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Early intervention around mental health and wellness is a vital piece for the school
system to address when working holistically with students. The American School Counselor
Association (ASCA) and the Substance Abuse and Mental Health Services Administration
(SAMHSA) emphasize the importance for schools to develop a comprehensive systemic
framework around the academic, social, and emotional needs of students. By using the Multitiered System of Supports (MTSS), school districts can administer Universal Mental Health
Screening (UMHS), a Tier 1 intervention, to help identify students who may be considered at
risk for mental health and wellness issues. Unfortunately, less than 15% of K–12 schools in the
United States engage in UMHS with their students. For one specialized population, gifted and
talented students, specifically ones attending an accelerative, residential program, there is
minimal published data regarding their mental health, wellness, and intervention-based supports.
Also, none of the publicly-funded schools for these students in the United States have a UMHS
process for their student population. This quantitative study aimed to institute a Tier 1 UMHS
process for gifted and talented students attending an accelerative, residential program to evaluate
mental health and resiliency factors. The researcher used the Beck Youth Inventories--2nd
edition (BYI-2) and the Resiliency Scales for Children and Adolescents (RSCA) to assess

prevalent concerns, identified strengths, and potential correlation between screening factors and
gifted and talented students who are at risk.
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CHAPTER ONE: INTRODUCTION
In this chapter, I will provide a brief overview of the current research around prevalent
mental health and wellness issues that youth struggle to cope with, including information around
early intervention outcomes. Next, I will define the term gifted and talented students and include
some of the more common challenges for these students. I will then explore some high-level
concepts around what resiliency is and the basic effect it has on young adult development. In the
fourth section, I will review some of the relevant information of residential living for gifted and
talented students. The fifth section will discuss what the Multi-Tiered System of Supports
(MTSS) is and how it is implemented within K–12 education. Lastly, I will touch on what
Universal Mental Health Screening (UMHS) is and its relevance in the school system.
Mental Health and Youth
According to the World Health Organization (WHO, 2019), mental health conditions
account for 16% of the global burden of disease and injury for people aged 10 to 19 years, with
depression as one of the leading issues and half of all conditions starting by age 14. Mental,
behavioral, and developmental disorders are related to negative outcomes that can continue into
the adult years for adolescents (Evans & Cassells, 2014). The most prevalent emotional and
behavioral disorders with severe impairment and/or distress are mood disorders (depressive
disorders, dysthymic disorder, and bipolar disorder), anxiety disorders, and behavioral disorders
such as attention deficit hyperactivity disorder (ADHD; Merikangas et al., 2010).
The National Alliance on Mental Illness (NAMI) documented that approximately 50% of
lifetime mental health conditions begin by age 14 and 75% by age 24 (2020). The concerning

fact is that the average delay between showing symptoms of mental illness and getting some
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form of intervention is 11 years (NAMI, 2020). Length of time between symptom onset and
intervention is critical and can affect recovery. McGarry et al. (2007) performed two metaanalyses and cited research that looked at early detection and intervention involving youth with
active psychosis. The findings suggested that early intervention in cases of psychosis led to
better clinical conditions, less risk of suicide, and increased likelihood of social recovery after
three months, as well as one year (Larsen et al., 2006; Melle et al., 2004; Melle et al., 2006).
Currently, our youth are living through a global COVID-19 pandemic. Research will
continue to be published over the next few months about the effects the pandemic has on the
mental health of our young people, and what is currently available reveals an increase in
depressive and anxiety symptoms in children and adolescents (Racine et al., 2020). Some of the
most vulnerable people, including youth in the lesbian, gay, bisexual, transgender, questioning,
intersex, asexual, and other sexual identities (LGBTQIA+) community, are at an increased risk
for external harm, depression, suicide ideation and suicide, substance use, as well as selfharming behaviors because of the increased stress and anxiety of isolating during the pandemic
(Silliman Cohen & Adlin Bosk, 2020).
Because anxiety can negatively affect the social, emotional, and academic functioning of
students, long-term lack of treatment can reduce grades, increase absence, and affect the
likelihood of depressive symptoms and substance use in later life (Donovan & Spence, 2000).
Treatment can have a positive effect on one’s mental health, but Donovan and Spence (2000)
note that when disorders become ingrained in individuals, treatment may often fail due to the
significant adversity that the individual experiences. When looking at specialized populations of
youth, an often-overlooked subset are students who are gifted and talented and their specific

needs. In the next section, the study will look at who these students are and describe some of
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their common wellness issues.
Gifted and Talented Students
Students engaging in disciplines in science, technology, engineering, and math (STEM)
are academically prepared to bring knowledge and problem-solving skills to the workforce.
These students can be identified by having high levels of intellectual talents or giftedness.
Giftedness is, in fact, a highly complex set of interacting variables that are experienced internally
by the individual and alter the meaning of life experience for them (Gardner, 2004). A definition
of a gifted and talented individual must include both the concrete (externally observable) and
existential (internally meaningful) aspects of being intellectually different (Daniels &
Piechowski, 2008). According to the National Association of Gifted Children (NAGC, 2020) a
gifted and talented individual can be:
Students, children, or youth who give evidence of high achievement capability in areas
such as intellectual, creative, artistic, or leadership capacity, or in specific academic
fields, and who need services and activities not ordinarily provided by the school in order
to fully develop those qualities. (p. 1)
Gifted and talented individuals demonstrate outstanding levels of aptitude or competence
in one or more domains (e.g., mathematics, painting, sports), which are defined as asynchronous
development (Morelock, 1996). Those individuals with advanced abilities have heightened
intensity which can create inner experiences and awareness that are qualitatively different from
the norm (Bailey, 2007). This asynchrony can increase with higher intellectual capacity, and the
uniqueness of gifted and talented students renders them particularly vulnerable such that they
will need challenging programs and additional support services if they are to develop their ability
and realize optimal levels of performance (NAGC, 2010).

Gifted and talented students do not have different experiences around social and
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emotional issues when compared to their peers, but it is common for these students to internalize
the differences that they have when they compare themselves to others (VanTassel-Baska, 1983).
Gifted and talented students may be able to recognize that they are different than their peers, but
they may not be able to know why or how, leading to frustration and feelings of inadequacy
(Kennedy-Moore & Lowenthal, 2011). Kennedy-Moore and Lowenthal (2011) stated that these
students may also be more sensitive to criticism from themselves or others, which can cause
difficulty when coping with struggles or setbacks in work or relationships. Gifted and talented
students may also feel awkward around others, so it is common for them to want to work and
play alone (VanTassel-Baska, 1983).
Due do these internal and external challenges, the common struggles of gifted and
talented students tend to involve feelings of anxiety, pressure to achieve, and the pursuit of
perfection (Fisher & Kennedy, 2016). According to several studies on resiliency, individuals
with increased anxiety and depressive symptoms are more likely to have lower levels of
resilience (Hu et al., 2015), increased neuroticism (Zhang, 2011), and lower levels of selfconcept and social skills (Jaureguizar et al., 2018). Because gifted and talented students are at
risk for mental wellness issues involving resiliency factors, looking at resiliency and how to
develop these traits could be of benefit to this population.
Gifted and talented students possess a unique set of wellness concerns when compared to
their peers. In order to understand what social and emotional factors gifted and talented students
need to develop, exploratory research around understanding their resiliency and relationship
building skills is needed to assist with helping them to overcome life’s adversity.

Resiliency
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Resiliency can be described as one’s ability to experience something challenging or
difficult and to recover from this adversity (APA, 2012). Humans’ ability to adapt to life
circumstances in a positive fashion is relevant for counselors to explore when working with their
clients, as counselors are looking to build relationships with clients to encourage the
development of various coping strategies and skills. Historically, research around resiliency
suggests it is not individual characteristics alone that can create resiliency; it is a dynamic
concept that can vacillate during a lifespan (Rutter, 1985; Werner, 1989). Masten and
Coatsworth (1998) stated that resiliency-based research now leads researchers to agree there is
an ever-changing dynamic around protective and vulnerability factors that affect an individual’s
ability to bounce back from challenges.
At one point, Werner (1989) stated that positive outcomes can occur for children who
experience adverse circumstances in their life. To create these resiliency factors in students, it is
advised to focus on the premise of strengths and growth ability rather than look purely at
pathology (Garmezy, 1991). Resiliency, according to Zhang (2011), consists of various traits that
students develop, as it positively correlates around their well-being, and has an effect on their
goals, motivation to engage, and overall learning outcomes. Transitional can also become
difficult to adapt to, but results show that social support, connectedness, self-care, and life skills
can create increased resiliency and more positive outcomes for students transitioning to
collegiate environments (Leary & DeRosier, 2012). Gifted and talented students possess
challenges related to adjustment and coping with changes, so students who engage in residential
living likely need to learn how to build new relationships, adapt to a new environment at a young
age, and build skills to handle their issues with internalization and externalization of factors.

Residential Life for Gifted and Talented Students
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Gifted and talented students can possess asynchronous intellectual development, which
means that they are able to perform at high levels or ability when compared to their peers
(Peterson, 2009). Tasks such as mathematics, writing, or the ability to synthesize data may be
easier for these students, which can lead to the need for more rigorous challenges in their
academic life. According to the NAGC (2020), there were approximately 3.2 million students in
public schools enrolled in gifted and talented programs. To accommodate this special population
of students, several states have developed public high schools that are normally residential
schools for later high school years (NAGC, 2020).
Specialized residential high schools exist in 15 states and focus on accelerated learning
for students, typically in mathematics and science, but some can target arts and humanities
(NAGC, 2020; Roberts, 2015). These public institutions are quality options for students for
several reasons, which include gaining experience at an institution with the expectations of
higher education, family fees based on income, and admission based on a combination of test
scores, grades, recommendations, extracurricular activities, and maximizing resources within
one’s community.
One of the drawbacks of these public institutions is the lack of published research that
addresses the mental health and wellness of the students. This lack of research can create
difficulty around developing effective and beneficial interventions to use with these students.
One of the more recent studies by Clark et al. (2018) explored students in an Honors College
setting, which is a similar experience to accelerated residential schools. An interesting piece of
information about these students was they expressed less self-confidence and placed greater
importance on external factors related to college than peers not associated with the Honors

College (Clark et al., 2018). Although this information is beneficial to counselors, there is a
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significant difference between a 14-year-old person making a significant life transition to a
residential school when compared to an 18- or 19-year-old. Because the research around gifted
and talented students attending a residential school is minimal, conducting some type of needs
assessment to understand how to best serve this population is needed. To engage in this task,
using a multitiered systemic approach to data collection and intervention is a best-practices
course of action.
Multi-Tiered System of Supports
Prior to any comprehensive framework, like Positive Behavioral Intervention Services
(PBIS) or Response to Intervention (RTI), school systems were likely to use an insufficient
method to identify students in need such as poor grades or behavioral outbursts (Burns et al.,
2016). Once referred, students would have an evaluation by a multidisciplinary team to
determine if qualifications for special services are met, which was ineffective for facilitating
interventions for students (Donovan & Cross, 2002). According to research done by the National
Center for Learning Disabilities (2017), some of the challenges schools face due to ineffective
screening are that not all children with learning or attention issues are identified for services,
early signs of learning or attention issues often go unnoticed, and there tends to be a disparity
with low-income and racially diverse students who are also identified as having a specific
learning disability.
The Multi-Tiered System of Supports (MTSS) is a comprehensive and systemic based
framework that is meant to create changes around academic, behavioral, and social and
emotional issues from the district to individual levels (Sink, 2014; Sink & Ockerman, 2016).
According to Bailey (2019), MTSS is explicitly documented in 33 states as the comprehensive
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framework to be utilized within schools. The benefit of using MTSS as intended is that it looks at
needs assessments to drive programs (Lane et al., 2013) and encourages data-supported
instruction with evidence-based methodology around instruction and interventions (Lane, Oakes,
& Menzies, 2014). The structure of MTSS is broken down into three tiers, similar to Positive
Behavioral Intervention Services (PBIS) and Response to Intervention (RTI): Tier 1 (Universal),
Tier 2 (Targeted), and Tier 3 (Individualized).
When using interventions in MTSS, all students receive services in Tier 1, additional
followup services are available in Tier 2, and a more intensive and specialized Tier 3 support is
based on particular student needs (Goodman-Scott et al., 2019). Strategic use of assessments,
data, and interventions can help with the effectiveness and efficiency of programs and outcomes.
Not only does MTSS allow school systems the ability to collect data to drive interventions, but
also to encourage equity and inclusion within the educational system by preventing
disproportionality and nondiscriminatory services (Sullivan et al., 2018). Currently, there is little
research published around the use of MTSS within residential school settings that exclusively
serve gifted and talented students. In order to determine how to best build programming and to
allocate resources for student support, it is vital to learn what the exact needs are of this student
population. Through a Tier 1 universal screening process, data can be collected to drive decisions
around support and interventions for these students on their campuses.
Universal Mental Health Screening
When using the MTSS, Universal Mental Health Screening (UMHS) is considered a Tier
1 intervention, and the goal is to differentiate which students demonstrate an elevated risk for
specific mental health or social-emotional characteristics (Dvorsky et al., 2014). By using
UMHS, schools can gather specific information about student needs (Glover & Albers, 2007).

Mental health professionals, both inside the school system and within communities, have
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strongly desired districts to engage in some form of universal screening of student wellness to
increase early identification of mental health concerns and to decrease the time between
identification and interventions (Harrison et al., 2013).
Screening students for mental health can look different in each school or district based on
the intended goals, how often screening will occur, how to screen, and which screening tools are
used (Glover & Albers, 2007). Screening tools can measure both internalizing and externalizing
behaviors around student concerns, based on school needs, but externalizing behaviors normally
bring attention to school staff (Lambert et al., 2014). Screening students for potential
internalizing factors is needed because many with issues around depression, anxiety, and suicidal
ideation do not show any external indicators (Weist et al., 2007).
How to administer the UMHS tool is key, but best practices dictate that the school or
district spend months to prepare and evaluate needs. Once a school determines it wants to move
forward with UMHS, a multidisciplinary team is identified and receives approval from
community stakeholders (Goodman-Scott et al., 2019). The team members then work together to
determine and clarify the goals around the screening process, explore the logistics and resources
to map out a plan, and then determine what screening tool will be of the most benefit (GoodmanScott et al., 2019). Once the screening occurs within the desired population (i.e., grade, school,
district), school officials are able to analyze the collected data to determine appropriate Tier 2
and 3 interventions for students and evaluate whether the screening tools used were of the most
benefit to the community or alternate screeners were needed in a subsequent screening
(Goodman-Scott et al., 2019).

Statement of the Problem
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The present proposed study explores some of the unique challenges gifted and talented
high school students incur while transitioning to and living on a residential campus for school
and the mental health and resiliency levels of these students. Currently, no empirical studies have
investigated topics around UMHS with gifted and talented students in a residential setting.
Though some research exists regarding the individual topics of UMHS—gifted and talented
students, resiliency, and mental health concerns—there is nothing that combines these factors,
and there is a gap in knowledge around this special population of students who choose to attend
highly accelerative, residential programming.
The lack of information around the mental health and resiliency factors of gifted and
talented students attending an accelerative, residential school means that school counselors and
support staff members working at these institutions are not likely to identify a majority of at-risk
students, and the campus interventions and programming around mental wellness are not datadriven. The last peer-reviewed research on this population of students was over six years ago and
looked at student psychological factors. Having a better overall understanding of these students’
needs would assist school counselors and administration on how to establish a best practices
model for student wellness and academic success.
Purpose of Study
The purpose of this study is to investigate the mental health and resiliency factors of
gifted and talented high school students participating in an accelerative, residential-based
academic program using two UMHS tools. This study seeks to identify which students are most
at-risk for social and emotional difficulties and variables associated with resiliency. This
research also examines the differences among these students living in a residential setting by

gender identity, sexual identity, and race to provide information for screening and potential
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support service development. Finally, this study explores potential relationships among UMHS
inventory sub-scores to further identify and understand the at-risk student population and what
effect, if any, COVID-19 has had on student mental health.
Research Questions
The following are the research questions for the proposed study:
1. According to the Beck Youth Inventories--2nd edition (BYI-2), what are the prevalent
mental health concerns, if any, displayed by gifted and talented high school students
participating in an accelerative, residential-based academic program?
a. What differences are there, if any, in each BYI-2 subscale score based on the
gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
b. What differences are there, if any, in each BYI-2 subscale score based on the
sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each BYI-2 subscale score around the race of
gifted and talented high school students participating in an accelerative,
residential-based academic program?
2. According to the Resiliency Scales for Children and Adolescents (RSCA), what are the
prevalent concerns and identified strengths, if any, around resiliency displayed by gifted
and talented high school students participating in an accelerative, residential-based
academic program?

a. What differences are there, if any, in each RSCA subscale score based on the
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gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
b. What differences are there, if any, in each RSCA subscale score based on the
sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each RSCA subscale score based on the race
of gifted and talented high school students participating in an accelerative,
residential-based academic program?
3. What is the relationship among the subscale scores of the BYI-2 and RSCA for gifted and
talented high school students participating in an accelerative, residential-based academic
program?
4. From the perception of these gifted and talented students, what effect, if any, has the
COVID-19 pandemic had on their mental health and ability to cope?
Significance of Research
This study is significant because it is the first to collect MTSS Tier 1 data around
universal mental health screening with gifted and talented students who live in a residential
setting. School mental health providers and clinical counselors, specifically those at residential
academies, working with gifted students may find the results of this study useful for continued
research or development of intervention programming. Those working directly with gifted and
talented students in a residential school may find the results helpful to better understand the
common social and emotional challenges students may struggle with, and to determine how
various backgrounds of students can affect integration.
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School counselor educators in teaching and training programs may find the results from
this research beneficial to discuss two areas: special populations of students and practical
implementation of MTSS in a unique setting, one that is not addressed in previous school
counselor education and curriculum. School counselor educators can also educate future school
counselors to recognize a potential gifted and talented student, common concerns these students
may face, and how to collect and use data to drive development of Tier 2 and Tier 3
interventions with this special population of students.
This study also has many implications for future research. Because it is the first empirical
study of its kind, it provides data that can serve as a starting point for continued research around
UMHS with specialized populations and program or intervention development to explore effect
and effectiveness after administration. The data can also be used to look at specific factors
around mental wellness and resiliency that can affect how staff are trained to work and support
student wellness or how they can better support students from various backgrounds as they
transition to a residential setting.
In Chapter One, I introduced the current social and emotional concerns that youth
experience, how these concerns can translate into issues for gifted and talented students, and
some information on how to screen gifted students to help identify their current needs. Most
importantly, the chapter described the need to gather more data on how to best support gifted and
talented students’ social and emotional well-being in residential academic settings. Chapter Two
consists of an extensive review of literature around the current status of mental health issues with
youth, information around gifted and talented students and their challenges, factors around
resiliency, information pertaining to residential living for secondary and newer post-secondary
students, background information on how school systems can develop and implement systemic
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interventions, and then specific information around school-wide interventions and mental health
screening. Chapter Three looks at the methodology around this proposed research study, and
how I structured and engaged in the process of collecting data to be analyzed.
Definition of Terms
Beck Youth Inventories--2nd edition (BYI-2): Screening tool, not a diagnosis, used to
assess for elevated scores related to depression, anxiety, anger, disruptive behaviors, and selfconcept (Beck, Beck, Jolly, & Steer, 2005)
Gifted and Talented Students: Students demonstrating outstanding levels of aptitude or
competence in one or more domains (NAGC, 2020)
Multi-Tiered System of Supports (MTSS): Umbrella term for a framework that looks at
Response to Intervention (RTI) and Positive Behavioral Interventions and Supports (PBIS) in
schools to enhance the development and implementation of evidence-based outcomes, as a
primary resource (McIntosh & Goodman, 2016).
Resiliency Scales for Children and Adolescents (RSCA): Screening tool, not a diagnosis,
used to assess personal strengths and potential resilience of students (Prince-Embury, 2006;
2007)
Universal Mental Health Screening (UMHS): A systematic method to evaluate all
students within a district, school, or grade level on behavioral or emotional criteria used to
identify students associated with increased risk of having or developing a mental health and
wellness concern (Dvorsky et al., 2014; Glover & Albers, 2007).

