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Abstract of Dissertation 
  
 

Fostering Protective Factors in At-Risk Youth Using Individual and Group Counseling 
Interventions 

 
Adolescence is a time when individuals are forced to deal with the stress of moving from 

being a teenager to an adult (Spear, 2000).  As a result, this difficult developmental period is 

often characterized by adolescents engaging in risky behavior and potentially dangerous 

experimentation (Golden & Turner, 2005).   The importance of understanding how adolescents 

successfully negotiate and respond favorably to these stressful situations has been the focus of 

many researchers over the last forty years (Ahern, Ark, & Byers, 2008; Fergus & Zimmerman, 

2005) and is especially useful for school personnel interested in improving the overall social and 

emotional competence of students. The relationships among protective factors, school-based 

mental health interventions, academic outcomes and behavioral adjustment among at-risk high 

school students were investigated in the current study.  Additionally, the potential moderating 

role of gender and Special Education designation on these relationships was examined.  A 

sample of 97 ninth through twelfth grade students completed the Individual Protective Factors 

Index (IPFI), a 71-item self-report instrument that measures the level of protective factors three 

major domains: Social Bonding, Personal Competence, and Social Competence (Springer & 

Phillips, 1997).  The students also participated in weekly group counseling sessions (using 

evidenced-based curricula) and individual counseling sessions with a masters-level mental health 

clinician (social worker or counselor). Contrary to predictions, there were no significant positive 

relationships between protective factors and extensiveness of counseling or academic outcomes.   
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However, there was partial support for the hypothesized relations as a significant negative  

relationship was found between the Social Bonding variable and the Behavioral Adjustment 

Index, which indicated higher Social Bonding was associated with more positive behavioral 

outcomes.  In terms of the proposed moderator variables, Special Education designation did not 

moderate relationships between protective factors and extensiveness of counseling interventions, 

academic outcomes or behavioral adjustment.  Gender, however, did moderate the relationship 

between Personal Competence and the extensiveness of counseling interventions.  While there 

was partial support for this hypothesis, the nature of the moderation effect was not consistent 

with the predicted relationship.  The findings of the current study offer little support for the 

proposed association among school-based mental health counseling services, academic outcomes, 

and behavioral adjustment.  Additional research is needed in this area particularly because efforts 

to improve the social and emotional skills of adolescents, best prepare them to negotiate stressful 

situations and life’s challenges. 
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Chapter I - Introduction  
 
Overview 
 

Research studies on adolescents’ ability to respond favorably to stressful situations have 

increased over the past forty years (Ahern, Ark, & Byers, 2008; Fergus & Zimmerman, 2005). 

The literature suggests that one of the key characteristics of resilient adolescents is the presence 

of a safe and nurturing environment (Garmezy, 1983; Ungar, et al., 2007; Ungar, 2001), which 

provides a buffer to many of the risks to which they may be subjected.  The literature also 

suggests that adolescents spend a significant amount of time in school and this is where they 

stand the greatest chance to form the positive relationships and Personal Competence that will 

assist them as they navigate through difficult situations.  These characteristics form some of the 

common protective factors that are expected to lead to resilient outcomes in youth.  Thus, one 

effective way to develop resilient adolescents may be through the implementation of school-

based mental health services where individuals have a greater likelihood of developing coping 

skills and other protective factors that will serve them well in school and in the community at 

large (Kutash, Duchnowski, & Lynn, 2006).  School-based mental health services can have a 

positive impact on both socially adept adolescents and also those students who have difficulty 

forming positive relationships with school personnel and peers (Burns et al., 1995). 

Research Questions and Hypotheses 
 

The following are the primary research questions with accompanying hypotheses in 

italics that the researcher examined: 

1. What is the relationship between protective factors and the extensiveness of counseling 

interventions, as defined by the number of group and individual counseling sessions? 
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a) Protective factors will be positively associated with the extensiveness counseling 

interventions.     

2. What is the relationship between protective factors and academic and behavioral outcomes? 

a) Protective factors will be positively associated with positive academic outcomes. 

b) Protective factors will be negatively associated with adverse behavioral outcomes. 

3. Does gender or Special Education designation moderate the association between research 

questions 1 and 2? 

a) The relationship between protective factors and extensiveness of counseling 

intervention will be stronger for females. 

b) The relationship between protective factors and academic and behavioral outcomes 

will be stronger for females. 

c) The relationship between protective factors and extensiveness of counseling 

intervention will be stronger for students with Special Education designation. 

d) The relationship between protective factors and academic and behavioral outcomes 

will be stronger for students with Special Education designation. 

Statement of Potential Significance 

There is evidence that suggests the need for additional research in the study of resilience 

and overall social emotional growth during adolescence (Masten, 2001; Masten, Herbers, Cutuli, 

& Lafavor, 2008).  In light of previous findings, the relationship between the extensiveness of 

counseling interventions an adolescent receives and the protective factors that an adolescent 

displays will be examined.  It is widely accepted that individuals respond differently to adverse 

conditions and situations (Masten & Gewirtz, 2006; Winfield, 1994).  However, research 

suggests that individuals who have more protective factors are more resilient and have a 
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tendency to perform better academically and behaviorally (Adelman, 1993; Adelman & Taylor, 

1994).  Thus, the relationship between protective factors and academic and behavioral outcomes 

will be examined.  Finally, the researcher of this study purports both gender and academic 

classification of the participants (general education versus Special Education designation), may 

moderate the aforementioned associations.  Research suggests that female adolescents are more 

likely to form positive relationships with teachers than male students (Werner, 2001) and are less 

hesitant to ask for help, regardless of their academic ability.  These positive interactions can 

serve as a protective factor and yield positive academic outcomes. 

Adolescence is a difficult developmental period (Arnett, 1999; Cohen & Park, 1992; 

Grant et al., 2003) in which individuals must deal with the stress of moving from being a 

teenager to an adult while trying to acquire coping strategies to be independent (Spear, 2000).  

With this transition, it is not uncommon for adolescents to engage in more risk-taking (Golden & 

Turner, 2005) and antisocial behavior (Park, Lee, Bolland, Vazsonyi, & Sun, 2008), and African 

American adolescents generally engage in more risky behaviors than their White counterparts 

(Fomby, Mollborn, & Sennott, 2010).  To this end, it becomes increasingly important for 

research to focus on determining the predictors of and developing intervention strategies for this 

behavior in adolescents in general, and African American adolescents in particular (Park et al., 

2008).    

The overarching goal of this research study was to further the body of literature in the 

areas of counseling interventions and resilience.  Despite the widespread recognition of the need 

to improve the quality of school support programs and services to remove barriers to academic 

success (Adelman, 1996; Barth et al., 1999), little research has focused on the extent of 

counseling interventions and how this is related to the protective factors an adolescent possesses 
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(Adelman, 1993; Adelman & Taylor, 1994).  Those adolescents who engage in positive social 

interactions with others increase the likelihood of experiencing positive outcomes (Masten & 

Obradovic, 2006). This research study examines the relationship between protective factors, 

extensiveness of counseling intervention, and academic and behavioral outcomes.  Findings from 

this study will be useful for school-based mental health counselors attempting to plan the success 

of students attending their school.  

Theoretical Frameworks 
 

Some have argued that school leaders should strongly consider the mental health needs of 

the students they serve when planning all components of their school programs (Shields & 

Knapp, 1997).  The Mental Health Spectrum Intervention and Treatments, the application of 

Positive Behavior Supports, and the Interconnected Systems are some of the common approaches 

used to deliver mental health services to students.   The Mental Health Spectrum (Mrazek & 

Haggerty, 1994) approach focuses on preventing mental health disorders and uses various 

counseling modalities to treat disorders that arise.  The Positive Behavior Support (Horner, Albin, 

Sprague, & Todd, 1999) approach focuses on creating a warm and safe environment that 

discourages negative behavior.  The Interconnected Systems (Center for Mental Health in 

Schools, 2007) approach focuses on early intervention, character development, and overall social 

emotional growth of students.  All of these approaches were designed and are implemented with 

the goal of overall improvement of the social and emotional health of school-aged students 

(Kutash et al., 2006).  These approaches do not overlook risk factors which often lead to 

problems as adolescents’ transition into adulthood; rather they focus on bolstering the protective 

factors and support that will help offset the negative impact of these risk factors (Constantine, 

Benard & Diaz, 1999). 
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Methodology 

This quantitative research design will use the Individual Protective Factors Index (IPFI: 

Springer & Phillips, 1997), to assess the levels of protective factors among students.  The 

researcher will also use both behavioral data (daily attendance, number of discipline referrals and 

number of unexcused absences) and academic data (cumulative GPA of the students’ core 

classes) to determine participants’ ability to perform well despite the presence of stressful life 

occurrences.  Extensiveness of counseling interventions will be assessed by totaling the number 

of individual and group counseling sessions the student attends. 

 The participants in this research study are all students who attend a public charter school 

that serves high risk African American adolescents in a large city in the Mid-Atlantic region.  

The participants are high school teenagers in grades 9-12.  Archival data from this public charter 

school will be analyzed from the 2009-2010 academic year. All participants have previously 

completed the Individual Protective Factors Index (IPFI), and behavioral and academic data was 

obtained from student records. 

Limitations 
 

The researcher acknowledges this dissertation study was conducted with some challenges 

that are inherent to the population being studied.  The particular school that was used to draw the 

sample from is small, by typical public school standards, and has been open for only short time. 

To this end, the researcher expects some difficulty with generalizability to other populations.  

The small size and homogeneity of the sample (all African American) make it difficult for results 

from this study to be generalized to other students. 

Another limitation of this study lies with the data provided by the participants.  As is the 

case with most self-report inventories, the IPFI data are subject to the participants’ willingness to 
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answer honestly and without fear that their responses will generate judgment by those reviewing 

them. The researcher therefore acknowledges the data reported is potentially limited, as some of 

the participants may not have responded honestly to some of the questions. 

Key Terms 
 
Stress. Lazarus and Cohen (1977) defined stress as the individual’s response to both the daily 

hassles and the major changes that occur in life. Both Compas (1987) and Lazarus and Cohen 

(1977) defined daily hassles as the day-to-day events that arise out of the typical roles of living.  

Daily hassles are also often regarded as minor irritants that are less dramatic than major life 

events.  

Resilience. Luthar and Cichetti (2000) explain that the concept of resilience is when individuals 

display positive adaptation in spite of experiencing a significantly adverse situation.  This 

positive adaptation may be the result of individual or environmental factors or some combination 

of the two.   

Protective Factors. These are aspects of the individual or environment that allow the individual 

to offset a particular risk or traumatic situation (Morales, 2010).  Protective factors moderate the 

effects of stressful situations and minimize the likelihood of an individual suffering from 

psychopathology.  Individuals who respond with positive outcomes to risks or traumatic 

situations, can be considered resilient (Compas, 2004).   Protective factors will be 

operationalized by students’ perceptions of their Social Bonding, Personal Competence and 

Social Competence, as captured on the IPFI. 

Extensiveness of Counseling Intervention. Counseling is the process of providing professional 

guidance to someone by helping them negotiate life’s challenges and manage stressors (Fong, 

1990).  Counseling often encompasses the environmental factors the individual experiences.  In 
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this study, extensiveness of counseling intervention is operationalized as the number of group 

and individual counseling sessions that the adolescent participates in. 

Behavioral Adjustment Index. Adolescents who struggle to identify social problems, or have 

difficulty controlling their emotions or getting along with school staff and their peers, tend to 

engage in disruptive and negative behaviors (Wentzel & Cladwell, 1997).   In this study, the 

Behavioral Adjustment Index is operationalized as the total number of discipline log entries 

(referrals), number of suspensions, and number of unexcused absences from school. 

Charter School. Charter schools are state-legislated and legally independent, innovative, 

outcome-based, public schools. Charter schools represent a new wave of education that 

transcends the traditional means of addressing the many facets of all school-aged children.  

Charter schools are typically considered an alternative school choice option that gives teachers 

more autonomy than traditional public schools and allows for a more tailored approach to 

reaching different learning styles of students (Levy, 2010). 

At-risk.  Kazdin, Kessler, Kupfer, and Offord (1997) describe “at-risk’’ as any condition or 

occurrence that increases the likelihood that psychopathology will develop as a result of 

exposure to danger, loss, or a difficult situation.  For the purposes of this research study, the term 

“at-risk” was conceptualized as the “exposure to difficult situations”. 

Social Emotional Learning (SEL). Social emotional learning (SEL) is the process of developing 

fundamental social and emotional competencies that are absolutely necessary for an individual to 

be successful.  SEL is a conscious effort to improve in the following competency areas: Self 

Awareness, Social Awareness, Responsible Decision-Making, Self-Management, and 

Relationship Skills. 
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Coping. Compas (2004) explains this concept as the process of dealing with adversity and 

stressful situations. The concept of coping is one that emphasizes the importance of purposefully 

working to resolve the specific stressful situation. 

Family Instability. This concept refers to the myriad of disruptive events which detract from the 

cohesiveness and predictability of family life (Forman & Davies, 2003).  Such familial instability 

can take the form of job loss of one or both parents, divorce or residential changes.  Family 

instability has been shown to play an integral role in the process of socialization. 

Chapter II - Literature Review 

 The purpose of this literature review is to provide a context for the framework of this 

current study.  The writer will provide information about the developmental stage of adolescence 

and then provide information about the impact stress and risks have on an individuals’ ability to 

develop protective factors.  Also, the writer will describe the effects of stress on the functioning 

of adolescents and their families, the impact counseling interventions have on the resilience of 

adolescents, and how the presence of protective factors impacts the academic performance and 

behavior of adolescents. Many of the students within the sample come from unstable homes, 

which often refer to physical (i.e., one parent versus two-parent household), emotional (i.e., 

divorce and marital problems), and vocational (i.e., job loss) circumstances that cause a 

disruption in the family structure and functioning.  Family instability affects the adjustment of 

adolescents (Oxford, Cavell & Hughes, 2003) and the stress and instability they have 

experienced at home often negatively impacts their ability to perform well in school and to 

regulate their emotions effectively (Simons, Lin, Gordon, Conger, & Lorenz, 1999).  The writer 

will discuss how the development of protective factors can help students dealing with stressful 

situations achieve positive behavior and academic outcomes.  
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Adolescence 

Adolescence is a time marked by development and change (Ahern et al., 2006), often 

with little warning or explanation to the individual (Briggs, 2009; Compas, 2004).  It is typically 

a time when parents and other adults focus on teaching adolescents about the importance of hard 

work, respecting others, and overall, how to become socially competent individuals.  The 

transitional period of adolescence is marked by experimentation and adolescents taking 

unnecessary risks.  This risky behavior can increase the stress levels of both the adolescent 

(Arnett, 1999) and close family members (Schneiders et al., 2006).  In addition to the inherent 

influence parenting has on risky behaviors, adolescents typically respond better to a supportive 

family environment that fosters the formation of positive peer relationships (Putnick, Bornstein, 

Hendricks, Painter, & Suwalsky, 2008).  While some parents decrease their involvement in their 

child’s academic and personal experiences during middle adolescence, their child can benefit 

from more attention during this period (Steinberg, Dornbusch, & Brown, 1992).  For adolescents, 

their parents’ view of them is important and can impact their overall self concept and desire to 

strive for academic and behavioral competence (Putnick et al., 2008).  However, adolescents 

often have to prioritize their desire to please their parents and maintain a certain level of status 

among their peers, which is often magnified during this period (Brown, Clasen, & Eicher, 1986; 

Scholte, Van Lieshout, & Van Aken, 2001). 

Individuals often have difficulty navigating adolescence, however, little is known about 

how adolescents guard themselves from the various risk factors that they will encounter (Ahern 

et al., 2008).  The period of adolescence is often difficult to deal with because individuals are 

faced with a number of stressful situations.  This stage becomes important because it marks one 

of the first times individuals develop protective factors (Seiffge-Krenke, Aunola, & Nurmi, 
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2009).  The more adolescents are able to develop protective factors, the more resilient an 

adolescent becomes and the less difficult it will be to deal with stressful situations later in life.  

Developing protective factors will serve the adolescent well as the individual negotiates future 

relationships and stressful situations. 

Adolescents are often faced with emotional and physical changes, which have the 

potential to hinder their psychological development (Oliva, Jimenez, & Parra, 2009).  

Adolescents who do not develop appropriate coping responses and protective factors needed to 

overcome the risks they face can have difficulty transitioning into adulthood (Ahern et al., 2008; 

Hauser & Allen, 2006).  Adolescents engaging in maladaptive behaviors, have the potential to 

negatively impact themselves, their loved ones, and the community at-large.  Nonetheless, even 

those adolescents with a host of internal problems possess some assets and strengths that can 

contribute to their success (Adelman & Taylor, 1998).  Despite this period of risk-taking, 

adolescents have the ability to respond favorably to stressful situations.  Positive peer 

relationships (Nounopolous, Ashby, & Gilman, 2006), family support, and a nurturing school 

environment (Masten, Morison, Pelligrini, & Tellegen, 1990; Masten, 2001) have been identified 

as effective buffers to many of the difficulties adolescents face.  Schools are charged with 

helping adolescents successfully move to adulthood and helping create a healthy society 

(Siqueira & Diaz, 2004).  To that end, the focus for schools should be on understanding the 

stressful situations their students deal with daily, and creatively intervening clinically to assist 

students in overcoming them.  

