sample of college students who completed 
the KCS online (Ihle- Helledy, Zytowski, & Fouad, 2004). Whole profi les for individuals 
tested twice over a 3-week period also proved to be reasonably stable (Zytowski, 2006).
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Longitudinal research studies conducted with earlier versions of the Kuder indicate that 
most of the students tested in their adolescent years are employed in occupations consistent 
with their basic interests in later years (F. Kuder, 1988). These studies support the validity of 
the general interest scores such as those found on the KCS; however, these same studies also 
show that a surprisingly large number of students become happily employed in occupations 
that would not have been predicted by their scores. This latter fi nding supports the use of the 
Person Match of the KCS, which underlines the fact that people with the same basic interests 
can fi nd satisfaction with employment in a broad array of occupations.

The Person Match part of the KCS has been designed to help clients identify and explore 
various career possibilities. Clients are provided with detailed descriptions of the type of 
work pursued by individuals with their same interests. This process helps clients to realize 
their multipotentiality, as shown by the wide range of occupations typically represented 
by the individual descriptions that they receive. This technique uses stories to suggest a 
variety of career paths to a client (Savickas, 1993).

To obtain so-called person matches, a client’s scores on the 10 Activity Preference scales 
are ranked in order and correlated with the rank orders of activity preferences for nearly 
2,000 individuals in the KCS occupational database. Nearly all of the occupations included 
in the Occupational Outlook Handbook (U.S. Department of Labor, Bureau of Labor Statistics, 
2012) are represented within the KCS occupational database. Occupations with a large num-
ber of members are represented by at least several individuals; for example, the database 
includes descriptive information for more than 30 registered nurses. All members of the da-
tabase must be satisfi ed in their work and must have at least 3 years of work experience.

Clients receive detailed descriptions of the individual careers and lifestyles of the 14 
people (seven from each of their two highest career clusters) who most closely resemble 
them in terms of interests. The descriptions include information about how their career 
was chosen, specifi c job duties, likes and dislikes, and future career plans. In essence, this 
approach provides a client with the equivalent of 14 informational interviews with em-
ployed adults who are similar to the client and who have found satisfying occupations. 
The client report form includes a number of suggestions to help individuals interpret their 
inventory results and investigate career options.

The KCS is part of the Kuder Career Planning System, which also includes the Kuder 
Skills Assessment (KSA) and the revised Super’s Work Values Inventory (discussed later 
in this chapter). The KSA is a 90-item inventory that asks clients to rate their skills in six 
types of activities (Zytowski & Luzzo, 2002). These six activities match the six interest areas 
measured on the Kuder Career Search. Each item includes four response options ranging 
from “I don’t think I could ever learn to do this task” to “I can already do this task.” As 
with the KCS, this instrument may be used with individuals ranging from middle school 
age through adults. By using the KSA, counselors are able to take into account a client’s 
perception of his or her abilities as well as interests in different type of activities.

Self-Directed Search 

The Self-Directed Search (SDS; 4th edition), which can be self-administered, self-scored, 
and self-interpreted, is based on Holland’s (1997) theory of vocational choice. Holland’s 
theory can be summarized as a “person–environment congruence” theory (Spokane & 
Catalano, 2000, p. 370) that assumes that people will be most satisfi ed and successful if 
they live and work in an environment that is compatible with their interests and skills. 
The same six categories used to describe an individual’s personality type are also used to 
describe occupational environments, so that comparisons between an individual’s charac-
teristics and an occupation’s attributes can easily be made by means of the SDS.

Although it is often classifi ed as an interest inventory, the SDS is actually an inventory 
of both interests and abilities. Holland referred to it as a career counseling simulation. It 
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consists of four sections: two that ask about how much respondents like certain activities 
(66 items) or occupations (84 items) and two that inquire about respondents’ competencies 
(66 items) and abilities (12 self-rating scales).

Four versions of this instrument have been created for different populations (Holland, 
Powell, & Fritzsche, 1994). These versions include the Regular Form (Form R) for high 
school students, college students, and adults; the Easy Form (Form E) for adults or high 
school students who possess limited education or reading ability; the Career Planning 
Form (Form CP) for adults in career transition and those seeking occupations at upper lev-
els of educational requirements; and the SDS Career Explorer for middle school students.

Each part of the SDS includes an equal number of items from each of the six Holland 
categories. Based on the test taker’s responses, a three-letter Holland code is derived that 
can then be compared with the Holland code for various occupations or college majors. 
The Occupations Finder, a booklet that accompanies the SDS, lists over 1,300 occupations 
according to their Holland code and the amount of education required. Holland codes for 
nearly all occupations can be obtained via the O*NET occupational database (U.S. Depart-
ment of Labor, ETA, 2012) or by consulting the Dictionary of Holland Occupational Codes (G. 
D. Gottfredson & Holland, 1996). Codes for more than 750 postsecondary fi elds of study 
are given in The Educational Opportunities Finder (Rosen, Holmberg, & Holland, 1994). Fi-
nally, two-letter codes for more than 750 leisure activities have been published for use in 
life planning outside of careers (Holmberg, Rosen, & Holland, 1990).

Many of the codes that Holland and his colleagues have assigned to different occupations 
are based primarily on judgments of job analysts. These codes may differ from the codes as-
signed by authors of interest inventories based on actual test scores. For example, food service 
manager is coded as an ESR (Enterprising–Social–Realistic) occupation in the Occupations Find-
er, whereas it is coded as a CES (Conventional–Enterprising–Social) occupation for both men 
and women on the Strong. In most cases, the codes based on the two types of systems agree. 
When they disagree, codes derived by means of actual data should be given greater weight.

The SDS uses the client’s raw scores in determining Holland codes. Holland has been 
criticized for this approach in that it reinforces sexual stereotypes. With the use of raw 
scores, men are more likely to obtain high scores on the Realistic, Investigative, and Enter-
prising scales, and women are more likely to score high on the Social, Artistic, and Conven-
tional scales than they would if scores based on separate-sex norms were used. Holland 
defended his approach as refl ecting the real world, namely, that men and women are in 
fact attracted to different types of activities (Holland, Fritzsche, & Powell, 1994).

Holland has recommended that the SDS be supplemented with the My Vocational Situ-
ation (MVS) inventory, which measures aspects of vocational identity not measured by the 
SDS (see Chapter 11). Clients with a clear vocational identity probably need relatively little 
assistance from counselors. The SDS by itself may be suffi cient for such clients. Clients 
who score low on the Vocational Identity scale (indicating diffi culties in self-perception) 
are more likely to need individual counseling or other interventions, such as career semi-
nars or volunteer experiences, in addition to the SDS. In a similar manner, clients who 
show a need for occupational information or who face external barriers to their career 
development, such as lack of fi nancial support, parental disapproval of career choice, or 
lack of ability to complete a training program, probably could profi t from individual coun-
seling. The SDS may also be supplemented with the Vocational Exploration Insight Kit for 
clients who desire a more intensifi ed assessment (Holland, 1992).

A large number of research studies have found that taking, scoring, and interpreting the 
SDS can be therapeutic in itself even without the aid of a counselor. People who participate 
in this process report an increased number of career options, increased satisfaction with ca-
reer choice, and increased self-understanding (Holland, Powell, & Fritzche, 1994). Results 
have been equally positive for clients from different cultures. Case Example 12.3 illustrates 
the use of the SDS in counseling.
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Case Example 12.3

Lisa

Lisa, a college sophomore, completed both the SDS and the MVS to help her in career 
exploration after she was dropped from her academic program for poor grades. She had 
been majoring in biology, with plans to become a dentist, but had lost interest in this ca-
reer goal some time ago. She planned to reconsider her career plans during the next 3 to 4 
months and then reapply to the university the following semester. According to the SDS, 
her Holland code was ESI (Enterprising–Social–Investigative). In discussing these results, 
she indicated that she wished to consider the possibility of pursuing a career in business 
with an emphasis on the environment, a career choice suggested by her SDS scores. The 
MVS indicated that she lacked occupational information. She planned to take advantage 
of the time that she would not be in college to explore this type of career direction by talk-
ing with people in the fi eld, reading relevant materials, and obtaining volunteer or paid 
employment in a related fi eld.

• • •

Career Decision-Making System–Revised 

The Career Decision-Making System-Revised (CDM-R), by O’Shea and Feller (2012), of-
fers a broad, simplifi ed approach to career planning based on self-assessments that re-
quires relatively little testing time (20 to 40 minutes altogether). Students rate themselves 
in terms of interests, career choices, school subjects, work values, abilities, and educational 
plans. Most emphasis is placed on an individual’s interests, which are scored in terms of 
the six Holland interest categories.

The CDM-R is available in two versions: Level 1 (Grades 7 through 10) and Level 2 (high 
school students and adults). For both versions, students score their own answer sheets by 
simply counting the number of responses in each of the six interest categories. Raw scores 
(instead of standardized scores) are used in the same manner as with the SDS. In a long-
term follow-up study of high school students who completed the original CDM in the 10th 
grade, Harrington (2006) found that most of them (61% of the boys and 52% of the girls) 
were employed in an occupation compatible with their Holland code (two highest scores) 
20 years later.

Results from the CDM-R are used to suggest career clusters to students that they may 
wish to investigate. The CDM-R is accompanied by an extensive manual and helpful inter-
pretive materials. This comprehensive, low-cost assessment package has received favor-
able reviews from guidance experts, especially as a means of stimulating career explora-
tion (V. L. Campbell & Raiff, 2002).

Jackson Vocational Interest Survey 

The Jackson Vocational Interest Survey (JVIS), originally published in 1977, is designed 
for counselors to use in educational and career planning with high school students, col-
lege students, and other adults. A new set of norms, based on a sample of 3,500 adults and 
secondary school students, and new reliability analyses and interpretive materials were 
provided in 1999 (D. N. Jackson & Verhoeve, 2000).

Respondents must choose between 289 pairs of items that measure interests in differ-
ent types of job-related activities. The items have been paired to control for response bias. 
Most people can complete the JVIS in 40 minutes to 1 hour. Similar to the Strong, the JVIS 
includes administrative indexes, General Occupational Theme scales, Basic Interest scales, 
Occupational scores, and a Nonoccupational scale (Academic Satisfaction). It differs from 
the Strong by including measures of academic interests and by its emphasis on occupation-
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al clusters instead of specifi c occupations. Scores are provided for a total of 17 academic 
major clusters, such as Performing Arts and Environmental Resource Management, and 
for 32 occupational clusters, such as Agriculturalists and Health Service Workers.

The JVIS differs from most other interest inventories by including items that measure 
interests in different types of work environments (work style items) as well as different 
types of work activities (work role items). Of the 34 Basic Interest scales, 8 refl ect work 
style preferences. The work style scales, such as Independence and Job Security, are similar 
to the types of scales often included on values inventories.

The measures of occupational and academic major interests are unique in that these 
measures are derived from the scores on the Basic Interest scales. Scores for each of the 17 
academic major and 32 occupational clusters are reported as correlation coeffi cients that 
show the degree of similarity between an individual’s basic interest profi le and the aver-
age basic interest profi les of people in different majors and occupations. In this manner, 
Jackson was able to make use of vast amounts of archival data accumulated for the Strong.

Tip Sheet 

Interpreting Interest Inventories

✓ Check to make certain that the client has answered all or nearly all of the items and 
to ensure that the client understood and followed the directions. Total response and 
infrequent response indices should be helpful for this purpose. Check all validity 
indices, such as the typicality index on the Strong.

✓ Ask clients about their reactions to the inventory before interpreting the results. If 
possible, allow clients time to inspect their profi le and to formulate questions before 
discussing the results with them.

✓ Note the percentage distribution of like, indifferent, and dislike responses for interest 
inventories with this type of response format. Remember that high scores on general 
or basic interest scales are based on likes, whereas low scores on these scales are 
based on dislikes. If a client marks an unusually high or low percentage of either likes 
or dislikes, be sure to interpret scores relatively; that is, give greatest consideration to 
the highest scores, regardless of their absolute level.

✓ Interpret the general (homogeneous) scales fi rst. Help the client to determine his or 
her Holland code. Use the basic interest scales when available to clarify the meaning 
of the Holland codes, which can vary signifi cantly for an individual from one inter-
est inventory to another (Savickas & Taber, 2006). Use the Holland code together 
with the basic interest scales as a framework for interpreting the occupational scales.

✓ When available, use separate-sex norms in interpreting scores on the interest scales. 
The separate-sex norms take into account the differences in the socialization process 
for men and women, which can affect the validity of the scales.

✓ Interpret the occupational scores as measuring similarity of interest patterns compared 
with those of people in the occupation. Emphasize that the scores refl ect interests rather 
than abilities. The scores can be used to help predict job satisfaction but not job success. 

✓ Do not overinterpret small differences in scores between scales. If T scores fall within 
8 to 10 points of each other, do not consider them to be signifi cantly different from 
each other for most scales.

✓ Refer to dislike as well as like responses in interpreting high scores on occupational 
scales. A client can obtain high scores for some occupational scales simply by sharing 
the same dislikes that people in the occupation possess.

✓ Use information from self-rated ability tests to take into account the client’s con-
fi dence in pursuing different types of activities. Special attention may need to be 
devoted to those situations in which the client’s interests and self-rated abilities dis-
agree with one another.
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✓ Use information from personality scales, such as the PSSs on the Strong or the Spe-
cial Scales on the CISS, to introduce personality factors into career planning that can 
help to enhance the predictive validity of the occupational scales.

✓ Relate the scores to other information concerning the client, such as stated interests, 
work experience, academic background, and career plans. Help the client integrate 
the assessment data and generate hypotheses that may be helpful in interpreting the 
data and in suggesting directions for further career exploration.

✓ Bring into consideration occupations that are not on the profi le by using Holland’s 
occupational classifi cation system (G. D. Gottfredson & Holland, 1996). Use the 
O*NET database on the Internet to identify occupations related to the client’s inter-
est pattern (U.S. Department of Labor, ETA, 2012).

✓ When feasible, use the interest inventory together with other assessment 
procedures—such as personality assessments or career readiness assessments (see 
Chapter 11)—in order to obtain a more complete picture of the client’s situation. 

✓ Ask clients to identify four or fi ve occupations or two or three career-related ques-
tions suggested by the interest inventory that they would like to investigate. Sug-
gest sources of occupational and educational information, including the Occupational 
Outlook Handbook, O*NET Online, career pamphlets, informational interviews, and 
volunteer work.

✓ Schedule a follow-up interview with clients to help them review their progress and 
address issues that they may have identifi ed during the career exploration process.

Values Inventories

Assessment procedures for both work and personal values are discussed in this section. 
Work values are a subset of personal values that describe different motivations for work-
ing. Personal values include a broader range of motivations that pertain to school, fam-
ily, community, leisure, and work (Super, 1990). Research indicates that the structures of 
both work values and personal values are similar across different cultures (Schwartz & 
Boehnke, 2004; Sverko, 1995). Table 12.2 provides sample items for the values inventories 
discussed briefl y in this section. Inventories can be used as stand-alone instruments or 
as part of a larger, more comprehensive career-planning program. Values inventories are 
most likely to be used independently when you want to help a client focus on what is most 
important to that client in his or her work or personal situation.

Inventories of Work Values

Work values inventories assess values that pertain primarily to work situations. They mea-
sure objectives that can be satisfi ed in the work itself (intrinsic values) or through work as 
a means to an end (extrinsic values). Intrinsic values include creativity, mental challenge, 
and achievement. Extrinsic values include prestige, income, and working conditions. Both 
types of values need to be taken into consideration in career planning. All of the values 
inventories discussed here assess values related to worker satisfaction.

O*NET Work Importance Profi ler 
The Work Importance Profi ler (WIP) was briefl y mentioned in Chapter 11 as part of the 
O*NET system. The WIP is a computer-based instrument that also has an equivalent pa-
per-and-pencil version, known as the Work Importance Locator (WIL-P&P). The WIP, 
which can be downloaded from the O*NET website, has the advantage of being free of 
charge (Lewis & Rivkin, 2004). Both instruments provide rankings on six core values—
achievement, independence, recognition, relationships, support, and working conditions. 
Individuals rank these items in comparison with each other as a means of determining 
which values are most important for them. The number of statements (items) per category 
ranges from two to six. The computer analyzes the individual’s responses and presents the 
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results by fi rst listing the top two values in red and then the remaining four values in black. 
No scores are given, but the values are listed in order of importance for each individual.

Preliminary research has shown that test–retest profi les are moderately stable for col-
lege students over short time periods (U.S. Department of Labor, ETA, 2002). The top one 
or two values probably will not change substantially over short time periods, although the 
stability of other values is less certain, especially for the WIL-P&P. Administration of the 
WIP and WIL-P&P to the same students yields profi les that show relatively high agree-
ment with each other. Both instruments produce results that are moderately correlated 
with results on the Minnesota Importance Questionnaire, their parent instrument. The cor-
relations are somewhat suppressed by the ipsative nature of the questionnaire, the use of 
fewer items in a simplifi ed response format (for the WIL-P&P), and changes in the word-
ing of some of the items. Additional research is needed to establish the validities of the WIP 
and WIL-P&P each in its own right.

Table 12.2
Measures of Work and Personal Values

Work Importance Profi ler

Work Values Inventory–Revised

Career Orientation and Evaluation Survey

Values Scale

Rokeach Value Survey

Schwartz Value Survey

Study of Values

Salience Inventory

Quality of Life Inventory 

Career Assessment Sample Item

On my ideal job, it is important that . . .
 I make use of my abilities.
 I could try out my own ideas.
 My coworkers are easy to get along with.

Rank these statements in order 1 (most important) 
through 5 (least important):

  I could be busy all the time
  I could do things for other people

Achieve a feeling of success from a job well done
Have good interactions with fellow workers
Can try out new ideas

I value activities or jobs which (I) . . .
 Work on my own without direction.
 Work under careful supervision.

It is important for me to make life more beautiful.
It is important for me to use my strength.

Taking care of loved ones
Self-esteem
A prosperous life

Social power (control over other, dominance)
Success (achieving goals)
Daring (seeking adventure, risk) 

If you were a university professor and had the 
necessary ability, would you prefer to teach 
(a) poetry; (b) chemistry or physics?

I have spent or do spend time working.
It is or will be more important to me to be 

good in working.

Health
Philosophy of Life
Home 

Work Values Inventories

Personal Values Inventories
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The WIP or the WIL-P&P can be helpful in counseling when used together with the 
other O*NET instruments for career exploration under the guidance of a skilled coun-
selor (Michael, 2005). The work value ratings for all of the occupations are included in the 
O*NET database (U.S. Department of Labor, ETA, 2012). Counselors or clients can check 
occupations directly, or they can enter particular values one at a time to fi nd occupations 
in which those values rank highest. 

Work Values Inventory–Revised 
The Work Values Inventory–Revised (WVI), which was originally developed by Donald 
Super (1970) for career development research and counseling, has been revised (National 
Career Assessment Services, Inc., 2004; Rottinghaus & Zytowski, 2006). It is often used 
together with the Kuder Career Search interest inventory.

In the revised form, clients rate the relative importance in their work situation of 12 val-
ues or goals on the following scales: Creativity, Mental Challenge, Achievement, Indepen-
dence, Prestige, Income, Security, Work Environment, Supervision, Co-workers, Lifestyle, 
and Variety. Three (Altruism, Esthetics, and Management) of the original 15 scales, all of 
which overlapped with interest measures, have been dropped. The 12 remaining scales 
(some of which have been renamed) originally had three items but were all increased in 
length to six items, each with fi ve response options ranging from not important at all to cru-
cial. The revised version uses a combined norm group of 7th- through 12th-grade boys and 
girls for converting raw scores to percentile scores.

The emphasis in interpretation is placed on the rank of an individual’s scores, that is, 
what is relatively most important for that individual compared with his or her other values. 
Clients are reminded that some values are associated with an occupation (e.g., business man-
agement occupations often have a higher income), whereas other values may be satisfi ed by 
a particular position within an occupation (e.g., a salesperson who works independently).

Career Orientation Placement and Evaluation Survey 
The Career Orientation Placement and Evaluation Survey (COPES) is one of three instru-
ments used in the Career Occupational Preference System (see Chapter 11). It measures 
work values on eight bipolar scales (Knapp, Knapp-Lee, & Knapp, 1995; Knapp-Lee, 1996): 
Investigative versus Accepting, Practical versus Carefree, Independence versus Confor-
mity, Leadership versus Supportive, Orderliness versus Flexibility, Recognition versus Pri-
vacy, Aesthetic versus Realistic, and Social versus Reserved. Each bipolar scale consists of 
16 pairs of items that represent the opposite ends of the scale. For each item pair, clients 
must choose which activity or type of work they value more. For example, “work on my 
own without direction” versus “work under careful supervision” is an item pair scored on 
the Independence versus Conformity scale.

The COPES has been designed so that it may be used with the COPSystem Interest Inven-
tory and CAPS. Based on a review of the career literature, the scale authors have identifi ed the 
three most relevant values for each of the 14 occupational clusters used within this system. For 
example, outdoor careers are matched with Practical, Independence, and Privacy values.

Studies indicate that the eight COPES scales measure values that are relatively homo-
geneous and independent of each other. Students in different occupational groups obtain 
COPES scores according to expectations. Longitudinal data indicate that the COPES scores 
successfully predict future job or college program placement (Knapp-Lee, 1996).

Values Scale
Donald Super and Dorothy Nevill collaborated with vocational psychologists from a number 
of different countries as part of the Work Importance Study to construct both the Values Scale 
(VS) and the Salience Inventory (Nevill & Super, 1986a, 1986b). The VS builds on the research 
conducted by Super on the WVI. It contains 21 scales, which represent the 15 work values origi-
nally measured by the WVI, plus 6 additional values measured on the following scales: Physical 
Activity, Physical Prowess, Risk, Advancement, Personal Development, and Cultural Identity.
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Each VS scale contains fi ve items with four response options ranging from 1 (of little or no 
importance) to 4 (very important). For each scale (except Working Conditions), at least two of the 
fi ve items pertain to nonwork situations, whereas two others pertain to work. Most people 
complete the inventory in 30 to 45 minutes. The VS, which is intended for people age 13 and 
older, requires an eighth-grade reading level. It can be easily scored by hand in a few minutes.

Studies of the VS with cross-national samples indicate that fi ve factors (or orientations) 
account for most of the variance in test scores (Sverko, 1995). The fi ve factors, together 
with the scales that best represent them, include the following: (a) Utilitarian Orientation 
(Economics, Advancement, Prestige, Authority, Achievement), (b) Orientation Toward 
Self-Actualization (Ability, Personal Development, Altruism), (c) Individualist Orienta-
tion (Lifestyle, Autonomy), (d) Social Orientation (Social Interaction, Social Relations), and 
(e) Adventurous Orientation (Risk). These fi ve factors can be used to help organize and 
explain the information obtained from the 21 scales. The Utilitarian and Individualist ori-
entations primarily assess extrinsic values that can be satisfi ed by the outcomes of work, 
whereas Orientation Toward Self-Actualization, Social Orientation, and Adventurous Ori-
entation measure intrinsic values that can be satisfi ed by participation in the work itself.

From a psychometric point of view, questions have been raised regarding the reliabili-
ties of the scale scores, the representativeness of the norms, and the lack of predictive va-
lidity studies (Green, 1998). Despite its limitations, the VS can be helpful in counseling for 
focusing on the importance of values in life and career planning (Nevill & Kruse, 1996). At 
this point, the VS can best be used for intraindividual comparisons, that is, to help clients 
determine the relative strength of their values when compared with each other. The VS has 
been designed for use with other measures of career development, including the Adult 
Career Concerns Inventory and the Career Development Inventory (see Chapter 11), as 
well as the Strong Interest Inventory, as described in the C-DAC model (Super et al., 1992).

Inventories of Personal Values

Inventories of personal values can be used to evaluate what goals or objectives an indi-
vidual considers to be important in a variety of situations beyond work itself. Some of 
these instruments, such as the Rokeach Value Survey (RVS) and the Schwartz Value Survey 
(SVS), are broad measures of values that have been used primarily for research purposes; 
however, counselors may fi nd their comprehensive coverage of different types of values to 
be helpful in some counseling situations. Other instruments, including the Study of Values 
(SOV), Salience Inventory (SI), and Quality of Life Questionnaire (QOLI), have been specif-
ically validated for use in counseling situations to predict criteria such as educational and 
occupational membership or life satisfaction. All fi ve of these inventories are discussed 
below, together with outcome expectation questionnaires, which consider the degree to 
which particular values may be realized in different situations.

Rokeach Value Survey
The Rokeach Value Survey (RVS) is a short inventory that consists of two sets of 18 words 
or phrases that measure instrumental and terminal values (Rokeach, 1973). Instrumental 
values, such as obedience, forgiveness, and imagination, represent “modes of conduct.” 
Terminal values, such as beauty, adventure, and friendship, represent the “end-states of 
existence.” Respondents must rank each of the two sets of 18 items in order of their prefer-
ences for the different values.

Although the inventory is designed for individuals age 11 and over, its results tend to be 
unreliable for younger individuals, especially those who lack the ability to handle verbal 
abstractions. Brookhart (1995) recommended that the use of the RVS be limited to “liter-
ate adults who are used to dealing with abstractions” (p. 879). Although the RVS has been 
used primarily for research purposes, Sanford (1995) noted that it can be “useful for exam-
ining an individual’s value system and for determining if change has occurred within [it]” 
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(p. 880). Because of limited norms, the results should be interpreted simply by comparing 
the ranks of the different values for an individual with each other (i.e., in an ipsative fash-
ion), not by comparison with a norm group.

Schwartz Value Survey
The Schwartz Value Survey (SVS) is a newer, 57-item instrument that is based in part on 
Rokeach’s original work. Schwartz’s (1994) goal was to develop a broad measure of basic 
values that would be applicable in most human cultures. He identifi ed a total of 10 basic 
values that can be arranged in a circular fashion (a circumplex) with two bipolar dimen-
sions running through it at right angles: Self-Transcendence versus Self-Enhancement and 
Openness to Change versus Conservation (see Figure 12.3). The SVS structure of values 
has been tested and confi rmed in more than 60 countries (Schwartz & Boehnke, 2004).

The values are arranged on the circumplex so that those close together have the most 
in common and those across from each other have the least in common. The two values of 
Tradition and Conformity are both diametrically opposed to Stimulation (excitement, novel-
ty); however, Tradition, which indicates an adherence to cultural and religious customs and 
ideas, is even further removed from Stimulation than is Conformity, which shows a tendency 
to agree with family and friends more than with the culture as a whole. Values that tend to be 
more popular in general, such as Benevolence (concern for the welfare of others) and Univer-
salism (understanding, appreciation), are shown by larger sizes in the circumplex.

Men and women show moderate differences in values across most cultures. Men score 
higher on the Power, Stimulation, Hedonism, Achievement, and Self-Direction values 
scales; women score higher on the Benevolence and Universalism values scales. Sex differ-
ences are not as great as age and cultural differences in most studies. Cultural differences 
are especially large in regard to Tradition, Conformity, Security, and Hedonism values 
scales (Schwartz & Rubel, 2005). 

Research indicates that values as measured by the SVS overlap somewhat with interests; 
however, most of the relationships are modest. Studies involving the SVS and the Self-

Figure 12.3
Structure of Personal Values

Note. From “Sex Differences in Value Priorities: Cross-Cultural and Multimethod Studies,” by S. H. 
Schwartz and T. Rubel, 2005, Journal of Personality and Social Psychology, 89, p. 1011. Copyright 2006 
by the American Psychological Association. Reprinted with permission.
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Directed Search show the following positive relationships, which conform to expectations 
(Sagiv, 2002):

•  Conventional interests—Conformity, Security, and Tradition values;
•  Enterprising interests—Power and Achievement values;
•  Social interests—Benevolence values;
•  Artistic interests—Self-Direction and Universalism values;
•  Investigative interests—Self-Direction and Universalism values; and
•  Realistic interests—no signifi cant relationships.

In counseling, these relationships were stronger for individuals who had made a career 
decision than for those who were undecided, suggesting that decided individuals may 
have been experiencing less confl ict in their decision making.

Instead of the SVS, counselors may use the Portrait Values Questionnaire (PVQ) or 
the Short SVS, both instruments that contain the same 10 scales as the SVS (Lindeman & 
Verkasalo, 2005; Schwartz et al., 2001). The PVQ asks responders to indicate to what degree 
values portrayed by different individuals compare with their own. Both instruments pro-
duce results similar to those found with the SVS.

Study of Values
The Study of Values (SOV, 4th edition) is a venerable measure of personal values that en-
joyed wide usage for many years until it gradually became out of date in the 1980s (Allport 
& Vernon, 1931; Allport, Vernon, & Lindzey, 1960). This instrument has been updated by 
rewriting 15 of the original 45 items (Kopelman, Rovenpor, & Guan, 2003). Items that used 
sexist language (all male pronouns), dated examples (e.g., Amundsen, Byrd), and limited 
religious references (all Christian) were revised to make them more relevant and accept-
able. The items ask people to choose among different values in terms of their preferences in 
particular situations, such as which individual (Aristotle or Abraham Lincoln) they feel has 
made the greatest contribution to society. Studies indicate that the updated version (SOV-U) 
compares favorably with the original version in terms of its psychometric properties.

The SOV-U measures the relative strength of an individual’s values in six areas: theoreti-
cal, economic, aesthetic, social, political, and religious. Because of the measure’s ipsative 
nature, emphasis should be placed on intraindividual comparisons in interpreting the test 
results. Research indicates that the SOV-U predicts external criteria, such as graduate fi eld 
of study, more accurately than the RVS (Instrumental and Terminal versions) and the SVS 
(Kopelman, Prottas, & Tatum, 2004), presumably because of its use of behavioral items in-
stead of items that ask about abstract values. Individuals may not be aware of their values 
until they are forced to choose among them in lifelike situations. The SOV-U is reprinted in 
Kopelman et al.’s (2003) article and may be used with permission of its authors.