CHAPTER TWO: LITERATURE REVIEW
In this chapter, I will provide a comprehensive review of the literature to highlight the
specific needs of gifted and talented students living in a residential school setting by using
UMHS. The first section will review the current status of mental health issues among youth,
including history, trends, and current issues around COVID-19 within the United States. The
second section will describe characteristics of gifted and talented students and any social,
emotional, and learning differences between these students and their non-gifted and talented
peers. The third section will discuss research around resiliency factors of gifted and non-gifted
students. Next, I review current literature around the challenges of residential living for
secondary and post-secondary students. The fifth section will discuss what the MTSS is and how
it is implemented within K–12 education. The last section will discuss what UMHS is, what
screening tools exist, and what the BYI-2 and the RSCA help to identify. Lastly, I synthesize all
of this to present a cohesive rationale for how and why these screening tools could help in
understanding gifted and talented students so that school counselors can implement specific and
data-driven intervention programming within a residential school community.
Current Status of Mental Health with Youth
Mental health issues have increased among adolescents over the past 27 years (Keyes et
al., 2019). Data from Monitoring the Future (MTF), a yearly survey used to gather information
from 8th, 10th, and 12th graders in the United States, noted that depressive symptoms in teens have
steadily increased over the past seven years, with symptoms in girls peaking in 2018 (Keyes et
al., 2019). 10% of all adolescent mental health diagnoses in the past year are mood disorders
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(Kessler et al., 2012). Anxiety disorders are the most prevalent mental health disorders, with up
to 33.7% of the population affected during their lifetime (Bandelow & Michaelis, 2015). In 2019,
there were over 16,000 studies published worldwide about anxiety in teens, the causes, and how
to treat it, and the studies found the number of incidents of teens having anxiety disorders was
increasing (Price-Mitchell, 2019). Disruptive behavioral problems are the most common issues
with school age children and can be identified as anger or temper tantrums, attention deficit
hyperactivity disorder (ADHD), autism spectrum disorder (ASD), or oppositional, defiant
(ODD), or conduct disorders (CD; Ogundele, 2018).
The American Psychiatric Association (APA, 2017) published mental health disparities
based on the diverse backgrounds of both youth and adults. Per their research (APA, 2017), most
racially-diverse marginalized groups have similar or fewer mental disorder diagnoses than
whites, with depression rates at 24.6% for Black individuals and 19.6% for Latinx individuals,
compared to 34.7% for Caucasians, but the consequences of mental illness with racially
marginalized groups can last longer. On top of the longevity differences related to race, Black
and Latinx individuals may experience more burden due to the intensity of their mental illness
(APA, 2017). Although Caucasians are more likely to die by suicide than other racial and ethnic
groups, multiracial individuals are most likely to report mental illness at 24.9%, followed by
Native American/Alaskan Natives at 22.7% (APA, 2017).
According to Russell and Fish (2016), by tracing adult subjects back to their origin of
adolescent years, data illustrate overwhelming evidence that individuals who identify as lesbian,
gay, bisexual, and transgender (LGBT) are at greater risk than peers for poor mental health
across all developmental stages. Russell and Fish (2016) also identified the lack of research that

explicitly tests for racial/ethnic differences among LGBT youth mental health, with even less
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that simultaneously assess the interaction between sexual identity and racial/ethnic identities.
Mood Disorders and Suicide
Mood disorders can be defined as having one’s general emotional state distorted or
inconsistent with life experiences, which may interfere with one’s ability to function (Mayo
Clinic, 2020). Mood disorders can range from feelings of extreme sadness or depression to
extreme levels of happiness or mania. The most common mood disorders are major depression
and depressive disorders, dysthymia, bipolar disorder, mood disorders related to another health
condition, and substance-induced mood disorders (Johns Hopkins, 2020).
Although everyone will experience sadness or joy at times, a mood disorder incorporates
a level of intensity over an elongated period time that can impair someone’s ability to manage
mood, thoughts, or decision making (Johns Hopkins, 2020). Suicide is unfortunately a common
outcome of a severely depressed mood. Suicide, defined as the act of taking one’s own life
voluntarily (“Suicide,” 2020), and suicidal ideation, or suicidal thoughts, are strongly associated
with mood disorders (Korczak, 2015). Currently, suicide is the second leading cause of death
among those aged 15 to 24 (NIMH, 2018; Weir, 2019).
Depressive Disorders
According to the Diagnostic Statistical Manual (DSM-5; APA, 2013), depressive
disorders are one of the most common categories of psychiatric disorders, with major depressive
disorder having about a 16% lifetime prevalence rate (McInnis et al., 2014). The common
features among depressive disorders are low moods (e.g., sadness, emptiness, irritability) along
with somatic and cognitive changes that affect one’s capacity to function. The differences in
diagnosis center on duration, timing, and presumed etiology (APA, 2015). Major depressive

disorders have varying levels of acuity and severity and can encompass a single episode or be
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reoccurring.
Statistics support that women have a higher prevalence rate than men, as well as
increased attempts at suicide, but men have a higher risk of completion of suicide (McInnis,
Riba, & Greden, 2014). Symptoms of depression differ when comparing boys to girls, as girls
tend to feel sadness, guilt, worthlessness, and fatigue whereas boys are more irritable, have
suicidal thoughts, and a reduction of pleasure (Khesht-Masjedi et al., 2017). By the age of 13 to
15, these symptoms will be twice as likely in girls as in boys (Khesht-Masjedi et al., 2017).
LGBTQIA+ youth were more likely to report experiencing major depression than heterosexual
youth (Ferguson et al., 1999), and 18% of lesbian and gay youth met criteria for major
depression compared to 8.2% for national rates (Kessler et al., 2012)
A more chronic form of depression, dysthymia, can be diagnosed when an adult’s mood
has been depressed for at least two years or when a child’s mood has been depressed for at least
one year (APA, 2013). To avoid over-diagnosis of bipolar disorder in youth, the DSM-5
developed new criteria for disruptive mood dysregulation disorder, which refers to children with
persistent irritability and frequent episodes of extreme behavioral dyscontrol (APA, 2015). The
most critical concern regarding adolescent depressive disorders is the level of suicidality
prominent with sadness and distress, which is why clinical assessment and evaluation of suicidal
thoughts or plans is of the utmost importance (McInnis et al., 2014).
Bipolar Disorder and Cyclothymia
Bipolar disorder is a mood disorder that alternates between extreme highs (mania) and
lows (depression; Miller, 2020). Of those diagnosed with bipolar disorder, it develops in
approximately 75% of people by the age of 18 (Perlis et al., 2004). Adolescents with bipolar

disorder struggle with regulating emotional responses, are more likely to have lower grades,
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more behavioral issues, poor social skills, and fewer friends when compared to peers (Schenkel
et al., 2008). When identifying bipolar disorder in adolescents, there is often a more nonepisodic
and chronic course with continuous rapid-cycling pattern when compared to adults (Rodgers,
Zylstra, et al., 2010).
One of the more challenging components of diagnosing bipolar disorder in adolescents is
that there is a considerable overlap of symptoms with Attention Deficit Hyperactivity Disorder
(ADHD), which is a developmental disorder (Carlson & Klein, 2014). Although diagnosis of
both ADHD and bipolar disorder is possible, the overlap is about 11% (Kutcher et al., 1998). The
most concerning risk factors with early onset bipolar disorder are a 32% risk of suicide attempts
in adolescents and, for those who attempt suicide unsuccessfully, experience of more severe
features of the disease (Goldstein et al., 2005). The fear of most clinicians and families is a
suicide attempt will be completed, which is 20 times more likely with an attempt by someone
diagnosed with bipolar disorder compared to those without a diagnosis of bipolar disorder
(Baldessarini & Tondo, 2003).
Bipolar disorder is a cycling between extreme highs and lows, whereas cyclothymia is a
subtype that consists of a chronic presentation of low-grade depression (dysthymia) and
hypomanic symptoms (Van Meter, et al, 2012). According to Van Meter et al. (2012),
cyclothymia research is neglected, in spite of some evidence that it may be more prevalent than
bipolar disorder. This neglect has led to confusion about the disorder and how to reliably
distinguish between forms of bipolar and other childhood disorders (Van Meter & Youngstrom,
2012). With both bipolar disorder and cyclothymia, it is rare for individuals to seek out treatment
(Youngstrom et al., 2010), or they may lack the insight to understand the dysfunction, especially

during elevated moods (Smith & Ghaemi, 2006). When most seek treatment, it is normally
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during a depressive state, because of the pleasant feelings around elevated mood (Youngstrom,
2009), so it is important for clinicians to fully assess depressed mood to avoid a misdiagnosis of
a depressive disorder alone (Klein et al., 1986).
Suicide
Suicide is now the second leading cause of death for people ages 10 to 34 in the United
States (NIMH, 2018; Weir, 2019). As noted in the previous sections, depressive symptoms and
mood cycling in teens can lead to increased suicidal ideation, planning, and attempts. Data from
the Center for Disease Control’s (CDC) national survey on Youth Risk Behavior (YRBS), which
tracks information on risky behaviors, safety, and wellness of 9th through 12th graders every two
years, is as follows: in 2017, 17.2% of students surveyed state seriously considering attempting
suicide over the past year, 13.6% made a plan in the past year, 7.4% attempted suicide one or
more times in the past year, and 2.4% attempted suicide and needed to be treated by a medical
professional (doctor or nurse; CDC, 2018). These numbers are a minor decrease from the 2015
data, but the worry is that suicide in the United States overall is on the rise, with a 33% increase
from 1999 to 2017, most of which has occurred since 2006 (Hedegaard et al., 2018).
Suicide is of particular concern for marginalized groups. LGBTQIA+ youth who stated
they’d engaged in suicidal behavior at some point in their lives comprised 31% of a sample
study, compared to 4.1% as the national rate (Kessler et al., 2012). Both Black and Latinx youth
who identify as having same-sex attraction had higher rates of suicidal thoughts and lower levels
of self-esteem when compared, respectively, to their Black and Latinx heterosexual peers
(Consolacion et al., 2004). LGBTQIA+ Latinx males reported more suicidal ideation when

compared to LGBTQIA+ white males, but LGBTQIA+ white females had higher rates than
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LGBTQIA+ Latinx females (Ryan et al., 2009).
Anxiety
Anxiety disorders are among the most commonly diagnosed disorders in adolescents
(Kendall et al., 2010). According to interview data from the National Comorbidity Survey (NCSA), 31.9% of adolescents had an anxiety disorder, with 8.3% having a severe impairment, and
higher rates for females (38%) over males (26.1%; NIMH, 2020). The Center for Disease
Control documents that 7.1% of children aged 3–17 (about 4.4 million) have diagnosed anxiety,
with about 8% rating their anxiety as severely affecting them and about 45% rating is mild to
moderate (Ghandour et al., 2019). Anxiety disorders often have comorbidity with other anxiety
disorders or depressive disorders (Suveg et al., 2008). A key component to the comorbidity
between most anxiety disorders with other anxiety disorders or depressive disorders is a general
internalizing of issues (Seeley et al., 2011; Watson, 2005). Anxious youth also show some type
of sleep-related problem, which can range from difficulty falling asleep to nightmares (Alfano et
al., 2007). This is problematic, as quality sleep in childhood is vital for optimal cognitive
functioning, academic performance, and overall physical and emotional wellness (Weiner et al.,
2015).
Similar to depressive disorders, anxiety is a treatable issue. Unfortunately, 80% of
adolescents with a diagnosable anxiety disorder are not getting treatment (Child Mind Institute,
2015). Untreated anxiety disorders can predict adult anxiety disorders and depression, along with
other childhood issues around substance use, suicide attempts, and hospitalization (Kendall et al.,
2010). The most commonly diagnosed anxiety disorders with adolescents are a specific phobia,
separation anxiety, and social anxiety disorder (Siegel & Dickstein, 2012).

Specific Phobia
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Healthy levels of fear and anxiety are common for adolescents to experience. Lingering
fears experienced with a high level of intensity around a specific idea or concept for six months
or more may signal a phobia (APA, 2013). According to the DSM-5 (2013), a phobic object or
situation almost always provokes immediate fear or anxiety and the intensity experienced is not
proportional to the actual danger posed. Bener et al. (2011) suggest that individuals with phobic
disorders experience excessive distress, and phobias can lead to disrupted relationships, severe
anxiety, and depressed mood. Test anxiety, a form of a phobic disorder, is widespread in the
general population, especially among women (Talbot, 2016). Ollendick et al. (2002) state that a
phobic disorder is the most prevalent anxiety disorder in adolescents, and that phobic disorders,
unlike other anxiety disorders, do not have significant comorbidity with other internalizing (e.g.,
depressive disorder) or externalizing (e.g., conduct disorder, attention deficit hyperactivity
disorder) disorders.
Separation Anxiety
Separation anxiety disorder is an inappropriate and excessive fear or anxiety around a
personal attachment that can include some of the following behaviors: recurrent distress when
anticipating or experiencing separation, worry about harm occurring to major attachment figures
(e.g., illness, injury, death), worry about experiencing an untoward event (e.g., getting lost, being
kidnapped, becoming ill), or fear and refusal to go outside, away from home, school, or being
along without major attachment figures (APA, 2013). There have been minimal studies
conducted that look at the long-term potential for adolescents experiencing separation anxiety
disorder with future disorders, but it is estimated that 33%–40% of children diagnosed with
separation anxiety disorder develop at least one adult psychiatric disorder (Berg & Jackson,

1985; Flakierska et al., 1988) and were most vulnerable for panic disorder and depression
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(Lewinsohn et al., 2008).
Social Anxiety Disorder
There are commonalities among phobic disorders, separation anxiety disorders, and
social anxiety disorder. The main factor is that these anxiety disorders are fear-based disorders,
which are different than generalized anxiety disorder (GAD), a distress-based disorder (Clark &
Watson, 2006; Waters et al., 2014). The primary feature of social anxiety disorder, similar to a
phobia, is an intense fear of embarrassment in social or performance situations, which can
include initiating conversations, answering or asking questions in class, attending social events,
being assertive, and performing in front of others (Fisher et al., 2004; Hofmann et al., 1999).
Onset for social anxiety disorder is typically early in the teen years (Herbert et al., 2009) and
there is a high correlation with school refusal and increased comorbidity with depressive,
anxiety, somatoform, and substance use disorders (Essau et al., 1999). Youth with social anxiety
disorder have few friends, underachieve in or refuse to attend school, and have limited
extracurricular activities (Khalid-Khan et al., 2007). If social anxiety disorder persists into
adulthood, 70% of adults will develop a comorbid psychiatric disorder (e.g., depression,
substance abuse) and are at an increased risk for a suicide attempt (Clauss & Urbano Blackford,
2012).
Behavioral Disorders
Behavioral disorders are defined as having a pattern of disruptive behaviors (i.e.,
inattention, impulsivity, drug use, hyperactivity, defiance) that lasts for at least six months in
children or adolescents and causes problems in school, home life, and social situations (APA,
2013). According to the CDC (2020), 7.4% of children aged 3–17 have a diagnosed behavioral
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problem, with the three most common diagnoses being Attention Deficit Hyperactivity Disorder
(ADHD), Autism Spectrum Disorder (ASD), or Oppositional, Defiant, or Conduct Disorders
(Ogundele, 2018). Comorbidity is high with children who have behavioral problems and other
mental health issues, with 36.6% having anxiety and 20.3% experiencing depression (CDC,
2020).
Attention Deficit Hyperactivity Disorder
ADHD is a disorder that can affect children or adults. The DSM-5 (APA, 2013) states
that ADHD is a persistent pattern of inattention and/or hyperactivity-impulsivity that interferes
with functioning or development. ADHD is characterized by inattention and/or hyperactivityimpulsivity. According to the CDC (2019), 13.6 million physician visits in 2016’s medical care
survey listed ADHD as the primary diagnosis. The CDC (2019) found about 10.8% of all
children aged 5–17 diagnosed with ADHD, with 14.8% boys and 6.7% girls. Shaw et al. (2012)
conducted a systematic review of the long-term outcomes of those diagnosed with ADHD and
found the following outcomes: (a) without treatment, people with ADHD had poorer long-term
outcomes in academic, antisocial behavior, driving, non-medicinal drug use/addictive behavior,
obesity, occupation, services use, self-esteem, and social function outcomes when compared to
people without ADHD; and (b)treatment for ADHD improved long-term outcomes compared
with untreated ADHD, although, not to the same levels as those without an ADHD diagnosis.
Inattentive symptoms. Six or more of the following symptoms (at least five for ages 17
or older) must have persisted for at least six months to a degree that is inconsistent with
developmental level and has negatively impacted social and academic activities: (a) often fails to
give close attention to details or makes careless mistakes in schoolwork, at work, or during other
activities, (b) often has difficulty sustaining attention in tasks or play activities, (c) often does not
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seem to listen when spoken to directly, (d) often does not follow through on instructions and fails
to finish schoolwork, chores, or duties in the workplace, (e) often has difficulty organizing tasks
and activities, (f) often avoids, dislikes, or is reluctant to engage in tasks that require sustained
mental effort, (g) often loses things necessary for tasks or activities, (h) is often easily distracted
by extraneous stimuli, and/or (i) is often forgetful in daily activities (APA, 2013)
Hyperactivity and impulsivity symptoms. Six or more of the following symptoms (at
least five for ages 17 or older) must have persisted for at least six months to a degree that is
inconsistent with developmental level and has negatively impacted social and academic
activities: (a) often fidgets with or taps hands or feet or squirms in seat, (b) often leaves seat in
situations when remaining seated is expected, (c) often runs about or climbs in situations where it
is inappropriate, (d) is often unable to play or engage in leisure activities quietly, (e) is often “on
the go,” acting as if “driven by a motor,” (f) often talks excessively, (g) often blurts out an
answer before a question has been completed, (h) often has difficulty waiting his or her turn,
and/or (i) often interrupts or intrudes on others (APA, 2013)
Additional factors. The following factors are all required in addition to the inattentive
and/or hyperactivity and impulsivity symptoms in order to meet criteria for ADHD: (a) several
inattentive or hyperactive-impulsive symptoms were present before age 12, (b) several
inattentive or hyperactive-impulsive symptoms are present in a two-or-more setting (e.g., at
home, school, work; with friends or relatives; in other activities), (c) there is clear evidence that
the symptoms interfere with, or reduce the quality of, social, academic, or occupational
functioning, and (d) the symptoms do not occur exclusively during the course of schizophrenia
or another psychotic disorder and are not better explained by another mental disorder (APA,
2013)

Autism Spectrum Disorder
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Autism Spectrum Disorder (ASD) is a brain development condition that can have a range
of effects on how a person socializes and interprets information, usually creating challenges with
social interactions and communication (Mayo Clinic, 2020). Approximately 1 in 54 children has
been identified with autism spectrum disorder (ASD) according to estimates from the CDC’s
Autism and Developmental Disabilities Monitoring (ADDM) Network (Maenner et al., 2020).
Prior to the DSM-5, patients could be diagnosed with four separate autism symptoms, but the
current model uses an umbrella approach to maintain diagnostic sensitivity and continue to
improve diagnostic specificity (Wiggins et al., 2019). Currently, ASD is 4.3 times more
prevalent among boys than girls and has a lower rate among Latinx students when compared to
other racial and ethnic groups (Maenner et al., 2020). Symptoms are normally seen by the age of
2 years, but due to the unique symptoms in each child, the level of severity can be difficult to
determine (Mayo Clinic, 2020). Autism cannot be prevented, but timely evaluation and
identification of ASD can translate into early interventions and treatments (Johnson & Myers,
2007), which have links to improved outcomes (Reichow et al., 2018).
Oppositional, Defiant, or Conduct Disorders
This realm of disorders consists of Oppositional Defiant Disorder (ODD) and Conduct
Disorder (CD). ODD and CD are complex disorders and their origins are difficult to understand,
but ODD is generally a milder version of CD (Woodard et al., 2019). These two disorders share
several features, like aggression, defiant behaviors, and anger outbursts or temper tantrums, but
what separates the two is the intensity of additional behaviors (APA, 2013). The behaviors of
adolescents diagnosed with ODD are developmentally inappropriate, involve hostility and
defiance toward parents, teachers, and peers, and aggression (Hamilton & Armando, 2008). CD

normally includes destruction of property, aggressive behavior toward people or animals, and
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violating the rights of others (Woodard et al., 2019). ODD and CD are normally diagnosed more
in boys than in girls, but girls who are diagnosed normally display aggression verbally over
physically (Hamilton & Armando, 2008; Woodard, Ume, & Davis, 2019). According to
Woodard et al. (2019), if ODD is not managed properly, it can progress to CD, which can then
transition to antisocial personality disorder.
COVID-19
As this research is compiled, the world is facing a pandemic known as COVID-19. Part
of this study will include relevant published information about how the mental health of young
people is changing due to this virus. According to the United Nations Educational, Scientific,
and Cultural Organization (UNESCO), in April of 2020, 188 countries in the world had
suspended in-person schooling and over 90% of enrolled learners worldwide were out of
education (Lee, 2020). Because of these closures, Lee (2020) stated that many children and
adolescents with mental health needs lack the access they normally would have via their school.
A 2014 analysis by the National Survey of Drug Use and Health (NSDUH) found that 13.2% of
adolescents had received some sort of mental health services from a school setting in the
previous 12 months, and that from 2012 to 2015, of all adolescents who used any mental health
service during the year, 57% received some form of school-based services (Golberstein et al.,
2020).
Gao and colleagues (2020) identified that, similar to previous public health emergencies
in China, youth under 18 were found to have a much higher prevalence of depression, anxiety,
and a combination of both factors (CDA) than the national sample prior to emergencies. Some of
the more vulnerable populations include youth who are LGBTQIA+, homeless, maltreated, and
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struggling with substance misuse, as they are more likely to experience symptoms of depression,
suicidal ideation, suicide, self-harm, and substance use (Silliman Cohen & Adlin Bosk, 2020).
More research pertaining to the overall effect of the COVID-19 pandemic on youth
mental health will continue to emerge over the next few months, but the current research
supports the finding that many youth are experiencing greater numbers of symptoms now versus
before the pandemic. As students continue to struggle with the unknowns of the future, it is
important that mental health providers within schools engage in additional screening and support
for students to verify their overall safety and wellness. Student mental health concerns may
continue to increase, and it is important for school districts to develop and implement
programming that helps facilitate the development of healthier skills and outlets, be it in-person
or virtual. School districts can continue to monitor the national trends around data, but it is most
helpful when schools are familiar with the challenges and needs of their own population,
especially regarding marginalized populations (e.g., Black, Latinx, LGBTQIA+). One particular
population of students whose social-emotional concerns tend to go unnoticed are those with high
intellectual talents and abilities.
Gifted and Talented Students
Just like any other aspect of student diversity, those who are gifted and talented make up
one of many groups that counselors need to consider when providing student support (Kennedy
& Farley, 2018). Gifted and talented students present unique social and emotional challenges for
counselors (Elijah, 2011), not because gifted students experience mental health circumstances at
a higher rate than their peers but because of the type of support they need (Peterson, 2007).
Evaluating gifted and talented individuals varies based on how giftedness is defined. The
National Association for Gifted Children (NAGC) provides guidelines stating that gifted and