 
Stress 
   
 The term stress has been used extensively in the biological and social sciences and has 

been a major focus among researchers interested in understanding environmental and 
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psychosocial influences on health and behavior (Cohen, Burt, & Bjork, 1987; Cohen, Kessler, & 

Gordon, 1995; Lazarus & Folkman, 1984).   In 1956, Selye published the book The Stress of Life 

and posited that social and psychological factors are important to the maintenance of a healthy 

lifestyle. However, the way the term “stress” is discussed in the literature has not been 

consistent.  Many researchers use the terms ‘stress’ and ‘stressful life events’ without clarifying 

their meaning or making a distinction between the two constructs (Compas, 1987; Compas, 

2004; Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001).  Selye (1956) used the 

term ‘stress’ to refer to the body’s response to a foreign stimulus, which he referred to as a 

General Adaptation Syndrome (Lazarus & Folkman, 1984).  Lazarus (1966) suggested that stress 

was a concept consisting of many variables, processes, and their effects on individuals.  

No one questions the overlap in meaning of “stress”, especially in the areas of sociology 

and psychology (Pearlin, 1989; Peterson, 1994; Smelser, 1963).  Several pioneering sociologists 

(e.g., Karl Marx, Max Weber and Emile Durkheim) referred to “stress” as strain—a special form 

of social disruption (Lazarus & Folkman, 1984). Wolff (1953) believed that stress primarily 

involved an adaptation to the demands placed on an individual and viewed stress as a dynamic 

state.  Unlike other operational definitions before it, the idea of a dynamic state includes key 

processes such as coping, appraisal and the ongoing relationship between the individual and the 

environment (Lazarus & Folkman).   

Experiencing stressful situations is a key component of an adolescent’s development.  

Understanding the impact stress has on adolescents is also clinically relevant (Grant et al., 2003) 

as it provides a basis by which counseling interventions can be designed.  Early studies and 

reviews of the literature (Cohen & Park, 1992; Compas, 1987; Compas, Davis, Forsythe, & 

Wagner, 1987) found that there was insufficient evidence to state definitively that stress 
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predicted psychological symptoms.  However, much of the recent research suggests that urban 

adolescents who experienced high levels of stress are more likely to have a difficult time 

managing their daily lives (e.g., McGee et al., 2001; Self-Brown, LeBlanc & Kelley, 2004; Weist, 

Acosta, & Youngstrom, 2001) and suffer from symptoms of depression and adjustment disorders 

(e.g., Cooley-Quille, Turner, & Beidel, 1995; Taylor & Kliewer, 2006).  Further, one would 

expect those adolescents who experience stressful situations without intervention to have worse 

academic and behavioral outcomes.  Because high levels of stress experienced by an adolescent 

can often lead to poor emotional, psychological, and physical outcomes, stress is often 

considered a risk factor, especially for those adolescents who have not developed adequate 

protective factors to offset the negative effects of stress.  Among the other leading sources of 

adolescent stress are: worrying about academic performance, interactions with parents, peer 

relations, difficulties with relatives, and performance in school-sponsored extra-curricular 

activities (King, Molina, & Chassin, 2008).  Those adolescents who successfully negotiate these 

stressful situations often have established a good rapport and a positive relationship with the 

mental health counselors within their school (Suldo, Shaunessy, Thalji, Michalowski, & Shaffer, 

2009). 

While adolescence in general is a stressful time, African American adolescents in 

particular have historically experienced a myriad of stressful situations beyond those that 

normatively exist for Caucasian adolescents (West-Olatunji, Shure, Garrett, Conwill, & Rivera, 

2008).  Some of the stressors that have been found to have a significant impact on African 

American adolescents include: the presence of racial discrimination (Sanders, Lim, & Sohn, 

2008), difficulty performing well academically (Alexander, Entwisle, & Horsey, 1997; DuRant, 

Cadenhead, Pendergrast, Slavens, & Linder, 1994), the inability to form positive relationships 
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(Osborne, 1999), being raised in a single parent household (Murry, Bynum, Brody, Willert, & 

Stephens 2001; Taylor, Larsen-Rife, Conger, Widaman, & Cutrona, 2010), and an increased 

likelihood that they live in poverty (Phillips, 2008; Sanders, Lim, & Sohn, 2008; Thoits, 1995).  

Some African American adolescents are more likely to live in poverty and are more likely to be 

negatively affected by poverty than their White counterparts primarily because they are often 

raised in high risk urban neighborhoods (Hammack, Robinson, Crawford, & Li, 2004; 

Hammack, 2003; Kessler & Neighbors, 1986; McLoyd, 1998).  Conger, Ge, Elder, Lorenz, and 

Simons (1994) found that the financial strain of living in poverty can also have adverse 

emotional effects on the “parents’ emotional state and the quality of family interactions primarily 

through parental behaviors, emotions, and cognitions that reflect parents’ awareness of and 

responses to economic difficulties” (p. 543).  More specifically, the inherent stress of living in 

poverty can also lead to the parents interacting negatively and less affectionately with their 

children (Brown & Moran, 1997; Simons, Beaman, Conger, & Chao, 1993; McLoyd, 1990).   

Additionally, African Americans who are raised in poverty also have a higher likelihood 

of exhibiting depressive symptoms (Goodman, 1999).  The emotional conditions that African 

Americans experience during adolescence can have a significant impact on their development 

and ability to respond favorably in spite of stressful conditions (Browne & Finkelhor, 1986; 

Saunders, Kilpatrick, Hanson, Resnick, & Walker, 1999). Adolescents who exhibit depressive 

symptoms have increased chances of suffering from depression and other psychological 

problems when they move into adulthood (Compas, Ey, & Grant, 1993).  Thus, parents and 

school staff often must work together to help these adolescents perform well academically and 

behaviorally, an often daunting task because these adolescents may have become disinterested 

and disengaged from school.  Such a communal approach to intervening with adolescents has 
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yielded the best results in offsetting the impact of negative conditions (Jeynes, 2003, 2007; 

Sheldon, 2005).   

Despite the potentially debilitating impact of stress, adolescents living in poverty have 

had some success responding favorably.  Research suggests that the effects of living in poverty 

and suffering from emotional instability can be offset in the African American community 

because of its emphasis on family and kinship (Sudarkasa, 1988).  Many African American 

parents teach their children to use these negative conditions as a motivating force to become 

socially competent and resilient individuals.  Many African Americans believe a cohesive family 

is essential to the development of protective factors that will lead to positive academic and 

behavioral outcomes.  In many cases, students form relationships with adults within the school 

community which are almost as important as the relationships they have with their family 

members (Benard, 1996; Wang, Haertel, & Walberg, 1997).  Schools are encouraged to create a 

learning environment that fosters prosocial behavior and emphasizes the formation of positive 

ties to adolescents’ families and communities.  As such, it is increasingly important for school 

staff (administrators, counselors and teachers) to model positive behavior at all times, within the 

framework of helping adolescents develop protective factors that will lead to positive academic 

and behavioral outcomes. 

While little attention has been paid to the strengths of the African American population 

(Miller, 1999), there is evidence to suggest that  many African Americans view spirituality as an 

essential source of the emotional and social support necessary for developing resilient 

adolescents, promoting Social Bonding, and building a sense of community (Sanders, Lim & 

Sohn, 2008).  Consistent with times of slavery, many African Americans have been able to 

respond favorably to stressful situations by leaning on other members of the community and 
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using them as a source of strength (West-Olatunji et al., 2008).  Those African Americans who 

successfully form positive social bonds and connections within the community have been 

successful in developing the protective factors necessary to promote healthy and resilient 

adolescents (Brown, 2008; Kowaleski-James & Dunifon, 2006).  For many African American 

adolescents, the school system may serve as an integral component of their community.  

Understanding how schools in African American communities can help develop protective 

factors within adolescents is important for mental health counselors, teachers, and school 

administrators as they are tasked with helping their students become successful. 

Risk and protective factors 

In order to understand the concept of resilience, one must consider the role both risk and 

protective factors play in the development of adolescents (Tandon & Solomon, 2009).  A risk 

factor is a characteristic of the individual or the environment that is related to the increased 

chance of a negative emotional, psychological, or behavioral outcome (Compas, 2004; Tandon & 

Solomon, 2009).  Risk factors are related to both the physical and mental health of individuals 

(Siqueira & Diaz, 2004).  Risk factors may take the form of physical illnesses, lack of nurturing, 

poor communication, poor academic achievement, and the inability to cope with challenging 

situations (Siqueira & Diaz).  Research has suggested that environmental factors such as a warm 

and nurturing school or a healthy relationship with a community organization may serve as 

possible moderators of the adverse effects of risk factors (Benard, 2005; Fergus & Zimmerman, 

2005; Rew & Horner, 2003).   

Researchers agree that the concept of risk factors is one that is paramount to education as 

these internal and external barriers often impede appropriate development and learning (Center 

for Mental Health in Schools, 2008).  Much of the earlier literature has been focused on White 
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middle class participants and recent research has suggested the risk factors impacting the 

academic and behavioral progress of African American adolescents are also complex and 

debilitating (Carswell, 2007; Carswell, O’Grady, Watts, & Pothong , 2009).  For example, the 

stress of the lack of resources and supports has been established as a high correlate for 

depression in the African American community (Lewinsohn, Rohde, & Seely, 1998).  

Additionally, African American adolescents not only experience poverty but disproportionately 

experience the risk factor of single parenthood (Tandon & Solomon, 2009).   

Poor academic outcomes and negative school behavior are significant issues for many 

schools (Brener, Weist, Adelman, Taylor, & Vernon-Smiley, 1999) and are especially prevalent 

in schools that predominately serve African American students (CDC, 2000).  Counselors 

working with at-risk African American adolescents should focus on establishing rapport and 

fostering positive adolescent development.  Charter schools and other alternative education 

programs have been successful, in part, because of their commitment to working with students 

who have struggled academically and behaviorally (Levy, 2010; Reilly & Reilly, 1983).  

Alternative education programs focus on forming relationships with the goal of yielding positive 

academic and behavioral outcomes.  Many high risk adolescents, including African Americans, 

are drawn to these types of school settings because they place an emphasis on bolstering the 

bond with the adolescents’ families and increase the chances of offsetting the risk factors for 

poor academic and behavioral adjustment, which can result in resilient adolescents.  What 

follows is a review of concepts and measures of resilience, as well as the role protective factors 

play in this process. 
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Resilience 

Resilience is sometimes viewed as involving two processes. The first involves the 

influence of protective factors that allow the individual and family members to remain intact and 

continue to develop appropriately in spite of the presence of risk factors. The second process 

highlights the adaptation and recovery of the individual (Greeff & Human, 2004).  Adaptation 

and recovery processes may entail changing from an environment of risk to a place of harmony 

and equilibrium. 

Many individuals experience traumatic events that test their ability to function.  

Individuals who are able to respond positively to the negative situations that might cause others 

to falter are said to be resilient (Abrams, 2001; Brooks, 1994; Carver, 1998; Glicken, 2006).  The 

concept of resilience is generally mentioned during discussions about transition after a period of 

disaster or adversity (Ahern et al., 2008). The research on resilience focuses on the strengths of 

individuals in an effort to explain why some individuals are able to deal with difficult situations 

and stressful occurrences in their lives.  Thus, the role protective factors play in offsetting the 

stressful situation is paramount in understanding an individuals’ ability to respond positively. 

The research of Luthar (1991) has furthered this area, as she focused on high risk 

adolescents in high stress conditions.  In her work with 144 inner-city ninth grade students, 

Luthar attempted to identify the factors that facilitate socially competent behavior despite the 

presence of risk factors (Luthar, 1991).  Luthar concluded that the presence of protective factors 

helped to moderate the effects of the stressful conditions (Luthar, 2000; Luthar & Cicchetti, 2000; 

Luthar, Doemberger, & Zigler, 1993; Cicchetti & Toth, 2009). The need to understand why some 

people thrive in the face of struggle is at the core of the concept of resilience (Henry, 1999). 
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Theoretical Frameworks 

This section will provide context for this research including a summary of the theoretical 

underpinnings and concepts associated with resilience.  In addition, the researcher will provide 

background information that highlights the changes associated with conceptualizing and 

understanding resilience.  Finally, the researcher will provide information about how resilience 

directly affects the academic and behavioral outcomes of at-risk students. 

The study of resilience has held a prominent place in the efforts to understand the 

connection between adversity and adaptation (Yates, 2006).  In Rutter’s review of the resilience 

literature, he notes a movement from a unidirectional model to a transactional one (Rutter, 2005).  

Sameroff and Chandler (1975) posited an expanded view of the socialization process and 

introduced the concept of resiliency in adolescents.  Their transactional model was designed to 

provide a more comprehensive understanding of adolescents’ developmental outcomes 

(Sameroff & Chandler, 1975).  Arguably the best explanation for socialization and the 

development of protective factors (Thurber, 2003), Sameroff and Chandler’s (1975) transactional 

model posited the notion that the interaction between the child and their caregiver is a dynamic 

one with bidirectional influence being a key ingredient in the relationship (Sarason  & Doris, 

1979).  The transactional approach insists that the developmental processes that an individual 

undergoes, will either foster resilience or negatively impact the individual. 

Perhaps the most ambitious and informative longitudinal study of the transactional 

approach is the research conducted by Werner and Smith (Werner, 2005).  The Kauai study was 

the only study to date that tracked participants from birth to age 40.  The sample was multiracial 

and consisted of 698 children who were born in 1955 (Thurber, 2003).  During the research, a 

team of mental health counselors, pediatricians, and nurses tracked the progress of the children at 
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ages 1, 2, 10, 18, 32 and 40 years of age (Werner).  Werner and Smith (1992) explain that these 

ages represent development milestones (trust, autonomy, industry, identity, intimacy and 

generativity) that should be achieved by the participants.  This research confirmed the earlier 

resiliency work of Sameroff and Chandler (1975), as many of the infants who experienced 

complications at birth, later developed physical and psychological problems in the absence of the 

development of protective factors.  Specifically, thirty percent of the sample was raised in 

poverty, had experienced pre- or perinatal complications, lived in unstable homes, were raised by 

emotionally unstable parents, or had mothers with less than an eighth grade education (Werner & 

Smith, 1992).  Sixty-six percent of the participants who experienced at least four of these risk 

factors, developed learning or behavior problems, exhibited mental health issues, and/or were 

arrested by age 18.  However, thirty-three percent of the participants who had at least four risk 

factors showed resilient outcomes.  Specifically, these participants presented as well adjusted 

adults with no emotional or behavioral concerns.  The researchers determined that many of these 

individuals were successful in forming at least one positive relationship with an adult.  Also, 

these individuals received support at home and tended to think positively about their own ability 

to overcome the risk factors to which they were exposed.   

The Kauai study provided important information about resilience and the impact multiple 

layers of risk have on individuals (Werner, 1993; Werner & Smith, 1992).   The Kauai study is 

often conceptualized using the transactional approach because the stressful events experienced 

by the participants of the study were considered person-environment transactions. About one 

third of the children were deemed to be resilient, in spite of their risk factors.  Those participants 

who effectively used their social and cultural supports tended to respond better.  Some of the 

protective factors noted as fostering productive lives of these participants were: quality education, 
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faith in God or a higher power, sensitive and reliable parents, autonomy and social maturity, and 

caring and supportive teachers.  This study was one of the earliest opportunities for researchers 

to attempt to understand how maladaptive behaviors begin and can be alleviated through the 

development of protective factors.   The findings of this study also underscored the importance 

of intervening early and forming positive relationships with adults, especially for those who have 

been exposed to multiple risk factors.   

Despite the usefulness of the transactional approach, critics complain this model does not 

address the full range of conditions which should be considered during the developmental course 

of at-risk children (Felner, 2006; Felner, Aber, Primavera, & Cauce, 1985).  More specifically, 

this approach only includes the proximal environments in which the person directly participates.  

While this may be sufficient evidence to explain some interactions, there are some variables that 

are complex and less easily explained.  For example, much of the impact of the school 

environment on a child cannot be explained using this model because it does not account for the 

complexity of the various aspects of a school (e.g., relationship between student and teacher, 

delivery of mental health services, presence of parental involvement) to truly determine what 

protective factors are at play in shaping the individual.   

Clearly, resilience is a multidimensional process (Yates, 2006) and all dimensions of this 

phenomenon should be studied to get a comprehensive picture of the individual.  Adolescents, 

for example, are influenced by several different systems including families, peers, school, 

community, and the society at large (Bronfenbrenner, 1979).  Lynch and Cicchetti’s (1998) study 

involving both maltreated and nonmaltreated adolescents between the ages of seven and twelve 

supported this idea.  Their longitudinal study tested the relationships among community 

violence, child maltreatment, and children's functioning over time.  The participants were 
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assessed in terms of their internalizing and externalizing behaviors and the findings provided 

evidence of the importance of carefully studying the interactions between the individual’s 

biological, psychological and social contexts (Lynch & Cicchetti, 1998).  Further, there was 

evidence to suggest that adolescents and their contexts mutually influence each other over time.   

This idea that all human interaction can impact the individual is further underscored in the 

transactional-ecological model (Felner, 2006; Felner, Silverman, & Adix, 1991).  This is one of 

the first theories that attempted to include all the elements of human interaction.  This approach 

has yielded positive results when working with students, primarily because it allows counselors 

access to a more comprehensive view of the entire ecological and psychological systems of the 

individual (Felner, 2006).     