Salience Inventory
The Salience Inventory (SI) measures the importance of different life roles for individuals 
in the context of Super’s “lifespace, life span” model of career development (Nevill & Su-
per, 1986a; Super, 1990). Five life roles—studying, working, community service, home, and 
leisure activities—are assessed from three perspectives: participation, commitment, and 
value expectations. The fi ve Participation scales measure the extent of a person’s actual 
behavior in each of the fi ve roles. The fi ve Commitment scales assess the client’s emotional 
attachment to each role. Finally, the fi ve Value Expectations scales measure the degree to 
which a client expects that his or her values will be fulfi lled in each of the fi ve roles.

The instrument, which includes 170 items rated on a 4-point scale, requires about 30 to 
45 minutes to complete. It can be hand scored easily without the use of templates. The SI 
scales have yielded high coeffi cients of internal consistency for student and adult samples; 
however, test–retest coeffi cients for college students have been somewhat low. A client’s 
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test scores can be expected to change somewhat over short time periods. Validity studies 
indicate that the SI differentiates among different occupational and cultural groups in ex-
pected directions. Individuals vary in the relative importance they place on the different 
roles on the basis of such factors as age, gender, and culture.

The SI provides information for counseling purposes that is not readily available from 
other instruments. It can help clarify the client’s readiness to engage in career planning by 
indicating the relative signifi cance of career in the client’s life. It can be used to identify and 
explore role confl icts within clients or between clients and their environment. For example, 
discrepancies between Commitment or Value Expectations and Participation scale scores 
may suggest important topics for consideration.

When used in combination with the VS (or other measure of work values), the SI can 
help identify outlets for values not realized in one’s career. Because the SI has been devel-
oped for use in multicultural settings, it can be particularly valuable in counseling students 
from different cultural backgrounds (Nevill & Calvert, 1996). 

Quality of Life Inventory
The Quality of Life Inventory (QOLI) is a short, 32-item instrument that can be used to 
rate the importance of 16 different aspects of life, such as learning, helping, and health 
(Frisch, 1994). Individuals also rate the degree to which they are satisfi ed with each of 
these aspects of their lives. Total Quality of Life scores can be obtained by multiplying the 
Importance scale ratings by the Satisfaction scale ratings for each of the 16 areas and then 
adding these fi gures together. National norms have been supplemented by clinical norms 
drawn from various mental health settings (Frisch et al., 2005).

Longitudinal research shows that the QOLI predicts academic retention 1 to 3 years in ad-
vance and that it is a sensitive indicator of treatment-related changes (Frisch et al., 2005). In 
general, it can serve as a vehicle for discussing values with clients. It has the advantages of 
being brief, comprehensive, easy to administer and score, and based on a quality-of-life model 
that can be used to interpret scores and suggest possible interventions (R. W. Johnson, 2001).

Activity 12.1 Selecting Measures of Work and Personal Values
Select one of the assessments discussed in this section. Use assessment 
sources discussed earlier in the text, as well as A Counselor’s Guide to 
Career Assessments (Whitfi eld et al., 2009), to collect psychometric in-
formation on the assessment. Refl ect on the following questions:

• What is the psychometric evidence (e.g., reliability, validity, standard-
ization sample, scoring information) for the assessment? How strong 
is this evidence?

• How would you use this instrument in your practice?
• What are some of the advantages and disadvantages of the assessment?

Present the information to the larger group.
• • •

Outcomes Expectations Questionnaires
In some cases, the relationship of values to decision making or behavioral change has been 
studied in terms of outcome expectations. Cognitive theories of behavioral change, such 
as the social cognitive career theory of Lent et al. (1994), suggest that an individual’s be-
havior is dependent, at least in part, on the expected outcomes of that behavior. A num-
ber of outcome expectation questionnaires have been developed to assess an individual’s 
expectations based on that person’s behavior in specifi c situations, such as taking math 
courses, majoring in engineering, or entering a weight loss program (Finch et al., 2005; 
Fouad & Guillen, 2006; Lent & Brown, 2006). Because of the specifi city of the situations, the 
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particular values involved vary from questionnaire to questionnaire. For example, weight 
loss programs may inquire about expectations in regard to physical fi tness, avoidance of 
disease, and physical attractiveness as a result of participating in the program. In gen-
eral, positive expectations are associated with increased participation in a particular activ-
ity, such as academic or career planning. In the course of considering values, counselors 
should explore with clients the extent to which they believe their values could be fulfi lled 
by various options. In some cases, these beliefs may need to be challenged or strengthened 
if they are not well supported.

Tip Sheet 

Use of Values Inventories in Counseling

✓ Use a measure of values when a client wishes to clarify work or life goals and ob-
jectives. Integrate measures of values with measures of interests in attempting to 
understand client motivation for work or other activities.

✓ Use the scales or factors from a values inventory to provide a meaningful structure 
by which clients can consider their values. A structure of this sort enables the client 
to consider the nature of values expressed in various activities.

✓ Ask clients to estimate their own profi le. Ask them to separate those needs that are 
most important for them from those that are least important. This approach will 
teach clients to apply a values structure to their own situation.

✓ Try to estimate the client’s profi le. This type of exercise helps the counselor to be-
come more familiar with both the values inventory and the client. The counselor 
is forced to organize his or her thinking about the client’s values in a systematic 
fashion.

✓ Compare the client’s and the counselor’s estimates with the actual profi le from the 
values inventory. If they do not match, try to determine the reasons for the discrep-
ancies. Clarify the meaning of both estimated and measured values.

✓ To what extent do the values scores agree with the client’s experiences? Clients 
should report satisfaction with previous occupations and activities that provide re-
wards that agree with their needs and values.

✓ Ask clients to interpret individual items in regard to their situation. What do the items 
mean to them, particularly those items that they may be most concerned about? 

✓ Look at the relationship between values scores and values that rank highest for dif-
ferent occupations as listed in the O*NET database to obtain a list of occupations 
that provide rewards appropriate to clients’ values (U.S. Department of Labor, 
ETA, 2012).

✓ Consider work values within a larger context of life values and life planning. Help 
clients to consider a range of values that may be expressed within a variety of roles 
and situations.

✓ Take into account the possible infl uence of cultural values, such as collectivism 
versus individualism, linear versus circular time orientation, and person–nature re-
lationship, on career choice and development (D. Brown, 2002).

✓ Use the results from values inventories to stimulate self-exploration. The results 
should be used in conjunction with other data that take into account interests, abili-
ties, previous experiences, and opportunities.

✓ Keep in mind that values can change. As basic needs (such as survival, safety, and 
belonging) are satisfi ed, higher order needs (such as esteem and self-actualization) 
become more important (Maslow, 1987). Counselors may need to help clients review 
their values as their situation changes.
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Values Clarification Exercises

Values can be assessed either by a values inventory or by values clarifi cation exercises. 
Values clarifi cation exercises are strategies that enable clients to identify and to make 
comparisons among their values. Compared with values inventories, values clarifi cation 
exercises require clients to engage in self-assessment at a deeper level that takes into ac-
count actual behavior as well as preferences. The exercises ask clients to review their be-
liefs and behaviors in response to different situations. They encourage clients to assume a 
more active role in exploring and expressing their values. These exercises possess all of the 
advantages of qualitative assessment procedures, including more active participation on 
the part of the client and a more holistic approach (L. Goldman, 1992).

For example, a typical values clarifi cation exercise invites clients to list 15 to 20 things 
they love to do. For each activity, they are then asked to consider such matters as how long 
it has been since they participated in the activity, whether it is something that they do with 
others or alone, how much the activity costs, how important that activity is compared with 
other activities, how much planning the activity requires, and whether or not this is a new 
activity for them. The exercise requires clients to analyze their activities in terms of the val-
ues expressed. A value is considered to be fully developed when it meets the following six 
criteria: It has been (a) chosen freely (b) from among alternatives (c) after careful consider-
ation of the consequences, (d) prized and (e) publicly affi rmed, and (f) acted on repeatedly 
(Raths, Harmin, & Simon, 1978).

Values clarifi cation exercises have been used in regard to a wide variety of issues, in-
cluding substance abuse, career transitions, grieving, and sex education. Singelis (1998) 
provided a number of value clarifi cation exercises that can be used to increase understand-
ing of and communication with different ethnic and racial groups.

Most career-planning workbooks (see Chapter 11) contain several values clarifi cation 
exercises. The workbooks help clients to integrate information derived from the values 
clarifi cation exercises with other information about themselves and with occupational in-
formation. Different types of exercises include the values auction, values card sort, and 
guided fantasy. Other values clarifi cation assessments include the use of stories in which 
work values are embedded (Krumboltz, Blando, Kim, & Reikowski, 1994) and the use of 
the Repertory Grid to help clients create their own values categories for making compari-
sons among occupations (Zytowski, 1994). Brott (2005) described several activities, includ-
ing the life line, the life-space genogram, and life roles analysis, that counselors can use 
with clients to help clarify life roles and construct meaningful life stories. Knowdell (1998) 
constructed a Career Values Card Sort (CVCS) that requires clients to sort a total of 41 
value-label cards into fi ve categories ranging from “most valued” to “never valued.” 

The Life Values Inventory combines qualitative and quantitative assessment of an indi-
vidual’s values (D. Brown, 1995; Crace & Brown, 1992). It is particularly helpful for identi-
fying and addressing both intrarole confl icts (when values held by the individual confl ict 
with values espoused in the workplace) and interrole confl icts (when values held by the 
individual confl ict with his or her values expressed in another role outside of work). The 
inventory’s scales provide a structure for analyzing the types of values demonstrated in an 
individual’s life experiences or career choice. Clients repeat the quantitative section of the 
inventory after performing the qualitative exercises as a means of reviewing the priority of 
their values. This same technique can be used with other combinations of values invento-
ries and values clarifi cation exercises.

Kinnier (1995) noted that values clarifi cation exercises have come under attack for the 
superfi cial and irrelevant manner in which they have been applied at times. He argued 
that values clarifi cation can be most meaningful when it is applied to specifi c values con-
fl icts, such as the relative importance that an individual places on family versus career 
commitment. He described a number of strategies (both rational and intuitive), such as 
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problem solving, cognitive restructuring, life review, incubation (“sleeping on it”), and the 
“two-chair technique,” that can be used for this purpose. He designed an assessment in-
strument—the Values Confl ict Resolution Assessment (VCRA)—that can be used to iden-
tify a values confl ict, guide its resolution, and evaluate the desirability of the resolution 
(Kinnier, 1987). VCRA scores correlated positively with self-reports of confl ict resolution 
and self-esteem for a sample of graduate students.

Chapter Summary

In this chapter several frequently used interest and values inventories were reviewed. In-
terest inventories offer multiple uses that assist academic and career planning. Two types 
of scales—general/basic interest scales and occupational scales—may be useful in coun-
seling if there is an interest in assessing specifi c interests with or without comparison to a 
population. Six popular interest inventories were presented in the chapter.

The Strong is one of the most extensively researched interest inventories and has evi-
dence of psychometric integrity and cross-cultural validity. The major sections of the 
Strong include administrative indexes, GOT, BIS, OSs, and PSSs. The CISS, based on David 
Campbell’s previous work on the Strong, provides interest and skill scores for 7 Orienta-
tion scales, 29 Basic scales, 60 Occupational scales, and 3 Special scales (Academic Focus, 
Extroversion, and Variety). The CISS possesses similar elements to the Strong. The third 
inventory of the Kuder Career Planning System, the Kuder Career Search With Person 
Match, provides a Career Cluster Scale and an Activity Preference Scale that correspond 
with Holland’s categories. 

The SDS uses Holland’s six categories to describe both an individual’s personality type as 
well as occupational environments; hence, comparisons can be made between the individual’s 
characteristics and an occupation’s attributes. The SDS provides a self-administering, self-
scoring, and self-interpreting measure of occupational preferences that helps clients to or-
ganize their thinking about careers and guide their career exploration. This instrument ap-
pears to be used more often than any other instrument for career-planning purposes. The 
CDM-R offers a simplifi ed assessment of individual factors important in career planning 
that can be especially helpful in stimulating career exploration, and the JVIS provides a 
comprehensive view of an individual’s preferences for work environments as well as work 
activities. Counselors should use all of the scales on an interest inventory in combination 
to understand a client’s profi le. The administrative scales, especially response patterns, 
should be reviewed. Scores on the general scales should be used to help interpret scores on 
the occupational scales. Scores on special (personality) scales and on parallel measures of 
self-rated abilities should be used to further clarify the interpretation of the interest scores 
and to enhance their predictive validity. The chapter provides Tip Sheets for selecting and 
interpreting interest inventories depending on test and counseling purpose.

Values refer to a person’s objectives or goals in work or other settings. Counselors usu-
ally assess clients’ values by means of values inventories or values clarifi cation exercises. 
Several work and personal values inventories were presented in this chapter. The WIP 
and WIL-P&P can be used to compare client values expressed in different occupations by 
means of the O*NET database. The revised version of the WVI provides a relatively pure 
measure of work values with 12 six-item scales. 

The COPES assesses work values by means of eight bipolar scales. The VS provides a 
broad measure of work and personal values based on research conducted in cross-national 
settings. The RVS and SVS both measure personal values that can be used to assess mo-
tivational priorities in a variety of situations. The SVS assesses values by means of a two-
dimensional circumplex that has applicability in most cultures. The SOV, one of the fi rst psy-
chological instruments to be used in career counseling, has been updated and shown to be 
effective in discriminating among students in different occupational fi elds. Both the SI and 
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the QOLI can be used to assess personal values that affect life satisfaction. These inventories 
enable individuals to compare the relative importance of different life roles or aspects of their 
life and to determine to what degree their values are being met in their activities. 

Outcome expectations questionnaires can be used to assess the degree to which clients 
believe that certain behaviors will help them to attain their goals. High expectations will 
infl uence their choices. Values clarifi cation exercises require clients to identify and com-
pare their values with their behaviors. As such, these exercises can be particularly valuable 
in stimulating exploration and development of clients’ values.

Review Questions

1. What are some of the specifi c purposes of interest inventories? How might these 
purposes differ by population?

2. How do the popular interest inventories presented in this chapter compare? When 
might you use particular inventories?

3. What are some key strategies for selecting interest inventories? Interpreting interest 
inventories?

4. How do the popular values inventories presented in this chapter compare? When 
might you use particular inventories?

5. What are examples of values clarifi cation exercises? What are some of the benefi ts 
and challenges associated with them?
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Personality Assessment

chapter

13

The term personality is often used to cover a very broad concept. When applied to psy-
chological assessment instruments, however, it is used more narrowly to describe those 
instruments designed to assess personal, emotional, and social traits and behaviors, as 
distinguished from instruments that measure aptitudes, achievements, and interests. This 
chapter outlines popular personality assessments that counselors encounter across a va-
riety of settings. Both structured and unstructured personality assessments are discussed. 
The chapter concludes with a brief description of health and lifestyle inventories.

 Test Your Knowledge

Select the most appropriate choice for each item.

1. Which of the following is an example of a projective personality assessment?
  a. Tennessee Self-Concept Scale b. Personality Assessment Inventory
  c. Lifestyle Assessment Questionnaire d. Thematic Apperception Test

2. Which of the following personality assessments has been labeled as the most widely 
researched test of adult psychopathology?

  a. Myers–Briggs Type Indicator b. Minnesota Multiphasic Personality Inventory–2
  c. Sixteen Personality Factor Questionnaire d. Millon Clinical Multiaxial Inventory–III
3. The following personality assessment tends to measure positive aspects of personality:
  a. California Personality Inventory b. Myers–Briggs Type Indicator
  c. Millon Index of Personality Styles–Revised d. All of the above

□ T  □ F  4. The House–Tree–Person assessment has an extensive research base to
    detect psychopathology. 

□ T  □ F  5. The Big Five personality factors included on the NEO PI-R are Neuroticism, 
    Extraversion, Openness, Agreeableness, and Conscientiousness.
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Introduction to Personality Assessment

Personality assessments typically are categorized as structured or unstructured. Structured 
personality assessments, also referred to as objective assessments, are standardized, self-
report measures that often use some forced-choice response format (e.g., multiple choice, 
true/false). Structured assessment data indicate personality traits, types, and so on. Un-
structured personality assessments, or projective assessments, involve a counselor pre-
senting unstructured tasks to the examinee, whose responses to these tasks are expected to 
refl ect needs, experiences, inner states, and thought processes. This expectation is known 
as the projective hypothesis—that responses to ambiguous stimuli refl ect a person’s basic 
personality. Individuals often reveal more about themselves in their interpretation of a 
situation than they do about the situation itself, especially if the situation is ambiguous. In 
sum, structured assessments are typically used to test hypotheses and examine psychopa-
thology and behavioral problems, whereas unstructured assessments are typically used to 
generate hypotheses and examine intrapsychic dynamics. 

Four methods have been used to construct objective personality inventories (Sherman, 
2009): (a) logical content, (b) theoretical, (c) criterion group, and (d) factor analysis. In the 
logical content method, a test developer identifi es statements that seem to be related to 
the content of the characteristic being assessed. The content scales of the Minnesota Mul-
tiphasic Personality Inventory (MMPI-2) use this method. The principal limitation of this 
approach is that it assumes the validity of each item—that individuals are capable of eval-
uating their own characteristics and that their answers can be taken at face value. If a client 
checks an item related to “not getting along with parents,” this approach assumes that the 
client is having parental diffi culties.

In the theoretical method, items are developed to measure constructs represented by a 
particular theory of personality. After the items have been grouped into scales, a construct 
validity approach is taken to determine whether the inventory results are consistent with 
the theory. Two examples of this approach are Jackson’s Personality Research Form (PRF), 
based on H. A. Murray’s (1938) theory of needs, and the Myers–Briggs Type Indicator 
(MBTI), based on Jung’s (1960) theory of personality types.

Two methods make use of empirical (data-based) strategies to develop personality in-
ventories. The criterion group method begins with a sample with known characteristics, 
such as a group of individuals diagnosed with schizophrenia. An item pool is then admin-
istered to individuals in the known sample and to a control group (usually a “normal” 
population). The items that distinguish the known sample from the control group are then 
placed in a scale in a manner similar to the method used to construct the Occupational 
scales on the Strong. Typically, these items are then used on another similar sample (a 
process called cross-validation) to determine whether the scale continues to distinguish be-
tween the two groups. This method can also be used with groups that present contrasts on 
a particular trait. For example, members of fraternities and sororities are asked to judge 
the fi ve most and the fi ve least sociable individuals in their group, and then items that 
distinguish between these two groups are used in the development of a sociability scale. 
The MMPI-2 clinical scales and the majority of the scales on the California Psychological 
Inventory (CPI) are based on the criterion group method of inventory construction.

The factor-analytic method is the second method using an empirical strategy in test 
development. In this method, a statistical procedure is used to examine the intercorrela-
tions between all of the items on the inventory. This technique, which can effectively be 
completed only on a computer, groups items into factors until a substantial proportion 
of the variability between the items has been accounted for by the dimensions that have 
resulted. An example of this approach is Cattell’s Sixteen Personality Factor Questionnaire 
(16 PF), which resulted from a factor analysis of 171 terms that describe human traits and 
that, in turn, had been developed from a list of thousands of adjectives that in one way or 
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another describe humans. Items that appear on particular dimensions resulting from a fac-
tor analysis are combined to form homogeneous scales.

Researchers using factor-analytic techniques across a number of personality inventories 
have synthesized personality traits into fi ve major dimensions nicknamed the Big Five. These 
fi ve factors are as follows: (a) Neuroticism—insecure versus self-confi dent, (b) Extraversion—
outgoing versus shy, (c) Openness—imaginative versus concrete, (d) Agreeableness—
empathic versus hostile, and (e) Conscientiousness—well-organized versus impulsive. The 
NEO Personality Inventory–Revised (NEO PI-R) was developed specifi cally to assess these 
Big Five factors. The four dimensions of the MBTI are related to each of the last four of these 
factors but not to neuroticism. The MMPI-2, on the other hand, contains numerous items 
related to neuroticism and fewer relating to the remaining four factors. Although there has 
been considerable agreement regarding the existences of these fi ve general dimensions, there 
has been disagreement regarding the actual number of personality dimensions. There is also 
disagreement regarding some of the labels that have been given to these dimensions as well 
as disagreement regarding some of the specifi c personality characteristics and behaviors 
deemed to be associated with certain of these dimensions (Whiston, 2008).

Popular Structured Personality Assessments

This section presents several popular structured personality assessments. It is important 
to remember as you review each assessment that, given their self-report nature, they can 
typically be distorted in a negative direction if individuals are motivated to present a poor 
image or in a positive direction if, for example, they are applying for a desired job or per-
haps just wish to make a good impression in general. Several inventories contain validity 
or social desirability scales to detect such distortion. 

Minnesota Multiphasic Personality Inventories

Three inventories are discussed in this section. The Minnesota Multiphasic Personality 
Inventory–2 (MMPI-2), the oldest of these measures, stands out as “the most widely used 
and widely researched test of adult psychopathology” (Pearson Assessments, 2012b, p. 1). 
Second, the Minnesota Multiphasic Personality Inventory–2 Restructured Form (MMPI-
2-RF) was published in 2008 as an alternative to the MMPI-2 based on updated clinical 
scales (Tellegen & Ben-Porath, 2008). Finally, the adolescent form of the MMPI (Minnesota 
Multiphasic Personality Inventory–Adolescent, MMPI-A), fi rst published in 1992, is one 
of the most frequently used inventories for young people (Archer & Newsom, 2000). 

Minnesota Multiphasic Personality Inventory–2
The purpose of the MMPI-2 is to evaluate individuals for mental disorders and aid counsel-
ors and other helping professionals in treatment planning (Pearson Assessments, 2012b). In 
addition to clinical scales that are useful in assessing salient mental health issues, the MMPI-
2 also contains several validity scales that enable the counselor to assess the client’s attitude 
toward the testing process. Most of the clinical scales consist of items that signifi cantly differ-
entiate between people in a particular psychiatric diagnostic category (e.g., depression) and 
people in the general reference group (often referred to as “the Minnesota normals”). For ex-
ample, the Depression scale (Scale 2) contains 60 items that people with depression endorsed 
signifi cantly more (or less) often than did the Minnesota normals. Table 13.1 highlights the 10 
clinical scales of the MMPI-2 and how high and low scores may be interpreted. Please refer 
to Chapter 5 to review a description of the 10 MMPI-2 validity scales.

Subsequent research has indicated that the MMPI-2 scales cannot be used to classify indi-
viduals into psychiatric categories with a high degree of accuracy. Instead, the scales are most 
useful in providing descriptions of personality and as a source of inference regarding a person’s 
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Table 13.1
Minnesota Multiphasic Personality Inventory–2 (MMPI-2) Clinical Scales

Note. Information is from Graham (2005a, 2005b).  
aHigh scores are usually considered T scores above 65 and low scores as those below 40, although 
these cutoffs are somewhat arbitrary and clinical judgment should be exercised. Low scores can be 
associated with the absence of symptoms or, for clinical populations, some negative characteristics. 
However, there is little basis for evaluating low scores as indicative of problems and negative 
characteristics for nonclinical populations (Graham, 2005a). Given the limited information on 
interpreting low scores, high scores are primarily interpreted.

Scale and Description Interpretationa

Extremely high scores (T > 80) indicate bizarre somatic 
concerns and moderately high scores (T = 60–80) may 
correspond with vague complaints associated typically 
with somatoform disorders, anxiety disorders, and mood 
disorders. If high scores are accompanied by high scores 
for Scale 3 and Scale 8, the possibility of a conversion 
disorder and somatic delusions, respectively, should be 
considered.

High scores (especially T > 70) indicate clinical depression 
and moderately high scores illustrate low morale and lack 
of involvement. Other symptoms of high scorers indicate 
physical complaints, fatigue, indecisiveness, or lack of self-
confi dence.

Elevated scores (T > 80) indicate individuals who avoid 
stressful situations by developing physical symptoms that 
do not correspond easily to well-known organic disorder 
patterns. High scorers tend to lack insight into causes of 
their physical symptoms.  

Extremely high scores (T > 75) indicate asocial, antisocial, 
and often criminal behaviors. High scores typically corre-
spond with hostile and immature behavior and signifi cant 
family and legal problems.

High scores (T > 60) indicate a lack of stereotypically mascu-
line interests for men and masculine interests for women. 
Low scores indicate extreme masculinity for men and 
stereotypically feminine interests for women.  

High scores (T > 70) indicate psychosis and a frequent 
diagnosis of paranoid disorders or schizophrenia. Scores 
between 60 and 70 indicate sensitivity and overreaction to 
others’ opinions. It is possible to score highly (T > 65) with-
out endorsing the psychotic items on the scale. 

High scorers tend to be anxious and irritated, with ritualistic 
behaviors and obsessive thoughts. High scores also tend to 
indicate rigidity and neatness and individuals who are shy 
and sensitive.

T scores ranging from 75 to 90 suggest the possibility of a 
psychotic disorder such as schizophrenia or a schizoid 
lifestyle. Extreme scores (T > 90) do not usually indicate a 
psychotic disturbance but rather a cry for help. 

Extreme scores (T > 80) may suggest a bipolar (manic) 
disorder. 

High scores indicate insecurity and discomfort in social 
situations and tasks. Low scores typically correspond with 
sociability and extroversion. 

Hypochondriasis (1): symptoms of 
preoccupation with the body and 
fear of illness or disease.

Depression (2): symptoms of hope-
lessness or general dissatisfaction, 
psychomotor retardation, and 
lack of interest in activities.

Hysteria (3): dysfunctional reactions 
to stressful situations, with items 
assessing denial of physical 
health and specifi c complaints of 
those of a psychological or 
emotional nature.

Psychopathic Deviate (4): psychopathic 
symptoms such as lying, stealing, 
sexual promiscuity, and excessive 
drinking—a “measure of rebel-
liousness” (Graham, 2005b, p. 134).

Masculinity–Femininity (5): symp-
toms that measure “sexual inver-
sion” or lack of the presence of 
traditional gender norms for each 
respective sex.

Paranoia (6): paranoid symptoms 
such as feelings of persecution, 
grandiosity, excessive sensitivity, 
and rigidity of opinions.

Psychasthenia (7): symptoms closely 
associated with obsessive–
compulsive disorder. 

Schizophrenia (8): disturbances of 
thinking, mood, and behavior 
most often associated with 
schizophrenia. 

Hypomania (9): symptoms that in-
clude elevated mood, irritability, 
fl ight of ideas, accelerated speech, 
and some depression.

Social Introversion (0): withdrawal 
from social situations.
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behavior. Because of the large amount of research that has been conducted with the MMPI, 
the scales convey a wealth of information about an individual’s personality that transcends 
the original purpose of the scales. For this reason, the original names for the scales have been 
replaced by the scale numbers for most purposes (e.g., Scale 7 instead of Pt or Psychasthenia).

A normative sample (1,462 women and 1,138 men) was selected so that it would be rep-
resentative of the adult U.S. population in terms of age, relationship status, race/ethnicity, 
and geography. With the new norms, the cutoff score used to detect psychological problems 
dropped from 70 on the MMPI to 65 on the MMPI-2. Research indicates that a T score of 65 
provides optimal separation between clinical groups and the standardization sample (Butcher, 
Graham, Ben-Porath, Tellegen, & Dahlstrom, 2001). The scores on the MMPI-2 have also been 
adjusted so that the distribution of the profi le scores will be the same for the eight clinical 
scales (Scales 1, 2, 3, 4, 6, 7, 8, and 9) used to assess psychopathology. For example, a T score of 
65 equals the 92nd percentile (based on the restandardization sample) for each of these scales.

The MMPI-2 scales should be interpreted in conjunction with the other scales on the 
profi le, not in isolation. Counselors should be acquainted with the vast literature pertain-
ing to the MMPI-2 if they work with clients who are mentally disturbed; however, they 
cannot expect to become profi cient in its use without specialized training and extensive 
clinical experience.

Counselors should note critical items that the client has checked as well as scale scores. 
For example, if the client marked true to Item 506, “I have recently considered killing my-
self,” or Item 524, “No one knows it but I have tried to kill myself,” the counselor should 
review these items with the client. Clients might not bring these topics up on their own 
initiative. They may assume that the counselor already knows this information from their 
responses to these items on the MMPI-2.

Several critical item lists have been developed. For example, the Koss–Butcher critical 
item set contains 78 items related to six crisis areas. These items typically differentiate nor-
mal from psychiatric samples. Most computer-based MMPI-2 scoring programs will fl ag 
critical items checked by the clients. This information can also be obtained by means of hand 
scoring. The critical item lists provide a simple and straightforward means for counselors to 
discuss MMPI-2 results with clients and to identify topics that may need additional inquiry.

A number of additional scales have been created for the MMPI-2 that can be used to help 
interpret the clinical scales. Most of the clinical scales have been divided into subscales that 
can help clarify the meaning of scores on the scales (Graham, 2011). The Depression scale, 
for example, has been divided into the following subscales: Subjective Depression, Psycho-
motor Retardation, Physical Malfunctioning, Mental Dullness, and Brooding.

In addition to the subscales, 15 content scales devised by Butcher, Graham, Williams, and 
Ben-Porath (1990) can also be used to clarify the meaning of the MMPI-2 clinical scales. In 
contrast with the clinical scales, which were developed by empirical means, the content scales 
were constructed by logical analysis of the item content on the MMPI-2. The scales were re-
fi ned by statistical procedures to ensure homogeneity of item content. Scales developed in 
this fashion are easier to interpret than empirical scales. The content scales also assess aspects 
of personality not measured by the standard scales, including Type A (hard-driving) behav-
ior, work interference, family problems, and negative treatment indicators. 

