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ABSTRACT

CHARLES O ’CONNOR
A COMPARISON STUDY OF INTERVIEWING AND TESTING OUTCOMES 
DURING PREADMISSIONS GATEKEEPING FOR A GRADUATE COUNSELING 
PROGRAM
Under the direction of Kenyon Knapp, Ph.D.

The primary purpose of this study was to compare the efficacy of formal and 

informal approaches to gatekeeping for emotional instability at the time of preadmissions. 

The Personality Diagnostic Questionnaire-4 (PDQ-4) was the standardized dependent 

variable; this researcher’s subjective evaluations of applicants’ group interview 

comments comprised the non-standardized dependent variable, both of which were used 

to measure applicants’ degree o f emotional instability as defined by the potential 

presence of personality pathology. A correlational model was used to determine the 

relationship between these two gatekeeping approaches. Results from this analysis 

indicated that the PDQ-4 more thoroughly detected suspect emotional instability than did 

group interviewing and bolstered this dissertation’s argument in favor of psychological 

testing during preadmissions.



CHAPTER 1 

INTRODUCTION

Statement of the Problem

Counselor education and supervision programs are governed by high ethical 

standards and practices (The American Counseling Association [AC A] Code o f Ethics 

and Standard o f Practice [the Code], 2014; Council for the Accreditation of Counseling 

and Related Educational Programs [CACREP], 2009; the Association for Counselor 

Educators and Supervisors [ACES] Standards [the Standards], 2009). Counselor 

educators and supervisors are required to promote the wellbeing of students and clients 

(ACA Code o f Ethics, 2014). The principle of caretaking in counseling is rooted in the 

ethical principles of beneficence and nonmaleficence, which Beauchamp and Childress 

(1994) define as the professional duty to “balance benefits against risks and costs” and to 

“avoid the causation of harm” (p. 12). Beneficence emphasizes doing the greatest good 

for the greatest number of people by taking positive action that promotes welfare (Kidder, 

1995; Beauchamp & Childress, 1994); nonmaleficence requires refraining from any 

action that may cause harm (Kidder, 1995; Houser, Wilcenzksi, & Ham, 2006; 

Beauchamp & Childress, 1994). Counselor educators and supervisors, therefore, are 

required to work towards a beneficial, positive outcome for students and clients through 

both the promotion of sound practice and the prevention o f unethical behavior.
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What is most beneficial for the greatest number o f clients is not always clear. The 

same holds true for determining what decisions may result in harm. The AC A Code o f  

Ethics (2014), the ACES Standards (2009). and the CACREP Standards (2009) 

enumerate what actions best protect the public. This dissertation, in line with the above 

Code (2014) and both sets of Standards (2009), proposes that safeguarding students, 

educators, and clients is part o f a larger professional duty to screen applicants before they 

begin graduate training. The process of assessing potential students for academic study 

and clinical practice is an integral aspect of what is referred to as gatekeeping, defined by 

Lumadue and Duffey (1999) as the identification of absent or lacking desired 

characteristics in applicants or counseling trainees. Literature indicates that gatekeeping 

begins during the application process (Swank & Smith-Adcock, 2013; Leverett-Main, 

2004, Bradey & Post, 1991; Lumadue & Duffey, 1999; Kerl, Garcia, McCullough, & 

Maxwell, 2002; Wilkerson, 2006). By proactively gatekeeping during the admissions 

process, counselor educators and supervisors uphold their responsibility for screening 

potential threats to the student body, faculty, institution, and the public.

Gatekeeping is preventative in nature in that the gate of the profession is only 

open to those who meet certain requirements and standards (Bradey & Post, 1991; Myers, 

1992). Acceptance is possible if core criteria are met (Market & Monke, 1990; Smaby, 

Maddux, Richmond, Lepowski, & Packman, 2005; Lyons & Calicchia, 2008). 

Implementing gatekeeping practices during the admission process calls into question the 

effectiveness of the measures instituted to screen applicants based on pre-specified 

criteria (Walfish & Moreira, 2005; Leverett-Main, 2004). Literature reveals that
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undergraduate GPA, GRE scores, letters of recommendation, research and clinical 

experience, interview performance, and personal statement are the most common criteria 

(Walfish & Moreira, 2005; Leverett-Main, 2004; Lyons & Calicchia, 2008; Market & 

Monke, 1990; Smaby, Maddux, Richmond, Lepowski, & Packman, 2005). Of these, 

interview performance and the personal statement along with grades are the most helpful 

in assessing fitness for graduate study (Walfish & Moreira, 2005; Leverett-Main, 2004). 

Although important, these criteria are subjective in nature (W alfish & Moreira, 2005). 

Formal and standardized measures of evaluation ensure a greater possibility of fair and 

effective screening (Kerl et al., 2002). A review of the extant literature on gatekeeping 

reveals a dearth of research on gatekeeping at the time of admissions. Consequently, 

little is known about how applicants are evaluated for desirable personal characteristics 

beyond subjective requirements such as statements, letters of recommendation, and 

interviews. This dissertation contributes to the research on gatekeeping by standardizing 

how one of the most important preferable traits, emotional stability, is screened for 

during admissions.

Theoretical Background

Literature indicates the importance of assessing applicants’ emotional fitness for 

graduate training (Bradey & Post, 1991; Woodyard & Canada, 1992; Frame & Stevens- 

Smith, 1995; Lumadue & Duffey, 1999). Programs are required by CACREP to teach 

“counselor characteristics and behaviors that influence helping processes” (CACREP 

Standards, 2009, pg. 12). Several studies have identified the most common traits that 

committees screen for and which ones are preferable and acquirable through academic
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instruction and clinical experience (Pope & Kline, 1999; Nagpal & Ritchie, 2002; 

McCaughan, 2010). Research reveals that empathy is the single most important 

characteristic an applicant can possess followed by emotional stability. Interestingly, the 

characteristics most responsive to training include cooperation, warmth and patience, 

which are similar to, if not qualities subsumed within, empathy. Empathy is taught for 

the purpose of helping students become more attuned to the internal experiences of 

clients. This learning process occurs as students acquire an emotional template and 

fluency that allows for the building of rapport with clients through reflection and 

validation (Carkuff, 2009; Johnson, 2004; Gottman, 1999). Simply put, empathy is 

acquirable through instruction by way of identifying and verbalizing emotion (Carkuff, 

2009; Johnson, 2004). Emotional stability, however, is not as an outcome of didacticism 

but rather a developmental process rooted in safe relational experiences (Siegel, 2001; 

Johnson, 2004). For this reason, emotional stability is not easily taught in the classroom 

unlike with empathy (Pope & Kline, 1999). This dissertation posits that applicants are 

better suited for graduate study when they are emotionally stable but not necessarily 

emotionally fluent, given that the former is an intrinsic quality and the latter an acquired 

skillset.

Screening for emotional stability through psychological testing emphasizes the 

criticalness of gatekeeping during preadmissions (Elman et al., 1999; Woodyard & 

Canada, 1992; Bradley & Post, 1991; Myers, 1992). The results provide personal 

information that gives insight into applicants as individuals, but does not suggest that 

applicants are the sum of their scores or that professors will have a full understanding of
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their emotional makeups. This dissertation proposes that formal testing becomes only a 

part of the larger application process since psychometrics lacks perfect reliability and 

validity, and because the predictive nature of any instalment is inherently limited. 

Committees can weigh the results in relation to other admissions criteria so that testing 

does not become an end within itself. In doing so, the emphasis remains on screening in 

an objective and balanced manner that upholds the ethical mandate to gatekeep.

Emotional instability is the result of emotional dysregulation marked by high 

sensitivity and responsiveness to emotional stimuli followed by a slow return to 

emotional baseline after experiencing arousal (Linehan, 1993; Johnson, 2004; Siegel, 

2015). The converse involves the ability to consciously perceive and process emotionally 

charged information (Siegel, 2015; Johnson, 2004; Corsini & Wedding, 2011).

Emotional modulation encompasses an ability to respond within an appropriate emotional 

range when experiencing strong emotions. Regulation through coping, either through 

self-soothing or relational comforting, limits the potential for mood dependence defined 

as captivity to an internal experience. Self-soothing is achieved by employing a number 

of skills such as identifying and labeling emotions, identifying obstacles to changing 

emotions, reducing reactivity, increasing positive emotional events, increasing 

mindfulness to current emotions, increasing distress tolerance, and processing 

uncomfortable emotions (Linehan, 1993). Emotional stability can also occur through 

relationships when one is able to express how they feel and what they need, attend to 

others in an emotionally responsive way, and behave in a manner that invites connection
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(Johnson, 2004; Siegel, 2015). Emotional stability is indeed a complex developmental 

process that transcends classroom learning.

Historically, admissions has not emphasized emotional stability. The application 

process in counseling graduate programs is not unique and has remained rather traditional 

in scope. Decisions are based on applicants’ undergraduate GPA, GRE scores, letters of 

recommendation, personal essay, and interview (Elman, Forrest, Vacha-Haase, & Gizara, 

1999; Woodyard, 1992). Admissions criteria provide a somewhat subjective comparative 

analysis of applicants with the exception of GPA and GRE scores to a lesser extent 

(Bradey & Post, 1991; Lumadue & Duffey, 1999). Despite being more quantifiable,

GPA and GRE scores are not always reliable indicators of skill and knowledge 

development (Smaby et al., 2005). For example, pertaining to grades, some professors 

curve; others do not. Some are difficult; others are easy. Furthermore, GPA and GRE 

scores say little about the personal aspects of applicants. Letters of recommendation, 

personal essay, and the individual or group interview are the faculty’s only opportunity to 

ascertain applicants’ emotional fitness, among other preferable characteristics, but little is 

known about the predictive validity of these measures (Markert & Monke, 1990). For 

this reason, research has focused on gatekeeping after an applicant’s acceptance, because 

it is distinctly different in process, focusing on personal, academic, and clinical 

assessment and development over several years, which sharply contrasts to the relatively 

brief timeframe allotted for admissions (Gaubatz & Vera, 2002, 2006). What this 

suggests is that gatekeeping during admissions lacks focus and depth due to limited 

assessment of applicants’ emotional dispositions.
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In contrast, post-admissions gatekeeping consists of three core areas: (a) student 

evaluation (Gaubatz & Vera, 2002, 2006; Bradley & Post, 1991; Busseri, Tyler, & King, 

2005; Olkin & Gaughen, 1991; Vacha-Haase, Davenport, & Kerewsky. 2004), (b) 

remediation (Dufrene & Henderson, 2009; Kress & Protivank, 2009; McAdams & Foster,

2007), and (c) dismissal procedures (Baldo et al., 1997; Bemak et al., 1999; Frame & 

Stevens-Smith, 1995; Kerl et ah, 2002; Lamb et ah, 1987, 1991; Lumadue & Duffey, 

1999; McAdams et ah, 2007; Wilkerson, 2006). This study emphasizes the importance 

of gatekeeping at the time of admissions and gives consideration to the screening of 

emotional instability, a characteristic more prevalently identified after an applicant begins 

their course of study. Gatekeeping would benefit from a requirement to screen, in a 

preemptive manner, for this key emotional characteristic to prevent prolonged 

remediation and potential dismissal of unfit individuals.

Elman et ah (1999) indicate the need for empirically-based gatekeeping. 

Gatekeeping models (Frame & Stevens-Smith, 1995; Baldo et ah, 1997; Bemak et ah, 

1999; Lumadue & Duffey, 1999; Kerl et ah, 2002; Wilkerson, 2006; McAdams et ah, 

2007, Swank , Lambie, & Witta, 2012) operationalize the evaluation of enrolled students 

but not applicants. These models emphasize specific professional skills and personal 

characteristics but not in the context of admissions (Lumadue & Duffey, 1999; Enochs & 

Etzbach, 2004; Bemak et ah, 1999; Frame & Stevens-Smith, 1995; Kerl et ah, 2002; 

McAdams et ah, 2007). There is consensus surrounding the importance of making newly 

admitted students aware of required personal and professional competencies (Bemak et 

ah, 1999; Frame & Stevens-Smith, 1995; Kerl et ah, 2002; McAdams et ah, 2007). What
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is missing in the literature is how to screen applicants for these characteristics in an 

objective manner outside of the traditional application process given that admissions 

criteria do not specifically measure predetermined behavioral traits in the discipline of 

counseling. In short, the role of gatekeeping, post-admissions, is different from pre

admissions in that faculty actively evaluate students’ efficacy in this former domain. This 

study proposes that faculty comprehensively screen for behavioral traits prior  to 

admissions.

Elman and colleagues (1999) have suggested that faculty take a more preventative 

role during the admissions gatekeeping phase to screen out of potentially impaired 

applicants. Similarly, W oodyard and Canada (1992) have advocated for the use of 

standardized procedures to assess psychological stability at the time of admissions. 

Gatekeeping practices have yet to assess applicants’ emotional stability in a valid and 

reliable way. The brevity of the admissions process makes it difficult to evaluate 

emotional and behavioral criteria (Woodyard & Canada, 1992). Admissions essays and 

interviews are the primary methods for assessing personality and interpersonal traits, but 

they are subjective and require faculty’s perceptual judgment (Frame & Stevens-Smith, 

1995). Overcoming the challenge of subjectivity, coupled with time constraint, has left 

gatekeeping limited to evaluating grades, letters of recommendation, the personal 

statement, and the personal or group interview. There is consensus that gatekeeping 

could be more preventative during admissions, but what remains unclear is how to screen 

more thoroughly beyond existing evaluative measures (Bradey & Post, 1991; Elman et 

al., 1999; Woodyard & Canada, 1992).



This study proposes psychological screening as one way of focusing on the most 

critical dimensions associated with problematic students. More recent literature 

emphasizes screening post-admissions (Olkin & Gaughen, 1991; Frame & Stevens- 

Smith, 1995; Lumadue & Duffey; Baldo et al., 1997; Kerl et al., 2002; Wilkerson, 2006; 

McAdams, Foster, & Ward, 2007; Kress & Provitnak, 2009) despite earlier research 

focusing on pre-admissions evaluation (Bradey & Post, 1991; Woodyard & Canada,

1992; Elman et al., 1999). Despite the ethical mandate to gatekeep during admissions, 

there are few studies that employ measures beyond common evaluative approaches (i.e. 

GPA, GRE score, letters of recommendation, interviews, and personal statements). 

Admissions testing is one possible way to standardize the screening process by focusing 

on specific characteristics associated with problematic students.

Prevention underlies the ethical guidelines of the counseling profession and 

requires a proactive awareness of what might remove harm (Myers, 1992). Psychological 

testing during admissions is a way to aid faculty in identifying concerning emotional and 

behavioral indicators in an objective way. The results of testing could reveal areas for 

professors to explore with applicants during their formal interview. Applicants would 

benefit by being evaluated respectfully and fairly, in turn, heightening their potential 

success in the program by decreasing the probability of serious remediation and possible 

dismissal. Due to the pre-admissions identification of key characteristics, and a 

familiarity with applicants’ emotional makeups, professors could likely provide tailored 

oversight, guidance, and assistance to those accepted from the beginning to the end of the 

program.
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Purpose of the Study

The purpose of this study is to screen for emotional instability among applicants 

as part of the admissions process in a CACREP-accredited counseling program. 

Gatekeeping during admissions contributes to research in four important ways: (a) 

gatekeeping is an ethical mandate for all counseling professionals to uphold regardless of 

time, situation, or place; (b) psychometric screening emphasizes the importance of 

gatekeeping in an empirical manner that strives for objectivity and fairness; (c) testing 

broadens the scope of gatekeeping beyond the current emphasis on remediation and 

dismissal; and (d) gatekeeping is preemptive and relevant in that not all applicants are 

emotionally stable and ready for graduate training that includes working with clients.

This study answers one question that subsumes these contributions:

1. W hat is the relationship between informal and formal gatekeeping of 

emotional instability?

This dissertation screens for indicators of emotional instability through the use of 

the Personality Diagnostic Questionnaire-4 (PDQ-4; Hyler, 2012). The PDQ-4 findings 

are then compared and contrasted to the outcomes of the admissions committee’s non

psychometric, interview-based approach. The PDQ-4 (Hyler, 1994) screens for 

emotional expression potentially indicative of personality disorders and is sensitive to 

clustered traits associated with impaired functioning (Hyler, 1994).

Significance of the Study 

The counseling profession has experienced significant job growth in the last 

decade. In 2013, 115,000 were employed as mental health counselors in comparison to
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86,650 in 2003, representing an increase of over 30% (Bureau of Labor Statistics, 2015). 

Labor statistics and projections suggest that the profession will grow at a similar rate of 

29% from 2012 to 2022, much higher than that of other professions (Bureau of Labor 

Statistics, 2015) and in keeping with Remely and Herlihy’s (2007) finding that 

professional counseling has become established in a shorter timeframe compared to the 

fields of psychology and social work. Another projection foresees growth at 37% by 

2020 and cites counseling as an excellent career choice (“The Best Schools,” 2013). 

Employment estimates for 2012 to 2022 point to the creation of over 48,000 new jobs 

with in mental health counseling and marriage and family therapy. Employment data 

reveals that the profession of counseling has substantially grown, is currently expanding, 

and will continue to increase in years to come (Bureau of Labor Statistics, 2015; Hodges, 

2011).

There are several significant milestones that have contributed to the legitimacy of 

the field. Positive changes affecting the field include federal legislation requiring health 

coverage to include behavioral health benefits. This mandate incorporates a more 

comprehensive understanding of mental health diagnoses as chronic and not unlike other 

serious medical conditions, resulting in an emphasis on both treatment and prevention. A 

greater number of individuals who were previously uninsured or without counseling 

benefits are likely to have greater access and improved affordability of care (Bureau of 

Statistics, 2015). The Department of Labor anticipates that a significant number of 

military veterans will require services (Bureau of Statistics, 2015). Recently, the 

Veteran’s Administration has approved counselors for employment. Additionally, all
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states have licensing laws governing practice, and counselors are now able to bill private 

health insurance (Remley & Herlihy, 2007). The meaning of these aforementioned 

markers is bested summed up in Hodges (2011) assertion that “During its near six 

decades, the counseling profession has experienced significant growth, struggle, and 

division to emerge as a viable mental health profession” (p. 191).

The overall growth in the profession has had an organizational as well as 

educational impact, resulting in profound shifts within the ACA and CACREP. The 

AC A, which started in 1952 as the American Personnel and Guidance Association 

(APGA), has evolved into an extensive organization comprised of 55,000 members, 20 

divisions, and 56 branches in the U.S., Europe, and Latin America (ACA, 2014). 

Currently, there are 685 accredited counseling programs across the country and close to 

one hundred schools in the accreditation process. Additionally, there are over two 

hundred that have lost their accreditation (CACREP, 2009). Although there is no way of 

knowing the current number of students-in-training or the increase in academic 

enrollment over the last decade, the rise in employment in the profession, the robust 

membership in the ACA, and the number of CACREP-accredited institutions points to 

the likelihood of commensurate growth among graduate counseling programs.

Given the growth of the field and the ongoing effort to achieve professional parity 

within the broader mental health community, there is a need to regulate preadmission 

screening of applicants through a standardized examination of key behavioral indicators. 

This study will contribute to the literature on gatekeeping by screening for emotional 

instability among applicants during admissions in a CACREP-accredited counseling
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program. Presently, there are no studies in the field of counselor education and 

supervision that examine the use of psychological testing as part of the gatekeeping 

process and how psychometrics might objectify the screening of emotional fitness among 

applicants. The implementation of testing to identify symptoms of instability might (a) 

set precedent for gatekeeping procedures, (b) lead to a new body of psychometric 

research during admissions, (c) prioritize standardization during admissions, and (d) 

increase the fairness and objectivity through the use of valid and reliable screening 

measures.

Two other dimensions that inform the statement of the problem and the purpose 

of this study are less quantifiable but nonetheless important considerations regarding 

testing. The first has to do with why applicants seek admission to counseling programs, 

and the second has to do with current programs that employ psychometrics to screen for 

emotional instability. There is no way to know applicants’ motives for applying apart 

from what they reveal to admissions committees. Some might lack insight into the 

intrapsychic aspects of themselves that drives the desire to join a helping profession; 

others may know how past experiences are tied to their interest in becoming a counselor 

(Johnson & Campbell, 2004). Rollo May, the iconic existential therapist, has stated that 

therapists are “wounded healers,” working from a perspective of resolved emotional 

experiences, and not relying on work with clients to heal past hurts (Gladding, 2005). 

Even though emotional growth is a continual process for both counselors and clients, 

emotional stability is a prerequisite for practice that ensures that the therapeutic process is 

safe, client focused, and largely uncontaminated from countertransference (ACA Code o f
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Ethics, 2014). Some counseling programs (see Palm Beach Atlantic University; 

University of Northern Colorado; New York Christian College) have embraced this 

mandate and taken steps, by way of testing for emotional instability, to insure that their 

student bodies are healthy enough to grow as a therapist-in-training. This study 

advocates for actively ensuring applicants who enter counseling programs are stable 

enough to help the clients entrusted to their care. Such an approach builds upon the 

premise that psychological fitness matters and is a salient factor in predicting counselor 

effectiveness (Johnson & Campbell, 2004; Wheeler, 2000; Lievens, Dilchert, & Ones, 

2009; Poropat, 2009).

When unseasoned counselors are not fit to practice the consequences are far 

reaching, negatively affecting the students in question, clients, professors, and academic 

institutions. The profession has experienced enough legal cases (see Horowitz v. Board 

o f Curators o f  the University o f  Missouri (1978); Harris v. Blake and the Board o f  

Trustees o f the University o f Northern Colorado (1986); Plaintiff v. Rector and Board o f 

Visitors o f The College o f  William and Mary (2005); Ward v. Wilbanks (2009); Keeton v. 

Mary Jane Anderson-Wiley, et al. (2010)) to cause concern about the impact of unfit 

students. The Horowitz case highlights the cost of inadequate interpersonal skills (Knoff 

& Prout, 1985; Cobb, 1994; Wayne; 2004). The Harris case shows the importance of 

having a faculty committee responsible for remedial outcomes as well as a clear dismissal 

policy predicated upon defined problematic behaviors (Baldo et al., 1997; Bhat. 2005; 

Lumadue & Duffey, 1999; Frame & Stevens-Smith, 1995). A court case against 

Louisiana State University suggests that liability rests with the department and ultimately
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the institution for graduating impaired students (Custer, 1994; Enochs & Etzbach, 2004). 

The William and Mary case (2005) stresses the need for clear assessment, remedial 

interventions, regular meetings with students in question, adequate documentation as well 

as the signatures of those involved. More recent cases involving Ward (2009) and 

Keeton (2010) point to the need to screen for openness to diversity and discriminatory 

behaviors. These legal cases emphasize the importance of gatekeeping thoroughly and 

provide sobering examples of the consequences of admitting impaired applicants.
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CHAPTER 2 

A REVIEW OF THE LITERATURE

This literature review examines student-related characteristics associated with 

gatekeeping. Personal development is an important aspect of counseling programs. 