Resilience differs from traditional notions of risk and protection primarily because of the 

attention paid to the individual and how the individual copes with challenges (Rutter, 2006).  For 

those students dealing with multiple risk factors, interventions need to be created that address 

these areas.  One of the most well-known research studies that shed light on the underlying 

issues of resilience of highly stressed students from urban areas was the Rochester Child 

Resilience Project (Cowen, Wyman, Work, & Parker, 1990).  The Rochester Child Resilience 

Project (RCRP) was a 10-year research study aimed at identifying the factors that contributed to 

the resilience of the sample of highly stressed urban children (Cowen, Wyman, & Work, 1996). 

The RCRP took place in two stages, with the first surveying 4th-6th graders and the second study 

focusing on 2nd and 3rd grade students; the study included several hundred students from multiple 

schools.  Both studies had similar objectives and methodology, however, the former was a cross-

sectional study and the latter was longitudinal.  These studies revealed that those students who 
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grew up under very stressful life circumstances were more susceptible to adjustment and 

emotional problems (Cowen, 1994; Cowen, Wyman, & Work, 1996) 

The researchers of the RCRP concluded the resilient students in the study were the 

product of good parent-child relationships (Cowen, Wyman, & Work, 1996).  Further, those 

children with a better temperament, higher perceived competence, and socially and emotionally 

competent parents fared better.  This suggests that interventions and research need to focus on 

improving the quality of life for children at an early age and must include the primary caretaker.  

This is the most effective way to impact children’s development and help them become socially 

and emotionally competent individuals.   

Establishing Relationships and Gender  

 The literature suggests that male and female students negotiate relationships and deal 

with stressful situations in somewhat different ways (Demie, 2001).  In general, female students 

are more likely to report and maintain positive relationships with teachers, than males (Benard, 

1996; Demie, 2001; Wong, Lam & Ho, 2002).  This phenomenon could be attributed to the 

negative connotation often associated with male students showing affection or expressing their 

feelings (Demack, Drew, & Grimsley, 2000; Demie, 2001).  Some would argue punishing male 

students for expressing themselves is counterproductive to the process of developing protective 

factors.  The unfortunate result is that female students often perform better academically because 

they tend to cultivate personal relationships which serve as protective factors (Wasonga, 

Christman, & Kilmer, 2003).  Additionally, females who are resilient have a greater tendency to 

be more supportive of others, perhaps because they generally also need social support more 

frequently than males (Werner, 2001).  Some male students report that teachers and other adult 

authority figures punish them for being more aggressive than their female counterparts, however, 
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some would argue this behavior is gender-appropriate (Hartman, Turner, Daigle, Exum, & 

Cullen, 2009; Younger, Warrington, & Williams, 1999).   

Resilience in Perspective 
 
Understanding the relationship between risk and resilience is important as one attempts to 

determine if these are two distinct constructs or if they lie on the same continuum and represent 

the polar opposites of one another (Compas, 2004).  This distinction is especially important 

during adolescence because adolescents are faced with a host of social challenges.  For mental 

health counselors, it becomes increasingly important to understand how to measure risk factors 

because this increases the likelihood of implementing successful interventions.  Moreover, 

having a clear understanding of what impact developmental factors have on an adolescent can 

assist counselors as they plan for the success of students.  This is especially true as more and 

more school districts and educational governing bodies agree that all individuals learn differently 

and have experienced varying degrees of stress. 

Adolescents who are considered resilient often rely on protective factors to help them 

manage stressful situations (Masten, Best & Garmezy, 1990).  Masten (2001) characterized some 

of the key protective factors that serve as buffers to the various risk factors that individuals deal 

with, in the following major categories: child characteristics - good cognitive abilities, positive 

self-view and ability to self-regulate; family characteristics - being the product of a stable and 

nurturing home environment, maintaining a close relationship with primary caretaker and 

extended relatives; and community characteristics - reside in a safe neighborhood, attend an 

effective school with well-trained teachers and have access to adequate health care.  The 

presence of these protective factors helps to yield positive academic and behavioral outcomes 

(Masten, Best & Garmezy, 1990; Masten, Herbers, Cutuli, & Lafavor, 2008).  Mental health 
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counselors are tasked with determining the appropriate means of assessing the presence of these 

protective factors in an individual to provide the level of counseling support necessary to yield 

positive academic and behavioral outcomes (Youngblade et al., 2007).  Some of the widely 

accepted instruments of measuring resilience are discussed below.  

Measuring Resilience 

 Resilience is often considered a personality characteristic that offsets the negative effects 

of stressful situations and allows the individual to adapt (Ahern, Kiehl, Sole, & Byers, 2006).  

Some researchers would agree that valid and reliable instruments are necessary to measure one’s 

resilience.  Despite its importance and implications in the areas of mental health, nursing, 

adolescent development, and family dynamics, there are few widely accepted instruments used to 

measure adolescents’ ability to cope with stressful situations including the Connor-Davidson 

Resilience Scale (Connor & Davidson, 2003), Adolescent Resilience Scale (Oshio et al., 2003), 

and the Resilience Scale (Wagnild & Young, 1993).  Presently, methods are limited for assessing 

how different variables interact over time and impact an individual (Zimmerman & Arunkumar, 

1994).  The inherent variance in the conceptualization and the lack of a widely accepted means 

of studying resilience makes measurement of this concept more difficult. The following 

instruments are commonly used to measure resilience (see Table 1).  However, it should be noted 

that these instruments actually measure levels of protective factors, which are important in 

fostering resiliency.  
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Table 1 

Instruments Measuring Resilience 
 
Name      Measures 
Author (Year)        

________________________________________________________________________________ 
Baruth Protective Factors Index   Adaptable personality, supportive environments,  
Baruth & Carroll (2002) fewer stressors and compensating experiences 
 
Connor-Davidson Resilience Scale  Ability to successfully cope with stress   
Connor & Davidson (2003) 
 
Adolescent Resilience Scale   Novelty seeking, emotional regulation and positive 
Oshio et al. (2003)    future orientation 
 
The Resilience Scale Personal Competence and acceptance of life and  
Wagnild & Young (1993) self 
   
Brief-Resilient   Coping Scale   Tendencies of coping with stress 
Sinclair & Wallston (2004)    
  
Resilience Scale for Adults   Personal Competence, social support, personal  
Friborj et al. (2003) structure, family coherence and Social Competence 
 
Individual Protective Factors Index  Social Competence, Personal Competence and 
Springer & Phillips (1997)   Social Bonding 
______________________________________________________________________________ 
 

During the current study, the student participants completed the Individual Protective 

Factors Index (IPFI).  The IPFI is a 71-item scale that measures protective factors clustered into 

the following broad domains: Social Bonding, Personal Competence, and Social Competence.   

These domains have frequently been identified as protective factors for youth (Center for Mental 

Health in Schools, 2008; Constantine et al., 1999). The Individual Protective Factors Index 

(Springer & Phillips, 1997) was initially created as a tool for evaluating prevention programs for 

adolescents ranging in age from 10-16 years old.  The IPFI has been used almost exclusively on 

high-risk populations, including students with a history of juvenile delinquency.  This measure, 

which assesses the potential for resilience by examining the presence of protective factors, has 
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proven to be useful in working with populations similar to the proposed research sample (Pierce 

& Shields, 1998; Springer & Phillips, 1992).   Initial validity and reliability information was 

established in a sample of 2,416 in 15 sites across the nation. 

Clinical Implications of Understanding Resilience 

 Despite the importance of understanding the factors that contribute to resilience, research 

literature outlining validated instruments to measure constructs associated with this phenomenon 

are limited (Friborg, Barlaug, Martinussen, Rosenvinge, & Hjemdal, 2005).  Properly measuring 

protective factors is important for mental health counselors so they can actively prepare 

treatment plans when working with clients and parcel out which factors are the most important 

for maintaining social and emotional wellness.  In addition, the ability to identify and measure 

protective factors is extremely important for counselors determine how the various levels of 

protective factors interact with stressful situations.   

Schools have the potential to foster resilience (Weissberg, 1990).  Peck, Roeser, Zarrett, 

and Eccles (2008) conducted a longitudinal study to determine the impact of education and 

extracurricular activities on resilience within the school context.  This research team used data 

from the Maryland Adolescent Development in Context Study (MADICS) in which the 

participants were 49% female and 60% African American.  The MADICS included youth 

development data across multiple domains, including family, school, peer group, and 

neighborhood.  Educational resilience was predicted uniquely by some of the activities, 

suggesting that extracurricular activity does act as a protective factor for at-risk youth and can 

lead to great academic outcomes and healthy development (Peck, Roeser, Zarrett, & Eccles, 

2008).  This research provided additional evidence that a positive school experience can serve as 

a protective factor for children and adolescents (Masten, Herbers, Cutuli, & Lafavor, 2008). 
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 For high risk students who come from underserved communities, the school serves as a 

healthy environment to buffer the impact of many risk factors (e.g., single parent households and 

poverty), resulting in these students becoming more resilient.  In recent years, school-based 

mental health has been considered one of the most effective means to deliver the intervention 

that at-risk students desperately need (Adelman & Taylor, 1998, 2004; Benard, 1996).  What 

follows is additional information about the impact of mental health counseling within schools. 

Mental Health Counseling in the Schools 
 
 One approach to developing protective factors and decreasing the effects of risk factors 

among adolescents is to provide integrated mental health services in schools. The inadequacy of 

the children’s mental health system in the United States has been repeatedly documented (Huang 

et al., 2005).  Those schools and districts that consider academic, physical, and mental health 

needs of the students in schools afford students the best opportunity to be successful (Adelman & 

Taylor, 1998, 2004; Benard, 1996; Dryfoos, 1994).  Additionally, the Carnegie Task Force on 

Education of Young Children (1989) stressed the importance of removing all barriers that impact 

learning and emotional growth.  This task force emphasized the importance of schools and 

communities working together for the sake of the student.  These views are also in alignment 

with federal mandates to improve health and social services for students (US Department of 

Health and Human Services, 1999), and set high standards and establish measurable goals for 

student success (NCLB, 2001).  Relatedly, the belief that students with disabilities and special 

needs (IDEA, 2004) have the right to receive fair treatment in the classroom was critical to the 

development of school-based mental health.   

The most influential legislation addressing school-based mental health came as a result of the 

creation of the President’s New Freedom Commission on Mental Health (2002). The 
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Commission’s report included directives to improve the quality of school-based interventions as 

a healthy means of achieving positive academic outcomes.  These directives forced school 

personnel to closely examine their practices and in many cases, think differently about effective 

ways to deliver instruction to learners with varying abilities.  Table 2 details the six goals as 

drafted in the New Freedom Commission.  

Table 2 

New Freedom Commission 
 
Number Goal        

________________________________________________________________________________ 
1  Mental Health is Essential to Overall Health 

Essential to this process is removing the stigmas which exist for those who seek 
or require mental health services.  One key venue for disseminating this message 
is through the school system. 
  

2  Mental Health Care is Consumer and Family Driven 
Students are required and entitled to specialized education plans and parents are 
encouraged to advocate for themselves and their child.   

 
3 Eliminating Disparities in Mental Health Services  

Schools are mandated to improve the quality of the mental health services they 
offer.  Only competent staff should be employed to ensure the highest level of 
service for the child.  

 
4  Early Mental Health Screening, Assessment, and Referral Services  

Schools are encouraged to screen students as early and often as necessary to 
decrease the time a student goes without services.   

 
5  Delivering Excellent Mental Health Care and Accelerating   

Schools are encouraged to implement evidence-based practices and interventions 
when working with students.   

 
6  Using Technology to Access Mental Health Care and Information  

Schools should research healthy means to work with students and also share 
successful practice using technology - in an ethical manner.  

_____________________________________________________________________________ 
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The New Freedom Commission was the impetus for the opening of two national centers 

whose focus was to review and provide commentary on the current state of mental health 

services in schools and make recommendations about more effective ways to provide access to 

more students (Adelman & Taylor, 1998; 2004).  Within one year, these centers prepared briefs 

that underscored the importance of the school setting as an effective means of providing mental 

health services to students (Center for Mental Health in Schools, 2007; 2008).  The Center for 

Mental Health in Schools adopted the six goals of President Bush’s directive and provided 

suggestions for how to improve the services offered within schools (Adelman & Taylor, 2004). 

Glaring disparities in the quality and frequency of mental health services offered in 

school districts varying in size have been documented.  Taylor and Adelman (1996) and 

Adelman and Taylor (1998) found that large school districts often offered more extensive mental 

health services and had the means to outsource, whenever necessary.  Davis, Fryer, White, and 

Igoe (1995) examined 482 school districts of varying sizes in 45 states and found that only 55% 

of the schools reported having counselors; 40.5% had psychologists; 21% had social work 

support; and 2.1% had psychiatrists on staff.  Knitzer, Steinberg, and Fleisch (1990) looked at 

the programs for students who had emotional issues and found that more than one half of the 

students in many schools required mental health services to help them deal with stress and 

cognitive barriers to academic success.  All of this work points to the inadequacy of school-based 

mental health. The Surgeon General’s Report (1999) also advised that of the 21% of students 

who have diagnosable mental health disorders (between the ages 9 – 17), approximately 70% 

were not receiving services.  One reason for this is that mental health professionals are often 

called on to assist the school program in other areas, such as verifying student enrollment or 

serving as lunch monitors (Adelman & Taylor, 1998, 2000).  These latter activities take away 
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from the time they have available to deliver mental health services.  To this end, schools should 

consider systemic policy changes to meet the mental health needs of their students. 

Despite its wide acceptance of need, there is still little attention paid to the importance of 

school reform to better deliver mental health and support services to students (Walter et al., 2011; 

Adelman & Taylor, 2006; Adelman, 1996).  The service delivery that has taken place has been 

fragmented and focused primarily on those students who overtly display more severe behavior 

problems (Adelman, 1996; Taylor & Adelman, 1996; Vanderbleek, 2004). This mode of delivery 

certainly helps those students who are identified as requiring special education services or who 

have a history of being “problem students,” however, it neglects those students who are prone to 

internalizing problems.  Providing mental health services in this sort of narrow-focused and 

problem-specific manner does not meet the needs of the majority (Cahill, 1994; Dryfoos, 1994).  

While federal and state mandates typically determine how a particular district employs and 

utilizes their student support services, including mental health service delivery (Adelman & 

Taylor, 1993a; Brener, Weist, Adelman, Taylor, & Vernon-Smiley, 2007), this approach to 

working with students has had mixed results in terms of success (Adelman, 1996; & Dryfoos, 

1994).  Successful schools are charged with designing a host of activities and interventions 

aimed at removing the barriers to instruction (Adelman & Taylor, 1998; Taylor & Adelman, 

2000, 1996) for a wide variety of students.   

Schools are legally mandated to provide mental health services to students who qualify 

for special education services. This heightened awareness and attention paid to serving those 

students with identified mental health disorders and academic difficulties, presumably stems 

from research findings that suggest that students will behave more prosocially and perform better 

academically if these areas are addressed (Loeber, Green, Lahey, & Stouthamer-Loeber, 1991, 
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2000; Pryor, Wilkinson, Harris, 1989).   To this end, it is important for school administrators to 

gather information about the supports and resources students need so they can actively plan to 

wrap these services around students before academic, behavioral, and emotional issues arise 

(Wasonga et al., 2003).  Moreover, students who experience warm and nurturing environments at 

school are likely to perform better (Stroul, 1993; Sugai & Homer, 2002). 

Theoretical Frameworks 

  In terms of the mental health of students, school leaders have a propensity to design their 

program based on their overall views of behavior and effective ways to promote emotionally 

healthy individuals (Kutash et al., 2006). The importance of school-based mental health (SBMH) 

is the underlying force that led to the development of four widely accepted models for SBMH: 

Mental Health Spectrum Intervention and Treatments; the Positive Behavior Supports Model; 

and the Interconnected Systems. 

 The Mental Health Spectrum Intervention. 

The Mental Health Spectrum Intervention (Mrazek & Haggerty, 1994) is often 

considered the traditional approach to delivering mental health services.  In this model, the 

mental health school staff spends time working to prevent classifiable disorders and also utilize 

the various modalities of psychotherapy to treat disorders as they arise (Goren & Mallick, 2007).   

Reducing the risks that initially led to the exhibited disorder and behaviors is a key part of this 

model.  An important component of this perspective is to equip students with coping strategies so 

they will not relapse.  This approach has been successful by offering a broad stroke to addressing 

problem behaviors and also helping promote the overall well-being of the more socially 

competent students (Kutash et al., 2006).  Clark et al. (1995) utilized this method of mental 

health intervention and had positive results.  In their study, 1,652 adolescents reporting high 
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levels of depressive symptoms participated in 15 group counseling sessions with trained mental 

health school counselors and spent much of their time working on correcting irrational thoughts 

and feelings that might lead to depression.  The participants were re-assessed at two time points 

(6 months and 12 months).  At twelve months, fewer participants reported depressive symptoms 

prompting the researchers to conclude this disorder could be prevented with the appropriate 

diagnosis but more importantly, adding support to this model of delivering school-based mental 

health services.  

“Full service” schools are one of the primary vehicles of delivery for the Mental Health 

Spectrum Intervention.  Full service schools are successful in ensuring students are linked to 

outside supports when the mental health issues cannot be handled onsite due to lack of capacity 

or expertise.  Heneghan and Malakoff (1997) reported statistics for a study they conducted that 

included more than 100 schools in 13 states.  These researchers concluded that 51% of the 

participating schools offered crisis counseling and psychological testing and 19% of the schools 

had psychiatric support when necessary.  The Mental Health Spectrum Intervention has yielded 

positive results overall, however, one of the biggest criticisms of this approach was its potential 

to create tension if school-level mental health personnel feel undermined or discounted (Mintzies, 

1993).  School administrators, who value the importance of rapport with students and families, 

also find this model difficult to adopt because including relative “strangers” in the treatment 

planning for their students is not something they are often amenable to.  