The Restructured Clinical (RC) scales (nine in all) were added to the MMPI-2 to pro-
vide relatively pure measures of the psychopathological factors measured by the clinical 
scales (Tellegen et al., 2003). The fi rst RC scale, Demoralization, measures a broad factor 
of general complaint or malaise that runs throughout the eight clinical scales that assess 
psychopathology (Scales 5 and 0 were excluded because they are not measures of psycho-
pathology). Each of the remaining eight RC scales was designed to assess the primary di-
mension of the clinical scale with which it was matched. For example, the RC scale Somatic 
Complaints is matched with Scale 1 (Hypochondriasis). Because of their purity of content, 
the RC scales can be easily interpreted by themselves and can be used to help interpret the 
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original scales. Although based on fewer items, the RC scales produce results that are as re-
liable and valid as the original scales (Simms, Casillas, Clark, Watson, & Doebbeling, 2005). 

In addition to the scales discussed thus far, many other scales have been constructed 
from the MMPI item pool for various purposes. Popular supplementary scales include 
A (Anxiety), R (Repression), and Es (Ego Strength). The A and R scales represent the two 
main factors derived from factor analyses of the clinical scales. As such, they offer a quick 
summary, or overview, of the MMPI-2 results. Scale A provides a measure of anxiety or 
general maladjustment; Scale R shows the client’s tendency to repress or deny psycho-
logical diffi culties. The Es scale is based on items that distinguishes between clients with 
psychological problems who responded to therapy and those who did not. In contrast with 
most of the scores on the MMPI-2, high scores on the Es scale should be interpreted favor-
ably. The use of the MMPI-2 in a counseling situation is illustrated in Case Example 13.1.

Case Example 13.1

Janet

Janet, a 19-year-old college sophomore, requested counseling because of low self-esteem, 
relationship diffi culties, family confl ict, and eating concerns. She marked 5 (very much) to 
the following items on the Inventory of Common Problems:

•  Feeling irritable, tense, or nervous;
•  Feeling fearful;
•  Feeling lonely or isolated; and
•  Eating, appetite, or weight problems.

She also completed the Beck Depression Inventory as part of the initial contact session, for 
which she received a raw score of 32, indicating “severe depression.” The counselor asked 
Janet to complete the MMPI-2 during her next visit to the counseling center to assess more 
thoroughly the nature and the level of her psychological problems. She obtained the profi le 
shown in Figure 13.1.

The scores on the three validity scales (L, F, and K) indicate self-criticism and a possible 
plea for help. Her low L and K scores indicate that she is describing herself in a negative 
fashion. The elevated F score suggests self-criticism together with moderately severe psy-
chopathology. Among the clinical scales, she obtained elevated scores on Scales 2, 6, 7, and 
0. Her highest two scores are on Scales 7 and 2. According to Graham (2000), individuals 
with this code type (27 or 72) “tend to be anxious, nervous, tense, high-strung, and jumpy. 
They worry excessively, and they are vulnerable to real and imagined threat. They tend to 
anticipate problems before they occur and to overreact to minor stress. Somatic symptoms 
are common” (p. 96). Because of their acute discomfort, they are likely to respond well to 
psychotherapy. They are most likely to receive a psychiatric diagnosis of anxiety disorder, 
depressive disorder, or obsessive–compulsive disorder.

Janet’s elevated scores on Scales 6 and 0 indicate possible diffi culties in interpersonal 
relationships. Scores between 66 and 75 on Scale 6 can possibly be interpreted as follows: 
angry and resentful, displaces blame and criticisms, hostile and suspicious, rigid and stub-
born, and misinterprets social situations (Butcher et al., 2001; Graham, 2005a). Similarly, 
scores between 66 and 75 on Scale 0 suggest behavior that is introverted, shy, lacking self-
confi dence, moody, submissive, and rigid (Butcher et al., 2001).

The counselor provided counseling to Janet to help her deal with her immediate situ-
ation. At the same time, she made arrangements to refer Janet to a psychiatrist for a more 
complete assessment of some of the psychological problems suggested by the MMPI-2 and 
other assessment procedures.

• • •
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Minnesota Multiphasic Personality Disorder–2 Restructured Form
The MMPI-2-RF is a psychometrically sound alternative to the MMPI-2 and is composed of 
only 338 items (as compared to 567 items). The instrument takes only 35 to 50 minutes to ad-
minister. The technical manual states that the scale data are applicable to a range of settings, 
including “mental health inpatient and outpatient clinics, substance abuse treatment centers, 
criminal court proceedings, personal injury and disability evaluations, and public safety em-
ployment evaluations” (Pearson Assessments, 2012c, p. 4). The MMPI-2-RF was developed 
using the MMPI-2 normative sample and includes 51 scales, including a Response Bias Scale. 

Minnesota Multiphasic Personality Inventory–Adolescent 
Prior to the construction of the MMPI-A in 1992, adolescents were frequently administered 
the adult version of the MMPI despite the diffi culties in adapting this version for adoles-
cents. The adolescent version of the MMPI is similar to the adult version in that it retains 
the same clinical scales as the old MMPI and also includes a new set of content scales 
(Archer, 2005; Butcher, Williams, & Fowler, 2000). As with the MMPI-2, the MMPI-A clini-
cal scales and content scales both contain a number of subscales that can be used to help 
explain the meaning of the scale scores.

The MMPI-A differs from the MMPI-2 in regard to its norms, its item content, and the 
nature of some of its scales. The MMPI-A provides separate-sex norms for adolescents ages 
14 through 18 years. (The test authors recommend that the MMPI-2 be used with 18-year-
olds who have moved away from their parental home.) The MMPI-A contains 89 fewer 
items than the MMPI-2 to help encourage cooperation by clients. Most of the omitted items 
are items that were not scored on any of the clinical scales or are items that were found on 
either Scales 5 and 0 (both exceptionally long scales on the MMPI-2) or the Fears content 

Figure 13.1
MMPI-2 Profile for Counseling Center Client

Note. From Minnesota Multiphasic Personality Inventory–2 (MMPI-2). Copyright 1942, 1943 
(renewed 1970), 1989 by the Regents of the University of Minnesota. This profi le from 1989. 
Reprinted with permission.
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scale (which has been dropped from the MMPI-A). The MMPI-A includes a number of 
items from the original MMPI that have been rewritten to pertain to adolescents as well 
as a number of new items that deal specifi cally with adolescent circumstances (such as 
school, peers, teachers, and parents).

Whereas 11 of the 15 content scales on the MMPI-A are similar to those found on the 
MMPI-2, four of the scales—School Problems, Low Aspirations, Alienation, and Conduct 
Disorder—have been designed specifi cally to address issues common to adolescents. The 
F validity scale, which often produced high scores for adolescents on the MMPI, has been 
redesigned for the MMPI-A by including only those items answered infrequently (20% of 
the time or less) by adolescents. The MMPI-A also includes a new supplementary scale, the 
Immaturity scale, not found on the MMPI-2. 

Scores on the clinical and content scales yield adequate test–retest reliability and internal 
consistency coeffi cients when used with adolescents. Both sets of scales have proved to be 
effective in predicting adolescent behavior and personality characteristics, especially when 
used in combination (Forbey & Ben-Porath, 2003). Much of the validity for the MMPI-A can 
be inferred from validity established for the MMPI because of the comparability of the in-
struments. As with the MMPI-2, T scores of 65 or greater suggest possible psychopathology. 
Scores between 60 and 65 should be viewed as indicating possible psychological problems.

Millon Clinical Multiaxial Inventory–III 

The Millon Clinical Multiaxial Inventory–III (MCMI-III) provides an attractive alterna-
tive to the MMPI-2 for diagnosing psychopathology (Millon, Davis, & Millon, 1997). First, 
it is considerably shorter than the MMPI-2 (containing only 175 items), with most indi-
viduals completing the MCMI-III in 20 to 30 minutes. Second, it is more closely tied to the 
DSM so that psychiatric classifi cations can be made more easily. Finally, it is more closely 
related to psychological theory, which can serve as a basis for interpreting test results (Mil-
lon, 1990, 2003). The MCMI-III was updated in 2009 with new gender norms and the ad-
dition of an inconsistency scale to detect random responses (Pearson Assessments, 2012a).

The MCMI-III provides two broad sets of scores that correspond with Axis I (clinical 
syndromes) and Axis II (personality disorders) on the DSM-IV-TR. It includes a total of 
4 validity scales, 10 clinical syndrome scales, and 14 personality disorder scales. It also 
includes 42 facet scales (three content scales for each of the 14 personality disorder scales) 
that have been added to help interpret the meaning of the personality disorder scales (Mil-
lon, Millon, Davis, & Grossman, 2006).

The Axis I and II scales are scored in terms of base rates so that the percentages of people 
classifi ed by means of the MCMI-III as undergoing particular psychological problems cor-
respond with the actual percentages found in society. Because of the scoring procedure, it 
is important that the MCMI-III be used only with people who fi t the normative population, 
that is, people suspected to have a mental disorder. The MCMI-III will overpathologize for 
people who do not belong to this population. Clients should be screened by other criteria 
such as an interview, the Beck Depression Inventory–II, or the Inventory of Common Prob-
lems before they are assigned the MCMI-III.

The MCMI-III has been validated in terms of its effectiveness in differentiating individ-
uals with particular psychiatric diagnoses from other psychiatric patients. This is a more 
rigorous criterion than differentiating these same types of individuals from a “normal” 
population, such as that originally used with the MMPI. The technique used with the 
MCMI-III has proved to be more accurate in identifying the psychiatric diagnoses of 
patients in subsequent studies than has the technique used with the MMPI.

Counselors should consider the use of the MCMI-III with adult clients who they believe 
may have psychiatric disorders. For adolescents, counselors should use the Millon Ado-
lescent Clinical Inventory (MACI), the “junior version” of the MCMI-III (Millon & Davis, 
1993).The counselor can use information gained from these instruments in the referral of 
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clients for psychiatric assessment and treatment. Considerable training and experience are 
required for the use of either instrument. Several MCMI-III and MACI reference books are 
available, including those by Jankowski (2002) and Strack (2002) for beginners and Choca 
(2004) and Millon and Craig (2005) for advanced users.

Millon Index of Personality Styles–Revised 

The Millon Index of Personality Styles–Revised (MIPS-R), an inventory fi rst developed 
in 1994 and revised in 2003, is designed to assess personality styles for adults within the 
normal range (Millon, 2003). It is intended for various counseling situations involving re-
lationships, career placement, or problems in daily living. It consists of 180 true–false items 
yielding 24 scales and 4 validity indices. The scales are grouped into three dimensions of 
normal personality: (a) motivating styles, which assess a person’s emotional style in deal-
ing with his or her environment; (b) thinking styles, which examine a person’s mode of 
cognitive processing; and (c) behaving styles, which assess a person’s way of interrelating 
with others. The inventory is useful for counseling and helping professionals, including 
those in family and career settings. Millon has also authored the Millon Adolescent Per-
sonality Inventory, which can be used to assess the personality of adolescents who have 
at least a sixth-grade reading level (Millon & Davis, 1993).

Personality Assessment Inventory 

The Personality Assessment Inventory (PAI) was designed to provide information on 
“relevant clinical variables” for individuals 18 years of age and older (Morey, 1991, 2003). 
Content areas for the PAI were selected on the basis of current diagnostic schemes and 
treatment planning. It consists of 344 items (selected from an original item pool of 2,200 
items) that are scored on 22 scales. Final items for the PAI were selected on the basis of 
expert ratings, statistical analysis, and related criteria in a 10-stage process.

The 22 full scales on the PAI include four different types of scales, as follows: (a) Valid-
ity Scales: Inconsistency (ICN), Infrequency (INF), Negative Impression (NIM), Positive 
Impression (PIM); (b) Clinical Scales: Somatic Complaints (SOM), Anxiety (ANX), Anxi-
ety-Related Disorders (ARD), Depression (DEP), Mania (MAN), Paranoia (PAR), Schizo-
phrenia (SCZ), Borderline Features (BOR), Antisocial Features (ANT), Alcohol Problems 
(ALC), Drug Problems (DRG); (c) Treatment Scales: Aggression (AGG), Suicidal Ideation 
(SUI), Stress (STR), Nonsupport (NON), Treatment Rejection (RXR); and (d) Interpersonal 
Scales: Dominance (DOM), Warmth (WRM). The clinical scales, which resemble many of 
the MMPI clinical scales, can be subdivided into three broad categories of disorders: (a) 
neurotic spectrum scales (SOM, ANX, ARD, DEP), (b) psychotic spectrum scales (MAN, 
PAR, SCZ), and (c) behavior disorder scales (BOR, ANT, ALC, DRG). The treatment scales 
focus on issues important in treatment but not necessarily apparent from the clinical scales. 
The interpersonal scales measure two critical bipolar dimensions in interpersonal rela-
tions: domination versus submission (DOM) and friendliness versus hostility (WRM). In-
formation is also provided on the client’s answers to 27 critical items, which were selected 
because of their potential seriousness and low endorsement rates.

Because of the heterogeneous nature of the clinical scales, nine have been divided into 
subscales. For example, the ANX scale includes Cognitive, Affective, and Physiological 
subscales, and the ARD scale includes Obsessive–Compulsive, Phobias, and Traumatic 
Stress subscales. The treatment scale for aggression has also been divided into three sub-
scales: Aggressive Attitude, Verbal Aggression, and Physical Aggression.

The PAI has a fourth-grade reading level and requires about 50 minutes to complete. The 
item response format provides four alternatives: false—not at all true, slightly true, mainly true, or 
very true. All of the scales can be easily hand scored without the use of a template in 10 minutes 
or less. In contrast with the MMPI-2, none of the full scales contain overlapping items.
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The PAI has been normed on a sample of 1,000 community-dwelling adults selected to 
match the characteristics of the U.S. population in terms of sex, race, and age. In addition 
to adult norms, comprehensive norms have also been established for college students and 
clinical populations.

The full scales exhibit adequate test–retest reliabilities over short time periods and rela-
tively high internal consistency coeffi cients for samples of college students and communi-
ty-dwelling adults. The PAI shows substantial convergent and discriminant validity based 
on its correlations with scales from other psychological measures. The PAI is an appealing 
instrument because of its ease of scoring and interpretation. It has been carefully construct-
ed and appears to be psychometrically sound.

The author of the PAI has also developed a brief, 22-item version of the PAI, the Per-
sonality Assessment Screener (PAS), that can be used as a screening device to distinguish 
between those clients free from psychopathology and those in need of follow-up evalua-
tion with the full PAI (Morey, 1998). Burns (2001) described the PAS as “a well developed 
screening instrument based on an impressive parent scale” (p. 933).

Myers–Briggs Type Indicator 

Work on the Myers–Briggs Type Indicator (MBTI) began in the 1920s by Katherine Briggs 
when she developed a system of psychological types by conceptualizing her observations 
and readings (I. B. Myers, McCaulley, Quenk, & Hammer, 1998). Upon fi nding much simi-
larity between her conclusions and those of Carl Jung, who was working at the same time, 
she began using his theory. Together with her daughter, Isabel Myers, she developed an 
inventory now known as the Myers–Briggs Type Indicator. The inventory, in its several 
forms, was slow in gaining acceptance but is now reported to be the most widely used 
personality inventory in the world. 

The MBTI is based on Jung’s concepts that different types of people have differences 
in perception and judgment. Each of the several forms of the MBTI (in both self-scored 
and computer-scored formats) is scored on eight scales (four pairs) that yield four bipolar 
dimensions. More sophisticated item response theory methods were used for the item de-
velopment and scoring weights in the latest versions—the 93-item Form M and the more 
recent 144-item MBTI Step II (Form Q). Jung’s theory proposes that apparently random 
variations in human behavior can be systematically accounted for by the manner in which 
individuals prefer to use their capacities for perception and judgment. The MBTI is a self-
reporting instrument designed to identify these preferences.

The fi rst of the four dimensions involves the preference for extraversion versus introver-
sion (E-I). Extraverts prefer to direct their energy to the outer world of people and things, 
whereas introverts tend to focus energy on the inner world of ideas.

The second dimension measures personal preference for mode of perceiving and is la-
beled the sensing–intuition (S-N) dimension. Sensing individuals prefer to rely on one or 
more of the fi ve senses as their primary mode of perceiving. Intuitive people, in contrast, 
rely primarily on indirect perception by the way of the mind, incorporating ideas or as-
sociations that are related to perceptions coming from the outside.

The third MBTI dimension is designed to measure an individual’s preference for judging 
data obtained through sensing or intuition by means of either thinking or feeling (T-F). A 
thinking orientation signifi es a preference for drawing conclusions using an objective, im-
personal, logical approach. A feeling-oriented individual is much more likely to base deci-
sions on personal or social rationales that take into account the subjective feelings of others.

The fourth dimension measures a person’s preference for either a judging or perceiving 
(J-P) orientation for dealing with the external world. Although individuals must use both 
perception and judgment in their daily lives, most fi nd one of these orientations to be more 
comfortable than the other and use it more often, in the same way that a right-handed 
person favors the use of the right hand. People with a judgment orientation are anxious 
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to use either the thinking or feeling mode to arrive at a decision or conclusion as quickly 
as possible, whereas those with a perceptive orientation are more comfortable continuing 
to collect information through either a sensing or intuitive process and delaying judgment 
as long as possible. This fourth dimension was not defi ned by Jung but represents an ad-
ditional concept of Briggs and Myers.

Although the four dimensions of the MBTI are theoretically independent, signifi cant 
correlations in the vicinity of .30 have been found between the S-N and J-P scales. This 
fi nding tends to support Jung’s theory, which included only the fi rst three dimensions. 
Other than the relationship between these two sets of scales, the remaining scales are sta-
tistically independent of each other.

A person’s MBTI personality type is summarized in four letters that indicate the direction of 
the person’s preference on each of the four dimensions. All possible combinations of the four 
paired scales result in 16 different personality types. Thus, an ENTJ is an extravert with a pref-
erence for intuition and thinking who generally has a judging attitude in his or her orientation 
toward the outer world. An ISFP type indicates an introvert with a preference toward sensing 
and feeling who has a perceptive orientation toward the outer world. The manual provides a 
summary of the processes, characteristics, and traits of each of the 16 types.

In computing personality type, scores resulting from forced-choice items are obtained 
for each of the opposite preferences and then subtracted to obtain the particular type. A 
large difference between the two scores indicates a clear preference and yields a higher 
score on that type, whereas a smaller difference yields a low score, indicating a preference 
on that type that is considered less strong and less clear. Even though the difference is 
small (the scoring formula eliminates ties), one or the other letter is included in the four-
letter code type. These preferences are presumed to interact in complex, nonlinear ways 
to produce the 16 types. There is, however, little support for these 16 personality types as 
separate entities or clusters. Another major criticism of the MBTI is that the variables as-
sessed are assumed to result in dichotomies, although there is little psychological or em-
pirical evidence of such dichotomies or bimodal distributions. Instead, the variables can 
best be represented as continuous bipolar distributions that fall along the normal curve 
(Pittenger, 2005). An additional component of MBTI theory involves dominant and auxil-
iary functions that are controversial and lack substantial research.

Although an individual’s type is supposed to remain relatively constant over a lifetime, 
norms on several MBTI dimensions change substantially between adolescence and adult-
hood as well as during the adult years (Cummings, 1995). Internal consistency studies of 
the MBTI Form M have generally yielded correlation coeffi cients exceeding .90. In terms of 
the four letter types, test–retest reliability data tend to be somewhat discouraging in that 
an individual’s four-letter MBTI type has only about a 50–50 chance of being identical on 
retesting. On the average, 75% of the people completing the instrument will retain three of 
the four dichotomous type preferences on retesting.

One of the reasons the MBTI is attractive to many individuals is that there are no good 
or bad scores or good or bad combinations of types. Because both polarities can be viewed 
as strengths, this nonjudgmental quality facilitates interpreting results to clients. A score 
indicates a preference to use certain functions or behavioral preferences, although most 
individuals have the capacity to make use of the opposite preference as well. Each prefer-
ence includes some strengths, joys, and positive characteristics, and each has its problems 
and blind spots. In the interpretive materials in the manual, as well as in a number of other 
publications, the strengths, weaknesses, abilities, needs, values, interests, and other char-
acteristics are provided for scores on each of the scales as well as for the 16 types. 

The MBTI is used in a number of counseling situations. It is often used to explore re-
lationships between couples and among family members (discussed in Chapter 14). In 
work situations, counselors use the MBTI to develop teamwork and an understanding of 
relationships; in vocational counseling, they use it to examine the effects of each of the four 
preferences in work situations. For example, introverts like a work situation that provides 
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quiet or concentration and may have problems communicating, whereas extraverts like 
variety in action and are usually able to communicate freely. People with strong thinking 
preferences are interested in fairness and logic and may not be sensitive to other people’s 
feelings. Feeling types tend to be very aware of other people’s feelings and fi nd it diffi cult 
to tell people unpleasant things. Thus, preferences and strengths on the MBTI can be dis-
cussed in terms of occupational functions and work environments, although solid validity 
data for such use still need to be obtained. Readers are encouraged to visit publishers’ 
websites for resources on interpreting and applying MBTI types in various settings (e.g., 
http://www.capt.org, http://www.cpp.com). 

In addition, the manual lists the types of people found in various occupations—infor-
mation compiled from a vast data pool of people in different occupations who have com-
pleted the MBTI. People with certain MBTI types are found in substantially higher propor-
tions in certain occupations. All types may enter all types of occupations, but certain types 
choose particular occupations far more often than they do others. For example, although 
all types are represented among psychologists, 85% of psychologists are intuitive types 
and only 15% are sensing types, but, like the general population, they are evenly split on 
the introvert–extravert dimension. Thus, the MBTI can be useful in career counseling. 

Individuals who are intuitive, feeling, and perceptive seem to be more likely to seek 
counseling than individuals with other MBTI types (Mendelsohn & Kirk, 1962; Vilas, 
1988). Counselors often share these preferences. A few counselors administer the MBTI 
before counseling has begun so that they can use the results, along with the knowledge 
of their own type, in structuring the counseling process for a particular client. Counselors 
who make use of this personality inventory should be aware not only of its strengths and 
usefulness in various settings, but also of its various weaknesses, including ipsative scor-
ing and lack of criterion-related validity studies in certain settings.

The MBTI should not be used to label or narrowly categorize people. Also, people 
should not feel limited by their personality type. Although most people have a preferred 
personality style that they can learn to use to their advantage, they can also learn to express 
the less dominant aspects of their personality when appropriate. Counselors can teach 
clients to become more fl exible in the manner in which they respond to different situations.

An alternative to the MBTI is the Keirsey Temperament Sorter II (KTS-II; Keirsey, 2006), 
which was designed for personnel, consulting, and training settings (Zachar, 2005). It con-
tains 70 questions similar to MBTI items and classifi es individuals into four temperaments 
similar to MBTI personality types (Quinn, Lewis, & Fischer, 1992; Tucker & Gillespie, 1993). 
These temperaments, each of which consists of four MBTI letter codes, are titled Guardians, 
Artisans, Idealists, and Rationalists. The KTS-II yields an individual’s four-letter MBTI type 
in addition to the Keirsey temperaments. Individuals may take the KTS-II online and obtain 
their four-letter code for free, or they can pay a fee to have it completely scored.

California Psychological Inventory 

The California Psychological Inventory (CPI) was developed for use with relatively well-
adjusted individuals (Gough & Bradley, 2002). It is a popular inventory because it assesses an 
individual’s strengths and positive personality attributes. Although the MMPI was used as a 
basis for development of this inventory (over one third of the CPI items), the CPI is designed 
to measure everyday traits that its author, Harrison Gough, called “folk concepts”—traits such 
as sociability, tolerance, and responsibility, terms that people use every day and across cultures 
to classify and predict each other’s behavior (Donnay & Elliott, 2003). The 1995 version of the 
CPI (3rd edition), containing 434 items and 30 scales, was normed on standardization samples 
of 3,000 men and 3,000 women. The CPI 3rd edition was restandardized in such a way that the 
scales on the earlier and 1995 forms can be considered interchangeable. It takes 45–60 minutes to 
complete. The CPI has been used in organizational training and evaluation, and a briefer form, 
the CPI 260, has been specifi cally developed for managerial assessment and leadership training.

http://www.capt.org
http://www.cpp.com
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The CPI items deal with typical behavior patterns and attitudes with less objectionable 
content than the MMPI. The scales are designed to assess positive personality characteris-
tics and to aid in the understanding of “normal” individuals’ interpersonal behavior. Thus, 
the CPI is sometimes termed “the sane person’s MMPI.”

The CPI contains 20 folk scales that are organized into four separate clusters or classes 
(see Figure 13.2):

1. Class I is designed to assess interpersonal adequacy of poise, self-assurance, and 
ascendancy and contains seven scales titled Dominance, Capacity for Status, Socia-
bility, Social Presence, Self-Acceptance, Independence, and Empathy;

2. Class II contains measures of socialization, responsibility, and character with seven 
scales titled Responsibility, Socialization, Self-Control, Good Impression, Commu-
nality, Well-Being, and Tolerance;

3. Class III contains scales measuring intellectual and academic themes useful in edu-
cational counseling. The three scales in this cluster are titled Achievement via Con-
formance, Achievement via Independence, and Intellectual Effi ciency.

4. Class IV contains a mixed group of three scales that do not fi t well together or are 
not highly related to scales in the other three clusters. They include Psychological 
Mindedness, Flexibility, and Femininity–Masculinity.

Figure 13.2
California Psychological Inventory Report
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Of the 20 CPI scales, 13 were developed by the criterion group method, 4 (Social Pres-
ence, Self-Acceptance, Self-Control, and Flexibility) by internal consistency analysis, and 3 
(Good Impression, Communality, and Well-Being) by a combination of these two methods 
(Gough & Bradley, 2002).

Three of the scales are validity scales developed to detect faking or other test-taking 
attitudes. “Faking bad” is detected by T scores of 35 or less on the Well-Being, Communal-
ity, or Good Impression scales. Low scores on the Well-Being scale refl ect endorsement of 
items representing various physical and psychological complaints. Scores on the Commu-
nality scale are based on a frequency count of popular responses, with low scores (T = 29 or 
less for men, 24 or less for women) suggesting that the inventory has been taken in a ran-
dom or idiosyncratic fashion (Groth-Marnat, 2009). When a “fake bad” profi le is obtained, 
the counselor should ask why the individual feels a need to create an impression of serious 
problems. The person might in fact have very serious problems or might be malingering 
for some reason, or the low score might represent a cry for help. The Good Impression 
scale is based on responses by normal individuals asked to “fake good” to identify persons 
who are overly concerned about making a good impression. “Faking good” is suggested 
by a Good Impression T score of 65 or more, with this score as the highest on the profi le. 
Generally, most other scales will also show scores in the positive direction, which makes 
it diffi cult to differentiate between an individual with an excellent level of adjustment and 
one who is faking good. Here an individual’s history can usually help the counselor to dif-
ferentiate between faking good and superior adjustment.

Standard scores (T scores) are reported with a mean of 50 and a standard deviation of 
10 (see Figure 13.2; Donnay & Elliott, 2003; Gough, 1999, 2000). High scores (T scores of 60 
or above) tend to indicate psychological health and lower scores (40 or below) psychologi-
cal inadequacy or distress (except for the Femininity–Masculinity scale). Different profi les 
refl ecting different gender norms are used to plot scores for men and women. Results can 
be obtained on a profi le report, a narrative report, or a confi gural analysis report.

Norms in the current version are based on the 6,000 men and women who represent het-
erogeneous samples from high school and college students, teachers, business executives, 
prison executives, psychiatric patients, and prison inmates. Fifty percent are high school 
students, and 17% are college undergraduates. The manual (Gough & Bradley, 2002) con-
tains many specialized norm groups—a total of 52 for males and 42 for females—that 
counselors should consider using with clients who match the characteristics of the norm 
group (Hattrup, 2003). Reliability coeffi cients for some scales show substantial reliability, 
whereas for others, coeffi cients are more moderate. Median alpha coeffi cients for the 20 
folk concept scales were .72 for men and .73 for women. Test–retest reliabilities ran rela-
tively high, from .51 to .84 after a 1-year period. The many validity studies conducted with 
the CPI, usually exploring either predictive or concurrent validity, have yielded validity 
indices that have varied widely among the scales and among different types of validity 
criteria, typically predicted behavior.

On the basis of factor-analytic work, Gough developed three “vector” scales to measure 
broad aspects of personality structure. Because a number of the 20 scales on the CPI show 
considerable overlap, the three dimensions (vectors) can be used to facilitate understanding 
and interpretation of the 20-scale profi le. The three vectors are described generally as (a) 
internality versus externality, (b) norm favoring versus norm questioning, and (c) self-doubting 
vulnerability versus self-actualization (ego integration). These factors have been placed in 
an interpretive three-dimensional model (see Figure 13.2). The fi rst two vectors measure 
personality type, whereas the third vector measures levels of personality adjustment.

• Vector 1: High scorers tend to be viewed as reticent, modest, shy, reserved, moder-
ate, and reluctant to initiate or take decisive social action. Low scorers are talkative, 
outgoing, confi dent, and poised.
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• Vector 2: High scorers are viewed as well organized, conscientious, conventional, de-
pendable, and controlled. Low scorers are seen as rebellious, restless, self-indulgent, 
and pleasure seeking.

• Vector 3: High scorers are described as optimistic, mature, insightful, and free of 
neurotic trends and confl icts and as having a wide range of interests. Low scorers are 
seen as dissatisfi ed, unsure of themselves, and uncomfortable with uncertainty and 
complexity and as having constricted interests.

