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ABSTRACT

The transition to adolescence is considered toperiad filled with increased
turmoil, often disrupting youth’s psychological Wwbking and resulting in numerous
poor outcomes. This study examined the relationsatpreen aspects of mental health
and students’ academic performance and their Bedigbut their academic capabilities
among a normative sample of middle school girlsaddees of mental health problems as
well as emotional strengths were included. Fortgidia school girls from two schools
were included in this study. Sixteen of the papaeits attended a small, predominantly
White private school and the remaining 24 studetiended a larger and more diverse
public school. Pearson correlations were run withantire sample and at the two
schools separately to identify the relationshimleetn the mental health variables and the
academic outcomes. Results indicated that mengdihheinctioning was significantly
related to students’ feelings about their acadexhilities, such that students reporting
high levels of distress reported more negativéualtis about their own abilities and
students reporting high levels of emotional streageported more positive academic
attitudes. The psychological variables were notydweer, correlated with students’ true
performance on math and reading tests. Resultsmere pronounced at the more
diverse public school than they were at the snralape school. These results suggest
that more comprehensive screening proceduresdbhkidt students’ psychological and
academic functioning may be important to betteransthnd students’ needs and to
provide appropriate school-based interventions.

This study also examined the effectiveness of adebased depression

prevention program, the Girls in Transition progravhich is designed to promote



resiliency among middle school girls. Studentsatttivo schools were randomly
assigned to receive the intervention immediately {tY) or were put into a wait-list
control group (n = 20). Data were collected atélseparate times: before the
intervention began, immediately following the imention, and at a six-month follow-up
period. Paired samples t-tests and one-way ANOVA®wun to examine changes in the
study variables over time for each group and guitfprences at both follow-up periods.
Results revealed that students who participatédarprogram reported increased use of
adaptive coping strategies at both follow-up pesidchey also reported reductions in
symptoms of anxiety and anhedonia and increasgescdial self-efficacy. Scores among
students in the wait-list control group remaineab$, though two unanticipated findings
were observed. Differences between the two groupgheer follow-up period were not
detected. Despite evidence of a relationship betweental health factors and
academics, participants did not demonstrate gaiasy of the academic measures
included in this study. Results from this studyeo®ncouraging support for the
effectiveness of the Girls in Transition prograhgugh they were severely limited by

small sample sizes and high attrition rates.
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CHAPTER 1

INTRODUCTION

Untreated mental health problems in adolesceneeusty threaten lifelong
stability and success. Mental health problems dugitholescence have been associated
with academic difficulties, social problems, risking behavior, and suicide (e.g. Elliott,
Huizinga, & Menard, 1989; Montemayor, 1983). They also pervasive, with
approximately 25%-50% of adolescents experienciegtal health problems.
Furthermore, apropos of this dissertation, thosesrare dramatically higher among
adolescent girls (Costello, Egger, & Angold, 20Btrikangas et al., 2010).

Two of the most common psychiatric disorders amaahgjescents are anxiety
and depression. Anxiety is characterized by exeessorrying that is difficult to control
(American Psychological Association, 2000). Theeanumber of different types of
anxiety disorders, including social anxiety disoradgeneralized anxiety disorder, panic
disorder, specific phobia, agoraphobia, and p@staratic stress disorder. Approximately
one-third of adolescents between the ages of 13 8ry@ars old have experienced
symptoms of an anxiety disorder (Merikangas e2810). Although rates of depression
are somewhat lower than anxiety, a majority of adoénts who experience depressive
symptoms report severe impairment (Merikangas.e2@l0). Key features of depression
include feelings of sadness or emptiness and loisgevest or pleasure in previously
enjoyed activities (American Psychological Assaomt2000). Rates of depression

increase dramatically during adolescence — wh88@ef 13 year olds have experienced



a depressive episode, that number rises to ned¥%yfar 18 year olds (Hankin et al,
1998; Merikangas et al., 2010).

Anxiety, depression, and other mental health @nwisl can lead to a number of
deleterious outcomes in adolescence, includingpersonal problems, interpersonal
problems, academic difficulties, and engagemehigh-risk behaviors. For example,
adolescents who develop negative attitudes abeuntgblves and their future may be
more likely to experience issues related to sekesn, may withdraw from their peers or
develop strained relationships with their pareatsl/or present increased risk for
academic underachievement or school drop out Kergchfeld et al., 2000; Kazdin,
Rodgers, & Colbus, 1986; Wagner et al., 2003). Adoénts with mental health problems
are also at an increased risk for academic undexaainent and school drop out (Wagner
et al., 2003). Additionally, young people with phiatric problems may be more likely to
engage in high-risk behaviors, including risky seXwehavior and substance use or abuse
(Elliott, Huizinga, & Menard, 1989; Ramrakha, Cadpickson, Moffitt, & Paul, 2000).
Finally, mental health problems, in extreme casas,lead to suicidal ideation and even
suicide attempts. Though suicide is often consiévebe a low frequency behavior
among teens, it is ranked as the third leadingecatisleath among adolescents
worldwide (Wasserman, Cheng, & Jiang, 2005).

Mental health problems, if left untreated, can leadven greater detrimental
effects later on in life. For example, teenagetth Waw self-esteem are more likely to
have physical and mental health problems, fewen@wtic prospects, and increased
criminal convictiongTrzesniewski et al., 2006). Strained relationshyit parents have

been associated with a number of negative outcdonésens, including increased



distress, development of psychiatric disordersstuice abuse, and suicide
(Montemayor, 1983). Teens who have dropped outledal without earning a high

school diploma are at increased risk for unemploymavolvement in crime, and other
health problems (Freudenberg & Ruglis, 2007). Ra&ng behaviors during

adolescence can lead to additional problems, ssicin@xpected pregnancies, contraction
of sexually transmitted diseases, drug addictiad, @nviction (Tapert, Aarons, Sedlar,

& Brown, 2001). It is clear that mental health gesbs during adolescence can lead to
unanticipated problems in the future as well.

There are many reasons why adolescence poses uisisi¢or the development
of mental health problemadolescents experience a series of physical, k@rd other
developmental changes, all of which have the patietat produce significant stress.
Puberty causes adolescents’ bodies to undergdisagtichange as they mature into
adults. Adolescents may be dissatisfied with tlebsanges in their bodies, particularly if
the changes do not occur at the same time aspbers (Stice, 2003). Adolescents also
experience numerous social changes at this timen®this period, more time is spent
with peers instead of parents and greater emplsagiaced on popularity and “fitting in”
(Buhrmester & Furman, 1987; Flack, Salmivalli, &, 2011). Similarly, adolescents
begin developing their sexual identities and expernting with romantic and sexual
experiences (Natsuaki, Biehl, & Ge, 2009). Finadly students enter middle school,
many school structures lead to environments theatesms developmentally appropriate for
youth (Eccles & Roeser, 2009). For example, middlgools increase their emphasis on
academic performance rather than learning. Stugdsslose the opportunity to develop

close relationships with teachers as they entevastwith larger student bodies and



complex class schedules. Perhaps most unfortunaigdyescents experience many of
these changes synchronously, which increasesrtbkeifor mental health problems
(Petersen, Leffert, Graham, Alwin, & Ding, 1997).

While the risk for mental health problems and eoratl distress increases for all
adolescents, girls experience an even higher @sk. study found that while
approximately 26% of adolescent boys experiencatpgyms of at least one anxiety
disorder, 38% of girls were symptomatic (Merikangaal., 2010). Gender differences in
rates of depression are particularly stark. AltHotages of depression tend to be similar
across genders during childhood, by adolescends,age two times more likely to suffer
from depression than boys (Hankin et al., 1998)eNd1oeksema and Girgus (1994)
found that girls are more likely to possess centiik factors that increase their
vulnerability towards depression. For example sgarle more likely to be reliant on
social relationships, possess pessimistic attobatistyles, demonstrate low levels of
assertiveness, and utilize maladaptive copingegras such as rumination. In addition to
their increased level of risk, girls are more liked face challenges during adolescence in
comparison to boys. Nolen-Hoeksema and Girgus (1fé@4d the interaction between
adolescent girls’ increased risk and their higlegels of stress to contribute to the gender
differences in adolescent depression.

Girls are vulnerable to a unique set of problense Of the most widely
recognized areas of concern for adolescent gith®dy image. Although males at this
age may experience body and appearance dissabtsiatis much more common and
pervasive among females (Bucchianeri, Arikian, HamrEisenberg, & Neumark-

Sztainer, 2013; Calzo et al., 2012). If left unteek these problems can lead to disordered



eating, low self-esteem, and depressed mood (&tBeooks-Gunn, 1989; Paxton,
Neumark-Sztainer, Hannan, & Eisenberg, 2006). Aald#ly, the social changes that
adolescents face may manifest as particularly ehgihg for girls. Girls are more likely
to experience relational aggression, for instamtech has been associated with mental
health problems (Brown, 2003; Crick & Nelson, 200%}ditionally, although some
adolescent boys are uncomfortable with their bodjels are particularly vulnerable to
body dissatisfaction, which can result in othetifegs of distress as well (McCarthy,
1990). There is some evidence demonstrating tesdi¢humulative effects of
experiencing a number of stressful life eventslgics at increased risk for mental
health problems (Ge, Lorenz, Conger, Elder, & Si;yd®94). These stressors may
increase adolescent girls’ vulnerability to psydustal distress. Furthermore, girls’ and
boys’ differing social orientations exacerbate ehddferences (Nolen-Hoeksema &
Girgus, 1994). Girls report being more sociallyeoted, more cooperative, and less
aggressive than boys. While these differencesra@nsequential during childhood, as
girls reach adolescence and face increased challetitese pre-existing differences
interact with the stressors and amplify girls’ rfek mental health problems, particularly
depression.

The way that girls respond to challenges posebdurisk. Girls are more likely
to respond to stress with coping strategies thaimerease their level of distress.
Whereas boys tend to externalize distress ontaxitgels are more likely to deal with
conflicts internally (Cramer, 1979). Similarly, mgre better able to distract themselves
from and minimize their depressed moods, whilesgire more likely to amplify their

mood through rumination (Nolen-Hoeksema, 1987).ré&toee, in addition to the



increased stressors that adolescent girls face résponses to these stressors further
exacerbate their risk for psychological distress.

It remains vital to focus a discussion of thesaessin the context of adolescents’
daily lives. Academics are a primary concern ofletis. Therefore, it is essential to
ground these arguments in the context of studestsiemic performance. Previous work
has exposed a relationship between mental heaitiigms and academic achievement in
students. In particular, a significant researclelsagports the relationship between
anxiety and academic difficulties (e.g. Owens, 8tson, Hadwin, & Norgate, 2012;
Seipp, 1991). Similarly, adolescent depressive $¢gmp have been linked to lower grade
point averages (GPASs), achievement test scoreseaaihg levels (Fletcher, 2008;
Jonsson et al., 2010; Vincenzi, 1987), and higéegls of school drop-out (Fletcher,
2008). Finally, some evidence suggests that bossatisfaction correlates with
interferences in academic functioning and achiever{®anover & Thompson, 2008).
These findings indicate that mental health problanesfrequently associated with poor
academic outcomes.

It is evident that mental health problems poseiagmt risk to adolescents.
However, until recently, very few researchers exadithe impact of other mental health
factors. With the development of the positive p®jobgy movement, more researchers
have begun to consider how youths’ intrapersomahgths contribute to their mental
health status. Using this framework, mental heattiblems and emotional strengths can
be thought of as two independent constructs thagtdate mental health status.
Greenspoon and Saklofske (2001) proposed a du@rfamdel of mental health that

incorporates these two constructs. A majority ef thsearch using this model focuses on



subjective well-being (SWB), which is defined asi@dividual's cognitive and affective
evaluation of his or her life (Deiner, 2000). L#atisfaction, which is an individual’s
cognitive judgment of how happy he or she is, ishtommonly used to measure well-
being, since it is more stable than affective judgta. Life satisfaction has been
associated with a number of positive outcomesutiolg academic success (Antaramian,
Huebner, Hills, & Valois, 2010; Suldo Shaffer, 2008Belf-efficacy, another important
emotional strength, refers to an individual’s bigli@gbout his or her abilities to attain
certain goals (Bandura, 1977). High levels of efficacy are associated with persistence
and effort and contribute to academic success (MuBrown & Lent, 1991). Finally,
coping strategies are the ways that individualpaed to stressful experiences. An
individual may employ adaptive or maladaptive sigets when confronting difficult or
stressful situations. Although the use of effectieping strategies can have positive
effects on many student outcomes, the use of mati@dacoping strategies can result in a
number of poor outcomes, including an increasddfassuicide (e.g. Compas, Connor-
Smith, Saltzman, Thomson, & Wadsworth, 2001; Spiffrancis, Overholser, & Frank,
1996).

Current interventions exist to target mental hesiglnes within schools, but most
do not examine the corresponding relationship betweental health issues and
academic achievement. Additionally, few intervensidook at whether emotional
strengths increase as a result of participationrder to explore these relationships and
the possible effects of a school-based mentalhgadtvention intervention, the

following research questions will be explored:



What is the relationship between reported levelsnobtional distress
(anxiety, depression, hopelessness, and body ioc@geerns),
emotional strengths (life satisfaction, self-efigaand coping
strategies), and subjective and objective measifrasademic
achievement among a normative sample of middledajids?

Do students who patrticipate in the Girls in Traositprogram, a
depression prevention intervention, demonstratecaanges in their
reported levels of emotional distress, emotionangths, or academic

achievement relative to students not receivingwuaation?



CHAPTER 2

REVIEW OF LITERATURE

Adolescents’ Risk for Emotional Distress

The transition to adolescence marks a period oeased vulnerability towards
mental health problems. Mental health problemsonbt cause individuals severe
distress, but they are also associated with a nuoflqggoor outcomes. Although negative
mental health problems have been previously adseacwith poor academic performance
(Fletcher, 2008; Seipp, 1991), they have not yenlexplored using curriculum-based
assessments, which are measures of academicusiilg curricular materials and are
capable of measuring students’ academic progressshwort periods of time. Given
adolescents’ increased risk for mental health gmolsl it is important to better

understand how these issues impact their abilitisshool.

Anxiety
Mental health problems are unfortunately fairly eoam among adolescents.

Studies have found lifetime prevalence of disor@n®ng adolescents to range from
37% to 49% (Costello et al., 2003; Kessler et24lQ5; Merikangas et al., 2010). In one
of the largest and most up-to-date studies examitnia rates of mental health disorders
among adolescents residing in the United Statesg than 10,000 nationally
representative adolescents between the ages ofdLB7ayears were interviewed for the
National Comorbidity Survey Replication Adolesc&upplement (NCS-A; Kessler et

al., 2012; Merikangas et al., 2010). Adolescentigpants were interviewed using the



Composite International Diagnostic Interview (CIDAhich is a structured interview
used to identifDSM-1V diagnoses. The CIDI assessed for the presencawhaer of
mental health disorders, including mood disordangjety disorders, behavior disorders,
substance use disorders, and eating disorderslZ-heonth and 30-day prevalence rates
of adolescents meeting diagnostic criteria f@SM-1Vdisorder were estimated to be
40.3% and 23.4%, respectively (Kessler et al., 2048arly half (49.5%) of the
adolescents in this sample met criteria for a disoat some point prior to or during the
time they were interviewed (Merikangas et al., 20Half of those adolescents, or about
one quarter of the entire sample of adolescent§%2 Wwhen substance abuse is included,
22.2% when it is not included), reported severeaimpent, which was defined as the
endorsement of high levels of impairment or sympsawverity. Forty percent of the
participants who met criteria for one disorder atset criteria for an additional disorder
from another class. These data not only indicaerttental health problems are very
common among adolescents, but that adolescentzisgffrom a mental health disorder
are at increased risk for developing other areaBstfess as well.

The NCS-A study found anxiety disorders to be tlesthcommon psychiatric
disorder among adolescents (Kessler et al., 20E2ikisingas et al., 2010). In fact, 32%
of the adolescents in the study met criteria fanssort of anxiety disorder, with specific
phobia being the most common (Kessler et al., 20jkangas et al., 2010). Although
anxiety disorders were found to be the most comatass of disorders among teens,
only 24% of those with concerns in this area reggbgevere impairment (Merikangas et
al., 2010). The onset of most types of anxiety miscs tended to occur during childhood,

with the exception of panic disorder, which typigaleveloped during adolescence
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(Costello, Egger, & Angold, 2005). Therefore, thbulge rate of anxiety disorders was
high among adolescents, it also tended to reméatively stable across the pre-
adolescent through adolescent years.

There are a number of ways to assess anxiety idrehiand adolescents.
Structured and semi-structured clinical interviesush as the Anxiety Disorders
Interview Schedule for DSM-1V: Child and Parent $iens (ADIS-C/P; Silverman &
Albano, 1996), the Diagnostic Interview ScheduleGaildren (DISC-IV; Shaffer,
Fisher, Lucas, Dulcan, & Schwab-Stone, 2000), aedtiagnostic Interview for
Children and Adolescents (DICA-IV; Reich, 2000) areividually administered by a
clinician. These measures are used to determintghethen individual meets diagnostic
criteria for various disorders according8&M-IV criteria. Though comprehensive, these
measures often take a very long time to admineterrequire individual administration
by a highly trained mental health worker.

In contrast, self-report measures are much more éfficient ways to assess
individuals’ levels of anxiety, particularly forgearch purposes when there are often
large numbers of individuals being assessed. 8plitt measures do not present
diagnostic information as clinical interviews dosiead, they provide a measure of
symptom severity. Children are asked to resporgligstions (by reading the items or
having them read to them) based on their perceptdiheir own behaviors and
emotions. Some of the most common self-report nreasaf anxiety include the
Multidimensional Anxiety Scale for Children (MAS®tarch, 1998), the Beck Anxiety
Index for Youth (BAI-Y; Beck, Beck, Jolly, & Stee2005), and the Revised Children’s

Manifest Anxiety Scale (RCMAS; Reynolds & Richmorni®,78). The RCMAS is one of

11



the oldest and most widely used measures of chodlamxiety in research studies. One
of the greatest strengths of the RCMAS is its gbib yield subscales of specific
manifestations of anxiety as well as an overalts@nd it provides a validity scale to
determine whether the informant is respondingemg truthfully (Reynolds &

Richmond, 1979). The RCMAS is the most frequenfigdumeasure of anxiety in school-
based mental health prevention programs (Corrieal.e2013). For the purposes of this
study, the RCMAS was used to get a clear pictustwadent reported symptoms of

anxiety among this specific population of femaleladcents.

Depression

Another common psychiatric disorder among adolesdsrdepression. Though
depression rates tend to be low during childhdoely increase dramatically during
adolescence. According to results from the NCStlgtapproximately 12% of the
adolescents in the sample met criteria for Majopriessive Disorder, with a majority
(74%) of those meeting criteria reporting severpamment (Merikangas et al., 2010).
Rates of depression were almost two times high@ngnthe older adolescents in this
sample than younger adolescents. Whereas appr@tin®b of the early adolescents
(13-14 years old) reported symptoms of depressimme than 15% of the 17 and 18-
year-old participants were symptomatic. These figdiare consistent with previous
studies that have found adolescents’ risk for degpoa to increase considerably with age
(e.g. Hankin et al., 1998; Saluja et al., 2004).

The assessment options for measuring depressivetggmm among adolescents

are similar to those available to measure anxisyile some researchers choose to use

12



diagnostic interviews to examine the presenced$arder, many prefer to use self-
report measures to assess levels of symptoms. Hesmwiappropriate self-report
measures include the Center for Epidemiologic &sdiepression Scale (CES-D;
Radloff, 1977), the Beck Depression Inventory fauth (BDI-Y; Beck, Beck, Jolly, &
Steer, 2005), and the Children’s Depression Inwgn(©DI; Kovacs, 1992). The most
commonly used self-report measure for researchgsepis the CDI (Corrieri et al.,
2013; Twenge & Nolen-Hoeksema, 2002). The CDI reenldfound to be a valid and
reliable measure of depressive symptoms in childrehadolescents (Crowley &
Emerson, 1996; Smucker, Craighead, Craighead, &1GrE386). It is frequently used as
an outcome measure in studies examining the efééatspression prevention programs
(e.g. Gillham, Reivich, Freres, et al., 2006; Jaydeivich, Gillham, & Seligman, 1994).
Given that the intervention being used in this gtisda prevention intervention, the CDI

was used to assess depressive symptoms for thisagbiop of adolescent girls.

Hopelessness
Hopelessness, which is commonly exhibited amontyidhdals suffering from

depression, is often defined as having a negatigkiation of one’s future or the feeling
that negative events are uncontrollable. Becausieedfiigh rates of depression among
adolescents, research has examined how hopelessmtgbutes to these rates. In one
study, Kashani, Reid, and Rosenberg (1989) fouatlévels of hopelessness remained
stable from preadolescence through adolescenceeftihe, feelings of hopelessness are
unlikely to be the cause of the increasing rategepiession. Instead, many researchers

have examined a hopelessness theory of depres#imh suggests that adolescents with
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a cognitive vulnerability, such as a negative exatary style, will develop a sense of
hopelessness as a result of stressors, whichnatilirn promote the development of
particular depressive symptoms (Abramson, Metal&k#4lloy, 1989). Such theories rely
on a diathesis-stress model of depression, sutlnihgiduals’ way of thinking (their
level of vulnerability) interacts with their expeniced or perceived stress, which results
in increased depressive symptoms. Research exagrilmese theories in adolescents has
confirmed this approach to thinking about the depeient of depression, though some
studies have varied with regard to the direct dirgct role hopelessness has within the
formula (Alloy et al., 2006; Hankin, Abramson, &&i 2001; Nolen-Hoeksema, Girgus,
& Seligman, 1992).

The most well established scale used to measuredsgmess among adults is the
Beck Hopelessness Scale (Beck, Weissman, Lestérefler, 1974). This scale
measures the affective, motivational, and cogniispects of hopelessness. A children’s
version of this scale, the Hopelessness Scaletodi@n (HSC; Kazdin, Rodgers, &
Colbus, 1986), was developed in 1983, and was fooihdve strong psychometric
properties (Kazdin, French, Unis, Esveldt-Dawsorgléerick, 1983; Kazdin et al.,
1986). The HSC remains the most widely used measdurepelessness in children and

adolescents.

Body Image Concerns
Adolescence marks a period of increased vulnetabdiwards body
dissatisfaction and other physical concerns. Aa@ets are highly influenced by their

peers (Steinberg, 1996) as well as social and rallwessures and norms (Harter, 1999),
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all of which are constantly sending the messagedabpearance is important. Although
greater attention is often paid to the concernginté, both genders are at-risk for body
image concerns. According to the gender intengiboahypothesis (Hill & Lynch, 1983),
adolescents begin to identify with stereotypes @ased with their gender as they
mature. Girls are likely to adopt a thin ideal, wéees boys are likely to desire a
mesomorphic build (Smolak, Levine, & Thompson, 200herefore, while many girls
want to be thinner, some boys want to gain or \esight (McCabe & Ricciardelli,
2004). Among a sample of more than 3,000 high dctadents, approximately 68% of
females and 58% of males reported a desire to ehthrey weight (Middleman,
Vazquez, & Durant, 1998). More girls wanted to las®ght than gain weight (61.6% vs.
6.8%), whereas more boys wanted to gain weight litssweight (36.4% vs. 21.5%).
Other studies have found similar results. In astahducted by Ricciardelli and
McCabe (2001), adolescents between the ages ofdl2Gyears were shown drawings
of nine bodies ranging from skinny to obese andevesked to select which body reflects
their current size and which reflects the size tvapt to be. Similar to the previous
study, most girls (78.6%) selected an ideal body Was smaller than their current size,
whereas most boys (53.8%) selected an ideal badyas bigger than their current
body. Overall, these findings suggest that manyesdents are unhappy with the way
they look.