 The Positive Behavior Supports Model. 

The Positive Behavior Supports (PBS) model was described by Horner, Albin, Sprague, 

and Todd (1999) as a response to the increase of students who exhibited problem behaviors.  

Initially created to target students with developmental disabilities (Dunlap, 2006), the PBS model 
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has been adapted to the general school population more recently and is now seen as an effective 

alternative to taking harsh action against students.   PBS encourages school personnel to develop 

functional behavior assessments to develop a broad behavioral support plan that prevents the 

student from being suspended from school and ultimately missing critical instruction.  The PBS 

model is seen as an effective way to create a positive climate for all students which will 

discourage students from engaging in negative behavior.  Umbreit, Lane, and Dejud (2004) 

found evidence suggesting that some students will engage in disruptive behavior when they 

finish assignments too early and require more challenging work.  As such, one significant 

challenge of educators and school-based mental health staff is to tailor their approach to working 

with all students so that all barriers to academic success are removed.   

The PBS model often takes the form of wraparound support services because some 

students may need support outside of the classroom to promote positive academic and behavioral 

outcomes (Eber, Sugai, Smith, & Scott, 2002; Simonsen, Sugai, & Negron, 2008; Simonsen, 

Fairbanks, Briesch, Myers, & Sugai, 2008).  In this approach, tailor-made interventions are 

created for the student, specific challenges are addressed, and strengths are reinforced (McIntosh, 

Flannery, Sugai, Braun, & Cochrane, 2008).  Stroul (1993) conducted a large scale evaluation of 

school-based mental health services offered to severely emotionally disturbed students in 

nineteen states.  Some of the notable results from this multiple state-level research study were: 

Stark County, Ohio reported a 79% decrease in their hospitalization of adolescents; Fort Bragg, 

North Carolina reported a 68% decrease in students receiving Residential Treatment; and 

Kentucky reported a 33% decrease in Medicaid expenditures for psychiatric services. Those 

initiatives, which were dedicated to implementing a thriving wraparound program, were 

successful in providing a coordinated delivery of mental health, education, and other social 
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services (VanDenberg & Grealish, 1996).  This intentional collaboration of school leaders 

(mental health counselors and administrators) helps provide an orderly environment that is 

effective in yielding better behavior outcomes. 

 The Interconnected Systems Model. 

The Interconnected Systems is a model that emphasizes attention to prevention, early 

intervention, and systems of care for significantly impaired students.  This model has been 

pushed forward by the work of the two national centers: the Center for Mental Health in Schools 

at UCLA and the Center for School Mental Health Assistance at the University of Maryland 

(Weist, Goldstein, Morris, & Bryant, 2003).  This model stresses the importance of parental 

involvement, character education, and overall social emotional competence (Kutash et al., 2006).  

For those students who require mental health services that fall outside of the initial “catch-all” 

prevention layer, a comprehensive approach to working with the student is implemented.  Often 

restructuring of the school system and personnel is necessary to make sure staff members support 

one another and the program is maximizing efforts to remove all barriers to the academic and 

psychosocial growth of the student. 

The “comprehensive” approach to mental health services is the primary vehicle for the 

Interconnected Systems.  The comprehensive approach to the delivery of school-based mental 

health services includes the role of the school, home, and community forces to reinforce positive 

behavior (Adelman & Taylor, 2006; Kutash et al., 2006; Taylor & Adelman, 1996).  This 

approach emphasizes implementing all necessary interventions to removing both the internal 

(e.g., cognitive deficits of the child) and external (e.g., family issues) barriers to the delivery of 

instruction (Adelman & Taylor, 1998; Taylor & Adelman, 1996).  The comprehensive approach 

requires holistic and developmental perspectives that facilitate an extensive continuum of 



35 
 

 

programs focused on the individual and the environment (Adelman & Taylor, 1997, 2000).  In 

this approach, additional supports are put in place to help teachers identify and assist students 

who are struggling to receive instruction.  The comprehensive approach includes: classroom-

focused interventions, crisis assistance and prevention, support during periods of transition, 

involving the parents in school activities, and community outreach to organizations that can 

positively affect the student (Adelman, 1995; Taylor & Adelman, 2000).   It becomes 

increasingly important to include mental health counselors in all discussions about the re-

structuring of the school to include a totally integrated and non-fragmented approach to 

education (Adelman, 1995; Knoff, 1996; Knoff & Batsche, 1991). This whole-school movement 

is discussed across multiple levels of administration and needs to be revisited often to adequately 

track student growth (Hardiman, Curcio, & Fortune, 1998).   

Impact of School-based Mental Health Services 

 In addition to the support services offered by schools, districts are finding success in 

partnering with community support agencies that provide therapeutic interventions.  With the 

focus of improving the overall emotional state of the child and intervening early (Adelman & 

Taylor, 1998), some schools have combined forces with outside agencies and have utilized these 

community-based organizations to provide clinical services for students.  This has allowed 

schools to focus on more than the academic improvement of their students.  Providing school-

based services and partnering with community support agencies have increased interest in social 

emotional learning and finding buffers to the various risks which get in the way of a child’s 

development. 

The Child and Family Center of Santa Clarita, California (C&FC) is one such program 

that has successfully motivated students to improve their social and emotional competence.  This 
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comprehensive community agency uses both public and private funding sources to provide 

private mental health services to clients aged 3-22, in six different school districts.  This 

particular organization has been successful in collaborating with all school personnel and has 

community support systems already in place, so that the delivery of services is seamless 

(Schallert, 2005).  Joining forces with school personnel and community service agencies allows 

the opportunity to cast a larger net and reach a greater number of clients with varying needs (e.g., 

intense counseling intervention and family support).  The C&FC is also committed to including 

families of all clients they serve.  This allows for greater buy-in from the students and parents 

they serve and ensures the work that is done can be continued and supported beyond the 

classroom.   

Efforts to establish clear and constructive boundaries and roles for all stakeholders are 

paramount to the success of providing school-based mental health services (Schallert, 2005).  

Also, it is important to plan and meet regularly to best meet the needs of the students who need 

counseling intervention.  This allows for all persons involved to discuss programmatic changes 

and truly meet the needs of the students being served.  The implementation of appropriate 

outcome measures is important to ensure students are growing socially and emotionally 

(Schallert).  Measuring growth is especially important for those clients who are designated as 

requiring Special Education services because of the legal responsibilities a school has to ensuring 

the student can access instruction.  Both school and student success can be operationalized by 

decreased truancy, increased parental involvement, academic growth, and better attendance. 

Resilience in Schools 

Environmental factors can greatly impact the development of adolescents within the 

school system (Mortimore, 1995).  More specifically, increasing positive experiences within the 
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school system can provide a buffer for risks experienced by students in their home and 

neighborhood contexts (Brooks, 2006).  The school is also a place where family-level barriers 

can be addressed by neutral parties who genuinely see value in having a positive family 

component within the school culture.  Positive school environments have been shown to lead to 

positive student outcomes and also decrease negative behaviors (Brooks).  Those students who 

have formed positive relationships with counselors or academic teachers tend to behave better 

(Benard, 1996).  These same adolescents tend to seek out those whom they have formed strong 

relationships with when they are most stressed or anxious about something.  The positive 

relationships between students and school staff can serve as an impetus for deterring students 

from making poor decisions.  Developing protective factors in students through school-based 

mental health programs may help students become more resilient (Wasonga et al., 2003). 

The school setting is an ideal venue for purposeful attention aimed at developing socially 

competent adolescents by focusing on increasing caring relationships, communicating high 

expectations, and providing opportunities for relevant participation in important activities within 

the school community.  Students who attend schools characterized by factors such as focusing on 

decision-making, emphasizing becoming more assertive, and teaching effective communication 

are in a better position to become more resilient (Griffith, Botvin, Nichols, & Doyle, 2003).  

Nurturing relationships that are formed between at-risk adolescents and emotionally invested 

school staff can also positively offset some of the risk factors that individuals will be faced with 

daily.     

Research suggests students have the opportunity to develop protective factors while 

attending school (Adelman & Taylor, 2006; Benard, 1995, 2005).  This is especially true for 

students who come from non-supportive and disruptive home environments (Henderson & 
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Milstein, 1996), primarily because the school may become a last opportunity to save the student 

from eventual failure.  Teachers often downplay the effect they can have on students; however, 

even the smallest growth (social, academic or emotional) may be attributed to the connection and 

nurturing a teacher has with his/her students (Adelman & Taylor, 2000, 2004).  Teachers who  

trust their students will make the right decisions despite a history of making poor choices, hold 

their students to high standards in spite of their history of failure, and accept their students for 

who they are, tend to foster resilience (Adelman & Taylor, 2006). 

It is widely accepted that resilience is one of the most important and difficult concepts to 

understand and design interventions for (von Eye & Schuster, 2000).  Few would argue that a 

major part of the academic process for adolescents is to expose them to different exercises and 

challenge them to work through these difficulties.  Successful schools ask students to step 

outside of their comfort zone and explore the world through various lenses.  By challenging the 

student to remain open and appreciative of diversity, they become better prepared for life beyond 

the school walls.  Schools that work to engage parents and closely monitor student progress, help 

accomplish the task of building resilient students (Doll, Jones, Osborne, Dooley, & Turner, 2011; 

Mortimore, 1995).  Students often become more socially and emotionally competent after they 

have had the opportunity to build positive relationships with caring adults within the school who 

support them during their learning experience (Adelman & Taylor, 1998, 2000; Slade, 2003; 

Stoiber & Gettinger, 2011).   

Effective schools have been found to have a positive effect on students by fostering 

achievement, keeping students motivated, and promoting high expectations of their ability 

(Mortimore, 1995).  This is in part because schools are a large part of the lives of adolescents as 

they develop their personality (Weissburg, 1990).  By building positive relationships with their 
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students, teachers increase their ability to influence their students (Fox, Dunlap, Hemmeter, 

Joseph, & Strain, 2003). Allowing students to make positive choices and providing structure and 

routines within classrooms are effective ways to improve students’ self-concept. To this end, the 

messages adolescents learn and the people they interact with during this time are extremely 

important in shaping who they will become as adults.  Ultimately, teachers and school personnel 

need to model appropriate behavior with the goal of creating socially competent students. 

Need for the Study  

School-based mental health services have been identified as an effective means of 

providing counseling interventions that have helped to mitigate the impact of risk factors such as 

living in poverty and suffering from the many symptoms related to mental health disorders.  

Despite the increase in the number of schools and districts that have initiated and expanded the 

school-based delivery of mental health services, there is little research about the exact number of 

programs that exist and there are only a few research studies about the quality and efficacy of 

these mental health services (Slade, 2003).  This information would help local school districts 

and administrators determine staffing needs of the school and help fill the gaps that exist within 

the school community.  Specific information about the availability of mental health services, 

extensiveness of the services (e.g., group counseling and individual psychotherapy), and 

information about whether the services are actually being administered at the school location or 

if the school outsources these services (Davis, Fryer, White, & Igoe, 1995) would allow parents 

to make informed decisions when they are looking for a program to send their children to.  The 

proposed research study aimed to begin to fill these gaps and provide recent findings about the 

relationship between the development of protective factors and school-based mental health 

services provided to at-risk adolescents.   



40 
 

 

High risk adolescents experience a host of stressors that can lead to negative academic 

and behavioral outcomes.  The proposed research study was designed to provide evidence about 

whether individual protective factors and extensiveness of school-based counseling are 

associated with how high risk adolescents perform academically, behaviorally, and emotionally.  

This information will be useful for school administrators as they staff their schools and plan for 

the academic success of the students they serve.  The following research questions were the 

focus of the study: 

Research question (1): What is the relationship between protective factors and the 

extensiveness of counseling interventions, as defined by the number of group and individual 

counseling sessions? 

Hypothesis (1): Protective factors will be positively associated with the extensiveness of 

counseling interventions.   

Rationale: Literature about the development of protective factors in at-risk adolescents provides 

evidence to support this claim (Ahern, Ark & Byers, 2008; Center for Mental Health in Schools, 

2007; Flitton, Buckroyd, & Vassiliou, 2006; Schallert, 2005; Slade, 2003; Vanderbleek, 2004; 

Wasonga et al., 2003).  Individuals who actively participate in counseling interventions are 

encouraged to engage in the process of self-actualization and self-appraisal.  These adolescents 

will begin to acquire the protective factors necessary to help them negotiate difficult situations 

(Gorman, 2007; Greeff & Human, 2004; Seiffge-Krenke, Aunola, & Nurmi, 2009).  Both group 

and individual counseling interventions are aimed at improving students’ overall ability to deal 

with stress and respond positively to negative situations.  It is hypothesized that those students 

who have participated in more counseling experiences (i.e., individual and group counseling) 
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will be better equipped to handle stressful situations (Center for Mental Health in Schools, 2007; 

Wasonga et al., 2003) 

Research question (2): What is the relationship between protective factors and academic and 

behavioral outcomes? 

Hypothesis (2): Protective factors will be positively associated with positive academic outcomes 

and negatively associated with adverse behavioral outcomes.   

Rationale: At-risk students are often on course for academic failure and have an increased 

likelihood of engaging in negative behavior.  There is literature that suggests, however, that as an 

individual develops higher levels of protective factors, they will perform better within the 

classroom (Hall, 2003; Kutash et al., 2006; Nounopolous et al., 2006; Wasonga et al., 2003) and 

behave more prosocially (Fox et al., 2003; Morrison, Robertson, Laurie, & Kelly, 2002; Park et 

al., 2008; Putnick et al., 2008; Slade, 2003; Thoits, 1995).  Generally, students who have high 

levels of protective factors respond positively to nurturing environments (Adelman & Taylor, 

1998; Brener et al., 2007; Center for Mental Health in Schools, 2007; Schorr, 1997).  Successful 

schools are able to provide this warm atmosphere which fosters growth and positive risk-taking.   

Research question (3): Does gender or Special Education designation moderate the associations 

found in research questions 1 and 2? 

Hypothesis (3a): The relationship between protective factors and extensiveness of counseling 

interventions will be stronger for females. 

Hypothesis (3b): The relationship between protective factors and academic and behavioral 

outcomes will be stronger for females. 

Rationale: There is literature to support these assertions, as female students are often more 

engaged in the educational process and relate more easily to adult figures more easily than male 



42 
 

 

students (Wasonga et al., 2003; Werner, 2001).  Female students are less shy about asking for 

help and seeking advice from teachers and other support staff within the school environment, 

which may make them more likely to develop the protective factors necessary for them to 

respond favorably to stressful situations and yield positive academic and behavioral outcomes. 

Hypothesis (3c): The relationship between protective factors and extensiveness of counseling 

intervention will be stronger for students with Special Education designation. 

Hypothesis (3d): The relationship between protective factors and academic and behavioral 

outcomes will be stronger for students with Special Education designation. 

Rationale: The Special Education designation can be considered a risk factor (Werner & Smith, 

2001) that will lead to poor academic performance (Adelman & Taylor, 1997, 1998; Gardynik, 

& McDonald, 2005; Kitano & Lewis, 2005; Yewchuk, Delaney, Cunningham, & Pool, 1992).  

Special Education students tend to experience more stress than their general education 

counterparts (Bender, Rosenkrans, & Crane, 1999) and this can cause them to perform poorly 

academically and behaviorally if they have not developed the protective factors to offset 

stressors. 

Chapter III – Methodology 

Design 

This dissertation will report on data previously collected under the direction of the 

Director of Mental Health Services for a public charter high school in the mid-Atlantic region of 

the United States.  This section describes the data that will be used to test the research questions 

that guide this study.  At of the start of the 2009-2010 school year, ninety-seven high school 

students met the eligibility criteria and were screened into the study.  As part of the enrollment 

process for the charter school in question, parents/guardians and children participate in an 
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extensive psychosocial interview and complete several questionnaires.  Also at this time, the 

parents/guardians are made aware of the importance of data collection for the organization and 

encouraged to grant the organization permission to administer assessments to their child during 

the academic year.  If the parent consents, the counseling department meets with the family to 

complete the Counseling Intake Survey.  If there are any questions or topics discussed on the 

Counseling Intake Survey that make the student or parent uncomfortable, they are skipped by the 

counselor administering the survey.  Students and their families are advised at this time that 

opting not to answer any questions on the initial intake survey will not impact the schools’ 

decision to accept them.   

After the student has been accepted to this public charter school, the mental health 

counselors administer the IPFI survey to all students.  Prior to this data collection, parents are 

mailed a passive consent form which they are expected to mail back or ask their child to 

physically return to the school should they decide they do not want their child to participate in 

the collection of data.  As was the case with the initial Counseling Intake Survey, refusal to 

participate in the collection of data during the course of the school year is not negatively viewed 

by the charter school.  Additionally, there are no disciplinary actions taken against students if 

they refuse to complete the IPFI survey. This is clearly communicated to the student by his or her 

counselor (during an individual counseling session).  All assessments are administered by the 

school’s mental health counselors, under the supervision of the Director of Mental Health 

Services.   