The intersection of Vectors 1 and 2 form four quadrants or lifestyles. Personality char-
acteristics can be inferred from membership in one of these four quadrants: Alphas are 
ambitious, productive, and socially competent; Betas are responsible, reserved, and con-
forming; Gammas are restless, rebellious, and pleasure seeking; and Deltas are withdrawn, 
refl ective, and detached. These four lifestyles are related both to going to college and to 
college majors (Gough, 2000). Among almost 3,500 high school graduates in 16 cities, the 
college-going rate for Alphas, who were most likely to major in engineering or business, 
was 61%; for Gammas, who were most likely to major in the social sciences, it was 40%; 
for Betas, who were most likely to major in teaching or nursing, it was 39%; and for Deltas, 
who were most likely to seek out the humanities or music, it was only 27%.

In addition to the 20 folk scales, there are 13 special purpose or research scales: Manage-
ment Potential, Work Orientation, Creative Temperament, Baucom’s Unipolar Masculinity 
scale, Baucom’s Unipolar Femininity scale, Leventhal’s Anxiety scale, Dicken’s scale for So-
cial Desirability, Dicken’s scale for Acquiescence, Leadership, Amicability, Law Enforcement 
Orientation, Tough-Mindedness, and Narcissism (Gough, 1999, 2000). A 33-item Depression 
scale has been constructed to identify depressive symptomatology (Jay & John, 2004).

The CPI has been shown to be useful in predicting success in a number of educational 
and vocational areas. Achievers in both high school and college have been shown to ob-
tain relatively high scores on the Achievement via Conformance, Achievement via Inde-
pendence, Responsibility, and Socialization scales. Studies making use of CPI scale scores 
have been shown to predict school and college performance beyond that using IQ scores 
or scholastic assessment test scores alone. Other scores (Achievement via Conformance, 
Capacity for Status, Sociability, Good Impression, and Intellectual Effi ciency scales) have 
been shown to be related to achievement in different types of vocational and professional 
training programs. The Dominance scale has proved to be effective in differentiating lead-
ers from nonleaders. The CPI has not been shown to be effective for clinical assessment 
because it was not designed for that purpose, although extreme scores can provide useful 
information about an individual’s maladjustment. An individual’s general level of adjust-
ment or maladjustment is indicated by the overall level of the profi le, but the scales do not 
yield much information related to a specifi c diagnosis. Juvenile delinquents and criminals 
tend to have low scores on the Responsibility and Socialization scales. Solitary delinquents 
tend to obtain low scores on the Intellectual Effi ciency and Flexibility scales, whereas so-
cial delinquents tend to obtain high scores on the Sociability, Social Presence, and Self-
Acceptance scales.

When interpreting the CPI results, the three validity scales (Good Impression, Commu-
nality, and Well-Being) should be inspected fi rst. If the CPI results are valid, the three vec-
tor scales should then be reviewed to provide a broad overview of the results—including 
classifi cation into one of the four lifestyles and the level of self-realization. After that, the 
profi le for the 20 individual scales should be examined.

In analyzing the CPI profi le, the counselor should begin by paying attention to the over-
all height of the profi le. Higher scores represent psychologically healthy responses, and 
these should be compared not only with the standard scores on the profi le but also, where 
possible, with an appropriate norm group. The mean on most of the scales, for example, is 
higher for college students than for high school students. Next, the counselor should pay 
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attention to the highest scores (T score of 60 or above) and the lowest scores (40 or below) 
on the profi le. The next step in examining the profi le is to attend to the height of the scores 
within each of the four classes. The class in which the scores tend to run the highest and 
those in which they tend to run the lowest should be examined and interpreted. Continu-
ing to examine the profi le, the counselor should interpret and discuss both the highest 
and lowest scales within each class. Finally, the counselor should pay attention to the re-
maining scales on the profi le to be described and interpreted. With this method, the most 
important aspects of the profi le are discussed fi rst and receive the most emphasis and are 
less likely to become lost by the client in the detailed interpretation that follows. Finally, all 
of the data, including scale interactions where appropriate, are integrated with other client 
information in the overall interpretation.

The manner in which the elevation of the scales can be interpreted is seen in Table 13.2 
for the Dominance scale of the CPI (Craig, 1999; Gough, 2000; Groth-Marnat, 2009; McAl-
lister, 1996). Similar information for all the CPI scales can be found in these sources. Be-
cause of the care with which the CPI was originally constructed and has since been revised, 
along with the many hundreds of studies using this instrument, the CPI has become one 
of the best and most popular personality inventories available. Because the majority of the 
scales were empirically constructed and scale scores can be compared with different norm 
groups, the counselor can make use of the instrument in assessing and comparing the 
strength of clients’ various personality characteristics, and clients can use the interpreta-
tion to assess their own strengths and weaknesses in comparison with normative samples.

Computer-based profi le interpretation is also available. A limitation of the CPI is that 
few studies have examined the meaning of elevations on more than one scale, in contrast 
to the considerable research that has been conducted on two and three high-point codes of 
the MMPI. Case Example 13.2 provides a sample CPI interpretation.

Case Example 13.2 
Theresa

The CPI profi le of scores for Theresa, a 35-year-old divorced administrative assistant, is 
shown in Figure 13.2. She sought counseling because of a general dissatisfaction with her 
current situation. She is not happy with her job; she has had three serious relationships 
with men since her divorce, none of which has developed into marriage; and she is often 
in confl ict with her 15-year-old daughter. After graduation from high school, she attended 
college sporadically for two years, earning fewer than 40 credits and a GPA of 1.6. She at-
tributes her poor record to a lack of goals, a lack of interest in liberal arts subjects, and to 
“too much partying.”

Table 13.2
Sample Interpretive Descriptions for the California Psychological Inventory Dominance Scale

Very High (T = above 65): Highly assertive, frequently seeks power and leadership positions in a 
direct manner, is confi dent, ambitious, and dominant, may be overbearing.

High (T = 60–65): Reasonably dominant and assertive, likely to take charge of situations, confi -
dent, optimistic, task oriented.

Moderately High (T = 55–60): Generally self-confi dent, can assume leadership roles when called 
upon.

Average (T = 45–55): Neither strongly dominant nor inhibited, not characterized by strongly 
assertive or unusually nonassertive behavior.

Moderately Low (T = 40–55): Likely to be hesitant to take the initiative, generally uncomfortable in 
leadership positions, may have diffi culty making direct requests.

Low (T = 35–40): Likely to appear dependent, generally prefers a nonassertive participant role, 
may resist change and be seen as lacking in self-confi dence.

Very Low (T = below 35): Likely to be socially withdrawn, appears shy and insecure, tends to 
avoid tension and pressure situations, usually seen as submissive and inhibited.
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The validity scales from Theresa’s CPI profi le show a tendency to present herself in a 
negative fashion (Good Impression = 34). Her personality type, Gamma, suggests self-
confi dence and social competence together with restlessness, pleasure seeking, and non-
conforming beliefs and behaviors. At Level 4 (out of seven levels) on Vector 3 (Ego Inte-
gration), she shows average integration and realization of potential. As a Gamma at this 
level, she may feel somewhat alienated from society. At a higher level, she might be seen as 
creative or progressive; at a lower level, she might be viewed as antisocial.

In general, the scores on Theresa’s profi le fall near the midpoint, which corresponds 
with her Level 4 score on Vector 3. Her two high scores (T score of 60 or above) indicate 
that she is “self-suffi cient, resourceful, detached” (Independence scale) and that she “likes 
change and variety”; that she is “easily bored by routine life and everyday experience”; 
and that she “may be impatient, and even erratic” (Flexibility scale; Gough & Bradley, 
2002, pp. 12–13). Her three low scores (T score of 40 or below) indicate that she “insists on 
being herself, even if this causes friction or problems” (Good Impression scale); that she 
is “concerned about health and personal problems; worried about the future” (Well-Being 
scale); and that she “has diffi culty in doing best work in situations with strict rules and 
expectations” (Achievement via Conformance scale; Gough & Bradley, 2002, pp. 12–13). 
Theresa used the information from the CPI together with other information to gain a better 
understanding of herself and her situation.

• • •

Sixteen Personality Factor Questionnaire 

The Sixteen Personality Factor Questionnaire (16 PF, 5th edition) is a personality inven-
tory developed through the factor-analytic technique by Raymond B. Cattell and others 
(H. E. P. Cattell & Schuerger, 2003; Karson, Karson, & O’Dell, 1997; Russell & Karol, 1993). 
On the basis of the commonsense theory that if a human trait exists, a word in the language 
would have been developed to describe it, Cattell began from a list of all adjectives that 
could be applied to humans from an unabridged dictionary and produced a list of 4,500 
trait names. These were combined to reduce the list to 171 terms that seemed to cover all of 
the human characteristics on the longer list. He then asked college students to rate their ac-
quaintances on these terms and, through factor analysis, arrived at 16 primary factors that 
were developed into the 16 scales. Additional scores are now also obtained on fi ve global 
factors—Extraversion, Anxiety, Tough-Mindedness, Independence, and Self-Control (note 
resemblance to the Big Five)—as well as on a number of additional derived scales.

The adult edition now contains 185 items. High and low scores on each of the scales repre-
sent opposite characteristics. Thus, the scales are labeled Practical versus Imaginative, Trust-
ing versus Suspicious, Concrete versus Abstract, Shy versus Socially Bold, and Relaxed ver-
sus Tense. Separate-sex and combined-sex norms are available for adults, college students, 
and high school juniors and seniors. Scores are given in terms of stens—standard scores with 
a mean of 5.5 and a standard deviation of 2.0. Scores below 4 (10th percentile) are considered 
low, and scores above 7 (90th percentile) are considered high. Because the scales are bipolar, 
both high and low scores can be interpreted as representing a particular characteristic (H. 
E. P. Cattell & Schuerger, 2003). Several sets of equivalent forms of the inventory have been 
developed. In addition, the adult level has been extended downward to develop a form for 
high school students ages 12 to 18 (the High School Personality Questionnaire) and another 
one for use with children ages 8 to 12 (the Children’s Personality Questionnaire).

Three different validity scales have been developed, one to detect random responding, 
one to detect faking-good responses (called the Motivational Distortion scale), and a third 
to predict attempts to give a bad impression (called the Faking Bad scale). Additional ad-
aptations and computer-generated interpretations of the 16 PF have been published and 
promoted for use in marriage counseling, career counseling, job profi ciency, and the as-
sessment of managers.



272 • Types of Assessment

The following steps constitute a suggested strategy for interpreting the 16 PF. After con-
sidering client information and the context of the assessment, the counselor should fi rst 
inspect the three validity scales to determine whether the results are trustworthy. Second, 
the counselor should interpret global scores and their patterns and evaluate overall ad-
justment level (Craig, 1999). Third, the counselor should interpret very high or very low 
primary factor scores. Fourth, the counselor should interpret patterns (interrelationships) 
of primary factor scores, paying attention to any inconsistencies among the primary scores 
within the global factors that may affect the interpretation of the global scores (Schuerger, 
2000). Another approach in using the 16 PF is to compare the client’s overall profi le with 
typical profi les of certain groups using available computer programs. 

The 16 PF is based on a large amount of research both in the construction of the instru-
ment and in the examination of its reliability and validity. Test–retest reliability coeffi cients 
over short periods tend to range from .60 to .85. The reliability coeffi cients are somewhat low 
because the scales are made up of relatively few items (10 to 13 items per scale). A wide variety 
of validity data is available, including the prediction of academic grades and mean profi les for 
many groups such as delinquents, neurotics, and workers in a variety of different occupations.

NEO Personality Inventory–Revised 

The NEO Personality Inventory–Revised (NEO PI-R) was developed to assess the Big Five 
personality factors previously mentioned (Costa & McCrae, 1992). It consists of fi ve 48-item 
scales answered on a 5-point agree–disagree continuum. Scores are obtained on each of the 
fi ve domains of Neuroticism (high scores: poor adjustment and emotional distress; low 
scores: self-confi dent, free of neurotic confl icts), Extraversion (high scores: sociable, energetic; 
low scores: reserved, even-paced), Openness (high scores: imaginative, curious; low scores: 
practical, traditional), Agreeableness (high scores: sympathetic, dependent; low scores: ego-
centric, antagonistic), and Conscientiousness (high scores: organized, self-controlled; low 
scores: easygoing, disorganized) as well as on 30 facet subscales. Each of the fi ve global di-
mensions is composed of six subscales of eight items, each designed to measure facets of the 
global dimension. The Neuroticism domain includes facets such as anxiety, hostility, and de-
pression, whereas the Conscientiousness domain includes facets such as competence, order, 
and self-discipline. Except for the Neuroticism scale, higher scores are indicative of positive 
characteristics, but on two of the scales (Agreeableness and Conscientiousness), very high 
scores can indicate a lack of balance in the individual’s personality structure.

Reliability coeffi cients ranging from .8 to .9 are reported for the global dimensions, with 
the facet scales ranging from .6 to .8. Separate profi le sheets are provided with differing 
norms for males, females, and college students. The inventory is easy to administer and 
hand score, although computer administration, scoring, and interpretation are available. 
Concurrent validity studies (primarily with other personality measures) have yielded 
moderate to strong correlations in expected directions.

The NEO PI was originally developed on populations available from two large stud-
ies of aging adults, indicating that the inventory can be used throughout the full range of 
adult ages. Because it was developed primarily with adults, different norms must be used 
with adolescents and college-age adults, because they tend to achieve particularly high 
scores on certain of the inventory’s fi ve dimensions. In addition to the individual form 
(Form S), an additional form (Form R) is available; it has the same items but is designed 
to be completed on an individual by another rater—someone who knows the individual 
well, such as a spouse or peer. The scores representing an individual’s self-perception and 
another’s perception can then be compared. Correlations that range from .5 to .7, which 
are typically obtained between individual and partner or peer ratings, can be interpreted 
as evidence of the validity of the instrument.

A form for use in employment and career counseling settings where the Neuroticism 
factor is not relevant is the NEO-4. It can provide feedback in nonthreatening terms appro-
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priate for both group and individual sessions. Again, two forms are provided: self-reports 
(Form S) and ratings by another individual (Form R). A shortened version, the NEO Five 
Factor Inventory, which yields scores only on the fi ve domains, is also available.

A rapidly increasing number of research studies using the NEO PI-R have been con-
ducted, and it has emerged as one of the better inventories available for the assessment of 
normal adult personality. In addition, when administered to clinical samples, NEO PI-R 
scores have been shown to add incremental predictive validity to MMPI-2 results (Costa & 
Widiger, 2002). It increased diagnostic classifi cation an additional 7% to 23% beyond that 
obtained with 28 MMPI-2 scores. The NEO PI-R may have the potential to bridge the gap 
between general personality and psychopathological instruments (J. D. Miller, Reynolds, 
& Pilkonis, 2004; Quirk, Christiansen, Wagner, & McNulty, 2003).

Coopersmith Self-Esteem Inventories 

Stanley Coopersmith, who devoted a large part of his career to the study of factors re-
lated to self-esteem, defi ned self-esteem as “the evaluation a person makes and customar-
ily maintains with regard to him- or herself ” (Coopersmith, 1993, p. 5). He reasoned that 
people who have confi dence in their abilities will be more persistent and more successful 
in their activities than those who perceive themselves negatively. He looked on self-esteem 
as a global construct that affects a person’s evaluation of his or her abilities in many ar-
eas. Because of the importance of self-esteem to the individual, in terms both of school or 
work performance and of personal satisfaction, Coopersmith believed that counselors and 
teachers in particular should be aware of defi cits in children’s self-esteem and that they 
should be aware of methods for helping to improve self-esteem.

He developed three forms of the Coopersmith Inventory (so named to avoid infl uenc-
ing responses) to measure self-esteem. The longest and most thoroughly developed form is 
the School Form (Form A). This form, which contains 58 items and six scales, was designed 
for students ages 8 to 15. An abbreviated version of this form, the School Short Form (B), 
was constructed from the fi rst 25 items in the School Form for use when time is limited. 
(The School Form requires about 10 to 15 minutes for most students, whereas the School 
Short Form can usually be answered in about 5 minutes.) The Adult Form (C), which also 
contains 25 items, was adapted from the School Short Form. All items, such as “I’m a lot of 
fun to be with,” are answered “like me” or “unlike me.”

The School Form provides six scores: a total self-esteem score; four scores derived from 
subscales that measure self-esteem in regard to peers, parents, school, and personal inter-
ests; and a score based on a Lie scale that checks for defensiveness. The School Short From 
and the Adult Form yield only one score: the total self-esteem score. Measures of internal 
consistency show acceptable reliabilities for both the subscores and the total scores (Lane, 
White, & Henson, 2002). Studies based on the School Form show signifi cant relationships 
between self-esteem and school performance (C. Peterson & Austin, 1985; Sewell, 1985).

As a check on the individual’s self-report on the inventory, Coopersmith and Gilberts (1982) 
developed the Behavioral Academic Self-Esteem (BASE) rating scale for teachers to use in 
evaluating a student’s performance in 16 situations. The scale contains items similar to “this 
child likes to work on new tasks” and “this child readily states his/her opinion.” Teachers 
rate students on a 5-point scale based on the frequency with which they perform the behav-
ior indicated. The BASE provides outside information to check the accuracy of a student’s 
self-perception; however, it should be remembered that teacher ratings only infer student self-
esteem and should be used only along with student responses (Marsh, 1985). Counselors can 
profi t from both types of information in helping clients to enhance their self-esteem.

Tennessee Self-Concept Scale 

The Tennessee Self-Concept Scale (2nd edition), a famous measure of self-concept, is a 
90-item instrument that yields a total of 14 scales for counseling purposes. The scales as-
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sess self-concept in terms of identity, feelings, and behavior (Psychological Assessment 
Resources, 2012). Items are answered on a 5-point scale ranging from completely false to 
completely true. Nine different measures of self-concept have been derived for areas such as 
identity, physical self, moral/ethical self, self-satisfaction, and social self. In addition, there 
are two summary scores and four validity scales. The second edition was standardized on 
a nationwide sample of 3,000 individuals ages 7 to 90. There is a child form for ages 7 to 
14 and a young person–adult form for ages 13 and older. The fi rst 20 items on either ver-
sion can be administered as a short form when only a quick summary is needed. A similar 
instrument designed especially for younger children is the Piers–Harris Children’s Self-
Concept Scale, an 80-item instrument designed for children in Grades 3 through 12 and 
written at a third-grade level (Piers & Harris, 1996).

Popular Unstructured Personality Assessments

Whereas the previous section addressed several popular structured personality assess-
ments, this section briefl y describes popular unstructured or projective assessments. Be-
cause there is an infi nite variety of possible responses to ambiguous stimuli, no particular 
conclusion can be drawn from any single response. Responses may be classifi ed, however, 
and from a number of responses, general impressions and inferences regarding a person’s 
personality may be derived. The administration and scoring of most projective instruments 
require considerable training and experience on the part of the examiner. Interpretations 
have generally drawn on psychoanalytic theory.

Lindzey (1959) classifi ed projective techniques into fi ve categories: (a) association to ink-
blots or words, (b) story construction or sequences, (c) sentence or story completion, (d) pic-
ture arrangement/selection or verbal choices, and (e) drawing or play techniques. Thus, a 
variety of ambiguous stimuli have been used for assessment purposes, such as inkblots, 
pictures, and incomplete sentences. In this section several popular projective assessments 
are discussed in relation to many of Lindzey’s categories: Rorschach Inkblot Test (associa-
tion); Thematic Apperception Test, Children’s Apperception Test, Thompson Thematic Ap-
perception Test, and TEMAS (story construction); Rotter Incomplete Sentences Blank (sentence 
completion); and Draw-A-Person Test and House–Tree–Person (drawing expression).

Rorschach Inkblot Test

The most widely used projective test has been the Rorschach Inkblot Test (Goldfried, Strick-
er, & Weiner, 1971; Ulett, 1994), developed in 1921 by Hermann Rorschach, a Swiss psychia-
trist. He placed ink on a piece of paper and folded the paper to form ink blots then asked 
people to say what images the ink blots suggested to them and used the responses to assess 
personality. A series of 10 ink blots have become the standardized stimuli, some of them in 
gray and several with combinations of colors. Several different methods of administration, 
along with various systems to score the responses, have been developed. Responses are clas-
sifi ed and scored according to set criteria, such as the location of the response on the ink 
blot, the feature that determined the response, and the content of the response. Figure 13.3 
provides an example of an inkblot similar to one used on the Rorschach. 

Exner’s (1993, 2001) Comprehensive System (CS) has emerged as the most popular scor-
ing scheme and has been shown to have considerable interscorer reliability. Each response 
given to each ink blot is scored for (a) location (which part or whole of blot), (b) determi-
nant (which feature or color), (c) content (e.g., clouds, geography, anatomy), and (d) popu-
larity (common or original). Numbers and ratios of responses in different categories are 
related to the interpretation given to the test protocol. The Exner system has been shown 
to have considerable validity in identifying certain personality characteristics. It has been 
criticized, however, for problems with clinical sample norms and its tendency to make 
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normal individuals appear as if they suffer from severe psychopathology (Garb, Wood, 
Lilienfeld, & Nezworski, 2005).

Although the Rorschach is diffi cult to evaluate because of its complexity, a meta-analysis 
of validity studies conducted with the Rorschach indicated that it showed more success 
than the MMPI in predicting objective criterion variables. The MMPI proved to be more ef-
fective in predicting psychiatric diagnoses and self-report criteria (Hiller, Rosenthal, Born-
stein, Barry, & Brunell-Neuleib, 1999). The Rorschach continues its popularity in many 
clinical settings (Groth-Marnat, 2009).

Thematic Apperception Test and Additional Story 
Construction Assessments 

The Thematic Apperception Test (TAT) was developed by Christina Morgan and Henry 
Murray based on Murray’s theory of needs (apperception means to perceive in terms of past 
perceptions; H. A. Murray, 1943). It consists of 30 black-and-white picture cards, most con-
taining one or more human fi gures, and one completely blank card. Twenty of the 30 cards 
are presented in a test administration, the selection of the 20 depending on the age and 
sex of the examinee. The examinee is asked to make up a story about each picture and to 
include what is currently happening in the picture, what led up to that situation, how the 
people in the story feel, and how the story ends. If examinees fail to include any of these 
elements, they are asked to fi ll in the information after the initial story has been completed. 
They are expected to identify with the hero in their story and project their needs, attitudes, 
and feelings on this character (Groth-Marnat, 2009).

When the entire test is administered, it is usually broken down into two sessions on 
two different days, with 10 cards administered at each session. The cards that illustrate 
more threatening material are usually included in the second session. Many of those who 
administer the TAT do not use all 20 cards but select 8 to 12 of them and use them (in the 
sequences noted by numbers on the back) in a single session. The TAT is usually not scored 
in any objective fashion, but the frequency of various themes, the intensity and duration 
of the stories, and the outcomes are taken into account. It is assumed that the hero in the 
story is the person with whom the examinee identifi es. The assumption in interpreting the 
results is that examinees reveal their confl icts, experiences, needs, and strivings in their 
storytelling responses. A number of more objective scoring systems have been developed 
for the TAT to assess such concepts as achievement, ego development, or gender identity 
(Teglasi, 2001), but most are complex and do not provide the overall qualitative view of the 
individual usually sought by those using this instrument. 

Figure 13.3
Rorschach Plate 1

Note. From Hermann Rorschach, Rorschach-Test. Copyright by Verlag Hans Huber, Hogrefe AG, 
Bern, Switzerland. Reprinted with permission.
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Instead of administering the entire TAT, counselors often select a few cards for use in 
an early interview. The cards can be used as a method of initially gaining rapport and as 
a method of encouraging the client to open up and talk during the counseling session. At 
the same time, the storytelling responses can yield considerable insight into the needs and 
personality of the client. 

The Children’s Apperception Test (CAT) consists of 10 pictures and is designed for use 
with children ages 3 to 10. Typically, a version using animals in human social settings is 
used (CAT-A) as it is believed that children can better identify with animals than humans. 
There is no psychometric information for the CAT. 

The Thompson TAT (T-TAT) and the TEMAS (Spanish for theme and acronym for “tell 
me a story”) are intended to represent adaptations of the TAT for diverse populations. The 
T-TAT was developed by redrawing 21 original TAT pictures using African American fi g-
ures (C. Thompson, 1949). The TEMAS consists of 23 pictures of Latinos in urban settings 
(Aiken & Groth-Marnat, 2008). A scoring key is provided, although the TEMAS yields 
questionable reliabilities across cognitive, ego, and affective functions. 

Rotter Incomplete Sentences Blank

In the sentence completion technique, a person is asked to complete a number of sentence 
fragments that are related to possible confl icts or emotions. The most popular sentence 
completion test is the Rotter Incomplete Sentences Blank (2nd edition; Rotter, Lah, & Raf-
ferty, 1992), which consists of 40 sentence fragments. Most of the sentence fragments are 
written in the fi rst person, such as “My mother . . .” or “What bothers me most is. . . .” There 
are three forms: one for high school, one for college, and one for adults. It is expected that 
attitudes, traits, and emotions will be expressed in the responses. Responses are compared 
with sample answers in the manual (Rotter et al., 1992) and scored on a continuum of 6 to 
0, from unhealthy or maladjusted through neutral to healthy or positive responses (higher 
scores suggest greater maladjustment). Thus, a single overall adjustment score is produced 
that makes this particular form useful as a gross screening instrument.

Because sentence fragments are easy to construct, counselors often develop their own 
incomplete sentence instruments to deal with various types of confl icts and problems pre-
sented by clients. Sample sentence stems might include “I get worried when . . .” or “I 
think my future . . .” Thus, one counselor-constructed incomplete sentence instrument will 
deal with problems and confl icts revolving around educational/vocational decision mak-
ing, another might deal with family confl icts, another with interpersonal confl icts, and yet 
another with school diffi culties.

Draw-A-Person

The Draw-A-Person Test (DAP) was developed by Machover (1949) and is still used as a clini-
cal assessment tool. It was developed from Goodenough’s (1926) Draw-A-Man task, which was 
used to assess intelligence. Counselors can administer the DAP by presenting a child or adoles-
cent with a blank piece of paper and a pencil with eraser and requesting he or she “draw a per-
son.” Then, counselors may ask the client to draw another person of the opposite sex. Machover 
believed that psychodynamically based impulses would be differentially projected upon female 
and male persons. The manual contains interpretations for various body parts as well as general 
orientation of the fi gure(s). The DAP has been heavily critiqued for its lack of psychometric merit, 
and counselors are encouraged to use the projective assessment as a means for evaluating behav-
ioral or emotional problems within the context of the clinical interview. 

House–Tree–Person

The House–Tree–Person (HTP) projective drawing technique evolved from the earlier 
“draw-a-person” method of attempting to assess a child’s level of cognitive maturity. It 
is one of the more widely used projective techniques because it often yields considerable 
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clinical information and is easy to use (Buck, 1992). The individual simply draws a house, 
a tree, and a person, usually on three separate sheets of paper. Then the individual is asked 
to describe, defi ne, and interpret each of the drawings. Characteristics of the drawings 
are scored, and interpretive concepts are applied to the characteristics and the responses. 
Interpretive guidelines are available, but they lack independent validation and any exten-
sive research base (Groth-Marnat, 2009). The HTP tends to be used primarily as a way of 
interactively engaging a client to determine therapeutic interventions. Table 13.3 provides 
a sample of interpretations for H-T-P elements.

Activity 13.1 Evaluating Projective Assessments
Select one of the assessments discussed in this section. Use assess-
ment sources discussed earlier in the text to collect psychometric 
information on the assessment. Refl ect on the following questions:

• What is the psychometric evidence (e.g., reliability, validity, standard-
ization sample, scoring information) for the assessment? How strong 
is this evidence?

• How would you use this instrument in your practice?
• What are some of the advantages and disadvantages of the assessment?
• What are some multicultural considerations with the assessment?

Present the information to the larger group.
• • •

Health and Lifestyle Inventories
Researchers have recognized the importance that psychosocial factors play in individuals’ 
efforts to recover from injury or illness as well as in their overall lifestyle satisfaction, and 

Table 13.3
Selected House–Tree–Person Interpretations

House: home atmosphere, intrafamilial 
relationships
 Rear of house drawn

 Close appearance
 Very small house
 Multiple chimneys

 Absence of door
 Small windows

Tree: experience of one’s environment
 Dead trees
 Very large trees
 Broken or cut-off branches
 Excessive branches
 Faintly drawn trunks

Person: interpersonal relationships
 Folded arms
 Buttons
 Very small eyes
 Long feet
 Large ears
 Omitted mouth

Note. Information from Buck (1992) and Ogdon (2001). 

Element Interpretation

Withdrawal, oppositional tendencies, possible paranoid 
tendencies

Interpersonal warmth
Rejection of the home and home life, withdrawal
Overconcern with sex, may represent compensation for 

sexual inadequacy
Feelings of isolation, possible psychosis
Lack of interest in people, psychological inaccessibility

Depression, guilt, potential suicidality, withdrawal
Possible aggressive tendencies, overcompensation
Feelings of trauma and/or impotency
Possible obsessive–compulsive or manic tendencies
Inadequate ego strength, indecision, anxiety

Suspiciousness and/or hostility
Dependency
Introversion, self-absorption, or regressive tendencies
Need for security
Hypersensitivity to criticism, paranoid tendencies
Guilt, depression, possible psychosomatic problems
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this recognition has led to the development of several so-called biopsychosocial inventories. 
Such inventories assess the psychosocial issues that encourage or inhibit the recovery of 
individuals from injury or illness. These measures can be particularly useful to rehabilita-
tion counselors and other mental health professionals. Other inventories assess the overall 
physical and psychological wellness of clients.

