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ABSTRACT 

The Screen for Child Anxiety Related Emotional Disorders (SCARED) is a commonly 

used instrument that evaluates anxiety symptoms in children and adolescents.  The aim of 

this study was to evaluate the validity and reliability of the SCARED on a Native 

American child and adolescent population. A total of 236 children aged 8 to 18 

participated in the study. Results suggest the SCARED total score has excellent internal 

consistency, and subscales demonstrated moderate to good internal consistency. The five 

factor and hierarchical models fit the data, and AIC and BIC results indicated the 

hierarchical model best fit the data. Gender differences indicated girls reported higher 

levels of anxiety symptoms compared to boys, and convergent validity was established 

between the SCARED and Spence Children's Anxiety Scale. Findings suggest the 

SCARED is a valid tool to use when identifying Native American children and 

adolescences at-risk for developing anxiety disorders.  
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CHAPTER 1 

INTRODUCTION 

 The amount of research on anxiety in Native American youth is scarce. Kenny 

and Thierry (2014) used data from the 2009-2010 National Survey of Children with 

Special Health Care Needs (CSHCN) database to estimate prevalence rates of mental 

health disorders for American Indian/Alaskan Native (AIAN) youth aged birth to 17 

years.  The definition of special health care need included children with medical, 

behavioral, or other conditions that lasted over a year or was expected to last over a year. 

Prevalence rates for anxiety/depression, communication, behavior problems, and 

respiration problems were significantly higher in AIAN populations with special health 

care needs compared to White youth with special health care needs (Kenny & Thierry, 

2014). Specifically, 56.7% of AIAN youth experienced anxiety/depression compared to 

43.6% of White youth (Kenny & Thierry, 2014, p. 2075). 

 Among adults, Brave Heart et al. (2016) used the 2001-2002 National 

Epidemiologic Survey on Alcohol and Related Conditions (N = 43,093, AIAN n = 701) 

to determine prevalence rates for a heterogeneous sample of AIAN adults. Prevalence 

rates were higher in AIAN men (n = 314, AIAN men: 18.5%, White men: 13.75; odds 

ratio = 1.42, p < .05,) and women (n = 387, AIAN = 31.1%, White = 22.8%, odds ratio = 

1.53, p < .05,) compared to White men and women for any anxiety disorder (p. 1038). 

When socioeconomic status was statistically controlled only AIAN women continued to 

have significantly higher prevalence rates compared to White women (odds ratio = 1.40, 

p < .05, p. 1028). AIAN women reported higher prevalence rates for panic disorder 

(women = 14.76%, men = 3.94%), social anxiety (women = 10.4, men = 6.24%), specific 
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phobia (female = 15.6, men= 7.86 %), and generalized anxiety disorder (female = 7.8%, 

men = 4.6%) compared to AIAN men.  

 Differences between prevalence rates for Native Americans and White 

populations are attributed to several factors.  Social, political, cultural, and historical 

dynamics have impacted Native Americans’ mental health since colonization (West, 

Williams, Suzukovich, Strangeman, & Novins, 2012). In the U.S. educational system, 

Native Americans have experienced forced assimilation with the mandate of involuntary 

participation of boarding schools since the early 1600s (Swan & Sanitorium, 2013; 

Trimble, 1990). Between 1819 and 1878, most boarding schools were Church-run 

schools funded by the federal government to serve Native American students near 

reservations (Native American Rights Fund, 2014). In an increased effort to eradicate 

cultural practices and beliefs, boarding schools became more militant and moved away 

from reservations to limit cultural influences (Wilbur, Corbett, & Drisko, 2016).  In 1860, 

the first boarding school for Native American youth was opened by the U.S. Bureau of 

Indian Affairs (BIA). Boarding schools aimed to assimilate Native American students by 

isolating children from their families/tribes, and strictly enforcing Eurocentric regulations 

on food, clothing, hairstyles, religious practices, and language (Wilbur et al., 2016). 

Students who attended boarding schools experienced poor heath, exposure to diseases, 

and abuse due to a poor diet, close living confinement, filth, poor health care, and neglect 

(West et al., 2012; Wilbur et al., 2016).  These boarding schools negatively influenced 

the "quality of parent-child interactions across generations and contributed to unresolved 

grief, depression, and increased prevalence of substance abuse" (Brave Heart et al., 2016, 

p. 1043).  
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 In 1975, the Indian Self-Determination and Education Assistance Act (P.L. 93-

638) was passed, which granted federally recognized tribes the authority to contract with 

the BIA, to help determine suitable education programs for Native American students, 

transitioning away from boarding schools. Later in 1978, The Education Amendments 

Act (P.L. 95-561) led to the establishment of tribal schools, as funds were now directly 

provided to tribally operated schools, local hiring was permitted, and Indian school 

boards were empowered. Currently, the Bureau of Indian Education (BIE) oversees 183 

schools of which 130 are tribally controlled (Bureau of Indian Education, 2017).  

 Additionally, historical trauma stemmed from federal legislation enacted in the 

1950s and 1960s which promoted voluntary relocation of Native Americans to urban 

settings.  The legislation was designed to encourage economic opportunities through job 

trainings and employment placement, which resulted in a large migration from 

reservations to urban settings (Witko, 2006). However, government support was limited 

and poorly structured resulting in unemployment, poverty, and social/cultural isolation 

from tribal communities (Witko, 2006).  Clark and Witko (2006) suggested migration to 

urban areas set Native Americans up for failure as they faced oppression, racism, and 

unemployment without social support from their tribal communities. Furthermore, it was 

not until 1979 when the American Indian Religious Freedom Act (AIRFA) was passed 

that Native Americans received rights to exercise traditional and cultural practices. 

Experiences with overt or covert racism, discrimination, and high mortality rates are 

factors thought to have contributed to higher anxiety prevalence rates among Native 

Americans (Manson, Beals, Klein, Croy, & Team, 2005; Trimble, 1990).  
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 Literature also suggests assessment tools may be another potential factor for the 

over or under identification of anxiety among Native Americans. The lack of research 

conducted on Native American populations provides little to no evidence that screening 

tools and diagnostic instruments are valid on Native American populations and may in 

fact contribute to differences seen in anxiety prevalence rates (Ritscher, Struening, 

Hellman, & Guardino, 2002). To accurately measure psychological functioning in 

specific cultural contexts, it is important to use valid and reliable measures (Zvolensky, 

McNeil, Porter, & Stewart, 2001). One way to address measurement concerns is to 

evaluate the utility of a measure with a specific culture.   

 In the United States, anxiety and other mental health disorders are defined in the 

Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American 

Psychiatric Association. The DSM provides diagnostic criteria for the classification of 

mental health disorders. Criticism related to Euro-American bias related to the creation 

and revision of the DSM has been debated in the literature (De Coteau, Anderson, & 

Hope, 2006). Various studies have suggested mental health problems, such as anxiety, 

may be conceptualized differently in Native American populations (De Coteau et al., 

2006; Ritsher et al., 2002). De Coteau et al. (2006) argue specific differences in 

communication style and worldview may impact the clinical presentation of anxiety 

resulting in inaccurate diagnosis. Furthermore, the concept or operational definition of 

anxiety may have different interpretations for Native Americans. For example, Native 

Americans may express emotional distress in ways that are not consistent with the 

majority culture because physical complaints and psychological concerns are not always 

distinguished (National Alliance on Mental Illness, 2009).  



Texas Tech University, Katie Runyon, May 2018 

 5   
 

Impact on the Educational System 

 In the 2010 census, approximately 5.2 million individuals identified as AIAN 

(U.S. Census Bureau, 2006). Of these 5.9 million individuals, 2.9 million identified 

AIAN as their only racial identity (U.S. Census Bureau, 2006) while 2.3 million 

individuals identified with two or more ethnicities including AIAN (U.S. Census Bureau, 

2011). The U.S. Census (2011) revealed AIAN youths are one of the fastest growing 

populations with a 39% increase since the last census. The increase in AIAN youth 

highlights the importance of increasing competence among school professionals that will 

serve AIAN populations. Especially since 78% of individuals identifying as AIAN 

reported living in urban or suburban communities (U.S. Census Bureau, 2011), and over 

90% Native American youth attend public schools (Bureau of Indian Education, 2017).  