29
talented is not something that can be determined through gender, religion, race, disability status,
socio-economic status, or geographic location (2020). The NAGC identifies gifted and talented
individuals as those who demonstrate outstanding levels of aptitude or competence in one or
more domains, having asynchronous development within domains (2010, 2020). McClain and
Pfeiffer (2012) provided a broader definition, which states that gifted and talented individuals
have outstanding intellectual ability, talent, or promise and have the ability to accomplish
extraordinary tasks. Peterson (2015) looked outside of academic work, where giftedness is
considered high ability, regardless of academic performance. Currently, there is no formal
process with specific criteria to identify someone who is gifted and talented (Fisher & Kennedy,
2016), but more traditional measures use Intelligence Quotient (IQ) scores with a cutoff score in
the upper percentile (McClain & Pfeiffer, 2012). The challenges around using IQ scores alone
are that students who excel in artistic, athletic, or leadership skills may be missed, as well as
under-identifying students with economic, cultural, or other disadvantages (Peterson, 2015).
Gifted and talented students do not experience different social or emotional issues (e.g.,
loss, anxiety, sadness, depression) when compared to their peers (Bakar & Ishak, 2014; Kennedy
& Farley, 2018). However, research suggests that certain characteristics associated with being
gifted and talented, such as intensity, overexcitabilities, and sensitivities, can also be
misidentified by helping professionals as pathology (Peterson, 2009). One factor related to gifted
and talented students that has been examined is resilience and how it affects student adjustment.
Common Social and Emotional Issues
It is difficult to determine to what degree gifted and talented students may experience
social and emotional challenges. In general, research indicates a strong reciprocal effect between
social-emotional wellbeing and school outcomes (Blaas, 2014). According to Peterson (2009), it

is common for giftedness to co-occur with one or more learning disabilities and the degree of
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giftedness may affect the characteristics each student experiences. Peterson (2009) stated that it
is common for profoundly gifted students to have no interest in peers at school or in the
community, and moderately gifted students may have poor initial social interactions at school
with increasing emotional discomfort during the school years. Gifted and talented students are at
particular risk for underachieving due to characteristics associated with their giftedness, like
sensitivity, perfectionistic tendencies, and social isolation (Blaas, 2014; Reis & Renzulli, 2009).
Reis and Renzulli (2009) stated that part of assisting students is identifying whether their
challenges are due to social and emotional functioning or because of lack of challenge, support,
motivation, or engagement. Where the common areas of social and emotional support for gifted
students differ from their peers is around three areas: perfectionism, academic anxiety, and
asynchronous development (Fisher & Kennedy, 2016).
Perfectionism
Refusal to accept anything less than perfect is a description of the perfectionist
perspective. According to Curran and Hill (2019), perfectionism is an irrational desire to achieve,
including being overly critical of self and others. This perspective presents perfectionism in a
negative light, but they expand on their definition to encourage a multidimensional approach to
perfectionism, one with varied outcomes, both positive and negative (Stoeber & Otto, 2006). The
challenge in looking at perfectionism from a multidimensional approach is that it does not
account for how perfectionism operates within individual capacities of one’s life and the
potential correlation to outcomes (Stairs, 2009). Curran and Hill (2019) confirmed that research
around multiple models to study perfectionism (Frost et al., 1993; Mackinnon & Sherry, 2012)
provided the most beneficial perspective, one that is multidimensional.
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Stairs (2009) connected various articles around increased levels of perfectionism found in
the following disorders: anorexia nervosa, bulimia nervosa, social phobia, panic disorder,
anxiety, depression, chronic insomnia, suicidal ideation, and obsessive-compulsive disorder, with
suggested prediction around eating disorders. Mills and Blankstein (2000) identified these
maladaptive traits as socially prescribed perfectionism, whereas their information on positive
outcomes of perfectionism discusses self-orientated perfectionism. The variables around these
factors are driven by the type of motivation a person has. Aside from socially prescribed and
self-orientated, there is an additional form of perfectionism, other-oriented, which differs from
the extrinsic or intrinsic (Stoeber, 2014). The measures of these forms of perfectionism, known
as the Multidimensional Perfectionism Scale, were developed by Hewitt and Flett (1991) and are
valid and reliable instruments from normative data obtained through both community and
clinical populations (Curran & Hill, 2019).
Gifted and talented students contend with issues around perfection, just like their nongifted peers (Fletcher & Speirs-Neumeister, 2012). The speculation about their differences is that
gifted children were able to achieve their perfection more readily, which can potentially
influence a thought process about being perfect, and potential failure can create more negative
tendencies (Speirs-Neumeister et al., 2009).
Self-orientated perfectionism. Hewitt and Flett (1991) describe self-orientated
perfectionism as setting and meeting high standards for self, an internally driven form. Curran
and Hill (2019) describe this form of perfectionism as the most complex and often associated
with achievement-related behaviors. The complexity is that the individual develops a connection
between self-worth and their achievements and accomplishments. Curran and Hill (2009) found
tying one’s worth with achievement creates discord in experiencing a lasting sense of satisfaction
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with any accomplishments. Research around younger people have found that there is a positive
association with self-orientated perfectionism and clinical depression, anorexia nervosa (Enns &
Cox, 2005; Fry & Debats, 2009), and lack of wellbeing in response to stress and failure (Besser
et al., 2004; Besser et al., 2008).
Socially prescribed perfectionism. Hewitt and Fleck (1991) describe socially prescribed
perfectionism as beliefs that those around the individual have extensive goals that must be
achieved. This is the most debilitating of the three dimensions of perfectionism (Curran & Hill,
2019) because having failure-based experiences and negative emotional states are common
(Hewitt & Fleck, 1991). Similar to self-orientation perfectionism, socially prescribed
perfectionists are susceptible to positive correlations with depression, anxiety, and suicidal
ideation (Sherry et al., 2003) but to a much greater degree than self-orientation perfectionism
(Smith et al., 2016).
Other-oriented perfectionism. Hewitt and Fleck (1991) stated that other-oriented
perfectionism occurs when individuals develop rigid concepts and expectations for those around
them. This is the least researched form of perfectionism, but it is distinct because it is noticeable
in interpersonal behaviors (Curran & Hill, 2019). Hewitt and colleagues (2017) note that if their
expectations of others are not met, the other-oriented perfectionist will become hostile and blame
or criticize. This is supported by research showing an increased level of vindictiveness (Hewitt &
Fleck, 1991) that mimics a narcissistic desire for the admiration of others (Nealis et al., 2015).
Academic/Test Anxiety
According to Tennant (2005), stress is a normal, motivating factor for individuals, but if
stressors are perceived as negative and uncontrollable, those individuals are at a greater risk for
long-term stress, which can lead to mental and physical health issues. One of the more common
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forms of academic stress is test anxiety. Test anxiety, a form of a phobia (McDonald, 2001), has
positive correlations with types of perfectionism and can develop into worrying, lack of
confidence, and total anxiety (Stoeber et al., 2009). Test anxiety can prohibit students from
performing at their highest capacity (Ergene, 2003), and is more likely to occur in women,
marginalized individuals, or those with disabilities (Embse et al., 2013). Talbot (2016) suggested
that there are two root causes for test anxiety: increasing academic demands to achieve placed on
a student by self or others, and various personality traits and underlying psychological concerns.
Extensive research exists around test anxiety and its association with mental illness (e.g.,
depression, academic achievement; Chong et al., 2009). Garcia and Dominguez (1998) explored
the systems approach to understanding how culture and academic performance interact, in order
to better understand the variables that impact the development of students’ concept of
achievement. Part of this culture can be parenting style driven (Miller et al., 2012), caring school
environment driven (Conner et al., 2014), or internally driven (Steinmayr et al., 2019). After
evaluating students with similar abilities (i.e., intelligence scores, prior achievement, values,
goals), there was strong evidence that students who have a higher domain-specific ability around
self-concept and competency will achieve better grades (Steinmayr et al., 2019).
McDonald (2001) identified components of test anxiety as experiencing anxious states
and negative emotions that are usually connected with neuroticism. Neuroticism is one of the
five personality traits associated with anxiety, worry, fear, anger, frustration, depressed mood,
and loneliness (Widiger, 2009). People with elevated levels of neuroticism respond poorly to
environmental stressors and can perceive minor frustrations as being hopelessly overwhelming
(Widiger & Ottmanns, 2017). Neuroticism is associated with a diminished quality of life,
including feelings of ill‐will and excessive worry (Ozer & Benet-Martinez, 2006) and can
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contribute to poor work performance due to emotional preoccupation, exhaustion, and distraction
(Widiger & Ottmanns, 2017).
Asynchronous Development
Asynchrony is the term used to describe the mismatch between cognitive, emotional, and
physical development in gifted individuals (Morelock, 1996). According to the works of
Hollingworth, Terrassier, and Dabrowski, asynchronous development is an unevenness in
development (Silverman, 1997) that can result in advanced awareness with a lack of emotional
maturity (Hollingsworth, 1926), dyssynchrony (Terrassier, 1985), and overexcitabilities
(Dabrowski, 1972).
Hollingworth. Hollingworth’s research emphasis was understanding how to best provide
for the social, emotional, and educational needs of gifted students (Morelock, 1996).
Hollingworth identified that gifted children had an unevenness in development when compared
to their non-gifted peers, with the profoundly gifted having more noticeable developmental
issues than the mildly gifted (Silverman, 2013). Hollingworth (1931) discussed the IQ
differences between gifted children and stated that even if two children had the same IQ, if there
was a difference in age, there would be significant issues with physical and emotional
development in the younger child. Some of the challenges that gifted children can experience
because of these developmental deficiencies can range from habits around solitary play, minimal
social interactions with peers, having atypical interests when compared to peers, spreading
oneself too thinly due to multiple interests, inability to follow-through with the completion of
projects, and developing high standards and attaining perfection in activities (Hollingworth,
1942).

Terrassier. Terrassier’s (1985) theory of dyssynchrony includes both internal and
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external aspects of development. Internal development involves disparate rates of development
among the various capacities of the child, whereas the social, or external aspect, is a gifted
child’s resultant relationship with environmental factors (Morelock, 1996). Terrassier (1985)
refers to external dyssynchrony as a lack of natural fit between the gifted child and a school
curriculum geared to average children of the same chronological age. Typically, external
dyssynchrony creates challenges with gifted children and developing peer relationships. When
gifted children find other children who have similar intellectual abilities and interests, their new
friends are likely to be older and more mature, which creates a disparity in the relationship due to
the older individual having more lived experiences (Terrassier, 1985).
Dabrowski. Dabrowski (1972) outlined five dimensions called the “forms of psychic
overexcitability.” Dabrowski (1972) explored both the artistically gifted, as well as the
intellectual, to learn more about the emotional intensity and sensitivity in various capacities and
outlined the five dimensions as: Psychomotor, Sensual, Intellectual, Imaginational, and
Emotional. Harrison and Van Haneghan (2011) concluded that gifted students can have
excessive stimulation in one or more areas of Dabrowski’s excitabilities, which can have varied
outcomes. Gifted students higher on the overexcitability scale for psychomotor, for example, are
in need of constant stimulation, and will want to engage in new tasks frequently, whereas those
in the intellectual realm are seeking a deeper meaning around life or an understanding as to why
we exist (Lamont, 2012). The ultimate finding by Harrison and Van Haneghan (2011) was these
overexcitabilities make gifted students more prone to anxiety, fear, and insomnia when compared
to their non-gifted peers.

Many of the factors that highly intellectual students are challenged with revolve around
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socializing with peers and internalizing feelings. Gifted and talented students develop a sense of
self-concept differently than their nongifted peers, in that most children’s sense of self grows
strong with age (Shi, Li, & Zhang, 2008). Because concepts around self-identity and resiliency or
coping are critical protective factors in youth, early identification of risk factors, specifically
with gifted students, can increase motivation, positive academic outcomes, and overall wellbeing (Kim, 2015).
Factors of Resilience and Self-Concept
Resilience can be defined as one’s ability to effectively cope with painful and unpleasant
emotional events (Blum, 1998). Positively coping with stressful situations (Smokowski et al.,
1999) may be the bridge for those more risk for negative life outcomes or who struggle with
mental wellness (Hu et al., 2015). Self-concept refers to the attitudes, feelings, and knowledge
pertaining to skills, abilities, socialization, and appearance (Byrne, 1984). Harter (1989) stated
that children are able to make more judgments around self-worth as they gain more life
experiences. Research of social self-concept between gifted and non-gifted students is mixed, as
some studies state that social self-concept is higher in gifted students, but others state that social
self-concept is higher in non-gifted (Kelly & Colangelo, 1984). Dixon et al. (2001) suggested
that it is important to not generalize gifted and talented students with others, as they all have their
own unique subsets and qualities.
A synthesis by Levine (2003) of resilience and self-concept-based factors provided an
outline of personal attributes that are positive for resilience development, risk factors that can
deter resilience development, and positive emotional factors that can enhance resilience.

Positive Personal Attributes
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Levine (2003) noted the following personal attributes were positive for resilience: secure
early attachments, temperament, intelligence, health (physical and emotional), appearance, social
skills, self-awareness, optimism, sense of humor, organization, productivity,
compartmentalization, recreation (i.e., relaxing, leisure), and being approachable.
Risk Factors
Levine (2003) identified early risk factors that, in most data analyses, correlate strongly
with later-life psychosocial problems: poor care of mother and child (pre, peri, and post-natal),
abject poverty, abuse/neglect/molestation, family dysfunction/discord, parental psychopathology,
inadequate/poor schools, loss of significant nurturing adults, absence of mentors/role models,
war/violence/chaos, and natural disasters.
Positive Emotional Factors
Levine (2003) explained there are ideal circumstances that contribute to increasing
resilience potential and reaching ultimate self-realization: a primary attachment, love,
limits/rules, stimulation of senses, relationships with peers, models and mentors, space (physical
and emotional privacy), respect, consistency, responsibilities, safety, opportunities, traditions,
altruism, and values.
Tetrad of Bs
Levine (2003) explored four particular “Bs” that, based on research with youth through
the elderly, consistently manifest when evaluating self-perceived satisfaction and value of life:
being, belonging, believing, and benevolence. Personal being refers to self-image and
accommodation to sense of identity, which includes an appreciation of strengths, as well as an
awareness of one's limitations, and presents as being comfortable with who you are (Levine,

2003). Social belonging is a sense of being a valued part of a community and encompasses the
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sharing of important personal experiences, mutual empathy, common goals, and an overall sense
of feeling connected with others (Levine, 2003). Ideological believing is the personal sense of a
system of values and principles of life, which goes beyond the mundane, and is a driving factor
in developing a moral compass or a spiritual guide to living (Levine, 2003). Altruistic
benevolence is related to and depends on the existence of other Bs. Altruism, according to
Levine (2003), encompasses the degree to which an individual is authentically generous and
generative, and drive the personal evaluation of self-image, caring for others, being nurturing and
supportive, giving of self for the benefit of family, friends, and the less fortunate (Levine, 2003).
Cultural Considerations
A meta-analysis of articles on Iranian mental health and resilience concluded that a
positive correlation exists between one’s mental health and resilience, but the correlation was
lower among school and university students when compared to other groups (Ghanei Gheshlagh
et al., 2017). This conclusion would make sense, as school years can be the most difficult and
stressful for people. Hu, Zhang, and Wang (2015) looked at empirical studies and concluded that
resilience is negatively correlated with indicators of mental illness (e.g., depression, anxiety) and
positively correlated with positive indicators of mental health (e.g., life satisfaction, well-being).
When looking at the Big Five Personality Traits, resilience was negatively correlated with
neuroticism (Zhang, 2011) and positively correlated with extraversion, openness, agreeableness,
and conscientiousness (Oshio et al., 2018).
Jaureguizar et al. (2018) studied students aged 7–10 living in the Basque region of Spain
in relationship to resilience, self-concept, and mental wellness. Their research suggested there
was a positive correlation between depression and school stress, a negative correlation between
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depression and intellectual self-concept, sense of control, social skills, and several variables that
make up resilience. This research is of benefit as it provides some beginning insight into cultural
implications and potential correlations that could exist in additional research.
Ultimately, according to current research, gifted and talented students are at higher risk
for common factors associated with resiliency and coping, which puts them at an increased risk
for wellness concerns. As some of these students explore their academic options, some will
choose opportunities connected with accelerated learning environments. Those who choose these
residential-based options have to plan for several different wellness-related issues that are
different from their peers who live at home while attending school.
Common Wellness Concerns at Public Residential Schools for Gifted and Talented
According to Roberts (2015), 15 U.S. states have publicly-funded, residential-based
secondary schools devoted to science, technology, engineering, and mathematics (STEM)
disciplines, with the most recent opening in 2015. There is no evidence that these residential
schools, and the experiences of the students who attend them, are harmful to student
psychological development (Rollins & Cross, 2014). Currently, each of these schools employ
both personal and academic counselors to address the more advanced social-emotional needs for
these students (Jones, 2009). Jones (2009) noted that even though counseling services are
confidential in nature, the handbook from one of the schools states that referrals for counseling
are usually for anxiety, depression, homesickness, stress, low self-esteem, inability to
concentrate, and potential self-destructive behaviors (e.g., drug/alcohol use, bingeing, purging,
self-injury).
Gifted and talented students who choose alternate educational settings need to evaluate
the positive and negative ramifications of changing their education system from known to
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unknown (Dixon et al., 2001). As residential communities for gifted students are becoming more
of an option for secondary setting, addressing the individual and unique needs of these students
is vital (Dixon et al., 2001). Although there is not extensive research regarding the mental
wellness concerns of gifted and talented students living at academically rigorous residential
academies, the field is not fully devoid of information.
Gifted students in residential settings have different experiences than their peers who
have a more traditional learning experience. According to Cross and Frazier (2010), students
identified common experiences that affect the psychosocial development of all students and then
experiences that vary across students and classes. Some of the common factors that all students
experienced is they all have to leave their homes and live at the school, very few of the students
have met before being on campus, all courses must be completed in the same timeframe as other
incoming students, the residential school is more diverse than their previous school, and students
must rely on non-parental adults who live and/or work on campus (Cross & Frazier, 2010). Some
of the characteristics that vary across students are the level of experience with attending
residential programs, the level of stress experienced at the academy, the amount of study time
required, family structure and stability at home, level of religious belief systems, range of
intellectual ability, and educational opportunities experienced before attending (Cross & Frazier,
2010).
Due to these various experiences, gifted and talented adolescents who attend a residential
STEM school will likely grow or struggle to manage perfectionism and excessively criticize self
(Cross & Frazier, 2010). Factors around what will or will not help them to be successful is not
documented in any literature. Content scales around the Minnesota Multiphasic Personality
Inventory for Adolescents (MMPI-A) given to these residential students show minor changes
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over the course of two years around the A-Anxiety scale, which suggests difficulties in thinking,
concentrating, and tension—characteristics of those experiencing feelings of depression (Cross et
al., 2004). Cross et al. (2004) also noted higher scales around A-Cynicism, A-School Problems,
and A-Conduct Problem scales, as students may be more inclined to be distrustful of others,
resistant to authority, and have a negative attitude toward school.
There is a fair amount of information on the social and emotional needs of gifted and
talented students, but the research around those who live independently for their secondary
experience is minimal. Van Hoof and Hansen (1999) interviewed the directors of mental health
services from 19 boarding schools in the northeastern United States. They found services were
generally needed due to mental health and substance use concerns and stated that having
appropriately trained screeners may assist in prioritizing and monitoring the students who need
help.
The most closely related research on prevalent mental health concerns for talented young
adults is related to Honors Colleges at a university setting, but this area also lacks extensive
literature. Students may not be considered gifted and talented in the Honors College, but students
in these programs likely face a larger workload, greater rigor and competition, and increased
stressors (Singell & Tang, 2012). Bieschke and Kirsch (2017) stated that honors students do not
have significantly different mental health concerns (occurrences and intensity) compared to their
non-honors peers. That said, Rinn (2005) found that honors students, similar to gifted and
talented students, are more likely to struggle with perfectionism and have greater expectations
around careers when compared to non-honors students. Clark et al. (2018) found that students
enrolled in an Honors College had high GPAs after the first semester in college when compared
to their non-honors peers, but that factors around self-confidence and influences were

statistically different. Honors College students expressed lower self-confidence and placed
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greater importance on external factors (e.g., parents and family, high school counselors) than
their non-honors college peers (Clark et al., 2018). Based on this information, honors students
struggling with socially prescribed perfectionism, high identity around academic ability and low
coping skills could experience increased risk of mental health concerns.
Currently, there is no peer reviewed research available that discusses accelerated,
residential learning environments with gifted and talented students and the use of any systemic or
data driven screening around student wellness. Because of this gap in research, looking at
residential schools with this special population of students and the outcomes of a Tier 1
screening tool would be beneficial to explore.
Positive Behavioral Interventions and Supports, Response to Intervention,
and Multi-Tiered Systems of Support
To create a positive school climate, Positive Behavioral Interventions and Supports
(PBIS) was included in the 1997 amended language of the Individuals with Disabilities
Education Act (IDEA; PBIS, 2019). PBIS is an evidence-based, three-tiered approach to how
schools can employ interventions that focus on prevention and instruction to benefit students
within a community (Simonsen et al., 2012). In 2004, Response to Intervention (RTI) emerged
from the reauthorization of the IDEA (Preston et al., 2016). RTI was built on the concepts of
behavioral consultation (Bergan, 1977), data-based program modification (Deno & Mirkin,
1977), and learning disabilities (Preston et al., 2016). MTSS was implemented in 2015 when it
was signed into law with the Elementary and Secondary Education/Every Student Succeeds Act
(ESEA/ESSA; Yell, 2018). MTSS serves as a framework that combines PBIS and RTI, with a
tiered infrastructure using data to drive assessments and instructions to meet the academic,
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social-emotional, and behavioral needs of students (Stoiber & Gettinger, 2016; Utley & Obiakor,
2015). MTSS is generally considered an umbrella that houses the concepts of PBIS and RTI
(Sugai et al., 2019).
Positive Behavioral Interventions and Supports
The PBIS model is not a specific intervention program that is implemented by a school
district; it is more of a specific, guided approach to assessing and implementing evidence-based
practices for academic and behavioral circumstances with students in a unique community
(Poulus et al., 2011). The purpose of PBIS is to use research and data to drive decisions that
improve school climate and create safer, more effective schools. (Nocera et al., 2014). PBIS
emphasizes reducing problematic behaviors, in order to have a safe, orderly, and productive
learning environment by teaching students observable behavioral expectations (McIntosh et al.,
2014). Because PBIS is a community-based program, all school members need to be actively
involved in teaching and reinforcing positive and modified behaviors (Irvin et al., 2004).
The premise of PBIS is the integration of systems, data, and practices to evaluate
outcomes (PBIS, 2019). The school system operates based on a functional team or system with
leadership and expectations, the data are collected by the school to monitor and evaluate
outcomes, and the practices are research-supported programs that are implemented based on
community needs (U.S. Department of Education, 2009). Best practices for implementation of
the data-supported programming is for staff to support the intervention, maintaining a studentfocused support stance that improves social competence, academic achievement, and positive
decision-making skills (PBIS, 2019).
The PBIS model is multitiered in nature, and each tier is connected to a different type of
student support need (PBIS, 2019). The PBIS website (PBIS, 2019) breaks intervention and

support into three tiers: Tier 1 (Universal for all), Tier 2 (Targeted for some), and Tier 3
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(Intensive, Individualized for a few).
Tier 1: Universal Interventions
PBIS (2019) Tier 1 incorporates the systems, data, and practices that impact everyone
across all settings and establishes a regularly delivered intervention that aims to prevent
unwanted behaviors across the community. Per the PBIS website (2019):
Tier 1 foundational systems include
•