The Battery for Health Improvement 2 (BHI-2; Bruns & Disorbio, 2003) is designed to 
identify relevant factors that may interfere with health improvement or injury recovery. 
Its 217 items yield 16 scales plus 2 validity scales. There are three Affective scales (e.g., 
Depression, Anxiety), four Physical Symptom scales (e.g., Somatic Complaints, Pain Com-
plaints), fi ve Character Scales (e.g., Substance Abuse), and four Psychosocial scales (e.g., 
Family Dysfunction). The instrument was normed on a sample of 527 patients in actual 
treatment for physical rehabilitation and chronic pain as well as an additional 725 com-
munity individuals. Scale score reliabilities range from .74 to .92 for internal consistency 
and from .88 to .98 for test–retest (Fernandez, 2001). There is a shorter 63-item form, the 
Brief Battery for Health Improvement 2 (BBHI-2), developed to help practitioners quickly 
evaluate psychosocial factors commonly seen in medical patients. It was derived from the 
longer form using the same norm groups.

The Coping with Health Injuries and Problems inventory (CHIP; Endler, Parker, & 
Summerfeldt, 1998) can be used both to examine the psychological strategies a client is 
using to cope with physical health problems and to suggest more effective ones. It was 
normed on more than 2,500 adult and university students, including almost 400 who were 
seeking medical treatment.

The Wellness Evaluation of Lifestyle (WEL) is a 131-item inventory that deals with 
lifestyle behaviors, perceptions, and attitudes (J. E. Myers, Luecht, & Sweeney, 2004). It is 
designed to assess fi ve lifestyle tasks (e.g., Self-Regulation, Work and Leisure, Love) and 
14 dimensions of wellness (e.g., sense of control, exercise, intellectual stimulation; Cox, 
2003). Two briefer forms have been developed using factor analysis techniques—a 73-item 
fi ve-factor WEL (5FWel) and a 56-item four-factor WEL (4-Wel; Abrahams & Balkin, 2006).

The Lifestyle Assessment Questionnaire is published by the National Wellness Institute of 
Stevens Point, Wisconsin. It contains 227 questions dealing with the assessment of lifestyles in 
six areas. The instrument is not well developed in terms of reliability and validity studies but 
can be useful in reviewing current behavior and planning future lifestyle activities.

Chapter Summary

This chapter presented several popular structured and unstructured personality assessments 
that counselors may fi nd useful in evaluating personality characteristics for further diagno-
sis and treatment planning. Structured or objective assessments are typically used to test 
hypotheses and examine psychopathology and behavioral problems, whereas unstructured 
or projective assessments are typically used to generate hypotheses about personality using 
ambiguous stimuli. In this chapter various methods for developing objective assessments 
were described: logical content, theoretical, criterion group, and factor analysis. To interpret 
results of a personality inventory competently, counselors must understand both the person-
ality characteristics being assessed and the approach used to develop the various inventory 
scales. In addition, administering, scoring, and interpreting both structured and unstruc-
tured personality assessments often require additional specialized training. 

Popular structured personality assessments include the Minnesota Multiphasic Per-
sonality Inventories (MMPI-2, MMPI-2-RF, MMPI-A), the MCMI-III, MIPS-R, PAI, MBTI, 
CPI, 16PF, NEO-PI-R, Coopersmith Self-Esteem Inventory, and the Tennessee Self-Concept 
Scale. Popular unstructured or projective personality assessments include the Rorschach 
Inkblot Test, TAT, CAT, TEMAS, Rotter Incomplete Sentences Blank, DAP, and HTP. For 
both practical and psychometric reasons, projective instruments such as the Rorschach 
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Ink Blot Test and the TAT are seldom used by counselors. Condensed or adapted versions 
of projective tests such as the TAT and Rotter Incomplete Sentences Blank are sometimes 
used by counselors as rapport-building techniques that may also yield insight into the cli-
ent’s personality.

This chapter also discussed health and lifestyle inventories. Biopsychosocial factors af-
fecting health and lifestyles can be assessed using several recently developed inventories, 
such as the BHI-2, CHIP, WEL, and the Lifestyle Assessment Questionnaire.

Review Questions

1. Pretend you are interested in developing a personality measure to assess mo-
tivation to change. How could you use each of the four methods of objective 
test construction (logical content, theoretical, criterion-group, factor analysis) to 
develop your assessment?

2. Several structured personality assessments discussed in this chapter addressed 
“normal” or positive personality characteristics. How was personality conceptual-
ized by these instruments?

3. What are some of the strengths and limitations of structured personality assessments?
4. What are some of the strengths and limitations of unstructured personality assessments?
5. How can counselors use health and wellness inventories in their practice?
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This chapter discusses various assessment tools that may be used to examine interpersonal 
relationships, specifi cally those within couples and families. First, instruments for couples and 
family counseling, particularly related to relationship satisfaction and quality of engagement, 
are presented. Guidelines for assessing intimate partner violence and child abuse are then dis-
cussed. Third, a brief description of genograms is provided. The chapter concludes with a brief 
discussion of assessments used to gauge other types of interpersonal relationships. 

Test Your Knowledge

Select the most appropriate choice for each item.

 1. Which of the following relationship inventories has not been normed with 
nontraditional (i.e., gay) couples?

  a. Marital Satisfaction Inventory, Revised
  b. Couple’s Precounseling Inventory
  c. Derogatis Sexual Functioning Inventory
  d. Dyadic Adjustment Scale

2. The highest child abuse victimization rate per 1,000 children occurs for which racial/
ethnic group?

  a. Whites b. African Americans c. Latinos d. Native Americans

3. Which of the following is commonly included on a genogram?
  a. Marriages b. Births c. Interactional patterns d. All of the above

□ T  □ F  4. There are several relationship inventories with strong psychometric 
    evidence available to counselors.

□ T  □ F  5. Very few intimate partner violence assessments solicit information
     about a client’s available support systems or needs.
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Inventories for Couples and Family Counseling

Snyder, Heyman, and Haynes (2005) pointed out that the assessment of couples differs 
from individual assessment in a number of ways: (a) It focuses on the relationships and 
interactions between two or more persons, (b) it can provide the opportunity to directly 
observe interpersonal communication, and (c) it may involve attempting to maintain a 
supportive alliance while assessing antagonistic partners. Many of these differences can 
also be seen with family assessment. Snyder et al. also believed that when counseling in-
dividuals, assessment of couple functioning should be a standard practice; in a similar 
manner, when counseling couples, partners should be assessed individually for serious 
emotional or behavioral problems. 

Although a number of instruments have been designed specifi cally for relationship 
counseling, relatively few of these instruments are used as a part of the counseling process. 
The nine relationship inventories most likely to be used in counseling are briefl y discussed 
in this chapter. Most of the other instruments lack substantial amounts of psychometric 
data. They have also almost always been developed with White, middle-class couples. 
Many of these instruments, which can be considered experimental at this point, are pri-
marily used in research studies in this fi eld.

Myers–Briggs Type Indicator 

The MBTI (see Chapter 13) is used to help couples understand their differences in the 
four dimensions measured by the MBTI and therefore to help them use these differences 
constructively. Data accumulated by the Center for Applications of Psychological Type in-
dicate that people are only slightly more likely to partner with individuals of similar than 
of opposite types (I. B. Myers et al., 1998). The proportion of couples alike in three or all 
four dimensions is only slightly higher than would be expected from a random assortment 
of types. The MBTI thus can be used to assist couples in understanding their differences 
and similarities.

When couples differ on the thinking–feeling dimension, feeling partners may fi nd their 
signifi cant other cold, unemotional, and insensitive, whereas the thinking spouse can be-
come irritated with the seeming lack of logic of feeling types. Counselors can help thinking 
types to improve relationships by openly showing appreciation and by refraining from 
comments that sound like personal criticism. They can encourage feeling types to state 
wishes clearly, so the thinking partner does not have to guess their wishes. One spouse 
may be an extrovert who needs considerable external stimulation, whereas the other may 
be an introvert who needs suffi cient time alone. This situation becomes a problem when 
the introverted partner expends a good deal of energy in extroverted work all day and has 
little energy left for sociability in the evening. The extroverted partner, on the other hand, 
may work in a more solitary setting and look forward to an evening of social stimulation 
and activity. Problems arising from judging–perceiving differences can be found when 
planning, order, and organization are important to the judging partner whereas freedom 
and spontaneity are important to the perceptive partner, who also has a great deal more 
tolerance for ambiguity.

In using the MBTI with couples, counselors sometimes ask couples to guess the types of 
their partners after describing the types briefl y. It is also possible to have partners answer 
the MBTI twice, once for themselves and once as they believe their partner will respond. 
In either case, the accuracy of partners’ type descriptions can be discussed, which can be 
useful to the couple as they see how such differences affect their relationship.

The MBTI can also be useful in family counseling in discussing issues such as diffi cul-
ties in communication, differences in child-rearing styles, and dissimilarities in attitudes 
toward other family members. For example, a counselor can help an orderly, practical, 
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sensing–judging parent to see that it is easier for him or her to raise a sensing–judging 
child, who desires structure and organization, than it is for that parent to raise an indepen-
dent, intuitive–perceptive child, who rebels against structure and order.

Taylor–Johnson Temperament Analysis 

The Taylor-Johnson Temperament Analysis (TJTA) consists of 180 items equally divided 
among nine bipolar scales measuring 18 traits related to interpersonal relationships and 
personal adjustment (e.g., Nervous–Composed, Depressive–Lighthearted, Responsive–
Inhibited, Dominant–Submissive, and Self-Disciplined–Impulsive; Johnson, Taylor, Morrison, 
Morrison, & Romoser, 2007). The TJTA can be used in individual and group settings, and 
there is a form available for use with adolescents and individuals with lower reading levels. 
Norms are available for four groups (i.e., adolescent, young adult, general adult, and senior 
adult). The manual was updated recently in 2012 (Psychological Publications, 2012). 

Although the TJTA is a self-report questionnaire, a unique feature of this instrument 
is the crisscross procedure in which one person records his or her impressions of another 
person. This use can be valuable in family counseling involving parent–adolescent interac-
tion, in situations involving sibling confl ict, or in premarital or couples counseling.

Marital Satisfaction Inventory–Revised 

The Marital Satisfaction Inventory–Revised (MSI-R) is a self-report inventory designed to 
assess couples’ interactions and the extent of couples’ distress (Snyder, 1997). Scores are ob-
tained on 13 subscales (e.g., Affective Communication, Problem-Solving Communication, 
Disagreement About Finances, Sexual Dissatisfaction, Confl ict Over Child-Rearing) and 
a Global Distress scale, which measures general unhappiness and uncertain commitment 
in the partnership. A Social Desirability scale (conventionalization) and an Inconsistency 
scale are included as a check on the response set of the test taker, and an Aggression scale 
has been added. The scales contain 9 to 19 true–false items per scale. In the revised version, 
items were changed to be appropriate for both traditional and nontraditional couples, and 
the inventory was restandardized on a larger and more representative sample of couples.

The MSI-R is intended to be used in couples counseling, with both partners taking the 
inventory and the results being displayed on a single profi le that indicates areas of agree-
ment and disagreement. It is typically administered during the initial contact with the 
counselor or agency so that results are available for the ensuing counseling sessions. The 
MSI-R provides useful information for counselors by providing a picture of the couple’s 
overall relationship distress, the general quality of their communication, and the differ-
ences between their perceptions of aspects of their relationship. In addition to the paper-
and-pencil instrument, there is a computerized version that generates a test report and an 
interpretation. Validity studies of the MSI-R scales generally show reasonable correlations 
with other measures of relationship satisfaction. The MSI-R signifi cantly differentiates be-
tween various criterion groups experiencing relationship dissatisfaction. The manual 
(Snyder, 1997) for the MSI-R reports internal consistency coeffi cients and test–retest 
reliability coeffi cients in the .80 to .95 range.

Derogatis Sexual Functioning Inventory 

The Derogatis Sexual Functioning Inventory (DSFI) yields 12 scores and consists of 10 
scales with titles such as Information, Experience, Psychological Symptoms, Gender Role 
Defi nition, and Sexual Satisfaction (Derogatis, 1979). A total score and the client’s evaluation 
of current functioning are also included. The Information subscale consists of 26 true–false 
items measuring the amount of a client’s accurate sexual information. The Experience sub-
scale lists 24 sexual behaviors ranging from kissing on the lips to oral–genital sex. The 
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Sexual Drive subscale measures the frequency of various sexual behaviors, and the Atti-
tude subscale measures the diversity of liberal and conservative attitudes.

The entire inventory can be expected to take 45 minutes to 1 hour to complete and was 
designed to assess individual rather than couple sexual functioning. The DSFI primar-
ily measures current functioning, although the Sexual Experience and the Sexual Fantasy 
subscales ask the client to report lifetime experiences. Because the DSFI is one of the most 
studied instruments in sexual research, several different types of norms are available for 
the instrument. Certain of the subscales, such as Sexual Information, Sexual Desire, and 
Gender Roles, have produced relatively low internal consistency coeffi cients (below .70). 
Others tend to be more adequate, falling in the .80 to .92 range (Berman, Berman, Zicak, & 
Marley, 2002). The instrument can provide counselors with considerable information re-
garding sexual functioning. A computer-administered version is also available that yields 
extensive interpretive information.

Couples Precounseling Inventory 

The Couples Precounseling Inventory (CPCI) is a revision of the original inventory (Stu-
art & Jacobson, 1987). Norms are based on a small representative sample (60 couples) that 
included nonmarried heterosexual and gay couples. The purpose of the instrument is for 
use in planning and evaluating relationship therapy based on a social learning model. 
From a 16-page form, scores are obtained in 12 areas of relationships on scales such as 
Communication Assessment, Confl ict Management, Sexual Interaction, Child Manage-
ment, Relationship Change Goals, General Happiness With the Relationship, and Goals of 
Counseling. The authors reported high levels of internal consistency reliabilities (from .85 
to .91). In taking the instrument, couples describe current interaction patterns rather than 
personality characteristics. Items tend to emphasize positive characteristics, and, if taken 
with some seriousness by the couple, the instrument can be educational and therapeutic. 
The CPCI is based on social learning theory and is designed to examine relationship char-
acteristics and motivations that can be useful in suggesting avenues of treatment if the 
relationship is to survive (Touliatos, Perlmutter, & Holdon, 2001).

Family Environment Scale 

The Family Environment Scale (FES, 3rd ed.) is one of a number of social climate scales 
developed by Moos and his associates (Moos & Moos, 1994a). It consists of three forms 
that assess the client’s perception of the family as it is (the Real Form), as he or she would 
prefer it to be (the Ideal Form), and as he or she would expect it to react to new situations 
(the Expectation Form). The three 90-item inventories yield standard scores for 10 scales 
with titles such as Cohesion, Intellectual–Cultural Orientation, Active Recreational Orien-
tation, Moral–Religious Emphasis, Expressiveness, and Control. Any of the three forms 
can be used alone or in combination with various family members to allow the counselor 
to explore differences between spouses’ perceptions and between parents’ and children’s 
perceptions as a means of identifying family treatment issues. There is also a children’s 
pictorial version (CVFES).

The 10 scales are grouped into three underlying domains: the relationship domain, 
the personal growth domain, and the system maintenance domain. The assumption be-
hind all of the social climate scales is that environments, and in this case families, have 
unique personalities that can be measured in the same way as individual personalities 
can. Norms are based on a group of 1,432 nondistressed and 788 distressed families. The 
items on the FES are statements about family environments originally obtained through 
structured interviews with family members. The items have been criticized for possess-
ing a middle-class bias and for not taking into consideration today’s varying family pat-
terns (Mancini, 2001). Validity evidence is based primarily on the difference in mean 
scores between nondistressed and distressed families.
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Family Assessment Measure–III 

The Family Assessment Measure–III (FAM-III) is a diagnostic tool for therapy that assesses 
family structure and strengths and weaknesses. It consists of three interrelated forms: a 50-
item General Scale that examines general family functioning, a 42-item Dyadic Relationship 
Scale that examines how a family member perceives his or her relationship with another 
family member, and a 42-item Self-Rating Scale on which each individual rates his or her 
own functioning within the family (Skinner, Steinhauer, & Santa-Barbara, 1995). The FAM-III 
yields scores on seven scales—such as Role Performance, Affective Expression, and Commu-
nication—and two validity scales. It is available in paper-and-pencil and computer formats, 
in several languages, and in a brief screening version (Brief FAM). Administration, scoring, 
and interpretation of three forms for multiple family members can be very time-consuming, 
although computer administration can shorten the process (Manages, 2001).

Sternberg’s Triangular Love Scale

Sternberg’s Triangular Love Scale (STLS) is a 45-item scale that measures the three com-
ponents of romantic relationships identifi ed by Sternberg (1998): intimacy, passion, and 
commitment. Devising scales to measure these separate components, however, has been 
diffi cult (J. E. Myers & Shurts, 2002). According to Sternberg, all three components must be 
assessed in evaluating the quality of a romantic relationship. 

Dyadic Adjustment Scale

The Dyadic Adjustment Scale (Spanier, 2001) is a 32-item scale that measures the quality of in-
terpersonal adjustment. Couples rate the extent to which they agree with their partner as well as 
how often they engage in various activities. The instrument takes 5–10 minutes to complete and 
contains four subscales (Dyadic Consensus, Dyadic Satisfaction, Dyadic Cohesion, Affectional 
Expression). Although there is general support for the instrument in terms of reliability and va-
lidity, norms are dated (i.e., 1976) and involve 218 married White couples in Pennsylvania. 

Case Example 14.1
Robin and Juanita

Robin and Juanita have been partnered for 5 years and decide to enter counseling to work 
on some communication diffi culties they are having within the past six months. Specifi -
cally, they report avoiding each other during stressful situations or arguing over “small 
things.” During the fi rst session, they report that 2 years ago they adopted a child, Harri-
son, who is now 15 years old. They report several stressors within the past year, including 
Juanita’s job loss and her family’s lack of acceptance of her relationship as well as Har-
rison’s behavioral and academic problems. Although they identify several stressors, they 
also emphasize they want to remain committed to each other.

• How might you approach counseling with Robin and Juanita?
• What are some of the major issues you want to explore?
• What are some multicultural considerations in the assessment process?
• What relationship inventories might be useful in your work with them? How might 

you use them?
• • •

Assessment of Intimate Partner Violence
Intimate partner violence (IPV) is actual or threatened physical, emotional, or sexual abuse 
against a partner by the other partner in a romantic relationship, such as a dating relation-
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ship, marriage, civil union, or other form of partnership. There are three major types of IPV: 
physical abuse (e.g., hitting, choking, pushing, throwing objects at partner), emotional abuse 
(e.g., isolating from family and friends, name-calling, jealousy, stalking), and sexual abuse 
(e.g., threatened or actual rape, sexual humiliation). Approximately 30% of women experi-
ence IPV over their lifetimes (Centers for Disease Control and Prevention [CDC], 2006), and 
the consequences for dating violence can involve acute injuries, substance abuse, eating dis-
orders, sexual impulsivity and unplanned pregnancy, depression and suicidality, interper-
sonal problems, academic and occupational problems, and dissociative symptoms, to name 
a few. These consequences are more pronounced for individuals of oppressed statuses (e.g., 
women of color, lesbian or bisexual women) because the resources available to them are 
more limited (Hays & Emelianchik, 2009; Hays, Green, Orr, & Flowers, 2007). 

The effects of IPV for both survivors and perpetrators are long-lasting, and violent be-
haviors and notions of what constitutes a relationship have been found to pervade across 
relationships and generations. Thus, it important that counselors continually conduct a 
thorough assessment of IPV with clients beginning in early adolescence. Table 14.1 pro-
vides a list of the major IPV assessments available to counselors and other professionals.

Although there are several IPV assessments available today, it is important for counsel-
ors to understand their major components and the limitations associated with item content 
and the general assessment process. Hays and Emelianchik (2009) conducted a content 
analysis of 38 IPV assessments and identifi ed seven themes and related limitations:

1. Relationship context refers to the specifi c type and depth of relationship. The major-
ity of tools assess adult (44.7%) or specifi cally female adult (34.2%) IPV within a 
current relationship (68.4%). Thus, there are limited assessment tools available for 
adolescents and young adults, and there are few instruments that measure IPV from 
previous relationships—information that could be used to detect patterns of abuse. 

2. Forms of abuse involves the three main types of abuse: physical, emotional, and sex-
ual. Most assessments address emotional abuse (89.5%) and physical abuse (84.2%), 
although over half do not assess attempted or completed sexual abuse (55.2%). Fur-
thermore, most instruments only focus on covert forms of abuse (84.2%).

3. Imminent risk indicators refers to immediate life-threatening acts or feelings (e.g., 
physical threat, suicide ideation). Most assessments do not measure imminent risk 
indicators beyond threat of weapon (31.6%), use of weapon (23.7%), suicidal ide-
ation for the survivor (21.1%), or immediate fear (21.1%). Although these indica-
tors are important for counselors to make decisions on medical and legal assistance, 
other safety concerns are not being addressed.

4. Family dynamics includes the processes within the IPV survivor’s current family sys-
tem and/or family of origin. Unfortunately, most IPV assessments do not measure 
IPV in current family systems (65.8%) or families of origin (84.2%). Given the inter-
generational and systemic infl uences of IPV, this is an important area to consider.

5. Degree of support refers to available resources and support systems for the IPV survi-
vor. Most assessments (73.7%) do not include items that solicit information about the 
IPV survivor’s need for assistance. It is important for prevention and intervention 
that IPV survivors are evaluated for available resources and support systems.

6. Assessment structure involves the assessment administration method (e.g., paper and 
pencil, computerized, clinical interview), test format (e.g., Likert scale, open-ended 
question), and scoring protocol (e.g., use of a criterion score or scoring method). 
A majority of assessments only allow for a forced-choice format (92.1%) with no 
scoring method (44.7%) or criterion score (36.8%). This structure can limit the coun-
selor’s ability to explore and make meaning of IPV assessment results.

7. Psychometric information includes the reliability and validity properties of an assess-
ment, if available. Many tools lack reliability (68.4%) or validity (57.9%) evidence.
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Table 14.1
Interpersonal Violence Assessments Used in Public and Mental Health Settings

Abuse Assessment Screen
American Medical Association Screening Questions
Assessment of Immediate Safety Screening 

Questions
Attitudes About Aggression in Dating Situations 

Scale
Bartlett Regional Hospital Domestic Violence 

Assessment
Childhood Maltreatment Interview Schedule–

Short Form
Childhood Trauma Questionnaire
Composite Abuse Scale
Computer-Based IPV Questionnaire
Confl ict in Adolescent Dating Relationships 

Inventory
Confl ict Tactics Scale Revised
Danger Assessment Instrument
Dating Violence Questionnaire
Domestic Violence Screening for Pediatric Settings 
Domestic Violence Screening/Documentation 

Form
Domestic Violence Inventory
Emergency Department Domestic Violence 

Screening Questions
HITS (Hurts, Insults, Threatens, and Screams)
Index of Spouse Abuse
Intimate Partner Violence Strategy Index
Justifi cation of Jealous and Coercive Tactics Scale
Lesbian Partner Abuse Scale
Measure of Wife Abuse
Minnesota Tool
Ongoing Abuse Screen
Ongoing Violence Assessment Tool
Partner Violence Screen
Propensity for Abusiveness Scale
RADARa

SAVEb

Severity of Violence Against Women Scale
Sexual Experiences Survey
Sexual and Physical Abuse History Questionnaire
Sexual Relationship Power Scale
Suggested Screening Questions
Teen Screen for Dating Violence
Texas Rape Scale
Timeline Followback Spousal Violence Interview
Universal Violence Prevention Screening Protocol
Universal Violence Prevention Screening Protocol–

Adapted
Victimization Assessment Tool
Violence Initiative Screening Questions
Woman Abuse Screening Tool
Women’s Experience With Battering Scale
Work/School Abuse Scale

Assessment Tool Source
McFarlane et al. (1992)
American Medical Association (1992)
Family Violence Prevention Fund (2002)

Slep et al. (2001)

Bartlett Regional Hospital (n.d.)

Briere (1992)

Bernstein et al. (1994)
Hegarty et al. (2005)
Rhodes et al. (2002)
D. A. Wolfe et al. (2001)

Straus et al. (1996)
J. C. Campbell et al. (2009)
Prospero (2006)
Siegel et al. (1999)
Family Violence Prevention Fund (1996)

Behavior Data Systems (n.d.)
Morrison et al. (2000)

Sherin et al. (1998)
W. W. Hudson & McIntosh (1981)
Goodman et al. (2003)
Slep et al. (2001)
McClennen et al. (2002)
Rodenburg & Fantuzzo (1993)
McCollum (2001)
S. J. Weiss et al. (2003)
S. J. Weiss et al. (2003)
Feldhaus et al. (1997)
Clift et al. (2005)
Jaeger (2004)
L. Stevens (2003)
Marshall (1992)
Koss & Oros (1982)
Leserman et al. (1995)
Pulerwitz et al. (2000)
Family Violence Prevention Fund (2002)
Emelianchik-Key & Hays (2012)
R. K. Young & Thiessen (1992)
Fals-Stewart et al. (2003)
Dutton et al. (1996)
Heron et al. (2003)

Hoff & Rosenbaum (1994)
Webster et al. (1998)
J. B. Brown et al. (2000)
Smith et al. (1995)
Riger et al. (2001)

aR = routinely screen female patients, A = ask direct questions, D = document your findings, 
A = assess patient safety, R = respond, review options, and refer. bS = screening, A = asking, 
V = validating, E = evaluation.
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Along with these seven themes and related limitations, Hays and Emelianchik (2009) noted 
some global limitations of many of today’s IPV assessments. These limitations include the fol-
lowing: IPV assessments may not provide equal attention to all IPV forms within an assess-
ment itself; there is a lack of attention to degree of severity of abuse; they do not generally ac-
knowledge frequency of abuse; tools do not adequately screen for IPV; there are problems with 
item formats, such as vague responses or double-barreled questions; and assessments contain 
cultural bias. Without careful attention, counselors may mistakenly equate scores for individu-
als who either have experienced different types, levels of severity, and frequency of IPV or have 
interpreted item content differently because of cultural issues or the assessment’s structure. To 
help minimize some of the limitations of IPV assessments, counselors may want to engage in 
strategies listed in the following Tip Sheet (Hays & Emelianchik, 2009, p. 151). 

Tip Sheet 

Effective IPV Assessment Practices

✓ Prior to any assessment, seek individual-specifi c defi nitions of IPV, which will allow 
you to better interpret any assessment results.

✓ Use a variety of assessment tools, including paper-and-pencil tests, interviews with 
individuals and their support systems, and any records or documents you may access.

✓ Assess IPV beyond individuals’ current relationships.
✓ Review all forms of abuse and provide specifi c, concrete examples for individuals to 

ensure their understanding that a specifi c act is an example of IPV.
✓ Ask about IPV offender acts to accurately gauge risk level.
✓ Offer a comprehensive list of resources regardless of whether individuals request them.
✓ For tools that offer no criterion score or scoring directions in general, collaborate 

with individuals to determine what could indicate IPV for that tool.
✓ Offer IPV assessments to individuals in multiple settings, particularly for those cli-

ents who do not have accessible resources.
✓ Evaluate any IPV assessment thoroughly before using a tool in practice. This evalu-

ation involves looking at both the content and process of appraisal.
✓ Focus on time frame systematically. Evaluate individuals’ IPV experiences for any 

time period as well as within the past 12 months, 6 months, 1 month, and 1 week.
✓ Discuss any IPV across every relationship and look for patterns.
✓ Appraise family violence: witnessing IPV in childhood, experiencing child abuse, 

undergoing violence in adolescent and college dating relationships, and experienc-
ing IPV in current family systems.

✓ Be sure to ask about available support systems that IPV survivors have.
✓ Engage in assessment practices that offer multiple item formats.
✓ Ensure that assessment tools are culturally appropriate and that specifi c characteris-

tics about a tool do not differentially affect certain groups.
✓ Combine effective assessment practices with preventive measures, such as psycho-

educational and other screenings.

Activity 14.1 Selecting an IPV Assessment
Select an IPV assessment from the list in Table 14.1 and investigate 
its characteristics. Discuss the following in small groups:

• the tool’s purpose and structure, 
• item content,
• limitations, and
• its use with counseling various populations.

• • •
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Assessment of Child Abuse
In addition to domestic violence associated with those in intimate partner relationships, 
counselors are likely to encounter clients who may be experiencing child abuse. Although 
defi nitions and categories of child abuse vary by state, following are some common char-
acteristics and categories. Physical abuse refers to intentional infl iction of physical injury, 
such as bruises, broken bones, head injuries, burns, and disfi gurement. Sexual abuse in-
cludes exposing or involving children in age-inappropriate sexual content or behaviors 
such as fondling, intercourse, or pornography. Psychological abuse refers to verbal attacks 
and threats, and neglect includes engaging in acts or omissions that deprive a child of ba-
sic medical, educational, mental health, and other needs. 

Child abuse has immediate and long-term effects on children, and Horton and Cruise (1997) 
noted the following immediate affective, behavioral, and cognitive consequences of which 
counselors should be aware: internalizing symptoms, such as low self-esteem, anger, hyper-
vigilance, fear, depression, or withdrawal; externalizing symptoms, such as aggression toward 
siblings and peers as well as self-injurious behaviors; cognitive distortions, such as negative 
self-perceptions and excessive perceptions of the world as dangerous; and preoccupation with 
sexuality or sexual behavior and knowledge that are inconsistent with the child’s age, which 
could indicate child sexual abuse. Long-term effects that occur in adulthood—which may be 
seen both in children who do and who do not display immediate effects—may include depres-
sion, suicide ideation, generalized anxiety, self-destructive behaviors (e.g., eating disorders, 
substance abuse, sexual impulsivity), diffi cult interpersonal behaviors, dissociation from rela-
tionships or overwhelming situations, antisocial behaviors and aggression, and mental health 
disorders such as posttraumatic stress disorder, acute stress disorder, or dissociative disorders 
(Horton & Cruise, 1997). Many of these long-term effects of child abuse are similar to symp-
toms found in IPV cases, which is not surprising given that there is often an intergenerational 
link between child abuse and IPV (Hays et al., 2007).