Faculty are responsible for assessing students beyond academic and clinical practice 

domains and are called to engage in their personal (Biaggio et al., 1983; Boxley et al., 

1986; Olkin & Gaughen, 1991; Burgess, 1995; Bemak et al., 1999; Russell & Peterson, 

2003; Vacha-Haase et al., 2004; Rosenberg et al., 2005; Li, Lampe, & Lin, 2008; Kress & 

Protivnak, 2009) and professional growth (Koerin & Miller, 1995; Lumadue & Duffey, 

1999; Kerl et al., 2002; Russell & Peterson, 2003; Oliver et al., 2004; Rosenberg et al., 

2005; Kress & Protivnak, 2009). Such an ethical obligation moves the scope of 

gatekeeping beyond the mere acquisition of knowledge and clinical skillset to include a 

focus on students’ present functioning and potential for development.

Admissions is an important time for both faculty and applicants. Faculty has the 

authority and responsibility to screen applicants and to select those who are most 

qualified for graduate study and clinical practice. As part of their gatekeeping duty, 

professors seek to identify applicants who may pose a risk to the existing student body 

and public-at-large, who comprise the clientele counselors-in-training work with (cite). 

Research has indicated the positive and negative characteristics associated with both 

successful and problematic students (Pope & Kline, 1999; Nagpal & Ritchie, 2002). The
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positive characteristics help identify a preferable counselor typology; whereas, negative 

indicators are associated with greater potential for remediation and dismissal. By 

assessing for specific traits in applicants, professors may more effectively uphold their 

ethical duty at the time of admissions (Pope & Kline, 1999; Nagpal & Ritchie; 

McCaughan, 2010).

Code of Ethics (2014)

The American Counseling Association’s Code o f  Ethics (2014) governs the 

practices of the profession and provides a framework from which to understand 

acceptable clinical and professional behavior. The Counseling Relationship (Section A) 

focuses on counselors protecting the dignity and welfare of clients (A .I.), promoting the 

formation of healthy relationships (A.6.), and understanding the diverse cultural 

backgrounds of those they serve (A.2.C.). Counselors are called to inform clients fully 

and respect their right and ability to make decisions regarding their care (A.2.). It is, 

therefore, imperative that the therapist does not impose their values but instead respects 

the autonomy of the client to define and express themselves and their relationships freely 

(A.4.). Confidentiality, Privileged Communication, and Privacy (Section B) further 

outline the parameters that safeguard clients by promoting an atmosphere of safety and 

trust. Professional Responsibility (Section C) delineates appropriate clinical practice, 

which requires competence (C.2.) and effectiveness (C.2.d). Similarly, counselors are 

expected to respect and value collegial relationships (Section D). Section F (Supervision, 

Training, and Teaching) clarifies acceptable interactions between students, professors, 

and supervisors and their responsibilities surrounding teaching, learning, practice,
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evaluation, and remediation. These key areas of the Code (2014) inform how students 

are trained and provide the guidelines that govern clinical practice.

The Council for Accreditation of Counseling and Related Educational Programs 

Accreditation Standards (CACREP, 2009) applies the benchmarks of the profession to 

counselor education programs. Section I emphasizes the learning environment, 

specifically the required qualifications of professors. Professional Identity (Section II) 

highlights acceptable content areas, knowledge and skill outcomes, methods of 

instruction, and evaluation criteria and procedures. Professional Practice (Section III) 

focuses on the application of theory and the development of counseling skills. CACREP 

is important because it standardizes accepted practices within the three key domains of 

academics, professional identity, and professional practice that in turn help to classify and 

organize preferable student characteristics.

Academic Characteristics

Academic learning and clinical application requirements are central to any 

graduate program. The CACREP Standards (2009) indicate that evaluation occurs at the 

time of admissions. Initial selection is based on “each applicant’s aptitude for graduate- 

level study (p. 4)’’ coupled with “a systematic developmental assessment of each 

student’s [academic] progress throughout the program” (p.5) (CACREP Standards,

2009). Literature indicates that academic performance, academic honesty, clinical 

effectiveness, and multicultural sensitivity are critical aspects of academic gatekeeping. 

Most programs gatekeep based on grades (Biaggio et al., 1983; Boxely, et al., Bradey & 

Post, 1991; Burgess, 1995; Busseri et al., 2005; Kress & Protivnak, 2009; Olkin &
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Gaughen, 1991; Rosenberg et al., 2005) and entails academic honesty, which ensures the 

validity of students’ mastery of core content areas associated with specific counseling 

skillsets (Biaggio et al., 1983; Meams & Allen, 1991; Fly, van Bark; Weinman, 

Kitchener, & Lang, 1997; Russell & Peterson, 2003; Rosenberg et al., 2005; Li et al.,

2008). After acquiring counseling skillsets, students engage in clinical practice, applying 

what they have learned in the classroom. Professors and supervisors are responsible for 

assessing their practice during Practicum and Internship (Biaggio et al., 1983; Olkin & 

Gaughen, 1991; Procidano, Busch-Rossnagel; Reznikoff & Geisinger, 1995; Burgess, 

1995; Lumadue & Duffey, 1999; Kerl et al., 2002; Russell & Peterson, 2003; Vacha- 

Haase et al., 2004; Busseri et al., 2005; Rosenberg et al., 2005; Dufrene & Henderson,

2009). Clinical practice is also an opportunity for students to display multicultural 

competence, a key indicator of openness to diversity (Meams & Allen, 1991; Kerl et al., 

2002; Hermann & Herlihy, 2006; McAdams et al., 2007; Li et al., 2008). These four 

areas (academic performance, academic honesty, clinical effectiveness, and multicultural 

sensitivity) undergird academic gatekeeping and warrant further exploration.

Academic performance. Admissions committees infer the likelihood of an 

applicant’s potential for graduate academic success primarily from their undergraduate 

GPA. There is limited consensus as to how reliable and valid college grades are in 

predicting graduate academic success, but academic performance after admission is a 

way of determining how well students are grasping and applying counseling theories and 

interventions (Smaby et al., 2005; Market & Monke, 1990). Research indicates 

tremendous variability pertaining to the gatekeeping of poor grades. As much as 77% of
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all dismissals in surveyed counseling programs have stemmed from academic difficulties 

(Bradey & Post, 1991). More recent research yields a conservative finding of 23% 

(Busseri et al., 2005). Regardless of dismissal, academic deficits are a concern in 88% of 

departments according to Olkin and Gaughen (1991). Students (Rosenberg et .al, 2005), 

internship directors (Boxley et al, 1986), program directors (Burgess, 1995), and training 

directors (Russell & Peterson, 2003) all view academic impairment as problematic.

Professors and supervisors have a responsibility to address academic concerns 

(ACA Code o f Ethics, 2014; CACREP Standards, 2009). The Code (2014) requires that 

they document and provide students with ongoing performance appraisal (F.3.; F.6; F.9.) 

and help them achieve competency when necessary (F.6.; F.7.). The Code (2014) (F.9.) 

and literature (Kress & Protivnak, 2009) highlight remedial assistance as a way to offset 

academic deficits. Students have an ethical duty to comply with remediation (F.8.). 

W hen students struggle academically, professors work with students to grasp difficult 

concepts or become more capable in their clinical skillsets. For this to happen, students 

must display certain characteristics that allow for guidance and ultimately correction. 

Students who are amenable to learning and growing comprise key traits inherent in the 

Code (2014) relating to compliance with remediation (F.6.; F.9.).

Academic honesty. Academic dishonesty requires gatekeeping (Biaggio et al., 

1983; Meams & Allen, 1991; Fly et al., 1997; Rosenberg et al., 2005; Li et al., 2008). Li 

et al. (2008) found that termination for cheating was as high as 39% in their survey of 

CACREP programs, a much greater increase than Meams and Allen (1991) findings of 

5% and Biaggio et al.’s (1983) report of 4.5%. Plagiarism occurs in about 15% of
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programs according to Fly et al. (1997), which contrasts with Rosenberg et al.’s (2005) 

finding of 5%. One key difference is that the former surveyed professors and the latter 

surveyed students. Perhaps teachers are more attuned to signs of academic dishonesty 

than are counselors-in-training, who may be reluctant to admit to having misrepresented 

research data or misappropriated information as their own.

Clinical effectiveness. Poor clinical skills are a prevalent gatekeeping issue 

(Russell & Peterson, 2003; Kress & Protivnak, 2009) and require remediation (Dufrene & 

Henderson, 2009; Kerl et al., 2002). Literature indicates a lack of clinical practice 

competency is common in counseling and psychology programs with over 50% reporting 

impairment in this area (Vacha-Haase et al., 2004; Rosenberg et al., 2005). An earlier 

finding places this number as high as 77% (Olkin & Gaughen, 1991), a significant 

increase over Procidano et al.’s report of 46% (1995) and Burgess’s (1995) result of 

30.1%. Dismissals range from 11.5% for master’s students to 14% for doctoral students 

(Biaggio et al., 1983), which is slightly lower than the 18% found by Busseri et al.

(2005).

Multicultural competence. The counseling profession values diversity. The 

ACA Code (2014) and the CACREP Standards (2009) emphasize the importance of 

multicultural competence. The Code (2014) takes a strong non-discrimination stance 

(C.5) and requires that counselors are capable of working with diverse populations 

(C.2.a), which involves the use of appropriate and sensitive language when 

communicating with clients. The Association for Multicultural Counseling and 

Development (AMCD) devised the AM CD Multicultural Counseling Competencies,
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adding more depth to the Code (2014) by focusing on the need for counselors to remain 

aware of their own cultural values and beliefs, to stay open to the client’s worldview, and 

to become skilled at using multicultural interventions (Arredondo et al., 1996). Literature 

highlights the need for programs to address students who are not open to multicultural 

underpinnings and practices. Survey-based research outcomes show that 20% of program 

directors have remediated students who were not open to those different from themselves. 

Interestingly, more were dismissed (36%) for the same reason, suggesting the occurrence 

of extreme discrimination or outward hostility (Li et al., 2008).

Personal Attributes

The ACA code (2014) requires that students exhibit behavior that is becoming of 

the profession. A core CACREP requirement for admissions is the consideration of 

“each applicant’s potential success in forming effective and culturally relevant 

interpersonal relationships in individual and small-group contexts” (CACREP Standards, 

2009, p. 4). The CACREP Standards (2009) do not specify the characteristics inherent in 

these relationships. In a similar way, the Code (2014) emphasizes the importance of 

developing and strengthening relationships that are safe (A .I.; B .I.; F.L ; F.7.; F.9.), 

beneficial (A .I.; B .I.; D .I.; F.9.), and respectful (A .I.; B.I.; F.9.), but the Code (2014) is 

not specific in naming the personal characteristics and behaviors that lead to these 

outcomes. Literature in this area has helped to clarify what traits are most likely 

associated with the maxims set forth by the Standards (2009) and the Code (2014).

Maturity. Students must be mature enough to recognize and take seriously any 

matters that pertain to the welfare of others. Maturity is a necessary characteristic due to
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counselors working with serious clinical mental health issues that involve client safety 

(Lumadue & Duffey, 1999). An indicator of maturity is a counselor-in-training’s 

awareness of their clinical strengths and limitations (Kerl et al., 2002). Exercising the 

right kind of judgment and corresponding restraint is also necessary (Baldo et al., 1997). 

Studies suggest that a lack of maturity is problematic and observable by both peers of 

immature students (Rosenberg et al., 2005) and program directors (Boxely et al., 1986). 

Immaturity has resulted in the dismissal of 3% of doctoral students and 7.5% of m aster’s 

students according to a survey of program directors (Biaggio et al., 1983).

Integrity. Integrity is similar to the academic characteristic of honesty. Students 

who are dishonest are a liability to themselves, peers, clients, supervisors, professors, and 

the reputation of their schools and internship sites. Lying is a serious offense that has 

accounted for 71% of terminations according to surveyed program heads, so much so that 

only 13% of the same professors implemented remediation (Li et al., 2008). Eight 

percent of program directors, according to Fly et al. (1997), reported lying offenses. 

Despite the varying range among these findings, Kerl et al. (2002) recommend that 

integrity relating to honesty is assessed throughout the duration of a student’s academic 

career. Most importantly, students must be forthright about what they know and how 

much they know so as to not misrepresent their abilities at the expense of their clients’ 

welfare (AC A Code o f  Ethics, 2014).

Flexibility. Clients sometimes have rigid ways of understanding themselves and 

others associated with entrenched patterns of behavior (Linehan, 1993). Students learn 

how to identify maladaptive cognitive, emotional, and behavioral responses to help
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clients become more successful in meeting their personal and interpersonal needs. 

Therapists who model openness can help clients overcome rigidity (Cormier & Nurius,

2003). Students have the opportunity to grow personally and professionally from their 

professors and supervisors, who are called to assess students’ flexibility in personal and 

professional contexts (Frame & Stevens-Smith, 1995; McAdams et al., 2007).

Cooperation. Similar to demonstrating flexibility is the need for students to 

exhibit cooperation. Students who can work well with peers are likely to forge a strong 

therapeutic alliances with their clients. Those who struggle will likely not have strong 

working relationships with colleagues, especially those who are not like minded 

(Rodgers, 1961). The importance of assessing for cooperation is evident in several 

gatekeeping models (Frame & Stevens-Smith, 1995; McAdams et al., 2007; Baldo et al., 

1997).

Interpersonal skills. Interpersonal skills mirror the traits of flexibility and 

cooperativeness in that students must work well with peers, professors, supervisors, and 

clients. Social appropriateness (Burgess, 1995) and an ability to respond to social cues 

(Rosenberg et al., 2005) are indicators of a sound interpersonal skillset. Interpersonal 

problems account for a wide range of concern within programs (Boxely et al., 1986, 

Olkin & Gaughen, 1991; Burgess, 1995; Vacha-Haase, 2004; Rosenberg, 2005; Li et al., 

2008). Boxley et al. (1986) reported that 19% of program directors encountered social 

impairment compared to 36.4% found by Burgess (1995) and 42% identified by Vacha- 

Haase et al. (2004). Fifty-two percent of students have encountered the same with peers 

(Rosenberg et al., 2005). Olkin and Gaughen’s (1991) finding among students is a much
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higher 70%. Regarding dismissals, Li et al. (2008) found that 81% of programs had 

terminated a student for interpersonal deficits, much higher than previous research 

indicating a rate below 6% (Biaggio et al., 1983). Regardless of variation in findings, 

professors and supervisors are responsible for teaching and assessing interpersonal 

effectiveness and, when necessary, remediating and possibly dismissing students who 

display interpersonal deficits (Bemak et al., 1999; Kress & Protivnak, 2009).

Impact on others. A more specific aspect of interpersonal effectiveness has to 

do with students’ behavioral impact on others. Graduate programs focus on increasing 

self-awareness so that counselors-in-training understand more fully the significance of 

what they say and do (Rosenberg et al., 2005). It is necessary that students learn to gauge 

the effect of their behavior on peers and clients (Frame & Stevens-Smith, 2005). In one 

study, sixty percent of students reported that their peers lacked insight into their behavior 

(Rosenberg et al., 2005). Frame and Stevens-Smith (1995) and McAdams et al. (2007) 

recommend evaluating students in this area given the potential that students may 

unknowingly act in a counter-therapeutic manner.

Self-examination. Similar to increasing self-awareness is the desirable quality of 

engaging in self-examination. When students are open to others’ perceptions of them, 

there is the potential for stronger peer and client relationships (Bemak et al., 1999). The 

ability to introspect also helps safeguard against countertransference (Corey, 2005). Self- 

examination is a critical component of personal and clinical refinement that leads to 

heightened self-awareness and, therefore, merits ongoing evaluation of students’ personal 

growth. Remediation is required when one lacks insight into themselves and others due
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to the potential of unintentionally causing harm (Frame & Stevens-Smith, 1995; 

McAdams et al., 2007; Dufrene & Henderson, 2009).

Intrapersonal coping. A self-aware student is more likely attuned to the stress 

level of themselves and others (Oliver et al., 2004; Baldo et al., 1997). When a student 

knows what they are thinking and feeling, there is potential to cope with personal stress 

through self-soothing or seeking help. Students’ inability to caretake themselves or to 

ask for assistance is of concern to professors and supervisors (Baldo et al., 1997). Kottler 

(1996) recommends that all therapists, regardless of experience, meet their personal 

needs with the understanding that doing so leads to more effective clinical practice.

Empathy. Students should demonstrate an appropriate degree of care and 

concern for others (Bemak et al., 1999). The inability to show empathy is concerning and 

cause for remediation (Baldo et al., 1997). Developing a therapeutic alliance with clients 

is important. This is done through expressing interest, displaying understanding, and 

using validation, all of which create safety and security in the counseling relationship. 

Through genuine caring, clients are more likely to open up without fear of judgment or 

condemnation (Johnson, 1996).

Personal problems. Gatekeeping must assure that students are not only 

professionally competent but also personally stable. The Code (2014) requires that 

counselors refrain from practice if they are at risk of harming clients due to physical, 

mental, or emotional impairment (F.8.b.). Professors and supervisors are responsible for 

providing remedial assistance for unfit students (F.9.b.; C.2.g.), which may consist of
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counseling (F.9.C.). The following list identifies and clarifies the most prevalent personal 

problems found in the extant literature of gatekeeping.

Substance abuse. Substance abuse as an indicator of impairment is commonly 

found in the literature on gatekeeping (Russell & Peterson, 2003). Burgess (1995) 

reported that 62.1% of program directors identified substance abuse as a problem within 

the graduate student body. A more recent finding points to the prevalence of alcohol 

induced impairment in 10% of doctoral programs and 4% of internships (Huprich &

Rudd, 2004). Survey-based research reveals that students are aware of when their peers 

are affected by substance abuse (Oliver et al., 2004; Rosenberg et al., 2005). Termination 

due to substance abuse ranges between 8% (Koerin & Miller, 1995) and 19% (Li et al., 

2008), suggesting that ongoing assessment for abuse and impairment is necessary to 

protect student bodies, the reputations of the programs, and the public.

Personality disorders. Personality disorders indicate serious pathology that 

severely limits students’ ability to work safely and effectively with peers and clients 

(Russell & Peterson, 2003). Over 75% of program directors voiced concern over the 

cluster traits associated with the various personality disorders. Forty-four percent of 

students have reported observing these symptoms among peers (Rosenberg et al., 2005). 

Thirty-four percent o f program chairs have encountered personality impairement 

(Procidano et al., 1995), which is similar to finding by Boxely et al., (1986) who found 

that 35% of directors have detected pathology among interns. Ftuprich and Rudd (2004) 

placed the percentage at 24% within doctoral programs and 19% within internship. 

Remediation rates were 31% with termination rates at 58% (Li et al., 2008).
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Anxiety. There is not much literature on how students’ functioning is impacted 

by anxiety. Anxiety is an indicator of possible impairment that warrants assessment and 

possible intervention. Anxiety within the student body is evident but the extent and 

degree remain relatively unknown (Oliver et al., 2004). Huprich and Rudd’s (2004) 

findings placed anxiety-induced impairment at 13% within doctoral programs and 25% 

within internships. Since anxiety can have a genetic or situational etiology as well as 

pathological and non-pathological bearing, research is necessary to enable more effective 

gatekeeping measures. What is evident is that there is a need to determine the impact of 

anxiety on students’ ability to counsel effectively.

Depression. Like with anxiety, depression is a serious condition that can impact 

student performance (Oliver et al., 2004). Thirty-one percent of surveyed program 

directors reported depression as a cause of impairment (Boxely et al., 1986). Burgess’s 

(1995) findings were higher (42.4%) but are not specific to depression but rather all 

mood disorders. Huprich and Rudd (2004) found that 23% of students in doctoral 

programs and 23% of those in internships exhibited depressive symptoms. Again, 

gatekeeping in this area can help professors and supervisors assess the degree of 

depression and how well a student is coping based on their academic and clinical 

performance.

Emotional instability. Emotional instability within the student body is a concern 

among program directors (Burgess, 1995; Koerin & Miller, 1995). Koerin and Miller 

(1995) corroborate emotional instability as a precursor to termination. An early study put 

dismissals for emotional or psychological causes at 73% (Bradey & Post, 1991). Over
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50% of program directors have reported emotional disturbance as a student problem 

(Burgess, 1995). Some identified behaviors include: (a) interpersonal problems, (b) 

narcissism, (c) sexism, and (d) passive aggressiveness (Meams & Allen, 1991). Adding 

to this list, Rosenberg et al. (2005) have pinpointed avoidance, withdrawal, and isolation 

along with aggression and anger as problematic behaviors. In extreme cases, student 

dismissals (16%) have resulted from psychotic symptoms (Li et al., 2008). Adjustment 

disorders (Huprich & Rudd, 2004) and eating disorders (Oliver et al., 2004; Rosenberg et 

al., 2005) are also found in the literature on emotional stability.

Additional causes o f impairment. Not all problems are emotionally or 

psychologically oriented. Some challenges leading to student impairment stem from 

partner relationships (Boxley et al.; 1986; Rosenberg et al., 2005), financial concerns 

(Busseri et al., 2005; Rosenberg et al., 2005), and physical illness (Boxley et al., 1986; 

Olkin & Gaughen, 1991; Russell & Peterson, 2003; Busseri et al., 2005; Rosenberg et al.,

2005). Over a quarter o f surveyed program directors attributed marital problems to 

decreased clinical effectiveness. Fatigue (19%) and illness (27%) are additional factors 

associated with impairment (Boxely et al., 1986). Financial stress can also lead to 

remediation and even dismissal as was the case with 22% of students with delinquent 

accounts (Busseri et al., 2005).

Professional Characteristics
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The professional characteristics of counseling are more directly addressed in the 

Code (2014) than are personal attributes. The same is true for the CACREP Standards 

(2009), which is also outcome specific, focusing on the goals of training programs in the 

context of teaching, learning, and clinical practice. Both the Code (2014) and the 

Standards (2009) talk about professionalism but employ different languaging. For 

example, CACREP speaks of “Professional Identity” (Section II) and “Professional 

Practice” (Section III); whereas, the Code (2014) discusses “Professional Responsibility” 

(Section C). What follows is an exploration of the behaviors found in literature on 

gatekeeping that encompass the most desirable professional characteristics.

Receiving feedback. An important part of students learning how to counsel 

effectively involves practicing how to integrate information in a non-defensive manner 

(Russell & Peterson, 2003). The CACREP Standards (2009) are specific in highlighting 

the importance of professors and supervisors giving instruction and guidance and 

students-in-training remaining open to acquiring knowledge and receiving direction. 

Research indicates the extent to which students lack receptivity, in turn, creating a 

gatekeeping concern for professors and supervisors (Olking & Gaughen, 1991; Burgess, 

1995; Vacha-Haase et al., 2004; & Li et al., 2008). Olkin and Gaughen (1991) found that 

58% of surveyed programs dealt with difficult students. Li et al. (2008) found that 73% 

of programs had remediated and 61% had terminated students for resistant behavior (Li et 

al., 2008). Burgess (1995) reported that 45.5% of program directors deemed non

responsiveness to feedback as problematic. Vacha-Haase and colleagues (2004) found 

that defensiveness was the second most encountered problem in supervision. An
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unwillingness to receive and incorporate instruction as well as remain open to new 

perspectives requires gatekeeping to assure that students grow academically and 

clinically.