  It is common for Native Americans not living on a reservation to remain 

unidentified (or invisible) in education settings because integration with other ethnic 

groups (e.g. adopted surnames) may lead to mis-identification or grouping with other 

minority ethnicities (Robinson-Zanartu, Butler-Bryd, Cook-Morales, Dauphinais, 

Charley, & Bonner, 2011). This is problematic because Native American youth not only 

have higher anxiety rates, but also higher school dropout and  suicide rates compared to 

other minority groups (Lemstra,  Rogers, Moraros,  & Grant, 2013). It is important to 

identify students as Native American so culturally sensitive interventions can be 

implemented.  

Native American culture varies from other ethnic minority groups because of 

specific customs and practices within tribal groups, and because of differences in 

historical trauma.  Identification is also important because it will allow mental health 
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professions opportunities to culturally modify existing treatments to match tribal 

practices to enhance treatment effects. Kinsey and Reed (2015) modified Dialectic 

Behavior therapy (DBT) for the Suquamish community by developing a program called 

Healthy and Whole. After working with tribal members, health care professionals 

provided modifications allowing for the self-identification of problems (without formal 

diagnosing), diffusing services throughout the community (instead of centralized services 

in a clinic), and clinicians roles changed from being authoritative to facilitative (Kinsey 

& Reed, 2015).  

 Accessing mental health services is a challenge for Native Americans who reside 

in communities with limited resources (Carter et al., 2012). Transportation, cost, and 

stigma are other factors that prevent youth from receiving services. Given these barriers, 

schools are common avenues for accessing mental health services (Farmer, Burns, 

Phillips, Angold, & Costello, 2003; West et al., 2012).  Mental health professionals in the 

school setting, including school psychologists, are in a unique position to identify and 

assist students with anxiety. For example, school psychologists have specific training 

(e.g. psychoeducational assessment, direct intervention, consultation, progress 

monitoring, response to intervention), and possess the skill set to evaluate child and 

adolescent anxiety and ensure research-based interventions are implemented (Wnek, 

Klein, & Bracken, 2008). Therefore, assessing child and adolescent anxiety within the 

school setting can potentially address the unmet needs of Native American youth.  

One flaw in assessing youth in the school setting relates to the over identification 

of Native American youth represented in special education (Faircloth & Tippeconnic, 

2010; National Center for Education Statistics, 2008). Nationally, 11.9% of AIAN youth 
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received special education services (U.S. Department of Education, 2003), when only 

1.7% of the population identified as AIAN (U.S. Census Bureau, 2012). In a study 

conducted on Native American fourth and eighth graders, Native American youth were 

disproportionally placed in special education (SPED) compared to non-native peers; for 

instance, of 4th graders, 17% were placed in SPED, of 8th graders, 15% were placed in 

SPED; whereas, of non-native students, 9% were placed in SPED (Stancavage, Mitchell, 

Bandeira de Mello, Gaertner, Span, & Rahal, 2006). Findings also indicated schools with 

lower Native American youth enrollment percentages (fewer than 25%) identified 

significantly more Native Americans as having a disability compared to schools with 

higher enrollment numbers (Stancavage et al., 2006).  One possible cause for the 

disproportion of Native American youth in special education may be due the use of 

screening tools and diagnostic instruments that have limited to no evidence of being 

culturally sensitive to a Native American population (Ritscher et al., 2002). 

Although schools may be the ideal setting to identify and assist students with 

emotional distress, cultural training and identification of culturally sensitive diagnostic 

tools are needed. A nationally distributed survey to school psychologists reported school 

psychologists felt under-trained and under-prepared to service Native American youth 

(Robinson-Zanartu et al., 2011). Low levels of competence reported by school 

psychologists coupled with limited research published on Native American youth 

populations is distressing when high prevalence rates of anxiety plague Native Americans 

(Robinson-Zanartu et al., 2011).  
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Assessment Tools 

To ensure the use of prevention and intervention methods practitioners need to 

focus on early identification of anxiety. Before the identification of child and adolescent 

anxiety takes place, the psychometric properties of the instruments measuring anxiety 

need evaluation to ensure adequate evidence of their reliability and validity. Although 

structured diagnostic interviews are the gold standard for identifying mental health 

disorders they are not practical screening tools due to the amount of time and training 

required for administration (DeSousa, Salum, Isolan, & Manfro, 2013). Initially designed 

for clinical populations, the Screen for Child Anxiety Related Emotional Disorders 

(SCARED) has been commonly used in school settings to measure anxiety in child and 

youth populations (Arab, El Keshky, & Hadwin, 2016). Advantages of the SCARED over 

other screening tools include its use of multiple informants, ability to discriminate 

between types of anxiety, its free availability, and the inclusion of a school anxiety 

subscale.  

Unlike commonly used anxiety measures in the school setting (e.g., RCMAS, 

Reynolds & Richmond, 2008; MDC-I, Berndt & Kaiser, 1996), the SCARED is a multi-

informant assessment that contains parent and self-report questionnaires. The use of 

multiple informants (e.g. parent, child) is the preferred method for assessing childhood 

emotional disorders (Boyd, Ginsburg, Lambert, Cooley, & Campbell, 2003). It provides a 

comprehensive picture of the individual. Multiple informants increase comprehension of 

a child's mental state because environmental contexts impact the absence or presence of 

certain symptoms (De Los Reyes & Kazdin, 2004).  
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The value of the SCARED also comes from its ability to distinguish between 

types of anxiety (e.g. social anxiety, generalized anxiety etc.). This is a distinguishable 

factor since a majority of screeners have been developed to assess global and 

unidimensional anxiety symptoms in children (Muris, Merckelbach, Mayer, van Brakel, 

Thissen, Moulaert, & Gadet, 1998). The ability to discriminate between types of anxiety 

increases the likelihood of implementing an intervention that will directly target the 

function of anxiety, resulting in an efficient use of time and resources because 

appropriate research-based interventions will  match specific student needs.   

 Currently there are two other child and adolescence screening tools that rival the 

SCARED based on multiple informant and anxiety discrimination capabilities: The 

Multidimensional Anxiety Scale for Children-Second Edition (MASC-2, March, 2013), 

and Spence Children's Anxiety Scale (SCAS, Spence, 1997). The disadvantage of the 

MASC-2 compared to the SCARED and SCAS is its cost. Unlike the MASC-2, the 

SCARED and SCAS are freely available online. Funding, resources, and time are 

common barriers mental health professions encounter, making it essential to choose 

assessment tools that will be financially beneficial and effective to ensure appropriate 

interventions and resources are used to support student needs.  Unlike the MASC-2, the 

SCARED and SCAS are translated in over 10 languages increasing their value for bi-

lingual evaluations (Arab et. al., 2016; Orgiles, Fernandez-Martinez, Guillen-Riquelme, 

Espada, & Essau, 2016). Compared to the SCARED, the MASC-2 and SCAS have a 

smaller research base suggesting the SCARED has more evidence of being a valid and 

reliable measure on child and adolescent populations (Orgiles et al., 2016).  
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Unlike the SCAS, the SCARED includes a school anxiety subscale. Although 

school anxiety is not a formal diagnosis within the DSM, it is commonly experienced in 

school settings and warrants attention. Overall, when considering the multi-informant 

component, inclusion of a school anxiety subscale, strong research base, and its free 

availability, the appeal of the SCARED increases.   

Although the SCARED has been used worldwide (Arab et. al., 2016), a majority 

of the studies have been conducted with White samples (Birmaher, Khetarpal, Brent, 

Cully, Balach, Kaufman, & Neer, 1997). This is problematic as the factor structure 

obtained from White populations may not be appropriate for other ethnic/racial groups 

(Carter, Miller, Sbrocco, Suchday, & Lewis, 1999). Research has substantiated this 

hypothesis as studies consisting of higher percentages on non-White samples report 

varying factor structures (Su,Wang, Fan, Su, &  Gao, 2008). For instance, studies with 

higher percentages of minority groups typically found the somatic/panic subscale for the 

SCARED varied across ethnic groups (Su et al., 2008) and suggested anxiety symptoms 

may also vary in Native American populations.  
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CHAPTER II 

LITERATURE REVIEW 

Chapter II presents the review of the literature on the anxiety assessment tool 

called the SCARED. The following sections will be presented: 1) theoretical framework 

of the development of anxiety, 2) conceptual framework of anxiety, 3) factor structure 

and psychometric properties of the SCARED, 4) cultural considerations to take into 

account when administering the SCARED, and 5) a review of current anxiety measures 

validated on Native American populations.  