Unlike anxiety and depression, which are clinaialgnoses, body and physical
appearance dissatisfaction reflect specific aréasmcern that are often associated with
other clinical diagnoses, such as eating disord®sause of this, structured clinical

interviews, on their own, are not appropriate agsesit tools. Instead, figure preferences
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and self-report measures are typically used assissnt tools. In measures of figure
preference, participants are asked to select agaraafigure that they feel best
represents how they currently look, and then sélectirawing that represents their ideal
body size. Examples of figure preference measumasde the Stunkard Body Figure
drawings (Stunkard, Sorensen, & Schulsinger, 1988)Contour Drawing Rating Scale
(CDRS; Thompson & Gray, 1991), and the Photograplgare Rating Scale (PFRS;
Swami, Salem, Furnham, & Tee, 2008). These instruments provide information on
how individuals perceive themselves to look and tiosy wish to look but are unable to
measure his or her beliefs and perceptions ab@&aapnce. In contrast, more standard
types of self-report measures provide informatiomdnether an individual endorses
certain beliefs or to what degree he or she bdlieegtain things to be true. Some self-
report measures include the Body Dissatisfactidossale of the Eating Disorders
Inventory-2 (EDI-2; Garner, 1991), and the Body [@h&atisfaction Scal@ingitore,
Spring, & Garfield, 199) These two measures look specifically at childaad
adolescents’ attitudes towards their bodies. Thesieal Appearance subscale of the
Self-Perception Profile for Children (SPPC; Hari85) is a brief, six-item subscale
that measures children’s and adolescents’ feehhgsit their body and their physical
appearance. While some of the items look spedfiedladolescents’ perceptions of their
bodies, others look at their satisfaction with thiysical appearance more generally.
This subscale has been used in previous studesatoine adolescents’ perceptions of

their physical appearance and body satisfactian foller & Schnurr, 1995).
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Gender Differences in Emotional Distress

Because of the unique stressors that adolescésnfage, rates of many mental
health problems tend to be even higher among ditkough some girls do develop
externalizing problems, adolescent girls are paldity at risk for developing
internalizing problems. In one longitudinal studkamining problem behaviors among a
normative sample of four to sixteen year-old clatdrrates of internalizing problems
were significantly higher among the girls than fog's (Bongers, Koot, van der Ende, &
Verhulst, 2003). In this study, parents filled t Child Behavior Checklist (CBCL,;
Achenbach, 1991) every two years for eight yealtholgh the rates of internalizing
problems were equal in both genders during childhdaring adolescence, rates among
girls were significantly higher than boys.

Rates of anxiety are also significantly higher ammamales than males. A recent
epidemiological study of adults residing in the tddi States found that approximately
one in three women met criteria for an anxiety diso whereas only one in five men did
(McLean, Asnaani, Litz, & Hofmann, 2011). Givenglarge discrepancy across genders,
researchers have investigated when these diffesdimseemerge. One study using
retrospective data from more than 1,500 high schtumlents in Oregon found that by age
six, girls were more than two times more likelyrtzoys to have experienced an anxiety
disorder (Lewinsohn, Gotlib, Lewinsohn, Seeley, BeA, 1998). The researchers also
found that, relative to boys, the rate in whichggiteveloped anxiety increased faster.
Studies examining the differential rates of anxetyong adolescent males and females
suggest that these differences continue into adete®. In the Merikangas and

colleagues’ (2010) study previously discussed, 88%dolescent females and 26% of
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males met criteria for an anxiety disorder. Thouajes of anxiety disorders were high
across both genders, they were significantly higimong females.

Unlike anxiety, discrepancies in rates of depressio not begin to manifest
themselves until adolescence. In a longitudinaltuacking students’ levels of
depressive symptoms across 10 years of participatankin and colleagues (1998)
examined the emergence of gender differenceseas aftdepression from
preadolescence to young adulthood. Small gendireifces were found between the
ages of 13 and 15. During this time, girls’ ratégl@pression increased whereas boys’
rates remained stable. However, more drastic @iffees emerged between the ages of 15
and 18. While the rates of depression increasedgroth boys and girls during this
period, girls exhibited steeper increases than.bdgproximately 28% of the girls in this
sample had experienced a depressive episode biybehey reached 18, whereas only
14% of the boys had. These results show that cdtéspression among adolescent girls
are nearly double those of adolescent boys, an@ mials prime targets for prevention
interventions.

Other studies have confirmed the increased riskerital health problems for
adolescent girls. A cross-sectional study measuhiegates of depression among a
nationally representative sample of students'in88, and 18 grade from schools across
the country reported a similarly steep increasgeipression for girls relative to boys
(Saluja et al., 2004). While rates were more singixoss both genders among tfle 6
grade students (7.1% for males, 12.6% for females)ales were 2.5 times more likely
to be depressed than males iff §ade, with 13.6% of males and 34.3% of females

demonstrating signs of depression. The numbeolestts in 18 grade reporting
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depressive symptoms was dramatically larger thamtimber of students reporting
symptoms in B grade. Rates were almost three times higher aneng®’ grade

females and nearly double among the males. A mebpAzc review of 310 studies
reporting depressive symptoms in 61,424 childrewéen the ages of 8 and 16 years old
has also found similar trends (Twenge & Nolen-Heeka, 2002).

Despite girls’ increased risk for developing depres during adolescence, there
do not appear to be significant gender differemeesported levels of hopelessness
(Hankin et al., 2001; Johnson, 1992; Kashani etl889; Mazza & Reynolds, 1998).
Some small differences have emerged in the litezatbough their results have been
inconsistent. For example, in Hankin and colleag2001) study examining rates of
depression among a normative sample of high s@dtadents, though levels of
hopelessness were similar among both gendersslefblopelessness depression were
significantly higher among the girls in the samptecontrast, Thompson and colleagues
(2005) found that girls were significantly moredil to report very low levels of
hopelessness than boys, though both boys andagarks equally likely to report average
to high levels of hopelessness. Overall, the figdiftom these studies indicate that girls
are not inherently more likely than boys to reelvated levels of hopelessness, despite
their increased rates of depression.

There is also clear evidence that girls are pddrbuvulnerable to becoming
dissatisfied with their appearance. The media glacgreat emphasis on physical
appearance and thinness in girls, which can carnt#ito girls’ body dissatisfaction
(Blowers, Loxton, Grady-Flesser, Occhipinti, & Dgw®03). Similarly, as adolescent

girls’ bodies start maturing, they typically mowether away from this thin ideal
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(McCarthy, 1990). In a two-year longitudinal stusfyadolescents between the ages of 12
and 16, the rates of body dissatisfaction wereifsogmtly higher in girls than boys
(Bearman, Martinez, Stice, & Presnell, 2006). A¢ 48, boys and girls reported similar
levels of body dissatisfaction. However, at agedlids reported significantly higher

levels than boys. Girls’ levels of dissatisfactmntinued to increase steadily through the
age of 16, when the study ended. Numerous studhes &so found girls to have
significantly higher rates of body dissatisfacttban boys (Littleton & Ollendick, 2003;
Paxton, Eisenberg, Neumark-Sztainer, 2006; Prededirman, & Stice, 2004). It is
because of the heightened risk for these mentédthhgablems for girls that they are in
need of additional prevention interventions spealfy targeted to female-specific issues.
It is hoped that with intervention in early adolesce, before these issues appear to
increase dramatically, there will be greater redust in overall rates of anxiety,

depression and body dissatisfaction as they age.

Socio-Economic Status and Emotional Distress

Although all adolescents are at increased riskrfental health problems, research
has found that an individual’s level of risk mayibgacted by their socioeconomic
status. A large body of literature has demonstrétatieconomic hardship increases
children’s risk for psychological distress (e.goBks-Gunn & Duncan, 1997; Costello,
Compton, Keeler, & Angold, 2003; Leventhal & Broe&sinn, 2000; Samaan, 2000).
Many different pathways by which poverty can insegouths’ risk for mental health
problems have been proposed. For example, the y¥&tndss Model suggests that

families experiencing economic hardship are mdwayito experience high levels of
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stress and have high levels of conflict, which demupt or strain the development of
positive parent-child relationships (Conger & EldE994). Additionally, children living

in high poverty neighborhoods are more likely ton@ss acts of violence or experience
multiple traumatic life events (Xue, Leventhal, Bks-Gunn, & Earls, 2005). Regardless
of the exact pathways through which economic hapdshpacts youths’ psychological
well-being, it is clear that children who grow upgoverty are at heightened risk for poor
outcomes.

While the risk that growing up in poverty imposegjuite profound, research has
also found that growing up in a family with extremealth can increase risk as well. In
fact, Luthar and colleagues have found that childrem both ends of the extreme are at
similarly high risk for mental health problems (bat & Becker, 2002; Luthar &
D’Avanzo, 1999). For example, in one study that pamad the rates of mental health
problems and substance use amorygrdders from a suburban school district anl 10
graders from an inner-city school, the researcfoensd that the suburban youth reported
significantly higher rates of substance use andetyand somewhat higher rates of
depression than did the inner-city youth (Luthab&vanzo, 1999). They also found
that substance use was linked with depression axiédtsg among the suburban youth
only. In a similar study examining the impact diegnce on & and 7' grade students
from an affluent suburban community, a relationdfepveen affluence and substance
use, anxiety, and depression was detected (Lutiedker, 2002). These findings
suggest that affluent youth are not immune to pshadical distress.

Furthermore, research suggests that adolescestrginh affluent backgrounds

are at even increased risk for mental health probld.uthar and Becker (2002) found in
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their study of middle school students that tReg7ade girls had rates of depression two
times higher than normative samples (14% as oppséth). This was not the case for
6" grade girls or boys from either grade. This stpdints to the fact that middle school
girls from affluent backgrounds may be particulanynerable and therefore a prime
target for intervention.

Some of the reasons why affluent youth may baatased risk for mental health
problems and distress include experiencing incepsessure to succeed, feeling isolated
from their parents, and perceiving a lack of pakmonitoring. Luthar, Shoum, and
Brown (2006) examined whether adolescents’ padtcym in extracurricular activities
was in and of itself a source of stress, or whetthepressure they felt to succeed was the
cause of their increased stress. Results fromttity suggest that the parents’ attitude
towards achievement was more strongly associatddadblescents’ distress than was
the number of hours that adolescents participatedd activities. This pressure may be
particularly problematic for girls, as Luthar anddBer (2002) found that parents’
emphasis on achievement was associated with hggresls only among the girls in the
sample. Additionally, they found high rates of degsion, anxiety, and substance use
among youth who have perfectionist strivings.

Another factor that increases the risk for disti@s®ng youth from affluent
backgrounds is their perceived level of isolatimni their parents. Luthar and
Latendresse (2005) found that, similar to their-ilaaome peers, adolescents from highly
affluent backgrounds tend to perceive their paraatseing physically and emotionally
unavailable. Furthermore, the researchers fourtdptr@nts’ physical absence was linked

to increased risk for psychological distress aratlamic difficulties. Research has also
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found that Caucasian children from high affluemniiees are more likely to be
unsupervised after school than any other subgrbcpildren that age (Capizzano, Tout
& Adams, 2002). Similarly, according to the U.S.pgagment of Health and Human
Services (1999a), closeness to parents is invelis&ld with household income among
teens. In addition to its strain on adolescentgti@ships with their parents, lack of
parental supervision has been shown to be linkéld adolescents engaging in increased
risk taking behaviors (Cottrell et al., 2003). Hoese reasons, youth from affluent
backgrounds may be at particularly high risk foveleping mental health problems and

engaging in high-risk behaviors.

Emotional Distress and Academic Performance

As previously discussed, mental health problemsat®nly problematic in and
of themselves, but they can lead to numerous pomomes. Particularly pertinent to this
study is their relationship with academic difficef. A meta-analysis examining the
academic performance of students identified witlotonal and behavioral disturbances
found that these students were performing signifigebelow their peers (Reid,
Gonzalez, Nordness, Trout, & Epstein, 2004). Havemost students identified with an
emotional disturbance exhibit externalizing behesjivhich are more disruptive in
school. While disruptive behaviors can be damatprecademic performance,
internalizing disorders can be similarly damaging e&main unidentified longer, if
students are not acting out in class, and go uh@eradar of needing teacher

intervention.
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Many of the symptoms related to anxiety can negatiimpact students’
academic performance. Overwhelming worries andsfean interrupt students from
completing their schoolwork and distract them dgrtass. These students may also be
more likely to visit the school nurse and miss @uimportant class time. Students with
social anxiety may have trouble with school-basgtviéies that require them to speak in
front of their classmates, such as in-class prasiens. Students may also develop
specific anxiety about taking tests or other foohevaluation, which can negatively
impact their performance. A number of studies Hauad a significant relationship
between students’ reports of anxious symptoms aadeamic difficulties. In a recent
study, Owens, Stevenson, Hadwin, and Norgate (2@L2)d that early adolescent
students’ reports of anxiety were associated withr gtandardized test scores. Similarly,
a meta-analytic review of 126 studies found thghhr levels of anxiety were correlated
with lower GPAs and test scores (Seipp, 1991)réstangly, the researcher found that
gender was a moderator only when the studies im@students from the United States
were analyzed. Within these studies, anxiety halaer correlation with academic
performance in girls than in boys. This suggests ltiigh levels of anxiety may be
particularly detrimental to girls.

Research has also found symptoms of anxiety to lwengeterm effects on
students’ academic performance. lalongo, Edels@terithamer-Larsson, Crockett, and
Kellam (1995) followed a sample of first grade snt$ for four and a half years.
Students filled out the RCMAS at the beginningidtfgrade and again at the end of fifth
grade. Teachers’ reports of students’ behaviorsandents’ scores on a standardized

achievement battery were also collected. Resulesated that students’ reported levels of
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anxiety in first grade significantly predicted thachievement in fifth grade (lalongo et
al., 1995). Another study found that anxiety ndiyompacts students’ academic
performance, but also their likelihood to graduatan Ameringen, Mancini, &
Farvolden, 2003). In this retrospective study, apa of adults diagnosed with an
anxiety disorder completed a questionnaire abowthér they left school early and
whether specific factors contributed to their drogpout. Almost half of the participants
reported that they had left school prematurely adarter dropped out of high school
before graduating. Over one fifth of the particifsawho reported that the reason they left
school prematurely said it was because they wadtirfervous in school, while another
17% reported leaving because of problems with pudgeaking in class. These findings
highlight the difficulty of academic tasks for sards who suffer from anxiety.

Similar to anxiety, symptoms associated with depogscan impact students’
achievement. For example, a common feature of dsjane is anhedonia, or loss of
interest in most activities (APA, 2000). Studentfexing from depression may have
difficulty completing work due to their decreasanterest and motivation or negative
attitudes about their abilities (Humensky et @.1@). A number of studies have also
examined the relationship between adolescent dapeesymptoms and academic
performance (e.g. Frojd et al., 2008; Humensky.eP810; Jonsson et al., 2010). For
example, Vincenzi (1987) examined the relationsl@fween depressive symptoms and
reading abilities in a normative sample 8fgrade students using their achievement
reading achievement scores, their reading level tla@ir GPA. Depression scores were
found to be negatively correlated with all threeasw@es of achievement, suggesting a

relationship between students’ level of depressiwaptoms and their reading abilities.
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In another study, Humensky and colleagues (201)da significant relationship
between adolescents’ level of depressive symptordgteeir perceptions of academic
impairment, but no relationship was found betwdaedents’ levels of depression and
their grades. Interestingly, students with grebeels of depression reported that their
depressive symptoms negatively impacted theirtghidi complete assignments and stay
focused in school, which led them to develop magative thoughts, creating a cyclical
pattern.

Research has found that adolescent depressiomlyotan impact students’
performance in school, but it may also impact theiel of future educational attainment.
In one study, Jonsson and colleagues (2010) fotloaveohort of 16-17 year old
adolescents for 15 years. Students’ educationataement was measured using
students’ GPA, and educational attainment was ohetexd by collecting data on whether
participants had registered in higher educatiothieyage of 30, if they were still enrolled
by that age, and if and when they completed thegreke. Adolescents were first screened
for depressive symptoms and any teens reportingalilevels, sub-threshold levels, or
who had made a prior suicide attempt were invitegarticipate. Participants were
matched with similar, non-depressed teens. Resulisate that depressed females had
significantly lower GPAs than non-depressed femdteaddition, depressed adolescents
were less likely to graduate from higher educatlora similar study, Fletcher (2008)
studied a cohort of middle and high school studetapproximately six years. As
predicted, at baseline, students’ GPA was fourtthie a negative correlation with
depressive symptoms across both genders. At fallmvgender differences were found,

with female depression being negatively correlatet high school graduation and
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college enrollment, suggesting that adolescentedspyn may have greater long-term
effects in females than in males. These two stugliggest that not only does adolescent
depression impact student performance, but it ey @edict future attainment as well.

Perhaps not surprisingly, research has also fthere to be a relationship
between feelings of hopelessness and academicutiifis. In a study examining levels
of hopelessness among preadolescents and adokd€asihani and colleagues (1989)
found that high levels of hopelessness was assgalcigith greater difficulties in school
functioning and performance. The authors ratioealiis finding by suggesting that
students who believe that their own effort hatelithpact on their performance are less
likely to work hard on difficult tasks. In anothstiudy, which examined hopelessness
beliefs and academic variables among a samplebfiZ4and 15 year-old students from
Hong Kong, a relationship between students’ repldeeels of hopelessness and
academic achievement was detected (Au, Watkinsa&i¢] 2010). However, the
researchers found that academic difficulties wiedyt causing the increased levels of
hopelessness. Students who experienced acadeture faere more likely to feel
hopeless, and further disengage from school. Thtluglhesults from this study found
that academic failure increases feelings of hopealess, these findings also suggest that
hopelessness may contribute to academic difficultie

Although it is not well researched, there is reasobelieve that body and
physical appearance dissatisfaction may also lcted with academic difficulties.
First, previous studies have established a relglipnbetween body dissatisfaction and
poor self-esteem (Tiggerman, 2005). Likewise, m®f-esteem has been associated with

academic difficulties (Huebner, Gilman, & Laughlir899). Therefore, it is possible that
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there may be a direct or indirect link between bdgatisfaction and academic
difficulties. Additionally, body image concerns d¢dunterfere with academic
functioning. For example, a student who is preo@igvith looks may have difficulty
concentrating in class or completing schoolworkndaer and Thompson (2008a; 2008b)
examined the relationship between eating and boadge problems and academic
performance in two separate studies. A co-ed saofpteore than 1,500 undergraduate
students filled out a number of self-report questaires measuring their levels of body
dissatisfaction, eating disorders, perfectionisna the degree to which they believed
their eating and body image disturbances interferngd their academic performance. In
the first study, the researchers found that acaclerterference was associated with
lower GPAs (Yanover & Thompson, 2008a). This relaship was especially strong
when the scores of students who reported symptdmating disorders were analyzed
separately. In the second study, Yanover and Thom{008b) examined the
relationship between scores on their academicference measure and subscales from
the Multidimensional Body-Self Relations Question@dMBSRQ; Cash, 2000). A
number of different dimensions of body image wessoaiated with academic
interference, including appearance evaluation aregveeight preoccupation. These
findings suggest that students’ body image concarmaselated to their beliefs that their
eating and body image disturbances are negatingdacting their academic
performance.

Although the results from these two studies do sagthat there might be a
relationship between students’ body dissatisfaciod their academic performance, there

are a number of limitations to these studies. Faslirect relationship between body
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dissatisfaction and academic difficulties was mported. Body dissatisfaction was
correlated with the measure of academic interfexgwtich was correlated with
academic difficulties. However, the authors did regtort a significant relationship
between body dissatisfaction and academic perfocma®econd, a number of items on
the academic interference measure focused on the iwavhich symptoms of eating
disorders interfered with academic performancerdioee, these findings may have
more to do with a relationship between eating disms and academic performance than
body dissatisfaction and academic performancellijnhis study focused on
undergraduate students. It is likely that thersoime overlap with the way that eating
disorders and body dissatisfaction impact undergastudents and the way they
impact middle and high school students. Howevauyraber of the items on the academic
interference measure asked about how often thestunisses class because of eating
and body image concerns. Undergraduate studentsaeelikely to skip class for
personal reasons than middle and high school stsidgnce there is less adult
monitoring in college. Because of these shortcosyitigere is clearly need for more
research that examines the relationship betweeests’ body dissatisfaction and their
academic performance.

It is evident from the overall literature that stats’ mental health problems are
related to academic difficulties in school. Thesel®es have focused on both objective
and subjective measures of academic performangectde measures include students’
GPAs, test scores, and other performance-basedastin In contrast, subjective
measures include student and teacher perceptistaddnt performance in school.

While some studies have found objective measurasademic performance to be
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associated with mental health problems (e.g. Ft@008; Frojd et al., 2008), others
have only found subjective measures to be assdorath performance (e.g. Humensky
et al., 2008). There is a need for more researsiggtematically examine the relationship

between mental health problems and both measum@sademic performance.

Emotional Strengths

Until recently, most discussions of children’s naitealth have focused on the
presence of distress. However, with the expansidheopositive psychology movement,
more researchers have started focusing on merabhhe more global terms by viewing
it not only as the absence of psychological disadaeut also the presence of human
strengths (Seligman & Csikszentmihalyi, 2000). pbsitive psychology movement first
began in 1996 when Martin Seligman served as prasof the American Psychological
Association. Since then, researchers’ interestrengths and virtues has expanded. This
dissertation will focus on three specific strengthge satisfaction, self-efficacy, and
coping skills, as they are hypothesized to be tyjastated to academic outcomes and are

amenable to intervention.

Life Satisfaction
At the core of the positive psychology movemerhesstudy of happiness, or
subjective well-being (SWB). SWB comprises an indiinal’s affective and cognitive
appraisal of how happy he or she is with life aghale. Life satisfaction, which is the
cognitive piece of this judgment, is the more stafanstruct, and is therefore most

frequently used in research to measure qualitifefAccording to Huebner (2004),
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measures of life satisfaction can utilize a muttidhsional or one-dimensional
framework. Measures using a multidimensional framdvevaluate respondents’
reported levels of satisfaction across various dosnaf life that are believed to
contribute to their life satisfaction. With schaaed youth, these areas include family
life, friendships, school experiences, self, amoh environment (Huebner, Suldo, &
Valois, 2003). Examples of self-report measuresioltidimensional life satisfaction
include the Multidimensional Students’ Life Satitfan Scale (MSLSSS; Huebner,
1994) and the Brief Multidimensional Students’ LBatisfaction Scale (BMSLSS;
Seligson, Huebner, & Valois, 2003). In contrasg-alimensional frameworks seek to
identify an individual’s overall rating of his oehlife satisfaction. The Students’ Life
Satisfaction Scale (SLSS; Huebner, 1991a), which tva first life satisfaction scale
developed for children, assesses life satisfa@ga global construct. It asks students to
rate their feelings about their life as a wholéhea than examining specific domains. For
example, students are asked how much they agrbeagieibal statements such as “My
life is going well” and “I have a good life.” Witthis scale, students are able to evaluate
their life satisfaction based on their own critesighout outside influence. Therefore, the
SLSS measures students’ satisfaction with theasliand not specific aspects of their
lives. The SLSS has frequently been used with adel# students to evaluate the
relationship between their life satisfaction aneitlacademic performance (e.g.
Antaramian, Huebner, Hills, & Valois, 2010; Suldo&ebner, 2006; Suldo, Shaffer, &
Riley, 2008).

Research examining life satisfaction in childres faund some evidence that life

satisfaction begins to decrease with age. For elgnmpa study of more than 1,000
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students from the UK, life satisfaction, as measwsng the MSLSS, decreased by 10%
between the ages of 9 and 16 years old (Marks,,Sh#estall, 2004). Additionally, the
percent of students reporting low levels of liftisfaction increased with age, whereas
the percent reporting high levels decreased with hganother study, which focused on
1,274 German students between the ages of 11 apeiat$ old, the older students
reported significantly lower levels of life satisteon than the younger students
(Goldbeck, Schmitz, Besier, Herschbach, & Henr&Q7). Finally, in a sample of 2,502
middle school students from the United States,esttglin &' grade reported slightly
higher levels of life satisfaction on the BMSLS@rstudents in"7and & grade
(Huebner, Suldo, Valois, & Drane, 2006). These ltssuggest that, similar to their
increased rates of mental health problems, adalésoeay experience lower levels of

life satisfaction than children who are younger.