Responding to conflict. Conflict management is an important professional skill 

that is not addressed extensively in gatekeeping literature. Frame and Stevens-Smith 

(1995) indicate that a student’s ability to deal with conflict is important. Their model of 

gatekeeping advocates screening students for the purpose of remediating those who 

struggle interpersonally. McAdams et al. (2007) discuss how conflict escalation leads to 

problems not only for the difficult student but also the department and student body as a 

whole. Literature that focuses on characteristics that are similar to conflict management 

like flexibility, openness, and emotional instability are discussed elsewhere in this 

dissertation.

Ethical behavior. Ethics undergird the practice and decision-making of 

counselors and is an integral part of a student’s training (Corey, 2005). The CACREP 

Standards (2009) and the ACA Code o f  Ethics (2014) require students to adhere to the 

principles set forth in them. Literature indicates that students must meet the Standards 

(2009) and apply the ethics that govern sound practice (McAdams et al., 2007; Dufrene & 

Henderson, 2009). Discussing the process of ethical decision making is just as important 

as memorizing the content of the Code (2014) itself (Corey, 2005) and may explain why 

dismissals for ethical violations are relatively low in the literature on gatekeeping, given 

that professors and supervisors anticipate that students will wrestle with situations where 

the Code (2014) is not easily applied. Biaggio et al. (1983) findings for dismissals were
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less than 10% for both doctoral and m aster’s students. Busseri et al. (2005) and Koerin 

and Miller (1995) put the number at 13% and 12% respectively. Bradey and Post’s 

(1991) outcome was the highest at 24%. Concerns over ethical mishandlings ranged 

from 8% (Procidano et al., 1995) to 10% (Fly et al., 1997) to 42.4% (Burgess, 1995) to 

47% (Koerin & Miller, 1995). Despite this variability, research strongly indicates the 

importance of teaching and assessing ethical practice (McAdams et al., 2007; Dufrene & 

Henderson, 2009).

A specific violation identified in the literature includes boundary crossing 

(Meams & Allen, 1991; Fly et al., 1997; Oliver et al., 2004; Li et al., 2008). The Code 

(2014) is specific in outlining interpersonal boundaries regarding relationships with 

clients (Section A) and other therapists (Section D) including supervises (Section F).

Dual relationships is one example of boundary transgressions represented in the literature 

(Meams & Allen, 1991) along with interpersonal boundary violations (Oliver et al., 

2004). More specifically, sexual boundary violations were reported among 20% of 

surveyed program directors (Fly et al., 1997). Fifty-eight percent of surveyed directors 

reported remediating and 84% reported terminating students for inappropriate boundaries 

(Li et al., 2008). Kress and Protivnak (2009) also call attention to counter therapeutic 

self-disclosure by student-therapists as another form of boundary crossing.

Another concerning behavior relating to unethical practice pertains to 

confidentiality within the therapeutic relationship. The Code (2014) is clear on the 

exceptions of confidentiality (B.2.), yet students’ struggle, according to Fly et al. (1997), 

who found that 25% of program directors have encountered students not fully respecting
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the privacy of their clients. O f the doctoral students surveyed, 12% were aware of a peer 

having breached confidentiality (M eams & Allen, 1991). Keeping the therapeutic 

relationship free from outside interference is a critical aspect of a strong alliance.

The last ethical principle present in the literature has to do with the accurate 

representation of credentials among student therapists (Fly et al., 1997; Li et al., 2008). 

The Code (2014) is clear in mandating that counselors are honest in presenting their 

qualifications, which includes full disclosure of their level of training (C.4.a). Students 

are required to inform clients that they are in training and under supervision. Thirty-six 

percent of program directors have remediated students for misrepresenting their 

credentials and dismissal occurred in 39% of these cases (Li et al., 2008). In an earlier 

study, only 3% of students had misrepresented their credentials (Fly et al., 1997). 

Research is needed to ascertain students’ motives in either not discussing or 

misrepresenting their level of training.

Professional responsibility. Similar to ethical practice, professional 

responsibility is a broad and relatively undefined category associated with student 

impairment (Russell & Peterson, 2003). For example, Burgess (1995) reported that 

unacceptable behavior was a concern of 53% of program directors. No specific behaviors 

are noted. Likewise, 38% of students reported encountering unacceptable peer behavior 

(Rosenberg et al., 2005). Some studies have more clearly defined professional 

responsibility and have indicated the following behaviors as unacceptable: (a) untimely 

preparedness (Oliver et al., 2004), (b) non-attendance, (c) punctuality, (d) initiative, and 

(e) compliance (Dufrene & Henderson, 2009; Kress & Protivnak, 2009), (f)
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incompetence during practicum (Koerin & Miller, 1995), (g) lack of communication 

about needs or concerns (Kress & Protivnak, 2009), and (h) unacceptable documentation 

(Dufrene & Henderson, 2009; Kress & Protivnak, 2009). Gatekeeping procedures will 

likely strengthen as key behaviors are identified and targeted, better enabling professors 

and supervisors to prompt student growth in these areas.

The Most Important Characteristics 

Pope and Kline (1999) identified the most desired personal characteristics of 

counselor trainees by interviewing counselor educators and examining counseling 

literature. The study yielded 22 characteristics defined by overall importance and student 

responsiveness to training. The most important were (a) empathy, (b) acceptance, (c) 

warmth, (d) genuineness, and (d) sensitivity. The least important consisted of (a) 

fairness, (b) tolerance for ambiguity, (c) resourcefulness, (d) sympathy, and (e) 

sociability. All vary in degree of observability. For example, some are more visually 

apparent such as (a) warmth, (b) friendliness, (c) sociability, and (e) confidence. Others 

like (a) open-mindedness, (b) flexibility, (c) fairness, (d) sincerity, and (e) acceptance 

may only surface through ongoing interaction. Similarly, the right circumstance may 

elicit less noticeable behavior as in the case of (a) patience, (b) emotional stability, (c) 

empathy, (d) trustworthiness, (e) interest in people, (f) cooperativeness, (g) 

resourcefulness, (h) capability, (i) tolerance for ambiguity, and (j) awareness of 

limitations. For instance, a student might not show signs of emotional instability until he 

or she is called to work closely with peers. A lack of open-mindedness, empathy, and 

awareness of limitations might not surface until fieldwork. Nonetheless, identifying
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characteristics associated with gatekeeping add structure to the screening process, 

enabling professors and supervisors to focus on the most important behaviors associated 

with counseling competency.

Pope and Kline (1999) sought the extent to which these characteristics could be 

taught. The characteristics most responsive to training consisted of (a) cooperation, (b) 

capability, (c) warmth, (d) patience, and (e) awareness of limitations. Those least 

responsive to instruction were (a) emotional stability, (b) open-mindedness, (c) interest in 

people, (d) fairness, (e) resourcefulness, and (0  sympathy. This finding suggests that 

emotional stability is not easily acquirable through graduate study.

The researchers created a combined ordinal rank of the most important 

characteristics along with those most responsive to training to determine what behaviors 

were highly desirable but not easily taught. Pope and Kline (1999) were clear in 

emphasizing that the characteristics with the highest ordinal ranking were the most 

important personality characteristics and write: “ It should therefore follow that students 

who are applying for admission to or retention within a counselor-education program 

should show a high measure of these characteristics” (p. 1342). The characteristics with 

high importance and low responsiveness to instruction included: (a) acceptance, (b) 

emotional stability, (c) open-mindedness, (d) empathy, and (e) genuineness. These 

attributes are key to students’ emotional and behavioral makeup and seemingly fall 

outside the realm of training. For this reason, Pope and Kline (1999) recommend a 

formal assessment process during admissions to identify these five characteristics.
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Similar to Pope and Kline (1999), Nagpal and Ritchie (2002) researched desirable 

personal and interpersonal characteristics but also examined the most preferable 

professional attributes among applicants. Findings resulted from counselor educators’ 

attempts to detect favorable characteristics during the interviewing process. These 

attributes consisted of (a) goal appropriateness (b) motivational appropriateness, (c) 

professional preparedness, and (d) academic preparedness. Goal appropriateness 

consisted of applicants’ desire to graduate. Motivational appropriateness was based on 

their passion for counseling. Professional preparedness was defined by interviewees 

readiness for clinical practice based on knowledge of or past experiences with 

counseling. Past academic performance indicated academic preparedness. Personal 

characteristics encompassed (a) emotional stability, (b) maturity, and (c) flexibility.

More specifically, Nagpal and Ritchie (2002) gauged applicants’ (a) self-awareness, (b) 

self-monitoring, and (c) openness to new ideas. The last area examined, interpersonal 

skill, consisted of social appropriateness and effective communication. Nagpal and 

Ritchie (2002) focused specifically on (a) genuineness, (b) openness, (c) attentiveness,

(d) positive affect, (e) confidence, (f) attitude, (g) direct eye contact, (h) attentiveness, (i) 

appearance, (j) clothing, (k) self-disclosure, (1) honesty, (m) comfort with silence and use 

of humor, (n) and staying on topic.

Nagpal and Ritchie (2002) and Pope and Kline’s (1999) studies have resulted in a 

consensus of what personal and professional behaviors are most important. Confidence, 

genuineness, openness, flexibility and emotional stability are highlighted in the collective 

research. Self-awareness and self-monitoring, as termed by Nagpal and Ritchie (2002),
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are similar to what is labeled as awareness of limitations by Pope and Kline (1999). Out 

of these overlapping characteristics, emotional stability, openness, and genuineness are 

the most important, according to Pope and Kline (1999), who assert that these 

characteristics are not easily taught yet remain highly desirable in applicants. Out of 

these three, emotional stability ranks the highest, suggesting that it is a key characteristic 

of interest during the admissions screening process.

A more recent study on the order of importance of preferred characteristics 

confirms the importance of emotional stability as a necessary personal characteristic 

(McCaughan, 2010). A survey of 61 counselor educators reveals the most desirable 

counseling attributes in order of importance as (1) empathy, (2) emotional stability, (3) 

genuineness, (4) ability to integrate feedback, and (5) open-mindedness. Of these, 

emotional stability is the most difficult to detect during admissions (McCaughan, 2010). 

M cCaughan’s (2010) findings on emotional stability as a critically important personal 

characteristic mirror those of Pope and Kline’s (1999) and Nagpal and Ritchie’s (2002). 

Although empathy ranks above emotional stability in order o f importance, the latter 

characteristic ranks higher for “overall importance.” Furthermore, the salience of 

emotional stability increases due to challenges associated with screening for 

(McCaughan, 2010) and teaching this necessary attribute (Pope & Kline, 1999).

The CACREP Standards (2009) require that students learn helping skills for the 

purpose of effectively assisting clients. The Carkuff model (2009) is representative of 

how students become empathically attuned by reflecting clients’ experiences though 

feeling-based responding predicated on active-listening and the modeling of emotional
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expressiveness. Johnson (2005) suggests using, verbatim, the words of clients to capture, 

connect, and validate their internal experiences, which is different from C arkuff s (2009) 

avoidance o f what he calls “parroting” (p. 25). It is important to determine what skills 

are teachable like active listening, openness, awareness of countertransference, and 

empathic responding in comparison to a trait, like emotional stability, that is not easily 

acquirable through instruction. Research suggests that emotional wellbeing is 

foundational to acquiring the professional skillset set forth in the CACREP Standards 

(2009) (Pope & Kline, 1999; Nagpal & Ritchie, 2002; McCaughan, 2010). In short, 

counseling programs can help students who, at times, struggle emotionally, but the 

overarching purpose of graduate training remains fostering the necessary clinical skills 

associated with effective and ethical practice as defined by the CACREP Standards 

(2009) and the Code (2014). Meeting such a goal requires a focus on the methods used to 

screen for instability among applicants, given that emotional stability is a trait that 

undergirds the acquiring and implementation of helping skills while affording an element 

of protection (i.e. beneficence and nonmaleficence) for peers, professors, supervisors, and 

the client.

Gatekeeping Models

Screening for key academic, personal, and professional characteristics is a central 

function of gatekeeping (Biaggio et al., 1983; Boxley et al., 1986; Olkin & Gaughen, 

1991; Burgess, 1995; Koerin & Miller, 1995; Bemak et al., 1999; Lumadue & Duffey, 

1999; Kerl et al., 2002; Russell & Peterson, 2003; Oliver et al., 2004; Vacha-Haase et al., 

2004; Rosenberg et al., 2005; Li et al., 2008; Kress & Protivnak, 2009). All models
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involve some aspect of evaluation and intervention (Lamb et al., 1987, 1991; Frame & 

Stevens-Smith, 1995; Baldo et al., 1997; Bemak et al., 1999; Lumadue & Duffey, 1999; 

Kerl et al., 2002; Wilkerson, 2006; McAdams et al., 2007). Knowing what academic, 

professional, and personal characteristics correlate to positive counseling outcomes can 

more effectively inform assessment and remediation measures (Pope & Kline, 1999; 

Nagpal & Ritchie, 2002; McCaughan, 2010). Gatkeeping models (Lamb et al., 1987, 

1991; Frame & Stevens-Smith, 1995; Baldo et al., 1997, Bemak et al., 1999; Lumadue & 

Duffey, 1999; Kerl et al., 2002; Wilkerson, 2006; McAdams et al., 2007) serve to 

organize and operationalize the process of assisting and protecting faculty, students, and 

the public (Ziomek-Daigle & Christensen, 2010).

Evaluation of academic performance and personal and professional behavior is an 

important aspect of gatekeeping (Frame & Stevens-Smith, 1995; Baldo et al., 1997; 

Lumadue & Duffey, 1999; Kerl et al., 2002; Wilkerson, 2006; McAdams et al., 2007; 

Kress & Provitnak, 2009). Gatekeeping models are beneficial, because they provide 

structure to the screening process by identifying what criteria to evaluate (Frame & 

Stevens-Smith, 1995; Kerl et al., 2002; McAdams et al., 2007; Pope & Kline, 1999; 

Nagpal & Ritchie, 2002; McCaughan, 2010). One of the earliest models examines nine 

personal characteristics on a Likert-type rating scale called the Personal Characteristics 

Evaluation Form (Frame & Stevens-Smith, 1995). Similarly, Kerl et al., (2002) 

developed the Professional Counseling Performance Evaluation (PCPE), which focuses 

on communication and counseling skills, ethics, and personality and behavioral traits. 

McAdams et al. (2007) identified ten key characteristics, not unlike those of Frame and
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Stevens-Smith (1995). The Professional Characteristics Review Form (PCRF) Brown, 

2011) covers similar components pertaining to responsibility, competence, maturity, 

integrity. All of these models seek to evaluate students based on predetermined 

indicators associated with effective and ethical practice.

Assessment. Assessment of students is central to gatekeeping (Biaggio et al., 

1983; Boxley et al., 1986; Olkin & Gaughen, 1991; Burgess, 1995; Koerin & Miller, 

1995; Bemak et al., 1999; Lumadue & Duffey, 1999; Kerl et al., 2002; Russell & 

Peterson, 2003; Oliver et al., 2004; Vacha-Haase et al., 2004; Rosenberg et al., 2005; Li 

et al., 2008; Kress & Protivnak, 2009). The evaluative criteria consist of core 

competencies and intra-and interpersonal appropriateness (Lumadue & Duffey, 1999).

As previously noted, gatekeeping models outline procedures for addressing inadequate 

acquisition of agreed upon (a) academic, ethical, and clinical standards; (b) violations of 

these standards; (c) and any other problematic behaviors displayed by students (Frame & 

Stevens-Smith, 1995; Baldo et al., 1997; Lumadue & Duffey, 1999; Kerl et al., 2002; 

Wilkerson, 2006; McAdams et al., 2007; Kress & Provitnak, 2009). Faculty review and 

discuss students’ performance in these domains and address inappropriate, unethical, or 

substandard outcomes through remediation (Frame & Stevens-Smith, 1995; Baldo et al., 

1997; Kerl et al., 2002; McAdams et al., 2007). The earliest point of assessment occurs 

during admissions when professors evaluate applicants’ readiness for study (Lumadue & 

Duffey, 1999; W ilkerson, 2006; Ziomek-Daigle & Christensen, 2010).

Preadmission screening. Assessment occurs during the preadmission phase of 

gatekeeping when faculty gauge applicants’ academic and relational fitness for graduate
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study and clinical practice (Elman et al., 1999; Wilkerson, 2006; Ziomek-Daigle & 

Christensen, 2010). Academic aptitude is based on GPA, standardized test scores, 

recommendation letters, personal statements, additional education, and prior work 

experience. Research indicates that GPA and test scores have weak predictive validity 

(Smaby et al., 2005), making it necessary to look beyond traditional measures of 

screening. Examining one’s desire to enter the profession, accompanied with their 

overall stability and trainability, is an important part of gatekeeping that results from 

assessing personal and interpersonal characteristics. These features are evaluated through 

role-plays, vignettes, personal and group interviews, and group interactions, which help 

faculty ascertain applicants’ personality and interactional styles (Markert & Monke,

1990; Lyons & Calicchia, 2008). Again, screening is most effective when faculty know 

what characteristics are associated with both poor and positive counseling outcomes 

(Pope & Kline, 1999; Nagpal & Ritchie, 2002; McCaughan, 2010).

Postadmission screening. Faculty is responsible for ongoing evaluation of 

students in academic, ethical, and relational domains upon completion of the application 

process (Frame & Stevens-Smith, 1995; Baldo et al., 1997; Lumadue & Duffey, 1999; 

Kerl et al., 2002; Rosenberg et al., 2005; Jackson-Cherry, 2006; McAdams, 2007). Some 

schools grant a provisional status until students meet predetermined standards in these 

areas (Ziomek-Daigle & Christensen, 2010). Professors rely on interactions with 

students, especially during supervision of practicum and internship to measure personal 

and professional growth (Lamb et al., 1987; Woodyard, 1992; Kerl et al., 2002;

McAdams & Foster, 2007; McAdams et al., 2007). One way to assess student
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responsiveness is to offer feedback and then ascertain whether students headed the 

guidance (Ziomek-Daigle & Christensen, 2010). Systematic evaluation and early 

intervention is critical to avoid serious, in-depth remediation. When proactive 

gatekeeping does not occur there is an increased likelihood for remediation late in a 

student’s graduate career, or worse, graduating an unfit student (Hensley et al., 2003; 

Gizara & Forrest, 2004).

Gatekeeping models emphasize the importance of addressing problematic 

behavior with students-of-concem in a timely manner (Frame & Stevens-Smith, 1995; 

Baldo et al., 1997; Lumadue & Duffey, 1999; Hensley et al., 2003; Gizara & Forrest,

2004). Faculty has the responsibility of first informing students of required program and 

course-specific standards and accompanying methods of evaluation. The Southwest 

Texas (SWT) model (Lumadue & Duffey, 1999) outlines dimensions pertaining to (a) 

faculty consensus on expectations for students, (b) communication and dissemination of 

these standards to students during admissions, in their syllabi, and throughout the 

program, (c) and a standardized evaluative form called the Professional Performance 

Fitness Evaluation (PPFE) to rate students. Kerl et al. (2002) suggest making students 

aware of the gatekeeping process at the time of admissions by giving students a copy of 

the departmental rating form. Kerl and colleagues use the Professional Counseling 

Performance Evaluation (PCPE) and place a high degree of importance on PCPE 

outcomes. For example, a student can do well on all assignments but still fail a class if 

their PCPE score is substandard. Kerl et al. (2002) report that intervention occurs earlier 

due to consistent evaluation over the course of a student’s graduate career. Wilkerson
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(2006) affirms the importance of informing and assessing students at the time of 

admissions until graduation. Elman et al. (1999) and Woodyard (1992) are more 

preemptive in suggesting rejection for applicants who display impairment during 

prescreening. In short, literature indicates the benefits of identifying and addressing 

impairment well before fieldwork.

Remediation. Remediation is the process of identifying and addressing student 

impairment. Remediation consists of determining what behavior needs to change, how to 

implement corrective measures, and evaluation of the efficacy of any and all steps taken 

(Baldo et al., 1997; Frame & Stevens-Smith, 1995; Kerl et al., 2002). Gatekeeping 

models emphasize the importance o f informing applicants and students of the evaluative 

criteria, facets of remediation, and dismissal policy of the department (Frame & Stevens- 

Smith, 1995; Bemak et al., 1999; Kerl et al., 2002; McAdams et al., 2007). Bemak et al. 

(1999) and McAdams et al. (2007) suggest that students give written acknowledgement 

that they have received a copy of the standards and understand the evaluative process. 

W hen problems arise, faculty and supervisors document their contact with students as 

well as the corrective steps prescribed (McAdams et al„ (2007). In turn, students confirm 

through their signature that they have received clear verbal and written feedback (Baldo 

et al., 1997; McAdams et al., 2007). Gatekeeping facilitates the development of 

predetermined standards in a way that respects students’ right to informed consent while 

upholding their autonomy by allowing them to accept or rejection remediation.

Initiation. Most remediation begins when students have begun practicum or 

internship (Lamb et al., 1987; Woodyard, 1992; Kerl et al., 2002; McAdams et al., 2007;
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McAdams & Foster, 2007, Gizara & Forrest, 2004; Jackson-Cherry, 2006). A focus on 

gatekeeping late in a students’ graduate career means that they have completed the 

majority of their coursework. If remediation occurs with no prior addressing of the 

concerning behavior, which faculty has known about, students may not have adequate 

time to correct their behavior before graduation, creating more potential for a lawsuit or 

the graduating of impaired individuals. Faculty may delay their graduation or minimize 

what has occurred but, in doing so, would have failed to gatekeep effectively by not 

addressing and remediating the behavior when it first occurred (Hensley et al., 2003). 

Professors must take action immediately when they become aware of questionable or 

unacceptable behavior. Screening for problematic personal indicators before practicum 

and internship in content and clinical skills classes increases the time that faculty and 

supervisors have to address and remediate unacceptable behavior, in turn, decreasing the 

probability of students finishing their graduate careers without having corrected the 

deficit in question (Jackson-Cherry, 2006; Rosenberg et al., 2005; Bemak et al., 1999).

Screening, documenting, and remediating problematic behavior as early as 

possible (a) maximize the opportunity for successful intervention, (b) lessen the potential 

of graduating or dismissing impaired students, and (c) provide legal safeguards against 

disgruntled students (Frame & Stevens-Smith, 1995; Baldo et al., 1997; Lumadue & 

Duffey, 1999; Kerl et al., 2002; Wilkerson, 2006; McAdams et al., 2007; Kress & 

Provitnak, 2009). A lawsuit involving McAdams and colleagues (2007), highlights the 

need for proactive remediation. Faculty admitted that the troubling behavior existed well 

before initiating the dismissal of the student but that professors were not clear about when
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to begin documenting the unacceptable behavior. Faculty acknowledged that the 

remediation process could have started earlier, at first sign of the problem (McAdams et 

al., 2007). Remediating as quickly as possible is imperative (Lamb. 1999; Jackson- 

Cherry, 2006; Rosenberg et al., 2005; Gizara & Forrest; 2004; McAdams et al., 2007). 