Theoretical Framework of the Development of Anxiety 

 Barlow's (2002) triple-vulnerability model of anxiety posits generalized 

biological, generalized psychological, and specific psychological vulnerabilities are 

contributing risk factors for the development of anxiety disorders.  General biological 

vulnerabilities consist of genetically based temperament characteristics. Neuroticism and 

extraversion are genetically linked characteristics that are associated with heightened 

levels of anxiety (Brown & Naragon-Gainey, 2013). General psychological vulnerability 

refers to a person's sense of unpredictability and lack of control over life events and 

emotional states (Brown & Naragon-Gainey, 2013). This includes perceived beliefs (e.g. 

lack of control) that make a person vulnerable to developing anxiety in general. This 

vulnerability is influenced by parenting styles that inhibit a person's coping strategies 

which over time forms a person's perceived control over stressors and emotional distress. 

Finally, specific psychological vulnerability includes specific beliefs that make a person 

vulnerable to a particular anxiety disorder (Barlow, 2002). For example, a person 
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becomes more vulnerable to panic disorder if they hold a belief that certain physical 

sensations are dangerous. 

Conceptual Framework of Anxiety 

 In 1966, Spielberger outlined a conceptual framework to better understand 

anxiety by distinguishing trait anxiety from state anxiety. Trait anxiety is a stable 

condition related to a person's personality which predisposes them to respond to 

threatening situations in certain ways. State anxiety is a transitory emotion influenced by 

an individual's perception of harm or threatening situations. Spielberger's conception of 

state-trait anxiety examines an individual's global level of anxiety and each type of 

anxiety is considered unidimensional (Spielberger, 1966; Muris, Merckelbach, van 

Brakel, Mayer, & van Dongen, 1998). Screening tools designed to measure state-trait 

anxiety do not correspond to diagnostic criteria for anxiety.  

 Anxiety disorders are diagnosed using the Diagnostic and Statistical Manual of 

Mental Health Disorders, 5th edition (DSM-5, American Psychiatric Association, 2013).  

To be diagnosed with an anxiety disorder a person must meet criteria outlined for a 

specific disorder. Although the DSM is categorical in nature, evidence suggests there are 

strong correlations between DSM diagnostic criteria and state-trait anxiety. Muris, 

Merckelbach, van Brakel, et al. (1998) found symptoms of DSM anxiety disorders 

positively related to levels of trait and state anxiety. Children who more frequently 

reported anxiety symptoms held higher levels of state and trait anxiety. Muris, 

Merckelbach, van Brakel, et al., (1998) also found symptoms of GAD and SAD 

correlated higher with both trait and state anxiety, indicating GAD and SAD symptoms 

may cause more hindrance in normally developing children. Furthermore, in factor 
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analytic studies, anxiety symptoms among normal functioning children clustered into 

factors consistent with anxiety disorders found in the DSM (Arab et al., 2016; Spence, 

1997). Assessing child anxiety globally and using unidimensional assessment tools may 

limit diagnostic procedures that rely on DSM-5 criteria (Muris, Merckelbach, Mayer et 

al., 1998).  

 The SCARED (Birmaher et al., 1997) was developed as a screening tool for 

childhood anxiety disorders. Scale items were developed based on anxiety classifications 

found in the DSM-IV (American Psychiatric Association, 1994). The original version of 

the SCARED (versions consisting of 38 and 41 items) specifically created items based on 

symptoms related to generalized anxiety disorder (GAD), separation anxiety disorder 

(SAD), panic/somatic disorder(PD), social anxiety disorder (SA), and school avoidance 

(ScA).  Defining features of anxiety disorders include excessive fear about a real or 

perceived threat and anxiety related to the anticipation of a future threat (American 

Psychiatric Association, 2013).  

Although co-morbidity among anxiety disorders occurs, specific anxiety disorders 

are distinguishable by the type of objects or situations that induce anxiety or avoidant 

behaviors and the cognitive ideation associated with those fears (American Psychiatric 

Association, 2013). For example, persistent and excessive worry about various domains 

are key features of GAD (Higa-McMillan, Francis, & Chorpita, 2014). Physical 

symptoms such as restlessness, fatigue, difficulty concentrating, irritability, muscle 

tension, and sleep disturbance are also associated with GAD. Youth diagnosed with GAD 

display higher prevalence rates of SA, SAD, and specific phobias (Higa-McMillan et al., 

2014).   
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PD includes sudden panic attacks and persistent fear of future panic attacks that 

may lead to maladaptive behavior changes to assuage fear and anxiety symptoms 

(American Psychiatric Association, 2013). In clinical samples, higher co-morbidity rates 

are found with SAD (89%), major depression (50%) and GAD (86%; Higa-McMillan et 

al., 2014, p. 358).  Evidence suggests children diagnosed with SAD are at risk for 

childhood-onset panic disorder (Higa-McMillan et al., 2014). 

SAD involves persistent fear or anxiety revolving around situations related to 

being separated from an attached figure (American Psychiatric Association, 2013). 

Unlike other anxiety disorders, prevalence rates decrease from childhood through 

adolescent (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003), and seven years old is 

the average age of onset (Lewinsohn, Holm-Denoma, Small, Seeley, & Joiner, 2008).  In 

order to meet diagnostic criteria, a child's fear of separation must be inappropriate for 

their age.  It is developmentally appropriate for children aged 7 months to 6 years to 

experience separation fears (Higa-McMillan et al., 2014).   

Due to the inclusion of SAD items, the SCARED has received criticism for 

including items not developmentally appropriate for all targeted age groups (8 to 18 

years). For example, the following items "I follow my mother and father wherever they 

go," or "I worry about sleeping alone" receive critique due to limited relevance to older 

students. However, arguments for the inclusion of these items are based on evidence 

suggesting children of all ages experience SAD. Children aged 5 to 8 typically  

experience  a greater number of SAD symptoms compared to adolescents, and are most 

likely to report fears of harm befalling attachment figures, nightmares, or school refusal 

(Higa-McMillan et al., 2014). Children aged 9 to 12 tend to endorse excessive distress at 
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the time of separation, while adolescents aged 13 to 16 most often endorse somatic 

complaints and school refusal (Higa-McMillan et al., 2014). In a clinical sample it was 

most common for SAD to be co-morbid with GAD, specific phobia, and SA (23.7%, 

21.1%, 17.1%; Higa-McMillan et al., 2014, p. 357). 

Although school avoidant symptoms do not correspond to a standalone anxiety 

diagnosis, high prevalence rates of school avoidant symptoms supported the inclusion of 

the subscale on the SCARED (Birmaher et al., 1997). SAD most commonly co-occurs 

with school avoidance with estimates from outpatient samples consisting of 38 to 50% of 

participants experiencing school avoidant characteristics (Higa-McMillan et al., 2014, 

p.353). 

 SA differs from other forms of anxiety because fear, anxiety, and avoidant 

behaviors are in response to social situations that open up the possibility of being 

scrutinized (American Psychiatric Association, 2013).  Common fears include speaking 

to new or unfamiliar people, answering questions in class, performing in front of others, 

and attending dances (Higa-McMillan et al., 2014). SA is most commonly co- morbid 

with GAD and specific phobia (Higa-McMillan et al., 2014).  

 Revised versions of the SCARED (e.g., versions including 66 or 71 items) 

expanded the original five subscales to include symptoms related to obsessive-

compulsive anxiety disorder (OCD), posttraumatic stress disorder (PTSD), and specific 

phobia (Muris, Merckelbach, Schmidt, & Mayer, 1999). OCD is characterized by 

recurrent and persistent thoughts, urges, or images (e.g. obsessions) and repetitive 

behaviors or mental acts (e.g., compulsions) (American Psychiatric Association, 2013). 

Whereas PTSD differs from the previously mentioned anxiety disorders because the 
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exposure to a traumatic or stressful life event precedes symptoms of fear, anxiety and 

avoidant behaviors (American Psychiatric Association, 2013). When a person is fearful, 

anxious, or avoids specific objects or situations, specific phobia may be present.  

 Although the SCARED was developed according to the DSM-IV-TR, Chang and 

Leung (2015) argue the five factor SCARED continues to be "appropriate for assessing 

child and adolescent anxiety symptoms because no revision related to classification of 

anxiety disorders has been made” to the DSM-5 (p. 672).  Despite the revision of the 

DSM-5, core features of specific phobia, SA, SAD, and GAD have remained the same 

(American Psychiatric Association, 2013). Although PD and agoraphobia are no longer 

linked together, and are recognized as two separate disorders (American Psychiatric 

Association, 2013), the SCARED items related to PD continue to correspond to the 

criteria in the DSM-5.  It is important to note, OCD was reclassified and is now under a 

new category entitled "Obsessive-Compulsive and Related Disorders (OCRDs);" 

however, the diagnostic criteria for OCD received minor changes in the DSM-5 (Van 

Ameringen, Patterson, & Simpson, 2014). Criteria for PTSD changed drastically. It is 

unclear if the SCARED items related to PTSD align with new DSM-5 criteria because of 

a lack of research investigating the SCARED and DSM-5 criteria for PTSD.  