An established leadership team

•

Regular meetings

•

A commitment statement for establishing a positive school-wide social culture

•

On-going use of data for decision making

•

Professional development plan

•

Personnel evaluation plan

Tier 1 practices include
•

School-wide positive expectations and behaviors are taught

•

Established classroom expectations are aligned with school-wide expectations

•

A continuum of procedures for encouraging expected behavior

•

A continuum of procedures for discouraging problem behavior

•

Procedures for encouraging school–family partnership

Tier 2: Targeted Interventions
PBIS (2019) Tier 2 targets support for students who were not successful with the Tier 1
supports and are at risk for continued problems with no additional intervention. Tier 2
interventions are normally group-based interventions and the PBIS website (2019) states:

Tier 2 foundational systems include
•

An intervention team with a coordinator

•

Behavioral expertise

•

Collection of fidelity and outcome data

•

A screening process to identify students needing Tier 2 support

•

Access to training and technical assistance
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Tier 2 practices include
•

Increased instruction and practice with self-regulation and social skills

•

Increased adult supervision

•

Increased opportunities for positive reinforcement

•

Increased pre-corrections

•

Increased focus on possible function of problem behaviors

•

Increased access to academic supports

Tier 3: Intensive, Individualized Interventions
PBIS (2019) Tier 3 interventions are specialized for students who have been unsuccessful
with Tier 1 and 2 support. Students do not need to have a mental health, behavioral, or learning
disability diagnosis to qualify for Tier 3 interventions. Per the PBIS website (2019):
Tier 3 foundational systems include
•

A multidisciplinary team

•

Behavior support expertise

•

Collection of formal fidelity and outcome data

Tier 3 practices include
•

Function-based assessments

•

Wraparound supports

•

Cultural and contextual fit
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Response to Intervention
RTI is a framework that provides instruction and intervention for students that targets the
individual needs and monitors the changes in progress to drive effective services (Batsche et al.,
2005). Fletcher and Vaughn (2009) stated that the primary goal of the RTI model is to prevent
and remediate academic and behavioral difficulties through classroom instruction and
increasingly intense interventions, with a secondary goal of providing useful data to assist with
referring and making decisions about students with learning disorders. Similar to the PBIS
structure, RTI is a research-supported, multitiered method to identify and support students with
learning and behavioral needs in the classroom (Fletcher & Vaughn, 2009). Vaughn and Fuchs
(2003) identified the RTI models as having three functions: screening all children for academic
and behavioral concerns, monitoring the progress around at-risk students, and providing
appropriate interventions to each student, with increasing intensity, based on changes in
progress.
The RTI model, similar to PBIS, is multitiered in nature, with the intensity level of each
tier increasing to serve a smaller portion of the student population (Mellard et al., 2010). Mellard
et al. (2010) divided RTI intervention and support into three tiers: Tier 1 (Class-wide instruction
for most), Tier 2 (Specialized group instruction for at risk), and Tier 3 (Individualized instruction
for intense needs). The main purpose of RTI is to focus on the direct services, supports, and
interventions for students at risk (Fletcher & Vaughn, 2009).

Multi-Tiered Systems of Support
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As schools become more diverse and contend with problematic social issues, a high level
of competency and readiness is expected of staff members involved (Sugai et al., 2019). Schools
are utilizing MTSS, a prevention-based framework that enhances the development and
implementation of evidence-based outcomes, as a primary resource to effectively and efficiently
deliver support to students around social, emotional, academic, and behavioral challenges
(McIntosh & Goodman, 2016). The goal of MTSS is to maximize the effectiveness of social,
emotional, and academic outcomes for students (Goodman-Scott et al., 2015) by engaging all
community members in a three-tiered system that screens, monitors, implements, and evaluates
programming (Sugai et al., 2019).
Because MTSS utilizes all entities of the school communities, it is vital for community
members (i.e., teachers, administrators, staff members) to have training or understanding around
the framework. According to Weisenburgh-Synder et al. (2015), there are several variables that
significantly impact the effectiveness of MTSS systems, such as the: (a) extent to which sensitive
instructional placement procedures are employed, (b) degree to which high quality
methodologies are used, (c) depth and breadth of training and support initiatives, and (d)
adequacy of student assessment systems and procedures in producing improved outcomes.
To become more adept at matching educational support systems to meet the student
needs, the MTSS framework moves away from forcing all students to receive the same
mechanisms at all times and calls for more individualized strategies around student
circumstances (Goodman & Bohanon, 2018). The framework builds from its core components
and then has critical features to implement the protocol. MTSS incorporates four core
components as its main framework: (a) high-quality, differentiated classroom instruction for all

students; (b) systemic and sustainable change; (c) integrated data system; and (d) positive
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behavioral support (Goodman & Bohanon, 2018).
Castillo et al. (2016) developed a blueprint on how to successfully facilitate systemic
change within the complexity of the educational system. They recommend implementation in
three stages: consensus, infrastructure, and implementation. Consensus involves district or
school stakeholders (e.g., superintendent, principal, teachers, support staff, student services)
determining the importance of utilizing a system-based intervention and then developing a
consensus around teaching modality and service integration (Castillo et al., 2016). Once the
larger ideas are in place, the stakeholders must discuss the foundation of the plan by putting
together the framework—goals, policies, resources, and responsibilities of community members
(Castillo et al., 2016). After the modifications have been made by the district employees and the
tiered assessments and intervention practices are identified, the MTSS framework is then
implemented by all team members, and continued data collection and measure evaluation occurs
to monitor the effects on student outcomes (Castillo et al., 2016). If constructed, implemented,
and maintained properly, the MTSS model will create educational systems that are successful in
supporting the needs of both students and staff members (Clark & Dockweiler, 2019).
To target MTSS and its potential effectiveness within residential schools for gifted and
talented students, it would be valuable to look at Tier 1, early interventions that can assist staff
members in determining the needs of each student cohort. One specific method that schools can
use to reduce the number of students who are not identified for mental wellness issues is to
screen all students. This screening process will allow school staff to develop a variety of
interventions, including both community-wide and individual-based programming.

Early Intervention through Universal Mental Health Screening
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School systems are ideal avenues for promoting prevention and early intervention
programming for mental health and wellness issues, especially around anxiety and a range of
emotional disturbances (Masia-Warner et al., 2006). Early intervention and prevention programs
have been linked to positive school outcomes (Makover et al., 2019), and positive outcomes can
mean graduation from high school, but these outcomes can also look at improved well-being,
school readiness, targeted level of education, and attendance (Reynolds et al., 2011). Barrett and
Pahl (2006) stated that school-based programming, usually delivered as part of the curriculum,
can reduce many of the common issues around avoiding treatment, like stigma, location, cost,
and transportation. Resilience-focused interventions had varied effects on student mental health
concerns, but positive effects were shown in short-term reduction of depressive and anxiety
symptoms (Dray et al., 2017). Overall, school-based prevention programs can have small
beneficial effects on student anxiety (Hugh-Jones et al., 2020) and have potential to reduce
mental health burden (Hugh-Jones et al., 2020; Werner-Seidler et al., 2017).
Universal Mental Health Screening
To determine the appropriate interventions pertaining to the mental health and wellness
needs of students in a community, school communities must run a needs assessment to determine
what prevalent concerns have to be addressed and which prevention programs will be most
beneficial (Dowdy et al., 2010; SAMHSA, 2019). Using the MTSS, a Tier 1 intervention of
Universal Mental Health Screening (UMHS) can be administered to all students. UMHS is a
systematic method to evaluate all students within a district, school, or grade level on behavioral
or emotional criteria (Glover & Albers, 2007). The goal of the UMHS is to identify students
associated with increased risk of having or developing a mental health and wellness concern

(Dvorsky et al., 2014). The benefits of UMHS are twofold: as data are collected around each
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individual student’s mental health for follow-up, the mental health of fewer student is
overlooked; and comprehensive information on school functioning is obtained to assist with
data-driven program implementation (Humphrey & Wigelsworth, 2016).
Benefits of Universal Mental Health Screening
Engaging in UMHS in the school is beneficial for identifying potential large-scale
community concerns, as well as useful for identifying a smaller percentage of students who are
considered at-risk for wellness issues (Moore et al., 2018). Moore and colleagues (2018) noted
that this benefits some students, but only focusing on the wellness issues identifies problems and
not the strengths of the students in the community. Because UMHS does not limit use to only
one scale or attention to one factor, a benefit for school communities is that they can select a tool
that best serves the entire population and enhance the assets that students currently possess
(Humphrey & Wigelsworth, 2016). Humphrey and Wigelsworth (2016) believed schools can
provide a truly comprehensive and effective screening component that is valid, reliable,
addresses issues around diversity, and provides long-term cost savings.
Developing a strengths-based model of UMHS allows educators and mental health
professionals within the school community to become proactive around the wellness of students
(Moore et al., 2018). A screening tool can gather information about a student’s relationships,
resiliency factors, communication skills, and family dynamics (Furlong et al., 2014). The more
information a school’s mental health professionals can obtain from students, the more specific
the programming created can be, which in turn will help students and develop an overall healthy
and positive school culture among staff, students, and community members (Huebner et al.,
2009).

Challenges of Universal Mental Health Screening
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Despite the benefits of UMHS as a method to increase the identified number of students
with emotional or behavioral concerns, less than 15% of schools have procedures to
systematically evaluate mental health needs (Bruhn et al., 2014). There are several challenges
associated with UMHS that may prevent schools from engaging in the screening process, most of
which revolve around the resources available to properly assess and monitor students (Dowdy et
al., 2010). Siceloff et al. (2017) identified limited properly trained school personnel as a deterrent
to UMHS, and Glover & Albers (2007) found that many schools lack the data infrastructure to
collect and store data for evaluation. The publicly-funded residential schools, similar to the one
in this study, typically do not have researchers trained in any formal evaluation techniques.
Lastly, budget was cited as a large restrictor, as the cost of screening tools, data collection, and
management systems are an expensive investment (Siceloff et al., 2017).
Aside from budget and staffing related concerns, obtaining buy-in from community
stakeholders can be a challenge (Humphrey & Wigelsworth, 2016). Community members may
have a belief that UMHS creates a stigma for students who are identified in the screening process
(Williams, 2013), and stakeholders may not see the value in screening or may feel the school is
overreaching and violating the privacy of families (Siceloff et al., 2017). In addition, training is
likely needed for staff members (e.g., administrators, teachers), which may be viewed as a
burden, requiring additional time and effort of those who are already stretched for time (Siceloff
et al., 2017).
Types of Screening Tools
Once a school determines that UMHS is an option that they would like to pursue, it is
imperative that an appropriate screening tool is selected. Because no two schools are alike, it is
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necessary for a school to consider its needs, culture, and resources (Goodman-Scott et al., 2015).
When selecting a screening measure, Goodman-Scott et al. (2015) recommended asking the
following questions: (a) is the tool reliable, valid, and evidence-based?; (b) is the tool free, or can
it be purchased for a reasonable cost?; (c) how long will it take to administer and score the
screening tool?; (d) does the tool come with access to training and technology support for staff,
and are there basic educational requirements or expertise needed to administer?; (e) does the tool
screen for what the school or district wants to know, and does it align with the goals and
purpose?; (f) is the screening tool age appropriate; and (g) is it only to be given to students or
will teachers and parents play a role?
As school districts begin exploration of questions pertaining to their screening tool needs,
they can also explore what options are available to select. Depending upon the initial identified
needs of the community and the resources available, the screening leadership team can isolate a
tool of interest. The following screening tools are potential options, based on the needs
identified: Systematic Screening for Behavioral Disorders (SSBD), Student Risk Screening Scale
(SRSS), Strengths and Difficulties Questionnaire (SDQ), The Behavioral Assessment Scale for
Children Two (BASC-2), and Behavioral and Emotional Screening Scale (BESS; Donohue et al.,
2016; Hoff et al., 2015). When exploring the questions from the previous paragraph and looking
at the screening options, it was determined that some of the aforementioned choices either lacked
the depth of information around mental health topics that the school wanted pertaining to
students (i.e., the screeners were not as long as desired and questions lacked depth), that some of
the screeners did not have any strength-based factors included, and others did not target the
identified perceived needs of the student population (i.e., only looked at behavioral factors).

When selecting screening tools to use with gifted and talented students, based on the
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research gathered in this study, using a tool that helps to identify depression, anxiety, behavioral
issues, and self-concept are relevant. The Beck Youth Inventories--2nd edition (BYI-2) is a
screening tool that incorporates exploration of these topics, but it is not identified as a strengthsbased screener. Because of this, looking at positive factors around resiliency and relationshipbuilding skills is a good complement to the BYI-2 to understand how gifted and talented students
perceive relationships and coping ability. A second screening tool, the Resiliency Scales for
Children and Adolescents (RSCA), was also administered to gather data around students’
concept of resiliency-based factors and emotional reactivity.
School-based mental health providers can advocate for students in their school
community by pushing school and district administrations to learn about the social, emotional,
academic, and financial benefits of UMHS. Promoting student wellness and prevention of mental
health issues within the school community is a valuable asset, but it is critical that the UMHS
used is based in scientific data. It is also crucial that all community members participate in the
process in order for these community-based interventions to thrive.

CHAPTER THREE: METHODOLOGY
Little is known about the emotional needs of high-ability students attending an
accelerated, residential school. A vital part of supporting these gifted and talented students who
live away from home is assessing their social and emotional needs to develop programming and
interventions. Therefore, the purpose of this study was to use UMHS to investigate both the
mental health symptoms and resiliency factors of gifted and talented high school students
participating in an accelerative, residential-based academic program. To do this, I administered
two UMHS tools to look for any relationships among inventory subscores. I also identified
participants at risk for social and emotional difficulties and their resiliency scores. Finally, I
investigated whether there were differences among the participants by gender identity, sexual
identity, and race for information pertaining to screening and potential support service
development.
Research Questions
This study examined the following research questions:
1. According to the Beck Youth Inventories--2nd edition (BYI-2), what are the prevalent
mental health concerns, if any, displayed by gifted and talented high school students
participating in an accelerative, residential-based academic program?
a. What differences are there, if any, in each BYI-2 subscale score based on the
gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?

b. What differences are there, if any, in each BYI-2 subscale score based on the
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sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each BYI-2 subscale score based on the race
of gifted and talented high school students participating in an accelerative,
residential-based academic program?
2. According to the Resiliency Scales for Children and Adolescents (RSCA), what are the
prevalent concerns and identified strengths, if any, around resiliency displayed by gifted
and talented high school students participating in an accelerative, residential-based
academic program?
a. What differences are there, if any, in each RSCA subscale score based on the
gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
b. What differences are there, if any, in each RSCA subscale score based on the
sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each RSCA subscale score based on the race
of gifted and talented high school students participating in an accelerative,
residential-based academic program?
3. What is the relationship among the subscale scores of the BYI-2 and RSCA for gifted and
talented high school students participating in an accelerative, residential-based academic
program?

4. From the perception of these gifted and talented students, what effect, if any, has the
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COVID-19 pandemic had on their mental health and ability to cope?
Design
The previous chapters presented a comprehensive review of the professional literature
focusing on several variables that might influence the mental health and wellness of gifted and
talented students attending a residential school. Specifically, it addressed the literature on current
mental health and wellness concerns of youth, the mental health and wellness needs of gifted and
talented students, factors around resiliency and wellness, wellness concerns around residential
living for youth, the systemic models that schools can implement within a district or community,
and the benefits of using mental health screening to drive student supports and interventions.
Based on the evidence found in the professional literature on mental health and wellness
variables with gifted and talented students, two mental health screening tools were selected to
administer in the study, the Beck Youth Inventories--2nd edition (BYI-2) and Resiliency Scales
for Children and Adolescents (RSCA). Additional details about the screening tools and their
outcomes are presented in the instrumentation section of this chapter.
This study applied a quantitative, exploratory, descriptive, and correlational methodology
to investigate the research questions posed (Creswell & Creswell, 2018), which consisted of
sending out a survey of screening tools to gifted and talented students attending a residential high
school. The students were aged 14 to 18, lived in a Midwestern state, lived in all types of areas
(e.g., rural and urban), and came from a variety of backgrounds (e.g., racial, socio-economical,
religious). Using a quantitative methodology allowed for numerical data to be analyzed for the
relationship of predetermined variables (Haneef, 2013), and allowed for the sample size, if robust
enough, to generalize and formulate some predictions for application to a larger population of

similar subjects (MacCarthy et al., 2013). A quantitative methodology is deemed the most
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appropriate method for this study to apply various statistical analyses of the sample and
variables.
Context and Participants
The Midwestern school in this study is a public, residential high school housing 10th–12th
graders from across a single state. The school is classified as a science, technology, engineering,
and mathematics (STEM) academy for gifted and talented students. It houses 652 students at the
beginning of each school year, and they are admitted into the school in a fashion similar to a
university setting. Students are welcome to apply to this school during or before 9th grade for
entry as a 10th grader. Any state resident is welcome to apply, and the application process
consists of submission of transcripts, SAT scores, teacher and counselor recommendations,
writing samples, and extracurricular activities. All completed applications, with test scores
removed, are initially evaluated by current staff, alumni, and community members familiar with
gifted and talented students. Student applications then go through a second round of evaluation
among faculty, administrators, and heads of campus programming to finalize a list of students
who will be offered enrollment. Enrollment is based on the number of open beds going into each
year, so acceptance numbers vary.
Once a student has been notified of acceptance into the school, the student and their
family must notify the school of accepting or declining the offer by a deadline date. After
accepting the invitation to enroll, families go through an orientation process, similar to a
collegiate experience, where they meet the staff, future roommates, and other peers. Currently,
after acceptance, families are encouraged to fill out a form to notify the school of any medical
concerns, which can include history of mood disorders, anxiety, self-injury, Autism Spectrum

Disorder, ADHD, family turmoil, or any other medical concerns. After a family submits this
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form to staff, various members of the Student Affairs staff meet with the student and family
during the orientation process. The purpose of these meetings is to determine how to best support
students as they transition to the school. Most of these students require assistance from nonfaculty members (e.g., school counselor, school nurse, academic support, learning strategies).
Once the school year begins, referrals around student wellness issues can come from any source,
with the most common being residential counselors (adults who live on campus), faculty, and
peers.
Instrumentation
I administered three instruments in this study, the BYI-2, RSCA, and a demographics
survey, which included three additional questions about COVID-19.
Beck Youth Inventories--2nd edition (BYI-2)
The BYI-2 was developed as a self-report-based instrument for identifying potential
maladaptive cognitions and behaviors for youth (Bose-Deakins & Floyd, 2004). The instrument
was published by Beck et al. (2001) and the purpose was to aid mental health professionals in
screening youth in five areas of functioning. The five subscales of the inventory are used to
measure anxiety, depression, anger, disruptive behaviors, and self-concept. These five
inventories each contain 20 questions about thoughts, feelings, and behaviors associated with
emotional and social impairment in youth. Children and adolescents describe how frequently the
statement has been true for them during the past two weeks, including the date the BYI-2 is
completed. The BYI-2 is currently available in various languages, including English, Danish,
French, and Polish.
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The BYI-2 is designed to be completed by children and young adults aged 7–18 years old
and can be administered via paper and pencil or through an online format. As stated, the BYI-2
has five inventories, each with 20 questions, and each inventory has its own scale: the Beck
Depression Inventory for Youth (BDI-Y), the Beck Anxiety Inventory for Youth (BAI-Y), the
Beck Anger Inventory for Youth (BANI-Y), the Beck Disruptive Behavior Inventory for Youth
(BDBI-Y), and the Beck Self-Concept Inventory for Youth (BSCI-Y; Beck et al., 2005). Using
the measure profile (Beck et al., 2005), raw scores are compiled from the 20 questions asked in
each section, and then the administrator can use the manual to convert the raw scores into Tscores based on age and sex. The sexes are male and female, and the age ranges are 7–10, 11–14,
and 15–18. T-scores for the BYI-2 are as follows: 55 or less is average, 55–59 is mildly elevated,
60–69 is moderately elevated, and 70+ is extremely elevated (Beck et al., 2005).
The BYI-2 is able to provide both a valid psychometric evaluation of students as well as
normative data (Bose-Deakins & Floyd, 2004; Deighton et al., 2014). Reliability was tested
using the test-retest method and Cronbach’s alpha, and research reports that alpha is always
greater than .84 for all age groups on all scales (Basker et al., 2007; Beck et al., 2005).
Coefficient alphas for all the inventories are very good, with values ranging from .86–.96, and
the BDI-Y having the highest value for internal consistency (.90–.95; Burgos, 2017). Test-retest
reliability after 7–8 days ranged from .74–.93, indicating acceptable reliability of scores after the
7– to 8-day period; test-retest scores were slightly lower among girls (Burgos, 2017).
Though both valid and reliable, the BYI-2 may not qualify as the top choice for regular
screening because of its length, 100 questions that may take up to 30 minutes (Deighton et al.,
2014). The BYI-2 may be best used as a once-a-year, low-level evaluation-based screening tool
for students. Additional potential limitations of the BYI-2 include the lack of a lie scale, lack of
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item analysis detecting cultural bias, potential strong relationships around inventory constructs,
and the inability to discriminate between children with emotional and behavioral problems and
those without, or between children with different types of emotional or behavioral problems
(Bose-Deakins & Floyd, 2004). Due to these potential limitations, the RSCA will be used to
rationalize and support the use of the BYI-2. A brief description of the five BYI-2 subscales is
provided below.
Depressive Inventory
The BDI-Y is a 20 question, self-reported survey that allows for early identification of
symptoms of depression in youth over 7 years old (Stapleton, Sander, & Stark, 2007). It can be
administered individually or as part of the larger inventory, and it includes items that are
measured on a four-point Likert scale (i.e., 0=never, 1=sometimes, 2=often, and 3=always; Beck,
Beck, & Jolly, 2001). The items asked are related to a child’s or adolescent’s negative thoughts
about self, life and the future, feelings of sadness and guilt, and sleep disturbance, with higher
scores indicating more depressive symptomology (Beck, Beck, & Jolly, 2001).
Anxiety Inventory
The BAI-Y is a 20 question, self-reported survey that allows for early identification of
symptoms of anxiety in youth over 7 years old (Beck, Beck, & Jolly, 2001). It can be
administered individually or as part of the inventory, and it includes items that are measured on a
four-point Likert scale (i.e., 0=never, 1=sometimes, 2=often, and 3=always; Beck et al., 2001).
The items asked are related to a child’s or adolescent’s specific worries about school
performance, the future, negative reactions of others, fears including loss of control, and
physiological symptoms associated with anxiety, with higher scores indicating more anxious
symptomology (Beck et al., 2001).