When faculty takes immediate action, there is less likelihood for what Gaubatz & Vera

(2006) call “gateslipping” (p.36). At the same time, there is less of a chance of litigation, 

especially when expectations are clearly set forth and agreed upon by students in writing 

(McAdams et al., 2006, 2007; Baldo et al, 1997; Lumadue & Duffey, 1999; Wilkerson,

2006).

Process and outcome. Remediation consists o f (a) defining behavioral 

expectations (McAdams & Foster, 2007), (b) identifying problematic behaviors, (c) and 

intervening to meet predetermined standards (Kaslow et al., 2007; Gilfoyle, 2008). 

Remediation can have a positive tone (Kress & Protivnak, 2009) with (a) routine student 

evaluations (McAdams & Foster, 2007; Dufrene & Henderson, 2009), (b) identification 

of corresponding goals when problematic behavior occurs (Gilfoyle, 2008), (c) and the 

specific actions taken to achieve remedial goals (Kaslow et al., 2007; Gilfoyle, 2008). 

Documentation is necessary to assure clear communication and understanding as to what 

the academic, ethical, clinical, personal, interpersonal, or professional concern is and the 

prescribed steps to rectify the problem. Documentation should describe the specific 

remedial action ordered and the efficacy and outcome of each step (McAdams & Foster, 

2007; Dufrene & Henderson, 2009; Jackson-Cherry, 2006). The overall goal of
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remediation is correcting problematic behavior except in the most egregious cases where 

dismissal is warranted (McAdams & Foster, 2007).

Interventions. Literature on remediation has overwhelmingly focused on 

personal therapy to assist problematic students (Forrest et al., 1999; Lamb et al.; 1987; 

Kaslow et al., 2007; Procidano et. al., 1995; Brady & Post, 1991; Gaughen, 1991;

Burgess, 1995; Olkin & Gaughen, 1991; Vasquez, 1999; Russell & Peterson, 2003; Kress 

& Protivnak, 2009; Biaggio et al., 1983; Elman & Forrest, 2004). In a survey of 

counseling programs, Olkin and Gaughen (1991) found that 77% had relied on therapy as 

a form of remediation. Burgess’s (1995) results were slightly higher at 83%. Findings 

by Procidano et al. (1995) and Brady and Post (1991) were much lower at a respective 

28% and 23%, but despite varying use, psychotherapy remains a viable remedial option.

The drawbacks to the use of therapy include ethical concerns surrounding 

protecting student confidentiality (Lamb et al., 1987; Kaslow et al., 2007; Vasquez,

1999). Lamb et al. (1987) raise critical points regarding the need to clarify with students 

prior to remediation that psychotherapy is one possible corrective intervention. 

Departments are encouraged to specify in writing the relationship between confidentiality 

and faculty communication with the treating

counselor. Vasquez (1999) suggests that confidentiality may prevent faculty from holding 

students accountable. Olkin and Gaughen (1991) warn that confidentiality potentially 

impedes goal-setting with students. Others question the efficacy of therapy in 

remediating students due to a lack of research (Schoener, 1999; Kaslow et al., 2007).
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Findings are divided on how to implement counseling as a remedial technique.

The majority of training directors have indicated a preference to recommend and not 

require counseling with agreeable students selecting a therapist of their own choosing. 

Furthermore, no communication between faculty and the therapist means no assurance 

that the student ever received counseling, and the department would have no indication of 

whether the student was successfully remediated (Elman & Forrest, 2004). Those seeing 

therapy as specific to favorable remedial outcomes suggest the formation of detailed 

policy procedures, which include monitoring progress and assessing the student’s overall 

change (Elman & Forrest, 2004; Kaslow et al., 2007).

Another common form of remediation includes having academically challenged 

students repeat coursework (Olkin & Gaughen, 1991; Burgess, 1995; Russell & Peterson, 

2003; McAdams & Foster, 2007; Protivnak, 2009) or increasing the supervision 

requirement of those who struggle clinically (Lamb et al., 1987; Kress & Protivnak,

2009; McAdams & Foster, 2007; Olkin & Gaughen, 1991; Russell & Peterson, 2003; 

Procidano, 1995). Olkin and Gaughen (1991) reported that 70% of programs relied on 

the repeating of coursework for remediation, which is in line with Burgess’s (1995) 

finding of 67%. Assigning additional coursework is also common (Olkin & Gaughen, 

1991; Kress & Protivnak, 2009) along with tutoring (Burgess, 1995) and increased 

faculty advisement (Burgess 1995; Russell & Peterson, 2003).

A more serious form of remediation involves a leave of absence (Biaggio, 1983; 

McDaniel, 2008; Russell & Peterson, 2003) and dismal (Biaggio, 1983; Burgess, 1995; 

Fly et al., 1997; Procidano et al., 1995). Burgess (1995) found that 86% of surveyed
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programs had requested certain students to take a leave of absence. For the most 

egregious violations, dismissal is warranted and can entail faculty asking students to 

withdraw (Fly et al., 1997; Procidano et al., 1995) or forcing them to do so (Biaggio et 

al., 1983; Burgess, 1995; Procidano et al., 1995). Research indicates that the latter 

approach is more common as indicated by 39% (Procidano et al., 1995), 31% (Burgess, 

1995), and 22% (Fly et al., 1997) of surveyed programs as compared to only 3% (Fly et 

al., 1997) and 18% (Procidano et al., 1995) of programs who requested that students 

withdraw.

Ambivalence. Literature suggests that non-academic gatekeeping is avoided or 

delayed due to faculty apprehension (Frame & Stevens-Smith, 1995; Lumadue & Duffey, 

1999; Baldo et al., 1997; Kerl et al., 2002). Ambivalence towards gatekeeping can occur 

due to the subjective nature of evaluating students’ behavior, causing professors and 

supervisors to downplay the seriousness or impact of the behavior (Brear et al., 2008). 

Others may abdicate their responsibility by assuming that another professor, supervisor, 

or professional will address the problem (Elman et al., 1999). Other reasons that prevent 

remediation stem from concern over delaying students’ graduations if correct action is 

taken, especially if it involves repeating coursework or fieldwork (Bemak et al., 1999). 

The threat of legal repercussions can prevent departments from taking more serious 

action such as dismissal (Bradey & Post, 1991; Frame & Stevens-Smith, 1995; Kerl et al., 

2002; McCutcheon, 2008). For more personal and professional reasons, non-tenured 

faculty might worry about negative student evaluations or a lack of collegial support if 

they do gatekeep (Gaubatz & Vera, 2002; Miller & Koerin, 2001). Knowing that

48



professors and supervisors weigh the risks of gatekeeping before intervening helps to 

bolster the argument for structured, systemic, and preventative measures during 

admissions.

Preventative Gatekeeping. Proactive screening during admissions is different 

than reactive remediation after problematic behavior has occurred. Gatekeeping at the 

time of admissions has a heightened importance given the consensus to gatekeep 

objectively and preventatively for the purpose of admitting the most qualified applicants. 

Outside of screening grades, GRE scores, and letters o f recommendation, gatekeeping 

takes on the additional preventative purpose of keeping unfit applicants from disrupting 

and possibly hurting fellow students, professors, and clients (Elman et al., 1999). Bradey 

and Post (1991) recommend personality screening as part of the admissions process. 

Woodyard (1992) agrees suggesting the use of standardized psychological assessment to 

gauge psychological fitness. Gaubatz and Vera (2002) believe that the formalization of 

gatekeeping procedures during admissions prevents gateslippage. Furthermore,

Wilkerson (2006) argues that proactive screening results in admitting the most qualified 

individuals. Psychological testing at the time of admissions allows faculty to uphold their 

ethical obligation to the profession by serving as gatekeepers in a fair and objective 

manner (McAdams, Foster, & Ward, 2007). Because professors have no reassurance that 

applicants’ responses to interview questions are an accurate representation of their 

emotional stability, gatekeeping methods like testing are necessary to make informed 

admissions decisions. Psychometry does not provide a full understanding of applicants’ 

personality, but can more readily identify outlying applicants with high scores, who may
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be impaired. Academic and clinical training is not for the purpose of providing treatment 

for emotional instability. Instead, graduate programs are an opportunity for students to 

grow personally and professionally.

The two most important characteristics associated with counselors-in-training are 

empathy and emotional stability. The former can be taught; the latter cannot. Empathy, 

therefore, is an asset worth “screening in” during the admissions process, meaning that 

faculty can seek out students who display an understanding and caring disposition. For 

students who lack empathy, professors can teach them how to develop rapport through 

the use of accurate reflection, active listening, and appropriate validation. On the other 

hand, students who are emotionally unstable run the risk of hurting clients. Professors 

have few remedial options apart from mandating counseling. If admissions committees 

know that applicants are unstable or potentially unstable, they have an ethical 

responsibility to protect the institution, the student body, and most importantly, the 

public. Myers (1992) affirms prevention as a cornerstone of the profession, making it 

necessary for admissions’ committees to “screen out” characteristics that create risk that 

is not easily corrected. This dissertation asserts that psychological testing is a fair and 

objective way to uphold this preventative and ethical mandate.
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CHAPTER 3 

METHODOLOGY

This chapter covers the following: 1) Research questions, hypotheses, and 

variables; 2) Research design; 3) Instrumentation; 4) Sampling plan and data collection; 

5) Human subject protection, and 6) Data analysis.

Research Questions, Hypotheses, and Variables

This study explored outcomes between the Brief Admissions Personality 

Questionnaire (BAPQ) and the PDQ-4 (Hyler, 2012) and asked the following research 

questions:

1. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their PDQ-4 scores?

2. What percentage of applicants are of questionable emotional stability as 

indicated by their PDQ-4 scores?

3. What percentage of applicants are highly likely to be emotionally unstable as 

indicated by their PDQ-4 scores?

4. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster A ratings?

5. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster B ratings?

6. What percentage of applicants are highly likely to be emotionally stable as
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indicated by their BAPQ cluster C ratings?

7. What percentage of applicants are highly likely to be emotionally stable as

indicated by their BAPQ cluster D ratings?

8. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster A ratings?

9. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster B ratings?

10. W hat percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster C ratings?

11. W hat percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster D ratings?

12. Wliat percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster A ratings?

13. W hat percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster B ratings?

14. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster C ratings?

15. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster D ratings?

16. Is there a relationship between PDQ-4 scores and corresponding BAPQ 

cluster ratings?

17. Is there a relationship between PDQ-4 scores and total vignette scores?
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18. Is there a relationship between total vignette scores and BAPQ cluster 

ratings?

19. Is there a relationship between total vignette scores and BAPQ cluster A 

ratings?

20. Is there a relationship between total vignette scores and BAPQ cluster B 

ratings?

21. Is there a relationship between total vignette scores and BAPQ cluster C 

ratings?

22. Is there a relationship between total vignette scores and BAPQ cluster D 

ratings?

This study proposed the following hypotheses:

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their PDQ-4 scores.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable as indicated by their PDQ-4 scores.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotional stability as indicated by their PDQ-4 scores.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their PDQ-4 scores.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable as indicated by their PDQ-4 scores.
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Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable as indicated by their PDQ-4 scores.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable based on their BAPQ cluster A ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable based on their BAPQ cluster A ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable based on their BAPQ cluster B ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable based on their BAPQ cluster B ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable based on their BAPQ cluster C ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable based on their BAPQ cluster C ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable based on their BAPQ cluster D ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable based on their BAPQ cluster D ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotionally stability based on their BAPQ cluster A ratings.

Null Hypothesis: There will not be a statistically significant percentage o f applicants who 

are of questionable emotional stability based on their BAPQ cluster A ratings.
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Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotionally stability based on their BAPQ cluster B ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability based on their BAPQ cluster B ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotionally stability based on their BAPQ cluster C ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability based on their BAPQ cluster C ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are o f questionable emotionally stability based on their BAPQ cluster D ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability based on their BAPQ cluster D ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable based on their BAPQ cluster A ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable based on their BAPQ cluster A ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable based on their BAPQ cluster B ratings.

Null Hypothesis: There will not be a statistically significant percentage o f applicants who 

are emotionally unstable based on their BAPQ cluster B ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable based on their BAPQ cluster C ratings.
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N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable based on their BAPQ cluster C ratings.

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable based on their BAPQ cluster D ratings.

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable based on their BAPQ cluster D ratings.

Alternative Hypothesis: There will be a statistically significant relationship between 

PDQ-4 scores and corresponding BAPQ cluster ratingss.

Null Hypothesis: There will not be a statistically significant relationship between PDQ-4 

scores and corresponding BAPQ cluster ratings.

Alternative Hypothesis: There will be a statistically significant relationship between 

PDQ-4 scores and total vignette scores.

Null Hypothesis: There will not be a statistically significant relationship between PDQ-4 

scores and total vignette scores.

Alternative Hypothesis: There will be a statistically significant relationship between total 

vignette scores and BAPQ cluster ratings.

Null Hypothesis: There will not be a statistically significant relationship between total 

vignette scores and BAPQ cluster ratings.

Alternative Hypothesis: There will be a statistically significant relationship between total 

vignette scores and BAPQ cluster A ratings.

Null Hypothesis: There will not be a statistically significant relationship between total 

vignette scores and BAPQ A ratings.
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Alternative Hypothesis: There will be a statistically significant relationship between total 

vignette scores and BAPQ cluster B ratings.

Null Hypothesis: There will not be a statistically significant relationship between total 

vignette scores and BAPQ B ratings.

Alternative Hypothesis: There will be a statistically significant relationship between total 

vignette scores and BAPQ cluster C ratings.

Null Hypothesis: There will not be a statistically significant relationship between total 

vignette scores and BAPQ C ratings.

Alternative Hypothesis: There will be a statistically significant relationship between total 

vignette scores and BAPQ cluster D ratings.

Null Hypothesis: There will not be a statistically significant relationship between total 

vignette scores and BAPQ D ratings.

This study examined the following variables:

Independent Variable

The single independent variable was comprised of the degree of applicants’ 

emotional functioning.

Dependent Variables

The dependent variables consisted of outcomes on the PDQ-4 and the admissions 

group interviews as measured by the BAPQ. The PDQ-4 consists of the following scales: 

(a) Paranoid, (b) Schizoid, (c) Schizotypal (d) Histrionic, (e) Narcissistic, (f) Borderline, 

(g) Antisocial, (h) Avoidant, (i) Dependent, (j) Obsessive Compulsive, (k) Negativistic,
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and (1) Depressive. The group interviews consisted of applicants’ discussing their 

responses to the clinical vignettes comprised of the above personality traits.

Research Design

Descriptive statistics were used to examine means and standard deviations among 

the PDQ-4 scores, vignette scores, and PDQ-4 clusters. Crosstabulation analyses showed 

each possible combination of scores and diagnoses. The independent variable in this 

study consisted of the degree of applicants’ emotional instability. The dependent 

variables consisted of outcomes on the PDQ-4 and the interviews as measured by the 

BAPQ. Correlational analyses were used to identify relationships among PDQ-4 and 

vignette scores as well as cluster outcomes.

This study used a cross-sectional design and employed psychometric instruments 

with close ended questions for the purpose of quickly collecting data. A cross-sectional 

design does not indicate a causal relationship but does allow for the examination of 

variables at given points in time (Leedy & Ormrod, 2010; LaFountain & Bartos, 2002). 

This study was not intended to diagnose but rather explore the relationship between a 

standardized and non-standardized approach for screening emotional stability.

Instrumentation 

The Personality Diagnostic Questionnaire-4

Introduction. The Personality Diagnostic Questionnaire-4th edition (PDQ-4; 

Hyler, 1994) is a common instalment used to screen for axis II pathology. The PDQ-4 is 

easy to administer, complete, and score. The test takes approximately 20-40 minutes to 

complete. The PDQ-4 is an appropriate screening tool for college graduates applying to a
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master’s program in counseling. There is both paper-based and computerized 

administration. This dissertation relied on the former. The 99 questions reflect the 

Diagnostic and Statistical Manual o f  Mental Disorders (4th ed.. text rev. (DSM-fV-TR): 

American Psychiatric Association, 2000) criteria for personality disorders. Overall, the 

PDQ-4 is one of the oldest and most widely used instruments to assess axis II traits 

(Hyler, 1994).

The DSM-IV-TR  defines a personality disorder as a pattern of enduring behaviors 

considered socially unacceptable often leading to impairment with onset occurring during 

adolescence and identifies 10 specific disorders and two provisional disorders consisting 

of the following: (a) paranoid (i.e. distrust and suspiciousness); (b) schizoid (i.e. social 

detachment and limited emotional expressiveness); (c) schizotypal (i.e. unusual 

behaviors, cognitive distortions, and relational uneasiness); (d) antisocial (i.e. disregard 

and violation of others’ rights); (e) borderline (i.e. extreme impulsive behavior, 

interpersonal instability, and poor self-image); (f) histrionic (i.e. attention seeking and 

excessive emotionality); (g) narcissistic (i.e. need for admiration, excessive self-praise, 

and lack of empathy); (h) avoidant (i.e. pervasive feelings of inadequacy, sensitivity to 

negative evaluations, and social isolation); (i) dependent (i.e. submissive behavior, 

intense need to be taken care of, and enmeshment); (j) obsessive-compulsive (i.e. 

preoccupation with order and control); (k) depressive (i.e. depressive thoughts and 

behaviors); and (1) negativistic (i.e. negative attitude and resistance to work or social 

demands).
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History. The Personality Diagnostic Questionnaire (Hyler, 1988, 1992, 1994) is 

a widely-used screening assessment, which has undergone four revisions that reflect 

changes in diagnostic criteria. The original version (Hyler, Rieder, Williams, Spitzer, 

Lyons, & Hendler, 1988) consisted of 163 true/false questions that gave dimensional 

scores consistent with DSM-III symptomology. The Personality Diagnostic 

Questionnaire-Revised (PDQ-R; Hyler, 1992) was a 152 true/false screener replaced by 

the PDQ-4+ and PDQ-4 (Hyler, 1994, 2012), which both cover the 10 personality 

disorders of the DSM-IV. The PDQ-4 was updated to include the additional diagnoses of 

passive aggressive and depressive personality disorder found in the appendix of the DSM- 

IV-TR. During this transition period, the updated version was referred to as the PDQ-4+, 

but now the PDQ-4 is the standard name of the 99 item version of the test, making the 

PDQ-4 and the PDQ-4+ versions one in the same (PDQ-4 user manual, 2012).

The original PDQ (1983) was the first self-report instrument assessing DSM-III 

diagnostic criteria for personality disorders. The PDQ was not unlike M illon’s (1977) 

Clinical Multiaxial Inventory (MCMI), highlighting similar syndromes and drawing on 

Millon’s theoretical model of personality pathology. The PDQ gauged long-term 

functioning rather than current functioning or functioning influenced by acute stress. It 

had strong face validity in that the questions were a direct translation of the DSM-III 

diagnostic criteria. The instalm ent was useful as an indicator of overall personality 

disturbance and specific disorders. Scores greater than 50 reflected pathology while 

those falling between 20-50 required more detailed assessment (Hyler et al., 1988).
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Research suggested that the PDQ and PDQ-R resulted in a large number of 

diagnoses (Hyler et al., 1988; Hyler et al., 1990. Dubro, Wetzler, and Khan (1988) found 

that the PDQ successfully identified personality disorders. Like the PDQ, the PDQ-R 

had a high sensitivity and moderate specificity for most disorders despite a large number 

of false positive diagnoses, making it most beneficial when used in conjunction with a 

structured interview assessment (i.e. Structured Clinical Interview of DSM-IV  Axis II 

Personality Disorders; SCID-II) for axis II symptomology (Hyler et al., 1990; Hyler et 

al., 1992). The PDQ-R was more sensitive, but less specific than the PDQ, when based 

on more rigid definitions of disorders and used with structured clinical interviews as the 

criterion measure (Dubro et al., 1988; Hunt & Andrews, 1992; Hyler et al., 1990; Hyler et 

al., 1992). The predictive value of a positive PDQ-R diagnosis increased as the criterion 

for the disorder lessened (Hyler et al., 1990). Outcomes suggested that the PDQ-R was 

an effective overall screener of the presence of a personality disorder, especially when 

coupled with clinical interviews (Hyler et al., 1990; Hyler, et .al, 1992).

Hyler et al. (1990) reported that there was no consensus regarding relevant 

variables for studying personality disorders other than diagnostic criteria. There was 

considerable overlap between questionnaire factors and the specific DSM-III criteria.

This limited researchers’ attempts to group patients according to a specific personality 

disorder. Factor I consisted of 29 items. Nine of the 11 DSM-III personality disorders, 

with the exception of antisocial and compulsive, were represented on Factor I, which 

measured hypersensitivity to criticism and rejection, social anxiety, and low self-esteem. 

The highest correlation of factor I was with borderline, but because this diagnosis was
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also present in the other 10 factors, the data suggested such a diagnosis described a very 

heterogeneous group of individuals with personality pathology (Hyler et al., 1990). What 

this suggested was that the test was excellent at detecting broad-based symptomology.

The current version of the PDQ-4 is also sensitive to symptomology because of 

low thresholds for each personality disorder scale. For example, raising the DSM-/V-TR  

cutpoint from three to five on a specific scale results in the PDQ-4 ruling out that 

particular disorder. The opposite occurs when a lower threshold of three is used, leading 

to an effectiveness in ruling in a syndrome (Taylor, James, Bobadilla, & Reeves, 2008). 

What is lost is the specificity required to diagnosis particular disorders. A higher 

threshold for each scale would reduce the number of diagnoses associated with all 

versions of the PDQ and increase the accuracy of diagnosing specific personality 

disorders (Fossati et al.,1998; Gallagher, South, & Oltmanns, 2003). The PDQ-4 is an 

excellent screening tool for detecting key personality traits at the time of admissions 

given the test’s high sensitivities, due to low cutpoints, resulting in a higher number of 

personality disorder diagnoses. The only drawback is that the PDQ-4 remains susceptible 

to a high number of false positives (Fossati et al., 1998). This, however, does not detract 

from the usefulness of the PDQ-4 for the purposes of this dissertation, which emphases 

screening for the purpose of detection and not the diagnosing of specific personality 

disorders. Furthermore, testing outcomes remain only one of several criteria influences 

admissions decisions.

Normative samples, validity and reliability. As previously noted, the first 

version of the PDQ had strong face validity but a high sensitivity that resulted in more
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diagnoses than otherwise generated through direct clinical assessment. The original PDQ 

was pilot tested in a sample of 40 psychiatric outpatients (Hurt, Hyler, Frances, 1984). A 

mean score of 44.8 (ranging from 19 to 90) was obtained from patients thought to have 

personality pathology in comparison to a total mean score o f 15 derived from a control 

group of 50 graduate students and dermatological patients (Hyler et al., 1988). In an 

early study involving 287 psychiatric patients with the presence of a personality disorder, 

results consisted of a mean score o f 50, a sensitivity of .64, specificity of .83, positive 

predictive power of .80, and negative predictive power of .68. In the same study, a 

control group with no signs of pathology, yielded a mean score of 34, sensitivity of .30, 

specificity of .94, positive predictive power of .85, and negative predictive power of .59. 