 Though relatively limited, literature assessing the original SCARED and DSM-5 

is promising. Hale, Crocetti, Raaijmakers, and Meeus (2014) evaluated the original 

version  of the SCARED (38 item version) and found repeated administrations led to 

increased detection of true positive rates while avoiding false positives compared to 

DSM-5 anxiety disorders. Furthermore, the SCARED demonstrated moderate to high 

convergent validity with the dimensional anxiety scales, which the DSM-5 workgroup 
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recommended (Möller, Majdandzic, Craske, & Bogels, 2014).  Although conceptually 

similar to the dimensional anxiety scales, the SCARED demonstrated higher correlations 

between parent and child and father and mother reports, suggesting the superiority of the 

SCARED when screening children with high levels of anxiety in community populations 

(Möller et al., 2014). Together, these findings sustain Chan and Leung's (2015) argument 

to support the continued use of the original version of the SCARED to assess child and 

adolescence anxiety symptoms. 

Review of Research 

Factor Structure of the SCARED 

 When examining factor structure, common methods for analysis include 

exploratory factor analysis (EFA) or confirmatory factor analyses (CFA). The 

exploratory nature of EFA assists in the determination of the number of factors to retain 

on a questionnaire. CFA tests a priori hypothesis to determine the relationship between 

observed and latent variables (Jackson, Gillaspy, & Purc-Stephenson, 2009). CFA is the 

method of choice for the development of a measurement instrument and its assessment of 

construct validity (Jackson et al., 2009).  

 Review of the 38 item version of the SCARED. Birmaher and colleagues (1997) 

originally developed the SCARED based on a clinical sample of children in the United 

States (U.S.) between the ages of 8 to 18 (mean age = 14.5). An 85 item questionnaire 

was administered to a subgroup of children to determine basic comprehension.  Revisions 

included altering language and simplifying item sentence structure. Scaling for the 

questionnaire used a 3-point rating scale, with 0 meaning not true or hardly ever true, 1 

meaning sometimes true, and 2 meaning true or often true.  Although the sample size (N 
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= 341) did not follow the recommended ratio of five to ten participants per questionnaire 

item (Bentler, 1990), an EFA was conducted.  Identical five-factor solutions were 

retained on both the self-report and parent questionnaires resulting in a 38 item scale. The 

original factors included PD, GAD, SAP, SA, and ScA.   

The 38 item version of the SCARED (SCARED-38) was validated with a large 

sample of community youth in multiple studies.  These studies overcame several 

limitations found in Birmaher's (1997) original study by expanding the sample size and 

location (e.g., Italy, Spain, and the Netherlands), and method of analysis to CFA. A five-

factor solution best fit the data in community samples in Italy (N = 1,975, mean age = 

14.5, Crocetti, Hale, Fermani, Raaijmakers, & Meeus, 2009), the Netherlands (N = 1,521, 

mean age = 14.39, Hale, Raaijmakers, Muris, & Meeus, 2005), and Spain (N = 923, mean 

age = 12.5, Hale, Raaijmakers, Garcia-Lopez, Espinosa-Fernandez, Meula, & Diaz-

Castela, 2014). Crocetti et al. (2009) found Italian adolescences reported higher total and 

subscale scores on the SCARED compared to Dutch youth.  

 Review of the 41 item version of the SCARED. Birmaher, Brent, Chiappetta, 

Bridge, Monga, and Baugher (1999) revised the SCARED to include 41 items (e.g. 

SCARED-41).  The three additional items further assessed SA. Previous research 

indicated the original SA subscale did not discriminate well between participants with SA 

and other anxiety disorders (Birmaher et al., 1997). The additional items included: "I feel 

nervous when I am with other children or adults and I have to do something while they 

watch me"; "I feel nervous about going to parties, dances, or any place where there will 

be people that I don't know well"; and "I am shy." Similar to the original scale, EFA 

revealed a five-factor solution.  
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 To further validate the SCARED-41, numerous studies investigated the factor 

structure of the SCARED with other populations. In a rural community in the U.S., a 

five-factor structure fit the data and explained 49.1% of the total variance (N = 193, mean 

age = 15.57, Haley, Puskar, & Terhorst, 2011).  In a clinical study with U.S. children 

with chronic pain a five-factor solution also fit the data (N = 349, mean age = 14.21, 

Jastrowski Mano, Evans, Tran, Khan, Weisman, & Hainsworth, 2012). The original five-

factor solution was also validated using CFA on a large sample (N =2410) of Brazilian 

youth aged nine to 18 years old (mean age = 13.75, Isolan, Salum, Osowski, Amaro, & 

Manfro, 2011, p. 742). The five-factor model significantly fit the data better than 

competing models and demonstrated adequate fit for all subgroups (e.g., child group, 

child group by age, adolescent group, adolescent group by gender) (Isolan et al., 2011). 

Similarly, Dehghani, Amira, Molavi, and Neshat-Doost (2013) reported a five-factor 

model best fit data for an Iranian community sample (N = 557, mean age = 11.04, 

Comparative Fit Index (CFI) = .81, Tucker Lewis Index (TLI) = .8, Root Mean Square 

Error of Approximation (RMSEA) = .04, Standardized Root Mean Squared Residual 

(SRMS) = .05, p. 471).  Essau, Muris, and Ederer (2002) evaluated factor structure in a 

German community sample (N =56) with a restricted age range (8 to 12 years, mean age 

= 10.6). Using EFA, they found six-factors accounted for 43.7% of the explained 

variance. However, they decided to combine the fifth and sixth factors to form a single 

factor as both factors represented aspects of separation anxiety. Thus the final structure 

resulted in a five-factor solution. In 2013, a study was conducted in Cyprus and 

substantiated the five-factor model fit the data (N = 1,027, mean age = 14.78, Essau, 

Anastassiou-Hadjicharalambous, & Mu ᷈noz, 2013). 
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 Three studies reported a five-factor solution after revising the scale. For example, 

a large Chinese community sample (N = 1559, mean age = 11.8) validated the use of the 

SCARED by conducting both EFA and CFA (Su et al., 2008). EFA revealed a five-factor 

model similar to the original model with the exception of only four somatic items loading 

on the somatic/panic factor. CFA confirmed the revised 40-item five-factor model fit the 

data well (NFI = .87, NNFI = .91, CFI =.93, GFI = .92, RMSEA = .029, Su et al., 2008, 

p. 618). In Saudi Arabia, a revised (24 item) five-factor model best fit the data (N = 939, 

mean age = 11.7, Arab et al., 2006). The revised scale included four items on the GAD, 

SA, SAD, and ScA subscales. Five items were included on the PD subscale. 

 Gonzalez, Weersing, Warnick, Scahill, and Woolston (2012) evaluated the factor 

structure of a clinical sample of White and African American youth. Although a five-

factor model adequately fit the data for both ethnic groups, the White group demonstrated 

slightly better fit (n = 266, mean age = 13.96, CFI = .780, SRMR = .074, RMSEA = .074) 

compared to the African American group (CFI = .716, SRMR = .077, RMSEA = .083, p. 

366). The authors contend the .083 RMSEA for the African American (n = 200, mean age 

= 13.98, p. 366) group fell within the acceptable range because of the tendency for 

RMSEA to reject models with small samples sizes (Hu & Bentler, 1999).  

 The factor structure was evaluated in a community of South African youth 

(Muris, Loxton, Neumann, du Plessis, King, & Ollendick, 2006). Differences in factor 

structure were evaluated for different ethnic groups. EFA revealed a five-factor structure 

accounted for 36.32% of the explained variance for the total sample (N = 701, mean age 

= 12.28, Muris et al., 2006, p. 887). Although the original five factors emerged, the ScA 

factor contained three additional items that originally loaded on other factors. Next, an 
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EFA was conducted using only Black or mixed racial ethnicities. Findings revealed a 

weaker five-factor structure as only 31.86% of the variance was explained (Muris et al., 

2006, p. 887). Furthermore, the fifth factor, GAD, did not clearly emerge on a single 

factor and instead loaded on various factors.  