Sample 

The participants in this research study are all students who attended the public charter 

school during the 2009-2010 school year.  All participants are between the ages of 14 and 21.  
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The student participants also would be considered at-risk, as the vast majority of them come to 

the public charter school with a host of academic, social, and emotional issues that have 

prevented them from being successful in traditional public high schools.  This research will 

include participants who have completed at least one year at this particular school.  The sample 

is also racially homogenous, as all of the participants classify themselves as African-American.   

The students in the sample participate in counseling services offered to the entire student 

body each year of their attendance.  Specifically, these students have participated in both 

individual and group counseling interventions and have had the opportunity to establish 

relationships with their peers and adults (administrators, counselors, and teachers) in the building.  

Lastly, some of the students have attended the public charter school in question for several years. 

Table 3 presents the demographic information of the sample. 

Table 3 

Demographic Information of  Students in the 9th, 10th, 11th & 12th Grades  (N = 97) 
 

Grade  # of Students  Special Education   Gender 
________________________________________________________________________________ 

 9  27   5    (13) Males (14) Females  

 10  17   5    (7) Males (10) Females 

 11  21   8    (12) Males (9) Females 

 12  32   12    (14) Males (18) Females 

Totals:  97   30    (46) Males (51) Females 

Counseling Interventions 

Group Counseling. 

Group counseling has preventive as well as remedial aims. At the charter school in 

question, the counseling groups generally have a specific focus, which may be educational, 
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vocational, social, or personal (Gerrity & DeLucia-Waack, 2007; Veach & Gladding, 2007).  The 

group involves an interpersonal process that stresses conscious thoughts, feelings, and behavior.  

Group counseling tends to be growth-oriented in that it emphasizes the discovery of internal 

sources of strength through the group activities and process. 

At this particular charter school, groups are used for a combination of therapeutic and 

educational purposes.  Groups deal primarily with helping students make fundamental changes in 

their ways of thinking, feeling, and behaving (Paisley & Milsom, 2007).  Groups also teach 

members specific coping skills.  Group members are instrumental in promoting each other’s 

growth. Group counseling is especially suited for these students because it gives them a place to 

express conflicting feelings, explore self-doubts, and realize shared concerns among peers 

(Bailey & Bradbury-Bailey, 2007; Hall, Rushing, & Khurshid, 2011).  In group, students develop 

social emotional skills, learn to communicate with peers and benefit from the modeling provided 

by the group leader. 

The specific goals for the group curriculum are guided by Social Emotional Learning 

(SEL) competencies and skills required for age-appropriate development.  SEL is the process 

through which children and adults acquire the skills to recognize and manage their emotions, 

demonstrate caring and concern for others, establish positive relationships, make responsible 

decisions, and handle challenging situations effectively (Collaborative for Academic, Social, and 

Emotional Learning, 2005). SEL programs have been implemented in various school programs 

across the country and have yielded multiple benefits in working with students with and without 

behavioral and emotional problems (Payton et al., 2008).  SEL programs have also been used in 

both school and after-school enrichment activities.  SEL programming has consistently improved 

students’ social emotional functioning, effectively reduced internalizing and externalizing 



46 
 

 

disorders, and helped improve academic performance (Elias, O’Brien, & Weissberg, 2006).  SEL 

is especially useful in improving the overall climate of a school (Elias, Zins, Graczyk, & 

Weissberg, 2003) and working with populations of students functioning on different cognitive 

levels, primarily because the overarching theme of cooperative learning can be tailored to meet 

all students’ needs (Munro, O'Brien, Payton, & Weissberg,  2006).  Each SEL goal is associated 

with specific skills.  What follows is more specific information about the (5) pillars of SEL 

(Collaborative for Academic, Social, and Emotional Learning, 2005).  

Self-Awareness refers to an individual knowing what they are feeling in the moment, 

having a realistic assessment of one’s abilities, and a well-grounded sense of self confidence.  

This includes identifying emotions and recognizing strengths.  This process of accurately 

assessing one’s feelings, interests, values, and strengths, often leads to an improved overall self-

concept.  Some key components of self-awareness are self-confidence, emotional awareness, and 

accepting personal responsibility.  

Self-Management/Self-Regulation refers to an individual being able to handle their 

emotions so they facilitate rather than interfere with any task or life situation.  Self-

management/regulation is also focused on delaying gratification to pursue goals in an effort to 

persevere in the face of setbacks and frustrations.  Through effective goal-setting, individuals 

adept in this area are able to effectively handle stress, control impulses, set and monitor progress 

toward personal and academic goals, and express emotions appropriately. Some key components 

of self-management/self-regulation are emotional self-control, assertion, anger management, 

stress management, adaptability, initiative, and time management.   

Social Awareness refers to understanding what others are feeling and being able to 

appropriately take others’ perspective, which includes appreciating and interacting positively 
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with diverse groups.  Individuals who are socially aware are usually empathic and are very 

tolerant of differences in others.  This skill also entails recognizing and appreciating individual 

and group similarities and differences, and recognizing and using family, school, and community 

resources. Socially aware individuals tend to embrace the unique qualities of others. Some key 

components of social awareness include empathy, comfort, and respecting diversity. 

Relationship Skills refers to being able to handle emotions in relationships effectively and 

establishing and maintaining healthy and rewarding relationships based on cooperation.  

Individuals with good relationship skills resist inappropriate social pressure and negotiate 

solutions to resolve disagreements. This includes effective communication, relationship building, 

negotiation, seeking help when needed, and the ability to say “no”. Some key components of 

relationship skills include leadership/positive influence, conflict management, teamwork and 

collaboration. 

Responsible Decision-Making refers to making decisions based on an accurate 

consideration of all relevant factors and the likely consequences of alternative courses of action. 

This area includes analyzing situations, assuming personal responsibility and respecting others 

when attempting to problem solve.  Responsible decision-making can be applied to academic and 

social situations and includes contributing to the well-being of one’s school and community. 

Individuals who make responsible decisions take ethical and legal caution when using their 

judgment.   

The group intervention has primarily been delivered via the following two evidenced-

based curricula: Success Highways and On Course. Success Highways (Solberg, n.d.) is an 

evidenced-based curriculum measuring the student in six resiliency constructs: goal-setting, 

increasing academic confidence, managing academic stress, improving overall well-being, 
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strengthening connections with school, and increasing academic motivation.  Initially created by 

Dr. Scott Solberg more than 15 years ago, Success Highways was piloted in the Milwaukee, WI 

Public School system.  During that time, approximately 2,500 students were exposed to the 

curriculum that contained underpinnings of several theorists, including Ann Masten, Albert 

Bandura, and Sheldon Cohen. Solberg created a resiliency skills assessment instrument 

consisting of 108 questions and covering all six resiliency skills (Solberg, Close, & Metz, 2002).  

These resiliency constructs have been found to promote academic success and help minority 

students negotiate stressful situations (Solberg, 1996).  The Success Highways curriculum 

contains lessons that help participants with goal-setting, character education, and self-

actualization.  The curriculum contains written exercises, group discussion, and journaling, all of 

which are aimed at helping the student remain motivated to stay in school in spite of academic 

failure.  This curriculum is timely and relevant for the participants of this research study, 

primarily because many of the students have not experienced academic success.  This curriculum 

was implemented with the 9th, 10th, and 11th grade participants of the research study. 

On Course is an evidenced-based curriculum that mirrors a college freshman seminar 

course.  On Course helps students consider the skills necessary for successful college/career 

success.  This curriculum challenges group participants to think through real-life dilemmas 

which hinder adolescents preparing for high school graduation.  The developer, Dr. Skip 

Downing, taught on the college level for more than 30 years and created this curriculum as a 

means to combat complacency he experienced with his own students.  On Course helps motivate 

students and focuses on increasing self-awareness, independence, and emotional intelligence 

(Downing, 2005).  These skills help improve participants’ self-esteem, as they reap the benefits 

of making responsible decisions.  The curriculum is typically used by college professors; 
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however, this public charter high school has adopted this intervention as a response to the 

consistent complaint of recent graduates that they are not prepared for the rigor of college.  The 

lessons are implemented via a series of writing exercises, and pre and post test questions about 

making healthy choices and responsible decisions.  Only the senior students participated in the 

On Course group counseling intervention. 

Individual Counseling. 
 
 Every student who attends the participating charter school is assigned a counselor.  

Individual counseling supports students’ healthy adjustment to normal adolescent 

transitions.  Referrals for individual counseling usually come from student self-referrals, parents, 

school administrators, and multi-discipline teams of various core academic content areas.  

Individual counseling services address issues and concerns that may present barriers to student 

success. All students have access to individual counseling services. The clinical work done 

during individual counseling sessions is useful to counselors and teachers because it often 

provides insight into barriers to academic progress.  To this end, teachers are able to collaborate 

with each student’s counselor to plan for creative ways to engage the student.   

Students with Individualized Educational Plans (IEPs) receive counseling services 

according to the time and the social emotional goals and objectives identified in their 

plans.  Counselors are required by law to complete progress reports for students with 

IEP’s.  Copies of progress reports are maintained in the student’s secured special education file.  

This is a legal mandate and necessary step for all schools who receive 3rd party billing from 

Medicaid for the delivery of mental health services per the IEP.   
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Measures 

The researcher used the following instruments to test the research questions and hypotheses in 

the study: 

Protective Factors 

Individual Protective Factors Index (IPFI). The IPFI (Springer & Phillips, 1997) is a 71-

item self-report instrument that measures the presence of protective factors and captures 

information in three major domains: Social Bonding, Personal Competence, and Social 

Competence.  This inventory examines the ability (or inability), of adolescents to successfully 

navigate stressful situations and provides information about their social development in 

comparison to their peers in high risk environments.  Research suggests that individual protective 

factors, including school connectedness, can deter students from engaging in negative behaviors 

(Sale, Sambrano, Springer, & Turner, 2003).  Both the Social Bonding and Social Competence 

domains contain 18 items and the Personal Competence domain contains 25 items.  All 

responses are captured on a 4-point Likert scale with the following values: YES!  =  4; yes = 3;  

no = 2; NO! = 1.  All students in the sample completed the IPFI during the first semester of the 

2009-2010 school year. 

Social Bonding focuses primarily on students’ ability to relate to others in school and 

within the family setting, and in terms of prosocial norms.  This construct measures how others 

view the participant and their ability to live up to these expectations and societal norms.  Within 

the Social Bonding domain are questions about the following dimensions: School, Family and 

Prosocial Norms.  Sample questions within the Social Bonding domain include: “I try hard to do 

well in school”;  “My family has let me down” ; “Following rules is stupid.”   
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Personal Competence focuses primarily on participants’ ability to understand their 

emotions and articulate their strengths and weaknesses.  People who show mastery within this 

area also have the ability to deal with stressful situations productively and can regulate their 

emotions with little difficulty.  Persons with good personal competence also have a positive 

outlook of themselves (Solzbacher, 2006), and have the ability to work towards the greater good.  

Within the Personal Competence domain are questions about the following areas: Self Concept, 

Self-Control, Positive Outlook, and Self Efficacy.  Sample questions within this section include: 

“People usually like me”;  “I get mad easily” ; “I am afraid my life will be unhappy” ; “It is 

important to think before you act.”   

Social Competence focuses primarily on participants’ appreciation of diversity.  Persons 

who are socially competent, can be assertive and firm, but also respectful of others.  These 

people like being around others, have a great sense of responsibility for themselves (Solzbacher, 

2006) and are able to share the point of view of others.  Within the Social Competence domain 

are questions about the following areas: Assertiveness, Confidence, and Cooperation.   Sample 

questions within this section include: “If I disagree with a friend, I will tell them”;  “I will always 

have friends” ; “My friends respect me” ; “Helping others makes me feel good.  

The researcher spoke to Mr. Joel Phillips, President of EMT Associates, Inc. in 

September of 2009.  Mr. Phillips and Dr. Fred Springer created the Individual Protective Factors 

Index (IPFI) in 1995, with the intention that the instrument would help evaluate prevention 

programs for at-risk youth.  The IPFI was normed and validated on more than 2,000 youth in 

more than ten states across the country (Springer, Phillips, Cannady, Phillips, & Kerst-Harris, 

1992; Springer, Wright, & McCall, 1997) and is the product of extensive conceptual 

development and empirical testing. The IPFI is often used for measuring baseline conditions of 
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populations and helps track and measure growth.  In the current study, the IPFI provides 

information about levels of protective factors that an adolescent possesses in the Social 

Competence, Social Bonding and Personal Competence domains. 

The alpha coefficient for the full IPFI (.93) indicates very high reliability (Springer et al., 

1997).  One of the first steps in the data analysis was to examine the reliability of these 

protective factor domains. Test-retest reliability has not been reported.  Table 4 presents more 

specific information about the reliability measures for the dimensions of the protective factor 

domains. No reliability information is given for the protective factor domains. 

Table 4 

Reliability of Protective Factors Measures: (Springer et al., 1997) 
 

Domain   Dimension  # of Items   Alpha  
               Coefficient 

________________________________________________________________________________ 
Social Bonding          

School   6    .61 

Family   6    .58 

Prosocial Norms 6    .48 

Personal Competence          

Self-Concept  6    .58 

Self-Control  6    .65 

Self-Efficacy  7    .56  

Positive Outlook 6    .56 

Social Competence          

Assertiveness  6    .46 

Confidence  6    .59 

Cooperation  6    .65 

 
Total IPFI .93  

____________________________________________________________________________  
 



53 
 

 

Academic Indicators  
 

Grade Performance. 
  
Study participants were enrolled in the following core academic courses: English, Math, Science, 

and History.  The academic year at this particular school is divided into two semesters.  The 

researcher will calculate students’ grade point average for the year following the administration 

of the IPFI.  Student grades are recorded in PowerSchool, one of the most popular web-based 

student information systems, supporting nearly 8 million students in 49 states and over 50 

countries. The researcher had access to all student academic records stored in PowerSchool.  

This particular public charter school operates with the following grading thresholds: 

� A – 100 – 90% 

� B – 89 - 80% 

� C – 79 – 70% 

� I (Incomplete) – 69% and below 

Grades that fall within the range 0-69% are considered failing grades.  At the end of 

Semester II, all “Incompletes” or “I’s”, are converted to “F’s” and the student is responsible for 

taking the failed class in summer school.  If the student fails to take the course in summer school 

or fails to receive a passing grade in summer school, the student is automatically enrolled in the 

same course the following year at the participating charter school.  Students are discussed several 

times during the course of the school year to monitor academic successes and challenges (Grier, 

Morris, & Taylor, 2001).  In the current study, the researcher used the participants’ grade point 

average (GPA) from the four core academic courses: English, Math, Science and History.   
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Special Education Designation. 
 

The Individuals with Disabilities Education Improvement Act (IDEA) and the No Child 

Left Behind Act of 2001 (NCLB) mandate the inclusion of students with disabilities in high-

stakes assessments of academic achievement and participation in the general education 

curriculum (Eisenman & Ferretti, 2010). These students, who are often unable to receive 

instruction despite differentiated delivery, sometimes require additional support in order to be 

successful.  In this case, a specialized educational plan is developed for these students, which is 

free of cost to the families.  These Individualized Educational Plans (IEPs) are created by an 

interdisciplinary team of teachers, mental health counselors, administrators and family members, 

with the goal of maximizing students’ educational aptitude.  The IEP is designed to meet the 

specific academic needs of students with a disability and also clearly outlines the academic, 

counseling and emotional services the local education agency has agreed to provide and in what 

setting.  Despite the cost, practitioners are responsible for offering the specific services and 

strategies to try and offset the effects of each student’s disability (Morgan, Frisco, Farkas, & 

Hibel, 2010).  Students who require Special Education services are generally classified as having 

one of the following disabilities: 1)  Learning disabilities (LD), which refer to “a heterogeneous 

group of disorders manifested by significant difficulties in the acquisition and use of listening, 

speaking, reading, writing, reasoning, or mathematical abilities” (NJCLD, 1997, p. 1);  2) 

Emotional disturbance, which impacts the individual’s ability to function intellectually, build 

relationships with others, and regulate their feelings/emotions; 3) Specific learning disability 

(SLD), which is present in individuals who have difficulty in one area, e.g., reading or math;  4) 

Other health impairments (OHI), which are medical conditions that adversely impact ability to 
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receive instruction, such as ADHD; and 5) Mental retardation (MR), which is characterized by 

below average intellectual functioning from an early age.   

Behavioral Adjustment Index 

 Behavioral adjustment was indexed by three different data sources: discipline referrals, 

number of suspensions, and number of unexcused absences. Each of these is monitored closely 

by the school and the Behavioral Adjustment index combines these three sources of data across 

the academic year. 

Discipline Referrals and Suspension Data.  

The students participating in this research study have a host of supports and interventions 

that are designed to help remove all barriers to their academic success.  However, those students 

who engage in antisocial behavior and commit infractions as set forth by the Student Code of 

Conduct generally receive behavioral and counseling interventions depending on the nature of 

the infraction.   If a student commits an offense during a class, the student’s teacher is 

responsible for making a log entry describing the infraction in an as much detail as possible.  The 

Dean of Student Affairs receives all log entries completed by teachers and is responsible for 

monitoring them for accuracy and content. The Dean of Students logs these infractions in the 

PowerSchool web-based computer program and also keeps track of the frequency with which 

students are flagged for a behavior issue.  PowerSchool is also the database used to keep track of 

the days students are suspended for violating the Code of Conduct. Counselors at this public 

charter school are encouraged to monitor the discipline referrals and suspension data entered and 

use them during individual counseling sessions with students. 
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Attendance. 