The total PDQ score showed a modest correlation (r = .55, p > .001) with clinicians’ 

ratings and a stronger correlation (r = .77, p > .001) with the PDQ self-report index of 

impairment/distress (Hyler et. al., 1988).

As noted, the PDQ-R like the PDQ had high sensitivity making both susceptible 

to false positive diagnoses. In a study of 87 applicants for inpatient treatment personality 

pathology, findings indicated that the PDQ-R was not a substitute for a structured 

interview assessment of axis II disorders (Hyler et al., 1990). The sensitivities of the 

diagnoses were > 0.80 for seven and nine of the 12 personality diagnoses. The 

specificities were in the 0.60-0.80 range. The negative predictive powers were above

0.80, but the positive predictive powers were lower. Overall, the PDQ-R generated few 

false negatives (Hyler et. al. 1990). In a separate factor analysis study, data obtained 

from 552 patients and 287 psychiatrists who rated these same patients, eleven
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questionnaire factors had eigenvalues greater than one, and three items had factor 

loadings greater than 0.40. A strong relationship between all factors and the personality 

trait clusters emerged, but to a much lesser extent with the 11 personality disorders 

(Hyler, et al., 1990). Likewise, when using structured interviews, Oldham et al. (1992) 

were able to detect the presence of pathology but found difficulty in diagnosing specific 

personality disorders.

Variability exists when the PDQ-4 properties are compared to those of other 

similar personality measures and scales. In a study, looking at the relatedness of 

borderline scales, the PDQ-4+ and the Self-Harm Inventory were soundly related (r = .63, 

p < .001) (Sansone, Chu, & Wiederman, 2006). When assessing internal consistency and 

validity, using the Structured Clinical Interview for DSM-IV  Axis II (SCID-II) as the 

external diagnostic standard, the PDQ-4+ ranged from .46 to .71. The internal 

consistency reliability of the scales was moderate (mean K-R 20 = .61) with low 

correlations (r =.31). The PDQ-4 more readily rules in antisocial pathology in 

comparison to the SCID-II questionnaire (Taylor, James, Bobadilla, & Reeves, 2008) and 

SCID-II interview (Guy, Douglas, Poythress, & Skeem, 2008). Fossati et al. (1998) 

acknowledge that the PDQ-4+ and the SCID-II seemingly measure different personality 

characteristics. Furthermore, there is low agreement among structured interviews that 

assess personality disorder criteria (Zimmerman, 1994).

Overall, the PDQ-4+ does have satisfactory psychometric properties in both 

English and non-English versions (Hyler, 1994, Fossati, et al., 1998; Kim, Choi & Cho, 

2000; Wilberg, Dammen, & Friis, 2000; Yang et al., 2000), The most recent studies on
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the PDQ-4 indicate internal consistencies ranging from .49 (obsessive-compulsive) to .75 

(antisocial; Mdn = .64) (Hopwood, Thomas, Markon, Wright, & Krueger, 2012) and .41 

(obsessive-compulsive) to .73 (avoidant; Mdn = .61) in the Spanish version (Calvo et al., 

2012). There is moderate internal reliability, with means averaging .60 to .65 in the 

English (Chabrol, Rousseau, Callahan, & Hyler, 20007; Fossati et al., 1998; Guy et al., 

2008), Italian (Fossati et al., 1998), Chinese (Yang et al., 2000), Korean (Kim, Choi, & 

Cho, 2000), Spanish (Calvo et al., 2012) and Norwegian versions of the PDQ-4+

(Wilberg et al., 2000). Other studies indicate acceptable total correlations of r = .48 

(Calvo, Gutierrez, Andion, Caseras, Torrubia, & Casas, 2012) and r = .49 (Wierzbicki & 

Gorman, 1995).

In conclusion, personality characteristics vary and are difficult to detect, making it 

more advantageous to employ different screening methods, not for the purpose of 

diagnosing specific disorders but to become aware of what personality-related issues may 

or may not impede an applicants’ success if admitted. This dissertation employed a 

three-tiered screening approach consisting of the PDQ-4, group interviews, and the 

BAPQ for the purpose o f detecting traits that could possibly hinder sound ethical and 

competent clinical practice.

Examiner qualifications. The PDQ-4 may be administered by educational, 

psychological, counseling, vocational, and medical personnel who are qualified to test 

within schools, agencies, hospitals, prisons, industries, professional organizations, and 

private practices. Examiners should have knowledge of DSM-IV-TR diagnostic criteria 

for personality disorders before administration, scoring, and interpretation. Examiners
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should be qualified to conduct a diagnostic interview after scoring and interpretation to 

assess in more detail any axis II pathology detected by the PDQ-4.

Administration and scoring. The PDQ-4 is brief, easy to administer, and simple 

for test-takers to understand. The administration process is straightforward and consists 

of examinees answering 99 true/false questions. Test takers are informed that they are to 

respond to descriptions that are “generally" true or false of them (PDQ-4 user manual, 

2012, p. 2). The PDQ-4 is an index of overall personality disturbance. Scoring consists 

of summing all pathological responses. A total score of 50 or more indicates a substantial 

likelihood of a personality disorder. The manual reads that patients in therapy that do not 

exhibit personality disturbance commonly score between 20-50 (PDQ-4 user manual, 

2012). The presence of abnormality requires that the examiner administer an additional 

series of questions that make up the Clinical Significance Scale (CCS) section of the test. 

The examinee has the option to review and change responses before beginning the CCS, 

which consists of the following queries: (1) the duration of the behavioral traits; (2) in 

what situations they occur; (3) if the traits have caused problems for the patient; (4) if the 

traits are concurrent with axis I pathology, and; (5) if the patient is bothered by the 

behaviors. The manual notes that a clinical interview must confirm any diagnosis (PDQ- 

4 user manual, 2012). For the purposes of this dissertation, the CCS was not 

administered to uphold the confidentiality of test takers. Not using the CCS does not 

detract from the study given the objective of only detecting key emotions and behaviors 

and not diagnosing applicants. This researcher administered and scored each test.
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The Personality Disorder Scoring Key links the DSM-IV-TR diagnostic criterion 

with each corresponding personality disorder. True is the pathological response with the 

exception of the Too Good scale (TG), which is one of two validity scales, the other 

being the Suspect Questionnaire (SQ). Three of the four items on the TG scale are 

reversed scored, making false responses the pathological responses. If two or more items 

are endorsed on the TG scale, the individual may be underreporting so as to present 

themselves in “too good” a manner. The SQ scale is for purpose of identifying test-takers 

who (a) may be lying, (b) responding randomly, (c) not taking the questions seriously, or 

(d) not understanding the questions (PDQ-4 user manual, 2012). After completion o f the 

test, the examiner matches all responses to the corresponding diagnostic criteria for each 

specific disorder. A score of four or more indicates the meeting or surpassing of the 

threshold for a specific disorder, and the examiner then records the diagnosis.

Exceptions pertain to assessing borderline and antisocial pathology. For the former, test- 

takers must endorse up to six instances of impulsivity, and for the latter evidence of a 

conduct disorder is necessary.

Scoring allows for the identification of general axis II symptomology as well as 

specific disorders matching DSM-IV-TR criteria (PDQ-4 user manual, 2012). Again, this 

dissertation does not condone the diagnosing of applicants, and as a result, does not rely 

on the Clinical Significance Scale Interview Guide, which employs a follow-up interview 

to assess for the following: (1) incorrect or accidental pathological responses; (2) 

symptoms only occurring during bouts of depression, anxiety, physical illness, or alcohol 

and drug use; and (3) degree of duration and impairment and/or distress.
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Major studies. The test is also used to assess wide ranging comorbidity such as: 

(a) major depression (Fava, Bouffides, Pava, McCarthy, Steingard, & Rosenbaum, 1994; 

Pfohl, Coryell, Zimmerman, & Stangl, 1987), (b) bipolar (O ’Connell, Mayo, & Scuitto, 

1991), (c) seasonal affective disorder (Reichbom-Kjennerud, Lingjaerde, & Dahl, 1997), 

anxiety disorders (Reich, Noyes, & Troughton, 1987; Mavissakalian, Hamann, Haidar, & 

de Groot, 1995; Noyes, Woodman, Holt, Reich, & Zimmerman, 1995), (d) borderline 

symptomology (Sansone, Wiederman, Sansone, and Montieth, 2000b; Bemebaum, 1996; 

Oldham, Skodol, Gallaher, & Kroll, 1996), (e) eating disorders (Inceoglu, Franzen, 

Backmund, & Gerlinhood, 2000; Dolan, Evans, & Norton, 1995; Skodol, Oldham, Hyler, 

Kellman, Doidge & Davies, 1993; Yager, Landsverk, Edelstein, & Hyler 1989; Steiger, 

Liquomik, Chapman, & Hussain, 1991; Dowson, 1992; Sansone, Wiederman, Sansone, 

and Montieth, 2000a), (f) alcoholism (Johnson, Hyler, Skodol, Bomstein, & Sherman, 

1995; Yates, LaBrecque, & Pfab, 1998), (g) steroid use (Yates, Perry, & Andersen,

1990), (h) pathological gambling (Black & Moyer, 1998), and schizophrenia (Lyons, 

Toomey, Faraone, Kremen, Yeung, & Tsuang, 1995). Other clinical areas of use include 

forensics (Dolan & Mitchell, 1994; de Ruiter and Greeven, 2000) as well as medical 

conditions like (a) chest pain (Dammen, Ekeberg, Ameses, & Friis, 2000), (b) diabetes 

(Orlandini, Pastore, Fossati, Clerici, Sergi, & Balini, 1997), (c) premenstrual syndrome 

(Berlin, Raju, Schmidt, Adams, & Rubinow, 2001), and (d) sexual dysfunction (Black, 

Goldstein, Blum, & Noyes, 1995).

Cross-cultural applicability. The PDQ in its various forms has been translated 

into numerous foreign languages including Italian (Fossati et al., 1998), Mandarin (Yang
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et al., 2000), Korean (Kim, Choi, & Cho, 2000), Spanish (Calvo et al„ 2012) and 

Norwegian (Wilberg et al., 2000). Comparable psychometric properties exist for the 

Spanish and Chinese versions and suggest cross-cultural generalizability (Yang et al., 

2000; Calvo et al., 2012).

Ethical considerations. Testing is not commonly used to screen for desirable or 

undesirable traits. An absence of standardization bolsters the merit of this study, which 

proposes the use of appropriate psychometry to fulfill the ethical mandate to effectively 

gatekeep during admissions. This dissertation focused on the general screening of 

emotional instability and benefited from the PDQ-4’s breadth, brevity, and ease of 

administration and scoring. The test complimented the study’s primary purpose of 

detection and not diagnosing. The high sensitivity of the PDQ-4 when coupled with 

applicant interviews makes it an appropriate gatekeeping method for admissions. The 

deliberate use of the PDQ-4 to screen in an objective and standardized approach is 

inherently ethical.

Limitations. The most notable limitation of the PDQ-4 is susceptibility to a high 

number of false positive outcomes (Hyler et al., 1990; Fossati et al., 1998). Not all 

studies on the screening properties of the PDQ took place on the most recent version of 

the test, but Hyler does indicate that the current PDQ-4 contains items originally included 

on the PDQ and PDQ-R. Also, debate exists regarding the cutoffs for each scale 

depending upon whether the population is clinical or non-clinical (Hyler et al., 1990; 

Patrick, Links, Van Reekum, and Mitton, 1995; Yeung, Lyons, Watemaux, Faraone, 

Tsuang, 1993). Questions remain about how cutoff scores carry over among the different



versions. For example, Fossati et al. (1998) suggested a different total score for the PDQ- 

4+ than did Hyler et al. (1988) had for the PDQ-R in order to use the test to more 

accurately diagnose personality pathology. Despite moderate reliability and validity, the 

PDQ-4 is useful as a preliminary screener in both normal populations (Reich, Yates, & 

Nduaguba, 1989; Bomstein, 1998; Johnson & Bomstein, 1992) and clinical populations 

(Davidson, Leese, & Taylor, 2001). Because limited diagnostic agreement exists 

between instruments used to detect personality pathology (Zimmerman, 1994), 

considerations for the selection of a test include: (a) ease of administration, (b) familiarity 

with the test, (c) the psychometric properties of the test, (d) the purpose of the 

assessment, and (e) time and cost considerations (Bagby & Farvolden, 2003).

Admissions Group Interviews

Group interviews were conducted during admissions for the purpose of assessing 

applicants’ overall emotional stability subsumed within the categorical structure of axis II 

pathology. The purpose of the group interviews was to screen for the following 

personality traits: (a) suspicion and mistrust of others; (b) disinterest in social 

relationships, isolation, emotional coldness, and apathy; (c) odd behavior and 

unconventional beliefs; (d) attention seeking emotions, seductive behavior, and excessive 

approval of others; (e) preoccupation with personal adequacy, power, prestige and vanity; 

(f) impulsivity and instability of mood, interpersonal relationships, and self-image; (g) 

disregard for, or violation of, the rights of others; (h) social inhibition, feelings of 

inadequacy, extreme sensitivity to negative evaluation, and avoidance of social 

interaction; (i) dependence on other people to meet one's emotional and physical needs;
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(j) preoccupation with orderliness, perfectionism, excessive attention to details, mental 

and interpersonal control, and a need for power over one’s environment at the expense of 

flexibility, openness, and efficiency; (k) negativistic attitudes and passive aggressive 

resistance to demands or requests; (1) generally gloomy, pessimistic, and/or an unhappy 

outlook on life, the past and the future, and oneself. The aforementioned symptomology 

is in accordance with the three clustered diagnostic categories (clusters A, B, and C) for 

personality disorders within the DSM-IV-TR and provides a framework to informally 

detect characteristics associated with emotional and behavioral instability.

The group interviews were based on applicants’ discussion of their responses to 

four clinical vignettes comprised of behavioral symptoms of emotional instability. 

Applicants were asked to read each vignette and then discuss with other applicants the 

traits that described them over the last several years. This researcher then screened 

applicants for signs of emotional instability based on their interactions.

Clinical vignettes. The group interviews were comprised of four vignettes that 

applicants were asked to read and respond to. Each of the four corresponded to clustered 

personality traits and the two provisional disorders (compulsive negativistic and 

depressive) found in the DSM-IV-TR. The traits of each cluster comprised the content of 

the vignettes. For example, vignette A described odd and eccentric behaviors of a college 

student. The description of the student was based on the questions in the PDQ-4 

assessing cluster A traits, making the student clearly paranoid, schizoid, and schizotypal. 

At the end of each written vignette there were questions that asked applicants what
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characteristics within the vignette could relate to. The applicants were then asked to 

discuss these specific traits from each vignette in a group setting.

The Brief Admissions Personality Questionnaire. The Brief Admissions 

Personality Questionnaire (BAPQ) was the rating form used to assess applicants’ 

responses to the vignettes. The BAPQ consists of single descriptions for each of the 12 

personality disorders assessed in the vignettes. For example, the description for paranoia 

is “suspiciousness and generalized mistrust of others.” This rater then checked either 

“yes” or “no” to indicate whether the applicant displayed or endorsed characteristics 

specific to paranoia. The BAPQ was created by this researcher for the purpose of quickly 

inventorying applicants’ responses to the vignettes. For example, evidence of paranoia, 

based on what was said in the group interview, would result in the rater checking “yes” 

next to the definition for paranoia.

The admissions process was potentially stressful for applicants. The BAPQ, like 

the PDQ-4, allowed for the gathering of additional data relating to emotional instability 

without subjecting them to more time-consuming and anxiety-provoking psychometrics 

or lengthy personal interviews. The BAPQ does not ask for any demographic 

information that might have revealead the identity of applicants, and this safeguard is 

meant to calm test takers by safeguarding confidentiality. Although the BAPQ lacks 

internal validity and reliability, the questionnaire has a diagnostic framework modeled on 

DSM-IV-TR symptomology and is in keeping with PDQ-4 scales. For this reason, the 

BAPQ likely has adequate if not excellent content validity, because items were written to 

directly assess diagnostic criterion sets for personality pathology. Like the PDQ-4, there
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is only one behavioral definition for each diagnostic criterion, but the group discussion 

offset the limited coverage of the traits comprising each specific disorder.

Data Collection Procedures 

Participants in this study were applicants to a masters-level graduate counseling 

program. The researcher’s committee along with the Institutional Review Board (IRB) 

approved the protocol, which sought to limit psychological risk by adhering to customary 

admissions processes and traditional test-taking measures. Upon completion of the 

admissions process, subjects were invited to take the PDQ-4. Subjects chose or denied 

participation, knowing that their participation was voluntary and would have no bearing 

on the admissions committee’s decision to accept, waitlist, or reject them. Applicants, 

however, did not have a choice in participating in the group interviews. Applicants were 

given a packet comprised of the informed consent and instructions for the PDQ-4 and 

clinical vignettes. Each packet had a designated number corresponding to the same 

number on the PDQ-4, PDQ-4 answer sheet, the clinical vignettes, and the BAPQ rating 

form. Applicants also wore this number during their interviews.

Human Subject Protection 

The IRB granted approval for this study, which sought to minimize psychological 

distress by administering the PDQ-4 after applicants had completed the formal 

admissions process. With the exception of the interview, applicants were fully informed 

of the option to decline taking the PDQ-4. The purpose of these steps was threefold: 1) 

At no point did the faculty know who elected to take the PDQ-4; 2) to ensure applicants 

did not encounter any stress, anxiety or confusion before meeting with faculty; and 3) to
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reinforce the voluntary nature o f their participation. The researcher maintained 

confidentiality by storing all test and rating forms in an off-campus locked file cabinet. 

Upon completion of the study, all data were destroyed.

Methods of Analysis 

Correlational and descriptive analyses were used to identify relationships and 

difference among variables as well as to examine inherent direction and strength. The 

means and standard deviations for PDQ-4, cluster, and vignette scores were calculated 

along with correlation coefficients for the variables. Correlational research seeks to 

describe variables without manipulation and explore the degree o f association between 

pairs o f variables (Pallant, 2010). This study made use of correlational coefficients to 

ascertain a summary of the direction and strength of the linear relationship among 

emotional stability, instability and admissions’ interview ratings and BAPQ scores to 

detect outliers, specifically those applicants with extreme testing outcomes. The high 

ethical and legal sensitivity of testing applicants is made more controversial due to the 

assessed construct of emotional instability, resulting in a restricted sample and low 

generalizability. The mandate to gatekeep during admissions warrants detecting the 

relationship between various methods of admissions screening even if within a limited 

sample.
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CHAPTER 4 

FINDINGS

This study employed correlational and descriptive analyses to examine the 

relationship among outcomes on the PDQ-4 (Hyler, 1994), clinical vignettes, and BAPQ. 

This chapter presents the quantitative findings on these screening measures used to gauge 

degrees of emotionality and identify problematic personality traits salient to 

preadmissions gatekeeping. Corresponding statistical results answered following 

research questions:

1. W hat percentage of applicants are highly likely to be emotionally stable as 

indicated by their PDQ-4 scores?

2. What percentage of applicants are of questionable emotional stability as

indicated by their PDQ-4 scores?

3. W hat percentage of applicants are highly likely to be emotionally unstable as 

indicated by their PDQ-4 scores?

4. W hat percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster A ratings?

5. W hat percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster B ratings?

6. W hat percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster C ratings?
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7. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster D ratings?

8. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster A ratings?

9. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster B ratings?

10. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster C ratings?

11. W hat percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster D ratings?

12. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster A ratings?

13. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster B ratings?

14. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster C ratings?

15. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster D ratings?

16. Is there a relationship between PDQ-4 scores and corresponding BAPQ 

cluster ratings?

17. Is there a relationship between PDQ-4 scores and total vignette scores?

18. Is there a relationship between total vignette scores and BAPQ cluster
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ratings?

19. Is there a relationship between total vignette scores and BAPQ cluster A 

ratings?

20. Is there a relationship between total vignette scores and BAPQ cluster B 

ratings?

21. Is there a relationship between total vignette scores and BAPQ cluster C 

ratings?

22. Is there a relationship between total vignette scores and BAPQ cluster D 

ratings?

Description of Sample

A total of 47 applicants participated in this study. The responses from two 

applicants were incomplete and unusable and resulted in 45 complete responses for all 

three measurement forms. The majority were female (n=39) and the average age was 

31.39. The age range consisted of 22 to 62 years. Participants were applicants to a 

graduate counseling program from a private university in the Southeastern United States. 

Data was collected through convenience sampling. Applicants were able to decline 

taking the PDQ-4 but not the group interview.

Personality Diagnostic Questionnaire-4

The total score on the PDQ-4 is what indicates pathology. For the purpose of this 

study, and in line with scoring procedures, total scores of 20 or less suggested overall 

stability with scores above 50 indicating the strong likelihood of emotional instability. 

Scores between 20 and 50 fell within the category of questionable stability. Applicants
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with scores of 20 were determined stable or of questionable stability based on whether or 

not they had multiple diagnoses. Scores ranged from 1 to 54 with a mean of 16.73, 

indicating that on average the sample was within a normal range of emotional functioning 

(see Table 1). Seventy-three percent of the sample was found emotionally stable with 

24.4% falling in the questionable category, resulting in a rejection of both null 

hypotheses for questions one and two. Two percent were found unstable, leading to an 

acceptance of the alternative hypothesis for question three (see Table 2).

1. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their PDQ-4 scores?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their PDQ-4 scores.

N ull Hypothesis: There will be no statistically significant percentage of applicants who 

are emotionally stable as indicated by their PDQ-4 scores.

2. What percentage of applicants are of questionable emotional stability as 

indicated by their PDQ-4 scores?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are o f questionable emotional stability as indicated by their PDQ-4 scores.

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their PDQ-4 scores.

3. What percentage of applicants are highly likely to be emotionally unstable as 

indicated by their PDQ-4 scores?
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Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable as indicated by their PDQ-4 scores.

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable as indicated by their PDQ-4 scores.

Table 1

Descriptive Statistics fo r  PDQ-4 Totals

N Minimum Maximum Mean Standard
Deviation

PDQ-4 45 1 54 16.73 11.050

Table 2

Descriptive Statistics fo r  Emotional Stability, Instability, and Questionability

Status N Minimum Maximum Mean Standard
Deviation

Stable 45 .00 1.00 .7333 .44721
Unstable 45 .00 1.00 .0222 .14907
Questionable 45 .00 1.00 .2444 .43461
Valid N 
(listwise)

45

Brief Admissions Personality Questionnaire Clusters and Emotional Status

Crosstabulation tables and associated Chi-Square statistics were used to examine 

the relationship between applicants’ emotional status (i.e. stable, questionable, or 

unstable) based on their PDQ-4 total scores and BAPQ ratings (i.e. clusters A, B, C, and
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D), which reflected outcomes from the group interview comprised of applicants 

discussing the vignette statements that they endorsed.