The U.S. Department of Health and Human Services (USDHHS) published a report on 
child maltreatment and noted the following data in 2010 for 45 reporting states with a 
population of 75 million children (USDHHS, 2011):

• There were 3.3 million referrals involving maltreatment of 5.9 million children, with 
over 2.6 million of these cases actually screened.

• Approximately 436,000 (22%) of referrals screened indicated substantiated reports of 
child abuse.

• With respect to reporting sources, 32.5% of the 2010 reports came from those work-
ing with children in clinical and educational settings.

• For unique cases (i.e., those with a singular type of abuse), 78% of the cases related 
to neglect, 17.6% to physical abuse, and 9.2% to sexual abuse.

• The child fatality rate was 2.07 deaths per 100,000 children; nearly 80% of these in-
volved children under age 4.

• Victimization rates by child’s gender were approximately equal (48.5% male, 51.2% 
female).

• Victimization rates by child’s race/ethnicity for three groups reported were 44.8% 
White, 21.9% African American, and 21.4% Latino; however, African American, 
Native American, and multiracial populations had highest rates per 1,000 children 
(14.6%, 11.0%, and 12.7%, respectively).

• A majority of abusers were parents (81.2%, with 84.2% of these involving biological 
parents); for unique cases (i.e., those involving abuse from one gender), 53.6% of 
perpetrators were female and 45.2% were male.

Although these statistics are alarming, many child abuse cases go unreported. It is there-
fore important for counselors to properly assess child abuse and refer as appropriate. 
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Horton and Cruise (1997) provided guidelines for counselors for assessing child maltreat-
ment among children and adult survivors. First, counselors are to be aware of the current 
abuse literature. This requirement includes being aware of common symptoms as well as 
legal and ethical considerations. Second, counselors should assess mediating factors in ad-
dition to common symptoms to intentionally assess abuse as an experience versus a diagnosis. 
These mediating factors include abuse factors such as age of onset, duration and intensity, 
and frequency; cognitive factors such as guilt and feelings of powerlessness; and other fac-
tors such as duration that abuse remained a secret, to whom the child or adult survivor 
disclosed the abuse, ongoing support, preabuse relationships with signifi cant others and 
parents, and resiliency. The third guideline refers to taking an ecological approach to assess-
ment, involving signifi cant others in the individual’s life as appropriate; this includes assess-
ment of functioning and relationships before and after the abuse. Fourth, counselors should 
carefully select assessments with sound psychometric properties as relevant. Counselors are 
to use multiple assessment tools. Table 14.2 provides select child abuse assessment tools that 
counselors may want to use throughout the assessment process; some of these measures re-
late directly to assessing abuse whereas others refer to evaluating specifi c symptomatology 
(e.g., anxiety, depression). Finally, counselors should treat assessment as an ongoing process, 
including identifying initially symptoms and mediating factors, developing a diagnosis or 
treatment plan, and involving assessment as part of the termination process.

Genograms

A genogram is a map that provides a graphic representation of a family structure and is 
usually associated with Bowen’s family system theory. A genogram has the potential to 
demonstrate origins of presenting problems, as it is assumed that family patterns tend 
to repeat themselves (Goldenberg & Goldenberg, 2013; Petry & McGoldrick, 2005). This 
visual tool is useful in counseling interventions to understand an individual, couple, or 
family in relation to a broader family structure and its sociocultural context. As counselors 
develop a genogram with clients, they can generate hypotheses about family functioning 
for further evaluation (Petry & McGoldrick, 2005). 

Table 14.2
Child Abuse Assessment Tools

Beck Depression Inventory–II
Child Behavior Checklist
Child Dissociative Checklist
Child Sexual Behavior Checklist
Child Sexual Behavior Inventory
Childhood PTSD Interview
Children’s Depression Inventory
Children’s Impact of Traumatic Events Scale
Dissociative Experiences Survey
Parent Report of Child’s Reaction to Stress
Revised Children’s Manifest Anxiety Scale, 2nd 

edition
Teacher Report Form
Trauma Assessment Interview
Trauma Symptom Checklist for Children
Trauma Symptom Inventory
When Bad Things Happen
Youth Self Report
Projective Tests: storytelling cards, pictures, and 

sentence completion tasks

Assessment Tool Source
Beck et al. (2003)
Achenbach & Edelbrock (1983)
Putnam et al. (1993)
T. C. Johnson (1990)
Friedrich (1997)
Fletcher (1991a)
Kovacs (2003)
V. V. Wolfe et al. (1991)
Berstein & Putnam (1986)
Fletcher (1991b)
C. R. Reynolds & Richmond (2008)

Achenbach & Edelbrock (1983)
Hindman (1989)
Briere (1996)
Briere (1995)
Fletcher (1992)
Achenbach & Edelbrock (1983)
Various

Note. Information from Horton & Cruise (1997).
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A genogram involves the collection of demographic information for approximately 
three generations of a family and organizes the information into a kind of family tree. Fam-
ily should be broadly defi ned to include members that have played a major role in family 
life for a client. Members might include those of a nuclear family, extended family, or other 
kinship not necessarily related by blood or traditional marriage defi nitions. 

The genogram should contain the names, ages, and gender of all family members, along 
with information about major events such as births, deaths, marriages and partnerships, 
divorces, adoptions, and confl icts. As the information is collected, it allows family relation-
ship problems to be seen in the context of the developmental cycle for the whole family in 
addition to the situation of the individual who is presenting the problem. By examining 
the relational structure—including family composition, sibling constellations, and unusual 
family confi gurations—the counselor can hypothesize certain roles or relationships that 
can then be checked by eliciting further information. Repetitive patterns of functioning 
and relationships often occur across generations, and by recognizing these patterns, coun-
selors can help family members to alter them.

How are data collected for the genogram? Petry and McGoldrick (2005) used the met-
aphor of casting a net wider and wider to ascertain basic information, patterns, and in-
dicators of family dysfunction: Gather data ranging from the presenting problem to the 
larger context of the problem, from the immediate household to the extended family and 
social systems, from the present family situation and events to historical occurrences, 
and from basic facts about the family to more sensitive information (e.g., abuse, men-
tal illness) and hypothesized family patterns. In drawing a genogram, some counselors 
obtain the basic information to structure the genogram and then go back and question 
each individual about it and their relationships with other family members, both within 
and across generations. Others obtain this information as each individual is placed on 
the genogram. Some counselors obtain only a basic genogram illustrating the general 
family structure; others, through the use of fi gures, abbreviations, and symbols, develop 
a genogram that contains a great deal of organized data, including educational and oc-
cupational patterns, about the generations of a family system (McGoldrick, Gerson, & 
Shellenberger, 1999). In the case of a multihome stepfamily, the genogram can show (on 
a very large sheet of paper) all the members who are genetically, emotionally, and legally 
connected within three or more generations. 

Some of the common symbols used to denote family structure and interaction patterns 
are provided in Figure 14.1. A sample basic genogram for the couple Joseph and Paula 
is shown in Figure 14.2. Software is available to assist you develop genograms (Butler, 
2008). Some programs include Genogram Analytics 6.0 (http://www.genogramanalyt-
ics.com), Genogram-Maker Millennium Version 3.0 (http://www.genogram.org), Geno-
Pro 1.70 (http://www.genopro.com), Relativity (http://www.interpersonaluniverse.net), 
and SmartDraw (www.smartdraw.com/specials/genogram.htm). Some programs, such 
as Genogram-Maker, GenoPro, and SmartDraw, offer free preview copies. In addition to 
these programs, McGoldrick et al. (1999) is a valuable resource for developing and inter-
preting genograms. 

The construction of a genogram is a cooperative task between the counselor and the 
client. Clients readily become interested and involved in the construction of a geno-
gram; they enjoy the process and usually reveal much signifi cant information about 
various relatives and their relationships with them. Although genograms seem de-
ceptively simple, the construction of one provides much insight into both the family 
constellation and the individual’s interpersonal relationships within the family sys-
tem. Even from reticent clients, both the quantity and the emotional depth of the data 
produced are often superior to the data obtained through the typical interview process 
and are more easily obtained as well. The genogram can easily be adapted for counsel-
ing clients from diverse backgrounds on a variety of issues. The Tip Sheet provides 
guidelines for constructing and interpreting genograms.

http://www.genogramanalytics.com
http://www.genogramanalytics.com
http://www.genogram.org
http://www.genopro.com
http://www.interpersonaluniverse.net
http://www.smartdraw.com/specials/genogram.htm
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Figure 14.1
Common Genogram Symbols

Note. From “Genograms in Assessment and Therapy” (p. 368), by S. S. Petry & M. McGoldrick, 
2005, in G. P. Koocher et al. (Eds.), Psychologists’ Desk Reference (2nd ed.), New York, NY: Oxford 
University Press. Reprinted with permission of Oxford University Press, Inc.

 Male Female Gay/Lesbian Birth Date Age = inside symbol Death Date Death = × Death Date

8

’41– – 96 ’41– 96

   Bisexual Written above Written inside Written above
   Transgender left of symbol of symbol right of symbol

 Marriage Living Together or Affair Lesbian Couple Gay Couple

m 1970 LT 75

LT = living together

m 91 LT 93

 Marital Separation Divorce Getting Back Together After Divorce

m 70 s 85 m 70 s 85 d 87 d 87 remar 90

 Biological Foster Adopted Stillbirth Miscarriage Abortion Twins Identical Pregnancy
 Child Child Child     Twins

Children: List in birth order beginning with the oldest on left

27 2225

71– 73– 76–
77–77 –79 –81

83– 83– 85– 85– 98–

 Drug or In Recovery From
 Alcohol Abuse Drug or Alcohol Abuse

  Serious Mental or
 Suspected Abuse Physical Problem

 Drug/Alcohol Abuse and
 Physical or Mental Problem

AA Therapist

Psychiatrist

Significant 
Institutional 
Connection

➤

Symbols Denoting Interactional Patterns Between People

 Close Distant Close–Hostile Focused On

 Fused Hostile Fused–Hostile Cut Off

Physical or Sexual 
Abuse
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Tip Sheet 

Genograms

✓ Use a broad defi nition of family when constructing a genogram to assess more com-
prehensively the diverse compositions of families today.

✓ Begin constructing the genogram in the fi rst session and revise as appropriate. 
✓ Minimize client resistance to the genogram development process. Collaborate with 

clients throughout the counseling relationship and remind them of the purpose of 
specifi c questions as you collect data (i.e., to better understand the individual and 
how contextual information might contribute to that understanding). 

✓ Consider collecting all data fi rst before developing the genogram to discern what 
information is most salient to include in the display. You will only be able to include 
major categories of current and historical information.

✓ Gather information from the index person (client) about a presenting problem and inte-
grate basic family information and what impact the problem has on the current house-
hold. Cast a wider net to collect information on recent family changes and events, inter-
action patterns, extended family and kinship networks, and sociocultural context. 

✓ Collect data from each side of the family separately. Ask about age, gender, eth-
nicity, migration patterns, occupation, treatment history, cultural traditions toward 

Figure 14.2
Genogram of Joseph and Paula
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problems, current cultural values, individual functioning around issues of substance 
abuse, mental and physical health, and employment, to name a few. As you collect 
data, review for discrepancies or ways that events, roles, and dynamics mask or pre-
vent family problems.

✓ Once the genogram is completed, look for family reactions to changes and untimely 
events. Also, scan data for repeated symptoms, relationships or functioning patterns 
across generations, and coincidences of dates (e.g., how one problem/event relates 
to another problem/event by date). 

✓ Although popular, the technique has been subjected to only a few studies of reliabil-
ity, and there is little validity evidence. Counselors should therefore consider such 
interpretations as only hypotheses and use caution in drawing conclusions from 
genograms without other confi rming evidence.

Additional Interpersonal Assessment Inventories

Contemporary theories of interpersonal functioning assert that an individual’s behavior can 
be understood only in relation to transactions with others and not for the individual in isola-
tion. In the generally accepted model of interpersonal theory, each interaction represents a 
combination of two basic dimensions of interpersonal behavior: control (dominance vs. sub-
mission) and affi liation (friendliness vs. hostility; VanDenberg, Schmidt, & Kiesler, 1992). In 
any interaction (including client and counselor), individuals continually negotiate these two 
relationship issues: how friendly or hostile they will be and how much in control they will 
be in their relationship. This approach uses a circular rather than a linear model; behavior is 
viewed not solely by situational factors or psychic motivation but instead within a group of 
two or more people exerting mutual infl uence. These two dimensions are incorporated into 
a model called the interpersonal circle, or circumplex. It is organized around the horizontal 
and vertical axes representing affi liation and control (Tracey & Schneider, 1995).

Among the inventories designed to assess interpersonal interactions are the Checklist of 
Interpersonal Transactions (CLOIT), a 96-item interpersonal behavior inventory, and the 
Checklist of Psychotherapy Transactions, a parallel version of the CLOIT for rating clients 
and counselors. Both of these measures were developed by Kiesler (1987). Other promising 
measures of interpersonal functioning include the Interpersonal Compass (Fico & Hogan, 
2000) and the Impact Message Inventory (Kiesler, Schmidt, & Wagner, 1997).

The Interpersonal Adjective Scales (IAS), a self-report instrument that assesses the two 
primary interpersonal dimensions of dominance and nurturance, builds on experience 
gained with previously developed interpersonal assessment inventories (Wiggins, 1993). 
The IAS yields scores on eight interpersonal variables that are ordered along the two primary 
axes of the interpersonal circumplex. It is designed to provide information about how an in-
dividual typically behaves in different interpersonal situations. The instrument consists of 64 
adjectives that describe interpersonal interactions; respondents use an 8-point Likert scale to 
rate how accurately each word describes them as individuals. Responses yield octant scores, 
which are then plotted on the circumplex. The rationale for the circumplex is that personality 
structure is not made up of independent dimensions but a blending of dimensions (Adams 
& Tracey, 2004). The titles of the eight interpersonal octants are shown on the circumplex pro-
fi le in Figure 14.3. Based on scores shown in this example, this individual would be described 
as coldhearted, aloof, introverted, unassured, and submissive.

In interpreting the results of the circumplex profi le, counselors should use all of the 
information provided on the profi le and not focus solely on the highest segment score or 
scores. By paying attention to only one or two octants, the counselor may miss consider-
able information regarding the client’s interpersonal behavior, and hence the advantage 
of the circumplex model is lost (Pincus & Gurtman, 2003). Because interpersonal transac-
tions include those between the client and counselor, the counselor’s perception of cli-
ent interactions should be compared with those of the client’s self-report represented by 
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Figure 14.3
Interpersonal Adjective Scales Profile of Extreme Depression in a Former Bank Manager

the circumplex profi le. Counselors can examine the components of a client’s interpersonal 
functioning and identify topics that will be more or less anxiety provoking to a client. 
Many client diffi culties can be viewed as maladaptive transactional patterns. Clients can 
be helped to understand the predominantly automatic and unaware manner in which they 
communicate to others through their verbal and nonverbal behavior. Individuals often use 
a narrow range of interpersonal responses that may not be appropriate to the situation.

The Thomas–Kilman Confl ict Mode Instrument is the inventory most often used in 
situations calling for confl ict resolution (Thomas & Kilman, 1974). Individuals respond 
to 30 pairs of forced-choice statements to determine their preferred style or mode of han-
dling confl ict: competing, avoiding, compromising, collaborating, or accommodating. The 
inventory is quick and easy to take, score, and graph. Reliability indices, both internal con-
sistency and test–retest, range from only .4 to .7 (R. Johnson, 1989). According to a study 
that compared MBTI types with confl ict resolution styles, thinking types preferred collabo-
ration, and introverts preferred confl ict avoidance (A. K. Johnson, 1997). Results can lead 
to a discussion about how confl ict affects personal and group relations and can suggest a 
practical approach to confl ict resolution.

Chapter Summary

Counselors can expect to assess couples and families as they conceptualize presenting and 
underlying issues and develop and implement treatment goals. This chapter included a 
review of nine of the most frequently cited relationship inventories used with couples and 
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families: MBTI, TJTA, MSI-R, DSFI, CPCI, FES, FAM-III, Sternberg’s Love Scales, and the 
Dyadic Adjustment Scale. Although many of these inventories have limited psychomet-
ric data available, they still can be useful in clinical settings. However, counselors are to 
be cautious when administering and interpreting results with diverse or nontraditional 
couples and families. 

Counselors are likely to encounter IPV among some couples with whom they work. 
This chapter provided a comprehensive list of major IPV assessments and outlined key 
strategies to assess for IPV with all clients, especially women. These strategies reference 
both informal and formal assessment procedures. Another counseling concern related to 
couples and families is child abuse, and assessment of its various forms is an ethical man-
date for counselors. The chapter outlined immediate and long-term effects of child abuse 
to illustrate areas for assessment; these effects relate to affective, behavioral, and cognitive 
effects. Several assessments used to examine the existence of symptoms were presented in 
the chapter.

The last two sections of the chapter pertained to genograms and other interpersonal 
assessments. Through the cooperative construction of a multigenerational graphic family 
structure—the genogram—insight into family constellations and interpersonal relation-
ships within the family can be revealed to both the counselor and the client. The chapter 
displayed common genogram symbols as well as a sample genogram. Finally, interper-
sonal assessment instruments usually evaluate an individual’s interaction with others in 
terms of two dimensions: control (dominance vs. submission) and affi liation (friendliness 
vs. hostility).

Review Questions

1. What are some of the common elements of the nine relationship inventories 
included in this chapter?

2. What are the major themes identifi ed in IPV assessments? What are their 
limitations?

3. What strategies can counselors use to effectively assess for IPV?
4. What are some of the specifi c immediate and long-term effects of child abuse 

counselors should assess for in children and adult survivors of child abuse?
5. How are genograms used in counseling?



section
 V

The Assessment Report





299

Communication of Assessment Results

chapter
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Counselors are constantly required to communicate assessment results both to clients 
and to others, including parents, agencies, and other professionals. This chapter pro-
vides a description of the fi nal phase of the assessment process—communication of fi nd-
ings—and outlines key strategies for engaging in this phase with clients and others. 
Five steps for communicating results in an assessment interview are also outlined. The 
chapter concludes with a description of assessment report components.

Test Your Knowledge

Respond to the following items by selecting T for “True” or F for “False”:

□ T  □ F  1. Clients are likely to remember to use fi ndings when they are allowed
     to actively participate in the interpretation of fi ndings. 

□ T  □ F  2. It is common during the assessment interview to discuss extensively
    the psychometric properties of assessments using specifi c statistical 
    terminology. 

□ T  □ F  3. Counselors are to wait until the end of the assessment interview to 
    gauge clients’ reactions so as not to disturb the fl ow of an interview.

□ T  □ F  4. A case conference is typically used when assessment data need to be 
    shared with others, such as school personnel and parents. 

□ T  □ F  5. The assessment report is a formalized method for communicating 
    assessment results with the client and others. 
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Communication of Findings

Communication of fi ndings can be considered the last phase of the assessment process, al-
though the assessment process can certainly cycle if additional assessment data are needed 
(see Figure 2.1 in Chapter 2). As you may recall, Chapter 2 provided strategies for effective 
test selection, administration, and scoring, and Chapter 6 highlighted test interpretation 
considerations. This chapter describes how to communicate or report assessment results, 
and it will be important in this last phase for you to review guidelines from previous 
chapters along with those presented in this one. In addition to reviewing earlier phases of 
the assessment process, you will also want to revisit the ethical standards and guidelines 
discussed in Chapter 3, which often include sections on reporting assessment results. 

Communicating assessment results is a balance of art and science: Counselors provide 
comprehensive information to clients about specifi c assessments and their implications 
while fostering a therapeutic relationship so that clients and others are engaged in the assess-
ment process and ultimately apply results in a meaningful way. Assessments are often used 
to diagnose and predict; communication must lead to the desired understanding and results. 
It must be remembered that a huge number of factors are involved in producing assessment 
data. These factors include clients’ inherited characteristics; their educational, cultural, fam-
ily, and other experiences; their experiences with other assessments, particularly psychologi-
cal tests; their motivation; their test anxiety; the physical and psychological conditions under 
which they took the test; and the lack of consistency in the assessment itself.

As mentioned in Chapter 2, communication of assessment results can occur both during 
and after test interpretation. A golden rule is that the more counselors communicate about 
fi ndings throughout the assessment process itself, the more likely clients will remember the as-
sessment results and apply them to treatment. In preparing for the assessment communication 
process, counselors are to adhere to the general guidelines presented in the following Tip Sheet.

Tip Sheet 

Communicating Assessment Results
✓ Use only tests that you have personally scored and interpreted for yourself. When-

ever possible, self-administer the assessment to maximize familiarity. Know the rea-
sons a particular test was administered, what was expected from its interpretation, 
and the validity of the test for the purpose for which it was used.

✓ Remember that an assessment procedure is generally an anxiety-producing expe-
rience for most people and usually involves a discussion of personal information; 
thus, clients may feel vulnerable or exposed in the process.

✓ Know and understand the test manual as this information is imperative for com-
municating assessment data to clients. By using the information from the manual, 
the counselor can relate the validity and other psychometric properties of the assess-
ment to the purpose for which the test was used. The manual is also likely to contain 
information regarding the limits to which the test can be used and suggestions for 
interpreting the results.

✓ Review the purposes for which the client took the assessment and its strengths and 
limitations. It is also helpful to go over with the client the questions that the client 
wanted answered by means of the assessment process.

✓ Explain the procedure by which the assessment is scored or evaluated and explain 
percentile ranks or standard scores if they are to be included in the interpretation.

✓ Where possible, present results in terms of probabilities, which can be understood 
by clients in the same way as a weather report, rather than certainties or specifi c 
predictions. Keep in mind standard errors of measurement and the intervals they 
represent as applicable.
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✓ Emphasize during the process that a client’s understanding is most important. 
Where appropriate, encourage clients to make their own interpretations. It is the cli-
ent’s understanding of the results, not the counselor’s, that is ultimately important, 
because it is the client who will use, misuse, or ignore the results. 

✓ Fully integrate assessment data in relation to all other available information about 
the client.

✓ Ensure that the client understands the interpretation of the test information and en-
courage him or her to express reactions to the information. Remember that clients 
prefer an interactive interpretation over one that is simply delivered.

✓ Adjust the pace of interpretations to clients’ ability and understanding. Have clients 
summarize often to make sure the results are being understood. If necessary, addi-
tional information or alternative methods of interpretation can be used.

✓ Examine any relevant information or background characteristics, such as sex or dis-
abilities, along with any apparent discrepancies or inconsistencies that appear.

✓ Discuss both strengths and weaknesses revealed by the assessment results.
✓ Adjust interactional style to match eye contact, use of personal space, and rate of 

speech to client’s cultural norms. 
✓ Listen attentively to what the client says and be alert for unexpressed or nonverbal emo-

tional reactions, especially when the test results are not what are expected or desired.

The Assessment Interpretation Interview

The assessment interview—whether formal or informal, and whether it occurs in a single 
counseling session or is ongoing as part of the counseling process—is the forum in which 
counselors and clients review assessment data in the context of other known information 
and plan interventions. G. A. Miller (1982), in a seminal article on interpreting test results 
with clients, identifi ed fi ve steps of the assessment communication process that are use-
ful for the assessment interview. Each is highlighted below, with specifi c strategies you 
may fi nd useful. Remember, these steps and related strategies can relate to any type of 
assessment, whether it might include more formal measures, such as standardized tests 
or protocols, or more informal, qualitative assessments, such as projective techniques or 
card sorts. Case Example 15.1 demonstrates briefl y what an interview may look like for a 
counselor educator communicating test results to a student from a statistics test given on 
measurement concepts and raw score transformation. 

Check in With the Client

The fi rst step involves discussing with the client how he or she felt on the day the assess-
ment was administered as well as how the client perceived the assessment itself (G. A. 
Miller, 1982). Counselors can ask about comfort, anxiety, or apprehensiveness regarding 
the assessment process in general and feelings associated with specifi c assessments. This 
step may yield information about the client’s attitudes toward the particular assessments 
and provide information about the usefulness of some of the results. As you solicit the cli-
ent’s attitudes and feelings, stress to the client that he or she can ask questions and make 
comments; stress that you, as a counselor, are particularly interested in the reactions and 
thoughts regarding the interpretation.

Provide Structure for the Interpretation

The second step refers to the counselor repeating the purpose of the assessment process and 
reviewing the manner in which scores will be presented (G. A. Miller, 1982). It is important 
to present the purpose of a test in useful and understandable terms, avoiding psychological 
jargon. Do not begin discussing the results of any assessment without reminding the client 
which assessment is being discussed and for what purpose. Refresh his or her memory 
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about it by saying, for example, “Remember the test where you checked whether the two 
sets of names and numbers were exactly the same or were different? That was a test de-
signed to measure clerical aptitude or ability.” If a copy of the assessment itself is available, 
it would probably help to show the client.

Review the Results

The third step includes the counselor and client examining the actual assessment, with the 
counselor presenting the scores or other assessment data to the client (G. A. Miller, 1982).

Where possible, use a graphic representation of the results in addition to a verbal expla-
nation. Remember to turn test profi les so that a client can read them directly. If anyone is 
going to have to read the profi le upside down, it should be counselors, who are familiar 
with profi le sheets, rather than clients. It is probably better to position chairs so that you 
and your client can go over the results together from similar angles. Complicated profi le 
sheets should be grouped and summarized; in this way, a number of scores can be more 
easily assimilated by the client. Show confi dence in the client’s ability to understand and 
make use of the information; however, do not assume that most clients have the ability to 
easily integrate information from several complex sources. 

The results should be explained simply, without the use of elaborate statistics. Whenever 
possible, use the types of norms that are most relevant to clients. When such norms are not 
directly appropriate, present this information to clients and ensure the results make it clear.

Be prepared with a brief, clear description of what the results mean and what the results 
do not mean. For example, “These are some of the activities you indicated you liked, and 
these are some that you said you did not like. Your interests seem to be more like those of 
people in social service fi elds and unlike those of most people in mechanical and technical 
occupations.” Be sure to clarify the differences between interests and aptitudes or between 
abilities and personality characteristics.

Avoid overidentifying with the assessment results. Discuss a client’s rejection of low 
test scores. The primary concern is what the results mean to the client, not what they mean 
to the counselor. Low performance scores should be expressed honestly but with perspec-
tive and in regard to the presenting question. They should not be ignored or attributed to 
inadequate measures or chance. 

Integrate the Results

The fourth step involves integrating the assessment results with other client information. 
Emphasize the importance of adding the assessment data to other information that the 
client has (G. A. Miller, 1982). For example, scholastic aptitude scores should be related to 
school grades. It should be remembered that the usual purpose of a scholastic aptitude test 
is to predict academic course grades. When such grades are available, emphasis should be 
placed on actual grades rather than on test results that merely predict those grades.

A client may not readily apply specifi c assessment fi ndings to other information he or she 
has about his or her abilities, attitudes, mental health symptoms, career interests and values, 
and so on. Process questions might include the following: How does this information relate 
to other information you have about yourself? Do the results seem to correspond well to 
other sources of evidence? In what ways might other pieces of information be more useful? 

Discuss the test results in the context of other information, particularly relating the results 
to past, present, and future behavior. Relate past information and current results to current 
decisions and to future long-range plans rather than treating each of these subjects separately.

Plan for the Future

The fi nal step is planning with the client how assessment results will be applied (G. A. 
Miller, 1982). Emphasize the usefulness of the fi ndings for the client’s decision making 
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rather than for the information it provides to the counselor. For example, in reviewing 
achievement assessment fi ndings, you might say the following: “With this set of scores, 
you can see how you compare with other college-bound students regarding your ability to 
learn academic subject matter” rather than “These results confi rm my belief that you have 
the ability to do well in most colleges.” Encourage clients to make their own plans rather 
than simply agreeing with the counselor’s suggestions.

Even though the immediate goal may be to help clients to make a particular decision, 
clients also gain the opportunity to understand themselves better. Ultimately, the self-
knowledge acquired in counseling and assessment will enable individuals to pursue more 
effective and satisfying lives and to make wiser and more realistic plans.

Toward the end of the interview, have the client summarize the results of the entire 
interview rather than attempting to do this for them. Allow enough time to discuss this 
summarization and to discuss discrepancies or misunderstandings. Attempt to end on a 
positive note even if some portions of the interview yielded information that the client 
was not happy to receive. If clients received discouraging information about educational, 
vocational, or other types of plans, try to broaden the scope of alternatives that might be 
considered. Emphasis should be placed not only on narrowing the focus of future plans 
but also on broadening them.

Case Example 15.1
Dr. Parks and Kenneth

Dr. Parks, a counselor educator teaching an assessment course to master’s-level trainees, 
discusses with a student, Kenneth, a recent test on basic measurement concepts and raw 
score transformation procedures. To begin, she reminds Kenneth that he took the test last 
Tuesday and asks him how he was feeling that day of the exam. In addition, she asks how 
he felt about the test itself and whether there were any environmental or situational fac-
tors that infl uenced his performance on the exam. She also checks in to see what Kenneth 
remembered about the structure and format of the exam (Step 1).

Then, Dr. Parks reviews the purpose of the exam, which was to assess content knowl-
edge specifi c to measurement principles, such as levels of measurement, measures of cen-
tral tendency and variability, how to organize and display raw scores within data distribu-
tions, and how to convert raw scores into derived scores. She asks Kenneth to refl ect on the 
degree to which he perceived the exam met that purpose. She then explains how the exam 
score will be presented and includes scoring procedures. That is, she describes the exam 
as representing 20% of the fi nal course grade and containing 80 items. Dr. Parks further 
outlines how many items represent various formats (e.g., multiple choice, true/false, short 
answer, matching) and how these were weighted (Step 2).