Anger Inventory
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The BANI-Y is a 20 question, self-reported survey that allows for early identification of
symptoms of anger or hostility in youth over 7 years old (Beck et al., 2001). It can be
administered individually or as part of the inventory, and it includes items that are measured on a
four-point Likert scale (i.e., 0=never, 1=sometimes, 2=often, and 3=always; Beck et al., 2001).
The items asked are related to a child’s or adolescent’s thoughts of being treated unfairly by
others, feelings of anger and hatred, with higher scores indicating more anger-based
symptomology (Beck et al., 2001).
Disruptive Behavior Inventory. The BDBI-Y is a 20 question, self-reported survey that
allows for early identification of symptoms of external behavioral concerns in youth over 7 years
old (Beck et al., 2001). ). It can be administered individually or as part of the inventory, and it
includes items that are measured on a four-point Likert scale (i.e., 0=never, 1=sometimes,
2=often, and 3=always; Beck et al., 2001). The items asked are related to a child’s or
adolescent’s thoughts and behaviors associated with conduct disorder and oppositional-defiant
behavior, with higher scores indicating more oppositional behaviors (Beck et al., 2001).
Self-Concept Inventory. The BSCI-Y is a 20 question, self-reported survey that allows
for early identification of the strength of one’s self-identity in youth over 7 years old (Beck,
Beck, & Jolly, 2001). It can be administered individually or as part of the inventory, and it
includes items that are measured on a four-point Likert scale (i.e., 0=never, 1=sometimes,
2=often, and 3=always; Beck et al., 2001). The items asked are related to a child’s or
adolescent’s cognitions of competence, potency, and positive self-worth, with higher scores
indicating a lower sense of one’s confidence in own ability or value (Beck et al., 2001).

Resiliency Scales for Children and Adolescents (RSCA)
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The RSCA measures the personal attributes of the child that are critical for resiliency.
Resilience factors can correlate with many disorders, and the RSCA scales focus on strengths as
well as symptoms and vulnerabilities. The RSCA, published by Prince-Embury (2006; 2007),
was designed to quantify personal qualities of resiliency in youth and consists of three global
scales: Sense of Mastery (MAS), Sense of Relatedness (REL), and Emotional Reactivity (REA).
The instrument is a 64 item, self-report questionnaire and each question is assessed using a 5point Likert-type scale ranging from 0 (never) to 4 (almost always; Prince-Embury, 2006; 2007).
The breakdown of questions in each global scale is 20 in MAS, 24 in REL, and 20 in REA.
Each of the global scales has related subscales around the major concept: MAS looks at
optimism, self-efficacy, and adaptability; REL looks at comfort, trust, perceived support, and
tolerance of differences with others; and REA looks at sensitivity, recovery, and impairment in
emotional reactivity (Prince-Embury, 2006; 2007). The MAS and REL scales are considered
protective personal characteristics, and the REA scale is vulnerability-based, or characteristics
that put individuals at risk when confronted with adversity (Prince-Embury, 2008).
Using the measure profile (Prince-Embury, 2006; 2007), raw scores are compiled from
the questions asked in each section, and then the administrator can use the manual to convert the
raw scores into T-scores based on age and sex. According to Prince-Embury (2006, 2007), the
sexes are male and female, and the age ranges are 9–11, 12–14, and 15–18. T-scores for the
RSCA are as follows: 40 or below is low, 41–45 is below average, 46–55 is average, 56–59 is
above average, and 60+ is high (Prince-Embury, 2005, 2006).
Prince-Embury (2010) has analyzed the RSCA around its factor and subscale structure
with the conclusion that the scales provide good factor structure. Her analysis concluded that

each factor properly correlated with the expected factor (e.g., MAS and REL have a positive
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correlation, MAS and REA have a negative correlation). Previous studies have reported a
Cronbach’s alpha for the three global scales ranging from .90 to .94 for American students
between the ages of 15 and 18, and a confirmatory factor analysis has shown that the scale fits
the three-factor model in three youth samples between the ages of 8 and 18 (Prince-Embury &
Courville, 2008). The following paragraphs will provide in-depth details around the three RSCA
subscales.
Sense of Mastery Scale
The MAS is a 20 question, self-reported survey that allows for identification of one’s
strengths in optimism, self-efficacy, and ability to learn from mistakes (Prince-Embury, 2006;
2007). It includes items that are measured on a five-point Likert scale (i.e., 0=never, 1=rarely,
2=sometimes, 3=often, 4=almost always; Prince‐Embury et al., 2017). The items asked are
related to a child’s or adolescent’s level of self-efficacy, which positively correlates with future
prediction around achievement and school success and negatively correlates with anxiety levels
and pathological symptoms (Prince-Embury, 2015). According to Prince-Embury (2006; 2007),
higher scores in MAS mean a higher level of self-efficacy and a lower chance of developing
issues around anxiety and pathology.
Sense of Relatedness Scale
The REL is a 24 question, self-reported survey that allows for identification of one’s
comfort around others, trust in others, and perceived access of support from others (PrinceEmbury, 2006; 2007). It includes items that are measured on a five-point Likert scale (i.e.,
0=never, 1=rarely, 2=sometimes, 3=often, 4=almost always; Prince‐Embury, Saklofske, &
Nordstokke, 2017). The items asked are related to a child’s or adolescent’s level of ability to

64
develop relationships and seek support from non-parental adults, which resilient youth do more
frequently than non-resilient youth (Prince-Embury, 2015). Prince-Embury (2015) found that
children with a higher sense of relatedness will be more resilient and less vulnerable to negative
outcomes when facing adversities. According to Prince-Embury (2006; 2007), higher scores in
REL mean an increased ability to develop relationships and seek support from adults and a lower
chance to have negative outcomes during challenging life circumstances.
Emotional Reactivity Scale
The REA is a 20 question, self-reported survey that allows for identification of one’s
sensitivity for reaction and intensity of reaction, time needed to recover from emotional upset,
and impairment when upset (Prince-Embury, 2006; 2007). It includes items that are measured on
a five-point Likert scale (i.e., 0=never, 1=rarely, 2=sometimes, 3=often, 4=almost always;
Prince‐Embury, Saklofske, & Nordstokke, 2017). The items asked are related to a child’s or
adolescent’s level of emotional reaction and regulation of emotional ability (Prince-Embury,
2015). Prince-Embury (2015) found there is a link between high emotional reactivity and
difficulty with regulation, with behavioral maladjustment, and vulnerability to pathology.
According to Prince-Embury (2006; 2007), higher scores in REA mean a higher level of
emotional reactivity, which can mean difficulty with adjustment and increased vulnerability to
pathology, whereas lower scores mean increased ability to regulate emotional reactions.
Resource Index and Personal Vulnerability Index
Upon answering all 64 questions, the scores are summed within each subscale,
standardized, and MAS and REL are summed to create a Resource Index (Prince‐Embury,
Saklofske, & Nordstokke, 2017). After the Resource Index is summed, the difference is found
between it and emotional reactivity to determine the Vulnerability Index (Prince-Embury, 2006;
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2007). According to research on resiliency theory, youth with higher Resource Index scores tend
to be more resilient and are less likely to develop psychopathology, whereas lower scores may
signal a need for preventative interventions to help increase personal resources to cope (PrinceEmbury, 2015). The Vulnerability Index looks at an individual’s vulnerability based on the
difference between self-perceived resources and fragility from emotional reactivity (PrinceEmbury, 2007). Price-Embury (2015) calculated that students who score 60 to 64 on the
Vulnerability Index may be referred to Tier 2 interventions and students who score 65 or above
may be referred to Tier 3 interventions.
Demographics Survey
To answer one of the research questions in this study about any differences that may exist
based on student demographics, a brief survey was constructed to upload to Qualtrics. This
survey will ask students to respond to statements about the following demographics: age, year in
school, gender identity, sexual identity, and race. Data collected from the demographic items will
be used to conduct future analyses and correlations between participant demographics on the
subscales of the BYI-2 and RSCA.
To answer another of the research question in this study about potential effects of
COVID-19 on student mental health and coping, three questions were created. These questions
were developed by the researcher using language from the DSM-5 to describe symptoms of
depressed mood, anxiety, and attention issues. These are the three most common mental health
issues experienced by youth, which were discussed earlier in this research study. The five-point
Likert scale is a similar scale structure to the screening tools, and similar language was used to
allow students to describe any change, or no change, in their perceived experiences during
COVID-19. Data collected from these questions showed whether there was any change in these

factors from the students’ perspective to consider additional research and whether the potential
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data from these questions could have an effect on the overall data collected from the screening
tools administered.
Procedures
I obtained Internal Review Board (IRB) approval from the subjects’ school, along with a
revision to amend the proposal to add surveys and changes to the consent form to add incentives.
I submitted documents from Northern Illinois University for IRB approval in September of 2020
(see Appendix A). I purchased licensed screening tools, the BYI-2 and the RSCA, through
Pearson Assessments and received approval to utilize these screening tools for research
purposes. Due to copyright laws, these screening tools are unable to be published within this
document. Paper copies of the screening tools were received by the author, along with the
scoring and norming manuals, and the Office of Institutional Research (OIR) at the subjects’
school uploaded screening tool questions, along with an additional demographic survey (e.g.,
current year in school, age, race, gender identity, and sexual identity) to an online data base,
Qualtrics, for eventual data collection. The OIR is a service-oriented team of researchers whose
job is to drive and support the mission of advancing investigations throughout the organization
using data-informed information decision making. Qualtrics is an online survey tool that allows
researchers to build, distribute, and analyze response data collected from surveys. All surveys
developed or uploaded into Qualtrics, as well as data collected and stored, is password-protected
and only accessible by authorized users.
A passive informed-consent form, which included information about the purpose of the
study, the risks and benefits, and how to withdraw a student from participating in the study, was
created for parents and guardians to review. This consent form was e-mailed to parents,

guardians, and students in 11th and 12th grade on September 10, 2020. Parents and guardians

67

had until September 14, 2020 to return the consent form if they would like to remove their child
from participating in the study. Between September 8 and September 16, 2020, OIR and I
compiled an e-mail list of all students eligible to participate in the study, which was uploaded
into Qualtrics by OIR. On September 17, 2020, 11th and 12th graders arrived to a mandatory
meeting via Zoom. OIR sent a link via e-mail addresses to all eligible 11th and 12th grade
students, which expired one hour after the e-mail was sent. The e-mail instructed students to
click the link to Qualtrics, where they respond to the screening tool questions and statements.
Students were prompted to go into their e-mail account, click on the provided link, and follow
instructions. Students did not provide their names, dates of birth, or any other personally
identifiable information. There were no open-ended questions requiring students to type answers.
The survey took approximately one hour, which was allocated for students during the school day.
If any participant provides identifiable factors after submission (e.g., name, date of birth, home
address, IP address), this information was deleted by OIR. All data were then put into a
spreadsheet by OIR, which was utilized for cleaning data of identifying information. Upon deidentifying all information from responses, OIR provide the data to me for analysis.
Risk and Protection of Participants
There were no known physical or emotional risks associated with participation in this
study. As with all research, there was a potential for unforeseen risks. Participants in this study
were asked about their mental health and wellness over the past several weeks, in which case,
some participants might experience a negative reaction based on their level of wellness, viewing
it as harmful to their functioning. To ensure participants’ safety from the possible risk that their
peers, family, or staff members might find out this information, I did not ask for specific names
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or other personally identifiable information. Participants may have worried that by participating
in this study they could be identified or targeted by staff or that it may negatively affect their
academics or grades. However, participants were assured that requested background information
collected (e.g., grade in school, age, gender identity, sexual identity, and race) was for research
purposes only. If any information, like an IP address, was captured, the institution’s Office of
Institutional Research (OIR) deleted any identifiable information before disseminating the data
for analysis. Participants’ responses received an ID number from OIR that was not connected
with any identifiable information.
Confidentiality of the Data
I took several steps to ensure the confidentiality of the data. The first step was to use an
online database, Qualtrics, to collect and securely protect the data on their server. This data can
only be accessed by the OIR at the institution, and all information is password-protected. Once
any identifiable information was removed by OIR, I received access to the data. The second step
involved using the data files stored in Qualtrics and downloading this information to a jump
drive to eventually upload to SPSS. Any files on the jump drive were password-protected, and
the drive was kept in a locked file cabinet in my home when not being used. Because OIR
removed any potential identifiable information from data and gave each response set an ID
number that was not traceable to participants, there was minimal risk that data collected could be
connected to any participant.
Data Analysis Techniques
The information below is a restatement of the three research questions. After each
question, there was a description of the analysis that was used to interpret the data. When
collecting the data for this study, both Qualtrics and spreadsheets were used to store the data, and

the Statistical Package for Social Sciences (SPSS) were used to analyze the data. Data were
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cleaned by me to determine duplicate responses from a single user, missing values or partial
responses, outliers, or any responses that are invalidated based on scoring manual. Any
manipulation of data (reverse coded) was part of the process described by the manual provided
on how to score each screening tool.
Research Question 1
According to the Beck Youth Inventories--2nd edition (BYI-2), what are the prevalent
mental health concerns, if any, displayed by gifted and talented high school students
participating in an accelerative, residential-based academic program?
a. What differences are there, if any, in each BYI-2 subscale score based on the
gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
b. What differences are there, if any, in each BYI-2 subscale score based on the
sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each BYI-2 subscale scores based on the race
of gifted and talented high school students participating in an accelerative,
residential-based academic program?
Method of Analysis
Because I wanted to determine what mental health concerns existed, if any, and whether
there were differences between subscale scores and the students’ gender identity, sexual identity,
and race, I executed a multiple analysis of variances (MANOVA) using SPSS. A MANOVA is
an analysis design that evaluates multiple dependent variables in a study (Rencher &

Christensen, 2012). According to Rencher and Christensen (2012), the standards of a
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MANOVA’s dependent variables should represent continuous measures and be moderately
correlated.
Gender identity, sexual identity, and race were the independent variables, and the five
subscale scores of the BYI-2 were the dependent variables. Using a MANOVA allowed me to
examine the main effects so I could determine whether there were any significant differences
between independent variables (gender identity, sexual identity, and race) on the dependent
variables (the five BYI-2 subscale scores) while controlling for the effects of the other
independent variables on the dependent variables (Grice & Iwasaki, 2007). By using a
MANOVA for analysis, I tested for statistical interactions, which was an additional benefit, and
Grice and Iwasaki (2007) recommended performing a stepdown analysis to follow up MANOVA
testing, to evaluate the dependent variables in terms of their overlap with the independent
variables.
During the process of data analysis, using MANOVA, it was important to check the
typical assumptions. The following information was taken from Rencher and Christensen (2012)
on looking at assumptions around data analysis. When looking at a MANOVA, additional
assumptions were checked regarding absence of multivariate outliers, linearity, absence of
multicollinearity, and equality of covariance matrices. To assess the absence of multivariate
outliers, I ran a multiple linear regression in SPSS with all of the dependent variables as the
independent variables. The dependent variables became an ID variable. During this regression,
Mahalanobis Distances were saved and then sorted from greatest to least. Using the critical chisquared value, participants with a value greater than the critical value was removed. To assess
linearity, I created a scatterplot matrix between the dependent variables, and then look at each
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group in the MANOVA separately. The absence of multicollinearity was checked by conducting
correlations among the dependent variables, with any correlation over .80 as a concern. Lastly, I
ran a Box’s M test to check the assumption of the equality of covariance matrices. As long as the
p value is above .001, the assumption were met.
Because this research was in an educational setting, it was appropriate for me to analyze
the data based on an alpha of .05 (Funk et al., 2003). Alpha is a threshold value used to judge
whether a test statistic is statistically significant or not (Noymer, 2008). The alpha level
represents what is an acceptable probability of Type 1 error, which is known as a false positive
(Kim, 2015).
Research Question 2
According to the Resiliency Scales for Children and Adolescents (RSCA), what are the
prevalent concerns and identified strengths, if any, around resiliency displayed by gifted
and talented high school students participating in an accelerative, residential-based
academic program?
a. What differences are there, if any, in each RSCA subscale score based on the
gender identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
b. What differences are there, if any, in each RSCA subscale score based on the
sexual identity of gifted and talented high school students participating in an
accelerative, residential-based academic program?
c. What are the differences, if any, in each RSCA subscale score based on the race
of gifted and talented high school students participating in an accelerative,
residential-based academic program?

Method of Analysis
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Similar to research question one, I wanted to determine the strength of resiliency factors
that may exist with the study’s participants and whether there were differences between subscale
scores and the students’ gender identity, sexual identity, and race. Again, I executed a multiple
analysis of variances (MANOVA) using SPSS. Gender identity, sexual identity, and race were
the independent variables and the three subscale scores of the RSCA were the dependent
variables. Using a MANOVA allowed me to examine the main effects in order to determine
whether there were any significant differences between independent variables (gender identity,
sexual identity, and race) and the dependent variables (the three RSCA subscale scores) while
controlling for the effects of the other independent variables on the dependent variables (Grice &
Iwasaki, 2007). The same benefits existed by performing a MANOVA for question two as for
question one, as well as the recommend stepdown process (Grice & Iwasaki, 2007). I performed
the same check on assumptions for MANOVA as explained in the method analysis section of
research question one.
Research Question 3
What is the relationship among the subscale scores of the BYI-2 and RSCA for gifted and
talented high school students participating in an accelerative, residential-based academic
program?
Method of Analysis
Because I wanted to determine what relationships, if any, existed between the subscale
scores of the BYI-2 and RSCA, I looked at the Pearson R (R correlation) in SPSS. Correlation is
the relationship existing between statistical variables in a way that is not determined by chance
alone (Akoglu, 2018). Akoglu (2018) states that the Pearson R is a correlation coefficient that

looks to both determine the relationship between two quantitative variables and to what degree
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the variables are related. The Pearson correlation is best used to describe linear relationships, and
any form of non-linear patterns can signify a lower correlated or weaker relationship (Hung et
al., 2017). The values of the correlation vary from -1 to 1, with positive values indicating a
tendency of one variable to increase or decrease together with another variable, and negative
values indicate a tendency that the increased value of one variable is associated with the
decreased value of another variable (Schober et al., 2018).
During the process of data analysis when using the Pearson R, it was important to check
the typical assumptions. The following information was taken from Schober et al. (2018) on
looking at assumptions around data analysis. Assumptions for the Pearson R were to check the
level of measurement, related pairs, absence of outliers and linearity. Level of measurement
referred to each variable and should be continuous. Absence of outliers looked at any skewed
responses that could pull the correlation too far in one direction. Typically, an outlier is
identified as a value that is plus or minus 3.29 standard deviations away from the mean. Lastly,
linearity looks at the scatterplot and was determined by the shape that the values form. A
straight-line relationship should form between the variables.
Research Question 4
From the perception of these gifted and talented students, what effect, if any, has the
COVID-19 pandemic had on their mental health and ability to cope?
Because I aimed to determine whether there was any effect, either positive or negative, I
looked at descriptive statistics to get an understanding of how things may have changed since
COVID-19. The descriptive statistics looked at were measures of central tendency (e.g., mean,
mode, median).

Missing Data
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According to the BYI-2 manual (Beck et al., 2005):
Youth should be encouraged to complete all items. In instances where this is not possible,
up to two missing items are admissible. In computing the total raw score, missing item
responses should be estimated by the mean response value of the items answered by
youth on that inventory. Total raw scores may not be converted to T scores without this
missing item estimation step. (p. 12)
This handling of missing data is consistent for all five scales of the BYI-2.
According to the RSCA manual (Prince-Embury, 2006, 2007)
Youth should be encouraged to complete all items. If a child or adolescent expresses
uncertainty, he or she should be encouraged to respond with his or her best estimate at the
time. In instances where this is not possible, up to two missing items are admissible for
each Resiliency scale. If a missing response cannot be resolved, the score for the item can
be estimated. First determine which subscale the item belongs to, and then calculate the
mean response value of the other items answered on the subscale. Only one missing item
is allowed for each subscale. When summing the total raw scores for each scale, use the
estimated value for the missing item. (p. 20)
Power Analysis
The G*Power 3.1.9.7 program was used to calculate sample sizes needed to answer
research questions 1 and 2 of this study through a priori power analysis. To run a MANOVA
analysis for the variables in this study, the required sample sizes ranged from 84 participants to
212 participants (see Table 1). This is based on having an α = .05, power = .8, and an effect size

^

f 2(V) = .0625. Social science research has traditionally used an α = .05 as the standard cutoff
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and a minimum recommended power level of .80 (Cohen, 1998).
When calculating the sample sizes needed to answer research question 3 using two
independent Pearson R’s, G*Power settings through a priori power analysis required a total
sample size of 282 for a one-tail test with an α = .05, power = .8, and an effect size of .3. Per this
analysis, effect size, or Cohen’s d, means that if the two groups’ means do not differ by .3
standard deviations or more, the difference is trivial, even if it is statistically significant. This is
considered a small effect size, with approximately 62% of the control group below the mean
(Cohen, 1998). When interpreting the Pearson R, the correlation varied between -1 (a perfect
negative correlation) to 1 (a perfect positive correlation), and the effect size is low if the r varies
around .1 (Cohen, 1998).
Summary
The intention of this study is to examine the mental health and resiliency factors of gifted
and talented students attending high school in a residential setting through universal mental
health screening, as well as to look at the demographics of these students. Because the focus of
this study involves looking at mental health and resiliency factors, two instruments were used to
gather data about students. In addition to the two instruments, demographic information was
gathered from participants. The data were collected using Qualtrics, an online database, and
analyzed using SPSS and spreadsheets.
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Table 1
Sample Size Calculations
Scale

df

Sample #

5

135

5

212

5

84

3

114

3

180

3

119

BYI-2
Gender
Male
Female
Non-binary
Sexual Identity
Heterosexual
Non-heterosexual
Race
Asian
Black/African-American
Hispanic/Latinx
White
Two or more
RSCA
Gender
Male
Female
Non-binary
Sexual Identity
Heterosexual
Non-heterosexual
Race
Asian
Black/African-American
Hispanic/Latinx
White
Two or more
Note. BYI-2 = Beck Youth Inventories – Second Edition, RSCA = Resiliency Scales for Children and Adolescents

CHAPTER FOUR: RESULTS
The purpose of this study was to investigate the mental health and resiliency factors of
gifted and talented high school students participating in an accelerative, residential-based
academic program using two universal mental health screening (UMHS) tools. This study
explored which students, if any, were most at-risk for social and emotional difficulties and which
variables were associated with resiliency. The researcher also examined the differences among
these students living in a residential setting by gender identity, sexual identity, and race to
determine the need for additional screening and/or potential support service development.
Finally, this study explored potential relationships among UMHS inventory subscales to identify
further and understand the at-risk student population and what effect, if any, COVID-19 has had
on student mental health.
Characteristics of the Sample
This study's sample was students in 11th and 12th grade attending an accelerative,
residential-based academic program in the fall of 2020. Students were considered full-time
students and had some experience living on campus during their secondary academic careers. Of
the 652 students attending the residential program, 414 were in 11th and 12th grade at the time of
survey administration. Of the 414 eligible students, four were removed because parental consent
was not given. Of the 410 emailed students, 394 started the survey, with 376 giving consent to
continue. Of the 376 assenting or consenting students, two responded to zero questions, so the
sample size was 374.