  Three studies found a four-factor structure (GAD, SA, PD, and SAD) best fit the 

subsequent data sets. Two of the four studies used EFA, and participants included higher 

percentages of minority populations compared to studies that substantiated a five-factor 

structure. For example, Muris, Schmidt, Engelbrecht, and Perold (2002) evaluated a 

South African sample (N = 521, mean age = 15.1) where 65% of participants identified as 

Black or multi-racial.  Wren et al. (2007) evaluated a U.S. sample consisting of 36.7% 

White, 33.2% Hispanic, 10.5% Asian/Pacific, 8.5% biracial, and 6% reported other (N = 

515, mean age = 10.5, p. 335). The third study sought to identify the factor structure of 

the SCARED-41 with an Italian sample of twins (N = 756, mean age = 13.03, Ogliari et 

al., 2005). EFA findings revealed a four-factor structure accounted for approximately 

33% of the explained variance (Ogliari et al., 2005, p. 767). Seven items were excluded 

due to low factor loadings (factor loadings <.4).  

 Only one study reported a three factor structure. Boyd et al. (2003) examined the 

psychometric properties of the SCARED-41 in an urban African American community 

sample in the U.S (N = 111, mean age = 15.6). Initially CFA was used to test model fit of 

the five-factor structure, and revealed an inadequate fit (CFI = .59, TLI = .56, RMSEA = 

.08). Next an EFA was conducted and found a three-factor solution accounted for 26.45% 

of the explained variance (Boyd et al., 2003). The first factor included items related to 

somatic/panic, worry, and fear. Because over half of the original somatic/panic items did 
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not load on the factor, it was hypothesized African American youth present panic 

symptoms differently (Boyd et al., 2003). The second factor included SA and GAD items 

from the original scale. SAD and ScA did not emerge as factors.  The third factor was 

composed of general anxiety items. It is important to note several limitations to the 

presented findings. First, the age range and socioeconomic status (SES) of the sample 

limited generalization of the findings (age range: 12 to 19 years), and 35% of the sample 

was from low SES. Given the age range was not inclusive of children, it was not 

unexpected that separation anxiety did not emerge as a factor. Empirical evidence has 

suggested SAD occurs more commonly in younger populations (Birhamer et al., 1997; 

Essau et al., 2002). Second, internal consistency for the three-factor structure was 

moderate ranging from .63 to .81 for the total score and subscales (Boyd et al., 2003, p. 

1192). Third, an inadequate sample size (N = 111) was used for factor analysis (Bentler, 

1990; Kline, 2005). Furthermore, the process for splitting the data when performing both 

EFA and CFA was not specified suggesting possible data contamination.  

 A higher order model best fit the data in three studies. In a higher order model, the 

commonality of all scale items is shared by the general factor and the contribution to the 

lower order factors is calculated (Chen & Leung, 2015). Vigel-Colet et al. (2009) 

evaluated model fit by splitting the data set to run both EFA and CFA with a Spanish 

sample (N = 1508, age range: 8 to 12 years, mean age = 10.23).  EFA resulted in a four-

factor structure similar to the original factors found in Birmaher et al. (1997) with the 

exception of school avoidance. CFA confirmed the four-factor model best fit the data and 

identified the factors were interrelated through a general factor. DeSousa, Zibetti, Tretini, 

Koller, Manfro, and Salum (2014) used CFA to determine the presence of a bi-factor 
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model (N = 2420, age range: 9 to 18, mean age = 13.75) with a Brazilian sample. Both a 

five-factor and bi-factor model adequately fit the data. However, the bi-factor model 

demonstrated the best fit, and a chi-squared difference test revealed improved fit over the 

five-factor model. The third study evaluated factor structure using an adolescent Chinese 

sample (N = 5,303, mean age = 14.68, Chan & Leung, 2015). First CFA was conducted 

on the entire sample to determine model fit. Because the five-factor model was 

inadequate, EFA was performed and the resulting structure was confirmed by conducting 

another CFA. In the end, a higher order factor model produced one general anxiety factor 

and seven lower order factors. A limitation to Chan and colleagues (2015) findings 

include the misuse of CFA and data splitting which suggest possible data contamination 

(Vigel-Colet et al., 2009).   

 In an Iranian community sample a seven factor structure emerged (Rabie, 

Khoramdel, Zerehpush, Palahang, & Mojatkhah, 2014). The sample consisted of 300 

students (50% male, mean age = 12.68) between 8 to 18 years old (Rabie et al., 2014). A 

total of 52.01% of the total variance was explained (Rabie et al., 2014). The seven factors 

included PD, GAD, SA, SAD, OCD, PTSD, and a Special Phobia subscale. However, 

within the published article there were discrepancies between the version of the SCARED 

used and numbers and percentages reported in the abstract, body of the article, and tables 

questioning the reliability of the results.  

 Hale, Crocetti, Raaijmakers and Meeus (2011) systematically reviewed the factor 

structure of the SCARED (versions 38 and 41). Four out of fives studies that used CFA 

supported a five-factor structure, and one supported a three-factor structure (GAD, PD, 

and SA). Six out of ten studies that used EFA supported a five-factor model (explained 
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variance ranged from 36.32 to 39.49%), and three supported a four-factor model with 

explained variance ranging from 32.70% and 37.05% (GAD, PD, SA, SAD). One study 

found support for a three-factor model (GAD, PD, and SA) with 26.46% explained 

variance. A systematic review of factor loadings for the original five subscales revealed 

the following mean factor loadings: PA = .57, GAD = .57, SA = .55, SAD = .53, and ScA 

= .65 (Hale et al., 2011, p. 84). 

 Review of the revised (66 item) version of the SCARED. Two studies have 

examined the factor structure of the 66 item version of the SCARED (e.g., SCARED-R 

or SCARED-66). The SCARED-R includes the following subscales: PD, SAD (which 

includes school phobia), GAD, SA, three types of specific phobia (animal, situational-

environmental, and blood-injection-injury), OCD and PTSD. Muris, Merckelbach et al., 

(1999) conducted an EFA using principal components with oblimin rotation and found a 

one-factor solution fit a Dutch sample with a sample size of 674 and a mean age of 10.28. 

Next a CFA indicated inadequate model fit of the data. Findings are limited due to the 

small sample size, and possible data contamination from using the same data set to run 

both an EFA and CFA.  Another study evaluated the factor structure of the SCARED 

with a French sample using CFA. A nine-factor model fit the data (N = 704, mean age = 

14.18, Bouvard, Roulin, & Denis, 2013). The factors included PD, SAD (excluding 

school phobia items), GAD, SA, OCD, PTSD, and three types of specific phobia (animal, 

situation, blood). Only 62 items loaded on to corresponding factors.  

 Review of the 71 item version of the SCARED. It has been argued that the 

social anxiety subscale found on the 41 and 66 item versions of the SCAERD does not 

sufficiently cover the symptoms portrayed in the DSM (Birmaher et al., 1999; Muris et 
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al., 2001). Therefore, a 71-item version of the SCARED was introduced. The revision of 

the SCARED-66 included five additional items on the social anxiety subscale. The new 

items paralleled those found in the Spencer Children's Anxiety Scale (SCAS) and the 

Social Phobia and Anxiety Inventory for Children (SPAIC).  Currently, no formal studies 

have evaluated the factor structure of the SCARED-71. However, its internal consistency 

aligns with previous findings (Bodden, Bogels, & Muris, 2009).  

Gender Differences 

 A majority of published studies involving the SCARED demonstrate gender 

differences in anxiety symptoms. Female youth reported higher levels of anxiety 

symptoms compared to male youth in a German (Essau et al., 2002), South African 

(Muris, Schmidt et al., 2002; Muris et al., 2006), Dutch (Muris, Merckelbach, Mayer et 

al., 1998), U.S. (Boyd et al., 2003; Wren et al., 2007), Chinese (Su et al., 2008), Spanish 

(Vigel-Colet et al., 2009), Brazilian (Isolan et al., 2011), Iranian (Dehgani et al., 2013), 

Saudi Arabian (Arab et al., 2016), and Norwegian samples (Leikanger, Ingul, & Larsson, 

2012). Specifically, female youth reported significantly higher scores on the total score, 

SAD, SA (Birmaher et al., 1997; Crocetti et al., 2009; Dehgani et al., 2013; Hale et al., 

2005; Isolan et al., 2011; Su et al., 2008; Vigel-Colet et al., 2009), GAD (Isolan et al., 

2011; Hale et al., 2005; Hale et.al., 2013; Vigel-Colet et al., 2009), and PD subscales 

(Arab et al., 2016; Dehgani et al., 2013; Hale et al., 2013; Isolan et al., 2011). These 

findings are consistent with meta-analysis results indicating girls scored significantly 

higher than boys on all subscales of the SCARED-38 and SCARED-41 with the 

exception of school avoidance (effect sizes between .28 and .38; Hale et al., 2011). In 

addition to the original five subscales, significant gender differences have been reported 
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on subscales found on the SCARED-R. For example, girls exhibited higher scores on the 

animal phobia, blood-injection-injury phobia (Muris, Merckelbach, Mayer et al., 1998), 

situational-environmental phobia (Bouvard et al., 2013; Muris, Merckelbach, Mayer et 

al., 1998), OCD and PTSD subscales (Muris, Merckelbach et al., 1999). 