Self-Efficacy

Self-efficacy refers to an individual’s beliefsoait being able to perform certain
behaviors, complete tasks, and reach goals (Bantiavd). High levels of self-efficacy
are associated with effort and persistence, whdosatevels of self-efficacy are
associated with internalizing disorders (Muris, 2D(Belf-efficacy is often divided into
specific domains of competence. The three domaos nelevant to adolescents are
emotional self-efficacy, social self-efficacy, amchdemic self-efficacy (Muris, 2001).
Emotional self-efficacy consists of how well a pardelieves he or she can control
emotions. Social self-efficacy includes how wefilexson believes he or she is able to

develop peer relationships. Finally, academic s#itacy is concerned with how well a
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person believes he or she can succeed academioadystudy examining the relationship
of these three domains with specific mental hgaltdiblems among a sample of
adolescents from Belgium, Muris (2002) found emuaicself-efficacy to be correlated
with generalized anxiety and panic attacks, saa#lefficacy to be correlated with
social phobia, and academic self-efficacy to beetated with depression and school
phobia.

One way to measure self-efficacy is to provide @@e with a scale from 0-100,
ranging from “Cannot do at all” to “Highly certagan do”. Researchers can choose what
behavior or group of behaviors should be consideard respondents are asked to rate
their degree of confidence that they are able topma the behavior provided (Bandura,
2006). Other common ways to measure self-efficaeytt@ough multi-item self-report
guestionnaires. Examples of self-report questioesanclude the Children’s Self-
Efficacy Scale (CSES; Bandura, Barabarnelli, Capré&rPastorelli, 1996) and the Self-
Efficacy Scale for Children (SEQ-C; Muris, 2001).dontrast to other measures that
focus on only one aspect of self-efficacy, streagththese two measures are that they
provide a score on overall levels of self-efficasywell as subscales for each of the
previously discussed domains. The SEQ-C has beshingrevious research with
adolescents to measure correlates of self-effiaacyas an outcome measure for school-
based prevention programs (e.g. Muris, 2002; S&l&haffer, 2007; Tak et al., 2012).
Furthermore, the academic self-efficacy subscale fihe SEQ-C has been used in
previous research as a subjective measure of d8ld@@ademic abilities (e.g. Suldo &

Huebner, 2006).
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One of the most well researched domains of sélfagly is academic self-
efficacy. Studies have found that students’ acadeeli-efficacy tends to decrease
during adolescence (Britner & Pajares, 2006; Captead, 2008; Pajares & Valiante,
1999). As students transition into middle schdmjitlearning environment changes
dramatically (Eccles & Midgley, 1989). Studentsitgtly start moving to different
classes and having many different teachers ratlaer temaining with one teacher for the
entire day. Additionally, the focus on academiccass, as measured by performance on
tests and other evaluations, increases as wekh. r&sult of these environmental changes,
students’ perceptions of their academic capakslitypically begin to decline during
adolescence. In one study, Pajares and Valian89j¥6und that 6 grade students
reported significantly lower levels of writing sedfficacy than the?and & grade
students in the sample. Other studies have foundesiresults (Britner & Pajares, 2006;
Capara et al., 2008). For example, in one longialdstudy that examined students’
levels of self-efficacy for self-regulated learnjrag area very similar to academic self-
efficacy, the researchers found that students*efélfacy decreased from middle school
to high school (Capara et al., 2008). These finslsigggest that students’ beliefs about

their abilities begin to decline as they get older.

Positive Coping Strategies
Although many researchers have defined copingfierdnt ways (Garcia, 2010),
it is used to refer to the cognitive and behavistedtegies that individuals use to help
them manage stress (Lazarus & Folkman, 1984). Soregindividuals employ

maladaptive coping strategies when encounteriegstnl experiences, particularly
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avoidant strategies such as socially withdrawimgtgmding the problem does not exist,
or abusing illicit substances, which can resuhegative consequences. On the other
hand, the use of more positive coping strategied) as seeking social support, problem
solving, and positive cognitive restructuring, bbaen associated with positive outcomes,
including higher levels of self-esteem and loweels of depression (Ayers, 1991,
Sandler, Tein, & West, 1994). Ayers (1991) propoaddur-dimensional model of
coping, which comprises active coping, avoidancgrattion, and social support, in
which active coping, distraction, and social suppoe considered to be more effective
coping strategies than avoidance.

Numerous measures have been developed to capéurgpes of coping strategies
employed by children and adolescents (Garcia, 28d@ne examples of commonly used
measures include the Youth Coping Responses Inne(@®I-Youth; Moos, 1993), the
Adolescent Coping Scale (ACS; Frydenberg & Lew#93), and the Coping Scale for
Children and Youth (CSC-Y; Brodzinsky, Elias, S&igSimon, & Gill, 1992). Some
measures, such as the Children’s Coping Strat€thesklist (CCSC; Ayers, Sandler,
West, & Roosa, 1996), assess youths’ use of differeping strategies in response to
stressors in general, whereas others, such asaWwd Boped Under Pressure Scale
(HICUPS; Ayers et al., 1996), look at how they copth specific stressful events. The
CCSC is a useful measure for a number of reasarss, Because it looks at coping
strategies more broadly, it provides informatioowhow children respond to stress in
general, and not just specific areas of stresr®kthe CCSC is theoretically derived,
based on Ayers’ (1991) four dimensions of copimgaddition to providing information

about children’s use of the four aspects of copingso yields subscales providing more
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detailed information about the specific strategireg children use in each of the four
dimensions.

In contrast to many of the other mental healthdectliscussed here, in which
adolescence poses an increased risk for probldats/ecto previous periods in life,
research has shown that as children get older,libgin to utilize a broader range of
coping strategies. Donaldson, Prinstein, Danovaky, Spirito (2000) examined the
coping strategies among a sample of 9-17 yearalthy Participants were classified into
one of three groups based on their age. The rds=arfound that the early and middle
adolescent participants, or those who were 14 yadrsr younger, used fewer coping
strategies than the older adolescent particip&muscifically, the older adolescents
reported using most of the coping strategies fretiyewhereas many of the younger
participants reported using much fewer. Other meselaas found similar results (e.g.
Compas, Banez, Malcarne,& Worsham, 1991), thoughesstudies have found coping

techniques to be more stable (de Boo & Wichert8920

Gender Differences in Emotional Strengths
Given the increased risk for mental health problémngirls, an examination of
gender differences among these protective facsomorthwhile. Research investigating
the gender differences in levels of life satisfacthas yielded inconsistent findings. In
the Goldbeck study, which used a sample of Gerrhatests between the ages of 11 and
16 years old, girls reported significantly lowevéés of life satisfaction than boys
(Goldbeck et al., 2007). In contrast, results fratimer studies have found both genders to

be equally satisfied with their lives (Dew & Huebn994; Huebner et al., 2006; Marks
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et al., 2004). Although the findings are somewhgateah, a number of studies suggest
that, despite girls’ increased risk for internalgisymptoms, girls and boys tend to report
similar levels of life satisfaction.

Studies examining the gender differences in délfaxy have found some
differences according to gender. In Muris’s (208@idy, girls reported significantly
lower total self-efficacy scores than boys. Buctchimd Magliulo (2003) examined
whether there are gender differences across dorofaswedf-efficacy in a sample of 675
middle and high school students from ltaly. Irstbample, girls reported lower levels of
emotional self-efficacy and higher levels of acaaeself-efficacy than boys. Girls and
boys in this study both reported comparable legEocial self-efficacy. However,
another study found girls to have higher levelsafial self-efficacy than boys
(Coleman, 2003). In order to look at gender diffieess in academic self-efficacy more
closely, a meta-analysis examined the effects ft8ihstudies (Huang, 2013). When
looking across all studies, boys reported slightgher levels of academic self-efficacy
than girls, though the mean effect size was orly Vlhen reported levels of self-efficacy
within specific subject areas were examined, effexts increased. Females reported
higher levels of language arts self-efficacy thaales, while males reported higher levels
in mathematics, computers, and social sciencegiedder differences were detected in
science self-efficacy. Although no gender diffesmimn math self-efficacy were detected
among the younger children, significant gendereddhces emerged among older
students, suggesting that during adolescents, éshagliefs about their mathematical
abilities decline whereas boys’ stay the same arese. Overall, these findings suggest

that adolescent girls may need more support intiigarg and appreciating their
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academic skills than boys, but that the trends dapending on the specific domain
being measured.

Because of girls’ increased risk for mental hepltbblems during adolescence, an
understanding of their use of coping strategiesgential. Research has shown that
males and females cope with stressors in veryrdiftevays. Females are more likely to
seek help from others, whereas males are morg likdind ways to distract themselves,
(de Anda et al., 2006; Sung, Puskar, & Sereikap20lhough adolescent girls are
particularly likely to employ maladaptive copingategies such as rumination (Hampel
& Petermann, 2005), some research has found thretiés are also more likely to
employ adaptive coping strategies than males ¢e.d\nda et al., 2000), while other
studies have found more similar frequencies adfus$vo genders (e.g. Donaldson et

al., 2000).

Emotional Strengths and Academic Performance

Within the past ten years, interest in how the gifdstrengths relate to and can
be applied to the school setting has grown conaldgr In 2003 School Psychology
Quarterlypublished a special issue focusing on how pospsyehology fits into the
school context (Huebner & Gilman, 2003), and in£2B8ychology in the Schoadsd the
same thing (Chafouleas & Bray, 2004). Additionailly2009 theHandbook of Positive
Psychology in School$ilman, Huebner, & Furlong, 2009) was publishEdere has
clearly been a growing interest in how positiveghmtogy constructs and theories

pertain to students in school. In order to bettetasstand the impact of students’ mental
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health status on their academic performancejntortant to examine whether any of
these strengths are related to student achievement.

Studies examining the relationship between lifestadtion and objective
measures of academic performance, such as gradessirscores, have yielded
inconsistent findings (Suldo, Riley, & Shaffer, B)0Some studies have found a positive
relationship between these two factors. For exan@iieng and Furnham (2002) found
that among a sample of adolescent students frordkhetudents’ self-reported levels of
happiness were correlated with their school graldesnother study examining high
school students in the United States, there wasralation between students’ grades and
reports on the SLSS (Suldo, Shaffer, & Riley, 20@her studies, however, have failed
to produce similar results. In a study examining?9"-grade students, Huebner
(1991b) did not find a significant relationship ween students’ self-reported life
satisfaction and their grades on their most rexsuart card.

Subjective perceptions of academic success tehd tnore related to life
satisfaction than objective measures. In one stddgpner and colleagues (1999) found
that students’ life satisfaction was significarnttyrelated with their self-perceived school
competence among a sample of 3t ggade students. In another study, Suldo and
Huebner (2006) compared reports of academic sktfaely between students reporting
extremely high levels of life satisfaction and extely low levels of life satisfaction.
They found that students reporting high life satitibn reported significantly higher
levels of academic self-efficacy than students r@&pg lower levels of life satisfaction.

Despite the inconsistent relationship betweensl#gsfaction and academic achievement,
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these findings indicate that the relationship betwife satisfaction and students’
perceptions and beliefs about their academic padace is relatively stable.

Not surprisingly, students with more self-efficaamg more likely to succeed
academically (Multon et al., 1991). These studantsmore likely to be willing to work
harder and persist longer while doing a task thadents with lower levels of self-
efficacy (Bandura, 1997). A meta-analysis of 3@&s examining the relationship
between self-efficacy and academic performancepansistence found effect sizes of .38
and .36, respectively, suggesting that self-effdaeliefs were related to both areas
(Multon et al., 1991). Student reports of selfedfty for specific subjects have also been
found to be predictive of student success withat Hubject, including science (Britner &
Pajares, 2006), math (Pajares & Miller, 1994), amiting (Pajares & Valiante, 1999).

Finally, there is some evidence that employingai¥e coping strategies is
associated with academic success. For exampleagClsinn, Fogarty, Zeidner, and
Roberts’s (2011) study, there was a statisticagigiScant relationship between middle
school students’ coping techniques and their GRAnlother study, college freshmen’s
use of coping strategies and their cumulative GPéBerard, Spielmans, & Julka, 2012).
Given the negative effect stress can have on adagerformance previously discussed,

the positive impact of coping is not surprising.

A Dual-Factor Model of Mental Health
There is clear evidence that emotional distresiseamotional strengths both
contribute to students’ academic performance. Avgrg body of literature has begun to

explore these two domains in combination. In 2@kenspoon and Saklofskeoposed
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a dual-factor model of mental health. This mod&dgnates levels of psychopathology
with levels of well-being, acknowledging that therg not simply opposite ends of a
continuum, but rather two distinct constructs. &éhors classified students into one of
four mental health statuses based on how theymiessacross both constructs. Using
this same model, Suldo and Shaffer (2008) examitezther group classification was
related to differences in adjustment. Data weréect#dd on 349 middle school students to
identify which of the four groups students belongednd whether the groups differed
along three areas of adjustment — educational famafy, social functioning, and
physical health. Results indicated that approxitgdtelf of the students reporting high
levels of psychopathology also reported averadedio levels of well-being. Although
the groups differed across all three areas of &g, this discussion will focus on the
results related with students’ educational funatignThe two groups reporting high
levels of psychopathology did not differ acrossedional outcomes, regardless of their
reported levels of well-being. These findings swggleat, among students reporting
emotional distress, SWB does not protect against potcomes. In contrast, reports of
well-being differentiated the two groups of studergporting low psychopathology.
Among the symptom-free students, those reportiggdrilevels of well-being (the
complete mental health group) received higher sconea standardized reading test and
better attendance than students reporting loweidesf well-being. The results from this
study demonstrate the importance of focusing oh positive and negative factors of
mental health. Although students reporting mengallth problems are commonly
considered to be at-risk for academic difficultigss study provides evidence that

students reporting low levels of well-being mayodbe at increased risk.
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This study was replicated by Antaramian, HuebH@dls and Valois (2010) with a
sample of 764 middle school students. Similahtodbove study, students who reported
high levels of psychopathology did not differ irhaavement, regardless of their reported
levels of well-being. However, students in the ctatgomental health group received
higher GPAs and reported higher levels of academgagement than the other students
in the sample. Again, these findings highlight ittn@ortance of considering students’
mental health across both domains, as studentsiteepf well-being significantly
contributed to their academic outcomes.

Another study examined whether students’ clasgibo within the dual-factor
model of mental health was predictive of futuredsaic achievement one year later
(Suldo, Thalji, & Ferron, 2011). Three hundred niédsichool students were classified
into one of the four mental health groups. Indicaitaf academic achievement and school
behavior were gathered at the beginning and emigea$tudy to determine if particular
group membership was associated with academicifumict) one year later. Students in
the complete mental health group had higher GPAseaperienced greater stability in
GPA and attendance than students in the other grdlnese findings suggest that mental
health status is not only related to current edanat functioning, but it is also related to
future educational functioning. However, a majonfythe current research has focused
primarily on SWB as the index of positive strengtisglecting other strengths such as

self-efficacy and coping strategies.
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The Treatment of Emotional Distress in Schools

Because of the relationship between emotionalefistand academic
performance, it is essential that schools inves@se issues. While schools do not
frequently provide supports to promote studentgettspment of well-being and other
strengths (e.g. Seligman, Ernst, Gillham, Reiv&lhinkins, 2009), they do serve as a
major mental health service provider to studenfseerncing social, emotional, and
behavioral issues. Schools offer an ideal settngrovide mental health services for a
number of reasons. First, school-based servicesregte many of the common barriers to
treatment (Atkins, Frazier, Adil, & Talbott, 2008ome of the obstacles for parents
associated with traditional outpatient servicesude having to navigate the intake
process, negotiating with insurance companies ydgaservices, and missing work to
bring a child to therapy. In addition to these hlessnany families may fear the stigma
commonly associated with receiving mental healtkises. All of these reasons can
cause families to reject traditional mental hea#thvices. In fact research shows that
approximately 80% of children in need of mentalltieservices do not receive these
services (Kataoka, Zhang, & Wells, 2002). Of tha$® do receive services, a
significant number of families drop out of treathprematurely (Gopalan, Goldstein,
Klingenstein, Sicher, Blake, & McKay, 2010; Millé@putham-Gerow, & Allin, 2008),
with rates being particularly high among urban fasi(McKay, Lynn, & Bannon,
2005).

Many of these barriers are removed when servieepravided within the school
context. Furthermore, school-based services praadiional benefits that are unique to

schools. School personnel often know studentsdifferent capacity than an outside
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mental health worker, giving them additional ingigiio a student’s level of functioning
(Creed, Reisweber, & Beck, 2011). A student’s faamtly with his or her school and its
faculty can also increase the child’s comfort wirdatment.

As a result of federal initiatives introduced ir tBarly 21' century (President’s
New Freedom Commission on Mental Health, 2003; D&partment of Health and
Human Services, 1999b; U.S. Public Health Sen4660), there has been a growing
movement towards the implementation of school-baseatal health services. These
services can be conceptualized using a publiclhnéalitnework. At the lowest tier (tier
one) are universal supports. Tier one supportsimegyovided at theclass- school-, or
even district-wide level. Examples of servicesha tevel include Positive Behavior
Intervention & Support (PBIS; Sugai et al., 2000%chool-wide program that is
designed to improve school discipline practice$dmysing on teaching students
appropriate prosocial behaviors. Another initiaiiw¢he Promotive Alternative Think
Strategies (PATHS; Greenberg, Kusche, Cook, & Quamfi95), which is a class-wide
intervention designed to teach students how to nstaied and regulate their emotions. At
the second level (tier two), students who aresk-ior mental health problems, either due
to elevated levels of symptoms or environmentddiological risk factors, are provided
with services to help reduce their risk of devehgpiurther distress in the future. The
focus of supports at these first two levels is mvpnting problems from occurring,
either by promoting certain foundational skillsimtervening before significant problems
arise. In contrast, tier three mental health suggpzan be thought of as treatment

services. At this level, students are offered motensive interventions, which typically
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consist of one-on-one therapeutic services thatadlered to match students’ unique

strengths and needs.

Academic Benefits of School-Based Mental Healthvises

Although there is a large body of research dematisty the relationship between
students’ mental health problems and their acadpsriormance, only a few studies
have examined whether school-based mental head#ttventions are effective in
promoting academic success. Hoagwood and colled8003) reviewed the literature on
school-based interventions that focused on metaltin and academic outcomes and
concluded that significantly more work is needethis area. Articles were included that
met the following criteria: (1) used a longitudirmalprospective design, (2) used random
assignment or a quasi-experimental design, (3)pubatished between 1990 and 2006,
and (4) evaluated a school-based intervention.résearchers found 64 articles that met
their inclusionary criteria. Of the 64 articlesttti@ey focused on, only 24 examined both
mental health and academic outcomes. Fifteen skthudies found that the intervention
produced positive outcomes in both areas, suggestat school-based mental health
interventions may be effective in providing studewith academic benefits. However,
this study also highlights a large gap in the redean school-based mental health
services.

Another concerning area is the deficiency of stsiti@t examine the relationship
of school-based mental health interventions onese@nts. Given their increased
vulnerability for mental health problems, theraigreat need for research to examine

whether interventions intending to reduce or prédestress can also provide academic
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benefits. Of the 24 studies identified by Hoagwaod colleagues (2007), most of them
focused on elementary school students. Six oftidiess focused on middle school
students and only two focused on high school stisd&tthough some of these studies
did identify improvements in areas related to acaiddéunctioning, such as classroom
and school climate (Gottfredson, Gottfredson, & KH{993), and ratings of school
competency (Klein, 2004), fewer gains were foun@mwmore objective measures of
academic functioning, such as students’ grades @ealyzed. For example, Hains and
Ellmann (1994) examined the effects of a schooktdasevention program designed to
reduce stress in high school students. Althoughgkearchers found significant
reductions in students’ self-reported levels ofiatyx depression, and anger after
completion of the program and at a two-month folapvperiod, they did not find
significant improvements in participants’ GPA ohsol attendance. In another study,
Kiselica and colleagues examined the effects dfess inoculation intervention fof'9
grade school students (Kiselica, Baker, Thomasge&dy, 1994). Students were
randomly assigned to a stress inoculation proghanhfocused on relaxation, cognitive
restructuring, and assertiveness training. Studarttee intervention group reported
significantly greater improvements in trait anxiatyd stress-related symptoms than
students in the control group. However, GPAs ditddikber across the two groups.
Despite the lack of support for academic improveisiéenmany of these studies,
other studies, particularly those focusing on yarrgjudents, have found a relationship
between participation in school-based mental heatdrventions and improved
academic functioning. The results from these stuthdicate that there is some empirical

support for the impact of school-based mental haaterventions on students’ academic
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performance. In fact, 15 of the studies identifiydHoagwood and colleagues (2007)
found improvements in students’ academic functignkiowever, nine of the studies that
examined academic outcomes did not identify andeacac benefits to intervention
participation. A much larger number of studies wnlid examine academic outcomes.
Given the paucity of research in this area andnaistent findings among the few studies
that have examined this area, there is clearlyeatgreed for more research examining
these effects.

In a meta-analysis examining the effects of schli@asled universal interventions
focusing on enhancing students’ social and emotieaaning, Durlak and colleagues
(2011) found that such programs can provide sigaifi benefits to participants.
Specifically, the researchers found that partiegratvas associated with increased levels
of social and emotional skills, including conflretsolution, goal setting, and decision
making, more positive evaluations of themselvesgldevels of emotional distress, and
improved academic performance. With regard to taelemic benefits, the researchers
found that participation in social and emotionarfeng programs was associated with an
11-percentile gain in performance. This researcftrdmutes to the body of literature
examining the academic effects of school-basedverdions focusing on students’

social and emotional health and well-being.

Measurement of Academic Performance
One of the most commonly measured outcomes assdaiath academic
performance are students’ grades. Students’ ga@estended to communicate the
degree of individual student mastery of curricuteaterials (Cizek, 1996). Whereas

elementary school teachers often use more informesthods for grading their students,
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teachers at the secondary level are more likelys®results from in-class activities or
quizzes and exams to determine a student’s grad®kBart, 1994). In a literature
review analyzing 19 studies examining teacherdligiapractices, Brookhart (1994)
concluded that in addition to students’ academicea@ment, their grades may also
reflect other aspects of school performance, inopéffort, improvement, attendance,
and classroom behavior. Similarly, Duckworth, Quiand Tsukayama (2012) found that
students’ level of self-control was better abl@tedict changes in students’ grades than
could their IQ scores. This finding suggests thaepfactors, including students’ ability
to complete assignments and focus in class, irtiaddb their skills go into their grades.
Although grades provide a lot of useful informatedrout how a student is
perceived to be functioning in school, they alseehtiheir limitations when used to track
student progress. Cizek (1996) and Allen (2005)@ttpat because so few teachers are
trained in assessment or grading practices, maché&gs are inappropriately using
subjective ways to assign grades to students thatather valid nor reliable. Therefore,
changes across an academic year may reflect @bttrs than simply changes in
academic performance. Similarly, given the degfeeanance across teachers’ grading
practices (Brookhart, 1994), changes in gradessaatidferent years may reflect
variation across teachers more so than an improveanalecline in academic
performance. Finally, Brookhart (1994) argues thatudent’s grades are often
confounded by his or her level of effort. Grades thierefore not a “pure” measure of
student achievement and should not be treatednasteimg other than what they are.
Another method for measuring students’ performasd® examining their

performance on measures of academic achievementcdmmonly used standardized
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measures of individual academic performance aréghda norm-referenced
achievement tests and criterion-referenced tests a&sithe end of the year state-wide
high stakes tests mandatediby Child Left BehindNorm-referenced tests allow for
direct comparison of a student’s responses acitissetht academic areas with a
normative sample of same-age/same-grade peersfdherscores on norm-referenced
tests reflect a student’s relative standing. Aotereferenced tests, in contrast, measure
whether a student has mastery of a skill or grdugkilis. Scores mark the degree to
which a student has mastered the skill rather sgaving as a comparison to peers.
While scores on norm-referenced and criterion-ezfeed standardized tests can
provide some useful information regarding the degoewhich a student is behaving as is
expected for his or her age or has acquired ceatzdemic skills, they are not optimal
for tracking student progress over time or as altes intervention. Shapiro (2004) cites
a number of weaknesses to both of these assespmentiures. First, there is often poor
curriculum-test overlap between standardized measafracademic achievement and
what students are learning on a daily basis irr tl@ssrooms. As a result, poor
performance on a test may indicate that a studeshbt been taught the content of the
test rather than his or her failure to acquirelskdught in school. Furthermore, because
of the poor curriculum-test overlap, these testsmat sensitive enough to detect small
changes in student performance. In order to covariaty of different skills, test
creators had to be selective in the skills thateasessed in each subtest. Thus, a student
who has made significant academic gains in thesadasn may not show marked
improvements on a standardized test because theydenfew items that reflect the

recently acquired skills. Additionally, a numberstfidies have found students to obtain

49



significantly different scores across different$esuggesting that they have poor content
validity (e.g. Bell, Lentz, & Graden, 1992; GoodS&lvia, 1988; Shriner & Salvia,

1988). Finally, standardized achievement measusesa ideal for monitoring student
progress because most instruments should not egfigdte administered. This is
particularly true for norm-referenced achievementisures, where repeated used poses a
risk to test validity due to potential practiceesfts.