Students were not required to answer all questions, and according to the BYI-2 and
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RSCA manuals (Beck et al., 2006, 2007), up to two missing items were admissible for each
scale. Responses with missing scores were estimated by calculating the mean response value
from the other items answered on the subscale. Thus, each subscale's total raw score included the
estimated value for the missing item(s).
Participants were asked to disclose their sex assigned at birth, grade, gender identity,
sexual identity, and race. Table 2 lists the demographic information of respondents. The
participant demographics, such as gender identity, sexual identity, and race, were reduced to
fewer groups due to the limited number of responses in some categories. Gender Identity was
recoded as male, female, or non-binary, including transgender, non-binary, and
genderqueer/gender fluid. Sexual Identity was recoded into a binary variable (i.e., heterosexual
or non-heterosexual) with gay, lesbian, bisexual, pansexual, queer, asexual, and
questioning/unsure included in the non-heterosexual category. Finally, race was recoded as
Asian (including Native Hawaiian or other Pacific Islander), White, Black or African American,
Hispanic or Latinx (including American Indian or Alaskan Native), and two or more races.
The respondent numbers are close to evenly split based on assigned sex at birth, which is
reflective of the student population. The high school's priority is to maintain a balance of male
and female students, so a distribution of approximately half males and females was expected.
Moreover, the school begins each year with the same number of students enrolled. To maintain a
constant enrollment number, each incoming class's size depends on the size of the most recent
graduating class. Thus, the cohorts of students, while similar in size, can vary based on these
factors. There were more juniors than seniors from the students that were emailed, so the
percentages of responses obtained were in alignment with the student population.
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Table 2
Demographics of Respondents
Demographics

n

%

Assigned Sex at Birth
Male
Female

188
186

50.3
49.7

Grade Level
11
12

195
179

52.1
47.9

Gender Identity
Male
Female
Non-binary†

185
173
14

49.7
46.5
3.8

Sexual Identity
Heterosexual
Not Heterosexual††

263
110

70.5
29.5

151
38
40
116

40.4
10.1
10.7
31.0

29

7.8

Race
Asian†††
Black/African-American
Hispanic/Latinx††††
White
Two or more

Note. †includes transgender, non-binary, and genderqueer/gender-fluid
††
includes gay, lesbian, bisexual, pansexual, queer, asexual, and questioning/unsure
†††
includes Native Hawaiian or other Pacific Islander
††††
includes American Indian or Alaskan Native

The largest identifying race from this sample was Asian (40.4%). According to the
racial/ethnic numbers of public schools in the United States, public school students are White
(48%), Hispanic (27%), Black (15%), Asian (5%), two or more races (4%), and Pacific Islander
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or American Indian or Alaskan Native (1%; U.S. Department of Education, 2019). In 2016, 52%
of children in the state where the high school is located identified as White, 25% as Latinx, 15%
as Black, 5% as Asian, and 3% as Multiracial (Voices for Children, 2021). Students identifying
as Asian and Multiracial are overrepresented at this high school, and students identifying as
White, Black/African American, and Hispanic/Latinx are underrepresented. However, based on
the school’s current population, the percentages of these races were anticipated.
Outcomes
In this section, the researcher explores the four research questions related to this study.
Research questions one and two targeted the results from the two selected UMHS tools.
Research question three looks at the correlation between the two selected UMHS tools. The final
research question looks at the cumulative responses pertaining to student mental health
experiences concerning COVID-19.
Research Question 1 (RQ1)
The first research question of this study was, “According to the Beck Youth Inventories-2nd edition (BYI-2), what are the prevalent mental health concerns, if any, that gifted and
talented high school students participating in an accelerative, residential-based academic
program display?” The researcher also examined any differences between the BYI-2 subscale
scores based on three demographic characteristics: gender identity, sexual identity, and race.
BYI-2 Analysis
To answer RQ1 with its three sub-questions, a multi-step process was conducted. The
first step in this process was to look at the reliability factors by looking at internal consistency
reliability. Reliability is the degree of consistency surrounding the data collection and evaluation
process (Wiersma & Jurs, 2009). Internal consistency suggests how strongly items within a

measure correlate with each other (Henson, 2001). One of the more well-known methods of
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evaluating internal consistency reliability is coefficient (Cronbach’s) alpha (Cronbach, 1951).
According to the BYI-2 manual (Beck et al., 2005), Cronbach’s alpha for each of the five
inventories indicated strong internal consistency reliability with values ranging from .91 to .95
for males and females aged 15 to 18. To verify the current sample's internal consistency
reliability, the researcher ran several reliability analyses on the data (see Table 3). According to
the sample data, the five inventories had an internal consistency reliability ranging from .86 to
.95 for females and .93 to .96 for males, which are consistent with the instrument reliabilities
provided in the BYI-2 manual.

Table 3
Alpha Coefficients
Inventory Name

Instrument Reliabilities
n
Male
Female

Sample Reliabilities
n
Male
Female

BYI-2

BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

200
200
200
200
200

.91
.92
.96
.95
.91

.92
.92
.95
.95
.91

368
368
368
368
367

.94
.94
.94
.96
.93

.91
.91
.92
.95
.86

Note. BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept Inventory for Youth, BAI-Y = Beck Anxiety Inventory
for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for Youth, BDBI-Y = Beck Disruptive Behavior
Inventory for Youth

Next, the researcher examined the descriptive statistics for each BYI-2 subscale (i.e.,
means and standard deviations) to compare the sample statistics to the instrument's norms. This

process indicated how the sample differed from the norms. The results, including the sample
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means and BYI-2 norms, are located in Table 4.

Table 4
BYI-2 Descriptive Statistics
Subscale
BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

Instrument
Mean
SD
50.00
10.00
50.00
10.00
50.00
10.00
50.00
10.00
10.00
50.00

Sample
Mean
44.60
58.34
49.43
56.20
46.27

SD
11.24
12.09
9.59
12.32
7.90

Comparison to the Norm
Lower than Average
Mildly Elevated
Average
Mildly Elevated
Average

Note. BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept Inventory for Youth, BAI-Y = Beck Anxiety Inventory
for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for Youth, BDBI-Y = Beck Disruptive Behavior
Inventory for Youth

As previously discussed, the BYI-2 has five inventories: the Beck Depression Inventory
for Youth (BDI-Y), the Beck Anxiety Inventory for Youth (BAI-Y), the Beck Anger Inventory
for Youth (BANI-Y), the Beck Disruptive Behavior Inventory for Youth (BDBI-Y), and the
Beck Self-Concept Inventory for Youth (BSCI-Y; Beck et al., 2005). Additionally, the T-score
for all subscales represents a point on a severity continuum, allowing for comparisons to the
standardized sample. On four of the five inventories (i.e., BAI-Y, BANI-Y, BDI-Y, and BDBIY), the higher the respondent's total score, the more distress the respondent is reporting. For
these four subscales, the normative levels are Average, Mildly elevated, Moderately elevated,
and Extremely elevated. Conversely, a higher score on the BSCI-Y indicates a more positive
self-concept, and a lower score indicates less of a positive self-concept. For this subscale, the

normative levels are: Much lower than average, Lower than average, Average, and Above
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average.
Comparing the sample statistics to the published scale norms, it is evident that the scores
for anger and behavioral concerns (i.e., BANI-Y and BDBI-Y) were within the average range of
the distress continuum. Furthermore, of the measured mental health concerns on the BYI-2,
respondents as a whole reported mildly elevated scores related to anxiety and depression and
lower than average scores related to self-concept. Overall, the descriptive statistics give a general
overview of how this sample compared to the norm, but additional analyses were used to explore
the research questions.
BYI-2 Multivariate Analysis of Variance
Next, the three sub-questions of RQ1 were addressed by running three separate one-way
multivariate analyses of variance (MANOVA). These analyses were conducted to identify
whether students with varying gender identities, sexual identities, or race differed in the
prevalence of mental health concerns for each BYI-2 subscale. To reduce redundancy, the outlier
detection, assumption, and descriptive statistics section was only be presented once. Following
that discussion, the MANOVA results for the BYI-2 subscales based on gender identity, sexual
identity, and race are presented.
Outlier detection. To examine the data for outliers, Mahalanobis Distances were used
with five degrees of freedom, five dependent variables, and an alpha level of .001. Using this
information, the chi-squared critical value was 20.517. After data analysis, the same seven cases,
all of which identified as male, were excluded as outliers for gender identity, sexual identity, and
race. Once the outliers were removed, the final sample size was 367 respondents for each of the
five BYI-2 subscales.

Assumptions. After the removal of cases containing outliers, the non-statistical and

84

statistical assumptions of MANOVA were examined. The non-statistical assumptions (i.e., types
of variables, between-subjects factor, independence of observations, and adequate sample size)
are discussed first, followed by the statistical assumptions.
In this research question, the independent variables of gender identity, sexual identity,
and race were used to examine the effect of change on the dependent variables, the five subscales
of the BYI-2. The independent variables, also known as between-subjects factors, consist of two
or more categorically independent groups. For example, there are three response options for
gender identity, two response options for sexual identity, and five response options for race.
Moreover, there was no relationship between the observations within each group. Lastly, there
were two categories—non-binary for gender identity and Two or more for race—that did not
meet the minimum suggested sample size for an ordinary study, which is 30 participants per
group (see Table 2; Cohen, 1988). It is essential to address the smaller sample sizes as they can
undermine the results' internal and external validity and reliability. The purpose of leaving them
in this study was to add to the minimal published data about these sample groups, specifically
those who are gifted and talented. These discrepancies are discussed in more detail in Chapter
Five, within the interpretation and the limitations sections.
After checking that all non-statistical assumptions had been met, the statistical
assumptions of linearity, multivariate normality, multicollinearity, and homogeneity of variancecovariance matrices were examined. Linearity was tested using SPSS to examine the relationship
between each BYI-2 subscale for each of the following demographics: gender identity, sexual
identity, and race. The researcher examined the scatterplot matrix for each of the previously
stated demographics to determine whether there was a linear relationship among the variables.
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Based on these data, the assumption of linearity was determined to be tenable for four of the five
subsections, with the BDBI-Y lacking a linear relationship.
Next, multivariate normality was tested because it is an underlying assumption that, if
violated, can lead to non-reliable or invalid interpretations and inferences (Pituch & Stevens,
2016). A multivariate normality assumption is more stringent than a single variable, but the
researcher can look for normality on each variable separately as a necessary but insufficient
condition to satisfy multivariate normality (Pituch & Stevens, 2016). One of the best methods for
assessing univariate normality, according to Pituch and Stevens (2016), is to use the ShapiroWilk test of normality, as it has superior performance for small samples (see Table 5).

Table 5
BYI-2 Shapiro-Wilk Test of Normality
Subscale
BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

Statistic
.993
.968
.937
.942
.847

df
360
360
360
360
360

Note. BYI-2 = Beck Youth Inventories – Second Edition,
BSCI-Y = Beck Self-Concept Inventory for Youth,
BAI-Y = Beck Anxiety Inventory for Youth,
BANI-Y = Beck Anger Inventory for Youth,
BDI-Y = Beck Depression Inventory for Youth,
BDBI-Y = Beck Disruptive Behavior Inventory for Youth

Sig
.069
.000
.000
.000
.000

According to the Shapiro-Wilk test, the data for the BSCI-Y were normal, with the other
four subscales deviating from the normal distribution. With sample sizes greater than 50, the
Shapiro-Wilk test becomes sensitive to minor deviations from normality (Razali & Wah, 2011).

Since the Shapiro-Wilk test suggested a significant difference from a normal distribution with
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BAI-Y, BANI-Y, BDI-Y, and BDBI-Y, additional analysis of data occurred by looking at the QQ Plot to determine normality. A few points appeared to be deviating from the expected value,
which could have created the discrepancy. Overall, the data presented in an approximately
straight line, suggesting that normality was reasonably met for all subscales.
The next assumption, multicollinearity, was tested by calculating the bivariatecorrelations between the dependent variables (see Table 6). Correlations need to be between .20
and .90 for this assumption to be met (Tabachnick & Fidell, 2012). A value below .20 means that
correlations are too low and the researcher may need to run separate one-way ANOVAs, whereas
a value above .90 would suggest that the two variables were redundant (Frost, 2020). In the
current study, the bivariate-correlation values ranged from -.211 to .791. The only negative
correlations were between the BSCI-Y and other subscales, suggesting an inverse relationship
between self-concept and mental health and behavioral factors. Since all correlations values were
within the acceptable range, the assumption of multicollinearity has been met.
Finally, homogeneity of variance-covariance matrices was tested using Box’s M test of
equality of covariance. This test is a generalization to determine if the covariance matrices are
equal and uses generalized variances (Pituch & Stevens, 2016). The Box’s M test is sensitive to
nonnormality. Pituch and Stevens (2016) suggested that it is possible to reject the Box’s M due
to a lack of multivariate normality and not because of unequal covariance matrices. Further,
small sample sizes create little power for the test, leading to a potentially non-significant result,
which is not an accurate indication that the covariance matrices are equal (Cohen, 2008).
Conversely, large sample sizes can cause a statistically significant result when one does not exist,
so it is recommended for these issues to use an alpha level of .001 (Hahs-Vaughn, 2016).
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Table 6
BYI-2 Subscale Correlations
Subscale

BSCI-Y

BAI-Y BANI-Y BDI-Y BDBI-Y

BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

1
-.577**
-.454**
-.691**
-.364**

1
.707**
.792**
.408**

1
.685**
.655**

1
.502**

Note. **p < .001; Note. BYI-2 = Beck Youth Inventories – Second Edition,
BSCI-Y = Beck Self-Concept Inventory for Youth,
BAI-Y = Beck Anxiety Inventory for Youth,
BANI-Y = Beck Anger Inventory for Youth,
BDI-Y = Beck Depression Inventory for Youth,
BDBI-Y = Beck Disruptive Behavior Inventory for Youth

1

The Box’s M test for gender identity, sexual identity, and race had a significance value
less than 0.001, suggesting that the assumption is not met and is most likely affected by the
departure from the assumption of normality, as described above. When Box’s M is significant, a
review of each independent variable's log determinants can be performed through a discriminant
function analysis to determine if there was a small or large difference (Brown & Wicker, 2000).
According to Brown and Wicker (2000), log determinants measure the variability of the groups,
and more significant differences in log determinants indicate that groups have different
covariance matrices. Upon observing each of the three independent variables, there was no large
discrepancy among the log determinants, which suggests that they are similar.
After reviewing the log determinants to examine the covariance matrices, the researcher
looked at Levene’s test to determine the variance matrices and confirm that there was no
violation of the homogeneity of variance matrices. According to Levene’s test, the BAI-Y,
BANI-Y, and BDI-Y have a significance of p > .05, which means that equal variances are

assumed. For BSCI-Y and BDBI-Y, the significance was p < .05, which means that equal
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variances are not assumed.
Gender Identity MANOVA for BYI-2
The results (Table 7) indicated a statistically significant difference between the BYI-2
subscale scores based on gender identity, F(10,704) = 8.64, p < .001; Pillai’s Trace = .219. This
means that there is a significant difference between total scores across the three gender identity
groups of male, female, and non-binary for each of the BYI-2 subscales.

Table 7
Tests of Between-Subjects Effects for Gender Identity MANOVA for BYI-2
Dependent Variable

df

F

Sig.

Partial Eta Squared

BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

2
2
2
2
2

26.911
18.962
15.140
18.042
20.217

.000*
.000*
.000*
.000*
.000*

.132
.097
.079
.092
.102

Note: * Statistically significant difference: p < 0.001; BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept Inventory
for Youth, BAI-Y = Beck Anxiety Inventory for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for
Youth, BDBI-Y = Beck Disruptive Behavior Inventory for Youth

To further examine which gender identities significantly differed, a post-hoc analysis was
conducted. Post-hoc comparisons, analyzed using the Scheffe post-hoc test (Table 8), indicated
that the mean score for gender identity compared to all BYI-2 subscales was significantly
different between all genders for BSCI-Y, BAI-Y, and BDI-Y. The largest mean difference was
16.51 between non-binary and male respondents under the BDI-Y. This finding is consistent
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with previous research pertaining to increased levels of depression and suicide with non-binary
youth compared to their male and female peers. For the BANI-Y and BDBI-Y, there was
statistical significance between male and female respondents, as well as between male and nonbinary respondents. There were no statistically significant differences between female and nonbinary respondents in these subscales.

Table 8
Scheffe Post-hoc Test for Gender Identity
Dependent Variable
BSCI-Y
Male
Female
Male
Non-Binary
Female
Non-Binary
BAI-Y
Male
Female
Male
Non-Binary
Female
Non-Binary
BANI-Y
Male
Female
Male
Non-Binary
Female
Non-Binary
BDI-Y
Male
Female
Male
Non-Binary
Female
Non-Binary
BDBI-Y
Male
Female
Male
Non-Binary
Female
Non-Binary

Mean Difference

Std. Error

6.56***
15.27***
8.71**

1.104
2.845
2.84

-5.70***
-14.79***
-9.09*

1.204
3.101
3.103

-4.72***
-7.41**
-2.69

0.932
2.402
2.404

-4.77***
-16.51***
-11.73***

1.224
3.154
3.157

-3.99***
-5.83***
-1.83

0.672
1.731
1.732

Note: *** Statistically significant difference: p < .001, ** Statistically significant difference: p < .01, * Statistically
significant difference: p < .05; BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept
Inventory for Youth, BAI-Y = Beck Anxiety Inventory for Youth, BANI-Y = Beck Anger Inventory for Youth, BDIY = Beck Depression Inventory for Youth, BDBI-Y = Beck Disruptive Behavior Inventory for Youth
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Sexual Identity MANOVA for BYI-2
The results (Table 9) indicate that there was a statistically significant difference between the
BYI-2 subscale scores based on sexual identity, F(5,353) = 20.00, p < .001; Pillai’s Trace = .221.
This means that there is a significant difference between total scores across the two groups of
sexual identity (i.e., heterosexual, non-hetersexual) for each of the BYI-2 subscales.

Table 9
Tests of Between-Subjects Effects for Sexual Identity MANOVA for BYI-2
Dependent Variable

df

F

Sig.

Partial Eta Squared

BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y

1
1
1
1
1

47.644
52.978
32.903
72.514
52.903

.000*
.000*
.000*
.000*
.000*

.118
.129
.084
.169
.129

Note: * Statistically significant difference: p < 0.001; BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept Inventory
for Youth, BAI-Y = Beck Anxiety Inventory for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for
Youth, BDBI-Y = Beck Disruptive Behavior Inventory for Youth
Note

The mean values were analyzed (see Table 10) to further examine the differences
between sexual identities. The mean scores for those identifying as heterosexual suggest fewer
at-risk factors in all BYI-2 subscales compared to non-heterosexual respondents. Heterosexual
respondents had higher scores in BSCI-Y (self-concept and self-worth), with a positive
correlation between scores and self-concept. When looking at the BAI-Y, BANI-Y, BDI-Y, and
BDBI-Y, heterosexual respondents had lower scores when compared to non-heterosexual

respondents. These scales look at anxiety, anger, depression, and behavior, respectively. They
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positively correlated with scores and subscale screening (i.e., increased BAI-Y scores suggest
more risk for anxiety). This finding is consistent with the previous research pertaining to
increased levels of anxiety, depression, and suicide, along with decreased self-concept or selfworth, among non-heterosexual youth compared to their heterosexual peers.