Emotionally stable status. Cluster A and an overall status of emotionally 

stability based on PDQ-4 outcomes yielded a statistically significant difference 

(X2=10.82; clf= 2; p<.01). The same was true for cluster B (X2=10.05; df=3; p< .01), 

cluster C (X2 = 14.18; df= 2; p<.001), and cluster D (X2=8.18; df= l; p< .01) (see Tables 3, 

4, 5, and 6). Decomposition of effects within the crosstabulation tables revealed that 

having no personality disorders on the BAPQ corresponded with an emotionally stable 

status (cluster A 81.8%, cluster B 90.0%, cluster C 93.9%, and cluster D 97%) (see 

Tables 3, 4, 5, and 6). Outcomes resulted in an acceptance of the alternative hypotheses 

for questions four, five, six, and seven.

4. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster A ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their BAPQ cluster A ratings.

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable as indicated by their BAPQ cluster A ratings.

5. What percentage of applicants are highly likely to be emotionally stable as 

indicated by their BAPQ cluster B ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their BAPQ cluster B ratings.
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Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable as indicated by their BAPQ cluster B ratings.

6. What percentage of applicants are highly likely to emotionally stable as 

indicated by their BAPQ cluster C ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their BAPQ cluster C ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable as indicated by their BAPQ cluster C ratings.

7. What percentage of applicants are highly likely to emotionally stable as 

indicated by their BAPQ cluster D ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally stable as indicated by their BAPQ cluster D ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally stable as indicated by their BAPQ cluster D ratings.
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Table 3

Crosstabulation o f  Cluster A and Emotionally Stable Status

Stable

No

Yes

0
Cluster A 

1 2

33.3% 50.0% 16.7%
(4) (6) (2)

81.8% 9.1% 9.1%
(27) (3) (3)

Model Chi-Square 
Model d f________

10.82
2

**

*=p<.05, **= p < .01 , *** = p < .0 0 1 , tw o-tailed  tests.

Table 4

Crosstabulation o f Cluster B and Emotionally Stable Status

Stable

No

Yes

0
Cluster B 

1 2 3

50.0% 33.3% 8.3% 8.3%
(6) (4) (1) (1)

90.9% 6.1% 0.0% 3.0%
(30) (3) (0) (1)

Model Chi-Square
Model d f________

10.05 **
3

=p<.05, **=p<.01. ***=p<.001, tw o-tailed tests.
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Table 5

Crosstabulation o f  Cluster C and Emotionally Stable Status

Cluster C 
0 1 2

No

Stable
Yes

50.0% 33.3% 
(6) (4)

93.9% 0.0% 
(31) (0)

0.0%
(0)

9.1%
(1)

Model Chi-Square 14.18 ***
Model d f 2

*= p < .05 , **= p < .01 , ***= p < .001 , tw o-tailed  tests.

Table 6

Crosstabulation o f Cluster D and Emotionally Stable Status

Cluster D
0 1

66.7% 33.3%
No

(8) (4)
Stable

Yes 97.0% 3.0%
(32) (1)

Model Chi-Square 8.18 **
Model d f 1

*=p<.05, **=p<.01, ***=p<.()01, two-tailed tests.
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Questionable emotional status. Cluster A and an overall status of questionable 

emotional stability based on PDQ-4 outcomes yielded a statistically significant difference 

(X2=7.61 ; df=2 ; p<.05) as did cluster C (X2=13.72 ; df= 2 ; /?<.001) (see Tables 7 and 

9). Clusters B (X2=7.09; df= 2) and D (X2=3.85; d f - 1) had no statistical significance (see 

Tables 8 and 10). Decomposition of effects within the crosstabulation tables revealed 

that 45.5% of applicants with one cluster A disorder on the BAPQ had a status of 

questionable emotional stability (see Table 7). Just over 54% of applicants without any 

cluster C disorders were of questionable emotional stability (see Table 9). Thus, the 

alternative hypotheses were accepted for questions eight and 10 but not questions nine 

and 11.

8. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster A ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotional stability as indicated by their BAPQ cluster A ratings. 

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their BAPQ cluster A ratings.

9. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster B ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotional stability as indicated by their BAPQ cluster B ratings. 

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their BAPQ cluster B ratings.

84



10. What percentage of applicants are of questionable emotional stability as 

indicated by their BAPQ cluster C ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotional stability as indicated by their BAPQ cluster C ratings. 

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their BAPQ cluster C ratings.

11. What percentage of applicants are of questionable emotional stability as

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are of questionable emotional stability as indicated by their BAPQ cluster D ratings. 

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are of questionable emotional stability as indicated by their BAPQ cluster D ratings.

Indicated by their BAPQ cluster D ratings?

Table 7

Crosstabulation o f Cluster A and Questionable Emotional Status

Cluster A
0 2

No 79.4%
(27)

11.8%

(4)
8.8%
(3)

Questionable
Yes 36.4%

(4)
45.5%

(5)
18.2%

(2)

Model Chi-Square
Model d f________

7.61
2

*

*=p<.()5. * * = p < .0 ! . ***=p<.()01, tw o-tailed  tests.
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Table 8

Crosstabulation o f  Cluster B and Questionable Emotional Status

Cluster B

Questionable

0 1 2 3

No 88.2% 8.8% 0.0% 2.9%
(30) (3) (0) (1)

Yes 54.5% 27.3% 9.1% 9.1%
(6) (3) (1) (1)

Model Chi-Square 
Model d f________

7.09
3

*= p < .05 , * *= p < .01 , ** * = p < .0 0 1 , tw o-tailed  tests.

Table 9

Crosstabulation o f  Cluster C and Questionable Emotional Status

Questionable

0
Cluster C 

1

M a 91.2% 0 . 0 % 8 . 8 %
1NO

(31) ( 0 ) (3)

Yes 54.4% 36.4% 9.1%
(6) (4) (1)

Model Chi-Square
Model d f________

13.72
2

*=p<.()5, * *= p < .01 , * * * = p < .0 0 1 , tw o-tailed  tests.
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Table 10

Crosstabulation o f Cluster D  and Questionable Emotional Status

Cluster
D

0 1

No 94.1%
(32)

5.9%
(2 )

Questionable

Yes 72.7%
(8)

27.3%
(3)

Model Chi-Square 
Model d f________

3.85

*= p < .05 , * *= p < .01 , ** * = p < .0 0 1 , tw o-tailed  tests.

Emotionally unstable applicants. Cluster C and an overall status of emotional 

instability based on PDQ-4 outcomes yielded a statistically significant difference 

(X2=10.48; df= 2; p<.01) as did cluster D (X2=8.18; df= 1; pc .O l) (see Tables 12 and 13). 

The same was not true for clusters A and B (see Tables 11 and 12). Decomposition of 

effects within the crosstabulation tables showed that 100% of applicants who had two 

cluster C personality disorders on the BAPQ were emotional unstable as was the case for 

those who had one cluster D disorder. As a result, the alternative hypotheses were 

accepted for questions 14 and 15, but not questions 12 and 13.

12. What percentage of applicants are emotionally unstable as indicated by

their BAPQ cluster A ratings?

87



Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable as indicated by their BAPQ cluster A ratings.

N ull Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable as indicated by their BAPQ cluster A ratings.

13. What percentage of applicants are of emotionally unstable as indicated by 

their BAPQ cluster B ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable as indicated by their BAPQ cluster B ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable as indicated by their BAPQ cluster B ratings.

14. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster C ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable as indicated by their BAPQ cluster C ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable as indicated by their BAPQ cluster C ratings.

15. What percentage of applicants are emotionally unstable as indicated by their 

BAPQ cluster D ratings?

Alternative Hypothesis: There will be a statistically significant percentage of applicants 

who are emotionally unstable based on their BAPQ cluster D ratings.

Null Hypothesis: There will not be a statistically significant percentage of applicants who 

are emotionally unstable based on their BAPQ cluster D ratings.
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Table 11

Crosstabulation o f  Cluster A and Emotional Instability

Unstable

No

Yes

0
Cluster A 

1 2

70.5% 18.2% 11.4%
(31) (8) (5)

0.0% 100.0% 0.0%
(0) (1) (0)

Model Chi-Square 
Model d f________

4.09
2

|:= p < .05 , **= p < .01 , ** * = p < .0 0 1 , tw o-tailed  tests.

Table 12

Crosstabulation o f Cluster B and Emotional Instability

Unstable

No

Yes

0
Cluster B 

1 2 3

81.8% 11.4% 2.3% 4.5%
(36) (5) (1) (2)

0.0% 100.0% 0.0% 0.0%
(0) (1) (0) (0)

Model Chi-Square
Model d f________

6.65
3

*=p< .05, **= p < .01 . * * * = p < .0 0 l. tw o-tailed  tests.
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Table 13

Crosstabulation o f  Cluster C and Emotional Instability

0

Unstable

No

Yes

Cluster C 
1

84.1% 9.1% 6.8%
(37) (4) (3)

0.0% 0.0% 100.0%
(0) (0) (1)

Model Chi-Square 
Model d f______

10.48
2

=p<.05, * *= p < .01 , * * * = p < .0 ()i, tw o-tailed  tests.

Table 14

Crosstabulation o f Cluster D and Emotional Instability

Cluster
D

0 1

No

Unstable

90.9% 9.1%
(40) (4)

Yes 0.0% 100.0%
(0) (1)

Model Chi-Square 
Model d f

8.18
1

**

*=p<.()5, * * = p < .0 l , * * * = p < .0 0 l, tw o-tailed  tests.
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Analyses of PDQ-4 Outcomes, Total Vignette Scores, and BAPQ Clusters

Crosstabulations of Diagnoses and Stability

Some PDQ-4 test takers fell into the stable, unstable, and questionable categories 

but did not reach the cutoffs for specific personality disorders. Because the cutoffs for 

each of the twelve disorders were low, applicants that had total scores within the normal, 

questionable, and unstable personality functioning ranges also had varying number of 

corresponding diagnoses. The crosstabulation analysis showed those applicants who met 

the cutoffs for specific disorders and whether their total scores indicated overall stability, 

questionability, or instability. Nine applicants had potential disorders within PDQ-4 

cluster A. Five applicants had potential disorders that fell within cluster B. There were 

14 for cluster C and 10 total disorders within cluster D. Table 15 shows the percentages 

of diagnoses in relation to the emotional outcomes of applicants. The crosstabulation 

breakdown of potential diagnoses under each cluster follows:

Paranoid. A total of six applicants met the cutoff for a potential paranoid 

diagnosis. Two (4.4%) were stable overall, one (2.2%) was unstable, and three (6.6%) 

were of questionable stability.

Schizoid. No applicants met the cutoff for a potential schizoid diagnosis.

Schizotypal. A total of three applicants met the cutoff for a potential schizotypal 

diagnosis. All were of questionable stability (6.6%).

Histrionic. One applicant met the cutoff for a potential histrionic diagnosis and 

was of questionable stability (2.2%).
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Narcissistic. One applicant met the cutoff for a potential narcissistic diagnosis and 

was of questionable stability (2.2%)

Borderline. Three applicants met the cutoff for a potential borderline diagnosis. 

One was unstable (2.2%), and two were of questionable stability (4.4%).

Antisocial. No applicants met the cutoff for a potential antisocial diagnosis.

Avoidant. Four applicants met the cutoff for a potential avoidant diagnosis. One 

was unstable (2.2%), and three (6.6%) were of questionable stability.

Dependent. One applicant met the cutoff for a potential dependent diagnosis and 

was unstable (2.2%).

Obsessive Compulsive. Nine applicants met the cut off for a potential obsessive 

compulsive diagnosis. One was unstable (2.2%). Four were stable (8.8%). Four were of 

questionable stability (8.8%).

Negativistic. Two applicants met the cutoff for a potential negativistic diagnosis. 

One was unstable (2.2%), and the other was of questionable stability (2.2%).

Depressive. Eight applicants met the cutoff for a potential negativistic diagnosis. 

Two were stable (4.4%). One was unstable (2.2%) and five were of questionable stability 

( 11 . 1%).

Too Good (TG) Scale. The TG scale indicated those applicants who potentially 

underreported to present themselves in a positive light. A total of 14 applicants (31.1%) 

met the cutoff for this scale. Nine (64.2%) of the 14 did not have any corresponding 

diagnoses while five (35.7%) did.
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Table 15

Percentages o f Diagnoses and Statuses

PDQ-4
Diagnosis

Total
Percentage

Total Stability 
Percentage

Total
Questionable
Percentage

Total
Unstable
Percentage

Paranoid 13.3% 4.4% 6.6% 2.2%
Schizoid 0% 0% 0% 0%
Schizotypal 6.7% 0% 6.7% 0%
Histrionic 2.2% 0% 2.2% 0%
Narcissistic 2.2% 0% 2.2% 0%
Borderline 6.7% 0% 4.4% 2.2%
Avoidant 8.9% 0% 6.7% 2.2%
Dependent 2.2% 0% 0% 2.2%
OCD 20% 8.9% 8.9% 2.2%
Negativistic 4.4% 0% 2.2% 2.2%
Depressive 17.8% 4.4% 11% 2.2%
TG Scale 31.1% 26.7% 4.4% 0%

Brief Admissions Personality Questionnaire Cluster Findings

Forty-two percent of the sample received cluster A diagnoses. Thirty-one percent 

obtained cluster B diagnoses. Roughly 27% had cluster C diagnoses, and close to 11% 

met the criteria for cluster D diagnoses. The averages for all PDQ-4 clusters are below: 

Table 16

Descriptive Statistics fo r  BAPQ Clusters

N Minimum Maximum Mean Standard
Deviation

Cluster A 45 .00 2.00 .4222 .69048
Cluster B 45 .00 3.00 .3111 .73306
Cluster C 45 .00 2.00 .2667 .61791
Cluster D 45 .00 1.00 .1111 .31782
Clust A 45 .00 1.00 .3111 .46818
Clust B 45 .00 1.00 .2000 .40452
Clust C 45 .00 1.00 .1778 .38665
Clust D 45 .00 1.00 .1111 .31782
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Clinical Vignette Findings

The average total vignette score was 12.27. The average for vignette A was 3.13. 

The average for vignette B was 3.18. The average for vignette C was 3.98. The average 

for vignette D was 2.11.

Table 17

Descriptive Statistics fo r  Total and Individual Vignette Scores

N Minimum Maximum Mean Standard
Deviation

Total 45 0 39 12.27 8.609
Vignette A 45 0 10 3.13 2.332
Vignette B 45 0 16 3.18 3.614
Vignette C 45 0 13 3.98 2.792
Vignette D 45 0 10 2.11 2.414
Valid N 
(listwise)

45

Correlations

Table 18 shows that cluster A personality disorders were moderately correlated 

with PDQ-4 scores at pc.Ol. Cluster B personality disorders were moderately correlated 

with PDQ-4 scores at pc.Ol. Cluster C personality disorders were moderately correlated 

with PDQ-4 scores at pc.001. Cluster D personality disorders were moderately 

correlated with PDQ-4 scores at pc.05. The above outcomes resulted in a rejection o f the 

null hypothesis for question 16.

16. Is there a relationship between PDQ-4 scores and corresponding BAPQ 

clusters?
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Alternative Hypothesis: PDQ-4 scores are related to BAPQ clusters. 

N ull Hypothesis: PDQ-4 scores are not related to BAPQ clusters.

Table 18

Correlational Statistics fo r  Total PDQ-4 Scores and BAPQ Clusters

PDQ-4 Cluster A Cluster B Cluster C Cluster D
PDQ-4 Pearson

Correlation
1 .390** .448** .547** .339*

Sig. 12- 
tailed)

.008 .002 .000 .023

N 45 45 45 45 45
Cluster A Pearson

Correlation
.390** 1 .184 .529** .196

Sig. 12- 
tailed)
N 45 45 45 45 45

Cluster B Pearson
Correlation

.448** .184 1 .214 .336*

Sig. 12- 
tailed)

.002 .227 .158 .024

Cluster C Pearson
Correlation

.547** .529** .214 1 .424**

Sig. 12- 
tailed)

.000 .000 .158 .004

N 45 45 45 45 45
Cluster D Pearson

Correlation
.339* .196 .336* .424** 1

Sig. 12- 
tailed)

.023 .198 .024 .004

N 45 45 45 45 45

**. Correlation is sign ificant at the 0.01 level (2-ta iled). 
*. Correlation is sign ificant at the 0 .05  leve l (2-ta iled).
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Table 19 shows that the PDQ-4 was highly correlated with tvig scores at p<.001. 

The tvig was moderately correlated with cluster A personality disorders at the p<.01. The 

tvig was moderately correlated with cluster B personality disorders at pc.OOl. The tvig 

was moderately to highly correlated with cluster C personality disorders at pc.OOl. The 

tvig was moderately correlated with cluster D personality disorders at pc.Ol. The above 

outcomes resulted in a rejection of the null hypotheses for questions 17 and 18.

17. Is there a relationship between PDQ-4 scores and total vignette scores? 

Alternative Hypothesis: PDQ-4 scores are related to total vignette scores.

N ull Hypothesis: PDQ-4 scores are not related to total vignette scores.

18. Is there a relationship between total vignette scores and BAPQ clusters? 

Alternative Hypothesis: Total vignette scores are related to BAPQ clusters.

N ull Hypothesis: Total vignette scores are not related to BAPQ clusters
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Table 19

Correlations among PDQ -4 Totals, BAPQ Clusters, and Total Vignette Scores

PDQ-4 Cluster A Cluster B Cluster C Cluster D Tvig
PDQ-4 Pearson

Correlation
1 .390** .448** .547** .339* 717**

S ig .(2- 
tailed)

.008 .002 .000 .023 .000

N 45 45 45 45 45 45
Cluster A Pearson

Correlation
.390** 1 .184 .529** .196 .439**

Sig. (2- 
tailed)

.008 .227 .023 .198 .003

N 45 45 45 45 45 45
Cluster B Pearson

Correlation
.448** .184 1 .214 .336* .476**

Sig. (2- 
tailed)

.002 .227 .158 .024 .001

N 45 45 45 45 45 45
Cluster C Pearson

Correlation
.547** .529** .214 1 .424** .657**

Sig. (2- 
tailed)

.000 .000 .158 .004 .000

N 45 45 45 45 45 45
Cluster D Pearson

Correlation
.339* .196 .336* .424* 1 .363*

Sig. (2- 
tailed)

.023 .198 .024 .004 .014

N 45 45 45 45 45 45
Tvig Pearson

Correlation
717** .439** .476** .657** .36 1

Sig. (2-
tailed)

.000 .003 .001 .000 .014

N 45 45 45 45 45 45

**.Correlation is sign ifican t at the 0.01 level (2-ta iled). 
*.Correlation is sign ifican t at the 0 .05  level (2-tailed).
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Crosstabulations of Vignette Scores and Diagnoses

A total of 14 respondents met the cutoffs for cluster A diagnoses o f paranoid and 

schizoid disorders. Nine met the cutoff for paranoid, and five met the cutoff for schizoid. 

Ten out of the 14 had total vignette scores above the total vignette average of 12.27. 

Table 20

Crosstabulation fo r  Total Vignette Scores and BAPQ Cluster A Diagnoses

Score No diagnosis Paranoid Schizoid Total
.00 1.00 2.00

Tvig 0 1 0 0 1
2 3 0 1 4
4 1 0 0 1
6 4 0 0 4
7 5 1 0 6
8 1 0 1 2
9 4 0 0 4
10 3 0 0 3
11 2 0 0 2
12 2 1 0 3
13 0 1 0 1
16 0 2 1 3
18 2 0 0 2
19 1 1 0 2
23 0 1 0 1
24 1 0 0 1
27 0 1 1 2
28 1 0 0 1
31 0 1 0 I
39 0 0 1 1

Total 31 9 5 45

Table 21 shows that among cluster A personality disorders indicated by the 

BAPQ, there was a statistically significant difference as a function of the independent 

variable (X2 = 10.761, d f = 4, p<.05) that resulted in an acceptance of the alternative 

hypothesis for question 19. Decomposition of the effects within the crosstabulation table



revealed that those with one or two cluster A (66.7%; 60%) disorders were more likely to

have higher total vignette scores relative to those with lower total vignette scores.

19. Is there a relationship between total vignette scores and BAPQ cluster A 

ratings?

Alternative Hypothesis: Total vignette scores are related to BAPQ cluster A ratings.

N ull Hypothesis: Total vignette scores are not related to BAPQ cluster A ratings.

Table 21

Crosstabulation Percentages fo r  Total Vignette Scores and BAPQ Cluster A Diagnoses

Scores 0-7 Scores 8-13 Scores 14
or higher

None 42.2% 38.7% 16.1%
(14) (12) (5)

Cluster A One 11.1% 22.2% 66.7%
( 1) (2) (6 )

Two 20.0% 20.0% 60.0%
( 1) ( 1) (3)

Model Chi-Square 10.761
Model d f____________________________________4

=p<.05, * *= p < .01 , * * * = p < .0 0 1 , tw o-tailed  tests.

A total of nine respondents met the cutoffs for cluster B diagnoses for histrionic,

narcissistic, and borderline disorders. Six met the cutoff for histrionic. One met the

cutoff for narcissistic, and two met the cutoff for borderline. All nine had total vignette

scores above the total vignette average of 12.27.
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Table 22

Crosstabulation Total Vignette Scores and BAPQ Cluster B Diagnoses

Score No
diagnosis

Histrionic Narcissistic Borderline Total

.00 1.00 2.00 3.00 1
Tvig 0 1 0 0 0 4

2 4 0 0 0 1
4 1 0 0 0 4
6 4 0 0 0 6
7 6 0 0 0 2
8 2 0 0 0 4
9 4 0 0 0 3
10 3 0 0 0 2
11 2 0 0 0 3
12 3 0 0 0 1
13 1 0 0 0 3
16 1 1 0 1 2
18 0 1 0 1 2
19 2 0 0 0 1
23 0 0 1 0 1
24 0 1 0 0 2
27 2 0 0 0 1
28 0 1 0 0 1
31 0 1 0 0 1
39 0 1 0 0 1

Total 36 6 1 2 45

Among cluster B personality disorders as indicated by the BAPQ, there was a 

statistically significant difference as a function o f the independent variable (X 2 = 24.91, 

d f  = 4, p<.001) that resulted in an acceptance of the alternative hypothesis for question

20. Decomposition of the effects within the crosstabulation table revealed that those with 

one or two cluster B (100%; 100%) disorders were more likely to have higher total 

vignette scores relative to those with lower total vignette scores.
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20. Is there a relationship between total vignette scores and BAPQ cluster B

ratings?

Alternative Hypothesis: Total vignette scores are related to BAPQ cluster B ratings. 

N u ll Hypothesis: Total vignette scores are not related to BAPQ cluster B ratings.

Table 23

Crosstabulation Percentages fo r  Total Vignette Score and BAPQ Cluster B Diagnoses

Scores 0-7 Scores 8-13 Scores 14
or higher

None 42.4% 41.7% 13.9%
(16) (15) (5)

Cluster B One 0.0% 0.0% 100.0%
(0) (0) (6)

Two 0 .0% 0 .0% 100.0%

(0) (0 ) (2)
Model Chi-Square 24.91
Model d f___________________________________4

*=p<.()5, * *= p < .01 , *** = p < .0 0 1 , tw o-tailed  
tests. N ote: 9 c e lls  (75% ) have exp ected  count 
less than 5.

A total of five respondents met the cutoff for a cluster C diagnosis of negativistic. 