Curriculum-based assessments (CBA) provide amaltiee to these methods of
tracking student progress (see Shapiro, 2004 feviaw). CBA is a more direct
evaluation of academic skills that are taught tments in school. Using grade-level
curricular materials, CBAs are able to assess astatmastery on grade-level content.
They are also sensitive to small levels of improgatand may be administered
repeatedly, making them an ideal tool for monitgratudent progress over time. CBAs
are traditionally used for identification and pregs monitoring in school-wide programs,
such as Response to Intervention (RTI). In this @hcacademic measures are
administered to the entire study body as an acadseneener to identify students at-risk
for academic failure. These students are then geavivith evidence-based academic
interventions that focus on the specific skills wenthey struggle. In order to determine
whether interventions are effective for particidardents, CBAs are used to track student
progress over brief periods of time, usually onegekly basis. Although previous work
has not yet utilized CBA data as an outcome medsuraental health interventions,
their sensitivity in detecting small academic gammer brief periods of time as well as
their relatively brief administration time make mh@articularly suitable for intervention

studies.
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Prevention Programs

School-based prevention interventions offer anriadtéve approach to the
standard mental health service delivery model wietgh already demonstrating high
levels of distress seek treatment. Instead, prexeptrograms provide students with
services before they exhibit these high levelsistfelss. The Institute of Medicine has
classified prevention interventions into threeeliéint categories — universal, selective,
and indicated (Mrazek & Haggerty, 1994). Universavention interventions offer
programs to all members of the general populategardless of risk level. Universal
interventions are synonymous with tier one levélsupport. In schools, this could
include an entire class, school, or district. Undat interventions may also be offered as
an extracurricular activity, but the defining feaus that involvement is not dependent
upon identified risk. In contrast, services atoliger two levels of support (selective and
indicated) identify specific students to particgabelective prevention interventions are
offered only to members of the population who dentified as being at increased risk,
due to biological or environmental vulnerabilityhdse tier two supports are designed to
reduce their risk for developing clinical disorderghe future. Finally, indicated
preventative interventions are offered to individuaxhibiting subclinical symptoms of a
condition or disorder. Because of their elevategle of symptoms, these individuals are
considered to be at increased risk for developiolinécal disorder. Often selective and
indicated prevention interventions are groupedttogreand referred to as targeted
preventative interventions, indicating that theg affered to specific individuals who are
at-risk. Though there is some empirical supparbfmh universal and targeted

prevention programs, meta-analytic reviews sugiesttargeted programs tend to be
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more efficacious than universal programs (HoroWit@arber, 2006; Stice et al., 2009).
This study will examine the effects of a targeteelpntion intervention program
designed for early adolescent girls, a populatitamiified as having elevated risk for
mental health problems.

There are a number of benefits to offering prewenprograms in schools. First,
if students’ mental health problems are addressed fo reaching clinical levels, then
these problems can be more easily resolved. Sebgrfdcusing on areas that are likely
to result in future issues, schools are able tegrethe subsequent academic, social, and
behavioral difficulties that are often associatethunental health problems in school-
aged youth. Finally, by offering services to a &argumber of students, the stigma
associated with receiving mental health servicesdsiced. This is especially true for
universal prevention programs. Research has examsitteool-based prevention
interventions that have focused on a variety afessincluding depression (Horowitz &
Garber, 2006; Stice et al., 2009), anxiety (Figikhard, & Mann, 2011), suicide
(Mazza, 1997), aggression (Wilson, Lipsey, & DerzZ2003), and problem behaviors
(Wilson, Gottfredson, & Najaka, 2001). All have shopromise within this setting, but
have not all examined secondary academic effedtseahterventions for participating

students.

Depression Prevention
Although adolescence marks a period of increaséterability for many mental
health problems, depression is one of the most camsychiatric problems that

adolescents face. Because of this, there is a lardyg of literature supporting the utility
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of school-based depression prevention programshitdren and adolescents. In fact,
Stice and colleagues (2009) identified 32 deprasgrevention programs with research
that has been published. Most of the interventinasided in this review focused on
cognitive-behavioral techniques, behavioral skdiriing, social problem solving, and
psychoeducation. Forty-one percent (n=13) of tipesgrams were found to have
significantly reduced participants’ levels of deggiwe symptoms, while 13% (n=4)
significantly reduced participants’ risk for futuoaset of depression. Gillham and
colleagues (2000) differentiate between these ywed of results, with the former being
more appropriately classified as treatment, andatter as prevention.

Through meta-analytic review, Stice and colleag@899) have identified a
number of specific factors that predict interventeffects. The moderators identified in
this study have been outlined in Table 1. As casd®n, factors related to participants as

well as the intervention itself have been foungredict intervention effects.
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Table 2.1

Moderators Associated with Program Effectiveness

Domain Moderator Impact on Effect Size
Participant Risk status of Larger effect sizes for targeted interventionstretato
features participants  universal interventions

Intervention
features

Participant
gender

Participant
ethnicity

Participant
age
Intervention
duration
Homework

Larger effect sizes for interventions with a high
percentage of females relative to intervention$ it
low percentage of females

Larger effect sizes in studies with a high percgataf
participants from ethnic minority backgrounds nefat
to studies with a high percentage of Caucasian
participants

Larger effect sizes in studies with older adolessen
relative to younger adolescents

Larger effect sizes for interventions that wererto
than those that were longer

Larger effect sizes for interventions thsdigned
homework relative to those that did not

Note.This table is based on the findings from a metdyarsafrom “A Meta-Analytic
Review of Depression Prevention Programs for Céildind Adolescents: Factors That
Predict Magnitude of Intervention Effects,” by Hic8, H. Shaw, C. Bohon, C. N. Matrti
and P. Rohde, 2009¢urnal of Consulting and Clinical Psychology, p7486-503.

For the purposes of this study, (1) risk statugasficipants, (2) participant

gender, (3) intervention duration, and (4) homewankthe most relevant moderators.

First, targeted interventions produce larger efé&nes than universal programs

(Horowitz & Garber, 2006; Stice et al., 2009). Tdnare many possible explanations for

this, including the possibility that students whtigher levels of distress are more

motivated to engage in and benefit from the intetiom. Youth with elevated levels of

depression are also more likely to demonstrateviateion effects because there is

greater room for effects to be measured. Initigylgnptomatic youth are better able to

demonstrate treatment effects or reductions in $gmg as a result of participation than

their non-symptomatic peers who have very littlemato demonstrate improvements.

Additionally, interventions offered to higher righuth are more likely to demonstrate
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prevention effects. Because symptomatic youth tageeater risk for developing
increased symptoms, interventions that target teestents are more likely to exhibit
prevention effects, or a reduction in the expeatetease in symptoms over time
(Gillham et al., 2000).

Second, both studies found gender to moderaterarigon effects. Specifically,
groups that had a larger percentage of females dstnaded greater effects than those
with fewer girls (Horowitz & Garber, 2006; Sticeadt, 2009). This topic will be
discussed in greater detail below, but it is wortking that because girls are at an
increased risk for depression, it is likely thastbontributed to the programs’
effectiveness. Third, Stice and colleagues (2009hd that shorter interventions (less
than 12 hours) produced larger effect sizes thagdointerventions (12 hours or more).
An explanation by the authors for this unexpectedifg was that longer interventions
are more likely to result in greater attrition therorter interventions. Finally, Stice and
colleagues (2009) also found that interventions aisaigned homework produced larger
effect sizes than those that did not assign homewdrese findings suggest that overall,
depression prevention programs are effective ataied and preventing symptoms of

depression.

Cognitive-Behavioral Prevention Programs
A majority of the depression prevention progran@ufoon teaching students
cognitive-behavioral skills to help them identihetlink between their thoughts and
feelings and to develop effective coping stratediesly studies examining the effects of

cognitive-behavioral depression prevention progréonadolescents found inconsistent
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findings. Clarke and colleagues were the firstaed®ers to publish a study examining
these types of interventions (Clarke, Hawkins, Miy;p& Sheeber, 1993). In their initial
article, the authors presented the results fromstudies examining the effects of a
universal depression prevention program that wisexd to §' and 168' grade students
incorporated into their health class. In the fatstdy, students were randomly assigned to
participate in a brief (three 50-minute sessiongrvention that mostly focused on
psychoeducation. Although there were short-termrugntion effects for participants at
post-treatment, effects were not maintained at-vd@k follow-up period. The authors
concluded that a more intensive intervention tbaties on cognitive skill training might
be more beneficial than the brief intervention theg provided.

In their second study, Clarke and colleagues ebegthe length of their
intervention (five 50-minute sessions) and incogbed behavioral components to the
intervention such as guided meditation and focusimgleasant experiences (Clarke et
al., 1993). However, this study also failed todaree significant effects on students’
depressive symptoms.

Shortly after these studies were published, thees@search team examined the
effects of a more comprehensive group cognitiveeatepression prevention program
for 9" and 18' grade students with elevated symptoms of depre¢€itarke et al.,

1995). In this study, students were randomly agsign a 15-session cognitive-
behavioral intervention or a “treatment as usualitool group. Both groups were
followed-up at the end of treatment, and afteragid twelve-months of follow-up. The
researchers found that students participatingenrttervention were half as likely to

have depressive disorder at a 12-month follow-upgehan those in a control group.
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Overall, these findings support the use of a gragnitive-behavioral depression
intervention to prevent the risk of depressiontudents exhibiting depressive symptoms.
The previous studies have examined the effectsgenégroup cognitive-
behavioral depression prevention interventionsifgh school students. As discussed
earlier in this dissertation, youths’ risk for degsion increases drastically during the
course of adolescence (Hankin et al., 1998; Salugh., 2004). Because of this, it is
essential that prevention programs focus on redutia risk of depression before this
increase. During the same period that Clarke asddsearch team were examining
preventative interventions for high school studetws additional research teams began
focusing on programs targeting young adolescents.t®am developed the Penn
Optimism Program (Gillham, Jaycox, Reivich, Seligim& Silver, 1990), which later
was renamed to the Penn Resiliency Program (PRiy.pfogram is discussed in greater
detail below. The other research team developeth@o$-based intervention targetinj 7
grade students at increased risk for mental h@atthlems (Petersen, Leffert, Graham,
Alwin, & Ding, 1997). Students were randomly asgdno the intervention condition or
a control group. Students in the intervention graugpe taught effective coping and
problem-solving strategies through a cognitive-lvéral framework. Results indicated
that the program provided short-term benefits tbigipants. Students in the intervention
group demonstrated increased coping strategieseasréased levels of internalizing and
externalizing behaviors relative to students indbetrol group. The intervention was
also effective in reducing depressive symptoms&éngdirls, but not boys, who
participated in the intervention. However, no effawere detected at follow-up. The

findings from these initial school-based effortptevent depressive symptoms in
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adolescents yielded rather inconsistent findingssite this, however, these researchers
paved the way for others to further investigateutilty of cognitive-behavioral
approaches in the prevention of adolescent depressi

Since these initial studies of cognitive-behavidegpression prevention
programs, a number of other researchers have fetdldhis trend of study (e.g. Merry,
McDowell, Wild, Bir, & Cunliffe, 2004; Stice, Burtg & Bearman, 2007). While many
of the interventions that are reviewed in thesdistihave been found to be effective
(e.g. Gillham, Reivich, Freres et al., 2006; StkRehde, Seeley, & Gau, 2008), others
have been less successful (e.g. Roberts, Kane, SdrgrBishop, & Hart, 2003; Sheffield
et al., 2006). Overall, however, there appearsttalsly strong empirical support for the
use of cognitive-behavioral depression preventmerventions, particularly when

offered to a selective sample of students at irse@aisk.

The Penn Resiliency Program

The Penn Resiliency Program (PRP; Gillham, Reivciaycox, 2008) is a
school-based universal prevention program desigmedomote resiliency and prevent
the onset of depressive symptoms. The programvisle cognitive-behavioral
framework for depression (Beck, 1976; Ellis, 1962Jigman, 1991). In contrast to
Clarke and colleagues’ work, which focuses on lsighool students’ depressive
symptoms (Clarke et al. 1993; 1995), PRP focusgweventing depression in early
adolescence. The PRP curriculum comprises twelvéo9D20-minute sessions that are
split into two units. The first unit focuses ondkang students cognitive skills. Students

are taught to identify the link between their thbtsgand their feelings. They are also
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taught to recognize maladaptive thinking patterastructure pessimistic thoughts, and
develop more positive ways of thinking. The second focuses on problem-solving
skills. In this unit, students learn ways to wdnkaugh interpersonal problems and cope
with strong emotions.

The PRP curriculum is one of the most widely resleed school-based
prevention programs (Gillham, Brunwasser, & Fre2€§8), with over 30 published
articles and unpublished dissertations examinmefiectiveness. Throughout the
program’s history, it has gone by several diffemggmes, including the Penn Optimism
Program and the Penn Prevention Program. Becaese thterventions share many
common features and were all developed by the sasaarch team, this dissertation will
include all of these interventions under the uniaref the Penn Resiliency Program.

In the initial evaluation of PRP, the researchertsfl intervention effects
continuing through a three-year follow-up periodlifam & Reivich, 1999; Gillham,
Reivich, Jaycox, & Seligman, 1995; Jaycox, Reiviéiilham, & Seligman, 1994). This
study targeted at-risk students from two suburlsiwosl districts. All 8" and &' grade
students who provided parental consent were satlegsing a depression scale and a
measure assessing their perceptions of maritalicbr8tudents with the highest scores
on these two measures were invited to participatbe study. Students from both school
districts were asked to fill out a battery of seport questionnaires measuring their
levels of depressive symptoms and their explanaiyg. Parents also completed a
checklist measuring their child’s behavior at hasned teachers reported on students’
classroom behavior. After collecting baseline datagents from one school district were

broken into smaller groups to participate in PRRrasfterschool program. Students
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from the other school district did not participatehe program. All students participating
in the study filled out the questionnaire packetha completion of the program and
every six-months for a three-year follow-up periBdrticipation in the program was
associated with reductions in depressive symptawgedl as preventative effects, such
that students who participated in the program wese likely than students in the control
group to report depressive symptoms two years. |Agkditionally, participants of the
program were half as likely as students in therobigroup to report elevated depressive
symptoms. Intervention effects increased with tdnang the first two years of follow-
up. However, at the three-year follow-up, partitipawas only associated with
improvements in explanatory style, but not depk&ssymptoms.

Since this first study, many additional studiesenaeen conducted evaluating the
effects of the PRP curriculum. Most of these stsithave addressed the weakness of the
initial study by using a randomized-controlled desiWhile most of the research has
focused on students in the United States, its @ff@wess in other countries, including
Australia (Pattison & Lynd-Stevenson, 2001; Qualleyirawiec, Roberts, Kane, &
Ebsworthy, 2001; Roberts, Kane, Bishop, Matthew3h&mson, 2004; Roberts, Kane,
Thomson, Bishop, & Hart, 2003), the Netherlandk(&al., 2012), England (Challen,
Machin, & Gillham, 2013), and China (Yu & Seligm&®02), has also been explored. It
has also been studied in suburban (e.g. Cutulipléhasillham Reivich, & Seligman,
2006; Gillham, Reivich, Freres et al., 2006; Giithat al., 2012) and urban settings
(Cardemil, Reivich, & Seligman, 2002; Cardemil, e, Beevers, Seligman, & James,
2007). Because PRP was developed as a school-pasgdm for early adolescent

students, most studies have focused on the progretffi@ctiveness within the school
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setting (e.g. Gillham et al., 2007; Gillham, Reli€reres et al., 2006; Jaycox et al.,
1994). The program has typically been offered aafearschool program; however, in
select studies it was offered during the school(@&ardemil, Reivich, & Seligman, 2002)
or on weekends (Yu & Seligman, 2002). Some studz® also explored the program’s
utility in other delivery settings, including primycare facilities (Gillham, Hamilton,
Freres, Patton, & Gallop, 2006) and a juvenile mt&t@ center (Miller, 1999; as cited in
Brunwasser, Gillham, & Kim, 2009; Tellier, 1998,@sed in Brunwasser, Gillham, &
Kim, 2009).

Given PRP’s focus on preventing depression, ibtssarprising that the most
commonly measured outcome associated with partioipdas been depressive
symptoms. While Clarke and colleagues (1995) camatzd the prevention of depressive
disorder, most researchers evaluating PRP haveddoon the prevention of depressive
symptoms more specifically. Despite some inconstdtadings, the majority of studies
using randomized control designs have found thgnara to be effective in reducing
levels of depression, particularly in students bitimg elevated levels of symptoms at
baseline (Brunwasser, Gillham, & Kim, 2009; Jayebal., 1994). Additionally, there is
some evidence of the program having a preventaawere, in that it has been shown to
prevent the development of depressive symptomda@sscents’ risk increases (Gillham
et al., 1995; Quayle et al., 2001).

Research has also found participation in PRP tsbeciated with a number of
other positive outcomes. Students who have paatiegin the program have been found
to report lower levels of hopelessness (Cardenal.e2007; Gillham et al., 2012),

negative automatic thoughts (Cardemil et al., 208y anxiety (Gillham, Reivich,
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Freres et al., 2006; Gillham et al., 2012; Robettsl., 2003) than students who did not
participate in the program. Parent and teachentgpalicate that students enrolled in
PRP also have fewer conduct problems (Cutuli, Gha@lillham, Reivich, & Seligman,
2006; Roberts et al., 2003) and behavior problemssteool (Jaycox et al., 1994)
compared to students in the control group. Pagdtayn has also been associated with
increases in a number of protective factors, indgdelf-esteem (Cardemil, Reivich, &
Seligman, 2002), optimistic explanatory style (&aln, Hamilton, et al., 2006; Gillham
et al., 1995; Jaycox et al., 1994; Roberts e2803; Yu & Seligman, 2002), and self-
control (Quayle et al., 2001). These findings iatkcthat in addition to providing relief
from and preventing depressive symptoms, partimpah PRP is also associated with a
number of secondary outcomes.

Some studies have found PRP to be effective inciadudepressive symptoms
when delivered universally to all students intexdsh participating (e.g. Gillham et al.,
2007). However, a greater body of literature hasmred the program’s effects when it
is offered to a targeted sample of students coresid® be at increased risk. For
example, in a number of studies, students wereserkfor depressive symptoms before
study enrollment. In these studies, the studertigoaing elevated levels of depression
were given priority to participate in the studygdasther students were invited if there
were spaces remaining (e.g. Jaycox et al., 1998eRoet al., 2003). Though not
significant, a meta-analysis including 17 studieRRP reported larger effects when the
program was offered to a targeted sample tharutowersal sample of students
(Brunwasser, Gillham, & Kim, 2009). This is consist with results from other meta-

analytic studies that have found targeted depregsievention programs to be more
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effective in reducing depressive symptoms thandlodfered universally (Horowitz &

Garber, 2006; Stice et al., 2009).

Preventative Interventions for Girls

Given the increased rates for mental health problemong girls, it is important
to consider the effectiveness of preventative v#etions among this targeted
population. Furthermore, girls may be less likelyoe referred for mental health services
than boys (Green, Clopton, & Pope, 1996). Ratextdrnalizing behavior problems tend
to be higher in boys whereas internalizing problameshigher in girls (Crick & Zahn-
Waxler, 2003). Because externalized behaviors are whisruptive for parents and
teachers, boys with externalizing problems are nkety to be referred for mental
health services than girls. Therefore, it is esaktitat school-based preventative services
that are effective for adolescent girls be ideatifto address this gap in service delivery.

Some of the depression prevention programs that m@&viously discussed have
examined gender differences in program outcomewieder, for the most part, the
results have been inconclusive across differentissu Some studies have not found any
gender differences (e.g. Cardemil et al., 2007jgeet & Lynd-Stevenson, 2001). Others
have found there to be different effects for gint&l boys. In Petersen and colleagues’
(1997) study described above, which examined tfeetsfof a school-based intervention
for 7" grade students, the researchers came across swprising finding. Although the
female participants benefited from participatiorthe intervention, male participants
appeared to do somewhat worse. In fact, while girthe intervention group reported

decreases in depressive symptoms relative to thdke control group post-intervention,
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boys in the intervention group reported increaBeanother study examining the effects
of a cognitive-behavioral-based prevention progdmsigned for undergraduate students,
gender moderated intervention effects (SeligmahuBtan, DeRubeis, & Hollon, 1999).
Participation in the intervention was associatethwhe prevention of depressive
episodes in females but not males. Finally, metdygin reviews have found stronger
effects for studies with high percentages of fenpalgicipants than those with lower
percentages of females (Horowitz & Garber, 200&:eS#t al., 2009).

The results from these studies suggest thatmidéit get more out of the groups
than do boys. Previous research has found thaverigons that target students at
increased risk have been found to be more effettiae those offered at a universal level
(Stice et al., 2009). Because of girls’ increasekl for mental health problems, and
depression in particular, it is likely that theieased effects observed in these studies are
a result of girls’ responding positively to the grams.

However, not all intervention results have aligmeth this theory. Specifically,
the research on PRP in particular has yielded sistant findings. While one study
found that the program reduced and prevented I@falspression in girls but not boys
(Gillham, Hamilton, et al., 2006), two other stuglieboth unpublished doctoral
dissertations —found the opposite to be true (RbBjV1996, as cited in Gillham et al.,
2008; Shatté, 1997, as cited in Gillham et al.,.800

Given these conflicting results, there is reagoexamine the effects of
participation for girls enrolled in all-girl inteention groups. Additionally, because girls
experience different stressors and challengeshibgs, girls may have different areas

they wish to discuss, which they may feel unconaflolé sharing in a co-ed setting. For
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the most part, research supports the utility cfrventions in a single sex format. For
example, one study examined the effectiveness & WRen implemented in an
Australian private school for girls (Quayle et @001). Participants were randomly
assigned to participate in the intervention or imaat-list control group. Both groups

were followed for six-months post-intervention. Tiegearchers found that girls in the
intervention group reported decreases in depressiviptoms after six months whereas
those in the control group reported increases. tatdilly, participation was associated
with higher levels of self-worth. The results fralms study suggest that the program was
effective when delivered in an all-girls format.

While the results from Quayle and colleagues’ (33Qddy are promising, the
study does not provide information on whether tihgids’ format was superior to a co-
ed format.To fill this gap in the research, Chaplin and cadjees (2006) conducted a
study comparing the effects of a co-ed PRP grona|legirls PRP group, and a control
group. Students were randomly assigned to oneedtttee groups and followed for 12-
months post-intervention. Although students frorthkhotervention groups reported
similar decreases in depressive symptoms, gittisarall-girls group had better
attendance and lower levels of hopelessness thignrgthe co-ed group. The researchers
hypothesized that the all-girls group was assodiatiéh better outcomes because the all-
girls group format made them feel comfortable stgapersonal experiences and the
group helped facilitate stronger group cohesion.