Age Differences 

 Meta-analysis results indicated age had a significant moderating effect on gender 

score differences for all subscales with the exception of school avoidance on the 38 and 

41 version of the SCARED (Hale et al., 2011).   Effect sizes for PD and SAD were lower 

in adolescent’s samples, and GAD effect sizes were higher in older adolescents samples 

(Hale et al., 2011). Suggesting SAD symptoms decline with age (Birhamer et al., 1997; 

Essau et al., 2002; Muris, Merckelbach, Mayer et al., 1998; Sue et al., 2008) and GAD 

symptoms increase with age (Essau et al., 2002; Isolan et al., 2011; Muris, Dreessen, 

Bogels, Weckx, & van Melick, 2004). Although some studies reported age effects on the 

school avoidance scale (Isolan et al., 2011), meta-regression analysis revealed non-

significant results (B = -.03; Hale et al., 2011, p. 86).  Contrary to prior findings, in a 

Saudi Arabian sample, PD symptoms were higher in an adolescent female group 

compared to other age and gender comparisons (Arab et al., 2016). Although two studies 

have reported non-significant findings related to age differences this may be attributed to 

the studies’ small sample size (N < 75; Muris, Merckelbach, Mayer et al., 1998; Muris, 

Merckelbach, van Brakel, et al., 1998). In additional to the original five subscales, 

evidence suggests specific phobia symptoms decrease with age (Bodden et al., 2009; 

Muris, Merckelbach, van Brakel, Mayer, 1999; Muris, Dreessen, Bogels, Weckx, van 

Melick, 2004). 
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Internal Consistency 

 In the 2011 meta-analysis, Hale and colleagues evaluated the internal consistency 

of the SCARED-38 and SCARED-41 using guidelines outlined by Rodriguez and Maeda 

(2006). A total of 20 studies reported alpha reliability coefficients. Across studies high 

reliability scores were reported on the GAD, SA, PD, and SAD subscales (Chronbach's  

ranging from .72 to .81; Hale et al., 2011, p. 84). Alpha reliability for the school 

avoidance subscale was lower (Chronbach's  = .72; Hale et al., 2011, p. 84). The alpha 

reliability for the total score on both the 38 and 41 version of the SCARED was excellent 

(Chronbach's  = .91; Hale et al., 2011, p. 84). Individual studies evaluating alpha 

reliability of the SCARED-R and SCARED-71 report adequate to good alpha reliability 

for OCD (Chronbach's  ranges from .60 to .77; Muris, Merckelbach et al., 1999, p. 414; 

Muris, Merckelbach et al., 1999, p. 106), PTSD (Chronbach's  ranging from .76 to .86; 

Muris, Merckelbach, van Brakel, & Mayer 1999, p. 414; Muris, Merckelbach et al., 1999, 

p. 106), and specific phobia (Chronbach's  ranging from .55 to .87; Muris, Merckelbach, 

van Brakel, & Mayer, 1999, p. 414; Bodden et al., 2009, p.420). 

Validity 

 Construct validity evaluates the degree to which a scale measures what it purports 

to measure. To demonstrate the evidence of construct validity for the SCARED, studies 

established convergent and discriminative validity. Correlations found between the 

SCARED and the child-behavior-checklist (CBCL) and its self-report counterpart (YSR) 

suggests convergent validity (Monga et al., 2000; Essau et al., 2002; Muris et al., 2004; 

Su et al., 2008; Weikamp, Romer, Rosenthal, Wiegand-Grefe, & Daniels, 2010). 

 Convergent validity was established by comparing self-report and parent ratings 
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using the CBCL. Significant positive correlations were found between the SCARED and 

CBCL internalizing scale with American (r = .61, p = 0.0001; Monga et al., 2000, p.88), 

Chinese (r = .41; Su et al., 2008, p. 618), and Dutch samples (r between .26 and .58, p < 

.05; Muris et al., 2004, p. 816).  The SCARED and YRS total scores and YRS 

internalizing (r = .75, p < .001; Essau et al., 2002, p. 13) scale also demonstrated 

significant positive correlations (Weikamp et al., 2010). In Weikamp et al. (2010), the 

GAD subscale correlated the highest with the YSR internalizing total score (r = .69, p. 5). 

Convergent validity was also established by comparing the SCARED and State-Trait 

Anxiety for Children (STAIC) total scores in American (r = .73, p < 0.0001; Monga et 

al., 2000, p. 88), Dutch (r = .38, N = 68; Muris, Merckelbach, van Brakel, et al., 1998, p. 

453), and Belgian samples (r = .87; Muris, Merckelbach, Ollendick, King, & Bogie, 

2002, p. 764). All the subscales on the SCARED-R, with the expectation of the three 

specific phobia scales, had significant positive correlations with the STAIC (Muris, 

Merckelbach, van Brakel, et al., 1998).  

 The Revised Children's Manifest Anxiety Scale (RCMAS) and SCARED total 

scores were highly intercorrelated in an American (r = .65, p <.001; Boyd et al., 2003, p. 

119), Belgian (r = .85, p < .001; Muris, Merckelbach et al., 2002, p. 759), Iranian (r = 

.73, p <.01; Dehgahani et al., 2013, p. 471), and Dutch sample ( r = .86, p <.05; Muris, 

Merckelbach, Mayer et al., 1998, p. 331). SCARED subscale scores also correlated 

significantly with the RCMAS total score (r's ranging from .45 to .68; Dehgahani et al., 

2013, p. 4171). The SCARED total score correlated moderately with the Fear Survey 

Schedule for Children-Revised (FSSC-R) total score with a Belgian (r = .72, p < .001; 

Muris, Merckelbach et al., 2002, p. 764), Dutch (r = .67, p <.001; Muris, Merckelbach, 
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Mayer et al., 1998, p. 332), and French sample (r = .62,  p <.001; Bouvard et al., 2013, p. 

9). The SCARED subscales fell within the moderate range compared to the FSSC-R total 

score (r's between .25- .69; Muris & Steerneman, 2001, p. 39).  

 Significant correlations were also found between the SCARED and the Strengths 

and Difficulties Questionnaire (SDQ) in Brazilian, Greek, and Lebanese samples. 

Correlations between the self-report SDQ and SCARED total scores (r = .66, p <.001; 

Isolan et al., 2013 p. 745), and the self-report SDQ emotional subscale were moderate (r  

= .70,  p <.0001; Hariz et al., 2013 , p. 225).  Arab et al. (2016) also found positive and 

significant correlations between the emotional and peer difficulties subscales on the 

parent version of the SDQ and the SCARED total score (r = .52 and r = .38, p <.001; p. 

557).  

 Convergent validity was also established using anxiety measures that aligned with 

DSM anxiety scales. The Multidimensional Anxiety Scale for Children (MASC) and 

SCARED total scores were significantly correlated in a Brazilian (r = .81, p <.001; Isolan 

et al., 2011, p. 745), American (r = .61, p < .001; Boyd et al., 2013), and Belgian sample 

(r = .81, p <.001; Muris, Merckelbach et al., 2002, p. 761). Correlations between 

subscales that intended to measure the same type of anxiety symptoms were also 

correlated (Isolan et al., 2011; Muris, Merckelbach et al., 2002). Total scores on the 

Spence Children's Anxiety Scale (SCAS) and SCARED were substantially intercorrelated 

(r = .85, p <.001; Essau et al., 2002, p. 8; r = .84, p <.001; Muris, Merckelbach et al., 

2002, p. 759). Similar to the MASC, related subscales held moderately high correlations 

ranging from .59 to .72 (Essau et al., 2002, p. 8). High correlations indicate both scales 

measure highly similar constructs that closely align with the DSM. The correlation for the 



Texas Tech University, Katie Runyon, May 2018 

 30   
 

social anxiety subscale yielded the lowest correlation (r = .59; Essau et al., 2002, p. 8 ); 

the SCARED-41 subscale items focused on "fear of meeting new people" whereas the 

SCAS items related to other DSM criteria (e.g., fear of social or performance situations, 

fear of negative evaluation). The revised version of the SCARED included three 

additional social anxiety items that also linked to fear of social performances. The school 

avoidance scale did not correlate to any of the scales on the SCAS; this is not surprising 

as it is not a formal diagnosis within the DSM.  

