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The CSEQ was designed to assess a person’s beliefs regarding their ability to recognize, monitor and 

manage cognitive symptoms (e.g. cognitive fatigue, slow processing speed, and difficulty organizing 

information) and everyday challenging cognitive activities (e.g. coordinating schedules, or following a 

group conversation). In addition, it examines the ability to identify and apply strategies to everyday 

problem situations that involve cognitive skills.   

 
Background 

Cognitive self-efficacy (CSE) is the belief in one's own capacity to cope with cognitively challenging 

activities and to use cognitive skills effectively in various situations.  Knowledge or recognition of 

cognitive symptoms (awareness) is distinct but closely related to self-efficacy (SE). This distinction is 

important because although a person may recognize cognitive changes, they may not believe that 

something can be done to manage these changes. This reduced CSE can hinder the development and 

use of management strategies critical for functioning and participation.  Specifically, CSE affects the 

ability to initiate, engage and sustain participation in cognitively challenging activities (West, Bagwell, 

and Dark-Freudeman, 2008). 

       Most of the work on cognitive SE has involved memory SE among older adults. Memory self-

efficacy has been found to predict memory performance and strategy use and has been hypothesized to 

mediate memory performance in older adults. A person’s cognitive self-efficacy could be a key factor 

in determining engagement in cognitive activities and initiation of strategy use. Cognitive self-efficacy 

plays an indirect but important role in function by contributing to self-regulation, goal-setting, 

motivation, and use of self-management strategies. Presumably individuals with lower cognitive self-

efficacy will avoid tasks that require cognitive effort. This can result in increased dependency, 

unemployment, social isolation, depression, and decreased quality of life.  

       Cognitive self-efficacy (CSE) is a critical factor influencing development and response to 

cognitive intervention programs. This is supported by models of cognitive rehabilitation (McDougall, 

2009; Toglia, 2011) as well as by studies with persons with acquired cognitive deficits, suggesting that 

cognitive interventions that focus on CSE increase a person’s understanding and control of their 

cognitive symptoms and promote adaptation and self-management of cognitive symptoms (Cicerone & 

Azulay, 2007; Cicerone et al., 2008;  Harrison et al., 2005; Man, Soong, Tam & Hui-Chan, 2009) 

      Gathering information on the person’s perceived level of confidence in recognizing and 

managing cognitive lapses or symptoms is an important step in planning and understanding response to 

interventions. Objective measures of performance alone may not provide a comprehensive account of 

the factors influencing cognitive and functional performance.  

      The CSEQ may identify factors that impede use of compensatory strategies, monitor self-

perceptions of cognitive self-management or progression of cognitive changes, and potentially enhance 

effectiveness of interventions designed to lessen levels of disability resulting from cognitive changes. 

It could add value to current practices by identifying those individuals that require more targeted 

support for initiating use of strategies in everyday life. It could also provide important insight to 

understanding response to rehabilitation.  

 

Population that it is used with:  This tool has broad applications to populations who are generally 

aware that they are experiencing subjective cognitive symptoms and are expressing concerns about 

these symptoms.   This includes but is not limited to people with traumatic brain injury, concussion, 

cancer related cognitive impairment (CRCI), stroke, brain tumor, mild cognitive impairment (MCI), 

Multiple Sclerosis, Parkinson’s disease, persons with depression,  posttraumatic stress disorder or other 

mental health conditions. 



CSEQ Description 

The CSEQ includes beliefs about ability to recognize and manage cognitive lapses and cognitively 

demanding tasks as well as the ability to identify and self-generate potential strategies. The CSEQ 

includes general cognitive items or cognitive difficulties that go across situations (part I and II) as well 

as task specific SE items that include specific situations or activities (part III) and part IV..   

The CSEQ includes 4 parts that can be used separately as well as together. 

Part I - Includes 16 items that asks the person to rate their level of confidence in their ability to 

recognize cognitive symptoms (e.g. cognitive fatigue, slow processing speed, and difficulty keeping 

track of information), as they are occurring within an activity.   

Part II - Includes 19 items that examine the person’s level of certainty in managing cognitive 

symptoms when they occur (e.g. think of methods to make the activity easier or figure out ways to 

reduce distractions).   

Part III - presents six specific scenarios of cognitively challenging situations such as completing a 

long list of errands, following a conversation in a crowded restaurant, or paying bills in a distracting 

environment. For each scenario, the person rates their level of certainty in completing the activity on a 

1-10 scale. The person is also asked two open ended questions involving the ability to identify 

potential challenges and generate helpful strategies.   

Part IV includes 23 items that involve self-efficacy for everyday cognitively demanding tasks that are 

related to functional activities.  

The items in all subscales are rated on a 10 point scale.   Scores range from 0- 160 for part 1;   0 – 190 

for part II, 0-60  for part III,  and 0-230 for part IV. 

 

Administration:  This questionnaire may be completed by the client independently and then reviewed 

with the person to confirm responses or it can be used in an interview format. If the person completes 

the questionnaire independently, it is important to ensure that the person understands the directions and 

rating scale. 

 

Research 

Normative data has been collected on 200 participants (100 under the age of 60 and 100 people over 

the age of 60).   No significant difference was observed in cognitive self-efficacy between age groups.    

Normal participants reported high CSE (mean = 8.14).  With 66 items, internal consistency was high 

(alpha = .976).    Factor analysis (Equimax rotation) revealed – 1 major factor explaining 40.3% of the 

variance.  This factor loaded on items in all 4 CSEQ sections and was interpretable as general CSE.     

 

Rasch analysis also revealed one major linear measure. It explained 43.5% of variance.   Item 

separation reliability was high (.94) as was person separation reliability (also .94).  Only one item 

misfitted (mean-square infit and outfit both > 2) and hence needs to be excluded (or rewritten and 

retested).    Items had a similar range of difficulty.    The distance between ratings of 9 and 10 was 

greater than that between other levels.  Low-CSE ratings were disordered and unrelated to general 

CSE.    Combining levels 0-4 monotonic scale items.    

 



The scale was reasonably targeted to the client sample in difficulty level of items versus persons.     

CSE was not correlated with age (r = .03), estimated intelligence (-.03; Barona, et al., 1984), gender, 

race, education, or occupation. 

 

In sum, testing among normal persons shows that CSE can be measured -- approximately.  

Surprisingly, both factor analyses and Rasch analysis showed that subjective CSE was unidimensional; 

items tapped the same latent dimension across the 4 parts of the CSEQ.   Normal persons are not very 

discriminating when asked about their own cognitive abilities in various activities.   A shorter scale 

would appear to be possible.    However, additional testing in groups with cognitive impairment is 

needed to understand the validity of the scale with clinical populations and how they differ from 

normal populations (Johnston and Toglia, UIC conference presentation, 2009).  

  

 

While the CSEQ has been used on various clinical populations, we have not had a sufficient number of 

clinical cases for meaningful statistical analysis.  We have made this tool freely available to encourage 

continued research, and we welcome collaboration. 

 

Please feel free to contact Mark Johnston at jJohnsto@uwm.edu   or  jtoglia@mercy.edu 
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