While there is evidence that prevention programay be particularly beneficial to
girls when offered in a single sex format, therknsted research examining specific

programs developed for girls. LeCroy (2004) examitiee effects of a gender targeted
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developmentally based prevention program for adelatsgirls. Seventh grade girls were
randomly assigned to one of two conditions — the@awls prevention program or a
control group. The Go Grrrls program is a broaceddatervention designed to promote
healthy development. It focuses on various tasksh ss helping girls develop a
competent gender role identity, establish a paseif-image, build positive peer
relationships, and utilize effective coping stragsgRelative to girls in the control group,
girls who participated in the program reported tgeancreases in body image,
assertiveness, attractiveness, self-efficacy,|s@iig and competence.

In another study, a research team evaluated teetigeness of the Girls’ Circle,
an intervention based upon relational-cultural th€8teese et al., 2006). The relational-
cultural theory views social connections as a etdxcus of girls’ psychological well-
being (Miller, 1991). The program aims to promasiliency by helping increase
protective factors in girls by focusing on topicgls as friendships, self-image, body-
image, relationships, assertiveness, and self-téi&.researchers found participation to
be associated with increases in body image, perdeducial support, and self-efficacy at
the end of the ten-week program. Participants dideport significant increases in self-
esteem or locus of control. Overall, these findisgggest that the Girls’ Circle may be
an effective program. However, there are methodoébdaws in this study that need to
be addressed. First, the researchers did not ie@dumbntrol group as a means of
comparison. It is therefore possible that the iases in the areas measured may have
resulted naturally through the passage of timeratds a result of group participation.

Furthermore, while the data suggest that parti¢gdgmotective factors improved after
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participating in the Girls’ Circle program, aredestress were not measured. It is
unknown whether the program also had other pretieatautcomes.

The results from these studies suggest that preveptograms focusing on girls’
well-being can be useful in promoting positive ames. However, only one of the
programs was school-based and none of them utiizemjnitive-behavioral framework
or focused on specific mental health concerns. évident from these studies that much
more research in this area is needed. Currentlyésearch teams are working on
adapting cognitive-behavioral prevention programld more appropriate for an all-girls
format. Wolfe, Dozois, Fisman, and DePace (200®)iphed an article discussing the
adaptations they made to the Resourceful Adoleseegram (RAP; Shochet et al.,
2001) to make it better accessible to female ppéids. Specifically, they place greater
emphasis on issues related to friendships, romamcesexual pressures. Gillham and
colleagues are currently evaluating the effectigerad a modified version of the Penn
Resiliency Program that has been adapted for addiescent girls (Gillham, Chaplin,
Reivich, & Hamilton, 2008). The Girls in TransitigeT; Gillham, Reivich, Darlow,
Stoner, & Chaplin, 2006) program follows the sawrenat as PRP, with the addition of
topics that are more relevant for girls, such asimation, body image concerns, media
messages, and identifying positive female role risod#ese findings, in combination
with the positive results obtained from studie$izitig a selective approach, suggest that
depression prevention groups targeting early adetegyirls may be especially
beneficial. However, a considerable amount of werdtill needed in this area to
determine whether cognitive-behavioral preventiomgpams are effective in improving

the mental health of adolescent girls.

67



Current Study

The current study has two aims. First, it seekexialore the relationship between
three areas of functioning — emotional distresxtemnal strengths, and academic
performance — in a normative sample of early adelesgirls. Using a global mental
health framework, students’ reported levels of eomatl distress (anxiety, depression,
hopelessness, and body image concerns) and thels lef emotional strengths (life
satisfaction, self-efficacy, and adaptive copingtstgies) were examined to determine
whether any of these factors, alone or in combamativere correlated with measures of
academic functioning. Objective and subjective messof academic performance were
included as dependent variables. Curriculum-bassdssments of reading
comprehension and math computation were used aesdf students’ objective
academic performance, while students’ reports @f flevels of academic self-efficacy
and effectiveness were used as a subjective measacademic functioning. It was
hypothesized that emotional distress (anxiety, ekpon, hopelessness, and body image
concerns) would be negatively correlated with messof academic performance and
beliefs, whereas emotional strengths (life satigdac self-efficacy, and adaptive coping
strategies) would be positively correlated.

The second goal of this study is to report preteny findings from the Girls in
Transition (GT) program, an adapted version of IBpression prevention program
designed for early adolescent girls. Although seesearch has begun to explore the
utility of gender-specific prevention programs,ublished studies have focused
specifically on the prevention of depression thitoaggnitive-behavioral techniques

among a normative sample of early adolescent @silgen the efficacious results from
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studies examining PRP, it is hypothesized thas guho participate in the GT program
will report lower levels of emotional distress (&ty, depression, hopelessness, and
body image concerns) and higher levels of emotistiahgths (life satisfaction, self-
efficacy, and adaptive coping strategies) thanesttgifrom a wait-list control group.
Finally, this study will examine whether there adglitional academic benefits for girls
who participate in the GT program. Although reskdras focused on the link between
students’ mental health and academic performarstuties have examined the
academic correlates of this universal depressiemgmtion program. It is hypothesized
that students who participate in the program wveidire higher on objective and subjective

measures of academic performance than studentslovhot participate in the program.
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CHAPTER 3

METHODS

Participants

Participants in this study were 48 @nd & grade girls from two separate middle
schools located in and near a large city locataderEast Coast. The participants were
recruited from the two schools during the 2011-284@ 2012-2013 academic years. The
first school was a small private school locatednrurban neighborhood. Approximately
72% of the students enrolled in this school aredd@sxan. A majority of students from
this school come from affluent families who areeatdl afford the nearly $27,000 annual
tuition. The second school was a medium-sized @avupublic school located just
outside of the city. Approximately 45% of the statteenrolled in this school are African
American and 43% are Caucasian. The families fioerstudents who attend this school
are more economically diverse than the familiemftbe other school. While some
students also come from very affluent backgrountters come from more
impoverished backgrounds. As depicted in Table B19f the students from this sample
attended the first school, whereas the remainingt@dents attended the second school.

The second research question examined the etfeatschool-based intervention.
Although all student participants were invited artcipate in the intervention, three
students were not included in these analyses. Tudests at the first school chose to
discontinue their participation because of schedutionflicts. At the second school, one
student was not randomized because her parentschnd! staff requested that she

receive the intervention immediately. Therefore, dega were also not included in the
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analyses for Question 2. The remaining studeritetit schools were randomly assigned
to one of two groups. Students in the first groeqeived the intervention immediately.
Students in the other group served as the waitdistrol group, and were offered to
participate in the intervention at the end of thelg. Table 3.1 outlines the number of

students in each group at the two schools.

Table 3.1

Demographic Information of Participants

School # of Students  Grade (n)  Assignment (n)

School 1: Small 16 7™ (3) GT1 (6)

private school 8" (13) GT2 (8)

School 2: Medium- 24 7" (13) GT1 (11)

sized suburban public 8™ (11) GT 2 (12)

school

Measures

Students’ levels of emotional distress and stiegis well as their academic
performance and beliefs were assessed using dyafidifferent measures. Table 3.2
outlines the measures that were included in thidysand what domain they were

measuring.
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Table 3.2
Assessment Measures

Domain Measure

Emotional distress

Anxiety Revised Children's Manifest Scale (RCMAS)
Depression Children's Depression Inventory (CDI)

Negative mood
Interpersonal problems

Ineffectiveness

Anhedonia

Negative self-esteem
Hopelessness Hopelessness Scale for Children (HSC)
Body dissatisfaction Reverse scoring of the phyg\pgearance scale

of the Self-Perception Profile for Children (SPPC)
Emotional strengths
Life satisfaction Student Life Satisfaction Sur{&.SS)
Self-efficacy Self-Efficacy Questionnaire for Children (SEQ-C)
Social self-efficacy
Emotional self-efficacy
Academic self-efficacy
Coping strategies Children's Coping Strategies Checklist (CCSC)
Active coping strategies
Problem-focused
coping
Positive cognitive
restructuring
Distraction coping

strategies

Non-avoidant coping

strategies

Support seeking

strategies
Academic performance
Math computation Math curriculum-based assessn@BA]
Reading comprehension Multiple-Choice Reading Camgnsion (MCRC)
Academic self-efficacy Academic Self-Efficacy sudlecof the Self-

Efficacy Scale for Children (SEQ-C)

Effectiveness Reverse scoring of the ineffectiversescale of

the Children’s Depression Inventory (CDI)

Revised Children’s Manifest Scale (RCMA3)e RCMAS (Reynolds &

Richmond, 1978) is a 37-item, self-report measesghed to assess levels of anxious
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symptoms in school-aged children. It is a modifiedsion of the original Children’s
Manifest Anxiety Scale (CMASCastaneda, McCandless, & Palermo, 1956) and was
designed to address some of the psychometric simoirigs of the original form. The
measure includes a number of statements regartiltyen and adolescents’
physiological manifestations of anxiety, their lesEworry and oversensitivity, and their
concentration and fear (Reynolds & Richmond, 19F8).each item, participants are
asked to determine whether the statement is truaéon or not. Twenty-eight of the
items comprise the total anxiety score, while gr@aining nine items are used to
determine the validity of the students’ responSe®res range from zero to 28, with high
scores indicating high levels of anxiety. Althoubke RCMAS also yields subscales, this
study will only be looking at students’ total antyiscores. The RCMAS has been found
to have a positive correlation with other measofeanxiety (Lee, Piersel, Friedlander, &
Collamer, 1988; Reynolds, 1980). Correlations betwthe RCMAS and another widely
used measure of anxiety, the A-trait scale of thAl§ (Spielberger, 1973), have ranged
from .51 to .85 (Crowley & Emerson, 1996; Reynolt882). The RCMAS has also been
found to be able to distinguish youth with anxidiyorders from those who do not have
anxiety disorders (Seligman, Ollendick, LangleyB&ldacci, 2004). Test-retest
reliability of the RCMAS indicates that it is afigi stable measure of anxiety, with
children’s scores having a 0.68 correlation witkitloriginal scores nine months later
(Reynolds, 1981). Finally, the RCMAS has been fotmbde able to detect treatment
effects over time (Seligman et al., 2004).

Children’s Depression Inventory (CDIJhe CDI (Kovacs, 1992) is a 27-item,

self-report measure designed to assess levelpoésiaon in children between the ages
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of 6 and 17. Each item measures a specific sympfashepression. In each item, there
are three related statements that vary in sevétdsticipants are asked to choose which
of the three statements best describes how theg fleltvin the past two weeks. The least
extreme statements are given scores of zero, Wiglenost extreme statements are
scored as two. Scores usually range from zero tinShis study, however, a maximum
score is 52, because item #9, which enquires ahocidal thoughts, was omitted. The
CDl yields five subscales: Negative Mood, Interpeed Problems, Ineffectiveness,
Anhedonia, and Negative Self-Esteem. This studigddat students’ scores on each of
these subscales as well as their overall scorethdfmore, the ineffectiveness subscale,
which reflects youths’ negative evaluation of tredilities and school performance, was
also included in this study as an academic varigbihddren and adolescents’ scores on
the CDI have been found to be positively correlatgt other measures of depression,
with coefficients ranging from 0.46 to 0.74 (Crowl& Emerson, 1996; Saylor, Finch,
Spirito, & Bennett, 1984). The CDI has been founth¢ a reliable measure of depressive
symptoms in a normative sample of students, witffament alphas ranging from .74 to
.89 (Smucker, Craighead, Craighead, & Green, 1986).

Hopelessness Scale for Children (HST)e HSC (Kazdin, Rodgers, & Colbus,
1986) is a 17-item, self-report measure of chilréeelings of hopelessness.
Respondents are asked to determine whether spstaEfements are true or untrue of
them. Approximately half of the items are wordedlsat endorsing the statement reflects
greater levels of hopelessness, while the othéranalreverse scored. Scores range from
zero to 17. High scores on the HSC reflect grdatezis of hopelessness and negative

expectations towards the future. The HSC has bmamdfto have high internal reliability,
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with an alpha coefficient of .97, and adequate ftietsst reliability after six weeks, with a
correlation of .52 between scores (Kazdin et &86). Hopelessness scores on the HSC
have been found to be moderately correlated withescon depression inventories
(Kazdin et al.,1986; Spirito, Williams, Stark, & Hal1988). Finally, the HSC has been
found to be able to identify suicidal adolescentsf a normative sample of adolescents
(Spirito et al., 1988).

Self-Perception Profile for Children (SPPQhe SPPC (Harter, 1985) is a self-
report questionnaire that evaluates different aspafcself-esteem in children age eight
years and older. The full scale includes 36 itdBah item has two opposing statements.
The child is asked to choose which of the two states best reflects them and indicate
whether it issomewhat truer very true.Each item is rated on a four-point scale, with a
higher score reflecting a higher level of perceigethpetence. In addition to providing a
global measure of self-worth, the SPPC measureests’ concepts across five domains:
Scholastic Competence, Social Acceptance, Ath@impetence, Physical Appearance,
and Behavioral Conduct. These five domains hava besfirmed through factor
analysis by many researchers (e.g. Boivin, Vit&r&@agnon, 1992; Muris, Meesters, &
Fijen, 2003). In this study, only the Physical Apmeace domain, which has six items
related to students’ perceptions about their playsippearance, was administered.
Because scores on this subscale reflect leveltisfaetion within this domain, scores on
this subscale were reverse scored in order toctefidividuals’ level of dissatisfaction
with their physical appearance. In contrast toatier measures of emotional distress
used in the current study, low scores on this Soalieate higher body dissatisfaction.

Internal reliability scores for this scale rangesti .79 to .86 (Muris et al., 2003;
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Schumann et al., 2010; Van den Bergh & Marcoen9199n a comparison of students’
self-reports on the Physical Appearance scaleeoS#PC with teacher reports of
students’ behavior in this domain on a teacherioersf the scale, a correlation of .15
was found in a coed sample and .20 correlationfaasd in a female sample (Van den
Bergh & Marcoen, 1999). Though significant, theretation between scores on these
two measures was not particularly high. This mage to the fact that students’
perceptions of their physical appearance may beuwlif for teachers to observe.

Student Life Satisfaction Scale (SLIBe SLSS (Huebner, 1991a) is a brief self-
report scale that measures global life satisfadgharhildren as young as eight years old.
It was the first scale developed to measure lifesfsation or well-being in children. The
scale contains seven statements about one’s lifiejvare rated on a 6-point Likert scale
(ranging from 1 =strongly disagred¢o 6 =strongly agreg¢ Scores are calculated first by
reverse scoring the two negatively worded statesyamd then taking the mean score
across all seven individual items. High scoresaati higher levels of life satisfaction.
The SLSS has been found to have high internal stargiy, with alpha coefficients
ranging from .82 to .89 (Antaramian et al., 201Q@gHner, 1991a; Suldo & Shaffer,
2008). Its test-retest reliability across two weeles .74 (Huebner, 1991a). The validity
of the SLSS has also been explored. Scores onLiB8 &re negatively correlated with
the anxiety subscale of the revised Piers-Harrs®acept scale (Piers, 1984) and
positively correlated other measures of happineddige satisfaction (Huebner, 1991a).
Students’ ratings of their global life satisfactiom the SLSS have also been found to be

related but independent from other affective vdesalfHuebner, 1991b).
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Self-Efficacy Questionnaire for Children (SEQ-The SEQ-C (Muris, 2001)
comprises 24 questions that measure children’sfsedbout their ability to reach goals.
Items are rated on a 5-point Likert scale (randgiogh 1 =not at allto 5 =very wel).

The SEQ-C yields an overall self-efficacy scorevall as three subscales that represent
three domains of self-efficacy: ($pcial self-efficacywhich has to do with one’s beliefs
regarding competence in building and maintainingadaelationships; (2¢motional
self-efficacy which has to do with one’s beliefs regarding cetepce in coping with and
regulating emotions; and (atademic self-efficagyvhich has to do with one’s beliefs
regarding competence in academic areas. Thesedhibseales have been confirmed by
factor analysis procedures (Muris, 2001; Muris 20®2do & Shaffer, 2007).
Participants’ overall self-efficacy score as walltheir subscale scores were used in this
study. The SEQ-C has been found to have satisfatttarnal consistency, with a
coefficient alpha of .88 for total self-efficacydar85 to .88 for subscale scores (Muris,
2001). The subscales from this measure have beaad fio be negatively correlated with
internalizing symptoms and externalizing symptowi#h) coefficients ranging from -.24
to -.44, and positively correlated with life satisfion, with coefficients ranging from .35
to .46 (Suldo & Shaffer, 2007). In their study, &ubnd Shaffer (2007) made several
modifications to the language of the items in tE€SC to make things more consistent
with English colloquial speech, as the originallsegas developed for youth in the
Netherlands. The same modifications were usedisnstiidy as well.

Children’s Coping Strategies Checklist (CCST)e CCSC (Ayers et al., 1996)
contains 52 items that measure how 9 — 13 yeattoldren cope with problems. Each

item refers to different types of coping strategkarticipants are asked to rate the
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frequency in which they use that strategy duristressful situation using a 4-point
Likert scale (ranging from 1 meverto 4 =most of the time with higher scores

indicating greater use of coping strategies. Th@rapstrategies provided in the scale fall
within four major domains: Active Coping, Distramti, Avoidance, and Support-Seeking
Strategies. Each domain also yields several sutschlracterized by specific coping
strategies used. Active coping, distraction, angpsut-seeking strategies represent
positive coping strategies whereas avoidance reptes maladaptive strategy. In this
study, students’ scores on the four domains ofrp@s well as their scores on the two
subscales from the Active Coping Strategies doniioblem Focused Coping and
Positive Cognitive Restructuring, were used. Beeawdidance is considered to be a
maladaptive form of coping, in the current studgres on the Avoidance coping
subscale were reverse scored to reflect a posrate which was labeled as “non-
avoidant coping”. Alpha coefficients of the intercansistency of different subscales
range from .73 to .89 (Ayers et al., 1996). The CQCfas also been found to have
adequate construct validity, as demonstrated it math its hypothesized model of
coping strategies (Ayers et al., 1996).

Math curriculum-based assessments (CBE8As are brief measures of specific
academic areas that assess students using gradedetent. They were used in this
study to measure academic performance becauseiogénsitivity to small academic
gains and their ease to administer in group settiige math computation assessments
used in this study were assessments that wereablaitom the easyCBM® website.
These measures contain 16 multiple-choice math atatipn problems that students

completed independently. Students were permittetséoscrap paper to solve the
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problems, but could not use a calculator. Theyivedeone point for each correct

answer. In this study, students were administerath momputation passages at the
appropriate level for their grade-level at baselifteey were administered alternative
passages of that same grade-level across all dssssment periods, even after they had
transitioned to the next grade. This was doneviorreasons. First, in order to make a
direct comparison of student progress over timao#t schools, where the schedules
varied slightly, it was important to use equivaleatsions of the original measure.
Second, because these measures only go Ubgmaéle, in order to includé"grade
students in the study, it was necessary to admmastsessments from the grade that
students started the study. The content of thesesunes are closely aligned to Common
Core State Standards in Oregon, which is the statdich they were developed
(Anderson, Irvin, Alonzo, & Tindal, 2012). Th&grade measures assessed students’
numbers and operations skills, tHégtade measures assessed their number and
operations, algebra and geometry skills, and thgr&de measures assessed their algebra
skills.

Multiple Choice Reading Comprehension (MCRE)e MCRC measures
retrieved from easyCBM®'’s website consisted of 0,8®rd narrative fictional stories.
Each reading passage is followed by 20 multiplaaghoomprehension questions that
contain three possible choices — one correct respame near-distractor, and one far-
distractor. Comprehension questions are designadsess students’ literal, inferential,
and evaluative comprehension. Students were irtsttuo read the passage and answer
the questions independently. They received onet paireach correct response. MCRCS

passages are available for middle school stud8tuglents were administered MCRC
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passages at the appropriate level for their gradelat baseline. Again, students were
administered alternative passages of that same-deadl across all three assessment
periods, even after they had transitioned to the geade. MCRC reading passages from
easyCBM® have acceptable levels of reliability,uglb the alternate forms are less
correlated than desired (Alonzo & Tindal, 2009jinAlonzo, Lai, Park, & Tindal,

2012). Additionally, the MCRC forms developed bgyaBM® have been found to

predict reading scores on end of the year state {dsderson, Alonzo, & Tindal, 2011).

Design and Procedures

Parents and students were given information abstreagths and resilience
program for girls that would be offered at theiudhters’ school. Participants were
recruited in the fall of 2011 and 2012. Familiesowtere interested were provided with a
recruitment flyer and two copies of a parent cohs@n student assent form. Only
students who returned signed parental consenttaddrg assent forms were permitted to
enroll in the study. All students with permissioer® administered a questionnaire
packet, which they filled out across two or thresessment times to reduce the amount
of work in one session. Students were asked to worthe questionnaire packets
individually and to try their hardest to answerlegaestion truthfully. They were also
reminded that their participation was voluntaryd &rthey did not feel comfortable
responding to any questions, they did not havAlthough students were not permitted
to use calculators on the math assessments, fhrsation was not made clear to at least

two of the students at the second school, who wieserved using a calculator.
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After baseline data were collected and scored estisdvere randomly assigned to
one of two groups — GT1, which participated in @iE curriculum immediately, and
GT2, which was scheduled to participate in the @ificulum after a six-month follow-
up period. Groups were stratified by grade andlives€DI scores so that the two groups
were similar in terms of participant age and degiorslevels. Five 7 grade students and
13 8" grade students were randomized into the intereergioup, and nine™7grade
students and 11"8grade students were randomized into the waittstrol group.
Students in the GT1 group received the interveraiotheir school. At School 1,
participants received the intervention during dtbaiactivity period during the students’
lunch time, whereas students in the two groupsho@ 2 received the intervention
afterschool.

Sessions met on a weekly basis for approximately to ten sessions, depending
on the school’s schedule. The group at School Ifonef0 sessions whereas one of the
groups at School 2 only met for four sessions duedelayed intervention start and
scheduling constraints. Because the groups weeeeaffduring the school day at School
1, sessions lasted for only 50 minutes. At Schoelf#re the program was offered as an
afterschool activity, sessions were closer to 80utas in length. Groups were co-led by
two doctoral students at School 1, and a team evithdoctoral-level psychologist and
two undergraduate or post-baccalaureate studeftshatol 2. Group leaders received
regular supervision from a licensed psychologist.

All participants were told that their participatiaras voluntary and they were free
to drop out of the program at any point. At the ehthe program, all students who were

enrolled in the study were invited to fill out ahet questionnaire packet. Most of the
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measures were the same; however students wereiathred alternate, equivalent forms
of the math and reading measures to reduce praffeets. Students were asked to fill
out a third questionnaire packet after a six-mdollow-up period to measure long-term
effects of the program. However, due to scheduifficulties at School 2, many
students were administered questionnaire packetstbg phone at post-intervention and
six-month follow-up. Because of this, many of thegelents did not complete the
achievement measures. The second group at Schead 2nable to complete the
guestionnaires for the six-month follow-up perictause of mold issues at their school.
After students had completed all three questioenaackets, students assigned to GT2
were invited to participate in the program. At Schb, because most of the students
were in the high school at that point and theiesithes changed dramatically, the GT2
group did not participate in the program as theas not a time in which most students

were available.