 Divergent/ Discriminative Validity. Birmaher et al. (1997) established 

discriminate validity through the comparison of anxious and non-anxious children in a 

clinical sample. The SCARED - 38 discriminated between children with and without 

anxiety and disruptive disorders. This was later substantiated by additional studies that 

found children in clinical and community settings with anxiety disorders scored higher on 

the SCARED compared to children diagnosed with disruptive disorders (F = 18.2, p < 

.001; Muris & Steerneman, 2001, p. 40; cohen's d = 1.5; Su et al., 2008, p. 616) or other 

clinical problems such as mood disorders (F = 44.8, p <.001; Muris et al., 2004, p. 816) 

and attention-deficit hyperactivity disorder (Cohen's d = .84; Su et al., 2008, p. 616). 

 However, in Birmaher and colleagues’ (1997) original study, the SCARED did 

not discriminate between 'anxiety only disorders' and depression. The social anxiety 

factor also failed to discriminate participants with social anxiety from other anxiety 

disorders. These failings were addressed by Monga and colleagues (2002) and results 

indicated the SCARED-38 discriminated between children with ‘any anxiety disorder' 

compared to 'depression only' and 'disruptive disorders' in a clinical setting. Specifically, 

the total score, PD and SAD subscales significantly differentiated anxious children from 
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depression only children (p = <0.0001; Monga et al., 2002).  Similarly, Su et al. (2008) 

found the total score, PD, SAD, and SA subscales significantly discriminated anxious 

children from depressed children in a community sample (Cohen's d = .55, p <.001; p. 

616). Bodden et al. (2009) demonstrated the addition of items added to the social anxiety 

scale, found on the SCARED-R, enhanced the subscales ability to discriminated between 

clinically anxious children compared to a control (F = 24.9, p <.01; p.429), and also 

found clinically anxious children reported significantly more anxiety symptoms 

compared to a control group on the total score and subscale scores (F = 58.1, p <.01; p. 

420).  

 The discriminative validity of the SCARED has also been established through 

comparisons to other assessments. For example, Hariz et al. (2013) found no significant 

correlations between the SCARED and self-report SDQ hyperactivity subscale scores. 

While Wang et al. (2005) found the total score of the SCARED was negatively correlated 

with the total score on the Pierce Harris Children's Self-Concept scale (r = -.432, p < .01; 

p. 255). When compared to the Children's Depression Inventory (CDI), significant 

correlations were found between total scores (r =.59, p < .01; p. 471), and further analysis 

showed the correlation between the SCARED total score and the CDI was significantly 

lower when comparing correlations between the SCARED and RCMAS total anxiety 

scores (Z = 6.29, p <.001; Dehghani et al., 2013, p. 471). The SCARED total score has 

also been compared to the Center for Epidemiological Studies Depression Scale (CES-D, 

r = .51, p < .01; p. 9), and additional examination revealed the SCARED correlated more 

strongly with anxiety (RCMAS) than depression (Bouvard et al., 2012). 
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 DSM-IV-TR diagnoses were used to measure criterion validity of the SCARED. 

Russell and colleagues (2013) diagnosed anxiety disorders in a rural population in India 

based on the K-SADS-PL , which is a semi-structured interview designed to assess child 

and adolescent disorders based on the DSM-IV-TR.  Findings indicated a high 

concordance rate due to 81% of overlapping cases between the DSM diagnosis of anxiety 

disorder and the SCARED (Russell et al., 2013, p. 142). Furthermore the agreement rate 

between the DSM diagnosis and the SCARED total score was moderate (Cohen's K = 

.42, p = .001; Russell et al., 2013, p. 142).   

Recommended Cutoff's and Diagnostic Accuracy 

 Reliable cut-off scores need to be established in order to detect children with 

elevated anxiety symptoms. Cut-off scores are useful when identifying children at-risk 

for anxiety problems. For a majority of studies, the cut-off scores were obtained by 

determining the maximum sensitivity and specificity score on the SCARED by predicting 

an anxiety diagnosis using receiver operating characteristic (ROC) analysis. Only three 

studies used alternative methods to determine sensitivity and specificity (Muris, 

Merckelbach, Mayer, & Prins, 2000; Muris & Steerneman, 2001; Muris et al., 2004). 

Studies conducted in the U.S and The Netherlands consisted primarily of a White sample 

(Birmaher et al., 1997; Birmaher et al., 1999; Bodden et al., 2009; Muris et al., 2000; 

Muris & Steerneman, 2001; Muris et al., 2004). A majority of studies used structured and 

semi-structure interviewers (e.g. ADIS, DISC, K-SADS-PL, KID-SCID, M.I.N.I.-Kid) as 

a criterion to classify DSM anxiety disorders with the exception of one study that used a 

DSM checklist (Birmaher et al., 1999).  



Texas Tech University, Katie Runyon, May 2018 

 33   
 

 38 item version of the SCARED.  In a clinical sample, the area under the curve 

(AUC) for the total anxiety score was .70, which suggests acceptable fit (Sweats, 1992). 

Recommendations for the optimal cut-off score was15 for the total scores (70% 

sensitivity and 50% specificity). The following subscale cut-off scores were 

recommended: PD > 9, GAD > 8, SAD > 4, SA > 4, and ScA > 3 (Birmaher et al., 1997, 

p. 551). The recommended cut-off scores have limited generalizablity as the sample was 

predominantly White (82% White, 18% African American) and from a clinical setting in 

the U.S.   

 41 item version of the SCARED. Seven studies have examined whether the 

SCARED-41 is able to reliably detect specific anxiety disorders in children and 

adolescents.  Birmaher et al. (1999) reported 25 as the optimal cut-off score for the total 

score. Sensitivity was adequate as 71% of the children who scored above the cut-off were 

classified as having an anxiety disorder, and really did suffer from anxiety problems 

(Birmaher et al., 1999, p. 1233). The corresponding specificity was reported as 67% 

(Birmaher et al., 1999, p. 1233). Similar to Birmaher et al. (1997) limitations, the 

generalizabilty of the recommended cut-off scores was comprised mostly of White 

participants (71% of the sample was White, 23% African American, and 6% Hispanic), in 

a clinical sample, residing in the U.S. In a clinical study outside the U.S, the SCARED 

significantly differentiated between anxious and non-anxious Lebanese participants. The 

optimal cutoff for the total score was 26 (AUC = .63, p = .06, with 66% sensitivity, 56% 

sensitivity; Hariz et al., 2003, p. 226). The small sample size (n = 82) is a limitation to 

Hariz et al. (2003) findings. 
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 In a Spanish community sample, the AUC value for the total score was 

moderately predictive of anxiety disorders (AUC = .80; Canals, Hernandez-Martinez, 

Cosi, & Domenech, 2012, p. 787). The recommended total score cut-off of 25 was 

similar to Birmaher et al. (1999) with the exception of slightly higher sensitivity (75.9%) 

and specificity (68.5%; Canals et al., 2012, p. 787). The PD factor was the most 

predictive subscale (AUC = .89), while the other subscales had fair values (SAD AUC = 

.86, GAD AUC = .78, SA AUC = .71; Canals et al., 2012, p. 788). In a community 

sample of Brazilian children, the optimal cut-off score for the total score was 22 (AUC = 

.73, 82% sensitivity, 52% specificity; DeSousa et al., 2013, p. 397). Recommended cut-

off scores for the subscales were the following: SA > 5 (AUC = .73, 71% sensitivity, 

.61% specificity), GAD > 7 (AUC = .71, 81% sensitivity, 53% specificity), and SAD > 5 

(AUC= .68, 66% sensitivity, 59% specificity; DeSousa et al., 2013, p. 397). In a Chinese 

community sample, the recommended total score cut-off was 23 (74% sensitivity and 

79% sensitivity; Wang, 2005, p. 256). 