Table 10
Descriptive Statistics for BYI-2 Subscales Based on Sexual Identity
Variable
BSCI-Y
Heterosexual
Non-Heterosexual

n

Mean

Std. Deviation

252
107

46.94
38.66

10.813
9.303

BAI-Y
Heterosexual
Non-Heterosexual

252
107

55.19
64.41

10.934
11.069

BANI-Y
Heterosexual
Non-Heterosexual

252
107

47.35
53.07

8.333
9.316

BDI-Y
Heterosexual
Non-Heterosexual

252
107

52.66
63.39

10.694
11.437

BDBI-Y
Heterosexual
Non-Heterosexual

252
107

44.23
49.42

5.204
8.044

Note: BYI-2 = Beck Youth Inventories – Second Edition, BSCI-Y = Beck Self-Concept Inventory for Youth, BAI-Y = Beck Anxiety Inventory
for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for Youth, BDBI-Y = Beck Disruptive Behavior
Inventory for Youth

Race MANOVA for BYI-2
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The results indicate that there was no statistically significant difference between the BYI2 subscale scores based on race, F(20,1416) = 1.274, p = .186; Pillai’s Trace = .071. Results
indicating no significant differences between the total sample scores across the five racial groups
of Asian, Black/African-American, Hispanic/Latinx, White, and Two or more races for each of
the BYI-2 subscales mean that the strength of these relationships observed in the sample would
more than likely not be observed in the population.
Research Question 2 (RQ2)
The second research question of this study was, “According to the Resiliency Scales for
Children and Adolescents (RSCA), what are the prevalent concerns and identified strengths, if
any, around resiliency that gifted and talented high school students participating in an
accelerative, residential based academic program display?” The researcher also examined any
differences between the RSCA subscale scores based on the three demographic factors of gender
identity, sexual identity, and race.
RSCA Analysis
To test RQ2 with its three sub-questions, a multi-step process was conducted. The first
step in this process was to look at the internal reliability of the instrument. Reliability is the
degree of consistency surrounding the data collection and evaluation process (Wiersma & Jurs,
2009); internal consistency suggests how strongly items within a measure correlate with each
other (Henson, 2001). One of the more well-known methods of evaluating internal consistency
reliability is coefficient (Cronbach’s) alpha (Cronbach, 1951). According to the RSCA manual
(Prince-Embury, 2006, 2007), Cronbach’s alpha for each of the three inventories indicated strong
internal consistency reliabilities with values ranging from .93 to .95 both males and females aged
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15 to 18. This finding was not consistent over all the scales in this age range, as males
demonstrated more stability in the REA scale over time. The researcher ran several reliability

analyses on the data to verify the current sample's internal consistency reliability (see Table 11).
According to the sample data, the three inventories had an internal consistency reliability ranging
from .93 to .94 for females and .95 to .96 for males, which is consistent with the instrument
reliabilities provided in the RSCA manual.

Table 11
Alpha Coefficients
Inventory Name
RSCA
MAS
REL
REA

Instrument Reliabilities
n
Male
Female
200
200
200

.94
.95
.95

.95
.95
.93

Sample Reliabilities
n
Male
Female
366
363
361

.96
.96
.95

.94
.93
.93

Note: RSCA = Resiliency Scales for Children and Adolescents, MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of
Relatedness, REA = Resiliency and Emotional Reactivity

Next, the researcher explored the descriptive statistics for each RSCA subscale (i.e.,
means and standard deviations) to compare the sample statistics to the instrument's norms. This
process indicated how the sample differed from the norms (see Table 12).
As previously discussed, the RSCA has three inventories: Resiliency and the Sense of
Mastery (MAS), Resiliency and the Sense of Relatedness (REL), and Resiliency and Emotional
Reactivity (REA; Prince-Embury, 2006, 2007). Additionally, the T-score for all of the subscales
represents a point on a resiliency continuum, which allows for comparisons with the standardized

sample. On two of the three inventories (i.e., MAS and REL), the higher the respondent's total

94

score, the more a sense of self-efficacy and competency, or a view of interpersonal relationships
as available to the respondent, was reported. These are skills that are viewed as positively
connected to high levels of resiliency. Conversely, a higher score on the REA indicates more
frequent emotional reactivity experiences, which equates to reduced ability to modulate and
regulate this reactivity. The normative levels are Low, Below average, Average, Above average,
and High for these subscales.

Table 12
RSCA Descriptive Statistics
Subscale
MAS
REL
REA

Instrument
Mean
SD
50.00
10.00
50.00
10.00
50.00
10.00

Sample
Mean
SD
46.65
11.37
46.08
10.74
50.05
10.92

Comparison to the Norm
Average
Average
Average

Note: RSCA = Resiliency Scales for Children and Adolescents, MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of
Relatedness, REA = Resiliency and Emotional Reactivity

Comparing the sample statistics to the published scale norms, it is evident that the scores
were within the average range of the resiliency level continuum. Furthermore, it can be
determined that of the measured resiliency factors on the RSCA, respondents as a whole are not
reporting elevated or decreased scores related to mastery, relatedness, or emotional reactivity.
These RSCA indices (see Table 13) may be better suited to look at individually, but the
participants' overall scores are examined for this study. These indices are evaluated on the same
normative scale as above and fall within the average range. The resource index, which looks at
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the level of mastery and relatedness, suggests that the sample is in the 33rd percentile of positive
strengths available. The vulnerability index, which looks at the discrepancy between the REA
and the Resource Index, suggests that the sample is in the 67th percentile of higher personal risk
for prolonged challenges combating negative emotional responses

Table 13
RSCA Index Statistics
Index
Resource
Vulnerability

Raw Score
46.37
3.68

T-Score
46
52

Cumulative Percentages
33.0
67.0

Ranking
Average
Average

RSCA Multivariate Analysis of Variance
Next, the three sub-questions of RQ2 were addressed by running three separate, one-way
multivariate analyses of variance (MANOVA). These analyses were conducted to identify
whether students with varying gender identities, sexual identities, or race differed in the
prevalence of resiliency factors for each RSCA subscale. To reduce redundancy, the outlier
detection, assumption, and descriptive statistics section was only presented once. Following that
discussion, the MANOVA results for the RSCA subscales based on gender identity, sexual
identity, and race are presented.
Outlier detection. To examine the data for outliers, Mahalanobis Distances were used
with three degrees of freedom, three dependent variables, and an alpha level of .001. Using this
information, the Chi-Squared critical value was 16.268. After analyzing the data, the same four
cases were excluded as outliers based on gender identity, sexual identity, and race. All were 12th

graders who were Asian, and three of the four identified as male. Once the outliers were

96

removed, the final sample size was 370 respondents for each of the three RSCA subscales.
Assumptions. After detecting and removing cases containing outliers, the non-statistical
and statistical assumptions of MANOVA were examined. The non-statistical assumptions (i.e.,
types of variables, between-subjects factor, independence of observations, adequate sample size)
are discussed first, followed by the statistical assumptions.
In this research question, the independent variables of gender identity, sexual identity,
and race were used to examine the effect of change on the dependent variables, the three
subscales of the RSCA. The independent variables are nominal, as they are given distinctive
categories. The dependent variables are continuous intervals, as they can be measured along a
continuum and have a numerical value. The independent variables, also known as betweensubjects factors, consist of two or more independent categorical groups. For example, there are
three response options for gender identity, two response options for sexual identity, and five
response options for race.
Moreover, when looking at the independence of observations, there was no relationship
between the observations within each group. Lastly, when looking at the sample size of each
demographic category (see Table 2), there were two categories—non-binary for gender identity
and Two or more for race—that did not meet the minimum suggested sample size for an ordinary
study, which is 30 participants per group (Cohen, 1988). It is essential to address the smaller
sample sizes because they can undermine the results' internal and external validity and reliability.
They were left in this study because there was minimal published data pertaining to these sample
groups, specifically those who are gifted and talented. These discrepancies are discussed in more
detail in Chapter Five, within the interpretation and the limitations sections.

After it was determined that all non-statistical assumptions had been met, the statistical
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assumptions of linearity, multivariate normality, multicollinearity, and homogeneity of variancecovariance matrices were examined. Linearity was tested using SPSS to look at the relationship
between each RSCA subsection for each of the following groups: gender identity, sexual
identity, and race. The researcher examined the scatterplot matrix for each of the previously
stated demographics to determine whether there was a linear relationship among the variables.
Based on these data, an assumption of linearity was determined to be tenable for two of the three
subsections, with REA lacking a linear relationship.
Next, multivariate normality was tested because it is an underlying assumption that, if
violated, can lead to non-reliable or invalid interpretations and inferences (Pituch & Stevens,
2016). A multivariate normality assumption is more stringent than a single variable, but the
researcher can look for normality on each variable separately as a necessary but not sufficient
condition to satisfy multivariate normality (Pituch & Stevens, 2016). One of the strongest
methods to assess univariate normality, according to Pituch and Stevens (2016), is to use the
Shapiro-Wilk test of normality, as it has superior performance for small samples (Table 14).

Table 14
RSCA Shapiro-Wilk Test of Normality
Subscale
MAS
REL
REA

Statistic
.985
.985
.966

df
357
357
357

Note: RSCA = Resiliency Scales for Children and Adolescents,
MAS = Resiliency and the Sense of Mastery,
REL = Resiliency and the Sense of Relatedness,
REA = Resiliency and Emotional Reactivity

Sig
.001
.001
.000

According to the Shapiro-Wilk test, the data for the RSCA subscales deviates from the
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normal distribution. With sample sizes greater than 50, the Shapiro-Wilk test becomes sensitive
to minor deviations from normality (Razali & Wah, 2011). Because the Shapiro-Wilk test
suggests a significant difference from a normal distribution with the MAS, REL, and REA,
additional data analysis occurred by looking at the Q-Q Plot to determine normality. After
analyzing the MAS, REL, and REA data, a few points appeared to deviate from the expected
value, which could be creating the discrepancy. Overall, the data presented in an approximately
straight line, suggesting that normality was reasonably met for all subscales.
The next assumption, multicollinearity, was tested by calculating the bivariatecorrelations between the dependent variables (see Table 15). Correlations need to be between .20
and .90 for this assumption to be met (Tabachnick & Fidell, 2012). A value below .20 means that
correlations are too low and the researcher may need to run separate one-way ANOVAs, whereas
a value above .90 would suggest that the two variables are too closely connected and redundant
(Frost, 2020). In the current study, the bivariate-correlation values ranged from -.458 to .774.
The negative correlations were between the REA and other subscales, which suggests an inverse
relationship between emotional reactivity and resiliency factors. Since all correlation values were
within the acceptable range, the assumption of multicollinearity was met.
Gender Identity MANOVA for RSCA
The results (Table 16) indicate that there was a statistically significant difference between
the RSCA subscale scores based on gender identity, F(6,702) = 9.73, p < .001; Pillai’s Trace =
.153. This means that there is a significant difference between total scores across the three
gender identity groups of male, female, and non-binary for each of the RSCA subscales.
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Table 15
RSCA Subscale Correlations
Subscale
MAS
REL
REA

MAS

REL

REA

1
.774**
-.458**

1
.435**

1

Note. **p < .001; RSCA = Resiliency Scales for Children and Adolescents,
MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of Relatedness,
REA = Resiliency and Emotional Reactivity

Finally, the homogeneity of variance-covariance matrices was tested using Box’s M test
of equality of covariance. This test is a generalization to determine if the covariance matrices are
equal and uses generalized variances (Pituch & Stevens, 2016). The Box’s M test for gender
identity, sexual identity, and race had no significance, with a value of 0.063, suggesting that the
assumption of the homogeneity of variance-covariance matrices was met.
To further examine which gender identities significantly differed, a post-hoc analysis was
conducted. Post-hoc comparisons, analyzed using the Scheffe post-hoc test (Table 17), indicated
that the mean score for gender identity compared to all RSCA subscales was significantly
different between all genders for MAS and REL. The largest mean difference—between nonbinary and male respondents under MAS—was 15.30. There was a statistically significant
difference between male and female respondents for the REA subscale but no statistical
significance between male and non-binary or female and non-binary respondents.
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Table 16
Tests of Between-Subjects Effects for Gender Identity MANOVA for RSCA
Dependent Variable

df

F

Sig.

Partial Eta Squared

MAS
REL
REA

2
2
2

30.572
22.585
10.179

.000*
.000*
.000*

.148
.114
.055

Note. * Statistically significant difference: p < 0.001; MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of
Relatedness, REA = Resiliency and Emotional Reactivity

Table 17
Scheffe Post-hoc Test for Gender Identity
MAS

REL

REA

Dependent Variable

Mean Difference

Std. Error

Male
Male
Female

Female
Non-Binary
Non-Binary

6.56***
15.27***
8.71**

1.104
2.845
2.84

Male
Male
Female

Female
Non-Binary
Non-Binary

5.70***
14.79***
9.09*

1.204
3.101
3.103

Male
Male
Female

Female
Non-Binary
Non-Binary

-3.99***
-5.83***
-1.83

0.672
1.731
1.732

Note: *** Statistically significant difference: p < .001, ** Statistically significant difference: p < .01, * Statistically significant
difference: p < .05; MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of Relatedness, REA =
Resiliency and Emotional Reactivity

Sexual Identity MANOVA for RSCA
The results (Table 18) indicate that there was a statistically significant difference between
the RSCA subscale scores based on sexual identity, F(3,352) = 21.022, p < .001; Pillai’s Trace =
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.152. This means that there is a significant difference between total scores within the two sexual
identity groups of heterosexual and non-heterosexual for each of the RSCA subscales.

Table 18
Tests of Between-Subjects Effects for Sexual Identity MANOVA for RSCA
Dependent Variable

df

F

Sig.

Partial Eta Squared

MAS
REL
REA

1
1
1

56.806
41.887
32.169

.000*
.000*
.000*

.138
.106
.083

Note. * Statistically significant difference: p < 0.001; MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of
Relatedness, REA = Resiliency and Emotional Reactivity

To further examine the differences between sexual identity and how they significantly
differed, the mean values were analyzed (see Table 19). The mean scores for those identifying as
heterosexual suggest fewer at-risk factors in all RSCA subscales compared to non-heterosexual
respondents. Non-heterosexual respondents had higher scores in REA, which looks at emotional
reactivity. There is a positive correlation between scores and frequency of intense emotional
experiences or difficulty coping with feelings. When looking at the MAS and REL, heterosexual
respondents had higher scores when compared to non-heterosexual respondents. MAS looks at
optimism, self-efficacy, and adaptability, while REL explores trust, support, comfort, and
tolerance within relationships. These two scales positively correlate with scores and subscale
screening (i.e., increased scores in MAL suggest increased levels of optimism, self-efficacy, and
adaptability).
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Table 19
Descriptive Statistics for RSCA Subscales Based on Sexual Identity
Variable
MAS
Heterosexual
Non-Heterosexual

n

Mean

Std. Deviation

248
108

49.46
40.44

10.674
9.704

REL
Heterosexual
Non-Heterosexual

248
108

48.15
40.63

10.242
9.707

REA
Heterosexual
Non-Heterosexual

248
108

47.81
54.42

10.054
10.215

Note: MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of Relatedness,
REA = Resiliency and Emotional Reactivity

Race MANOVA for RSCA
The results indicate that there was not a statistically significant difference between the
RSCA subscale scores based on race, F(12, 1056) = 1.33, p = .195; Pillai’s Trace = .045. The results
indicated no significant differences between the total sample scores across the five racial groups
of Asian, Black/African-American, Hispanic/Latinx, White, and Two or more races for each of
the RSCA subscales. The strength of the relationships observed in the sample would more than
likely not be observed in the population.
Research Question 3 (RQ3)
The third research question of this study was, “What is the relationship among the
subscale scores of the BYI-2 and RSCA for gifted and talented high school students participating
in an accelerative, residential-based academic program?”

103

Correlation between BYI-2 and RSCA

To test the relationship among the subscale scores of the BYI-2 and RSCA for gifted and
talented high school students participating in an accelerative, residential-based academic
program, a bivariate (i.e., Pearson product-moment) correlation was conducted (see Table 19).

Table 20
Correlations
Subscale
BSCI-Y
BAI-Y
BANI-Y
BDI-Y
BDBI-Y
MAS
REL
REA

BSCI-Y
1
-.510**
-.352**
-.602**
-.212**
.718**
.693**
-.365**

BAI-Y

BANI-Y

BDI-Y

BDBI-Y

MAS

REL

REA

1
.720**
.793**
.437**
-.533**
-.478**
.547**

1
.710**
.660**
-.420**
-.451**
.646**

1
.531**
-.613**
-.578**
.595**

1
-.252**
-.295**
.478**

1
.785**
-.415**

1
-.379**

1

Note. ** Correlation is significant at the 0.001 level (2-tailed); BSCI-Y = Beck Self-Concept Inventory for Youth, BAI-Y = Beck Anxiety
Inventory for Youth, BANI-Y = Beck Anger Inventory for Youth, BDI-Y = Beck Depression Inventory for Youth, BDBI-Y = Beck Disruptive
Behavior Inventory for Youth, MAS = Resiliency and the Sense of Mastery, REL = Resiliency and the Sense of Relatedness, REA = Resiliency
and Emotional Reactivity

Both positive and negative correlations between the BYI-2 and RSCA subscales were
found to be statistically significant. The lowest correlation was between the BDBI-Y and BSCIY at -.212, and the highest correlation was .793 between the BDI-Y and BAI-Y (Table 20).
Results indicated a strong positive correlation between the BSCI-Y and two of the RSCA
subscales, MAS and REL, suggesting that scores related to self-concept are related to the scores
related to a sense of self-efficacy, competency, or view of interpersonal relationships. There is a
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negative correlation between the BSCI-Y and the REA, which suggests that lower self-concept
scores are connected to increased emotional reactivity.
Research Question 4 (RQ4)
The final research question in this study was, “From the perception of these gifted and
talented students, what effect, if any, has the COVID-19 pandemic had on their mental health
and ability to cope?”
Instrumentation
The researcher added three COVID-19 related questions before the outset of the BYI-2
and RSCA inventories. These questions consisted of topics related to depression, anxiety, and
attention/focus. The questions utilized a 5-point Likert-type scale with response options of
“significantly worse,” “slightly worse,” “no change,” “slightly improved,” or “significantly
improved.” The following questions were asked:
1. During the pandemic, what has happened, if anything, about my feelings or
symptoms related to depression? (e.g., sadness, isolation, loss of appetite, loss of
interest, over/under sleeping).
2. During the pandemic, what has happened, if anything, about my feelings or
symptoms related to anxiety? (e.g., feeling nervous or tense, a sense of impending
danger, panic, or doom, rapid breathing, stomach hurting).
3. During the pandemic, what has happened, if anything, about my ability related to
attention/focus? (e.g., difficulty staying focused, making careless mistakes, easily
distracted, fidgeting, losing track of things).

COVID-19 Data
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The results of the participants’ responses related to COVID-19 are illustrated in Figure 1.
Findings revealed that most of the students who responded to these questions indicated
that their feelings/symptoms related to depression, anxiety, and attention were either slightly or
significantly worse than before the pandemic. Just under three-quarters of respondents (70.6%)
indicated that their focus and attention were worse than before the pandemic. Over half of the
respondents indicated that their symptoms of depression (57.6%) and anxiety (53.1%) were
worse than before the pandemic.
Considering the data collected from respondents regarding the effect that COVID-19 has
had on their feelings of depression and anxiety and their attention and focus, some conclusions
can be suggested. Increased feelings of depression and anxiety likely contributed to an increase
in the BYI-2 scale scores for BDI-Y and BAI-Y. There were lower scores on the BSCI-Y related
to self-concept and ability. Though the RSCA does not look directly at depression, anxiety, and
attention issues, the MAS described optimism, self-efficacy, and adaptability, which could have
been negatively affected by COVID-19. Similarly, the REL looks at comfort with others, and
during the pandemic, people were encouraged to stay home to avoid infection concerns. The
REA scale explored sensitivity and impairment related to emotional reactivity and arousal, and
respondents likely experienced strong emotional responses that created disequilibrium within
their lives. It would be beneficial to rerun the study post-COVID-19 to look at the BYI-2 and
RSCA scores to determine the accuracy of these assumptions.
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Reported Changes due to COVID-19
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Depression
(n = 371)

Anxiety
(n = 369)

Significantly Worse

Slightly Worse

No Change

Attention
(n = 371)
Slightly Improved

Significantly Improved

Figure 1. COVID-19 statistics.

Summary
This study investigated the mental health and resiliency factors of gifted and talented
high school students participating in an accelerative, residential-based academic program using
two UMHS tools. The study included a sample size of 374 participants from 11th and 12th grade.
Descriptive statistics, MANOVAs, and Pearson product-moment correlations were used to
answer the four research questions guiding this study.

In Chapter Five, I discuss the findings detailed in this chapter in more depth. The
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relationship between the results of this study and existing research will be presented. The
researcher will also discuss the limitations of this study and its implications for future research,
school counselors, and administrators.