Intervention

The Girls in Transition (GT; Gillham et al., 200&pgram is a newly developed
school-based group intervention designed for esdtylescent girls. The curriculum is
split into four units: thinking skills, problem-sahg and coping skills, challenging media
messages, and identification of strengths and gohks GT program is similar to the
Penn Resiliency Program (PRP), with a few modiftceg to make it more appropriate
for an all-girls format. Like PRP, GT uses a cogeibehavioral approach to teaching
students the relationship between their thoughtsf@glings. Students are taught to

recognize their maladaptive thinking patterns andstablish more adaptive ways of
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thinking by de-catastrophizing and restructuringjitthought. The intervention utilizes a
variety of different modalities to teach theselskib students, including acting out skits
and role plays, participating in interactive ganrefiecting on media clips, filling out
worksheets, and discussing topics as a group @ains. As with many cognitive-
behavioral interventions, students are encouragedectice the skills they learn during
the sessions at home in the form of weekly homewasgignments. The GT program
differs from PRP in order to address some of thelgespecific vulnerabilities that
adolescent girls face. In addition to the cognHdehavioral skills that are taught in PRP,
the GT curriculum also focuses on specific topie Bire particularly relevant to girls,

such as rumination, perfectionism, media messagekidentifying positive role models.

Data Analyses
Question 1: What is the relationship between reported leveEnaotional distress
(anxiety, depression, hopelessness, and body is@yg=erns), emotional strengths (life
satisfaction, self-efficacy, and coping strategiasy subjective and objective measures
of academic achievement among a normative samptedufle school girls?

In order to answer Question 1, several differeatiyses were conducted. First, a
correlation matrix of bi-variate Pearson correlasiavere computed using the baseline
data from all 40 of the students who were enraltethe study to determine the
relationship between all variables. Second, a pleltiegression was run to determine
what variables are most correlated with studergggpmance on math and reading tests.
For this analysis, all study variables were enta®dtdependent variables and students’

math and reading scores were entered as the degertmbles. A hierarchical multiple
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regression was also conducteddentify whether students’ reported levels ofogional
strengths helped predict their academic achieveatsmte and beyond what their reports
about their emotional distress might offeower analyses indicate that a sample larger
than 40 students is necessary in order to detgaifisance at the .05 level. However, due
to unavoidable circumstances, including low papait enrollment and a school district
neglecting to provide approval to the study, adaigpmple was not possible.

In order to determine whether specific groupstofients within this sample
reported different symptom patterns, students wkassified into various groups and t-
tests were conducted comparing these studentg t@thaining students from the
sample. First, students who reported high leveln@ftal health symptoms were
classified into groups. Using cut-off scores olddithrough previous research, students
reporting a score of 19 or higher on the RCMAS wxassified into the elevated anxiety
group (Montgomery & Finch, 1974; Reynolds & Richrdpa978), students reporting a
score of 16 or higher on the CDI were classifidd the elevated depression group
(Timbremont, Braet, & Dreessen, 2004), and studestsrting a score of seven or higher
on the HSC were classified into the elevated hgsaless group (Kazdin et al., 1986).
With each group, the scores on the four academasuares of the students with elevated
scores were compared to the scores of their loeairgy counterparts. Body
dissatisfaction was not included in this analySist-off scores denoting clinically
relevant levels of body dissatisfaction on the SBP&e have not been established, since
the aim of this scale is to identify areas whediduals report feelings of self-worth.

Although the Physical Appearance subscale is besegl in this study as an inverse
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index of dissatisfaction, the subscale in fact meassatisfaction. Therefore, it was not
appropriate to include for this particular analysis

Students were also classified into groups basdtie@inperformance on the math
and reading tests administered. Using the fall gflaglel norms presented on the
easyCBM.org website, students who scored withir78lepercentile or higher were
labeled as “high” scorers, students who scoretiér2l’ percentile or lower were labeled
as “low” scorers, and students in between weredédalbas “medium” scorers for both
academic subjects. A one-way ANOVA was conductedparing mean scores on each
of the psychological variables between the threeigs.

Finally, in order to determine if results were astent at both schools, the data
were split and Pearson and Spearman correlatioressnwe at each school separately.
Psychological variables were entered as the indbp#rvariables, and the four academic
outcomes (academic self-efficacy, ineffectivenesath performance, and reading
performance) were entered as dependent variabhesDare tests were also run to
determine whether high and low academic performerg more likely to attend one

school over another.

Question 2: Did students who participated in a depression prigee intervention
demonstrate any changes in their reported levetgienal distress, emotional strengths,
or academic achievement relative to students meiving intervention?

In order to answer Question 2, Friedman tests wemguted for both groups to
identify whether scores on any of the study vaaaldhanged over the three assessment

points. Assessment period was entered as the indepevariable and all of the study
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variables (e.g. anxiety, depression, life satisé@ctmath performance) were entered as
the dependent variables. Although a repeated mea8lANOVA would have been the
preferred statistical analysis for this researabstjon, the decreasing sample size across
the three periods did not allow for such a complealysis. Paired samples t-tests were
also conducted examining differences between bathps from baseline to post-
intervention and baseline to the six-month folloprperiod.

In order to evaluate whether there were group iffees between the two groups
at each of the assessment periods, Mann-Whlthists and one-way ANOVAs were
run. Additionally, one-way ANOVAs were computed axaing whether the two groups
differed in the degree to which their reported Is\an each of the study variables
changed at both of the follow-up periods. AlthoagMANOVA would have been a
more appropriate test for this analysis, againtduanall sample sizes, ANOVAs were
deemed more appropriate.

Finally, in order to evaluate whether there wersatye effects, the paired samples
t-tests and the on-way ANOVAs were also condudtetiwith results from each of the
three cohorts split. Cohort 1 consisted of all gtpdrticipants at School 1 who continued
with the study (n = 6 in the intervention groups 8 in the wait-list control group).
Students in the intervention group met for appratety ten 50-minute long weekly
sessions. At School 2, there were two separatertohecause the intervention was
offered over two consecutive years. Students whe wandomized into the study the
first year were labeled as Cohort 2 (n = 7 in titervention group; n = 8 in the wait-list
control group), which met for only four 80-minuteng weekly sessions, and students

who were randomized in the second year were latsdea@iohort 3 (n = 4 in the
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intervention group; n = 4 in the wait-list contgybup), which met for nine or ten 80-

minute long weekly sessions.
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CHAPTER 4

RESULTS

Research Question 1

Before answering the first research question, whilted about the relationship
between students’ self-reported mental status lagid academic performance and
beliefs, the relationship between the psychologrealables was examined to assess the
validity of the measures among this particular pafon of students. Table 4.1 presents
the Pearson correlation coefficients for the retaghip between students’ reported levels
of emotional distress and strength. As predicteere were strong positive correlations
between measures assessing similar psychologtak$avhereas there were negative
correlations between measures assessing diffesgohplogical factors. For example,
students’ reported levels of depression and anxvetg positively correlated with one
another, whereas their levels of depression aadétisfaction were negatively

correlated.
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Table 4.1.

Pearson Correlations for All Psychological Variable

Psychosocial factor 1 2 2a 2b 2c 2d 2e 3 4
1. Anxiety
2. Depression 679
2a. Negative mood .653** .793**
2b. Interpersonal problems 377* .626** A25%*
2c. Ineffectiveness .347* .642** 410* .258
2d. Anhedonia .568** T49** A432%* .392* 155
2e. Negative self-esteem .261 .531** .187 213 52.2 .362*
3. Hopelessness .160 .601** 490** .340* 549+ 123 577
4. Body dissatisfaction 195 .205 139 .248 107 .031 312 423
5. Life satisfaction -.371* -.580** -528*  -384* -298 -.436 -.307 -493* - 444
6. Self-efficacy -.539** -.595** -.588**  -230 - -250 -.178 -504*  -.019
6a. Social self-efficacy -.390* -.415** -.380* 029 -496%  -222 -171 -.397* -.029
6b. Emotional self-efficacy -.578* -.598** -.658 -.233 -.580** -.284 -.180 -.307 -.053
6¢. Academic self-efficacy -.342* -.570** -529* -346* -768** -162 -122 -.508* .031
7. Active coping strategies .102 -.168 -.113 -.206-.239 .068 -.217 -420%*  -212
7a. Problem-focused coping .050 -.243 -.178 -.219-.275 -.010 -.258 -.386* -.140
7b. Positive cognitive restructuring  .142 -.052 .019 -.155 -.156 .145 -131 -.384* -.255
8. Distraction coping strategies -.001 -.226 -.137 -.115 -.104 =127 -.385* -.381* -.326*
9. Non-avoidant coping strategies  -.471** -.309 -.238 -.054 -.155 -.375*  -.096 -.088 -.143
10. Support seeking coping -.098 -311 -.332* -.086 -.204 -172 -.247 -.436**.010
strategies
Psychosocial factor 5 6 6a 6b 6c 7 7a 7b 8 9
5. Life satisfaction
6. Self-efficacy .606**
6a. Social self-efficacy 517 891
6b. Emotional self-efficacy 5759027 741
6c. Academic self-efficacy .382* .866™*  .630**  .665**
7. Active coping strategies .187 420%  .334* .360* 420
7a. Problem-focused coping .237 501 415% 411  504**  .926**
7b. Positive cognitive restructuring .099 .239 172 .226 .236 .903** .675**
8. Distraction coping strategies 292 .140 .014 .202 .158 .565** AT78%* .562**
9. Non-avoidant coping strategies .079 .168 124 122 1199 .-486** -.290 -.621** 21
10. Support seeking coping strategies337* .359* .349* .318* .288 .554** 574** 432+ 422*%* .099

tScales are reverse scored to reflect the constthattshey are measuring.

*p < .05. (2-sided)**p < .01. (2-sided)

89



In order to answer the first research questionrdeeacorrelation coefficients
were calculated to examine the relationship betvedlenf the psychological variables
and students’ beliefs about their academic alslitie well as their performance on math
and reading tests. It was hypothesized that statietdres on the academic measures
would be negatively correlated with their levelseafotional distress and positively
correlated with their degree of emotional strengiiable 4.2 summarizes the major
findings from this analysis. As shown, the psychatal variables had stronger
correlations with the two subjective measures aflamic performance, students’
reported academic self-efficacy and effectivendes) with their performance on the
math and reading tests. Students reporting greatatal health problems tended to
report lower levels of academic self-efficacy amghler levels of effectiveness than
students with fewer mental health problems. Corargrstudents reporting higher levels
of specific emotional strengths tended to repaghér levels of academic self-efficacy
and effectiveness. Fewer psychological variablegwerrelated with math and reading

performance.
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Table 4.2
Pearson Correlations between Psychological Varialded Academic Outcomes

Academic outcomes

Academic
self- Effectivenes$ Math Reading
Psychological variables efficacy achievement  achievement
Emotional Distress
Anxiety -.342* =347 -.184 .149
Depression -.570** -.642** -.238 -.246
Negative mood -.529%* -.510** -.139 -.032
Interpersonal problems -.346* -.258 -.307 -521
Ineffectiveness -.768** -- -.140 -.274
Anhedonia -.162 -.155 -.093 -.049
Negative self-esteem -.122 -.252 -.189 -.130
Hopelessness -.508** -.549** -.203 -.438*
Body dissatisfactioh .031 -.107 -191 -.057
Emotional strengths
Life satisfaction .382* .298 -.016 153
Self-efficacy .866** .695%* .093 .256
Social self-efficacy .630** 496%* .080 .160
Emotional self-efficacy .665** .580** -.224 .05
Academic self-efficacy -- .768** .362* .400*
Active coping strategies A20** .239 -.127 142
Problem focused coping .504** 275 .002 .168
Positive cognitive restructuring .236 .156 124 .080
Distraction coping strategies .158 104 -.294 -.011
Non-avoidant coping strategies .199 155 .252 .047
Support seeking coping strategies .288 .204 -.003 007 .

% Scales are reverse scored to reflect the consthatshey are measuring.
*p < .05. (2-sided)**p < .01. (2-sided)

Because of the small sample included in this st@gygarmamho correlation
coefficients were also calculated for the relatiopsetween the psychological and
academic variables. Results were similar with téss$, though only students’ academic
self-efficacy continued to be strongly correlateithwheir performance on the math and
reading tests. The relationship between studergsitah health factors and their reported
levels of academic self-efficacy and ineffectivenpsrsisted while additional variables
(interpersonal problems and negative self-esteésn)c@ame out as significantly
correlated with their reported levels of effectiegen. Because the results from both tests

were broadly consistent, Pearson correlations weed in this study, as this is a more
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sophisticated test based on the linear relationséiyween variables rather than their rank
order.

In order to determine the degree to which studesfsorted levels of mental
health problems and strengths predicted their scomeghe math and reading tests, two
separate linear regressions were calculated. Sisidmrerall score on each of the
psychological measures (subscales were not incjudeck entered into the equation as
independent variables. Neither the regression @xuir math F = .705p > .05;R? =
.131) nor the regression equation for reading \igrsficant (F = 1.995,p > .05;R =
.333). None of the mental health variables weraii@ant predictors of students’ scores
on the math test. Because academic self-efficadyeffectiveness are both psychological
variables and academic outcomes in this variabgessions for these academic
measures were not calculated.

To examine whether students’ reported levels oftalestrengths predicted their
academic performance above and beyond what woutddukcted by assessing their
symptoms of mental health problems, two-level hhial regressions were conducted
with math and reading scores as the dependentlesiaAnxiety, depression,
hopelessness, and body dissatisfaction scoresemézead at the first level, and life
satisfaction, self-efficacy, and the three adapdiveensions of coping strategies (active
coping strategies, distraction strategies, and aeeking strategies) were entered at
the second level. Subscales for depression, datkey, and active coping strategies
were not included in this analysis. Avoidant copstigitegy scores were also not included
in this analysis, since it is not considered t@bemotional strength. Though this

analysis was not appropriate given its complexiiyrwuch a limited sample size, it was
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still conducted because the research question leselswell to this analysis. Results of
the two separate hierarchical regression analyses mot significant. As would be
expected with this sample size, neither studep{sorted levels of mental health
problems, nor that information combined with thejported level of emotional strengths
significantly predicted their math and reading ssor

In order to better understand the relationship betwmental health problems and
academic outcomes, students were divided into grbaged on reported severity of
symptoms on the anxiety, depression, and hopelsssneasures. Students who reported
elevated scores on these measures were compastaiénts reporting normative or low
levels. Cut-off scores for each of the three messof mental health problems were
determined based on findings from previous stu@ies Kazdin et al., 1986;
Montgomery & Finch, 1974; Reynolds & Richmond, 19T8nbremont, Bract, &
Dreessen, 2004). If a student reported high levetymptoms on more than one
measure, she was included in more than one elegateds group. Because the
participants in this study came from a normativagia, only a small percentage of
students were classified into each of the clinjceglevant groups. Six students reported
elevated levels of anxiety, seven reported elevigesls of depression, and six reported
elevated levels of hopelessness. Although MANOV AsiM have been the most
appropriate analysis to compute differences betwégmscorers and average/low
scorers, due to the small sample size, group éifiees were difficult to detect. Instead,
one-way ANOVAs were computed to compare the mearesmn the academic
measures between students reporting elevated levsjsnptoms and students reporting

normative or low levels. Table 4.3 summarizes thdifgs from these tests. Students
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reporting elevated scores on measures of anxiepredsion, or hopelessness were more
likely to report negative beliefs about their acadezabilities than their less distressed

peers. Additionally, students scoring within thevalted range on either the depression or
hopelessness measures were also more likely tdeaen scores on the reading test than

their peers, though they did not differ from thegers with regard to their math scores.
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Table 4.3
One-Way ANOVAs Examining Differences between Stige@linical Range and Normative Peers

Anxiety Depression Hopelessness

High Low High Low High Low

Psychological M M M M M M

variables (SD) _ (SD) p s’ (SD) __ (SD) p s’ (SD) __ (SD) p s’

Academic self- 23.333 28.753 .044* .108 19.143 28.941 .001**  .258 22.020 28.788 .019* 144

efficacy (5.538) (5.897) (8.821) (6.010) (4.336) (5.878)

Effectivenes$ 3.167 1.455 .008** 173 3.500 1.406 .001** .270 3.167 1.455 .008** 173
(1.941) (1.277) (1.852) (1.292) (1.169) (1.416)

Math 10.400 10.774 .818 .002 9.750 10.844 .540 .011 8.750 10.969 .210 .046
(4.219) (3.212) (4.113) (3.244) (5.500) (2.967)

Reading 14.250 12.929 .360 .028 10.000 13.414 .032* .145 10.500 13.464 .034* 141
(2.217) (2.707) (2.646) (2.486) (3.697) (2.333)

tScales are reverse scored to reflect the constthattshey are measuring.
*p < .05. (2-sided)**p < .01. (2-sided)
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Similarly, in order to better understand the psyobical characteristics of those
who struggled academically and those who thrivedjents were classified into one of
three groups (high, medium, or low) based on taelievement scores on the two tests
using the Fall grade-level normative cut-off scqesvided by easyCBM.org. One-way
ANOVAs were computed comparing students in thegly®ups for both academic
subjects — those who scored within th& percentile or lower, those who scored
between the Ziand 74 percentile, and those who scored in th8 &rcentile or higher.
Students in the three groups were only statistichfferent in their reported levels of
interpersonal problems (F = 3.946> .05 for math; F = 3.01p,> .05 for reading) and
academic self-efficacy (F = 5.491> .01 for math). On all other psychological vates)
there were no statistically significant differenegesoss the three groups.

Next, in order to determine whether the relatiopdietween these variables was
similar at both schools, further analyses were ootetl. One-way ANOVAS were
conducted to examine the differences between thesthiools across all study variables.
Table 4.4 presents the results from the ANOVAs alt as demographic information
about both schools’ entire student body. As thétdbpicts, the two schools are
significantly different from each other across ieawery variable. Not only did the
mean scores differ across the two schools, butdsthd variability. For the most part,
students at School 1 reported significantly fewental health problems and greater
levels of emotional strengths (excluding copindlskihan students at School 2.
Moreover, there was less variance in scores at@éhihan at School 1, indicating that
students at School 1 are more homogenous tharhabB52. MANOVASs were also run

and similar results were found, but because ohtimaber of variables and subscales
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included in this study, only the results from th@VAs are presented in the table.
While most results remained when MANOVAs were cantdd, differences in anhedonia
and reading performance disappeared.

Table 4.4

One-Way ANOVAs Examining Differences Between Sthool
School 1  School 2

Psychological & demographic M M
variables (SD) (SD) p M,
Mental health problems

Anxiety 7.496 13.019 .028* 124
(4.912) (6.329)

Depression 5.200 11.649 .000** .328
(2.541) (5.256)

Negative mood 1.938 3.708 .002** 218
(1.289) (1.899)

Interpersonal problems 0.063 1.125 .002** 234
(0.250) (2.227)

Ineffectiveness 0.813 2.500 .001** .263
(1.047) (1.615)

Anhedonia 1.938 3.333 .046* .101
(1.482) (2.408)

Negative self-esteem 0.875 1.208 .352 .023
(.885) (1.215)

Hopelessness 2.476 4.758 .006** .186
(1.114) (3.035)

Body dissatisfactioh 2.989 2.652 223 .040

(.595) (.670)
Emoational strengths

Life satisfaction 34.188 28.167 .001** 246
(3.124) (6.340)
Self-efficacy 96.469 74.548 .000** .311
(10.280) (19.584)
Social self-efficacy 32.844 26.848 .011* .164
(3.898) (8.260)
Emotional self-efficacy 30.813 24.435 .005** 194
(5.154) (7.366)
Academic self-efficacy 32.813 23.265 .000** .402
(3.410) (7.082)
Active coping strategies 2.783 2.553 179 .047
(.470) (.550)
Problem focused coping 2.682 2.375 121 .062
(.536) (.638)
Positive cognitive 2.883 2.731 .388 .020
restructuring (.561) (.524)
Distraction coping strategies 2.427 2.300 469 .014

(.554) (.525)
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Table 4.4, continued

School1 School 2

Psychological & demographic M M
variables (SD) (SD) p M
Non-avoidance coping strategfes 2.417 2.663 144 .055
(.576) (.466)
Support seeking strategies 2.373 2.055 .183 .046

(0.558) (.818)
Academic performance

Math 11.68 9.950 118 .070
(2.500) (3.706)
Reading 14.063 12.125 .037* 137

(2.113) (2.850)
tScales are reverse scored to reflect the constihatshey are measuring.
*p < .05. (2-sided)**p < .01. (2-sided)

In order to further examine the differences in &rat performance across the
two schools, a chi-square test of independencecalaslated to determine whether high
or low scoring students were more likely to attene school over another. Two
significant interactions were found. Students wbared in the 28 percentile or lower
on the math test were significantly more likelyattend School 2 = 5.625,p > .05).
Also, students who scored in thé™gercentile or higher on the reading test were
significantly more likely to attend School € 7.792p > .05). In fact, all of the
students who scored high on the reading test ceone $chool 1. Again, these findings
suggest that the students at the two schools ddfdramatically from each other.

Pearson correlations between the psychologic#éblas and the academic
measures were calculated for each of the two sshoaletermine whether their
relationships differed across the two schools. Beeaf the low variance in students’
scores on the study variables at School 1, anyeositivere likely to have a strong impact
on the results. Although a few of the students reglorelatively high scores on some of
the mental health variables, only one student tedacores in the clinically significant

range. A Mahalanobic Distance test was computedlder to determine whether this
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student’s scores on the depression and anxietgsoade her a statistical outlier, which
indicated that she was not a statistical outliex E5). However, because her scores
differed from her peers in a clinically meaningfudy, her data were excluded from the
analyses in order to better understand the getrerals that were occurring at School 1.
It is important to note, however, that when headaeére included, the results changed
substantially.

As shown in Table 4.5, which presents the resudts the Pearson correlations
across the two schools, the relationship betweempslychological and academic
variables differed across the two schools. Very $gymificant relationships emerged
between the variables at School 1. Among the stibgemeasures of academic
performance, only problem-focused coping(668,p > .001) and self-efficacy &

.617, p > .05) were positively correlated with amait self-efficacy and negative self-
esteemi(= -.549,p > .05) was negatively correlated with effectiven&3sly anxiety
=-.567,p> .05) and anhedonia € -.583,p > .05) were significantly correlated with
math performance, while an unanticipated positmeatation between hopelessness and
reading ( = .531,p > .05) emerged.

Stronger relationships between the psychologicdlaecademic variables were
detected at School 2. Among these students, a nushliee psychological variables
were strongly correlated with the subjective acadeneasures, all in the expected
direction. However, only four of the psychologiwaliables were significantly correlated
with scores on the math and reading tests, anafwltem (emotional self-efficacy and

distraction coping strategies) were in the unexgekdirection. The relationships between
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the subjective and objective measures of acadengos not significant at either of the

two schools.
Table 4.5
Pearson Correlations Between Psychological Varial@led Academic Outcomes by
School
Academic self- Effectivenes$ Math Reading
efficacy achievement achievement
School School School School School School School School
Psychological variables 1 2 1 2 1 2 1 2
Emotional distress
Anxiety -.055 -.024 .067 131 -.567* .200 .263 227
Depression -.181 -311 .344 .A83* -.415 .028 .269 -.267
Negative mood .058 -.355 -179 .390 -.402 175 -.018 .162
Interpersonal problems - -.034 -.033 - -.203 - -.620**
Ineffectiveness -.180 -.724** -- -- 171 .012 .052 -.287
Anhedonia -.028 .083 -.224 .034 -.583* .140 157 .041
Negative self-esteem -.344 .010 .549* 122 .000 -.208 451 -.305
Hopelessness -.246 -.363 231 490* -.308 -.084 .531* -.562*
Body satisfactiof -.467 .345 .318 -.091 -.259 -.045 .326 -.131
Emotional strengths
Life satisfaction 197 .017 -.102 -.021 .267 -.306 -.341 .043
Self-efficacy .617* .808** -.165 -.619** -.037 -.282 -.044 .158
Social self-efficacy 327 .535** .154 -.428* -.056 -.116 -.157 .095
Emotional self-efficacy  .316 587+ -.313 -.470% -122 -.652*%* -.095 -.141
Academic self-efficacy - - -.180 - 724% 171 .198 .235 .343
Active coping strategies 469 .357 123 -.148 -.345 -.251 .033 .208
Problem focused coping .668** .430* .149 -.197 -.095 -.135 .092 .196
Positive cognitive 124 212 .058 -.072 -.464 -.366 -.033 .185
restructuring
Distraction coping strategies .122 146 .320 -.186 -.155 -.A76* -.148 -.047
Non-avoidant coping .098 .023 -.193 .007 .393 119 -.045 -.061
strategie$
Support seeking coping .061 .216 .349 -.167 -.236 -.045 -.338 142

strategies

tScales are reverse scored to reflect the constihatshey are measuring.
*p < .05. (2-sided)**p < .01. (2-sided)

Research Question 2

The second research question sought to examindnarmgarticipation in the Girls

in Transition program was associated with decreisparticipants’ self-reported levels

of emotional distress, increases in their repolegdls of emotional strengths, and

increases in their scores on tests measuringdbattemic beliefs and abilities. Before
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answering this question, a one-way ANOVA was ruddtermine whether there were
differences between the intervention and controlgs at baseline. No significant
differences were detected across any of the vasahtluded in this study.