PowerSchool is used to track students’ daily attendance.  Those students who are absent 

for the first two periods, were coded as “absent” for the school day.   Attendance is very 

important because those students who accumulate excessive unexcused absences generally have 

difficulty performing well because they have missed vital instruction time. All mental health 

counselors and the administrative team have access to the daily attendance inputted into 

PowerSchool.  In the current study, the researcher examined the number of unexcused absences. 

Data Analysis Plan 

 Data Set Creation. Student archived records were consulted to create the dataset. 

Student age, gender, grade and other demographic variables were coded.  In addition, whether or 

not the student has an IEP on file was used to designate student Special Education status. 

Individual IPFI item responses were recorded from the initial IPFI on record and the reliability of 

protective factor domains (i.e., Social Bonding, Social Competence, and Personal Competence) 

were examined.  All outcomes were based on the academic year following IPFI administration.  

Academic outcomes were assessed using end of year GPA in the following subjects: Math, 

History, Science, and English. The Behavioral Adjustment Index was formed by totaling the 

number of discipline referrals, number of suspensions across the academic year, and the number 

of unexcused absences from school. Extensiveness of counseling interventions was measured by 

the number of individual counseling sessions and the number of group sessions in the academic 

year following the administration of the IPFI. 

 Preliminary Analyses. The distributional qualities (normality, skewness, and kurtosis) of 

each variable were examined and appropriate transformations were used as needed prior to 
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analysis of the research questions.  An overall GPA score was created by taking the average 

grade across two semesters in each subject and creating an overall composite.  

The researcher noted the authors of the IPFI neglected to publish alpha coefficient values 

for the domains (Social Competence, Personal Competence and Social Bonding) of this 

instrument, and instead indicated a total IPFI alpha coefficient value of .93 and alphas for the 

individual dimensions of each domain.  The total IPFI alpha coefficient value of .93 indicates 

great reliability, however, is a bit misleading because of the previously stated relatively low 

alpha coefficient values for the IPFI dimensions.  As such, the researcher further examined the 

reliability of the IPFI instrument, at all levels: total IPFI, domain, and dimensions.   Table 5 

presents more specific information about the reliability measures for the IPFI in the current 

sample.   
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Table 5 

Reliability of Protective Factors Measures: Current Study 
 

Domain   Dimension  # of Items   Alpha  
               Coefficient 

______________________________________________________________________________ 
 
Social Bonding         .75 

School   6    .61 

Family   6    .62 

Prosocial Norms 6    .26 

Personal Competence        .73 

Self-Concept  6    .42 

Self-Control  6    .47 

Self-Efficacy  7    .47  

Positive Outlook 6    .66 

Social Competence         .63 

Assertiveness  6    .48 

Confidence  6    .48 

Cooperation  6    .66 

 
Total IPFI .85  

______________________________________________________________________________ 

In light of these analyses, the researcher was satisfied with the reliability of the overall 

IPFI instrument (.85).  The alpha coefficients at the domain-level were .63, .75 and .73 for Social 

Competence, Social Bonding, and Personal Competence, respectively.   The domain alpha 

coefficients represent low (Social Competence) to moderate (Social Bonding and Personal 

Competence) values.  The alpha levels of the individual dimensions were comparatively low, 

ranging in value from .26 - .66.  The researcher completed subsequent analyses using both the 

total IPFI and domain scores, because they represented the best opportunity to reliably measure 

protective factors within the participants with the available instrument.  Analyses at the domain 
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level added to the body of literature in this area because as no other researchers have examined 

the domain level scores of the IPFI. 

Analysis of the Research Questions. Multiple regression was used to address each of the 

research questions.  Some of the common assumptions of multiple regression include that of 

normality, errors of prediction, linearity, and reliability of measurement (Osborne & Waters, 

2002).  The researcher addressed these assumptions by examining the distributions of predictor 

variables, tolerance values and plots of standardized residuals. Simultaneous variable entry was 

used as there were no specific hypotheses about ordering of variables or their importance. For the 

moderator analyses, predictor variables were centered prior to computation of the moderator 

effect.  For each statistically significant moderator, simple slopes were tested at two levels:  

special education status and regular education status for hypotheses related to the moderating 

effect of special education status, and male and female for hypotheses related to the moderating 

effect of gender.  

Chapter IV – Results 

The purpose of this study was to further the body of literature in the areas of counseling 

intervention and the presence of protective factors.  This chapter presents the results of analyses 

of the data gathered from the Individual Protective Factors Index and participants’ academic and 

behavioral record.  First, basic descriptive information will be provided regarding the variables 

used in the study, including means and standard deviations.  Next, the results pertaining to each 

hypothesis will be presented. 

 
 
 
 
 
 



60 
 

 

Descriptive Statistics 
 

This sample is racially homogenous; 100% of the students classify themselves as African 

American.  In terms of gender, 47% of the students who participated in this study are male and 

53% are female.  About 31% of the participants are classified as Special Education students.   

Correlations, means and standard deviations are provided in Table 6 for both the 

dependent (the extensiveness of counseling interventions, academic data and the Behavioral 

Adjustment Index) and independent variables (Social Bonding, Personal Competence and Social 

Competence).  In reviewing Table 6, it is important to note that the three IPFI domains (Social 

Bonding, Personal Competence and Social Competence) are highly correlated.  These high 

correlations prohibit the researcher from clearly discerning among the domains.  Also, the means 

of these IPFI domains are high (3.18, 3.17, 3.25 for Social Bonding, Personal Competence and 

Social Competence, respectively) considering they are on a 4.00 scale.   The domain scores also 

demonstrate restricted range and lack variability, which makes the prediction of the outcomes 

less likely.    

The Behavioral Adjustment Index was highly negatively correlated with the students’ 

GPA (r = -.60, p < .001): students who performed well academically tended to have less 

discipline referrals.  The results also revealed a positive correlation (r = .17, p < .05) between the 

extensiveness of counseling interventions variable and the Behavioral Adjustment Index.  

Students who accumulated more discipline referrals and are suspended often also tended to 

participate in more individual and group counseling sessions.  Next, the data showed a positive 

correlation (r = .20, p < .05) between Social Bonding and GPA.  This suggests that students who 

feel connected to the school community also tend to perform better academically.  The positive 

correlation (r = .19, p < .05) between Personal Competence and GPA indicates that those 



61 
 

 

students who have a positive self-outlook and believe they are capable of doing well also tended 

to perform better academically.    Finally, the total IPFI score was highly positively correlated 

with the individual domains that comprise this instrument: Social Bonding (r = .88, p < .001), 

Social Competence (r = .90, p < .001), and Personal Competence (r = .82, p < .001).   

Table 6                                                                                                                                                                                                                                                          

Correlations, Means and Standard Deviations for Dependent and Independent Variables  
 
Measure 1 2 3 4 5 6 7 
1. GPA --- 
2. BAI    -.60**   --- 
3. EOC    -.16      .17* --- 
4. SB     .20*  -.16  -.11   --- 
5. PC     .19*   .02  -.04      .67**   --- 
6. SC     .09  -.05  -.10     .63**       .59**   --- 
7. T-IPFI     .19*     -.07     -.09      .88**       .90**       .82** --- 
M   2.23   19.83   32.34    3.18 3.17 3.25 3.20 
SD     .69   11.82     9.30 .37   .34   .31   .30 

Note. Means and Standard deviations for the participants are presented in the horizontal rows. 
GPA = Student’s GPA; BAI = Behavior Adjustment Index; EOC = Extensiveness of Counseling 
Intervention; SB = Social Bonding; PC = Personal Competence; SC = Social Competence; T-
IPFI = Total IPFI. 
* p < .05 ** p < .001 (one-tailed). 

Bar graphs and other descriptive statistics were used to examine the distributions of the 

study variables. Extensiveness of counseling interventions, Social Competence, Social Bonding, 

and Personal Competence met the criteria for normality.  However, the Behavioral Adjustment 

Index, once plotted, appeared to be somewhat positively skewed.  The distribution was slightly 

skewed because many of the students demonstrate comparatively good behavior. Examining the 

distribution did not reveal any outliers and only three percent of the sample (3 cases) were 

outside of three standard deviations from the mean. Removal of these three cases did reduce 

skew values, yet analyses revealed comparable patterns of results whether those cases were 

included or not. Thus, in order to retain the power of the full sample, all cases were used.   
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Extensiveness of counseling also showed significant skew and kurtosis. One of 

participants reported a very high number of individual and group sessions, which affected both 

skew and kurtosis.  In an effort to further understand these phenomena, the researcher conducted 

additional analyses excluding this particular participant and the resulting kurtosis and skew 

values were well within normal range (.54 and .67, respectively).  Despite the impact of this 

statistical outlier on the distribution of the variable, the researcher included the data from this 

participant because exclusion did not change the pattern of results.  

Table 7   

Skewness and Kurtosis for Dependent and Independent Variables  
 
 
Variable       Skewness  Kurtosis 
______________________________________________________________________________ 
 
Student’s GPA       -0.14    -1.50 
Behavioral Adjustment Index       1.27     1.98 

(Discipline referrals, Absences & Suspensions)  
Extensiveness of counseling       1.38     3.96 

(Individual & Group Counseling) 
Social Bonding                   -0.39    -0.17 
Personal Competence                 -0.09    -0.39 
Social Competence       -0.51    -0.18 
_____________________________________________________________________________ 

 

Analysis of Research Hypotheses 

For each of the hypotheses discussed below, the predictor variables (Personal 

Competence, Social Competence, Social Bonding, and total IPFI) were centered because later 

hypotheses examined moderation via multiple regression.  This centering transformation (Cohen, 

Cohen, West, & Aiken, 2003) is typically only performed in multiple regression analyses using 

moderator variables and helps with multicollinearity problems inherent in such a statistical 

approach. Hypotheses 1 and 2 deal explicitly with the relation of protective factors (IPFI) scores 
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with the outcome variables (extensiveness of counseling interventions, academic outcomes, and 

behavioral outcomes). Pearson product moment correlations were computed to assess the 

relations and simple multiple regression was used with the three protective factors entered 

simultaneously to see which protective factor most strongly related to the outcomes. Hypotheses 

3a-f deal with the potential moderating effects gender and Special Education designation have on 

how protective factors were associated with the dependent variables. For each analysis the 

predictor variables were entered simultaneously in two blocks. In the first block, the IPFI domain 

(or total) scores and the moderator were entered. Next, the interactions between moderator and 

IPFI scores were entered. 

Hypothesis 1 

 The first hypothesis stated that protective factors would be positively associated with the 

extensiveness of counseling interventions.  Correlations between protective factors (see Table 6) 

indicated no significant associations and multiple regression analysis showed that the predictors, 

as a set, were also not significantly associated with extensiveness of counseling interventions, 

F(3, 96) = 0.61, p >.05. Below are the specific values for the regression analyses (see Table 8). 

Table 8 

Summary of Regression Analyses of the Presence of Factors and Extensiveness of Counseling 
Interventions  
 
 
Predictor Variables       Β    SE B      ß  
______________________________________________________________________________ 
 
Social Bonding (centered)  -3.19   3.72   -.13 
  
Social Competence (centered) -2.39   4.17   -.08 
 
Personal Competence (centered)  2.57   3.92    .10 
 
______________________________________________________________________________ 
Note. R2 = .02.  Dependent variable is the Extensiveness of Counseling Interventions. 
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Hypothesis 2a 

Hypothesis 2a stated that the IPFI protective factors would be positively associated with 

academic outcomes.   Social Bonding, Personal Competence and the total IPFI were positively 

associated with GPA (see Table 6). However, multiple regression using the three IPFI domain 

scores showed that the predictors, as a set, were not significantly associated with GPA, F(3, 96) 

= 1.65, p > .05.  Below are the specific values for the regression analyses (see Table 9). 

Table 9 

Summary of Regression Analyses of the Presence of Protective Factors and Academic Outcomes 
 
 
Predictor Variables       Β    SE B      ß  
______________________________________________________________________________ 
 
Social Bonding (centered)  .31   .27    .17 
  
Social Competence (centered)           -.22   .30   -.10 
 
Personal Competence (centered) .27   .29    .13 
 
______________________________________________________________________________ 
Note. R2 = .05.  Dependent variable is the Academic Outcome variable.  
 
 

Hypothesis 2b 

Hypothesis 2b stated the IPFI protective factors would be negatively associated with 

adverse behavioral outcomes.  No statistically significant correlations were found between the 

IPFI scores (domain or total) and the Behavioral Adjustment Index.  Not surprisingly, the IPFI 

domains, as a set, were not significantly associated with the Behavioral Adjustment Index, F(3, 

96) = 1.62, p > .05.  However, when looking at the individual predictors, the relationship 

between the Social Bonding and the Behavioral Adjustment Index was significant (p < .05). 

Higher Social Bonding was associated with better behavioral adjustment. Below are the specific 

values for the regression analyses (see Table 10). 
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Table 10 

Summary of Regression Analyses of the Presence of Protective Factors and Behavioral 
Adjustment  
 
 
Predictor Variables       Β    SE B      ß  
______________________________________________________________________________ 
 
Social Bonding (centered)  -9.64   4.66   -.31* 
  
Social Competence (centered)               .58   5.22     .02 
 
Personal Competence (centered)  7.26   4.90     .21 
 
______________________________________________________________________________ 
Note. R2 = .05.  Dependent variable is the Behavioral Adjustment Index.  
* p < .05. 

 

Hypothesis 3a 

Hypothesis 3a stated that the relationship between protective factors and extensiveness of 

counseling intervention would be stronger for females. To test this hypothesis, the three IPFI 

domain variables, gender, and the interaction between gender and the IPFI domains were used to 

predict extensiveness of counseling interventions using multiple regression.  The first block, 

which included the domain IPFI variables and gender, was not statistically significant, F(4, 92) 

= .56, p > .05; R2 = .02.   However, addition of the multiplicative interaction terms, in the second 

block, significantly improved prediction of extensiveness of counseling interventions, F(7, 89) = 

3.52; R2 = .13; p < .05 (see Table 11).  Personal Competence was the only protective factor 

where gender served as a statistically significant moderator (p < .05).   

For interpretation of the significant interaction effect, simple slopes were calculated for 

males and females, and these slopes were plotted.    The simple slopes are presented in Figure 1.  

The simple slope for Personal Competence was not significant for females (b = 6.30; t(97) = 1.78, 

ns). For females, there was no association between Personal Competence and extensiveness of 
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counseling.  However, for males the simple slope for Personal Competence was significant and 

negative, (b= -9.63; t(97)= -2.35); p < .05, suggesting that males with higher levels of Personal 

Competence tended to participate in fewer counseling sessions.   

Table 11 

Summary of Regression Analysis of the Presence of Factors and Extensiveness of Counseling 
Interventions Including Gender as the Moderator 
 
 
Predictor Variables         Β         SE B  ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)     -3.17      3.74   -.13  
Social Competence (centered)    -2.21      4.19   -.07 
Personal Competence (centered)      2.60      3.93    .10  
Gender (centered)       1.22      1.92    .07 

 
Step 2 

Gender x Social Bonding (centered)   -8.17      7.23   -.16 
Gender x Social Competence (centered)  10.07      8.09   . 17 
Gender x Personal Competence (centered)  16.57      7.66    .32* 

______________________________________________________________________________ 
Note. R2 = .02 for Step 1: ∆R2 =  .11  for Step 2.  Dependent variable is the Extensiveness of 
Counseling Interventions. * p < .05. 
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Figure 1. Gender Moderating the Effect of Personal Competence on Extensiveness of Counseling 
Interventions 

 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and gender, the first block was not statistically significant, F(2, 94) = .62, p > .05; R2 = .01.   

However, addition of the multiplicative interaction term significantly improved prediction of 

extensiveness of counseling interventions, F(1, 93) = 7.04; R2 = .08; p < .01 (see Table 12).  

Simple slopes were calculated for males and females and these slopes were plotted (see 

Figure 2).    The simple slope for total IPFI was not significant for females b = 4.61; t(97) = 1.11, 

ns.  However, for males the simple slope for total IPFI was significant b= -12.05; t(97)= -2.55; p 

< .05. These findings suggest that males with higher levels of overall protective factors tended to 

participate in fewer counseling sessions.   
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Table 12 

Summary of Regression Analyses of the Total IPFI and Extensiveness of Counseling 
Interventions Including Gender as the Moderator 
 
 
Predictor Variables          Β        SE B  ß  
______________________________________________________________________________ 
 
Step 1 

       
Gender (centered)       1.27      1.91    .07 
Total IPFI (centered)    -2.64      3.21             -.09 

 
Step 2 

Gender x Total IPFI (centered)   16.66      6.28                         .26* 
______________________________________________________________________________ 
Note. R2 = .01 for Step 1: ∆R2 =  .07  for Step 2.  Dependent variable is the Extensiveness of 
Counseling Interventions. * p < .05. 
 
 
Figure 2. Gender Moderating the Effect of Total IPFI on Extensiveness of Counseling 
Interventions 
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Hypothesis 3b 

Hypothesis 3b stated the relationship between protective factors and academic outcomes 

will be stronger for females. To test this hypothesis, the three IPFI domain variables, gender, and 

the interaction between gender and the IPFI domains were used to predict academic outcomes 

using multiple regression. The first block, which included the domain IPFI variables and gender, 

was not statistically significant, F(4, 92) = 2.07; p > .05; R2 = .08.   Also, the addition of the 

multiplicative interaction terms did not significantly improve prediction of the academic 

outcome, F(7, 89) = .58; R2 = .10; p > .05.  In addition, none of the protective factors 

individually were statistically significant. Below are the specific values for the regression 

analyses (see Table 13). 