Dr. Parks reviews the exam itself, using Kenneth’s actual exam as a visual aid during 
this process. Kenneth answered 75 of the 80 items correctly, with his score representing 
18.75% of a possible 20%. The following descriptive statistics were presented as part of the 
score review:

 Mean:  17.92
 Median: 18.43
 Mode: 16.00
 Standard deviation:  1.36
 Skewness: −0.55
 Kurtosis: 1.59
 Percentiles: 16.22 (25th), 18.43 (50th), and 19.24 (75th)

Dr. Parks avoids statistical jargon as she explains to Kenneth how his raw score compares 
with the data distributions (i.e., scores from his classmates). She highlights that his score 
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was slightly above the average, particularly when extremely high and low scores were 
not considered. Furthermore, she notes that his and his classmates’ scores were slightly 
centered around the arithmetic average, the mean—creating a more peaked distribution—
whereas the overall score distribution was slightly below the middlemost score—creating 
a negatively skewed picture. She then reviews that 25% of his classmates received a 16.22 
or lower, 50% received a 18.43% or lower, and 75% received a 19.24 or lower. After her ex-
planation, Dr. Parks asks Kenneth to summarize how his score relates to the overall score 
distribution. She reviews the specifi c items he answered incorrectly and reviews material 
as appropriate. Finally, she asks Kenneth how he feels about the results and what those 
results mean to him (Step 3).

Dr. Parks then integrates the test results with other sources of evidence related to Ken-
neth’s knowledge of measurement concepts and raw score transformation specifi cally, as 
well as general assessment knowledge. As part of this comparative process, Dr. Parks has 
Kenneth refl ect on his overall strengths and areas of growth (Step 4). As a fi nal step, Dr. 
Parks assists Kenneth with planning how he would increase his knowledge related to in-
correct items as well as expand his understanding of information in which he had excelled. 
They discuss ways that he could continue to do well in the course as well as ways he could 
apply the learning to counseling settings (Step 5).

• • •

Activity 15.1 Assessment Interview Practice
Get into pairs and have one participant administer a brief assess-
ment tool featured in this text to the other member of the pair. This 
assessment might be a mental health screening tool, a substance 
abuse assessment, a personality test, or a career measure, to name 
a few. It is helpful to select something that is easy to score or inter-
pret for the purposes of the activity. This individual should conduct 
an interview with the individual who was administered the assess-
ment. Repeat the above process with reversed roles in order to allow 
both individuals a chance both to administer the measure and to ex-
perience the assessment interview. Refl ect on the following: 

• What are your reactions to each of G. A. Miller’s (1982) steps?
• What strengths do you notice about your ability to conduct the assess-

ment interview?
• What are areas of growth for you?
• How did you attend to cultural and developmental considerations 

during the interview?
• What might you do differently in future interviews?

• • •

The Case Conference

In addition to the assessment interview with individual clients, counselors often meet with 
other professionals and people interested in a client’s welfare to discuss assessment results 
and their implications for treatment. When beginning the case conference, counselors are 
to make certain that all present are introduced, because they may not all be familiar with 
each other’s roles, particularly if family members and helping professionals or school per-
sonnel are in the meeting together.

Counselors are to structure the session by briefl y outlining how they will proceed and 
the contributions each stakeholder will be making. Throughout the conversation, encour-
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age feedback, discussion, and questions. It is important that you recognize and accept the 
fact that, as the possessor of assessment information, you may be perceived by others as 
“the enemy” or perhaps the messenger with the bad news. Point out that the main concern 
of all present is the welfare of the client and that all are trying to help the client and thus 
have a common goal.

Counselors are to begin by covering the history that has led up to the meeting and the 
context in which it is taking place. Summarize previous meetings or interviews as applica-
ble. To be effective, you must be well informed on the issue that is being assessed, such as 
attention-defi cit hyperactivity disorder or schizophrenia, not just on the assessment itself.

As you present assessment data, draw useful nontest information from those present. 
For example, a teacher sees a child in relation to many other children, and parents know 
much about the child’s leisure-time interests and nonschool activities. If the client is pres-
ent, pay particular attention to him or her. It is easy for the others present to become in-
volved in their conversations and ignore the client.

In presenting information to parents, many professionals recommend the “bad news 
sandwich” approach: First give some positive information, then convey any negative in-
formation, and fi nally end on a positive note. When the purpose of the conference is to 
convey a diagnosis of a child’s disorder or disability, it is especially important also to focus 
on some of the child’s abilities, not just his or her disabilities.

When fi nishing, summarize the assessment information and any conclusions that have 
been reached in the meeting. Encourage and allow time for fi nal questions and discussion.

Recognize that receiving a diagnosis of a serious disorder can cause strong feelings of 
loss, guilt, or frustration and that additional sessions may be useful because you, as a coun-
selor, can help those who are affected work through these issues.

The Assessment Report

Counselors often need to summarize assessment results in a written report. Because such 
reports are often the only product of the assessment process that others see and because 
they are likely to have signifi cant consequences for the examinee, they must be carefully 
prepared to be meaningful, readable, and well organized (Kvaal, Choca, Groth-Marnat, & 
Davis, 2011). The impact of the freedom of information legislation (including the Health 
Insurance and Portability Act [HIPAA]; American Psychological Association, 2002) means 
that a written report is now more likely to eventually be read by the clients or their parents. 
It should be written with this in mind and include both a client’s strengths and weaknesses 
in language that is likely to facilitate the client’s growth.

In writing a report, counselors must have some understanding of what is necessary to 
include and a conceptualization of the client or person about whom the report is being 
written. The focus of the report and the way it is to be used are the fi rst considerations in 
determining its content, including the reasons for referral and whether the report will be 
primarily oriented toward an objective summary of assessment results or an overall de-
scription of the individual being examined. Occasionally, the report is to provide baseline 
information for evaluating progress after interventions have been implemented (Lichten-
berger, Mather, Kaufman, & Kaufman, 2004). The purpose of the report should be clearly 
stated. Often there is a large amount of information available, and the report writer must 
decide what information should be included and what should be excluded (Drummond 
& Jones, 2010).

Counselors should fi rst decide the principal ideas that should be communicated and 
what other types of information play an auxiliary role. One of the ways of emphasizing 
material is by the order in which it is presented, with the most important information fi rst. 
Another way is through the adjectives and adverbs used in describing the person and his 
or her behavior. It can also be done through illustrations, using a vivid example to point 
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out critical information. Another mode is through repetition. Obviously, repetition needs 
to be handled skillfully to avoid repeating the same material more often than necessary. 
Repeating information in the summary or conclusion is another way of adding emphasis. 
The psychological test results themselves can often be used as a framework to describe the 
client—for example, the Big Five factors from the NEO Personality Inventory, the interper-
sonal circumplex from the Interpersonal Adjective Scales, or the Holland hexagon.

Problems that should be avoided include (a) poor organization, in which the results are not 
integrated as a whole; (b) use of psychological jargon that will not be understood; (c) use of terms 
that do not have clearly understood defi nitions; and (d) lack of integration between the test re-
sults and information based on other data, such as observations or the client’s history. Under 
the Administrative Simplifi cation section of HIPAA, counselors seeking insurance reimburse-
ment for psychological testing must learn and report the proper Current Procedural Terminology 
codes that are used to uniformly document why clients were seen and what was done for them. 

In writing reports of psychological and educational assessments, counselors should be 
aware of the implications of test scores. All of the factors that have contributed to the scores 
should be considered when reporting predictions and recommendations. Counselors know 
very well that MAT or GRE scores account for only a small fraction of the variance in predict-
ing which students, for example, will become skillful counselors. Therefore, test results should 
always include a statement about the validity of the entire testing situation. Counselors should 
include in their report social, ethnic, racial, and cultural variables that may affect intelligence, 
achievement, or personality test scores. Counselors should interpret cross-cultural test scores 
with caution and, when necessary, include a disclaimer for limitations in the report.

Writing a report is often much easier if an overall case conceptualization is developed 
fi rst. Reports often include the general theoretical framework that is followed by the coun-
selor. When psychoanalytic theory is the primary theory followed by a counselor, a great 
deal of emphasis is often placed on early childhood experiences. Those who follow Ro-
gerian theory probably pay particular attention to the person’s self-concept. The Gestalt 
theorist looks specifi cally at current relationships, and the behavioral counselor will be 
interested in personal and environmental factors that reinforce particular behaviors. Coun-
selors may not feel they have a particular theory of behavior, but in the case report their 
general theory of personality often emerges because it infl uences what they perceive from 
the interviews and test results and, therefore, what they report.

In reporting results, it is a good idea to stay away from assessment jargon. It is also 
important to avoid the extremes of focusing either too much or too little on the test results 
themselves. It is possible to report extensive test results without relating them to the in-
dividual and the individual’s situation and future plans and, thus, not offer much in the 
way of conclusions or practical suggestions. It is also possible to depart too much from the 
test results and downplay them, particularly if the test information does not come out as 
expected or if it is not likely to be seen in positive terms by the client.

Counselors should also remember that it is better to write a report immediately after coun-
seling and testing rather than letting a considerable period of time go by. Counselors enjoy 
working with people much more than writing reports, so it is easy to put these aside. Timeli-
ness becomes particularly important when a number of clients are seen each day. It is impor-
tant to at least write down the information that will be needed to write a report, even if it is 
not possible to write the fi nal report immediately. In writing a report, the counselor should say 
what needs to be said, making clear statements and clear recommendations. Conversely, where 
results must be considered inconclusive, this also needs to be reported and not ignored.

Components of an Assessment Report

Although the assessment report components often vary by clinical setting, this section of 
the chapter includes some basic components of an assessment report. Reports can be pri-
marily geared toward test data or can be broad to include several aspects of client history 
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and presenting issues. Components of a more comprehensive report are included in this 
section for Elise (client). In addition to specifi c examples of each component, Appendix D 
offers a sample assessment report. 

Brief Description of Client 

This initial section of the report includes basic demographic information about the client, in-
cluding name, age or date of birth, gender, and race/ethnicity, to name a few. Depending on 
the report format, it could also potentially include contact information, occupation, or year 
in school as applicable. Also included is information about the counselor who performed the 
assessment and wrote the report and perhaps dates of the evaluation and/or report. 

DEMOGRAPHIC INFORMATION

 Client Name: Elise Johnson 
 Gender:  Female 
 Age:  34 years
 Race/Ethnicity:  White, non-Hispanic
 Evaluation Date: 9/24/13
 Report Date: 9/30/13
 Counselor Name: Mark Sallinger

Reason for Counseling or Referral

The next piece of information is the reason that the person is seeking counseling, the prob-
lem he or she presents, or the reason the person was referred for testing. A brief description 
of a client and a brief description of the nature of the problem and the reason for undertak-
ing the evaluation give a general focus for the report.

REASON FOR REFERRAL

Elise was referred to the Cherry Tree Counseling Center based on her partner’s concerns with 
depression, decreased attendance at work and graduate school, and recent intoxication in her 
job. The client reported she was willing to attend counseling and noted she had experienced 
these symptoms for the past 3 months.

Relevant Background Information

Next to be included might be some additional descriptive data and some of the information 
available from the referral source. The background information should be relevant to the 
purpose of the assessment, should be related to the overall purpose of the report, and should 
be as succinct as possible. It is usually helpful to include the client’s educational background, 
occupation, family background, health status, and current life situation. The report should 
also include other aspects of personal history that are related to the reason for assessment 
and that help to place the problem or reason for assessment in its proper context.

BACKGROUND AND HISTORY

Elise is currently enrolled full-time at Lafayette University as a second-year graduate student 
in curriculum and instruction. She returned to graduate school after approximately 10 years 
working full-time as an elementary school teacher. She currently works part-time at Eagle 
Elementary as a substitute teacher. She reports enjoying her job and graduate program, al-
though she states her enjoyment has decreased the last few months.
 She notes that she has a 2.8 grade point average this semester, although her cumulative 
grade point average is 3.8. She reports missing the last three weeks of school because of an in-
ability to “get out of bed every morning” as well as crying spells and feelings of hopelessness. 
She states that she wishes “she could disappear.” She denies previous depression symptoms 
or problems with work or school. She notes that she has been drinking more frequently (i.e., 2 
glasses of wine per day for the past two months) and was suspended from her job this month. 
Prior to her suspension at work, she did not show up for work occasionally. Her partner con-
fi rms these behaviors.
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 Elise has been partnered for 8 years and reports being “relatively happy” in the relation-
ship. She describes her partner as supportive. She has no children. With respect to family 
history, she is the oldest of three children with parents who divorced when she was in college. 
She notes that her father lives with depression. She notes that she has a good relationship 
with her parents and siblings, although she admits to not communicating as often with them 
anymore.
 Elise denies any current or previous medical issues. She denies previous substance abuse 
problems.

Evaluation Procedures

Evaluation procedures should be briefl y described, giving the rationale for assessment, the 
names of the assessments used, and why the particular assessments were selected.

Elise’s evaluation included an intake interview, mental status examination, and suicide risk 
assessment (i.e., SAD PERSONS scale) to gauge her overall symptoms and clinically relevant 
history. In addition, she was administered the Beck Depression Inventory (BDI-II) and the 
Alcohol Use Disorders Identifi cation Test (AUDIT) to assess more specifi cally for depression 
and substance abuse symptoms.

Behavioral Observations

Specifi c behaviors that were observed during the interviews and assessments can be in-
cluded in this section. The way the client approached the assessment, any problems that 
arose, and any other factors that might bring into question the validity of any of the as-
sessments used should be mentioned. Only relevant observations should be included. This 
section is likely to be very brief if the behaviors were normal and much lengthier if behav-
iors were unusual.

Elise presented for the initial counseling session on time with her partner, who remained in 
the waiting room of the counseling center for the majority of the 50-minute session. She was 
cooperative with the majority of the assessments used yet questioned why she needed to take 
the AUDIT. She completed the BDI-II in 5 minutes and the AUDIT within 30 seconds. 

Assessment Results and Their Interpretation

Next are a report of the assessment results, an overall interpretation, and diagnostic im-
pressions. The description of the assessment results does not necessarily need to include 
actual test scores (as applicable), but they should be included if the report is for other pro-
fessionals who are knowledgeable about testing. The most important part of this section 
is the interpretation of the results. Here all of the assessment data are integrated, along 
with the behavioral observations and relevant background information. A discussion of 
the client’s strengths and weaknesses is included. A statement regarding the client’s future 
prospects in relation to the reason for the testing often needs to be included. This statement 
would include both favorable and unfavorable predictions.

Mental Status Examination: Elise presented to counseling as cooperative and attentive with 
an appropriate activity level. She appeared her stated age, maintained minimal eye contact, 
and was slightly disheveled. She presented with anxious mood and fl at affect. Her speech and 
thought patterns appeared normal; she was oriented to time, place, and person. She denied 
suicidal ideation and other self-harming thoughts and behaviors. Elise demonstrated insight 
into problems with good impulse control.
 SAD PERSONS Scale: Elise scored a 2, corresponding to the following risk factors: presence 
of depression; and ethanol abuse. This indicates a low risk for suicide. 
 BDI-II: Elise’s score of 22 indicates mild depression. 
 AUDIT: Elise received 9 points, exceeding the cutoff score of 8. 
Based on assessment data, Elise presents with a major depressive disorder. Ongoing examina-
tion of alcohol use symptoms is needed to rule out a substance abuse disorder. Her strengths 
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include a willingness to seek assistance through counseling and the presence of a support 
system. Potential minimization of alcohol use may be a challenge and should be further moni-
tored. She demonstrates a favorable prognosis with ongoing clinical and personal support.

Recommendations

The primary reason for assessment and the subsequent case report is usually to make rec-
ommendations. Particularly if the case is a referral, recommendations can include further 
testing or activities that the client or others should undertake in relation to the problem. 
Recommendations should relate to the problem and to the general purpose of the assess-
ment and report. They should be as practical and specifi c as possible.

It is recommended that Elise continue counseling weekly until there is a decrease in depres-
sion and alcohol use symptoms as well as regular attendance at work and school. Alcohol 
education and advice on alcohol use are warranted based on AUDIT fi ndings. It is recom-
mended that Elise be readministered the BDI-II and AUDIT within two weeks to check for 
changes in levels of depression and alcohol use. 

Brief Concluding Summary

A summary paragraph should succinctly restate the most important fi ndings and conclusions.

Elise presented to counseling at the request of her partner for depression and substance abuse 
symptoms that seem related to decreased occupational and academic functioning. Elise’s 
scores on the SAD PERSONS Scale, BDI-II, and AUDIT are consistent with information pre-
sented during the intake interview and mental status examination. It is recommended that 
she continue counseling and receive periodic assessment for symptoms. 

Chapter Summary

Communicating assessment fi ndings is often considered the fi nal phase of the assessment 
process, although this process recycles through the counseling relationship. This chapter 
presented several general guidelines for communicating results to clients as well as others 
such as in a case conference. Five steps for communicating assessment fi ndings during the 
assessment interview were presented, which involve checking in with the client through-
out the interview, collaborating on interpreting assessment fi ndings, and providing the 
appropriate amount of structure and content to allow for positive use of assessment data 
in the future.

The assessment report, one of the more formal methods for communicating assessment 
fi ndings, includes several components, such as demographic information, referral infor-
mation, the client’s background and history, assessment results, the client’s strengths and 
challenges, recommendations, and a general summary. Depending on the clinical setting 
and report purpose, assessment reports may appear quite different.

Review Questions

1. What are the fi ve steps of the assessment communication process discussed in this 
chapter?

2. What are some key strategies for an effective case conference?
3. What are things to avoid during the assessment communication process (i.e., assess-

ment interview, case conference, assessment report)?
4. How can the assessment report be used in counseling?
5. What types of information should be included in the major components of an assess-

ment report discussed in this chapter?





311

appendix

A

Publishers of Tests Commonly Used by 
Counselors With the Test Names and Acronyms

ACT, Inc.
500 ACT Drive
P.O. Box 168
Iowa City, IA 52243-0168
Tel: 319-337-1000 • Fax: 319-337-1578
Internet: www.act.org

ACT Assessment (The “ACT” test)
ASSET
Class Profi le Services
COMPASS
COMPASS ESL (English as a Second

  Language Profi ciency Test)
Course Placement Services 
DISCOVER
EXPLORE
PLAN Program
WorkKeys

Advisor Team, Inc.
P.O. Box 6279
San Mateo, CA 94403
Tel: 650-276-0770 • Fax: 650-312-8342
Internet: www.keirsey.com

Keirsey Temperament Sorter–II (KTS-II)

Career Vision/The Ball Foundation
800 Roosevelt Road, Suite E-200
Glen Ellyn, IL 60137
Tel: 800-469-8378 • Fax: 630-469-6279 
Internet: www.careervision.org

Ball Aptitude Battery (BAB) 

CPP, Inc.
1055 Joaquin Road, 2nd Floor
Mountain View, CA 94043
Tel: 800-624-1765 • Fax: 650-969-8608
Internet: www.cpp.com

Adjective Check List (ACL)
California Psychological Inventory (CPI)
Career Beliefs Inventory (CBI)
FIRO Awareness Scales (FIRO) [“Fie-Roe”]
Fundamental Interpersonal Relations 

  Orientation–Behavior (FIRO-B)
Guilford–Zimmerman Temperament 

  Survey (GZTS)
Myers–Briggs Type Indicator (MBTI)
Problem Solving Inventory (PSI)
Skills Confi dence Inventory (SCI)

*An asterisk indicates that this is not an exhaustive list for this publisher. Please visit the listed website to 

view additional assessment listings. 

http://www.act.org
http://www.careervision.org
http://www.cpp.com
http://www.keirsey.com
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Strong Interest Inventory (Strong)
Thomas–Kilman Confl ict Mode 

  Instrument (TKI)
Values Scale (VS)

CTB/McGraw-Hill
20 Ryan Ranch Road
Monterey, CA 93940-5703
Tel: 800-538-9547 • Fax: 800-282-0266
Internet: www.ctb.com

Adult Language Assessment Scales 
  (Adult LAS)

Primary Test of Cognitive Skills (PTCS)
TerraNova, 2nd ed. (TerraNova CAT)
TerraNova Comprehensive Tests of 

  Basic Skills (TerraNova CTBS)
Test of Cognitive Skills, 2nd ed. (TCS/2)
Tests of Adult Basic Education 9&10 

  (TABE 9&10)

Educational and Industrial 
Testing Service (EdITS)

P.O. Box 7234
San Diego, CA 92167
Tel: 800-416-1666 • Fax: 619-226-1666
Internet: www.edits.net

Career Ability Placement Survey 
  (CAPS)

Career Occupational Preference System 
  (COPS)

Career Orientation Placement and 
  Evaluation Survey (COPES)

Comrey Personality Scales (CPS)
Dimensions of Self-Concept (DOSC)
Eysenck Personality Questionnaire–

  Revised (EPQ-R)
Junior Eysenck Personality 

  Questionnaire–Revised (JEPQ-R)
Multiple Affect Adjective Check List–

  Revised (MAACL-R)
Personal Orientation Inventory (POI)
School Environment Preference Survey 

  (SEPS)
Study Attitudes and Methods Survey

   (SAMS)

Educational and Psychological 
Consultants, Inc.

1001 Cherry Street, Suite 102
Columbia, MO 65201-7931
Tel: 573-446-1614 • Fax: 573-446-8532
Internet: www.epc-psi.com

Personal Styles Inventory

Educational Testing Services (ETS)
ETS Corporate Headquarters 
Rosedale Road
Princeton, NJ 08541
Tel: 609-921-9000 • Fax: 609-734-5410
Internet: www.ets.org

Advanced Placement Program (AP)
College Level Examination Program 

  (CLEP)
ETS Profi ciency Profi le
Graduate Record Examination (GRE)
Major Field Tests (MFTs)
National Assessment of Educational 

  Progress (NAEP)
Preliminary Scholastic Aptitude Test 

  (PSAT)/National Merit Scholarship 
  Qualifying Test (NMSQT)

SAT Reasoning Test
SAT Subject Tests
Test of English as a Foreign Language 

  (TOEFL)

H&H Publishing Co., Inc.
1231 Kapp Drive
Clearwater, FL 33765-2116
Tel: 800-366-4079 • Fax: 727-442-2195
Internet: www.hhpublishing.com

INCLASS (Student Attitudes 
  and Behaviors)

Learning and Study Strategies Inventory 
  (LASSI)

Learning and Study Strategies 
  Inventory–High School Version 
  (LASSI-HS)

Learning and Study Strategies Inventory 
  for Learning Online (LLO)

Online Mathematics Assessment (OMA)
Online Reading Assessment (ORA)
Perceptions, Expectations, Emotions, 

  and Knowledge about college (PEEK)

http://www.ctb.com
http://www.epc-psi.com
http://www.ets.org
http://www.edits.net
http://www.hhpublishing.com
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Strategic Assessment of Readiness for
   Training (START)

Swearer Bully Survey
Technology and Internet Assessment 

  (TIA)
WORKING (Assessing Skills, Habits, 

  and Style)

Hogan Assessment Systems
2622 East 21st Street
Tulsa, OK 74114
Tel: 800-756-0632 • Fax: 918-749-0632 
Internet: www.hoganassessments.com

Hogan Business Reasoning Inventory 
  (HBRI)

Hogan Development Survey (HDS)
Hogan Personality Inventory (HPI)
Motives, Values, Preferences Inventory 

  (MVPI)

Hogrefe Publishing
Cambridge Offi ce
875 Massachusetts Avenue, 7th Floor
Cambridge, MA 02139
Tel: 866-823-4726 • Fax: 617-354-6875 
Internet: www.hhpub.com

Achievement Motivation Inventory (AMI)
Culture Fair Intelligence Tests (CFIT)
d2 Test of Attention
Family System Test (FAST)
ICD-10 Checklists
Interview for the Retrospective 

  Assessment of the Onset and 
  Course of Schizophrenia and Other 
  Panic and Agoraphobia Scale (PAS)

Personality Poker
Psychoses (IRAOS)
Rorschach Inkblot Test
A Visual Learning and Memory Test 

  for Neuropsychological Assessment 
  (DCS)

Inflexxion, Inc. 
320 Needham St., Suite 100
Newton, MA 02464
Tel: 800-848-3895 • Fax: 617-332-1820
Internet: www.infl exxion.com

Addiction Severity Index–Multimedia 
  Version (ASI-MV)

Comprehensive Health Assessment for 
  Teens (CHAT)

Current Opioid Misuse Measure (COMM)
Screener and Opioid Assessment for 

  Patients With Pain (SOAPP)

Institute for Personality and Ability 
Testing Incorporated (IPAT)

1801 Woodfi eld Drive
Savoy, IL 61874
Tel: 800-225-4728 • Fax: 217-352-9674
Internet: www.ipat.com

Adult Personality Inventory
Children’s Personality Questionnaire
Early School Personality Questionnaire
PsychEval Personality Questionnaire 

  (PEPQ)
16 Personality Factor Fifth Edition 

  Questionnaire (16 PF)
16 PF Adolescent Personality 

  Questionnaire
16 PF Career Development Report
16 PF Couple’s Counseling 

  Questionnaire
16 PF Interpretive Report
16 PF Karson Clinical Report
16 PF Profi le Report

Kuder, Inc.
302 Visions Parkway
Adel, IA 50003 
Tel: 800-314-8972 • Fax: 515-993-5422
Internet: www.kuder.com

Kuder Career Planning System: 
  one online tool with three different 
  levels according to age: 

• Kuder Galaxy (elementary)
• Kuder Navigator (secondary)
• Kuder Journey (postsecondary)

Kuder Community Career Needs 
  Assessment (CCNA) 

http://www.hoganassessments.com
http://www.ipat.com
http://www.hhpub.com
http://www.kuder.com
http://www.inflexxion.com
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Mind Garden, Inc.*
855 Oak Grove Ave., Suite 215
Menlo Park, CA 94025
Tel: 650-322-6300 • Fax: 650-322-6398
Internet: www.mindgarden.com

Barron–Welsh Art Scale
Bem Sex Role Inventory (BSRI)
Coopersmith Self Esteem Inventory 
Coping Resources Inventory (CRI)
Enright Forgiveness Inventory
Family Environment Scale
Five Factor Wellness Inventory
Hoffman Vocational Values Scale
Multifactor Leadership 

  Questionnaire (MLQ)
Older Persons Counseling Needs Survey
Social Skills Inventory
State–Trait Anxiety Inventory (STAI)
State–Trait Anxiety Inventory for 

  Children (STAIC)
Test Anxiety Inventory
University Residence Environment 

  Scale (URES)
Ways of Coping Questionnaire
Wellness Evaluation of Life Style (WEL)

Multi-Health Systems, Inc. (MHS)*
P.O. Box 950
North Tonawanda, NY 14120-0950
Tel: 800-456-3003 • Fax: 888-540-4484
Internet: www.mhs.com

Adaptive Behavior Assessment System, 
  2nd ed. (ABAS II)

Anger Disorders Scale (ADS)
Anger Regulation and Expression Scale 

  (ARES)
Antisocial Process Screening Device 

  (APSD)
Asperger Syndrome Diagnostic Scale 

  (ASDS)
Autism Diagnostic Interview–Revised 

  (ADI-R)
Autism Diagnostic Observation 

  Schedule (ADOS)
Butcher Treatment Planning Inventory 

  (BTPI)
Children’s Depression Inventory, 

  2nd ed. (CDI-2)

Conners’ Adult ADHD Rating Scales 
  (CAARS)

Conners’ Continuous Performance 
  Test II (CDT-II)

Conners’ Rating Scales–Revised (CRS-R)
Coping Inventory for Stressful Situation 

  (CISS)
Coping With Health Injuries and 

  Problems (CHIPS)
Dyadic Adjustment Scale (DAS)
Family Assessment Measure III 

  (FAM-III)
Goldstein & Naglieri Autism Spectrum 

  Rating Scales (ASRS)
Hare Psychopathy Checklist–Revised: 

  2nd ed. (Hare PCL-R:2nd ed.)
Holden Psychological Screening 

  Inventory (HPSI)
Mayer–Salovey–Caruso Emotional 

  Intelligence Test (MSCEIT)
Multidimensional Anxiety Scale for 

  Children (MASC)
Profi le of Mood States (POMS)
Social Problem Solving Inventory–

  Revised (SPSI-R) 

Pearson Assessments*
P.O. Box 599700
San Antonio, TX 78259-9700
Tel: 800-627-7271 • Fax: 800-232-1223
Internet: www.pearsonassessments.com

Beck Depression Inventory-II (BDI-II
Behavior Assessment System for 

  Children, 2nd ed. (BASC-2)
Campbell Interest and Skill Survey (CISS)
Draw-a-Person Test (DAP)
Harrington–O’Shea Career Decision-

  Making System–Revised (CDM-R)
Kaufman Adolescent and Adult 

  Intelligence Test (KAIT)
Kaufman Assessment Battery for 

  Children, 2nd ed. (KABC-II)
Kaufman Brief Intelligence Test, 2nd ed. 