CHAPTER FIVE: DISCUSSION
Chapter Five includes a summary and a discussion of the findings of this study. The
results of this study are discussed and linked to prior research. The study's limitations are
detailed, and the implications of the study for counselor educators and the counseling profession
are described. Recommendations for future research conclude this chapter.
Purpose of Study
The purpose of this study was to investigate the mental health and resiliency factors of
gifted and talented high school students participating in an accelerative, residential-based
academic program using two UMHS tools. This study looked to identify which students may be
most at-risk for social and emotional difficulties and variables associated with resiliency. This
research also examined the differences among these students by gender identity, sexual identity,
and race to provide information about mental health screening and potential support service
development. Lastly, this study explored potential relationships among UMHS inventory
subscales to further identify and understand the at-risk student population and what effect, if any,
COVID-19 has had on student mental health.
Summary of Results for Research Question One
The results of the descriptive statistical analysis showed that respondents’ overall mental
health for anxiety and depression were mildly elevated, and they had lower than average scores
for self-concept. When exploring the findings for the three MANOVAs to look at answering the
sub-questions regarding gender identity, sexual identity, and race, the data for gender identity
was found to be statistically significant [F(10,704) = 8.64, p < .001; Pillai’s Trace = .219]. Post-hoc
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comparisons indicated that the mean score for gender identity compared to all BYI-2 subscales
was significantly different between all genders for self-concept, anxiety, and depression. BSCIY, BAI-Y, and BDI-Y. For anger and behavioral concerns, there was statistical significance
between male and female respondents, as well as between male and non-binary respondents.
There were no statistically significant differences between female and non-binary respondents in
these subscales.
The data for sexual identity was also found to be statistically significant [, F(5,353) = 20.00,
p < .001; Pillai’s Trace = .221]. The mean scores for those identifying as heterosexual suggest
fewer at-risk factors in all BYI-2 subscales compared to non-heterosexual respondents.
Heterosexual respondents had higher scores in self-concept. When looking at anxiety, anger,
depression, and behavioral concerns, heterosexual respondents had lower scores when compared
to non-heterosexual respondents, meaning less at risk.
The data for race was not found to be statistically significant [F(20,1416) = 1.274, p = .186;
Pillai’s Trace = .071]. Results indicated no significant differences between the total sample
scores across the five racial groups of Asian, Black/African-American, Hispanic/Latinx, White,
and Two or more races.
Discussion of Results for Research Question One
The results are a mixture of expected and surprising, as there is literature that supports the
mental health concerns identified, as well as research about gender and sexual identity, but not
the outcomes of this study regarding race. Similar to the findings of Eren et al. (2018),
respondents to this survey present information that gifted and talented students are at risk
regarding mental health issues, including increased anxiety, both general and around test-taking,
self-confidence issues accompanied by depressive symptoms, and a diagnosis of ADHD (Eren et
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al., 2018). The elevated scores of anxiety and depression with lower scores in self-concept not
only indicate that students within the sample are at risk for these mental health concerns, but that
there is an inverse relationship when looking at mental health factors with self-concept. Beck et
al. (2005) suggest that these data are consistently linked with each other, which states that gifted
and talented students are no different than their peers when looking at trends. Although anger
and behavioral issues were not elevated scores with this sample does not mean that is consistent
across the population of gifted and talented youth (Eren et al., 2018).
When exploring gender and sexual identity from this section, the results are not
surprising, based on the literature that examines mental health issues of gifted and talented
students who identify as part of the LGBTQIA+ community. Data indicated that gender identity
is a relevant factor when looking at the subscales related to self-concept, anxiety, and depression
among all students. Although anger and behavioral concerns were significant between male
students and all other students, it was not significant between female and non-binary students.
This means that male identifying students may be at less risk for developing these factors when
compared to their non-male identifying peers. Though male students may not be as at risk as
their female or non-binary peers related to these factors, research does support that young men
tend to screen more highly on indicators of conduct issues, substance use, and interpersonal
violence when compared to their non-male peers (Rice et al., 2017). This may not carry true with
gifted and talented students, but Rice et al. (2017) do state that young men are prone to social
challenges around self-stigma and shame, toxic masculinity, and overall mental health literacy,
which can be of detriment.
Research that exists looking at the mental health concerns of gifted and talented youth
who identify as non-heterosexual is consistent with this study's findings. Gifted and talented

youth within the LGBTQIA+ community report experiencing isolation, social withdrawal,
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shame, guilt, depression, suicidality, anxiety, and risky behaviors (Peterson & Rischar, 2000).
Overall, youth are coming out earlier than ever before, and because there is less education for
young people regarding gender and sexual identity, there are more incidents of prejudice and
homophobic behaviors documented at younger ages (Poteat & Anderson, 2012). It is necessary
to document that youth who come out are more likely to be victimized by their peers, causing an
increased likelihood of psychological consequences and trauma. Ultimately, these students have
an increased risk of developing mental health concerns because they are not supported or
accepted by family, friends, or society for who they are (Russell & Fish, 2016).
The findings related to race and mental health were surprising based on current research.
According to this study, race was not a significant factor in the mental health areas being
screened. This is inconsistent with the general mental health of youth of color (Alegria et al.,
2011). Further, there is minimal information regarding the mental health of gifted and talented
youth of color due to the inequity built around the system of identifying and developing talent
(Grissom & Redding, 2016; Wright et al., 2017). Students of color are much more likely to
experience microaggressions than their White peers. This ongoing exposure to microaggressions
leads to negative emotional and physical stress, depression, and physical and mental strain
(Stambaugh & Ford, 2014). They also state that these microaggressions can lead to more
avoidance, leading to various forms of isolation, which are precursors to depression (Stambaugh
& Ford, 2014).
Summary of Results for Research Question Two
The results of the descriptive statistical analysis showed that respondents’ overall
resiliency factors were within the average range when compared to the statistical norms. When
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exploring the findings for the three MANOVAs to look at answering the sub-questions regarding
gender identity, sexual identity, and race, the data for gender identity was found to be statistically
significant [F(6,702) = 9.73, p < .001; Pillai’s Trace = .153]. Post-hoc comparisons indicated that
the mean score for gender identity compared to all RSCA subscales was significantly different
between all genders for mastery and relatedness. There was a statistically significant difference
between male and female respondents for the REA subscale but no statistical significance
between male and non-binary or female and non-binary respondents
The data for sexual identity was also found to be statistically significant [F(3,352) = 21.022,
p < .001; Pillai’s Trace = .152]. The mean scores for those identifying as heterosexual suggest
fewer at-risk factors in all RSCA subscales compared to non-heterosexual respondents. Nonheterosexual respondents had higher scores in emotional reactivity, indicating increased
emotional reactivity when compared to heterosexual respondents. When looking at the mastery
and relatedness scales, heterosexual respondents had higher scores when compared to nonheterosexual respondents, meaning increased level of these resiliency factors.
The data for race was not found to be statistically significant [F(12, 1056) = 1.33, p = .195;
Pillai’s Trace = .045]. Results indicated no significant differences between the total sample
scores across the five racial groups of Asian, Black/African-American, Hispanic/Latinx, White,
and Two or more races.
Discussion of Results for Research Question Two
Similar to RQ1, this study’s findings are both consistent and surprising based on current
research regarding which variables are being discussed. Because the overall student sample fell
within the average range for the three resiliency subscales, this data suggests that these students
do not present with at risk factors. When comparing the scores of the subscales pertaining to the
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BYI-2 and RSCA and looking at the elevated and lower than average scores on the various BYI2 scales, it may be that the BYI-2 is a more appropriate screener for overall student wellness than
the RSCA, as the RSCA subscales, some of which are correlated moderately to strongly with the
BYI-2 subscales, did not show any deviations from the norms. Although both of these screening
tools can be used on an individual level with students, using the RSCA to screen overall sample
norms may not be as beneficial. It is relevant to acknowledge that the overall are consistent with
research showing that resiliency factors with gifted and talented students can vary, so outcomes
can also vary. Factors such as belief in self, determination, motivation, extra-curricular activities,
and participation in sports were linked to more successful achievers. One of the more prominent
factors around achievement is positive relationships with others, both peer and with a supportive
adult (Reis et al., 2005).
When exploring gender and sexual identity from this section, again, the results are not
surprising based on the literature that looks at resiliency factors of gifted and talented students
who identify as part of the LGBTQIA+ community. According to Peterson and Rischar (2000),
gifted individuals who identify as gay may have intensified feelings of being different that their
gifted peers because there is an added layer of potential isolation in not feeling supported,
finding compatible partners with equal identities and intellectual ability, and decreased selfesteem. This study’s findings are consistent with research showing that factors related to
resiliency (i.e., high self-esteem, a heightened sense of personal mastery, increased perceived
social support with relationships) are predictive of more positive mental health outcomes for
transgender and non-binary youth (Grossman et al., 2011). Transgender children who had social
support with their transitions showed no elevations in depression and slightly elevated anxiety
relative to the population averages and the control groups, suggesting that social support and

interventions can increase resilience factors (Olson et al., 2016). A majority of individuals
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indicated that engaging with counseling and having positive and healthy relationships with their
counselor helped them open up and sort out their feelings (Peterson & Rischar, 2000). It is
equally as important to reiterate here that youth who feel supported and accepted within their
family and community may not have the same challenges that their peers who lack support
experience.
Similar to RQ1, the findings related to race and mental health were surprising based on
current research. According to this study, there was no statistically significant difference between
the RSCA subscale scores based on race, thus race was not a significant factor in resiliency. Data
from this study may not be consistent with findings from previous youth of color. The challenge
is regarding the lack of research on developing diverse youth of color from a positive
development framework. This is an inequity issue that needs to be addressed in order to
determine how to best support gifted youth of color. The National Center for Education Statistics
(2017) documents that current classrooms are disproportionately filled with White and Asian
students and that bright Black and Hispanic students often get overlooked. This inequity is
similar to the demographics of this study’s sample size, so having defined research on gifted and
talented students of color and resiliency factors needs continued exploration. Something that
points to a potential reason why this data was not significant could be due to the resiliency
factors that youth of color identify compared to how the scales were normed. Some resiliencybased factors not directly included in the RSCA that high-achieving youth of color identify as
beneficial are critical reflection, spirituality, and quality mentoring relationships (Bowers et al.,
2020).

Summary of Results for Research Questions Three and Four

115

Analysis of the bivariate correlation scores of the BYI-2 and RSCA to look at the
relationship of the screening tool’s subscales indicated statistically significant correlations
between subscales, with both positive and negative correlations. Some scores had a strong
positive correlation (e.g., self-concept with mastery and relatedness), and some had a moderate
to strong positive correlation (e.g., anxiety, depression, anger, and behavioral concerns with
emotional reactivity). There was also a moderate negative correlation with some subscales (e.g.,
anxiety, depression, anger, and behavioral concerns with mastery and relatedness). Data suggests
that increased scores around anxiety, anger, depression, and disruptive behaviors are related to
increased emotional reactivity. Per the data, all of these positive correlations are considered
moderate to strong. The four BYI-2 subscales looking at mental health factors were negatively
correlated with the RSCA’s mastery and related subscales, meaning that as mental health
concerns are increased, resiliency skills are decreased.
When looking at the data collected around COVID-19 to answer RQ4, this study’s
findings revealed that most of the students who responded to these questions indicated that their
feelings/symptoms related to depression, anxiety, and attention were either slightly or
significantly worse than before the pandemic. Just under three-quarters of respondents (70.6%)
indicated that their focus and attention were worse than before the pandemic. Over half of the
respondents indicated that their symptoms of depression (57.6%) and anxiety (53.1%) were
worse than before the pandemic.
Discussion of Results for Research Questions Three and Four
Overall, this data are consistent with published research about the BYI-2 and RSCA
(Prince-Embury & Saklofske, 2012). Additional research has suggested that resiliency is
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associated with positive self-concept or self-esteem (Rutter, 1993) and that positive self-concept
and personal resiliency overlap (Prince-Embury & Saklofske, 2012). Previous research has also
suggested that increased resiliency is connected to better mental health (Davydov et al., 2010).
No previous studies have examined the BYI-2 and RSCA subscales’ correlations with
gifted and talented students. Kumar et al. (2010), who studied BYI-2 and RSCA factors among
adolescent psychiatric patients, found similar correlations but conclude that different personal
resiliency profiles should be considered based on treating specific psychiatric inpatient concerns.
In addition, two recent studies, one in the United Kingdom and one in Poland, explored the
correlation between resiliency and mental health factors among adolescent offenders (Gibson &
Clarbour, 2017; Konaszewski et al., 2021). Gibson and Clarbour (2017) examined the BYI-2 and
RSCA, and Konaszewski et al. (2021) examined the Resilience Scale-14 and Kutcher Adolescent
Depression Scale. Both of these studies found similar correlations compared to the sample from
this research with BYI-2 and RSCA and resilience and mental well-being. Ultimately, these
screening tools can be used with gifted and talented students, but there are some limitations
pertaining to psychometric scales to determine validity and cultural bias that will be discussed
later.
As more peer-reviewed research continues to be published about the mental health of
young people, more will be understood about the effect that the pandemic has had on our youth.
Right now, a decrease in the general mental health of children and adolescents has occurred
because of isolation, loneliness, and income reduction within families (Marques de Miranda et
al., 2020). Youth are also more susceptible to increased rates of anxiety, depression, and posttraumatic symptoms (Marques de Miranda et al., 2020). In a recently published article, Duraku
and Hoxha (2020) found that COVID-19’s effect which led to social isolation and remote

learning for gifted and talented students disrupted normal routines and decreased overall
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wellness. Many of the students from their study identified negative effects, such as sleep issues,
isolation, anger, and lack of motivation, which are similar to what this study found. What is
relevant to state related to these statistics is that COVID-19 affected the mental health and wellbeing of respondents, and, in turn, the responses given by the students in this study may have
also been affected.
Limitations
One of the primary limitations of this study includes the circumstances occurring around
the research period. During this research, the world began living through a pandemic (COVID19), which created disturbances in many people's daily functioning. According to the Center for
Disease Control and Prevention (CDC, 2020), pandemics may be stressful, with fear and anxiety
about the disease having the potential to overwhelm and cause strong emotions. The CDC cites
social distancing as having the potential to make people feel isolated and lonely, which increases
stress and anxiety. Initially, this research survey was to be given to participants while they were
living on campus, but the state determined on-campus living to be unsafe. Participants in the
study had experienced living on-campus but were not living at the educational institution at the
time of the survey’s administration. The data captured from the COVID-19 related questions
suggest that increased depressive, anxiety, and attention issues could have influenced the study's
outcomes. There are additional questions that were not asked about the home environment of the
students. The students were not asked about family working conditions, unemployment, limited
space to work, other family members either doing work or school remotely, Internet connectivity
issues, family illness, or losses. Students living in a residential setting away from family can
develop more universal routines across the campus. Living at home can be a unique experience

for each student that could cause disruption. It would be beneficial to gauge the outcomes'

118

reliability and validity by retesting the population upon return to a post-pandemic residential
standing.
A second limitation of this study involves the cross-sectional study design. A crosssectional study is a snapshot of the population based on a sample size, which has strengths and
flaws (Ranganathan & Aggarwal, 2018). The primary weakness is the predictive limitation that
there is generally no evidence of a temporal relationship between exposure and outcome, as it is
not possible to determine which came first (Singh Setia, 2016). Cross-sectional designs are also
prone to bias, with this study having self-reports that could contain responder or social bias
within the responses. (Singh Setia, 2016).
The third limitation of this study is the inventories that were administered to the sample.
According to the manuals, the BYI-2 and RSCA were normed with a sample size of 200
participants. For the BYI-2, this is a relatively small sample size, and there is a limitation around
sufficient psychometric evidence to demonstrate the reliability of both severity and change over
time (Bose-Deakins & Floyd, 2004). Bose-Deakins and Floyd (2004) also noted that there are no
validity indices, such as a lie scale, that there is a lack of item analysis to detect cultural bias for
students of diverse ethnic backgrounds, and that the ability of the inventories to discriminate
between children with and without emotional and behavioral problems or the different types of
emotional or behavioral problems are weak or absent. Prince-Embury and Saklofske (2014)
addressed the need for additional research to replicate the findings given the study's ongoing,
exploratory nature. They address the cultural implications around using the RSCA in diverse
populations but, as with the BYI-2, there is no lie scale to validate the indices.
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The last limitation is regarding the sample size totals for some of the data. Ideal sampling
sizes were not met in this study for respondents identifying as non-binary under gender identity
and Two or more under race. This data was left in because of its importance to continued
research regarding inclusivity and equity. Because of the disproportionate size among some of
the samples, the outcomes of this study should be looked at cautiously. Continued research in
this area will hopefully provide some validity and reliability to this data.
Implications for Counselors and Future Research
Although MTSS was not the primary focus of the research study, the use of UMHS, an
MTSS Tier 1 intervention, as a tool to screen for mental health and resiliency factors was a
primary focus. Previous literature indicates that MTSS Tier 1 interventions within the
educational system had various potential benefits on student behavioral health and academic
outcomes (Kase et al., 2017). To date, the published work on MTSS Tier 1 programming has
looked at traditional K-12 schools, mental health treatment programming, and transitioning back
to traditional schools, alternative schools, and within the juvenile justice system. This study is
significant because it is the first to collect MTSS Tier 1 data around universal mental health
screening with gifted and talented students who live in a residential setting.
On a broad level, this data can assist school mental health providers with some
knowledge of the mental health and resiliency factors their gifted and talented students may be
experiencing. Developing mechanisms to assist staff with early identification of student concerns
can allow for support staff to construct individualized interventions for the student population.
This includes, and is not limited to, the entire student body’s needs, each specific grade level’s
needs, and then the one-on-one needs of each student. This is why all schools would are

encouraged to consider UMHS, as it is a focused needs assessment that can provide valuable
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feedback on both overall student needs as well as individual student concerns.
Because there are a handful of residential high schools working with gifted and talented
students, this study can provide some guidance and data around what support staff can do to
support student wellness. Aside from residential high schools, this data may be of use for highly
academic universities or Honors colleges to consider how to learn more about incoming student
mental health and what their student population may need pertaining to broad and more focused
support services.
Additionally, when working with high achieving students and their families, it is
necessary to keep culture at the forefront of one’s data collection and intervention
implementation. Currently, stigma affects individuals of color and marginalized communities
(Gary, 2005), which can prevent students of color from engaging in conversations around mental
health. Gary (2005) coined the term “double stigma,” which is a proposed concept that intersects
the prejudice and discrimination of someone’s racial identity and mental illness. Culture can go
beyond race, as it can encompass gender, sexuality, religion, ability, and more. It is imperative
for counselors to consider these factors when discussing UMHS or mental health topics with
their administration, staff, students, and community members.
On a more specific level, school mental health providers and clinical counselors,
specifically those at residential academies, working with gifted students may find the results of
this study useful for continued research or development of intervention programming. According
to the information synthesized in this study, intervention programming from an overall Tier 1
level would include education on depression, anxiety, and self-concept development for the
entire community. It would also be beneficial to explore data-driven programming that focuses

on teaching resiliency-based skills, especially focusing on gender and sexual identity. These
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could be large format discussions that start with a quick lecture and presentation and then have
smaller processing groups with each grade level, a curriculum given in segments to students
during their classes, or, for residential schools, topics led by counseling staff infused with
residential life curriculum. Information included in student orientation is an additional option, as
well as developing campus-wide community events such as wellness assemblies or student
organizational groups discussing mental health and wellness. If possible, having educators
incorporate these topics within the student curriculum would reinforce the information to
students.
Counselors should also consider developing small counseling groups with Tier 2 at risk
students, which run for six to eight weeks and allow students to talk about mental health
challenges or how do develop resiliency skills (Bailey, 2011). Those working directly with gifted
and talented students in a residential school may find that this study's results help explain the
everyday social and emotional challenges students may face, especially factors around resiliency.
The results may help them determine how students' various backgrounds or identities can affect
the transition to on-campus living and community integration, especially in light of the COVID19 pandemic.
School counselor educators can use this study within teaching and training programs to
discuss two areas: (a) special populations of students and (b) practical implementation of MTSS
in a unique setting not addressed in previous school counselor education and curriculum.
According to Colangelo and Wood (2015), most counselors-in-training graduate from CACREP
accredited institutions and are not required to take classes to prepare them for working with
gifted and talented youth. School counselor educators can also educate future school counselors
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to recognize a potential gifted and talented student, common concerns these students may face,
and how to collect and use data to drive the development of Tier 2 and 3 interventions with this
unique population of students.
This study has some implications for future research. Because it is the first empirical
study of its kind, its data can serve as a starting point for continued research around UMHS with
specialized populations and program or intervention development to explore effect and
effectiveness after administration. The data can also be used to look at specific factors around
mental wellness and resiliency that can affect how staff are trained to work and support student
wellness or better support students from various backgrounds as they transition to a residential
setting. Part of this residential transition can extend past secondary education to allow postsecondary based institutions to consider how to best support their academically talented students.
Based on some of the limitations discussed, repeating this study during a non-pandemic
situation would be of benefit in order to look at determining the validity and reliability of this
data. In addition, because some of the scales do not take into account norms outside of male and
female to score and interpret, the development of a culturally inclusive screening tool which
looks at both positive and negative mental health and resiliency factors for all identities and
races, with psychometric indicators for deception and bias is needed. It is also important to
continue to publish research that does not stigmatize students who identify as transgender, nonbinary, genderqueer, gender fluid, gay, lesbian, bisexual, pansexual, queer, asexual, or are
questioning/unsure.
Overall Summary
The current study was the first known quantitative study to explore the mental health and
resiliency factors of gifted and talented students participating in an accelerative, residential
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program. The overall results indicated that the gifted and talented students living in a residential
setting focused on accelerative learning are at risk for developing mental health concerns related
to depression, anxiety, and self-concept. Students who are part of marginalized communities
related to identity, both gender and sexual, are at an increased risk of depression, anxiety, anger,
behavioral concerns, and self-concept issues. These students are also in potential need for
increased development of resiliency skills to improve self-efficacy, develop trust and support
with others, and reduce reactional sensitivity to emotional responses while improving the time
needed to recover from emotional experiences.
Findings revealed that most students who responded to questions about their feelings
related to depression, anxiety, and attention during COVID-19 said that their experiences were
worse, to some degree. This revelation is relevant for school mental health workers who support
students because it can help them determine how to discuss topics around sadness, isolation,
worry, fear, and focusing. All of these factors can significantly impact student achievement and
overall wellness. The more long-term implications of COVID-19 are unknown, but the lack of
daily structure, access to mental health services, potential losses (i.e., family unemployment,
death), and social isolation are likely to have some adverse effects on youth development and
functioning. It may be relevant for school staff to treat the pandemic as a traumatic event for
students and consider some trauma-based support for their community.
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times. If your project will continue beyond the above date, or if you intend to make modifications to the
study, you will need additional approval and should contact the Office of Research Compliance, Integrity,
and Safety for assistance. In addition, you are required to promptly report to the IRB any injuries or other
unanticipated problems or risks to subjects or others.
Please note that the IRB has the prerogative and authority to ask further questions, seek additional
information, require further modifications, or monitor the conduct of your research and the consent
process.
Informed Consent:
Unless you have been approved for a waiver of the written signature of informed consent, this notice
includes a date-stamped copy of the approved consent form for your use. NIU policy requires that
informed consent documents given to subjects participating in non-exempt research bear the approval
stamp of the NIU IRB. This stamped document is the only consent form that may be photocopied for
distribution to study participants.
If consent for the study is being given by proxy (guardian, etc.), it is your responsibility to document the
authority of that person to consent for the subject. Also, the committee recommends that you include an
acknowledgment by the subject, or the subject's representative, that he or she has received a copy of the
consent form.
You are responsible for retaining the signed consent forms obtained from your subjects for a
minimum of three years after the study is concluded.

Continuing Review:
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Continuing review of the project, conducted at least annually, will be necessary until data collection is
complete and you no longer retain any identifiers that could link the subjects to the data collected. Please
remember to use your protocol number (XXXX-XXXX) on any documents or correspondence with the
IRB concerning your research protocol.
Closing the Study:
Please note that a final report submission should be created in the record in lieu of an annual
continuation form if data collection has ended and the data are free of identifiers. The final report is a
separate submission form in the list of options in the InfoEd record, and it may be submitted prior to the
annual review deadline.
With all of this said, the IRB extends best wishes for success in your research endeavors!