A repeated measures MANOVA would have been an ialeallysis to answer this
research question. However, due to the small sasmpdeand high attrition rates, there
were only eight students in the intervention grand 12 students in the wait-list control
group who completed the questionnaires at all thesessment points. As a result, a
repeated measures MANOVA was not an appropriatysiedo detect changes over the
three assessment periods. Instead, a non-pararmRg&timan test was computed for
students in both groups separately. Assessmemidoeras entered as the independent
variable and all of the study variables (e.g. atyxidepression, life satisfaction, math
performance) were entered as the dependent varlalilee intervention group,
significant differences across time were foundtudents’ reported use of active coping
strategiesg = .010). Students’ reported use of active copingejias increased over
time after participation in the intervention. Fugtihore, both of the subscales of the
active coping strategies dimension, problem focusguing and positive cognitive
restructuring = .025 ang = .034, respectively), increased over time as Wl other
differences were detected among the interventiongrAlthough not statistically
significant p = .05), the wait-list control group did report heg levels of interpersonal
problems over time. No other changes were detectdds group.

Because only a small sample was included in thedRran test due to high
dropout rates, paired-samples t-tests were alsgpuotad comparing students’ scores at

baseline to their scores at the end of the intérmermnd at the six-month follow-up
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period. Results are summarized in Table 4.6. lukhbe noted that although all students
enrolled in the study were included in these aredywith the exception of the two
students who dropped out of the study and one stwdeo was not included in
randomization, the results were broadly consistdrén only the data from those who
completed follow-up questionnaires were includesl.shAown in Table 4.6, students who
participated in the Girls in Transition program oeed significant benefits along several
of the areas tested immediately following treatmeitereas students who did not
participate in the program reported fewer bene8scifically, students in the
intervention group reported decreases in feeliigsmbedoniarf = .502) and anxietyr{
= .377) as well as increases in their social séiéacy (r> = .472). They also reported
increased use of certain adaptive coping stratérfies .394 for positive cognitive
restructuringr® = .284 for distraction coping, which neared siigwifice). Their use of
adaptive coping strategies persisted through thensinth follow-up period, with
students reporting significantly greater use ofvactoping strategies{ = .809),
problem-focused coping strategie$ € .613), and positive cognitive restructurimg €
.672), and close to significant increases in the@ of support seeking strategigs ¥
.435). All other program benefits disappeared leydix-month follow-up period. Though
it was hypothesized that students in the intereengroup might demonstrate academic
gains upon program completion, they did not repanteases in their perceived academic
abilities nor in their math or reading performance.

Many of the variables remained stable among stgdarthe wait-list control
group, as might be expected. There were two exaepto this, however. As shown in

Table 4.6, students in the wait-list control greaported lower levels of hopelessness
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(nearing significance) at the first follow-up petithan they did at baseling (= .062),
though these differences faded at the six-montbvialip period. Decreases in
hopelessness reached significance when Wilcoxas wesre conducted instegal £
.046). Additionally, their scores on the math iesteased at follow-upr¥ = .312), with
differences persisting through six-month follow<{up = .348). Both of these findings

were unexpected.
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Table 4.6

Paired Samples T-test of Group Changes across Wellp Periods

Intervention group

Wait-list control group

T1 T2 T3 T1 T2 T3
M M M T1-T2 T1-T3 M M M T1-T2 T1-T3
Psychological variables (SD) (SD) (SD) p p (SD) (SD) (SD) p p
Emotional Distress
Anxiety 12.695 9.695 8.626 .019* .284 9.582 10.118 9.500 .614 .468
(7.406) (6.758)  (6.448) (6.079) (5.146) (5.266)
Depression 8.923 7.634 6.889 112 431 9.0329 9.000 6.667 .982 714
(5.575) (6.547)  (4.540) (5.220) (8.178) (6.610)
Negative mood 2615 2.154 2.359 .376 487 2.941 2.529 2.167 .378 191
(1.502) (2.267)  (1.898) (2.015)  (2.375) (2.0182)
Interpersonal problems .615 .846 674 .273 .657 .647 .941 .333 .206 .082
(.768) (.987) (.870) (1.170) (1.520) (.651)
Ineffectiveness 1.846 2.000 1.111 .687 512 1.706 1.941 1.000 .533 .166
(1.676) (1.414)  (1.054) (1.611) (2.105) (1.128)
Anhedonia 2.923 1.934 1.667 .005* 174 2.529 2.706 2.500 .768 .339
(2.290) (2.135)  (1.414) (2.035)  (2.443)  (2.468)
Negative self-esteem .923 .692 1.000 534 .559 1.235 .882 .667 .318 .166
(1.382) (1.378)  (1.118) (1.033) (1.317) (1.231)
Hopelessness 3.000 3.726 2.688 211 438 4.302 3.651 2.922 .051 .616
(1.581) (2.287)  (1.421) (3.266) (3.442) (3.201)
Body dissatisfactioh 2.847 3.014 2.667 451 .862 2.843 2.725 2.758 470 .486
(.510) (.665) (.760) (.698) (.549) (.772)
Emotional strengths
Life satisfaction 32.218 33.077 32.000 581 .225 30.529  29.647 30.818 574 .276
(5.223)  (5.649)  (4.796) (5.281)  (7.202)  (4.342)
Self-efficacy 82.385 85.462 90.375 124 .354 90.588 87.133 92.458 .255 .510
(13.175) (14.564) (12.035) (14.410) (12.891) (14.217)
Social self-efficacy 29.385 31.615 31.750 .007** 431 32.644 31.563 32.500 .397 372
(4.874) (5.300) (4.464) (5.193) (4.546) (5.161)
Emotional self-efficacy 26.692 27.846 29.375 271 .347 28.688  27.500 29.350  .263 .680
(5.603) (6.842)  (3.583) (6.008)  (4.899)  (4.474)
Academic self-efficacy 26.308 26.000 29.250 .680 .337 29.256  28.071 30.608  .406 .601
(5.250) (5.958)  (5.258) (7.261) (7.522) (6.266)
Active coping strategies 2.566 2.833 3.047 .064 .001** 2.773 2.699 2.931 .670 .817
(.480) (.510) (.615) (.591) (.641) (.302)
Problem-focused coping  2.462 2.603 3.021 .335 .013* 2.651 2.578 2.736 .694 .849
(.578) (.639) (.704) (.667) (.702) (.436)
Positive cognitive 2.670 3.064 3.073 .016* .007** 2.895 2.819 3.125 .666 .540
restructuring (.570) (.490) (.582) (.567) (.644) (.300)
Distraction coping 2.298 2.510 2.406 .050 474 2.334 2.210 2.300 401 752
strategies (.446) (.278) (.484) (.564) (.474) (.380)
Avoidant coping 2.635 2.724 2.656 551 .077 2.525 2.632 2.667 478 .563
strategie$ (.597) (.502) (.457) (.520) (.516) (.563)
Support seeking coping 2.302 2.444 2.819 .336 .053 2.175 2.062 2.354 .645 .866
strategies (.824) (.630) (.819) (.675) (.745) (.639)
Academic performance
Math 11565 11.111 11.286 .548 .906 11.357 13.071 12.917 .031* .034*
(2.651)  (3.100)  (3.039) (3.177)  (2.056)  (2.575)
Reading 12.250 12.875 12.714 .565 .348 14.417  13.333 13.500 .084 .580
(2.712) (3.563)  (2.928) (1.832) (1.875) (3.413)

tScales are reverse scored to reflect the constihatshey are measuring.

*p < .05. (2-sided)**p < .01. (2-sided)

Next, one-way ANOVAs were conducted to determinetivar the two groups of

students differed across any of the study variathleigg either the post-intervention or

follow-up periods. Group assignment was enterett@sdependent variable and all of
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the study variables were entered as the dependeables. No significant differences in
any of the variables were found at either of the fellow-up points. Though not
significant, differences between students’ useistfaction coping strategies neared
significance jp = .053) at the post-intervention assessment pendhd students in the
intervention group reporting higher rates of empigythese coping strategies than
students in the control group.

Finally, results were calculated for each of theé¢hcohorts of students separately
in order to determine whether dosage effects erdeBgecause of the small number of
students who completed the questionnaire packéte dollow-up periods, non-
parametric tests were run to examine changes oweramong students in both groups at
the three schools. However, very few significaisutes were detected. Paired-samples t-
tests were also calculated, and surprisingly grehtierences emerged, suggesting the
strong impact of potential outliers among such alssample. The findings among
students in the intervention group are summarin€ethble 4.7. As shown, students who
participated in the Girls in Transition programGohort 2 experienced the greatest
benefits, as demonstrated by reductions in meseattn problems and increases in
emotional strengths. This is rather surprisingegithe fact that the groups only met for

four sessions that particular academic school year.
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Table 4.7

Paired Samples T-test of Group Changes across Wdlp Periods by Cohort

Cohort 1 Cohort 2 Cohort 3
T1 T2 T3 p T1 T2 T3 p T1 T2
M M M T1-T2 M M M T1-T2 M M p
Psychological variables (SD) (SD) (SD) T1-T3 (SD) (SD) (SD) T1-T3 (SD) (SD) T1-T2
Emotional Distress
Anxiety 10.013 9.173 7.333 454 8.500 6.500 11.212 .308 21.333 15.000 .019*
(7.730)  (8.369)  (7.090)  .056 (1.732)  (3.317) (5.059) .982 (2.887)  (4.359)
Depression 6.167 5.707 6.167 .752 6.500 3.500 8.333 .024* 17.667 17.000 .635
(3.601) (5.011) (4.957)  1.000 (.577) (1.000)  (4.042) .347 (2.082)  (4.000)
Negative mood 2.000 2.167 2.167 741 2.500 .250 2.745 .037* 4.000 4.667 .635
(1.549) (1.472)  (2.229) .695 (1.291) (.500) (2.291) .261 (2.000) (2.887)
Interpersonal problems 167 .500 .500 175 .750 .750 1.022 -- 1.333 1.667 742
(.408) (.837) (.837) .363 (.957) (.957) (1.001) .423 (.577) (1.155)
Ineffectiveness 1.000 1.167 .667 741 1.750 2.000 2.000 .391 3.667 3.667 1.000
(1.095)  (1.329) (.817) 465 (.500) (.000) (1.000)  1.000 (2.517)  (1.155)
Anhedonia 2.167 1.190 1.833 128 1.500 .500 1.333 .092 6.333 5.333 .225
(2.472) (.749) (1.472) .530 (1.000) (.577) (1.528) .300 (2.155) (1.528)
Negative self-esteem .833 .667 1.000 .822 .000 .000 1.000 - 2.333 1.667 .529
(.753) (1.633)  (1.265)  .695 (.000) (.000) (1.528) .742 (2.309)  (1.528)
Hopelessness 2.667 4.198 2.833 .219 2.500 2.750 2.396 .638 4.333 4.083 .580
(1.033)  (2.699) (1.169) .741 (2.082)  (2.500) (2.114) .306 (1.528)  (1.010)
Body dissatisfactioh 2.700 2.667 2.625 .904 2.667 3.333 2.750 110 3.333 3.167 .803
(.532) (.773) (.956) .897 (.136) (.577) (.354) 1.000 (.601) (.441)
Emotional strengths
Life satisfaction 33.833 33.667 33.167 919 29.708 35.250 29.667 110 32.333 29.000 417
(4.309) (6.121)  (5.565) .530 (7.980) (4.113) (1.528) .007** (2.155) (6.083)
Self-efficacy 91.333 92.1667 91.167 764 79.000 87.750 88.000 .023* 69.000 69.000 1.000
(10.875) (14.372) (12.303) .970 (11.747) (10.178) (15.556) .160 (2.646)  (7.000)
Social self-efficacy 31.500 33.500 31.167 .152 29.500 32.000 33.500 .063 25.000 27.333 .336
(3.728) (3.834) (4.662)  .848 (5.000) (5.716)  (4.950) .049* (5.292)  (6.658)
Emotional self-efficacy 29.500 29.167 29.833 .819 26.750 31.250 28.000 .042* 21.000 20.667 .840
(4.637) (6.765)  (3.920) .854 (5.737) (3.948) (2.828) .126 (3.606) (6.1101)
Academic self-efficacy 30.333 29.500 30.167 .526 22.750 24.500 26.500 .069 23.000 21.000 .184
(3.502) (5.891) (4.750)  .862 (4.646)  (5.067) (7.778) .295 (3.464)  (3.000)
Active coping strategies 2531 2951 3.097 .074 2521 2,771 2.896 .078 2.694 2.681 .978
(.427) (.304) (.367) .002% (.657) (.664) (1.385) .433 (.494) (.764)
Problem-focused coping  2.458 2.778 3.097 .159 2.417 2.542 2.792 297 2.528 2.333 .718
(.485) (.564) (.481) .034* (.687) (.625) (2.473)  .437 (.835) (.928)
Positive cognitive 2.604 3.125 3.097 .047* 2.625 3.000 3.000 .037* 2.861 3.028 174
restructuring (.668) (.332) (.367) .020* (.629) (.707) (1.296)  .430 (.411) (.625)
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Table 4.7, continued

Cohort 1 Cohort 2 Cohort 3
P T1 T2 T3 p T1 T2 T3 p T1 T2
M M M T1-T2 M M M T1-T2 M M p
Psychological variables (SD) (SD) (SD) T1-T3 (SD) (SD) (SD) T1-T3 (SD) (SD) T1-T2

Distraction coping 2.342 2.588 2.483 .204 2.356 2.294 2.175 .304 2.133 2.642 .011*
strategies (.556) (.154) (.423) .507 (.472) (.369) (.778) .900 (.181) (.176)
Non-avoidant coping 2.319 2.708 2.569 .041* 2.625 2.583 2,917 .889 3.278 2.944 427
strategie$ (.515) (.567) (.396) .060 (.220) (.605) (.707) 795 (.694) (.210)
Support seeking coping 2.208 2.558 2.963 121 2.706 2.419 2.388 317 1.950 2.250 .326
strategies (.473) (.416) (.420) .014* (.853) (.710) (1.821)  .939 (1.374) (1.048)
Academic performance
Math 11.500 11.833 12.167 .679 - - - - 12.000  9.000 .205

(2.739) (2.563) (2.137) .530 (4.243) (5.657)
Reading 13.400 13.600 12.500 .893 - - - - 11.500  14.500 .205

(2.510) (2.702)  (1.761) .482 (.707) (2.121)

tScales are reverse scored to reflect the consthatshey are measuring.

*p < .05. (2-sided)**p < .01. (2-sided)
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Students in the wait-list control groups from eathhe three cohorts experienced
fewer changes in their scores over time. In Cohpstudents in the control group
reported significantly reduced feelings of emoticself-efficacy from baseline to post-
intervention p = .038;r? = .483) and significantly lower levels of negatsadf-esteem
from baseline to six-month follow-up € .021;r*> = .559). Students in the control group
from Cohort 2 did not report any significant ditaices between the pre- and post-
intervention period, though they did report sigrafit decreases in their reported levels of
ineffectiveness between baseline and the six-mitidw-up (p = .014:r> = .900). No
significant effects were detected among the stdi@nthe wait-list control group in
Cohort 3 between the pre- and post-interventiorodsy and data were not collected for
students in this cohort at the six-month followpgyiod because of scheduling issues at
their school. Again, it is important to interprese results with extreme caution, as the
number of students included in each group for thesequite low, ranging from eight to
three students per analysis.

Results from the one-way ANOVAs, which examineddifeerences between the
intervention and control group at the two follow-ogriods for each of the three cohorts,
revealed few significant results. No statisticalignificant differences emerged between
the two groups at either follow-up period amongshalents in Cohort 1. In Cohort 2,
students reported significantly lower levels of kgsion f = .025) and anhedonia €
.011) and higher levels of life satisfactign=.037) in the intervention group than
students in the wait-list control group at the gastrvention period. Finally, differences

in distraction coping skills emerged between sttslenthe intervention and control
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group in Cohort 3, with students in the interventgroup reporting significantly greater
use of these coping strategies than students iocathieol group at post-interventiop €
.036). No differences were detected at the six-iméoltow-up period for any of the

cohorts.
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CHAPTER 5

DISCUSSION

Summary of Study Findings

Overall, the findings from this study suggest thaith positive and negative
mental health variables are associated with sdimationing among this particular
sample of middle school girls. However, in genettad, psychological variables were
more strongly correlated with students’ beliefs#ltbeir academic abilities, rather than
with their true performance in school. The resals® demonstrate that students from
more diverse backgrounds may be at increasedaigkése effects.

The findings from the second part of this studpaemonstrate some of the
positive effects of participating in Girls in Tramgn, a school-based resiliency group
designed for early adolescent girls. Participagported lower levels of emotional
distress and higher levels of emotional strengbliewing participation. Though many of
the effects were not maintained, the coping strasetipat students learned through the
intervention continued to be relevant to theseeattgisix-months after program

completion.

Research Question 1
As expected, there were strong correlations betwegmy of the psychological
variables included in this study. Most of the measwf students’ emotional distress

were positively correlated with one another andatiegly correlated with the measures

110



of students’ emotional strengths. Likewise, manyhef measures of students’ emotional
strengths were also correlated with one another.

The relationship between the academic measuresavaswhat expected.
Academic self-efficacy was positively correlatedhwmath and reading scores. Students
who reported feeling capable of performing acaddmeitaviors and skills were also
more likely to do well on the math and readingge$his relationship was not detected
with scores on the ineffectiveness subscale o€ibe which measures a very similar
construct. This suggests that these two measunesheéh assessing different aspects of
students’ academic beliefs. The academic selfafficubscale was designed to assess
students’ beliefs about their academic abilitigsmis on this scale ask them to determine
how well they can perform certain school-relateddwors, such as study for a test and
ask teachers for help. In contrast, the ineffectegs subscale of the CDI was designed to
reflect students’ negative evaluation of their sitgerformance as well as other abilities.
Some of the items on this scale look directly atishts’ evaluations of their academic
abilities, such as whether they believe they areglaell in school and if schoolwork is
challenging for them. Other items are more globath as whether they think they do
most things well or if it is difficult for them teemember things. With this in mind, it is
then less surprising that the academic self-efficaale was more closely aligned with
students’ actual academic performance than théeictefeness scale, since it was also
measuring their abilities in other areas besidssgahool.

When examining the relationship between the pdypgical variables and
academic performance, an interesting pattern erdeAgthough many of the

psychological variables had significant correlasiovith the subjective measures of
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academic performance (academic self-efficacy afet®feness), fewer connections
were detected between the psychological variabldseores on the math and reading
tests. Students’ beliefs about their academic aaped were positively correlated with
their symptoms of emotional distress and negatigetyelated with their levels of
emotional strengths, with many variables having iomado large effect sizes.
Furthermore, students reporting elevated levels@ftal health concerns were more
likely to report negative beliefs about their agadeskills than students who reported
average or low levels of symptoms. The findingsrfithis study not only confirm the
research on the deleterious effects of psycholbdistress amongst early adolescents,
but also align with the positive psychology resbat@at suggests that emotional strengths
can provide valuable benefits for students as well.

However, the relationship between the psycholdgiaaables and students’
actual performance on the math and reading testdesa pronounced. When comparing
students based on their scores on the math anchgetadts, very few differences were
detected across the low, medium, and high acaderorers. Furthermore, the results
from the regressions found that students’ repartthe psychological variables were not
able to significantly predict their academic penfance. These findings show that the
relationship between the psychological variables arademic performance, as measured
in this study, was less strong than the relatignbletween the psychological variables
and students’ beliefs about their academic perfageaStudents who felt more anxious,
depressed, and hopeless were more likely to hadtive evaluations about their
academic abilities than their more healthy peemsvéier, for the most part, they were

no more likely to actually be performing worse thheir peers. Similarly, students who
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reported being more happy and holding higher sedfte&tions were also no more likely
to perform better than their peers.

The fact that only the subjective measures of @cacs were correlated with the
psychological variables was rather surprising. €reee several possible explanations for
these unanticipated findings. First, it is possthig the potential impact of poor mental
health on academic achievement may take more tirdetect. In this study, there was a
significant relationship (medium effect size) betwestudents’ reported levels of self-
efficacy and their performance on the math andinggigsts. Therefore, these findings
may suggest that when students experience psyabalalystress or low levels of
strengths, their functioning may first impact thiegliefs about their academic abilities.
Then, as students internalize these beliefs, Huural performance may also begin to
decline. If this is the case, it might be expedtet students’ academic performance
would be more impaired as they got older and thgaichof their mental health problems
affected their actual performance. However, important to keep in mind that
correlations were computed to identify relationshyetween psychological and academic
variables, and therefore direction of causatiomoabe inferred from this study.

A similar explanation is that a stronger relatiapgbetween the psychological
variables and students’ test scores might havegaddrad the current sample included a
greater number of students exhibiting elevatediseobmental health problems or very
low emotional strengths. Because this study waslectied in a naturalistic setting,
students were not screened beforehand to deteshgilility. Therefore, this sample
reflected a normative student population withirsthewvo schools. Furthermore, because

the students in this sample were early adolesadst they were only starting to
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transition to adolescence. Given the vast liteetur adolescents’ increased risk for
mental health problems, it is likely that thesedstuts’ risk would increase over the next
few years. For example, in Hankin and colleagu#398) seminal study, risk for
depression, particularly among girls, increasedndtecally between the ages of 15 and
18. It is therefore possible that, as their riskrfeental health problems increased, the
impact of their psychological functioning would lee@xpanded. Specifically, it might be
expected that as students’ mental health decliteshwhey are older, it would not only
impact students’ beliefs about their academic sl but their true performance as well.

Although this explanation is plausible, it is umik to fully explain the pattern of
relationships detected in this study. The ratd@fated psychological distress among
this sample was comparable with that found in meviresearch (e.g. Kessler et al.,
2012; Merikangas et al., 2010). For example, neE8kb of students in this sample
reported clinically relevant scores on the CDl,igating elevated levels of depressive
symptoms. In Hankin and colleagues’ (1998) stukgytfound that only approximately
7% of females had experienced a depressive epBoil years old. Making a true
comparison between the current study and Hankircaliédagues’ study is not entirely
appropriate, as their study used diagnostic measaréetermine adolescents’ feelings of
depression in contrast to a symptom checklistvitzest used in the current study.
However, it does appear as though there were stttlea expected number of students
reporting elevated symptoms of distress within faisiple.

Another interpretation of these results is that s@tudents may be more likely to
interpret their academic performance as low, wheth@&ot that is actually the case.

There is currently a trend in the United Statesrelparents and educators provide praise
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to students regardless of their actual performanabilities, which may lead students to
have difficulty evaluating their actual skills. Tieéore, it may be that some of the
students in this sample have difficulty interprgttheir academic performance, and feel
negatively about their abilities without evidenoestipport or refute these beliefs. These
feelings may lead them to be more depressed/ankiopsliess and feel less positive. In
turn, this could ultimately impact their performares well, creating a self-fulfilling
prophecy. Again, although this explanation is piales the fact that students’ scores on
the math and reading tests were significantly d¢aree with their levels of academic self-
efficacy suggests that this explanation is notrelytiaccurate.