All five had total vignette scores above the total vignette average of 12.27.
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Table 24

Crosstabulation fo r  Total Vignette Scores and BAPQ Questionnaire Cluster C D iagnoses

Score No diagnosis Avoidant Dependent Total
.00 1.00 2.00

Tvig 0 1 0 0 1
2 4 0 0 4
4 1 0 0 1
6 4 0 0 4
7 6 0 0 6
8 2 0 0 2
9 4 0 0 4
10 3 0 0 3
11 2 0 0 2
12 3 0 0 3
13 1 0 0 1
16 2 0 1 3
18 1 1 0 2
19 1 1 0 2
23 0 1 0 1
24 1 0 0 1
27 0 0 2 2
28 1 0 0 1
31 0 0 1 1
39 0 1 0 1

Total 31 4 4 45

Table 24 indicates that among cluster C personality disorders as indicated by the 

BAPQ, there was a statistically significant difference as a function of the independent 

variable (X 2 = 21.54, d f  = 4, p<.001) that resulted in an acceptance of the alternative 

hypothesis for question 21. Decomposition of the effects within the crosstabulation table 

revealed that those with one or two cluster C (100%; 100%) disorders were more likely to 

have higher total vignette scores relative to those with lower total vignette scores.



21. Is there a relationship between total vignette scores and BAPQ cluster C

ratings?

Alternative Hypothesis: Total vignette scores are related to BAPQ cluster C ratings. 

N ull Hypothesis: Total vignette scores are not related to BAPQ cluster C ratings.

Table 25

Crosstabulation Percentages fo r  Total Vignette Score and BAPQ Cluster C Diagnoses

Scores 0-7 Scores 8-13 Scores 14
or higher

None

Two

43.42% 40.5% 16.2%
(16) (15) (6)

Cluster C One 0.0% 0.0% 100.0%
(0) (0) (4)

0 .0% 0 .0% 100.0%

(0) (0)______________ (4)
Model Chi-S quare 21.54
Model d f____________________________________4

=p<.05, **= p < .01 , * * *= p < .001 , tw o-tailed  tests.

A total of five respondents met the cutoff for a cluster D diagnosis of negativistic 

disorder. All had total vignette scores above the total vignette average of 12.27.
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Table 26

Cross tabulation fo r  Total Vignette Scores and BAPQ Cluster D Diagnoses

Score No diagnosis Negativistic Total
.00 1.00

Tvig 0 1 0 1
2 4 0 4
4 1 0 1
6 4 0 4
7 6 0 6
8 2 0 2
9 4 0 4
10 3 0 3
11 2 0 2
12 3 0 3
13 0 1 1
16 2 1 3
18 1 1 2
19 2 0 2
23 1 0 1
24 1 0 1
27 1 1 2
28 1 0 1
31 0 I 1
39 1 0 1

Total 40 5 45

Table 26 shows that among cluster D personality disorders as indicated by the 

BAPQ, there was a statistically significant difference as a function of the independent 

variable (X2 = 6.62, d f  = 2, p<.05) that resulted in an acceptance of the alternative for 

hypothesis for question 22. Decomposition of the effects within the crosstabulation table 

revealed that those with one cluster D (80%) disorder were more likely to have a high 

total vignette score relative to those with lower total vignette scores.



22. Is there a relationship between total vignette scores and BAPQ cluster D

ratings?

Alternative Hypothesis: Total vignette scores are related to BAPQ cluster D ratings. 

N ull Hypothesis: Total vignette scores are not related to BAPQ cluster D ratings.

Table 27

Crosstabulation Percentages fo r  Total Vignette Scores and BAPQ Cluster D Diagnoses

None

Cluster D

Scores 0-7 Scores 8-13 Scores 14
or higher

40.0% 35.0% 25.0%
(16) (14) (6)

One 0.0% 20.0% 80.0%
(0) ( 1) (4 )

Model Chi-Square 
Model d f

*=p< .05, **= p < .01 , *** = p < ,0 0 1 , tw o-ta iled  tests.

6.62
2
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CHAPTER 5 

DISCUSSION

This chapter presents the relevance and application of research findings to 

preadmission gatekeeping along with a discussion of the contributions and limitations of 

the study.

Discussion of Significant Findings

Personality Diagnostic Questionnaire-4. The average total score for the PDQ-4 

was 16.73, roughly three questions shy of the questionable stability score o f 20. In 

comparison to normative outcomes for the test, a mean score of 44.8 (ranging from 19 to 

90) was obtained from patients thought to have personality pathology in comparison to a 

total mean score of 15 derived from a control group o f 50 graduate students and patients 

at a dermatology clinic (Hurt, Hyler, Frances, 1984; Hyler et al., 1988). In an early study 

involving 287 psychiatric patients with the presence o f a personality disorder, results 

consisted of a mean score of 50. In the same study, a control group with no signs of 

pathology, yielded a mean score of 34 (Hyler et. al., 1988). Differences in findings 

suggest that this sample of counseling applicants had greater overall stability than the 

normative samples used to establish reliability and validity for the early version of the 

PDQ-4.

Roughly a quarter of applicants were of questionable stability and warranted 

further investigation into their emotional fitness and potential for personality pathology.
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Some had high PDQ-4 total scores but never reached the required cutoffs for clustered 

diagnoses. For example, a number of applicants had total scores in the 20s with none, 

one, or two diagnoses. At the same time, others had total scores below 20 but met the 

cutoff requirements to have one or more diagnoses. Applicants in the stable and 

questionable categories contrasted with those having higher PDQ-4 scores and multiple 

diagnoses. These latter outliers were more readily identified than the former, which 

required further investigation to determine overall wellbeing given their stable and 

questionable emotional statuses. Total scores other than zero suggested the presence of 

behavior associated with potential pathology and warranted additional information 

derived from the breakdown of responses across all clusters and diagnoses. Regardless of 

testing outcomes, whether applicants had low or high PDQ-4 scores, no or multiple PDQ- 

4 diagnoses, or fell within the stable, unstable, or questionable emotional PDQ-4 

categories, an ethical mandate remained to screen applicants as thoroughly as possible as 

part of the preadmissions gatekeeping process.

Personality Diagnostic Questionnaire-4 clusters and diagnoses. The PDQ-4 

allowed for the identification of clustered and diagnostically specific behaviors.

Outcomes on the PDQ-4 revealed a higher representation for cluster C traits (31%) 

followed by cluster D (22%), cluster A (20%) and cluster B (11%). The admissions 

committee could have used these results to more thoroughly gatekeep applicants who 

scored in the questionable range. This study did not look to diagnose applicants but 

instead sought to direct the gatekeeping process based on testing outcomes. The PDQ-4 

is an excellent general screener that could assist faculty with identifying applicants with
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limited overall stability or those who meet the cutoffs for specific disorders. For 

example, 20% of applicants met the cut off for Obsessive Compulsive Personality 

Disorder (OCD). followed by Depressive Personality Disorder (17.8%) and then Paranoid 

Personality Disorder (13.3%), which made for a strong representation across 

corresponding clusters A through D. Cluster B was represented to a lesser extent with 

6.7% potentially having Borderline Personality Disorder.

Literature has substantiated the difficulty of screening for emotional instability 

(McCaughan, 2010) and the challenge o f teaching emotional stability (Pope & Kline, 

1999). For the purposes of this study, the PDQ-4 was an effective way to detect 

emotional instability by way of personality dysfunction. Outcomes revealed a prevalence 

of OCD traits. Twenty percent of applicants reached the cutoff for this diagnosis and 

either fell in the stable or questionable categories. The next highest represented 

diagnoses were Depressive (17.8%) and Paranoid (13.3%). Overall, only 2.2% of the 

sample were found emotionally unstable and roughly a quarter were determined 

questionable. In turn, the admissions committee could have used PDQ-4 outcomes to 

examine applicants who may or may not have meet the cutoff for specific diagnoses but 

whose scores indicated questionable impairment. In short, the use of total PDQ-4 scores 

and specific diagnoses allowed for the screening of predominate personality factors 

within all axis II subtypes.

By using the PDQ-4 during preadmissions gatekeeping, faculty could have 

detected applicants who reported key behaviors tied to personality clusters and diagnoses. 

The admissions committee might have then used the outcomes to investigate the
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behaviors tied to specific clusters and the diagnoses. For example, OCD was the most 

common diagnosis within this study. Professors, therefore, could have interviewed 

applicants about any (a) preoccupation with orderliness, (b) perfectionism, (c) excessive 

attention to details, (d) mental and interpersonal control, and (c) need for power at the 

expense of flexibility, openness, and efficiency for the purpose of better understanding 

the contextual meaning behind these test answers. Regarding Depressive and Paranoid 

Personality Disorders, the committee could have more adequately screened those who 

were pessimistic, unhappy, suspicious and mistrusting. Use of the PDQ-4’s Clinical 

Significance Questions would have provided additional information on those who 

endorsed pathology by confirming that they still agreed with their initial responses. 

These questions would have identified any environmental or relational influences 

attributed to corresponding diagnoses. Furthermore, professors could have ascertained 

that such diagnoses were not tied to other issues such as physical illness or disability and 

that applicants were indeed bothered by these behaviors. In conclusion, the PDQ-4 

offered the potential to detect and investigate key traits associated with preadmissions 

gatekeeping.

Brief Admissions Personality Questionnaire Clusters

All personality clusters were included in the broad behavioral definition of 

emotional functioning within this study. These clusters provided categorical specificity 

to existing research on key behavioral characteristics (Pope & Kline, 1999; Nagpal & 

Ritchie, 2002) and made an evidenced-based contribution to the argument that focusing 

on personality factors is the most significant way to investigate attributes of
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psychological fitness (Poropat, 2009; Wheeler, 2000; Lievens, Dilchert, & Ones, 2009; 

Johnson & Campbell, 2004). The BAPQ added a subjective measurement of screening, 

and the results called into question the overall effectiveness of group discussion as an 

informal method of rating personality traits. Each cluster consisted of corresponding 

diagnoses comprised of behavioral definitions. Applicants were asked to discuss vignette 

statements that they agreed with to provide context for their answers, which in turn 

helped to facilitate a larger group discussion on each cluster. This researcher then used 

their comments and accompanying interactions to form a diagnostic impression that 

either resulted in a single or multiple diagnoses. The highest percentage (42.2%) of 

BAPQ diagnoses fell within cluster A followed by cluster B (31.1%). Outcomes of this 

study suggested that cluster A personality traits were most prevalent and indicated a need 

to screen additionally for this subtype. Because of the lack of reliability and validity 

associated with rating applicants based on their vignette responses, the PDQ-4 added 

additional data on the soundness of the BAPQ as a subjective measurement. What 

follows is a comparison of BAPQ and PDQ-4 outcomes.

Brief Admissions Personality Questionnaire cluster A and stable outcomes. 

Roughly 82% or 27 applicants had no BAPQ cluster A diagnoses and stable PDQ-4 

results. A total of six respondents tested positive within the cluster. Three (9.1%) had 

one diagnosis and three (9.1%) had two. The majority had no pathology, which 

substantiated overall PDQ-4 outcomes. The admission committee would likely have 

focused on these six applicants who gave suspect responses in relation to the vignette 

statements they endorsed and spoke about during the BAPQ group interview.
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Brief Admissions Personality Questionnaire cluster B and stable outcomes.

Just over 90% or 30 applicants had no BAPQ cluster B diagnoses and stable PDQ-4 

outcomes. Three (6.1%) had one cluster B diagnosis and one (3%) had three diagnoses. 

Based on these results, four applicants warranted further investigation to substantiate the 

validity of their BAPQ results. Discussing in more detail why the applicants endorsed 

certain vignette statements could have potentially allowed for a clearer contextual 

understanding of their responses, and created an opportunity for faculty to view them by 

way of the personal meaning placed upon these pathological statements.

Brief Admissions Personality Questionnaire cluster C and stable outcomes. 

Cluster C had outcomes similar to clusters A and B. A total of 31 applicants (93.9%) had 

no cluster diagnoses. Only one (9.1%) was detected as having potential pathology 

contingent upon two cluster C diagnoses, which again suggested the need for additional 

interviewing. By looking at ail three measurement results associated with cluster C, 

screeners would have derived a fuller sense o f this outlier’s overall emotional 

functioning. For example, professors might have found that the applicant endorsed a 

number of cluster C PDQ-4 statements without reaching the cutoffs necessary to be 

diagnosed with cluster C disorders. Another possibility consisted of the applicant having 

met the cutoffs for these diagnoses but lacking a high enough total PDQ-4 score to fall 

into the questionable or unstable categories. Faculty could also have looked at 

consistency in reporting pertaining to specific cluster C-based statements within the 

PDQ-4 and BAPQ that screened for the same behavioral traits. Had this occurred, the

111



committee might have viewed the BAPQ result in a more valid and reliable light given 

the substantiation that resulted from the outcomes on the PDQ-4 and clinical vignette.

Brief Admissions Personality Questionnaire cluster D and stable outcomes. 

O f all the clusters on the BAPQ, cluster D had the highest percentage (97%) associated 

with stable PDQ-4 outcomes. Only one (3%) stable applicant had a BAPQ diagnosis. 

This result suggested that applicants with favorable PDQ-4 results also had positive 

BAPQ cluster D ratings. In short, emotionally stable applicants had lower PDQ-4 and 

BAPQ cluster D scores, which highlighted the importance of looking at answers to all 

questions across this cluster within each instrument to identify individuals that either (a) 

endorsed pathological statements but did not meet the diagnostic cutoffs (b) or who had 

high cumulative scores but failed to meet the cutoff for a questionable emotional status.

Brief Admissions Personality Questionnaire cluster A and questionable 

outcomes. Across cluster A, applicants of questionable emotional stability were more 

widely represented across the BAPQ. Some had no diagnoses (36.4%). Others had one 

(45.5%), and a couple (18.2%) had two. As a result, admissions committees would have 

spent more time screening emotionally questionable applicants with BAPQ cluster A 

diagnoses. As previously discussed, faculty would have likely paid more attention to 

individuals who had total scores close to, but shy, of the cutoff for emotional instability. 

In turn, faculty could have examined consistency in reporting across all instruments and 

focused on the statements within each respective test that measured the same personality 

traits.
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Brief Admissions Personality Questionnaire cluster B and questionable 

outcomes. Like with cluster A, there was a relationship between cluster B and PDQ-4 

results. Three applicants (27.3%) had one diagnosis. One (9.1%) had two diagnoses, and 

another (9.1%) had three. The majority (54.5%) with questionable statuses had no BAPQ 

diagnoses. The committee would likely have focused on those questionable applicants 

whose BAPQ ratings potentially confirmed their PDQ-4 results.

Brief Admissions Personality Questionnaire cluster C and questionable 

outcomes. Cluster C had five applicants with questionable PDQ-4 statuses and BAPQ 

diagnoses. Four (36.4%) had one diagnosis, and one (9.1%) had two diagnoses. Over 

half of all applicants (54.5%) with a questionable emotional makeup had no cluster C 

diagnoses. The committee would have likely paid more attention to BAPQ clusters that 

corresponded to the most widely represented PDQ-4 clusters or the greatest number of 

specific PDQ-4 diagnoses as was the case with OCD, a cluster C diagnosis. Faculty 

could then more thoroughly gatekeep by comparing applicants’ PDQ-4 cluster outcomes 

with those of the BAPQ. Similar results would indicate potentially unstable applicants.

Brief Admissions Personality Questionnaire cluster D and questionable 

outcomes. Findings on cluster D, like cluster B, were not statistically significant because 

only 27.3% had one BAPQ cluster D diagnosis. Almost 73% had none. This lack of 

statistical significance in no way diminished the importance of further screening 

applicants given the subjective nature of BAPQ ratings derived from analysis of 

applicants’ group discussion comments. Faculty would still gatekeep this cluster, but to a 

lesser extent than the others. One approach could consist o f talking individually with
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applicants with higher PDQ-4 scores on this cluster, given that there was no detection of 

this cluster on the BAPQ, thus adding one more layer of screening of individuals who 

gave no verbal indication of instability during the interview.

Brief Admissions Personality Questionnaire clusters and unstable outcomes. 

Clusters C and D resulted in positive correlations with an overall unstable PDQ-4 status, 

meaning that applicants with the highest test scores were more likely to have BAPQ 

cluster C and D diagnoses. There was one unstable applicant with a BAPQ cluster D 

diagnosis and another with two cluster C diagnoses. Despite a lack of statistical 

significance, clusters A and B both had one applicant with a BAPQ diagnosis, which also 

warranted an in-depth examination into each of these two individuals. Overall, there 

were a total of four unstable applicants that had a BAPQ diagnosis in each cluster, one of 

which had two diagnoses in cluster C. Based on these findings, this was the most 

important category to examine given PDQ-4 statuses in relation to the detection of 

possible pathology based on the group interview. This unstable category and 

corresponding cluster diagnoses accounted for almost 9% of the sample.

Vignette Scores and Personality Diagnostic Questionnaire-4 Outcomes

The average total score for vignettes A through D was 12.27 and reflected the 

total number of statements endorsed by applicants. The mean scores, from highest to 

lowest, were (a) 3.98 for cluster C, (b) 3.18 for cluster B, (c) 3.13 for cluster A, and (d)

2.11 for cluster D. The diagnosis frequency outcomes in order of significance were (a)

14 for cluster C, (b) 10 for cluster D, (c) nine for cluster A, and (d) five for cluster B. 

Vignette C had a mean score of 3.98 and showed a commensurate outcome to cluster C,
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which had the highest number of diagnoses. The same was true for vignette A (3.13) and 

cluster A (9). However, vignette B had a mean score of 3.18, the second highest, in 

comparison to only five cluster B diagnoses. Only some applicants identified with the 

behavioral statements in this vignette and answered affirmatively to the PDQ questions 

that assessed cluster B diagnoses. There was a similar result with vignette D (2.11) and 

cluster D (10) that showed applicants more frequently endorsed the PDQ-4 statements 

than those comprising vignette D. What this suggested was potential underreporting on 

vignette D questions in comparison to the higher number of PDQ-4 diagnoses associated 

with this cluster. The converse was true regarding the low cluster B PDQ-4 outcomes 

and higher mean (3.18) for vignette B. The total vignette score range for applicants with 

PDQ-4 diagnoses was 2 to 39 with an average of 20.4 and data suggested that applicants 

who had a total vignette score of roughly 20 would likely have PDQ-4 diagnoses.

Results were in keeping with the majority of applicants who had PDQ-4 diagnoses and 

total vignette scores higher than the average total score of 12.27. O f the 38 total 

diagnoses, only 4 applicants failed to exceed the average of the total vignette score (see 

Table 28).
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Descriptive Statistics for Vignette Scores and PD Q -4 Diagnoses

Table 28

N Minimum Maximum Mean Standard
Deviation

Cluster
Diagnoses

Total 45 0 39 12.27 8.609 38
Vignette
A

45 0 10 3.13 2.332 9

Vignette B 45 0 16 3.18 3.614 5
Vignette C 45 0 13 3.98 2.792 14
Vignette
D

45 0 10 2.11 2.414 10

Valid N 
(listwise)

45

Correlations. Overall, total vignette and PDQ-4 scores were highly correlated 

(.717) and showed a strong relationship between the two measurements. Total vignette 

scores were moderately correlated with BAPQ clusters, with cluster C (.657) moderately 

to highly correlated. The PDQ-4 had the strongest correlation with cluster C (.547). 

Although beneficial, correlational outcomes provided only a broad relational overview of 

preadmissions assessment; whereas, examining applicants’ responses to test questions 

allowed for more effective gatekeeping due to an emphasis on specific outcomes that 

corresponded with varying gradations of emotional stability within five clusters 

comprised of specific diagnoses.

Brief Admissions Personality Questionnaire Cluster A and Vignette Scores

Endorsed vignette statements were organized into three categories (a) 0-7, (b) 8-

13, and (c) 14 or higher. The average total score was 12.27, which made those that fell

into the 8-13 and 14 or greater ranges important for detecting potentially unstable
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applications. In the total score range of 8-13, two (22.2%) had one diagnosis and one 

(20%) had two diagnoses. Of the nine with vignette scores o f 14 or higher, six (66.7%) 

applicants had one diagnosis and three (60%) had two. These findings substantiated the 

need to focus gatekeeping on high total vignette scores and any cluster A diagnoses along 

with the 16.1% of individuals with scores o f 14 or higher who not have any cluster A 

diagnoses.

Brief Admissions Personality Questionnaire Cluster B and Vignette Scores

No applicants (41.7%) with total vignette scores from 8-13 had any BAPQ 

diagnoses. Eight applicants had scores of 14 or higher. Six o f these respondents had one 

diagnosis, and two had two diagnoses within cluster B. This outcome suggests that 

applicants with scores in this range were likely to have made questionable comments 

during the group interview. Cluster B results were close to those of cluster A and 

highlighted the need to look for consistency in outcomes between measurements. Of the 

sample, 17.7% had one or two diagnoses and total vignette scores of 14 or higher. 

Approximately 13% fell within this score range but did not have any cluster B diagnoses. 

The vignette scores were a way to acquire additional information to interpret outcomes 

on the PDQ-4 and BAPQ. The vignettes and BAPQ scores helped to establish trends that 

either questioned or substantiated PDQ-4 results.

Brief Admissions Personality Questionnaire Cluster C and Vignette Scores

No applicants (40.5%) with total vignette scores in the 8-13 range had BAPQ 

diagnoses within cluster C. Eight applicants had scores of 14 or higher. O f them, four 

had one BAPQ diagnosis, and the other four had two. W ithin this score range, there were
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more cluster C diagnoses than in the other clusters. This indicated that applicants with 

one or more BAPQ diagnoses potentially had concerning personality traits given the 

lower sensitivity of BAPQ screening due to fewer overall diagnoses in comparison to the 

PDQ-4. Vignette scores, if used in admissions screening, would have allowed faculty to 

cross-reference BAPQ diagnoses in question with PDQ-4 outcomes. For example, an 

applicant scoring above the average of 12.27 would warrant a closer examination of their 

BAPQ and PDQ-4 results, and perhaps, require an individual interview with the 

admissions committee.

Brief Admissions Personality Questionnaire Cluster D and Vignette Scores.

Only one applicant scoring within the 8-13 range had a cluster D diagnosis. 

However, there were four applicants (80%) with total vignette scores of 14 or higher, and 

all had a single BAPQ diagnosis. Twenty-five percent had no diagnoses. As previously 

recommended for all other clusters, the gatekeeping process would have entailed looking 

at these applicants’ PDQ-4 scores in relation to cluster D diagnoses to determine their 

overall emotional fitness.