  (KBIT-II)
Kaufman Functional Academic Skills 

  Test (K-FAST)
Kaufman Test of Educational 

  Achievement, 2nd ed. (KTEA-II)
Miller Analogies Assessment (MAT)
Millon Clinical Multiaxial Inventory–III 

  (MCMI-III)

http://www.mindgarden.com
http://www.mhs.com
http://www.pearsonassessments.com
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Minnesota Multiphasic Personality 
  Inventory–2 (MMPI-2)

Naglieri Nonverbal Ability Test (NNAT)
Peabody Individual Achievement Test–

  Revised–Normative Update (PIAT-R/NU)
Peabody Picture Vocabulary Test–III 

  (PPVT-III)
Raven’s Standard Progressive Matrices 

  (SPM)
Test de Vocabulario en Imágenes 

  Peabody (TVIP)
Thematic Apperception Test (TAT)
Vineland Adaptive Behavior Scales, 

  2nd ed. (Vineland-II)
Wechsler Adult Intelligence Scale, 

  Fourth Edition (WAIS-IV)
Wechsler Preschool and Primary Scale of 

  Intelligence, Fourth Edition (WPPSI-IV)
Woodcock Reading Mastery Tests–Revised–

  Normative Update (WRMT-R/NU)

Psychological Assessment 
Resources (PAR)*

16204 North Florida Avenue
Lutz, FL 33549
Tel: 800-331-8378 • Fax: 800-727-9329
Internet: www.parinc.com

ADHD Symptoms Rating Scale 
  (ADHD-SRS)

Adolescent Drinking Index (ADI)
Career Attitudes and Strategies 

  Inventory (CASI)
Career Decision Scale (CDS)
Career Thoughts Inventory (CTI)
Clinical Assessment of Attention 

  Defi cit–Child (CAT-C)
Clinical Assessment of Depression

  (CAD)
Clinical Assessment Scales for 

  the Elderly (CASE)
College Adjustment Scales (CAS)
Coping Responses Inventory (CRI)
Dementia Rating Scale–2 (DRS-2)
Eating Disorder Inventory–3 (EDI-3)
Employee Assistance Program 

  Inventory (EAPI)
Interpersonal Adjective Scales (IAS)
Life Stressors and Social Resources 

  Inventories (LISRES)
Mental Status Checklists
Mini-Mental State Examination, 2nd ed. 

  (MMSE-II)

My Vocational Situation (MVS)
NEO Five-Factor Inventory–3 

  (NEO-FFI-3)
NEO-4
NEO Personality Inventory–3 

  (NEO-PI-3)
Occupational Stress Inventory–Revised 

  (OSI-R)
OMNI Personality Inventory
Parenting Stress Index, 3rd ed. (PSI)
Personal History Checklists
Personality Assessment Inventory (PAI)
Personality Assessment Screener (PAS)
Position Classifi cation Inventory (PCI)
Reynolds Intellectual Assessment Scales 

  (RIAS)
Self-Directed Search–4th ed. (SDS)
State–Trait Anger Expression 

  Inventory–2 (STAXI-2)
Suicidal Ideation Questionnaire (SIQ)
Vocational Preference Inventory (VPI)
Wide Range Achievement Test–

  Expanded (WRAT-Expanded)
Wide Range Achievement Test 4 

  (WRAT4)
Wide Range Intelligence Test (WRIT)

Psychological Publications, Inc.
P.O. Box 3577
Thousand Oaks, CA 91359-0577
Tel: 800-345-TEST • Fax: 805-527-9266
Internet: www.tjta.com

Adolescent Anger Rating Scale (AARS)
Adolescent Psychopathology Scale–

  Short Form (APS-SF)
Basic Personality Inventory (BPI)
Behavioral and Psychological 

  Assessment of Dementia (BPAD)
Behavior Rating Inventory of Executive 

  Function (BRIEF)
Bricklin Perceptual Scales (BPS)
Children’s Depression Inventory (CDI)
Chronic Pain Coping Inventory (CPCI)
Clinical Assessment of Behavior (CAB)
Clinical Assessment Scales for the 

  Elderly (CASE-SF)
Cognitive Distortion Scales (CDS) 
Conners’ Rating Scales–Revised (CRS-R)
Constructive Thinking Inventory (CTI)
Coping Inventory for Stressful 

  Situations (CISS)

http://www.parinc.com
http://www.tjta.com


316 • Appendix A

Detailed Assessment of Posttraumatic 
  Stress (DAPS)

DiSC Biblical Personal Profi le System
DiSC Classic (Personal Profi le System)
DiSC Relationship Profi le
Eating Disorder Inventory–3 (EDI-3)
Family History Analysis (FHA)
Family Relationship Inventory (FRI)
Hamilton Depression Inventory (HDI)
Jackson Vocational Interest Survey (JVIS)
Marital Assessment Inventory (MAI)
MBTI Components & Replacement Parts 
MBTI Form M 
Multidimensional Anxiety

  Questionnaire (MAQ)
Multidimensional Self-Esteem 

  Inventory (MSEI) 
Myers–Briggs Type Indicator (MBTI)

  General Description 
Occupational Stress Inventory–Revised 

  (OSI-R)
Parent Awareness Skills Survey (PASS)
Parent Perception of Child Profi le 

  (PPCP)
Parenting Alliance Measure (PAM)
Parenting Stress Index (PSI)
Perception-of-Relationships Test (PORT)
Quality of Life Questionnaire (QLQ)
Reynolds’ Adolescent Depression Scale 

  (RADS-2)
Reynolds’ Child Depression Scale (RCDS) 
Reynolds Intellectual Assessment Scales 

  (RIAS) 
Rorschach’s Inkblot Test
Self-Directed Search-Revised (SDS-R)
State–Trait Anger Expression 

  Inventory–2 (STAXI-2)
Substance Abuse Subtle Screening 

  Inventory–3rd ed. (SASSI-3)
Survey of Pain Attitudes (SOPA)
Taylor–Johnson Temperament Analysis 

  (TJTA)
Wide Range Achievement Test 4–

  Discrepancy Interpretive Report 
  (WRAT4-DIR)

Research Center for Children, 
Youth, & Families

ASEBA
1 South Prospect Street, 
St. Joseph’s Wing (3rd Floor, Room #3207) 
Burlington, VT 05401
Tel: 802-656-5130 • Fax: 802-264-6433
Internet: www.aseba.org

Achenbach System of Empirically Based 
  Assessment (ASEBA)

Brief Problem Monitor (BPM)

Riverside Publishing Company*
3800 Golf Road, Suite 200
Rolling Meadows, IL 60008 
Tel: 800-323-9540 • Fax: 630-467-7192
Internet: www.riverpub.com

Bender Visual–Motor Gestalt Test II 
  (Bender–Gestalt II)

Cognitive Abilities Test (CogAT)
Das-Naglieri Cognitive Assessment 

  System (CAS)
Iowa Tests of Basic Skills (ITBS)
Iowa Tests of Educational Development 

  (ITED)
Nelson–Denny Reading Test
Scales of Independent Behavior–Revised 

  (SIB-R)
Stanford–Binet Intelligence Scale–5 

  (Stanford-Binet-5)
Universal Nonverbal Intelligence Test 

  (UNIT)
Woodcock–Johnson III Tests of 

  Achievement
Woodcock–Johnson Tests of Cognitive 

  Abilities

The SASSI Institute
201 Camelot Lane
Springville, IN 47462
Tel: 800-726-0526 • Fax: 800-546-7995
Internet: www.sassi.com

Adolescent SASSI (SASSI-A2)
Behaviors & Attitudes Drinking 

  & Driving Scale (BADDS)
Spanish Substance Abuse Subtle 

  Screening Inventory (SASSI)

http://www.aseba.org
http://www.riverpub.com
http://www.sassi.com
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Substance Abuse in Vocational 
  Rehabilitation Screener2 (SAVR-S2)

Substance Abuse Screener in American 
  Sign Language (SAS-ASL)

Substance Abuse Subtle Screening 
  Inventory–3 (SASSI-3)

Scholastic Testing Service 
Incorporated

480 Meyer Road
Bensenville, IL 60106-1617
Tel: 800-642-6787 • Fax: 866-766-8054
Internet: www.ststesting.com

Abbreviated Torrance Test for Adults 
  (ATTA)

Comprehensive Identifi cation Process (CIP)
Coping Inventory: A Measure of 

  Adaptive Behavior, Observation and 
  Self-Rated Forms

Diagnostic Mathematics Assessment 
  (DMA)

Diagnostic Reading Assessment (DRA)
Early Coping Inventory: A Measure of 

  Adaptive Behavior, Observation and 
  Self-Rated Forms

Educational Development Series 
  (EDSERIES)

Hall Occupational Orientation 
  Inventories, 4th ed. (HOOI)

High School Placement Test (HSPT)
Kindergarten Readiness Test (KRT)
Khatena–Morse Multitalent Perception 

  Inventory (KMMPI)
Khatena–Torrance Creative Perception

   Inventory (KTCPI)
Kuhlman Anderson Tests (KA)
Measure of Questioning Skills (MQS)
QUIC Tests
Rockford Infant Developmental 

  Evaluation Scales (RIDES)
School Readiness Test (SRT)
Screening Assessment for Gifted 

  Elementary and Middle School 
  Students, 2nd ed. (SAGES–2)

Style of Learning and Thinking (SOLAT)
Test of Nonverbal Intelligence: 

  A Language-Free Measure of 
  Cognitive Ability, 3rd ed. (TONI–3)

Thinking Creatively in Action and 
  Movement (TCAM)

Thinking Creatively With Sounds and
  Words (TCSW)

Torrance Monograph Series
Torrance Tests of Creative Thinking 

  (TTCT)
Washer Visual Acuity Screening 

  Technique (WVAST)

Sigma Assessment Systems, Inc.
P.O. Box 610757
Port Huron, MI 48061-0757
Tel: 800-265-1285 • Fax: 800-361-9411
Internet: www.sigmaassessmentsystems.com

Ashland Interest Assessment (AIA)
Basic Personality Inventory (BPI)
Career Directions Inventory (CDI)
Carlson Psychological Survey (CPS)
Coolidge Assessment Battery (CAB)
Dimensional Assessment of Personality

   Pathology–Basic Questionnaire 
  (DAPP-BQ)

Jackson Personality Inventory–Revised
   (JPI-R)

Jackson Vocational Interest Survey (JVIS)
Multidimensional Aptitude Battery–II

   (MAB-II)
NEO Five-Factor Inventory–3 (NEO-FFI-3)
Nonverbal Personality Questionnaire

   (NPQ)
Personality Assessment Inventory (PAI)
Personality Research Form (PRF)
Personnel Assessment Form (PAF)
Psychological Screening Inventory–2 

  (PSI-2)
Reynolds Adolescent Depression 

  Scale–2 (RADS-2)
Sex-Role Egalitarianism Scale (SRES)
Six Factor Personality Questionnaire 

  (SPFQ)
State–Trait Anger Expression 

  Inventory–2 (STAXI-2)
Survey of Work Styles (SWS)

http://www.ststesting.com
http://www.sigmaassessmentsystems.com
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Slosson Educational 
Publications, Inc.

538 Buffalo Road
East Aurora, NY 14052
Tel: 888-756-7766 • Fax: 800-655-3840
Internet: www.slosson.com

Analytic Learning Disability 
  Assessment (ALDA)

Birth to Three Assessment and 
  Intervention System–2nd ed. 

  (BTAIS-2)
Infant–Toddler Developmental 

  Assessment (IDA)
Kaufman Survey of Early Academic and

   Language Skills (K-SEALS)
Slosson Full Range Intelligence Test 

  (S-FRIT)
Slosson Intelligence Test (SIT)
Slosson Intelligence Test–Primary

  (SIT-P)
Slosson Intelligence Test–Revised

   Combo Kit (SIT-R3:P)
Slosson Intelligence Test–Revised 

  (SIT-R3)
Stanford–Binet Intelligence Scales for

   Early Childhood (SBE5)
Wide Range Intelligence Test (WRIT)

Stoelting Company*
620 Wheat Lane 
Wood Dale, IL 60191
Tel: 630-860-9700 • Fax: 630-860-9775
Internet: www.stoeltingco.com

Comprehensive Test of Nonverbal 
  Intelligence–2nd ed. (CTONI-2)

Das-Naglieri Cognitive Assessment 
  System (CAS)

Leiter International Performance 
  Scale–Revised (Leiter-R)

Merrill–Palmer–Revised Scales of 
  Development (Merrill-Palmer-R)

Primary Test of Nonverbal Intelligence
  (PTONI)

Reynolds Intellectual Assessment 
  Scales/Wide Range Achievement 
  Test 4 (RIAS/WRAT4-DIR)

Scales of Cognitive Ability for Traumatic
  Brain Injury (SCATBI)

Stoelting Brief Intelligence Test (S-BIT)

U.S. Department of Labor, 
Employment and Training 
Administration

200 Constitution Avenue, NW
Washington, DC 20213
Tel: 202-535-0157 
Internet: www.onetcenter.org

O*NET Ability Profi ler
O*NET Computerized Interest Profi ler
O*NET Interest Profi ler
O*NET Interest Profi ler Short Form
O*NET Work Importance Locator
O*NET Work Importance Profi ler

U.S. Military Entrance Processing 
Command (USMEPCOM)

2500 Green Bay Road
North Chicago, IL 60064-3094
Tel: 800-323-0513
Internet: www.asvabprogram.com

Armed Services Vocational 
  Aptitude Battery (ASVAB)

Valpar International Corporation
P.O. Box 5767
Tucson, AZ 85703
Tel: 800-528-7070 • Fax: 520-292-9755
Internet: www.valparint.com

Aviator 3
Magellan 6
SIGI-3
Valpar Computerized Ability Test (VCAT)
Valpar Test of Essential Skills (VTES)

Vocational Research Institute
1528 Walnut St., Suite 1502
Philadelphia, PA 19102-3619
Tel: 800-874-5387
Internet: www.vri.org

CareerScope Online
CareerScope v10
Vocational Research Interest Inventory 

  (VRII)

http://www.slosson.com
http://www.onetcenter.org
http://www.stoeltingco.com
http://www.valparint.com
http://www.asvabprogram.com
http://www.vri.org
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Vocopher: The Online Career 
Collaboratory

Internet: www.vocopher.com

Adult Career Concerns Inventory 
  (ACCI)

Career Development Inventory (CDI)
Career Mastery Inventory (CMAS)
Career Maturity Inventory (CMI)
Salience Inventory (SI)

Western Psychological Services*
625 Alaska Avenue
Torrance, CA 90503-5124
Tel: 800-648-8857 • Fax: 424-201-6950
Internet: www.wpspublish.com

Aggression Questionnaire (AQ)
House–Tree–Person Projective Drawing

  Technique (H-T-P)
Learning Styles Inventory (LSI)
Marital Satisfaction Inventory–Revised 

  (MSI-R)
Novaco Anger Scale and Provocation 

  Inventory (NAS-PI)
Parent–Child Relationship Inventory 

  (PCRI)
Personal Experience Inventory (PEI)
Personal Experience Screening 

  Questionnaire (PESQ)
Personality Inventory for Children, 

  2nd ed. (PIC-2)

Personality Inventory for Youth (PIY)
Piers–Harris Children’s Self-Concept 

  Scale, 2nd ed. (Piers-Harris 2)
Roberts Apperception Test for 

  Children–2nd ed. (Roberts-2)
Shipley Institute of Living Scale–2
Stress Profi le
Student Adaptation to College 

  Questionnaire (SACQ)
Suicide Probability Scale (SPS)
Tennessee Self-Concept Scale-2 (TSCS-2)

Wide Range, Inc.
(See Psychological Assessment Resources)

Wonderlic, Inc.*
400 Lakeview Parkway, Suite 200
Vernon Hills, IL 60061
Tel: 877-605-9496 • Fax: 847-680-9492
Internet: www.wonderlic.com

Wonderlic Basic Skills Test (WBST)
Wonderlic Classic Cognitive Ability Test
Wonderlic Cognitive Ability Pretest
Wonderlic Contemporary Cognitive 

  Ability Test
Wonderlic Five-Factor Personality Profi le
Wonderlic Seven-Factor Personality Profi le
Wonderlic Personnel Test (WPT)

http://www.vocopher.com
http://www.wpspublish.com
http:/www.wonderlic.com
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American Counseling Association (ACA)
ACA Code of Ethics (ACA, 2005) 

http://counseling.org/Resources/CodeOfEthics/TP/Home/CT2.aspx
ACA Position Statement on High Stakes Testing (ACA, n.d.)
Standards for Qualifi cations of Test Users (ACA, 2003)

http://www.counseling.org/AboutUs/ 

Association for Assessment in Counseling and Education (AACE)
Responsibilities of Users of Standardized Tests (3rd ed.; AACE, 2003)
Standards for Multicultural Assessment (4th ed.; AACE, 2012)

http://theaaceonline.com/resources.htm 

AACE in Collaboration With Other ACA Divisions 
Competencies in Assessment and Evaluation for School Counselors (with the American 

School Counseling Association, 1998)
Pre-Employment Testing and the ADA (with the American Rehabilitation Counseling 

Association, 2003)
Marriage, Couple and Family Counseling Assessment Competencies (with the International 

Association of Marriage and Family Counselors, 2010)
Career Counselor Assessment and Evaluation Competencies (with the National Career 

Development Association, 2010)
Standards for Assessment in Mental Health Counseling (with the American Mental Health 

Counseling Association, 2010)
Standards for Assessment in Substance Abuse Counseling (with the International 

Association of Addictions and Offenders Counselors, 2010)
http://theaaceonline.com/resources.htm 

http://theaaceonline.com/resources.htm
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Joint Committee on Testing Practices
Code of Fair Testing Practices in Education (2004)
Rights and Responsibilities of Test Takers: Guidelines and Expectations (1999)

http://www.apa.org/science/programs/testing/committee.aspx 

National Board for Certified Counselors (NBCC) 
NBCC Code of Ethics (NBCC, 2005)

http://www.nbcc.org/Assets/Ethics/nbcc-codeofethics.pdf 

http://www.apa.org/science/programs/testing/committee.aspx
http://www.nbcc.org/Assets/Ethics/nbcc-codeofethics.pdf


323

Statistical Formulas

appendix

C

Pearson Product–Moment Correlation Coefficient

     rxy =   nΣXY – ΣXΣ

√[nΣX2 – (ΣX)2 – [nΣY2– (ΣY)2]

rxy = correlation between X and Y variables
n = sample size
XY = product of each score for variable X times each score for variable Y
X2 = an individual’s score on variable X squared
Y2 = an individual’s score on variable Y squared

Spearman–Brown

             rt =       
2rh

1 + rh

rt = Correlated Pearson correlation coeffi cient 
rh = Pearson correlation coeffi cient
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Coefficient Alpha

    r = [    n    ] [SD2 – ΣSDi
2

]n – 1              SD2

n = number of items
SD2 = variance
ΣSDi

2 = sum of variances for all items 

Kuder–Richardson

              KR
20

 = [    n    ] [SD2 – Σpq]  n – 1            SD2

n = number of items
SD2 = variance
p = number of correct (true) items
q = number of incorrect (false) items

Standard Deviation

                          
 s = √  SS

N – 1

SS = sums of squared deviation scores. (Deviation scores are calculated by subtracting each 
individual score from the mean.)

N = sample size
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 Name: Jane Doe D.O.B.: 02-13-1979
 Address: 123 Some Street Sex: Female
 Phone: 555-555-5555 Race/Ethnicity: White
 E-mail: jd@email.com Date of Interview: 03-23-2012
 Interviewer: Ione N. Paiva Report Date: 04-30-2012

Reason for Referral
Jane, a 33-year-old partnered female, presented for counseling for anxiety symptoms. She 
noted a previous diagnosis of Bipolar I disorder when she was in college. She stated she has 
had at least three depressive episodes per year lasting one to two weeks at most and manic 
episodes once a month lasting approximately three days. She said her last manic episode oc-
curred approximately three weeks ago. She is no longer taking medication to treat her Bipolar I 
disorder. She noted stress and depressive symptoms surrounding school and other challenges 
that led her to feel unmotivated, lose interest in activities she used to enjoy, and experience low 
self-esteem. She also noted anxiety and stress surrounding her job and relationship with her 
mother. She noted that she has issues “standing her ground” with her mother, and her mother 
still expects Jane to “do as she says” without taking into consideration Jane’s needs.

Background and History
Family Background

Jane was born in Germany, where her father was stationed as a Navy offi cer. She noted sig-
nifi cant family issues, such as her father’s infi delity. Her parents divorced, and her mother 
later married a man who was verbally, sexually, and emotionally abusive to her mother. 
Jane noted that she was not a witness to this behavior; however, the aftermath left her 
mother very rigid and overprotective. Jane noted a positive relationship with her stepfa-

mailto:jd@email.com
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ther’s daughter that continues today. Her mother was not at home most evenings because 
of work; however, Jane noted that she had a very structured schedule and she feels her 
mother set this schedule for Jane to protect her. Jane stated that her mother never remarried 
after divorcing Jane’s stepfather, and her mother became emotionally volatile and devel-
oped a drinking problem. As a result Jane noted she felt she had to be careful around her 
mother so she did not upset her. Jane noted that her mother’s drinking was a major source 
of stress. According to Jane, her mother was diagnosed with Bipolar I Disorder and began 
taking lithium but later stopped taking the medication because of insurance reasons. Jane 
noted she rarely saw her father, but when she would see him he would often make degrad-
ing comments regarding her appearance. She said she often felt self-conscious around him, 
and she noted that he makes similar comments to her husband, which upsets her. 

Jane has been partnered for approximately 10 years, and Jane states she is very happy in 
her marriage and has been with her partner since they were freshmen in high school. Jane 
noted one major relationship issue with regard to legal trouble involving her partner, and 
she discovered he had been lying about his drinking and drug use. She stated she discov-
ered after he had been thrown in jail for theft that he had been using drugs and stealing. 
He has also failed drug tests while on probation. She noted that after his incarceration, she 
forgave him, and their relationship has been better although she stated she has some re-
sidual trust issues because of his lying about his drug use. She sees the experience as posi-
tive because she does not feel he would have changed if it were not for his incarceration.     

Medical/Counseling History

Jane was diagnosed with Bipolar I Disorder in 1999. She spent fi ve years receiving medica-
tion management and outpatient therapy one to two times per month. Although she is no 
longer on medication, at the time of her diagnosis she was administered Wellbutrin XR 150 
mg QD. During the time of her diagnosis, she experienced signifi cant thoughts of suicide, 
self-esteem issues, and signifi cant issues with family and her husband, who was her boy-
friend at the time. She indicated she has not contemplated suicide in 13 years and is not 
currently receiving psychiatric treatment or counseling.  

Substance Use and Abuse

Jane indicated no history of substance abuse and drinks approximately twice per week. 
She noted that social situations bring signifi cant anxiety, and she drinks to relax.

Educational and Vocational History

Jane is a college graduate and currently pursuing a master’s degree in counseling at Lakeview 
University. She has worked in many helping profession type jobs and is currently working 
at the local community services board as a case management supervisor. She noted con-
cerns regarding job security and burnout in her current position. 

Other Pertinent Information

Jane describes herself as introverted and has a small social group and likes to spend time 
with her friends individually. 

Evaluation Procedures
Jane completed the following assessments: 

Beck Depression Inventory (BDI-II)
16 Personality Factor Questionnaire (16-PF)
Sentence Completion Test
Substance Abuse Suble Screening Inventory–3 (SASSI-3)
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Behavioral Observations

Jane presented alone for counseling on time. She appeared cooperative and maintained 
eye contact. She presented with anxious mood and affect. She fi dgeted with her hands 
during the initial part of counseling session. She was oriented to time, place, and person. 
She denied suicidal ideation.

Assessment Results 
Beck Depression Inventory (BDI-II)

Jane yielded a score of 4 on the BDI-II, which indicates minimal or no depression. Jane 
rated herself as having minimally signifi cant changes in areas of self-criticalness, crying, 
agitation, and irritability. 

16 Personality Factor Questionnaire (16-PF)

 Signifi cant Profi le Factor Score Rating

 High Anxiety 8 High
 Abstract 8 High
 Apprehensive 8 High
 Self-Relient 8 High
 Self-Controlled 7 High-Average
 Emotional and Social Adjustment* 4 Low-Average
 Diffferential 3 Low
 Serious 3 Low
 Emotional Expressivity* 3 Low
 Grounded 2 Very Low

Jane yielded scores that indicate high levels of anxiety, abstract thinking, apprehensive-
ness, and self-reliance. These high scores indicate that Jane is a very intelligent and abstract 
thinker who is self-suffi cient and resourceful. She is also highly apprehensive and prone 
to self-doubt and worrying. Her high score on apprehensiveness may be an indication of 
insecurity and guilt proneness. Her self-controlled score indicates she is in control of her 
behavior and can inhibit her urges. Her low scores on the profi le factors Differential, 
Serious, and Grounded indicate she is dominant, assertive, enthusiastic, expressive, 
abstract, and idea-oriented. 

Sentence Completion Test

Jane’s responses on the Sentence Completion Test indicated a high need for control in her 
life and a tendency to be self-critical and critical of others. Her responses indicate a tendency 
to be introverted and a desire to have time for herself. She also shows issues with her close 
family members and her need for them to see her as an adult. She sees herself as very funny 
and a supportive person. She sees her parents as fl awed and indicated she is afraid to speak 
about her relationship with her mother with people, especially her mother. She describes her 
mother as rigid and her father as insecure and indicated she is afraid of becoming like her 
mother. Jane is optimistic about her future and likes helping people. Pressure often brings 
her anxiety, and she indicates that her job often puts her under pressure that causes her to 
have anxiety. Her responses indicate that uncontrollable life changes, such as her husband 

*These scores are predictions based on empirical research conducted by the test developers. The scores are noted 

because of Jane’s signifi cant lows on the factors Emotional and Social Adjustment and Emotional Expressivity. 

These scores should be used in conjunction with her global and profi le scores and are only predictions of Jane’s 

adjustment in these areas.
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possibly losing a job, also cause her anxiety. She is happy with her marriage and indicated 
that friends are important and she highly values those relationships. 

Substance Abuse Subtle Screening Inventory–3 (SASSI-3)

Jane yielded scores on the SASSI-3 indicating a low probability of having a substance de-
pendence disorder. Although Jane yielded no signifi cant indications of substance depen-
dence, she did elicit moderately signifi cant scores in Defensiveness (DEF) and Family vs. 
Control Subjects (FAM) subscales. These results indicate defensiveness as a possible per-
sonality trait and a tendency to put other’s needs before her needs. Jane’s score on the FAM 
also indicates she has family with a history of substance abuse issues.   

Diagnosis

Axis I: Bipolar I Disorder
Axis II: No Diagnosis
Axis III:  No Diagnosis
Axis IV: Parent–Child Relational Problem; Stressful Relationships With Coworkers
AXIS V: GAF = 65

Recommendations
Jane is recommended to attend counseling weekly and consult with a physician for medi-
cation management of her mood symptoms. 

Summary
Jane was a pleasant and willing participant in the completion of this report. She was well 
groomed and did not indicate any deception in any of the assessments administered. She 
does not indicate signifi cant depressive symptoms. As Jane indicated, she does experience 
depressive episodes at various times throughout the year. There was no indication she was 
having a manic episode at the time the BDI-II was administered that may have caused the re-
sults to be unusually low. Her minimally signifi cant areas indicate she is currently more self-
critical and she cries more than she used to. She is also more irritable and restless than usual. 

Jane’s results on the 16-PF indicate that she has clinically signifi cant levels of anxiety 
and low-average levels of social and emotional adjustment. These fi ndings may be related 
to her background and history, which should be explored in counseling. She is highly self-
reliant, which she indicated in her interview, and has diffi culty expressing her emotions 
to others. She noted a comfort in social isolation and a discomfort in social interaction 
as indicated by her responses on the Sentence Completion Test and in the interview. She 
gives much support to others, especially her mother, while often pushing aside her own 
self-care. She shows resentment toward her parents and, as indicated by her interview and 
Sentence Completion Test, noted they show a lack of respect toward her. Results from the 
Sentence Completion Test indicate highly self-critical thoughts toward herself and others. 
This same pattern is seen in her relationship with her parents, whom she described as 
rigid and judgmental themselves. Pressure and instability within her and her husband’s 
job environment brings Jane anxiety. Anxiety and irritability can cause Jane to isolate, as 
evidenced by our interview and the Sentence Completion Test. The Sentence Completion 
Test also indicates a sense of optimism for Jane and a generally positive attitude despite 
her life circumstances. She is happy with her marriage and loves animals. 

Jane’s scores on the SASSI-3 and her interview indicate no substance abuse history. The 
results do indicate close relationships with those who have substance abuse issues, such as 
her husband and mother. The results from the SASSI-3 also support her indications that she 
often puts her needs before others. Although Jane indicated in her interview that she does 
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not need many relationships with others and often enjoys being alone, there is an indication 
that she is guarded in addition to being introverted. The results from the SASSI-3 indicate a 
defensiveness characteristic within Jane, and this may contribute to her social isolation. 

Jane’s current issues with monthly manic episodes, occasional depressive episodes, and 
past diagnosis of Bipolar I Disorder support a diagnosis of Bipolar I Disorder. She is coping 
well, especially given that she is no longer on medication, and I rate her GAF at 65 when 
not having a bipolar episode and a GAF of 57 when having a bipolar episode due to the 
frequency of episodes and the potential dangers associated with untreated bipolar disor-
der. I would recommend that Jane seek counseling with regard to her anxiety and noted 
stressors. I would also strongly recommend that Jane seek medication management for her 
mood symptoms.  

Regards,

Ione N. Paiva
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Test Your Knowledge Answer Key

appendix

E

Chapter 1
1. F; 2. F; 3. T; 4. T; 5. F

Chapter 2
1. d; 2. e; 3. a; 4. b; 5. c

Chapter 3
1. c; 2. F; 3. T; 4. T; 5. d

Chapter 4
1. F; 2. T; 3. T; 4. F; 5. T

Chapter 5
1. T; 2. T; 3. F; 4. T; 5. F

Chapter 6
1. b; 2. c; 3. b; 4. d; 5. c

Chapter 7
1. a; 2. d; 3. c; 4. a; 5. a

Chapter 8
1. d; 2. a; 3. b; 4. F; 5. T

Chapter 9
1. c; 2. b; 3. b; 4. F; 5. T

Chapter 10
1.b; 2. b; 3. a; 4. d; 5. T

Chapter 11
1. b; 2. a; 3. d; 4. a; 5. T

Chapter 12
1. b; 2. b; 3. T; 4. T; 5. F

Chapter 13
1. d; 2. b; 3. b; 4. F; 5. T

Chapter 14
1. d; 2. b; 3. d; 4. F; 5. T

Chapter 15
1. T; 2. F; 3. F; 4. T; 5. T
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