Table 13 

Summary of Regression Analyses of the Presence of Factors and Academic Outcomes including 
Gender as the Moderator 
 
 
Predictor Variables         Β         SE B  ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)      .32      .27    .17  
Social Competence (centered)   -.18      .30   -.08 
Personal Competence (centered)      .27      .28    .14  
Gender (centered)       .25      .14     .18 

 
Step 2 

Gender x Social Bonding (centered)    .50      .55     .13 
Gender x Social Competence (centered)  -.36      .61   -. 08 
Gender x Personal Competence (centered)  -.54      .58    -.14 

______________________________________________________________________________ 
Note. R2 = .08 for Step 1: ∆R2 =  .02  for Step 2. Dependent variable is the Academic Outcome 
variable.  

 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and gender, the first block was statistically significant, F(2, 94) = 3.55, p < .05; R2 = .07.   
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However, addition of the multiplicative interaction term did not add a significant increment in 

variance, F(1, 93) = .451, p > .05; R2 = .08 (see Table 14).  

Table 14 

Summary of Regression Analyses of the Total IPFI and Academic Outcomes Including Gender as 
the Moderator 
 
 
Predictor Variables          Β        SE B           ß  
______________________________________________________________________________ 
 
Step 1 

       
Gender (centered)            .26    .14                    .19 
Total IPFI (centered)           .48    .23                        .21* 

  
Step 2 

Gender x Total IPFI (centered)         -.31               .47                       -.07 
______________________________________________________________________________ 
Note. R2 = .07 for Step 1: ∆R2 =  .01  for Step 2.  Dependent variable is the Academic Outcome 
variable. *p < .05. 
 

Hypothesis 3c 

Hypothesis 3c stated that relationship between protective factors and behavioral 

outcomes would be stronger for females.  To test this hypothesis, the three IPFI domain variables, 

gender, and the interaction between gender and the IPFI domains were used to predict behavioral 

outcomes using multiple regression.  The first block, which included the domain IPFI variables 

and gender, was not statistically significant F(4, 92) = 1.45, p > .05; R2 = .06.   The addition of 

the multiplicative interaction terms in the second block did not improve the variance accounted 

for in the Behavioral Adjustment Index, and none of the individual protective factors was 

statistically significant,  F(7, 89) = 1.12; R2 = .09, p > .05 (see Table 15). 
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Table 15 

Summary of Regression Analyses of the Presence of Factors and the Behavior Adjustment Index 
including Gender as the Moderator 
 
 
Predictor Variables         Β         SE B  ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)      -9.60     4.66               -.30  
Social Competence (centered)        .92     5.23     .02 
Personal Competence (centered)       7.30     4.90    . 21  
Gender (centered)        2.32     2.40      .10 

 
Step 2 

Gender x Social Bonding (centered)    -3.54      9.43    -.06 
Gender x Social Competence (centered)  -11.20    10.47   -. 14 
Gender x Personal Competence (centered)   17.08      9.92     .26 

______________________________________________________________________________ 
Note. R2 = .06 for Step 1: ∆R2 =  .03  for Step 2.  Dependent variable is the Behavioral 
Adjustment Index.  

 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and gender, the first block was not statistically significant, F(2, 94) = .66, p > .05; R2 = .01.   The 

addition of the multiplicative interaction term did not significantly improve prediction of 

behavioral outcomes, F(1, 93) = .32, p > .05; R2 = .02 (see Table 16).  
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Table 16 

Summary of Regression Analyses of the Total IPFI and the Behavioral Adjustment Index 
Including Gender as the Moderator 
 
 
Predictor Variables          Β        SE B  ß  
______________________________________________________________________________ 
 
Step 1 

       
Gender (centered)     2.32      2.43                     .10 
Total IPFI (centered)              -2.23      4.08                   -.06 

 
Step 2 

Gender x Total IPFI (centered)   4.63      8.26         .06 
   
______________________________________________________________________________ 
Note. R2 = .01 for Step 1: ∆R2 =  .01  for Step 2.  Dependent variable is the Behavioral 
Adjustment Index.  

 

Hypothesis 3d 

Hypothesis 3d stated the relationship between protective factors and extensiveness of 

counseling interventions would be stronger for students with Special Education designation.  To 

test this hypothesis, the three IPFI domain variables, Special Education designation, and the 

interaction between Special Education designation and the IPFI domains were used to predict 

extensiveness of counseling interventions using multiple regression.  The first block, which 

included the domain IPFI variables and Special Education designation, was not statistically 

significant, F(4, 92) = .55, p > .05; R2 = .02.   The addition of the multiplicative interaction terms, 

in the second block did not prove to be a statistically significantly predictors of the extensiveness 

of counseling interventions, F(7, 89) = 1.75; R2 = .08; p > .05.  Additionally, none of the 

protective factors individually were statistically significant. Below are the specific values for the 

regression analyses (see Table 17). 
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Table 17 

Summary of Regression Analyses of the Presence of Factors and the Extensiveness Counseling 
Interventions Including Special Education designation as the Moderator 
 
 
Predictor Variables            Β        SE B    ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)      -3.29     3.74               -.13  
Social Competence (centered)     -2.46     4.18    -.08 
Personal Competence (centered)       2.68     3.93    . 10  
SPED (centered)       -1.29     2.05     -.07 

 
Step 2 

SPED x Social Bonding (centered)     11.95     10.02    .21 
SPED x Social Competence (centered)    -3.77       9.38  -. 06 
SPED x Personal Competence (centered)  -19.47     10.16   -.34 

______________________________________________________________________________ 
Note. R2 = .02 for Step 1: ∆R2 =  .06  for Step 2.  Dependent variable is the Extensiveness of 
Counseling Interventions. SPED = Special Education designation. 
 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and Special Education designation, the first block was not statistically significant, F(2, 94) = .56, 

p > .05; R2 = .01 .   The addition of the multiplicative interaction term did not improve prediction 

of extensiveness of counseling intervention, F(1, 93) = 2.23, p > .05; R2 = .04 (see Table 18).  
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Table 18 

Summary of Regression Analyses of the Total IPFI and the Extensiveness of Counseling 
Interventions Including Special Education designation as the Moderator 
 
 
Predictor Variables          Β        SE B  ß  
______________________________________________________________________________ 
 
Step 1 

       
SPED (centered)     -1.18     2.04   -.06 
Total IPFI (centered)    -2.91     3.20    -.09 

    
 
Step 2 

SPED x Total IPFI (centered)            -10.71     7.09   -.15  
______________________________________________________________________________ 
Note. R2 = .01 for Step 1: ∆R2 =  .03  for Step 2.  Dependent variable is the Extensiveness of 
Counseling Intervention.  
 
 

Hypothesis 3e 

Hypothesis 3e stated the relationship between protective factors and academic outcomes 

would be stronger for students with Special Education designation.    To test this hypothesis, the 

three IPFI domain variables, Special Education designation, and the interaction between Special 

Education designation and the IPFI domains were used to predict the academic outcome using 

multiple regression.   The first block, which included the domain IPFI variables and Special 

Education variables, was not statistically significant F (4, 92) = 1.22, p > .05; R2 = .05.  The 

addition of the multiplicative interaction terms, in the second block, did not significantly 

improve prediction of the academic outcome, F(3, 89) = .52; R2 = .07; p > .05.  Additionally, 

none of the interaction terms were statistically significant individually.  Below are the specific 

values for the regression analyses (see Table 19). 
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Table 19 

Summary of Regression Analyses of the Presence of Factors and Academic Outcomes including 
Special Education designation as the Moderator 
 
 
Predictor Variables            Β          SE B   ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)       .31        .27     .17  
Social Competence (centered)     -.22        .31    -.10 
Personal Competence (centered)       .27        .29     .13  
SPED (centered)       -.02        .15    -.01 

 
Step 2 

SPED x Social Bonding (centered)                 -.10        .75     .02 
SPED x Social Competence (centered)      .68        .70                           .13 
SPED x Personal Competence (centered)     -.14        .76    -.03 

______________________________________________________________________________ 
Note. R2 = .05 for Step 1: ∆R2 =  .02  for Step 2.  Dependent variable is the Academic Outcome 
variable. SPED = Special Education designation.  

 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and Special Education designation, the first block was not statistically significant, F(2, 94) = 

1.77, p > .05; R2 = .04.   The addition of the multiplicative interaction term did not improve 

prediction of the academic outcome, F(1, 93) =  1.00, p > .05; R2 = .05 .  (see Table 20).  
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Table 20 

Summary of Regression Analyses of the Total IPFI and Academic Outcomes Including Special 
Education designation as the Moderator 
 
 
Predictor Variables          Β        SE B  ß  
______________________________________________________________________________ 
 
Step 1 

       
SPED (centered)     -.02      .15        -.01 
Total IPFI (centered)      .44      .24         .19 

   
 
Step 2 

SPED x Total IPFI (centered)   .52      .52        .10 
______________________________________________________________________________ 
Note. R2 = .04 for Step 1: ∆R2 =  .01  for Step 2.  Dependent variable is the Academic Outcome.  
 

Hypothesis 3f 

Hypothesis 3f stated the relationship between protective factors and behavioral outcomes 

will be stronger for students with Special Education designation.  To test this hypothesis, the 

three IPFI domain variables, Special Education designation, and the interaction between Special 

Education designation and the IPFI domains were used to predict behavioral outcomes.  The first 

block, which included the domain IPFI variables and Special Education designation, was not 

statistically significant, F(4, 92) = 1.21, p > .05; R2 = .05.   The addition of the multiplicative 

interaction terms, in the second block, did not significantly improve prediction of behavioral 

outcomes, F(7, 89) = .85; R2 = .08, p > .05 (see Table 21). 
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Table 21 

Summary of Regression Analyses of the Presence of Factors and Behavior Adjustment Index 
including Special Education designation as the Moderator 
 
 
Predictor Variables         Β         SE B  ß  
______________________________________________________________________________ 
 
Step 1 

Social Bonding (centered)     -9.68      4.69    -.31  
Social Competence (centered)       .55      5.24     .01 
Personal Competence (centered)      7.30      4.93     .21  
SPED (centered)        -.48      2.57     -.02 

 
Step 2 

SPED x Social Bonding (centered)    19.43      12.75    .28 
SPED x Social Competence (centered)   -6.76      11.93  -. 08 
SPED x Personal Competence (centered)   -8.25      12.92   -.12 
SPED (centered)         .60        3.05    .02 

______________________________________________________________________________ 
Note. R2 = .05 for Step 1: ∆R2 =  .03  for Step 2.  Dependent variable is the Behavioral 
Adjustment Index. SPED = Special Education designation.  
 

A similar analysis was conducted using the total IPFI score. Using the total IPFI score 

and Special Education designation, the first block was not statistically significant, F(2, 92) = .21; 

R2 = .00, p > .05.   The addition of the multiplicative interaction term did not improve prediction 

of behavioral outcomes, F(1, 93) = .66; R2 = .01, p > .05 (see Table 22).  
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Table 22 

Summary of Regression Analyses of the Total IPFI and the Behavioral Adjustment Index 
Including Special Education designation as the Moderator 
 
 
Predictor Variables          Β        SE B  ß  
______________________________________________________________________________ 
 
Step 1 

       
SPED (centered)     -.22      2.60         -.01 
Total IPFI (centered)             -2.63      4.09         -.07 

 
Step 2 

SPED x Total IPFI (centered)   7.40      9.13                     .08 
______________________________________________________________________________ 
Note. R2 = .00 for Step 1: ∆R2 =  .01  for Step 2.  Dependent variable is the Behavioral 
Adjustment Index.  
 

Chapter V – Discussion 

Despite the widespread recognition of the need to improve the quality of school support 

programs and services to remove barriers to academic success (Adelman, 1996; Barth et al., 

1999), little research has focused on the extent of counseling interventions and how this is related 

to the presence of protective factors in adolescents (Adelman, 1993; Adelman & Taylor, 1994).   

In an effort to address this research need, the relationships among protective factors, 

extensiveness of counseling interventions, and academic and behavioral outcomes were 

examined.  Additionally, this study examined whether gender and Special Education designation 

moderated these relationships.  The current study is believed to be the first research to look at the 

relationship between clinical intervention and protective factors in the context of academic and 

behavioral outcomes of both regular and special education students.  The following is specific 

information about the hypotheses tested. 
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Hypothesis 1 asserted that protective factors would be positively associated with the 

extensiveness of counseling interventions. This hypothesis was not supported.  Hypothesis 2a 

asserted that the IPFI protective factors would be positively associated with academic outcomes.  

In looking at individual predictor variables, the researcher found partial support for this 

hypothesis because Social Bonding, Personal Competence and the total IPFI were positively 

associated with academic outcomes.   However, the predictors, as a set were not significantly 

associated with academic outcomes.  Hypothesis 2b stated the IPFI protective factors would be 

negatively associated with adverse behavioral outcomes.  As a set, the protective factors were not 

associated with behavioral outcomes.  However, a significant negative relationship was found 

between the Social Bonding variable and the Behavioral Adjustment Index, which indicated that 

higher Social Bonding was associated with more positive behavioral outcomes. Thus, there was 

partial support for hypothesis 2b. 

 Hypothesis 3a stated the relationship between protective factors and extensiveness of 

counseling intervention would be stronger for females. To test this hypothesis, the researcher 

examined the three IPFI domain variables, gender, and the interaction of gender and the IPFI 

domains.  There was partial support for this hypothesis, as the individual predictor variable 

Personal Competence was the only protective factor where gender served as a statistically 

significant moderator.  More specifically, for females Personal Competence was positively 

associated with extensiveness of counseling interventions, yet for males the opposite held true.  

While there was partial support for hypothesis 3a, the nature of the moderation effect was not 

consistent with the hypothesis.  

Hypotheses 3b and 3c stated the relationship between protective factors and academic 

outcomes and behavioral outcomes, respectively, would be stronger for females. These 



80 
 

 

hypotheses were not supported, as gender did not moderate the association between the 

protective factors and academic outcomes or the association between the protective factors and 

behavioral outcomes.  The literature suggests that female students generally are more engaged in 

school and less shy about developing relationships with teachers and other school personnel 

(Wasonga et al., 2003; Werner, 2001).  It is during these interactions, presumably, that students 

would begin to establish a positive relationship with counselors and other adults within the 

school community.  However, in this current study, the male students tended to commit 

discipline infractions more frequently than their female counterparts and as a result, required 

more counseling intervention and academic remediation.  The researcher believes these 

interactions provided the males students with an opportunity to participate in prosocial 

interactions with adults and develop a set of protective factors (i.e. Social Bonding, Personal 

Competence, and Social Competence).  Through these interactions, the male students developed 

positive relationships with the counselors, and the males and females’ academic performance 

benefitted similarly from these protective factors.  Additionally, the male and female students 

who possess these set of protective factors also tended to perform well academically. 

 Hypotheses 3d, 3e, and 3f stated that the relationship between protective factors and 

extensiveness of counseling interventions, academic outcomes, and behavioral outcomes, 

respectively, would be stronger for students with Special Education designation.  These 

hypotheses were not supported as Special Education designation did not moderate the 

relationship between protective factors and extensiveness of counseling interventions, protective 

factors and academic outcomes, or protective factors and behavioral outcomes.  More 

specifically, there were no significant associations between protective factors (individually or as 

a set) and extensiveness of counseling interventions, academic outcomes or behavioral outcomes, 
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for Special Education students.  Special Education students tend to experience more stress than 

their general education counterparts (Bender, Rosenkrans, & Crane, 1999) and this classification 

is sometimes considered a risk factor.  However, the Special Education students in this study did 

not perform significantly worse than their general education counterparts. 

The findings from this study suggest that school-based mental health counseling services, 

academic outcomes, and behavioral outcomes are not associated with the measured protective 

factors in at-risk adolescents.  These findings were surprising because both intuitively and 

scientifically, research supports the claim that protective factors should be positively associated 

with academic outcomes and negatively associated with behavioral outcomes in adolescents 

(Abrams, 2001; Brooks, 1994; Carver, 1998).   In the current study, the Individual Protective 

Factors Index (IPFI) was used to measure the presence of protective factors within the adolescent.  

One challenge with this instrument is that the IPFI contains constructs that are highly correlated 

with one another. These high correlations made it difficult to yield significant findings, primarily 

because of the inherent challenges in distinguishing the unique or independent effects of these 

protective factors.  Not only was it difficult to determine the impact of these individual protective 

factors, the high correlations make it challenging to determine what is actually being measured.  

This limitation should be considered when interpreting the overall findings of the current study.  

However, the study did yield two statically significant findings which are discussed in the 

sections below:    

Extensiveness of counseling interventions. 