Limitations

A key purpose of this study was to identify the relationship between a 

standardized and non-standardized gatekeeping approach. The use of the PDQ-4 resulted 

in the identification of personality traits associated with problematic behavior. The 

clinical vignettes and BAPQ provided outcomes for less reliable and valid screening 

measures in comparison and contrast to those of the PDQ-4. Tables 28 and 29 show the 

disparity in PDQ-4 and BAPQ diagnostic results. Overall findings for the PDQ-4
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indicated that applicants were more prone to having, in order of significance, clusters C, 

D, and A pathology. The majority of applicants met the cutoff scores for OCD, 

Negativistic, and Paranoid disorders. BAPQ findings pointed to the prevalence of more 

clusters A, B, and C symptomology. Most applicants fell within the emotionally stable 

PDQ-4 category. For applicants who did not, an incongruence resulted across PDQ-4 

and BAPQ clusters that called into question the reliability and validity of the BAPQ as an 

effective method of gatekeeping. In short, the BAPQ as a subjective screening approach 

was a key limitation in this study. This was concerning given that the BAPQ was tied to 

participants’ discussion of their vignette responses and that these statements resembled 

those comprising the PDQ-4.

An objective of this study was to look at the relationship between subjective and 

objective gatekeeping. The BAPQ revealed flaws with the former approach. There were 

more BAPQ diagnoses for applicants of stable and questionable emotional statuses than 

for those found unstable due to high PDQ-4 scores (see Tables 3-14). The question of 

why unstable applicants had fewer BAPQ diagnoses inferred a lack of overall reliability 

and validity for the BAPQ as a screening instrument, and in turn, called into question the 

efficacy o f this subjective approach to gatekeeping. The generalizing of this concern 

raises questions and concerns about the effectiveness and reliability of group interviews 

on which the BAPQ was based.

Despite high sensitivity for inaccurately detecting suspected instability among 

applicants with acceptable PDQ-4 scores, the BAPQ was able to detect potential 

personality pathology among those with questionable and unstable PDQ-4 statuses. Only

119



with the presence of a BAPQ diagnosis, did any statistical significant differences occur in 

relation to questionable or unstable stability PDQ-4 categories. Outcomes on the BAPQ 

were also congruent with higher vignette scores. In sum, while the BAPQ did gatekeep 

undesirable personality traits, the screening measure was prone to false positive results.

Table 29

Percentages and Frequencies used fo r  Statistical Analysis

Variable Frequency %
Paranoid 6 13.3%
Schizotypal 3 6.7%
Histrionic 1 2.2%
Narcissistic 1 2.2%
Borderline 3 6.7%
Avoidant 4 8.9%
Dependent 1 2.2%
OCD 9 20.0%
Negativistic 2 4.4%
Depressive 8 17.8%
BAPQ Cluster A 14 31.1%
BAPQ Cluster B 9 20.0%
BAPQ Cluster C 8 17.8%
BAPQ Cluster D 5 11.1%
Emotionally Stable 33 73.3%
Emotionally Unstable 1 2.2%
Emotionally Questionable 11 24.4%
Male 8 17.9%
Female 36 80.0%
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Table 30

Frequencies for Total Clinical Vignette Scores and BAPQ Diagnoses

BAPQ Diagnosis Scores 0-7 Scores 8-13 Scores 14+
None 14 12 5

Cluster A One 1 2 6
Two 1 1 3
None 16 15 5

Cluster B One 0 0 6
Two 0 0 2
None 16 15 6

Cluster C One 0 0 4
Two 0 0 4
None 16 14 6

Cluster D One 0 1 4

Beyond the inherent drawbacks of subjective screening reflected in BAPQ 

outcomes, other limitations pertained to a lack of faculty involvement, which impacted 

rater reliability and the overall strength of the group interview assessments. Ideally, 

multiple professors on the admissions committee would have listened to applicants 

discuss their vignette responses. Increased faculty involvement in screening might have 

translated into more thorough and detailed gatekeeping and could have potentially 

resulted in additional BAPQ diagnoses. Limited screening of applicants occurred as they 

discussed their pathological statements on the clinical vignettes due to this researcher 

being the sole gatekeeper. Furthermore, like with the BAPQ, there was no established 

reliability or validity for these vignettes despite a similarity to the questions comprising 

the PDQ-4. In sum, a lack of faculty involvement limited the strength of findings.

Another major limitation was a small sample size. Because this study involved 

gatekeeping during preadmissions, the sample size was contingent upon the number of
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prospective students who applied and were selected to interview. What resulted was a 

small, single sample size, which limited the generalizability of findings to other applicant 

groups and made it difficult to replicate findings due to dearth and homogeneity of the 

sample. Additionally, no random sampling occurred.

Group discussion as a method of gatekeeping posed a greater potential for social 

desirability to interfere with effective screening. Few applicants were willing to discuss 

provocative statements, even if they endorsed them on the clinical vignettes or PDQ-4. 

There was no use of the PDQ-4’s clinical significance questions to follow up with 

applicants who met the cutoffs for individual diagnoses. The was no engagement with 

applicants regarding their vignettes responses apart from what they chose to share in the 

group discussion. Group interviews generated less clinical data than did the vignettes and 

PDQ-4.

From a more general perspective, another drawback was the inherent ambition of 

this study. Considerable time was necessary to facilitate testing and group interviews. 

Data gathering took place over two different admissions cycles, which consisted of six 

different interview dates over a five-month period. Time constraints associated with the 

completion of this study and the amount of effort necessary to gather data adversely 

affected the sample size. Larger applicant pools would have added more power to 

outcomes. If the PDQ-4 becomes part o f the preadmissions protocol, committees would 

be able to administer and score the test and then use findings to conduct individual or 

group interviews as part of a more longitudinal approach, leading to more substantial 

gatekeeping data.

1 2 2



Future Research

There are many benefits to incorporating the PDQ-4 into the gatekeeping process. 

The test is (a) effective and efficient, (b) reliable and valid, (c) inexpensive, (d) quick and 

easy to administer, complete, and score, (e) and upholds the ethical mandate to gatekeep. 

The PDQ-4 provides a fair and objective way to protect (a) applicants, (b) students, (c) 

professors, (d) departments, (e) institutions, and (f) the public. The test screens across 

clustered traits and provides an indication of emotional status while also identifying 

potential diagnoses. It is not time intensive, mentally exhausting, or overly clinical. 

Furthermore, the Clinical Significance Scale allows examiners to assess in more detail 

any and all potential diagnoses, forgoing the need to conduct structured interviews.

Future research on gatekeeping could use the PDQ-4 to facilitate individual or 

group interviews based on test outcomes, meaning admissions committees could use 

results to ask questions that further screen applicants within respective diagnostic 

categories, for example, asking follow up questions pertaining to affect regulation, 

distress tolerance, and interpersonal effectiveness for individuals who exhibit cluster B 

traits. Additionally, the PDQ-4 provides an alternative to group interviews for those 

applicants who may not fully engage due to (a) nervousness, (b) introversion, (c) 

embarrassment, (d) confusion, (e) large group size, (0  limited time, and (g) 

monopolization. Applicants would have the opportunity to contextualize their responses, 

allowing for admissions committees to witness how applicants conduct themselves when 

discussing key personality and behavioral characteristics. Future research might focus on 

how open and willing, guarded and defensive, analytical or emotional applicants are

123



when processing their PDQ-4 results. The benefit of the test is that it is not only effective 

as a general screener for overall emotional stability but also identifies specific personality 

disorders.

Gatekeeping as a theory and practice can develop from ongoing research on 

psychometric testing during preadmissions. Future studies on key personality traits will 

aid in identifying the most problematic and commonly occurring behavior. Examining 

outcomes over an extended period of time or possibly comparing results from different 

institutions would increase professors and supervisors understanding of what 

characteristics to screen for with a focus on how to best gatekeep specific behavior.

Gatekeeping during admissions is inherently subjective. To date there is no 

standardized approach to assessing desirable and undesirable characteristics. In short, 

there is a need for studies on the function and operationalization of screening in positive 

traits and screening out negative ones to determine the most effective gatekeeping 

measures. For example, an admissions committee might decide to accept or reject 

applicants due to suspect pathology, but would the process behind such decisions consist 

of? Would faculty predicate determinations upon outcomes from single or multiple 

screening methods? W ould the validity and reliability of instrumentation influence 

decisions? How would faculty handle discrepancies in testing oand interview results?

To answer these questions, research is needed on the use o f subjective perceptions, 

diagnostic results, or both when examining applicants’ emotional health. Future research 

could examine what approaches committees value the most and why and whether these
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evaluations processes screen out problematic behaviors, screen in desirable ones, or do 

both.

Studies might compare PDQ-4 results to those of other personality tests to 

gatekeep in more depth the emotional makeup and stability of applicants. Committees 

could potentially track the personal, academic, and clinical progress of admitted 

applicants in relation to testing outcomes. Professors would have the opportunity to 

continue gatekeeping students by re-administering the PDQ-4 and other personality 

instruments and comparing previous and current results while potentially gauging the 

impact of the counseling program on their personalities over the course of their graduate 

careers. Testing at the time of preadmissions creates the possibility for faculty to know 

more fully all applicants and to better assist and support those admitted who exhibit 

undesirable personality traits.

Many unknowns remain on the relationship between testing results and 

committees’ decisions to admit, deny, waitlist, or contingently accept applicants. Finding 

out more about departments attitudes toward the use of standardized instrument is 

necessary to understand current gatekeeping practices and the potential for either more or 

less standardized ways of screening. There is currently no research on applicants or 

students’ attitudes toward or experiences with psychological testing as part of the 

gatekeeping process. Looking into the ethical and legal underpinnings might influence 

present and future practices and generate dialogue regarding applicants and institutions 

rights in relation to gatekeeping.
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Implications for Applicants and Counseling Programs

If applicants are admitted, there is a strong likelihood that they are emotionally 

capable of working with professors, peers, and future clients in practicum and internship. 

Such a supposition affords a degree of protection for all involved. Regarding those of 

questionable or unstable emotional statuses, more effective screening can potentially 

safeguard against remediation, termination, and lawsuits by closing the gate on those 

unfit for professional training. Faculty, in turn, can focus on teaching and advising, 

which benefits students while strengthening the stability of their respective programs. 

Currently, there is no way of knowing what methods of screening could have, after the 

fact, prevented troubling outcomes like remediation, termination, or, worse, a law suit. 

This study, however, represents a step in working towards such an end by advocating for 

preemptive objectivity and fairness by incorporating psychological testing as part of the 

larger preadmissions gatekeeping process.

Professors are committed to the success of their students with a goal of helping 

them become competent counselors. Educators can use PDQ-4 outcomes to either 

prevent acceptance if necessary or to provide oversight and assistance to admitted 

applicants of concern. Professors and supervisors can seek to facilitate their growth by 

helping them mature within the identified areas on the PDQ-4 in ways that do not feel 

critical or punitive. In doing so, students can feel supported as faculty uphold their 

ethical obligation to post-admission gatekeeping. In sum, the benefits of early 

identification and intervention create a stronger potential for positive academic, clinical,
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and personal outcomes, while potentially preventing personality driven problems from 

occurring all together.
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MERCER UNIVERSITY  
Penfield College

Department of Counseling and Human Sciences 
Informed Consent Form

This informed consent form is to acknowledge that research is being conducted 
during preadmissions within the counseling department. You are required to participate 
in the group interview as determined by the department as a requirement for application 
to the counseling program for which you have applied.

The group interview helps faculty get to know you in an interpersonal context. 
Counseling students work closely with one another, faculty, and clients. The group 
interview is an indicator of how you relate. The group interview also gauges self- 
awareness and self-disclosure by asking you to discuss behaviors found within written 
clinical scenarios. You will discuss with other applicants the aspects of the scenarios that 
you can relate to. A faculty member will rely on your group participation to get to know 
you.

Before you begin the group discussion, you will be asked to read the clinical 
scenarios that you will be discussing later on within your group, and you will endorse 
what aspects of the scenarios you can relate to before the discussion begins. No one 
including faculty will know what written statements you have endorsed apart from what 
you share in the discussion. Again, faculty will only be assessing you based on how you 
interact in the group discussion of the clinical scenarios. You are required to read the 
clinical scenarios and to check which statements you can relate to, but again, faculty will 
not know what statements you have endorsed unless you choose to participate in the 
discussion.

The PDQ-4 is voluntary and will have no impact on whether you are granted 
admission. You do not have to take this personality test, which asks you to endorse 
certain behavioral traits for the purpose of assessing your personality makeup. If you 
choose to take the PDQ-4, you may stop your participation anytime for any reason.

You are NOT required to take the PDQ-4, which is a psychological test 
offered during preadmissions. Your decision to take or not to take this test will have 
no positive or negative impact on the admission outcome of whether you are 
admitted, waitlisted, or rejected. If you have questions about the preadmissions 
process, the group interview, or the PDQ-4, please ask faculty.

I have read and understand the aforementioned required and non-required aspects of this 
study.

APPLICANT #________________
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Instructions: Pretend that you are the STUDENT in each vignette. Please circle either “yes 
or no” after each of the statements that generally describe you over the last several years. 
After you read each vignette, you will discuss with the group what you could relate to in the 
vignette. Before the discussion begins, you will read all the vignettes and answer either “yes 
or no” to the statements in the vignettes.

Please fill in your assigned applicant number before beginning_______________ . Please put
your applicant number in the blank after each vignette.

Vignette A: Applicant number___________

You are a counselor working at a university counseling center. A student is required to 

see you for counseling by the administration. The session begins with the student stating, “I don’t 

know you; why should I trust you?” Yes or No “You are one of them; why should I care?” Yes 

or No “You will take advantage or cheat me if you can.” Yes or No You try and put the student 

at ease but the student continues: “I just want to be left alone; I don’t have anything to say.” Yes 

or No “I can’t trust you, and you will use what I say against me.” Yes or No You tell the student 

that you just want to understand and help. “I will figure out the real meaning of what you say.” 

Yes or No “I won’t forget or forgive if you wrong me, and I will get back at you.” Yes or No 

“I’ll tell you this though, friends or family don’t interest me.” Yes or No “I would rather be 

alone than to do things with others, Yes or No but I don’t really have any interests, not even sex.” 

Yes or No “I just prefer to keep my distance from others.” Yes or No “I pick up on things that 

others don’t and know what will happen before they ever do.” Yes or No “Sometimes I get 

special messages and vibes from what happens around me.” Yes or No “I guess that is why 

others see me as odd and weird.” Yes or No “I find it hard to relate to others and being around 

them makes me nervous.” Yes or No “Other don’t understand what I say.” Yes or No “I’m not 

really interested in them or close friends anyway.” Yes or No
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V ignette B: A pp licant n um ber__________________

Y ou are a cou n selor  w orking at an agency. Y ou  facilitate process groups w ith c lien ts. O ne  

m em ber o f  the group stands out. She has a history o f  legal trouble. Yes or No She can 't m aintain a jo b  for 

very long. Yes or No She is ok w ith lying to get out o f  situations. Yes or No She w rote on  her intake 

assessm ent form  that what matters is getting what she wants despite risk or harm to others. Yes or No Her 

behavior in group ranges from  periods o f  excitem ent, anger, and sadness. Yes or No She lik es attention. 

Yes or No Sh e has an ey e  for w ho she con sid ers the attractive m em bers o f  the group. Yes or No She is 

prone to addressing the attractive m em bers in a flirtatious w ay. Som e o f  them  have b ecom e uncom fortable  

w ith her flirtatiousness. Yes or No At on e point she said, “I can ’t help that I am sex ier than m ost p eop le  

and that I wear my em otion s on m y sleev e ,” Yes or No Som e m em bers o f  the group have attem pted to 

talk to her about their d iscom fort and how  they find her interactions distracting and inconsiderate. O ne  

m em ber confronted  her say in g , “Just get to the point.” She feels attacked and rejected by the group Yes or 

No and m entioned that it is not her fault that she "takes relationships m ore ser iou sly” than do  the other 

m em bers. Yes or No S h e b e liev es the group w ould  not function w ithout her, Yes or No say in g  that the 

group d oes not g iv e  her credit for what she has accom plished  Yes or No and for what a great person she 

is. Yes or No She stated, “O nly a few  p eop le appreciate and understand m e.” Yes or No “T h ey  are the 

on es w ho kn ow  I need notic in g  and com plim ents and favors.” Yes or No “I d o n ’t kn ow  w hy m em bers o f  

this group think I take advantage o f  them .” Yes or No “T hey are just jea lou s; I am not se lfish  or stuck- 

up.” Yes or No A t one point she storm ed out o f  the group before it w as over saying that tw o o f  the 

m em bers on ly  attend becau se they want to have sex  with her. She cannot b e lieve  how  the group has turned  

on her. T he group facilitator requested a special individual session  w ith her, w hich led to her say in g  that 

she is afraid that several o f  the m em bers that she know s like her w ill reject and leave her. Yes or No She  

expressed  h o w  she lo v es  som e m em bers and hates others. Yes or No She stated that som etim es she  

d oesn 't know  w ho she is, Yes or No but that she d oes know  that she can be m oody. Yes or No She  

added that w hen her life fee ls  em pty she cuts h erself and som etim es she thinks o f  su icid e. Yes or No She 

added, “I find it hard to control my anger.” Yes or No
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Vignette C: Applicant number__________

You are a student and you frequently stop by your professor’s office. You are not afraid 

to knock if his door is shut. You expect to be seen even if his office hours are over. Yes or No 

When you do talk with him you say that you are afraid of failing his class. Yes or No You ask 

him to read your papers before the due dates so that he can make revisions in advance. You like 

specific direction and do not like when you are given general feedback. Yes or No You like 

advice and reassurance. Yes or No You do not follow the suggestions he does make, but at the 

same time you are afraid of losing his support. Yes or No You are sensitive and quick to 

personalize what he says. Yes or No You tell him that you don’t want to do the group project, 

because you don’t like working in groups. Yes or No Instead, you prefer to work alone, but you 

find it hard to work independently at times. Yes or no You feel helpless and struggle to take 

care of yourself. Yes or No You avoid working with those who you perceive are critical of you. 

Yes or No You want to be liked and will sometimes volunteer to do things you don’t want to 

with the hopes of gaining approval. Yes or No You have low self-esteem and are easily 

embarrassed in new situations. Yes or No Your sense of inadequacy keeps you him from 

meeting new people. Yes or No You are pessimistic about the department and your peer cohort. 

Yes or No Other professors have said that you only interact with peers who you know will like 

you. Yes or No You email frequently, wanting to make sure that you are doing well in your 

class. Yes or No You are a perfectionist who doesn’t know how to have fun. Yes or No You 

would rather do things by yourself, knowing that working with others will just screw things up. 

Yes or No You have been described as “stubborn, cheap, and a hoarder of things.” Yes or No 

You can’t help having a keen sense of what is right and wrong. Yes or No

152



APPENDIX E

CLINICAL VIGNETTE D

153



Vignette D: applicant number_________________

You are in counseling and need help dealing with feelings of guilt. Yes or No You 

explain that you have a “half-glass empty” view of life. Yes or No You don’t like how you are 

critical of others or how you are critical of yourself herself. Yes or No You experience a lot of 

worry when you dwell on you shortcomings. Yes or No You admit to feeling depressed. Yes or 

No Your coworkers complain about your work performance. Yes or No You can be moody and 

respond in a sharp, edgy way. Yes or No You don’t feel appreciated or understood and don’t 

like when you are told how to do your job. Yes or No You are prone to complaining. Yes or No 

You have bad luck. Yes or No You resent those who seemingly have it better. Yes or No You 

can be harsh one minute and apologetic the next. Yes or No
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B rief A d m ission s Personality Q uestionnaire (B A P Q )

P lease use this form  to a ssess whether applicants" verbal responses to the four v ignettes indicate the 
possib ility  o f  em otional instability  as defined  below . T his form  includes behavioral d efin itions for all three 
clusters o f  personality  disorders as w ell as for com p u lsive  negativ istic and d ep ressive disorders. C luster A  
traits correspond w ith  the personality traits in V ignette A . C luster B traits correspond with the personality  
traits in V ignette  B . C luster C  traits correspond with the personality traits in V ignette C. C om pulsive  
N egativ istic  and D ep ressive  traits correspond w ith the personality traits in V ignette  D . P lease  use your 
clin ica l jud gm ent to determ ine if an applicant’s responses to the v ignettes indicate in any w ay that he or she 
m ay m eet the defin ition s b elow . P lease put the applicant's identify ing num ber next to defin itions (traits) 
that are suspect.

C luster A  traits/V ignette A:

1). S u sp ic iou sn ess and generalized  mistrust o f  others?

2). Lack o f  interest in social relationships, a tendency tow ards a solitary lifesty le , secretiven ess , em otional 

co ld n ess, and apathy? __________________________________________________________

3). Social iso lation , anxiety  in social situations, odd behavior and thinking, and unconventional b eliefs?

Cluster B  traits/V ignette B:

4). A tten tion -seek in g  em otion s, seductive behavior, and an on -go in g  need  for approval?

5). P reoccupation  w ith personal adequacy, pow er, prestige and vanity, and dam age caused to se lf  and to 

others in the process. __________________________________________________________

6). M arked im p ulsiv ity  and instability pertaining to m ood, se lf-im age, and interpersonal relationships.

7). D isregard for, or v io lation  o f, the rights o f  others?

Cluster C traits/V ignette C:

8). Socia l inhibition, fee lin gs o f  inadequacy, extrem e sensitiv ity  to negative evaluation , and avoidance o f  

socia l interaction. _________________________________________________________________________________________
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9). D ependence on  other p eop le  to m eet your em otional and physical needs?

10). Preoccupation with orderliness, perfection ism , e x c e ss iv e  attention to details, m ental and interpersonal 

control, and a need for pow er over your environm ent, at the exp en se  o f  flex ib ility , open n ess, and 

effic ien cy?  ___________________________________________________________________________________

N egativ istic  and D ep ressive  traits/V ignette D

11). N egativ istic  attitudes and p assive aggressive  resistance to dem ands or requests?

12). G enerally g lo o m y , p essim istic , and/or unhappy ou tlook  pertaining to life, the past and the future, and 

yourself?  ____________________________________________________________________________________
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l l - J u n -2 0 1 5

Mr. Charles O’Connor 
Mercer University
Penfield College of Mercer University 
Department of Counseling and Human Services 
Atlanta, GA 30341-4155

RE: Gatekeeping w ith in  a graduate counseling program: Assessing applicants' em otional stability during  
preadmissions (H 1506167)

Dear Mr. O'Connor:

Your application entitled: Gatekeeping within a graduate counseling program: Assessing applicants' emotional  
stability during preadmissions (H1506167) was reviewed by this Institutional Review Board for Human Subjects 
Research in accordance with Federal Regulations 21 CFR56.110(b) and 45 CFR 46.110(b) (for expedited review) and 
w as approved under Category 7 per 63 FR 60364.

Your application was approved for one  year o f  study on l l-Ju n-2015 .  The protocol expires 10-Jun-2016. If the study  
continues beyond o n e  year, it must be re-evaluated by the IRB Committee.

Item (s) Approved: New Application use of interviews and a ssessm ent  questionnaires

Please com plete  the  survey for the IRB and the Office of Research Compliance. To access the  survey, click on the  
following link: h ttps :/ /w w w .su rveym onkey .eom /s /K7C TT8R

Respectfully,

Ava Chambliss-Richardson, M.ED., CIP, CIM 
Member
Intuitional Review Board
Mercer University IRB & Office o f  Research Compliance 
Phone (478) 301-4101  
Fax (478) 301-2329

ORC_Mercer@Mercer.Edu
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