Finally, it is also possible that the objective sw@@s used in this study, the math
and reading tests, were not appropriate measur@saoemic performance for this study.
One of the goals of this study was to determinethmdreCBA’s, which are typically used
to monitor student progress in response to acadeeicventions, might be an
appropriate tool to use in other capacities. Thqu@vious research has found these
particular measures to be correlated with perfocaam end of the year state test scores
(Anderson, Alonzo, & Tindal, 2011), there is reasobelieve that they were not valid
indices of student performance among this particsdanple. Surprisingly, the mean
scores on the math and reading tests at both schaoé lower than anticipated given the
academic rigor of both schools. School 1, whica givate school, requires students to
demonstrate strong academic achievement in ordgegttaccepted into the school.
Though School 2 is a public school and does no¢ la@eeptance standards, end of the
year test scores indicate that students at thisosdpically perform better than students

from other schools in the state. Given all of titisyould be expected that students’
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scores on the math and reading tests would be ab@rage. However, students’ mean
scores were in the average range and below. Theiads suggest that the academic
measures used in this study might not have acduidentified students’ true academic
abilities, which likely impacted the results ofdlstudy. However, it is also possible that
students who self-selected to participate in thdystay have also been students who
were struggling in school.

There are several possible explanations why thesesuanes produced
unanticipated results. Curriculum-based assessmesntdesigned to assess students’
ability to complete grade-level curricular materigh underlying assumption is that what
is reflected on an assessment is closely aligne&dhtd is being taught in school. These
particular assessment measures were developeddgrebers at the University of
Oregon and were intended to reflect the state'degtavel standards. Given the fact that
the students in this sample were not educated eg@r public schools, it is possible that
the measures did not accurately reflect the stilis were being taught in these students’
classes. This is particularly likely among the sttd at School 1, who attended a private
school, where teachers have greater flexibilitwirat they teach their students.
Additionally, because these tests were administertdn the context of a fun and
optional program designed for girls, and not ireaademic context, students may not
have put forth as much effort on these tests asrthght have had they been presented in
a different context. To help make students morefodable during the assessment
periods, pizza and snacks were offered to the stadged occasionally music was
played. Although these efforts may have made thesssnent periods more enjoyable for

students, they may have also served as a distnaatio resulted in students not taking the
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tests as seriously as they might have if they \adrainistered by a teacher in an

academic subject.

School Differences

Differences between the two schools were also exaanin this study. The
students at the two schools differed from eachrathseveral important ways. First,
although demographic information of study particifzavas not collected, the
demographics at the two schools suggest that tidests were likely to come from very
different backgrounds. At School 1, which was ategirivate school, a majority of the
students came from White, upper-middle class homesontrast, School 2, which was a
larger public school, served a more racially ansheeically diverse community.
Although participant demographics were unavailailies, reasonable to conclude that the
student populations at these two schools wereatefeeof the larger school, and quite
different from one another.

Furthermore, students’ scores on the study vasatdenonstrate significant
differences in their psychological and academicfioming across the two schools.
Students at School 1 were more likely to report levels of psychological distress and
high levels of emotional strengths than studenchbol 2. Additionally, students at the
two schools differed in their scores on the matth @ading tests, with more high scoring
students attending School 1 and low scoring stisdatiténding School 2.

Finally, the students at the two schools also ceffan their level of homogeneity.
At School 1, there was very little variance in €nt$’ scores on the mental health

variables. With the exception of one outlier, dltlee students at School 1 reported
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scores within the normative range on the anxietpression, and hopelessness scales. At
School 2, there was greater variance in studeotses. Additionally, a larger number of
students at School 2 reported clinically elevatamtess on the measures of psychological
distress. These findings suggest that in additiagréater racial and economic diversity,
students at School 2 also demonstrated greatersdivén their psychological

functioning.

When the Pearson correlations were rerun at eatttedfvo schools, the results
varied considerably. At School 1, very few sigrafit relationships were detected
between the variables. This is perhaps not sungrigiven the low variance in scores at
this school. A greater number of the psychologueaiables were significantly correlated
with academic measures at School 2. At both schteiser variables were correlated
with test scores than they were correlated withstitgective measures, which is similar
to what was found in the combined analyses. Agais hypothesized that over time, as
mental health functioning continues to declinedstus’ academic performance may be
impacted as well. Furthermore, the tests usedisrstidy may not have adequately
evaluated all aspects of students’ academic fumictyp causing a reduction in
significance.

Taking school demographic data into consideratidh these findings, it appears
that academic functioning may be more closely teegsychological functioning for
racially and economically diverse students. The ttaat very few significant
relationships emerged at the school serving mdStite, upper-middle class students,
suggests that these things are not closely retatezhg this population of students.

Though Luthar and D’Avanzo’s (1999) and Luthar &w=tker's (2002) research would
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have anticipated that these students would becegased risk for mental health problems
as a result of their affluent backgrounds, this maisthe case among the current sample.
Instead, these students presented as psycholggiealthy individuals. One possible
reason why students in this sample were less dgstethan in previous research is that
there is a high level of family involvement expetfeom parents at this particular private
school. Luthar and Latendresse’s (2005) work fotlvad one of the risk factors for
affluent teens is feeling isolated from their pasePerhaps parents’ high level of
involvement in the school community reduced stuslergk for poor outcomes.

It is important to take into consideration the fdwet the data from one student
who was considered to be an outlier were removethfs analysis. Though most
students at this school were doing just fine, theae at least one student who reported
struggling. She reported clinically relevant sympsoof anxiety and relatively elevated
levels of depression. Though a few of her peersrted relatively elevated levels of
symptoms, she was the only student in the clingegtinificant range on any of the
measures. Although the results at School 1 sugigastfor the most part, the students are
well adjusted, it is important to consider the eigrece of students who are not as well
adjusted and may as a result also feel like anderts

At School 2, which is a more demographically repreative sample of students
similar to those at other public schools acrosdthiged States, mental health variables
were more closely related to their academic fumatig. As previously stated, strong
relationships were detected between several gbskiehological variables and students’
beliefs about their academic abilities, though viery significant relationships were

identified between the psychological variables tar true performance. The findings at

119



School 2 confirm the results from the combined granalyses, suggesting that students’
psychological functioning and their beliefs abdit academic abilities are closely

related.

Research Question 2

Results from the second research question shoveedtiidents who participated
in the Girls in Transition program were more likédyreport improvements in their
psychological functioning than students who did pentticipate in the program.
Specifically, immediately following program comptat, participants reported increased
use of active coping strategies, higher levelsoofad self-efficacy, and lower levels of
anhedonia and anxiety. Although many of these tffdisappeared by the six-month
follow-up period, their use of active coping stgaes persisted. The improvements in
participants’ use of active coping strategies issuwprising given that the focus of the
intervention was to help students identify moreetive ways to think about and respond
to stressful everyday life events. The fact thasthimprovements persisted and even
increased through the six-month follow-up periodgasts that the intervention may have
helped students internalize these new coping gieteThese results are particularly
encouraging since changes could be detected déspiteg a very small sample.

Because the Girls in Transition program is desigoe@duce and/or prevent
symptoms of depression, it was hypothesized thdicgeants would experience
reductions in many of the areas related to demesant just anhedonia. Though
depression scores did decrease over time, thesgehavere not statistically significant.

This could be the result of several factors. Fgsten the small sample size included in
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this study, significant power may not have beeneadd to accurately identify
significant differences. Additionally, because theras high variance in students’ scores
on the depression scale, this reduced the stalistiength of students’ reported
reductions in symptoms. Furthermore, previous rebeaas found anxiety to be a
precursor to depressive symptoms (Rice, van dee,Brdhapar, 2004). Given
participants’ decreases in symptoms of anxietg, piossible that improvements in
depression might have followed had effects beamggr. Finally, in the current study,
there was not that much room for growth, as a nitgjof the students presented at
baseline as mentally well-adjusted youth. As Stice colleagues’ (2009) meta-analytic
review of youth depression programs discussed\aigion effects tend to be strongest
when administered to targeted populations at irsa@@aisk for or already experiencing
mental health problems. Had the intervention tadj@hore distressed youth, it is
possible that greater intervention effects mighehlaeen detected.

One of the major hypotheses of this study wasghetcipation in the Girls in
Transition program would be associated with stusleatademic improvements. This
was not the case with the current sample. Amongtingents in the intervention group,
math and reading scores remained relatively sttriess the three assessment periods.
Though there was reason to believe that studemgktrakperience academic benefits as a
result of participation, the lack of improvemenis aot entirely surprising. First, it is
important to remember that although the Girls iankition program did discuss ways for
students to cope with academic stress and diffesifhore appropriately, it did not
directly address academic skills or strategiesrdifbee, because statistically significant

primary intervention effects, such as reductionaririety and depression, were not
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detected, it is not surprising that the hypothasgecondary effects did not emerge. In
other words, because students’ levels of anxietlydapression did not significantly
decline, there is little reason to expect theidaecaic performance to change.
Furthermore, even if stronger effects had beenrabdethe impact it might have on their
academic skills may have taken longer to detect tha current study procedures
allowed for. Additionally, as previously discuss#tk validity of students’ scores on
these tests is somewhat questionable, given thewaly low scores participants received
despite attending academic rigorous schools.

Scores on many of the study variables remainedestatbong students in the
wait-list control group, as expected. However, stid in the control group did report
lower levels of hopelessness at the post-intergarfbllow-up than they did at baseline,
though these differences did not quite reach sitadissignificance with all tests (small to
medium effect size). These improvements were ucigated in the absence of
intervention. Though a possible hypothesis forehdiferences might be a result of
attrition, results became stronger when only sttgletno completed follow-up data were
analyzed. Instead, other explanations can be pedvilirst, other confounding factors
may have impacted students’ reports. It is possiaestudents in the control group
participated in some other intervention outsidéhefstudy that helped impact their
attitudes. Similarly, life circumstances may havgroved for certain individuals,
improving their outlook on their lives. Given thaall sample size included in this study,
improvements in only one or two students might hsigeificantly altered the results for

the entire group. Although the improvements amduadents in the control group were
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unanticipated, their mean score at follow-up wasstatistically different than the mean
score of students in the intervention group ategitbllow-up period.

Students in the wait-list control group also earsigghificantly higher scores on
the math test at the two follow-up periods tharyttliel at baseline. The reason for these
improvements is not entirely clear. When resultsenanalyzed among the three cohorts
separately, these differences disappeared, makimgossible to identify whether these
improvements might have been a result of more effemath instruction at one of the
schools. Again, as previously discussed, the \glmfithe academic measures has been
called into question given the relatively low scod the students included in this
sample, despite the high achievement of studenits both schools. Additionally, it is
possible that other extraneous factors might béocmling these results, such as
particular students in the wait-list control graggeiving academic support in math.
Finally, because of difficulty getting a hold otidents at School 2 to collect follow-up
data, many students were not included in followaoplyses. Of those who were
included, many were evaluated over the phone, nyakieir completing the academic
measures not possible. As a result, the sampleositiee academic measures was even
smaller than for analyses with other variables. 3@mmple size of both groups decreased
substantially. It is therefore very possible theg small sample size and high attrition
impacted these results, particularly if one or naitglents in the control group received
any academic supports during this time.

When examining whether group differences emergeitlar of the follow-up
periods, no significant differences were detectdd¢ch was rather surprising,

particularly given the improvements detected angtngents in the intervention group
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after completing the intervention. It was expedteat students in the intervention group
would have reported lower levels of emotional @istrand higher levels of emotional
strengths than students in the control group. Eanilore, it was also predicted that
students in the intervention group would have odit¢peed their peers on the math and
reading tests. The lack of significant findingsicades that intervention effects were not
as strong as initially anticipated. This is likalyesult of the small sample included in
this study, making it difficult to detect group f@ifences. Additionally, previous research
on the Penn Resiliency Program suggests that enéion effects do not always emerge
immediately. In fact, in the initial evaluation diuof the program, differences between
the two groups were not detected until the 12-mdaitbw-up period, with effects
increasing through a 24-month follow-up (Gillhamaét 1995). With this in mind, the
lack of significant differences between the twoup® is not all that surprising,
particularly given the small sample size includedhis study.

Finally, cohort effects were examined in order éedmine whether features
specific to each cohort, such as length of treatmeapacted results. Unfortunately, due
to the very small sample in each of the groupsHese analyses, it is difficult to
generalize results. Surprisingly, although studantke intervention group in Cohort 2
only met for four sessions, they did report exp@sieg significant benefits after program
termination. These results suggest that even il sloses, the Girls in Transition
program might provide benefit to participants. Hoes fewer benefits were detected
among students in the two other cohorts, whichforeinore sessions than did Cohort 2.
In order to understand these results, it is importa consider certain factors about the

other two cohorts, such as demographic charadgterishd sample size. Cohort 1

124



comprised students from School 1. As previouslgulsed, the students at this school
reported very few mental health problems at baseliine lack of improvement these
students demonstrated in most aspects of psyclwaldginctioning is therefore not
particularly surprising, given that they had vatifd room for improvement. Students in
Cohort 3, which consisted of students from Scho®h@ school with more variance in
students’ scores, also did not report many chaogestime, despite meeting for nine or
ten sessions. However, three students were includéese analyses, and because of
missing data, on some measures only one or twestsidvere included. Therefore, these
results should be interpreted with extreme caution.

One of the ways to understand some of these unegéondings detected in this
study is to consider the challenges in applyingitbervention in real-world conditions.
Unexpected situations arose in the midst of condgchis study that methodologically
impacted this study. As a result of district-leitgbulence and administrative transitions
transpiring at some schools, recruitment procedwese unable to take place, severely
limiting the sample size and diversity. Within tiweo schools included in the study,
scheduling conflicts and building maintenance @lssed considerable barriers, resulting
in high attrition rates and incomplete data coltatt\While these obstacles significantly
limited the internal validity of the current studiiey also help demonstrate the
challenges that researchers face when implememtiegyentions in real-world settings
such as schools. Though the study methods maybesrelimited due to these
circumstances, the results are perhaps more mdahsgigce the research was conducted

in a natural setting instead of a contrived redeastting.
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Implications

The results of this study have important implicasidor practice. First, the fact
that students’ psychological functioning was higbdyrelated with their beliefs about
their academic capabilities indicates that effartglentify students who are struggling,
either academic or emotionally, are important teedeine whether they are also
experiencing difficulties in other areas as w@kcause students experiencing symptoms
of internalizing problems, such as anxiety and degion, are less likely to be identified
by teachers and parents than their more disrupeees, these findings may be
particularly relevant. Additionally, it is importato identify whether students’ beliefs
about their academic abilities are low, and inteevaccordingly, as this may precede
actual academic decline. However, because the sasijts were obtained through
correlations, the direction of impact between thgchological and academic variables
could not determined. Given the relationships detebetween students’ psychological
functioning and their beliefs about their acadeabdities, as well as their beliefs and
their true abilities, it is evident that these agp®f functioning are interrelated.
Therefore, understanding the scope of the chalketigd students face is essential.

These results also demonstrate the importancedgratanding and promoting
students’ strengths. Though mental health stataftes considered along a continuum,
with mentally distressed individuals on one sidd arentally content or even happy
individuals on the other end, evidence suggestsathandividual's mental health may
reflect aspects of their experienced levels ofrésst and strengths (e.g. Suldo & Shaffer,
2008). The findings from this study demonstraterthationship between both aspects of

emotional functioning, symptoms of distress anasigf strengths, as being related to
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students’ academic functioning. Therefore, it ipartant for schools to better understand
not only the challenges that their students faaealso the strengths that they possess.
Though causation cannot be inferred through thidystresults showed that students who
possessed these strengths scored higher on acagstsidt is therefore possible that
efforts towards enhancing such strengths may resutiprovements in academic
functioning. Additional research is needed, howgtaconfirm this result.

The relationship between mental health factorsaaradiemics was particularly
strong at School 2, where there was more divensitgrms of student demographics as
well as their scores on the psychological variallezause of the greater variability
among these students, it was easier to see th®nslaip between the psychological and
academic variables. Because the demographics abB2hvere more similar to those at
other schools across the United States, the rdsaoitsthis school may be particularly
relevant. However, given the small sample of sttglaheach school, more research is
needed to confirm these results. It is also impdrfiar practitioners to take into
consideration the experience of students who mayulieers at schools similar to School
1, and to ensure that appropriate services arkagefor these students who are not only
experiencing distress, but may also feel like asidar or feel alone.

As a result of legislative mandates sucliNasChild Left Behindschools are
facing increased pressure to raise student perfozedn some districts, “non-essential”
activities, such as art and music, are being retloceut from students’ schedules to
allow for more time for math and reading instructidhere is no doubt that increasing
student achievement is an important goal for dbsts. But schools should also be

committed to promoting student growth in other areesides just academics. The

127



National Association of School Psychology’s Prazfitodel outlines the implementation
of “Interventions and mental health services toali@y social and life skills” as an
important function of a practicing school psychasd@NASP, 2010). Simply because
this study did not find there to be direct acadebanefits to participation in the Girls in
Transition intervention does not mean that the gogis not worthwhile. Improvements
in students’ psychological functioning should remaipriority for school staff and
should not get obscured by academic pressuresei@siteceiving the intervention did
experience some benefits in their emotional fumitig as a result of participation,
suggesting that this intervention can help pronpot&tive student development in

schools.

Limitations

There are several limitations to this study. Fifs¢, number of participants
included in this study posed numerous problemsaBsge this was an intervention study
with programs being implemented in school settiraglser than research facilities, it was
difficult to find schools that were able to supptbre activities of the project. As a result,
only two schools participated in this study, resgitin a limited sample size. Due to the
small sample size, more sophisticated statisticalyges were unable to detect
significance. Instead, less sophisticated analyses calculated, particularly for the
second research question, where the sample sizewsassmaller as a result of high
attrition. Furthermore, more in-depth secondaryhaes to determine whether the
intervention was more effective for particular goswf students were not possible

because of the small sample included in this study.
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Additionally, due to scheduling conflicts at onetloé schools, there were very
high rates of attrition among the included sampléhough all students completed
baseline questionnaires at the two schools, itvmspossible to collect all of the post-
intervention and follow-up data at School 2 becafssdministrative changes and
facilities problems. As a result, some of the qoestaires were administered over the
phone to students when possible, but academicpeaftce data could not be collected
through this method of data collection. Given tifeecences between the two schools at
baseline across nearly all of the study variabtes likely that the scarcity of follow-up
data at School 2 impacted the results that werairodd.

It is also important to recognize that the two sthancluded in this study are
neither representative of all schools in the UniB¢ates nor homogenous within the
study, impacting both the internal and externaildityl. The first school, a small private
school located in a major East Coast city, sertgdesits from predominantly white,
middle class backgrounds. The teaching and leagtiiigsophies employed in this
school differ from most public schools. The seceanlool, a medium-sized public school
located just outside of the city, is somewhat mepresentative of many other suburban
middle schools found in the United States, ser@mgore diverse student body than the
first school. However, because of the significaxiifjerent characteristics of the two
schools, combining data across students at bothotsmay have reduced the study’s
internal validity.

Furthermore, there may have been a selection bieeistudents and parents who
chose to participate in the study. Recruitment e@®e predominantly through parents,

and it is possible that certain parents, perhapsetivho were more concerned about their
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daughters’ adjustment and well-being, were morelyiko enroll their daughters in the
study than those who were less concerned abowg treas. As a result, the findings
from this study are not generalizable to all midstt@ool girls.

The outcome measures used in this study from edgy@B may not have been
ideal indices of student performance. Given manghefunanticipated results associated
with students’ math and reading scores, it is bss$hat these tests were not the most
appropriate assessment measures to use with fhiggtion. Specifically, the different
tests used at the three assessment periods magvebeen entirely equivalent, perhaps
minimizing intervention effects. Furthermore, itailso possible that thé'and &' grade
tests were not equally as challenging, thereforkimgaan aggregation of the data
inappropriate. This study might have been stroifgee easyCBM.org data were
supplemented with other school-based indices adeé& performance and/or behavior,
such as students’ grade point averages, statedess, or number of office discipline
referrals. While the inclusion of curriculum-basestessments was a unique focus of this
study, including other measures of academic peidoga may have strengthened the
results. Unfortunately, additional information dodent performance was not available
due to the increased burden it would have placeth@schools to collect that
information. Furthermore, because School 1 wasvaterschool, students do not take the
same state tests that students do at School 2h&se reasons, only the materials from
easyCBM.org were used as objective measures oérstsicacademic performance.

Baseline questionnaires were also administeredfateht times during the
academic year across the two schools. Becausessmoithe academic assessments are

expected to rise over the course of an academit iye#ould be expected that the
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students at School 2, who took the assessmentsriates school year than students at
School 1, would have earned higher scores on thaemcic measures than the students at
School 1. This was not the case, however, as theliba scores at the two scores were
statistically equivalent.

The validity of several of the students’ acadenatacht baseline was also called
into question. At least two of the students at ®tRaused a calculator on the math
section, as the group leaders were unaware oeftetiministration procedures.
Furthermore, one student was observed rushingghrthe math and reading
assessments and therefore her performance ontthesests do not reflect her true
abilities. Finally, one student was identified &g cognitively delayed, and her
academic data were called into question as welllstatistical analyses were computed
with and without the data of these four studentthdugh the results were often quite
similar, because of the small sample included im gtudy, the exclusion of their data did
sometimes impact the results slightly. However gose of the already small sample size
and naturalistic nature of this study, where incdnof all students was expected, these
students’ data were still included in the study.

Another issue was possible intervention dosagestfé&actors specific to the
intervention, including group size and the lengtl duration of the intervention, varied
across the three intervention groups. Groups rafrgedtwo to six students, lasted for
50-80 minutes a week, and met for four to ten ses®8ecause of the small sample size
included in this study, it was difficult to detemmei whether there were dosage or group

effects across the three different interventiorugso
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Finally, had the follow-up period been extendeddrelysix-months, it is possible
that stronger intervention effects may have bedeatied. Although no studies have been
published on the Girls in Transition program, reskdrom original intervention (the
Penn Resiliency Program) demonstrates that intéoreeffects may increase over time
(Gillham et al., 1995). Extending the follow-up el was not possible for this study, as
all students in the wait-list control group woulaMe transitioned to high school before

they were offered the opportunity to participateha program.

Future Research

The first part of this study was an exploratorylgsia of the relationship between
students’ reported levels of mental health problesnsotional strengths, and their
academic performance and beliefs. Future work shoomtinue investigating the
relationship between these variables among diftggepulations of adolescents.
Specifically, because this study found that theltegliffered across the two schools,
future work should examine this in greater depthwoyking with students from high,
medium, and low SES backgrounds and with greatgslrdiversity. Furthermore,
including additional academic measures would aflowa greater examination of what
specific aspects of academic performance is agsdoreth emotional distress as well as
emotional strengths. Future studies may also vaekxplore the relationship between the
psychological variables and students’ cumulativeulnject by subject GPA, performance
on end of the year test results, responses onrgtsttess surveys, or teacher ratings of
students’ abilities in addition to the academic sugas used in this study. Additionally,

the utility of curriculum-based assessments astootside of an academic context needs
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further examination, such as potential outcome oreasfor studies examining mental
health factors.

This research was also intended as a pilot stoidthé Girls in Transition
program. To date, there are currently no publisirtidles examining the effects of this
intervention. A majority of the previous researchtbe Penn Resiliency Program has
focused on students from affluent backgrounds,gh@aome work has examined the
program’s effects in urban school settings (Cardletral., 2002). Goals of the current
study were to explore the feasibility of implemegtthe intervention in two different
school settings, to assess whether it was effectidecreasing mental health problems
and increasing emotional strengths, and to idemtiigther there were any secondary
academic benefits associated with participatiotnéprogram. Future work should
continue to explore the feasibility and effectivesef this intervention in the school
setting, considering factors such as length otitneat, duration of follow-up, and group
size and cohesion. In addition, future work shaddk to identify whether the
intervention is also effective when offered in salscserving students from racially
diverse and/or low-income backgrounds, and hovwptbgram may be appropriately
adapted to meet the unique needs of these stude@siining additional aspects of
school functioning, such as school connectednes®khss other academic outcome

measures, is also warranted.
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