In this present study, all students participated in both individual and group counseling 

services weekly and there was an emphasis placed on the protective factors measured by the IPFI: 

Social Bonding, Social Competence, and Personal Competence.  By actively engaging the 
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students in dialogue about how they view themselves and their interactions with others, these 

counseling interventions were an attempt to provide the student support necessary to lead to 

better outcomes.   Presumably, these interventions were useful for the participants, especially 

because adolescents often assert differing levels of self-esteem during this period (Mandara, 

Gaylord-Harden, Richards, & Ragsdale, 2009).   Interestingly, participants scored high on each 

of the protective factors measured, and the variability in the scores was low, as shown by the 

small standard deviations. Such restricted range and ceiling effects limit the ability of the IPFI 

measured protective factors to predict outcomes of interest. Finding high levels of protective 

factors among African American high school students in some ways is not surprising. In past 

research, many African-American adolescents also reported high levels of self-esteem, despite 

the high prevalence of negative life circumstances that they deal with (Twenge & Crocker, 2002; 

Whaley, 1993).   Generally regarded as one of the most important psychological constructs of 

adolescence, self-esteem is often a protective factor that works to mitigate the impact of risk 

factors (Compas, Hinden, & Gerhardt, 1995).  Those African-American adolescents who do not 

internalize these risk factors tend to perform better academically, behaviorally, and emotionally 

(Gabalda, Thompson, & Kaslow, 2010; Morales, 2010; Tandon & Solomon, 2009).  

 In the current study, the link between Social Bonding and extensiveness of clinical 

interventions varied by gender. For females, these two variables were positively related, that is, 

higher Social Bonding was linked to higher extensiveness of counseling interventions. For males 

however, the link was the opposite: higher levels of Social Bonding were associated with lower 

extensiveness of counseling interventions. In terms of gender differences, the literature on 

African American females suggests they have higher levels of self-esteem than their male 

counterparts (Chavous, Rivas-Drake, Smalls, Griffith, & Cogburn, 2008).  One explanation for 
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this difference may be that African-American females are often asked to perform responsibilities 

within their household and as a result, they become more confident in their abilities (Burton, 

2007).  Ideally, this confidence will carry over to the classroom and provides the impetus for 

good outcomes.  Further, feeling more socially connected may prompt female students to seek 

out counseling. For males who score high on Social Bonding, the counseling sessions provided 

may be less needed. 

Academic outcome. 

The findings suggest the protective factors (i.e., Social Bonding, Social Competence, and 

Personal Competence) were not associated with better academic outcomes.  In looking at the 

Individual Protective Factors Index (IPFI), it is important to note that the measure does not 

include a variable that directly examines academic self-efficacy, a protective factor likely to be 

strongly associated with academic outcomes. The three IPFI constructs examined are likely to be 

distally related to academic success, and this may be one reason for the lack of statistically 

significant findings in this area.  In order to truly determine the relationship between these 

protective factors and academic outcomes, a more domain-specific measure would be needed.  

Another important factor to consider when reviewing the findings from the current study 

is the history of academic performance of the students, which is characterized by persistent 

academic failure.  At this particular school, many of the students have a history of academic 

failure and they have been unsuccessful at traditional schools.  The current school context 

usually signals the last chance for these students to make the life changes necessary to become a 

productive member of society.  Additionally, many of the students are not used to academic 

success and rarely perform on grade level. The factors associated with academic success in the 

light of persistent academic failure are less clear than those associated with academic success 
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without persistent failure. For the students in this sample, the range of academic achievement 

was restricted.  Specifically, the mean GPA was 2.22, which is approximately equivalent to a 

letter grade of “C”.  Perhaps other markers of academic success are needed for these students, 

such as monitoring improved attendance, finding a creative means of tracking increased interest 

in academic achievement, or increases in academic self-efficacy.   The steps to academic success 

may not be as simple for those experiencing persistent failure. Thus in the end, it is not 

surprising that the results of the current study did not yield any statistical significance when 

looking at the relationship between GPA and protective factors.   

Behavioral outcomes. 

This study also tested the relationship between protective factors and behavioral 

outcomes.  In reviewing the results of the current study, the researcher found that Social Bonding 

was negatively associated with the Behavioral Adjustment Index.  Some of the hallmarks of this 

school include actively engaging students, rapport-building and placing great emphasis on 

establishing personal relationships with all students.  In fact, many students come to this school 

because of its reputation for recognizing even the smallest amount of growth and behavioral 

change and offering all students a second chance (Levy, 2010; Reilly & Reilly, 1983).  This is 

often an integral impetus for change of students who have previously avoided any connections 

with their school.  These students take an active role in their education, are motivated to do well 

and are more likely to engage in prosocial behavior.   These students enjoy learning in a 

nurturing environment where suspension is not the first disciplinary response (Benard, 1997, 

2005). Rather, the focus is on giving the students the skills and confidence necessary for them to 

become successful.  In short, the connection the students establish with the school and its staff 
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often makes the students want to attend school regularly and challenges them to refrain from 

many of the maladaptive behaviors that lead to poor outcomes (Brooks, 2006; Benard, 1996).   

Similar to the previously discussed academic outcome, none of the three domains of the 

IPFI directly measured participants’ behaviors, which might be a reason for the lack of consistent 

findings in regard to protective factors and behavioral outcomes.  With none of the rating scales 

directly assessing behavior, it becomes difficult to determine the relationship between this 

variable and the presence of protective factors. Another factor that potentially impacted the lack 

of findings is the positive skewness of the Behavioral Adjustment Index.  This variable was a 

composite score of the number of unexcused absences, number of suspensions and number of 

discipline referrals. The distribution of the variable suggests many of the participants of the study 

had relatively good behavior, attended school often, and were suspended rarely.   

What might be responsible for the comparatively good behavior on the part of the 

students beyond the variables examined here? When attempting to interpret the behavioral 

outcome data of the current study, the connection to the school cannot be overlooked, nor can the 

student’s home life.  The school makes efforts to foster a sense of pride in the school community 

and respect for the adults and other students within the building.  For example, students are less 

likely to start a food fight or deface the halls with graffiti if they participate in student 

government or a varsity sport team.  Rather, these students will be likely to find a more prosocial 

means of voicing concerns.  

The role of parental involvement is another factor that needs to be considered when 

interpreting the behavioral outcomes of the current study. There is a plethora of literature which 

suggests that parents have a great deal of influence in their children’s lives (e.g., Brooks, 2006; 

Trotman, 2002) and the quality of the parent-child interaction tends to have significant effect on 
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the adjustment of the child and their overall behavior (Brooks, 1994).  Additionally, adolescents 

develop more appropriately emotionally and behave prosocially when parental figures take an 

active role in their education (Gonzalez, 2002; Youngblade et al., 2007).  As such, this school 

actively engages families in a way that many report they have never experienced.  Despite the 

fact that many of the students are raised in family settings that are unsupportive, this school 

understands that the child will often embrace their family as a viable option for providing a 

protective environment (Henderson & Milstein, 1996; Kumpfer & Alvarado, 1995; Springer, 

Wright, & McCall, 1997).  From the initial intake meeting, which includes a comprehensive 

family interview, to notifying parents of student progress several times each week, the school 

attempts to integrate the family into the school system.  

The ability of a school to establish consistent parental involvement is predicated on their 

ability to engage them and build rapport with families (Vanderbleek, 2004).  Working closely 

with the students’ families has been an effective means of promoting positive behavior.  Many of 

the students respond favorably when this school takes an interest in partnering with their parents 

and other key family stakeholders. The staff at this school appreciates the importance of 

“partnering” with parents as it is viewed as a great means of offsetting the effects of negative life 

events. 

Limitations 

This study has several limitations that warrant mention.  At of the start of the 2009-2010 

school year, ninety-seven high school students met the eligibility criteria and were screened into 

the study.  This sampling strategy was useful for this specific study, however, did represent an 

area of potential limitation. This sampling strategy resulted in a homogenous sample and this 

limits the generalizability of the findings. 
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Additionally, the data collection strategy used in the current study is also an area of 

potential limitation.  The researcher collected data at one time point.  This data collection 

strategy does allow the researcher to establish associations; however, it is limited in its ability to 

observe changes over time if they occur.  Additionally, self-report data collected at one time 

point (as is the case in this study) can be impacted by circumstances surrounding the respondent 

at the time of the interview.  Longitudinal studies, on the other hand, are useful because they 

allow the researcher to capture data at multiple waves.  One inherent benefit of longitudinal 

studies is that researchers have an opportunity to make assessments of how measurements are 

related to each other prospectively.  Additionally, longitudinal studies allow researchers to more 

accurately assess growth.  The ability to determine whether a participant has developed 

protective factors or grown emotionally over the course of a longitudinal study is critical when 

attempting to measure an adolescents’ resilience.     

Another limitation of the study was the use of archival data.  The researcher was forced 

to trust that the data were collected and stored with integrity.  However, when archival data is 

used, the researcher must accept any issues with the administration of instruments or coding that 

may exist.  Additionally, the instrument used to measure the presence of protective factors, the 

Individual Protective Factors Index (IPFI), has been criticized for its questionable reliability.  

The IPFI is a 71-item inventory that solicits feedback in various areas beyond the protective 

factors analyzed here, including school bonding, locus of control, positive outlook and 

confidence.  In a review of various instruments that reportedly measure resilience, Constantine, 

Benard and Diaz (1999) argued the instrument’s relatively low coefficient alphas in a large 

national sample suggests marginal reliability.  In the current study the IPFI protective factors 
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were not only marginally reliable but the three constructs were also highly intercorrelated, 

arguing also for the lack of construct validity in this measure.  

This study included the analysis of self-report data that was collected by the participating 

school.  The researcher acknowledges the potential limits to reliability and validity that exist 

with self-report data as some respondents refuse to answer truthfully and opt to give what they 

view to be socially desirable answers.  As noted, the IPFI elicits information about students’ 

relationships with their parents, teachers, peers, their drug and alcohol use, and their sexual 

activity.  All of the data gathered lack independent verification, and it is conceivable that some of 

the participants neglected to answer truthfully because the instrument was administered by 

school personnel.  Without a true sense of the participants’ connection to the school, the 

researcher was limited in his ability to accurately measure the levels of protective factors of the 

respondents.   

Lastly, this study involved a relatively small sample size (N = 97), limiting the power to 

detect small yet potentially useful effects.  In general, the larger the sample size of a research 

study, the less likely the frequency and impact of sampling error.  Future research is needed at 

larger scale to determine the links among protective factors, extensiveness of counseling 

interventions, and behavioral and academic outcomes in high risk youth, especially if the effects 

of the protective factors within at-risk youth are small. 

Implications for Parents, Counselors and Teachers 

The findings of the present study suggest the levels of protective factors in the school 

setting are not reliability associated with academic, behavioral and emotional outcomes in this 

sample.  The exception to this general rule was that Social Bonding and Total IPFI was 

negatively associated with behavioral outcomes.  Social Bonding generally refers to positive 
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responses and commitments to social relationships in various contexts (i.e., family, school and 

community) (Springer & Phillips, 1997).  To this end, parents should conclude there is inherent 

benefit to forming positive relationships with their child.  More specifically, devoting time to 

bonding with their child can presumably help them gain traction in relating to their child.  

Positive relationships formed between the child and their parents can also lead to improved 

behavior in the school setting.  For counselors and teachers, intentional efforts should be made to 

involve students in the school community and building rapport.  These efforts foster prosocial 

behavior and reassure the students that the adults within the school community are genuinely 

interested in their academic success and overall growth.  Collaborating with families is an 

effective way for teachers and counselors to share ideas, work to bolster their strengths, and 

improve on the weaknesses of the student. This is especially useful when working with students 

who historically have struggled with poor attendance, behavior problems, and academic failure. 

Even the most stubborn and low-functioning student will push themselves beyond their comfort 

zone if they have experienced a connection with their parents and adults within their school.  For 

these students, failing becomes a less acceptable option because they recognize they would also 

be letting down the same adults who have supported them.   

Another important finding of the current research study was the moderating relationship 

gender had on the link between Personal Competence and counseling interventions.  

Adolescence is a developmental period sometimes marked with change, failure and challenges 

(Oliva et al., 2009).  Perhaps one way the female students dealt with this period of transition is 

by meeting with their counselor; results suggested females tended to participate in counseling 

services more than their male counterparts. Perhaps the males in the study felt they needed less 

social support than the female students (Werner, 2001) or were less interested in establishing 
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positive relationships with teachers and other school staff (Benard, 1996; Demie, 2001; Wong et 

al., 2002).  Those female students who met regularly with their counselor tended to feel more 

personally competent.  Possibly, the counseling services helped the female students improve 

their own self-efficacy and overall outlook on life, which are both integral components of this 

construct.  As such, the writer believes the counseling services have helped to foster improved 

social and emotional functioning for many of the female students.  The writer believes the 

findings from the current research study suggest the creation of gender-specific groups and 

interventions have the potential to lead to positive academic and behavioral outcomes.  Perhaps 

the participating school should consider implementing these supports to help with the overall 

social and emotional growth of the students. 

For many of the students at this school, success is not always present in high standardized 

test scores or high grade point averages.  To this end, school staff is encouraged to recognize 

even the slightest amount of growth for these students particularly because they often have 

experienced little success.  Additionally, many of these students have little experience making 

prosocial decisions and actively working to ensure their future is promising (Springer & Phillips, 

1997).  Teachers and counselors should maintain a positive outlook when working with this 

difficult population because the strides they make are not always clearly evident, despite being 

potentially life-changing (Adelman & Taylor, 2000, 2004).  The same holds true for those at-risk 

adolescents who eventually graduate from a similar school program.  Success for these young 

adults might include not being incarcerated, playing an active role in the lives of their families, 

becoming more responsible and reliable at home, or maintaining a job.  In either case, these 

young adults should be recognized for their continued growth and development.  
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Recommendations for Future Research 

 The first recommendation the researcher would encourage is for schools to use a more 

widely accepted instrument to measure the presence of protective factors associated with 

resilience such as Social Bonding, Personal Competence and Social Competence.  The Individual 

Protective Factors Index (IPFI) was used in the current study; however, this instrument has been 

criticized most recently for the marginal reliability of the dimensions when used in large national 

samples (Constantine, Bernard, & Diaz, 1999; Pierce & Shields, 1998).  Future researchers 

should avoid using the IPFI as a measure of protective factors because of its questionable 

reliability.  Rather, the resilience of adolescents can be more reliably assessed using the  

Connor-Davidson Resilience Scale (Connor & Davidson, 2003), Adolescent Resilience Scale 

(Oshio et al., 2003), or the Resilience Scale (Wagnild & Young, 1993). Unlike the IPFI, these 

instruments have more sound psychometric properties than the IPFI and can be applied to 

multiple age groups, including adolescents.   Also, the Connor-Davidson Resilience Scale, 

Adolescent Resilience Scale, and the Resilience Scale do a better job of assessing how 

adolescents respond to stressful situations and thrive in the face of adversity. However, if the 

IPFI is used in future studies, the researcher recommends looking at the IPFI at the domain level 

or total IPFI, which appears to be the more reliable means of capturing data about the presence of 

protective factors.  Regardless, relevant stakeholders (i.e., researchers and school personnel) 

should be cautious when interpreting the findings and determining the implications of the results 

of data collected using an instrument with questionable reliability. 

 The sample size of the current study was relatively small, but, future research in the area 

of fostering protective factors and school-based mental health services would benefit from the 

inclusion of a larger and more diverse sample.  In the current study, only African American 
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students were screened into the sample. While that was useful for the hypotheses being tested, it 

did limit the ability to generalize the findings to other populations.  Additionally, future research 

in this area would benefit from the power available with a larger sample size.  The sample size of 

the current study was slightly less than 100 participants.  Including a larger number of students 

into the sample would allow the researcher to get a better picture of the impact of school-based 

mental health services. 

 The research design of the current study added to the body literature in the areas of 

resilience and school-based mental health services, however, the inclusion of a control group in 

future studies would also improve the usefulness of the findings.  By definition, control groups 

represent a subgroup of the total sample that does not experience the intervention or treatment 

administered.  In the case of this study, including a control group would have allowed the 

researcher to conclude with more certainty, whether the counseling interventions (individual and 

group), helped to develop protective factors.  Future researchers should consider screening the 

students who have not been accepted into the school (e.g. presently on the waiting list), into the 

control group.  This would be the best way to discern the impact of the school-based mental 

health services and the relationships with adults within the school community. 

 Closely examining the role of the mental health clinician and their interaction with 

students would also provide useful information about the impact of school-based mental health 

services on student performance.  A clear means of evaluating the students’ relationship with 

their counselor, would add to this body of literature.  Additionally, measuring the counselors’ 

self-efficacy, as it relates to their ability to deliver the counseling interventions and perform their 

job, would also help determine the impact of the presence of protective factors on student 

outcomes. 
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 Lastly, the researcher believes future research in this area would be best served if a 

longitudinal design is used.  While the current study captured the phenomena in question at one 

moment in time, tracking progress and shortcomings at multiple intervals would be useful in 

monitoring the impact of school-based mental health services on youth outcomes over time.  The 

current research adds to the literature in this area, however, but only provides information about 

the participants’ development of protective factors (i.e., resilience) at the start of the school year.  

There is usefulness in eliciting this information at multiple points throughout the school year as 

students are faced with challenges and difficult situations. 

Conclusion 

 This study aimed to determine the relationship between protective factors, extensiveness 

of counseling intervention, and academic and behavioral outcomes.  The findings of the current 

study did not support the researcher’s assertion that school-based counseling interventions are 

useful for the overall social emotional well-being of adolescents.  The undeniable focus of 

schools should be to teach academic skills to improve the child’s chance of being successful; 

however, those schools that pay attention to the “whole” child will be doing the student the best 

service.  This is especially true for at-risk students who may not have learned many of the 

emotional strategies and social skills that will help them as they negotiate life’s challenges. It is 

clear additional research is needed to understand the relationship between school-based mental 

health services and protective factors (Masten, 2001; Masten et al., 2008).  
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