 In an adolescent community sample in India the optimal cutoff for the total score 

was > 21 (AUC = .90, 84% sensitivity, 87% specificity; Russell et al., 2013, p. 141). The 

recommend subscale cutoffs were the following: PD > 5 (AUC = .86, 63% sensitivity, 

86% specificity), GAD > 7 (AUC = .97, 85% sensitivity, 93% specificity), SAD > 8 

(AUC = .77, 66% sensitivity, 95% specificity), SA > 8 (AUC = .92, 80% sensitivity, 91% 

specificity; Russell et al., 2013, p. 142). The older age range (11 to 19 years) along with 

cultural variables may attribute to the difference between recommended cut-offs 

compared to prior findings (Birmaher et al., 1997). 
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 In a Sub Sahara African community study researchers found recommended cut-

off scores reported in prior studies for the SCARED were not appropriate due to possible 

overestimations concerning the amount of children with common mental health disorders 

such as anxiety, depression, PTSD (Ventevogel, Kompreo, Jordans, Feom & De Jong, 

2014). In a post-conflict environment Ventovogel and colleagues (2014) found the 

optimal cut-off score was 44 (AUC = .69, 55% sensitivity, 90% specificity; p. 13).  Other 

studies have found communities affected by collective violence have higher cut-off 

scores on self -report questionnaires (Betancourt et al., 2012).  

 66 item version of the SCARED.  A structured interview (e.g. DISC) assessed 

childhood anxiety in a Dutch sample and found children with elevated specific phobia, 

GAD, and SAD symptoms also scored significantly higher on corresponding SCARED 

subscales compared to children without symptoms (Muris et al., 2000). Optimal cut-off 

scores for the total score, GAD, SAD, and the three specific phobia scales were 

established using a community sample. For the total scale a cut-off score of 33 resulted in 

adequate sensitivity (68.3%) and specificity (67.6%; Muris et al., 2000, p. 224). SAD 

revealed the highest sensitivity and specificity (75.4%, 71.4%) with a cut-off of five, and 

specific blood-injection-injury phobia yielded the lowest sensitivity and specificity 

(62.2%, 58.5%) with a cut-off of five (Muris et al., 2000, p. 224). 

 In a Belgian community sample, high scores on the  GAD and SAD subscales of 

the SCARED best predicted their corresponding DSM diagnosis (e.g. GAD, SAD) or any 

anxiety disorder diagnosed by a structured interview (e.g. KID-SCID) (Muris & 

Steerneman, 2001).  Sensitivity (87.5%) and specificity (56.1%) was moderate in 

predicting any anxiety disorder, and lowest for detecting GAD (63.6% sensitivity 63.4% 
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specificity; Muris & Steerneman, 2001, p. 274).  An odds ratio of 8.9 ( χ
2
 
(1)

 
= 9.8

, p < 

.005, p. 275)  implied the risk of meeting the DSM-IV diagnosis for anxiety was almost 

nine times higher in children who scored high on the SCARED total score then children 

who scored low (e.g. one standard deviation below the cut-off). Muris and Steerneman 

(2001) found the social anxiety subscale was not significantly connected to any of the 

DSM-IV criteria. Muris and Steerneman (2001) argued the narrow focus on the items 

(e.g. focused on children's fear of meeting unfamiliar people), and the small number of 

children diagnosed with social phobia in the study (n = 2) contributed to the non-

significance.  

 In a Dutch study with clinically anxious children (Muris et al., 2004) a series of 

stepwise logistic regression analyses determined the SCARED's ability to predict specific 

anxiety disorders. Findings provided further support for the predictive value of the 

SCARED because the SCARED's subscales best predicted their corresponding DSM 

anxiety diagnoses.  For all subscales betas were positive and odd ratios were greater than 

1.00 indicating higher scores reflected a significant increase in the possibility of having 

an anxiety disorder (Muris et al., 2004, p. 117).   

 71 item version of the SCARED. Given the history of the social anxiety 

subscales low predictive validity the SCARED was revised to include five additional 

social anxiety items.  In a clinical study using a Dutch population both the revised and 

original social anxiety (without the five items) subscales discriminated significantly 

between children with and without social anxiety (Bodden et al., 2009). However, the 

addition of the five items led to higher levels of sensitivity and specificity.  The total 

score optimal cut-off was 30 (78% sensitivity, 76% specificity; Bodden et al., 2009, 
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p.422). The optimal cut-off score for the subscales was eight (ranged from 62 to 80% 

sensitivity, 64 to 77% specificity) and indicated sufficient to good classification (Bodden 

et al., 2009, p. 422).  PD, SA, SAD, and specific phobia were best predicted by their 

corresponding subscale on the SCARED-71 (all p's < .05; Bodden et al., 2009, p. 422). In 

the sample, neither OCD nor PTSD subscales had adequate power to compute their 

predictive validity. Overall, Bodden et al. (2009) reported 22% of the sample were not 

detected by the SCARED as having elevated anxiety symptoms, but actually displayed 

elevated symptoms (e.g. false negatives).  

Cultural Considerations 

Factor structure differences on the SCARED 

A majority of the studies conducted in the U.S. and Europe have been with 

primarily White samples (Birmaher, 1997; Boyd et al., 2003; Muris & Steernerman, 

2001). This is problematic as the factor structure obtained from White populations may 

not be appropriate for other ethnical/racial groups (Carter et al., 1999). Research has 

substantiate this hypotheses as studies consisting of higher percentages on non-White 

samples report varying factor structures (Boyd et al., 2003; Su et al., 2008).  

 Findings related to the five-factor structure of the SCARED are mixed. It appears 

the factor structure may vary according to cultural context (Chan et al., 2015). In a 

multiethnic American sample, Wren et al.  (2007) reported school avoidance did not 

emerge as a separate factor and items related to GAD and PD symptoms varied across 

ethnic groups. Muris, Schmidt et al., (2002) also reported a four-factor model in a South 

African sample (e.g. GAD, SA, SAD, PD). Muris et al. (2006) addressed concerns that 

arose from Muris, Schmidt et al., (2002) by evaluating differences in factor structure 
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between White and Black or multi-racial groups in South Africa. Reliability for White 

youth (Chronbach's  = .70; p. 887) was slightly stronger compared to the minority 

sample (Chonbach's  = .60; Muris, Schmidt et al., 2002, p. 887). Furthermore, GAD 

items loaded onto various factors and the overall five-factor structure demonstrated a 

weak fit for Black youth.  In an African American sample only three factors (PD, GAD, 

SA) emerged (Boyd et al., 2003). Taken together these studies provide evidence the five-

factor model of the SCARED may not strongly represent anxiety symptoms in African 

American or Black youth (Boyd et al., 2003; Gonazalez et al., 2012; Muris et al., 2006). 

Caution may somewhat be warranted when using the SCARED with similar cultural 

identities and sample characteristics.   

 The somatic/panic subscale may be sensitive to cultural difference. Su et al. 

(2008) found eight of the 13 PD items loaded on more than one factor in a Chinese 

sample, and attributed this to a Chinese person’s inclination to express anxiety through 

somatization. In another study conducted in the United States, African American youth 

differed from White youth in the frequency and distribution of their somatic/panic 

symptoms (Boyde et al., 2003). In another U.S. study, large variability across ethnic 

groups was found on the somatic/panic scale. This suggests somatic/panic symptoms may 

vary depending cultural mores.  

 In a Saudi Arabian sample, a revised five-factor model was recommended. 

Although the original five-factors were retained 17 of the original items were removed to 

improve model fit (e.g. factor loadings less than .4; Arab et al., 2016). In a Hong Kong 

Sample, a second-order model emerged with seven second-order factors (Chan, Chan, & 

Kwok, 2015). In the Hong Kong sample separation anxiety was divided into three small 
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factors to encompass fear of loneliness, fear of separation, and worry about harm.  

Although the five factor structure has not been substantiated across all cultural groups, 

literature suggests three of the five original factors (e.g. GAD, PD, and SA) consistently 

emerge regardless of culture or ethnicity (Boyde et al., Chan et al., 2015; Su et al., 2008). 

Mean Scores Differences on the SCARED 

 Muris, Schmidt et al. (2002) found South African children reported higher levels 

of anxiety compared to a predominantly White Dutch sample (F (4,784) = 90.6, p < .001; p. 

1364), and 35% of White youth living in South African displayed lower levels of anxiety 

compared to 65%  of Black and 35% of multi-racial children. Similarly, Muris et al. 

(2006) reported a moderate effect size (ꞃ2 
= .15; p. 891) in reported anxiety symptoms 

between White and Black South African youth (e.g. included youth identified as multi-

racial). Specifically findings indicated Black children reported higher anxiety symptoms. 

However, in an American sample no significant differences in anxiety symptoms were 

reported in an African American and White adolescent sample (Gonzales et al., 2012). 

Gonzales et al. (2012) argued the exclusion of youth under the age of 11 limited findings 

and possible significance. 

 In a Brazilian sample,  the mean total score (23.51; Isolan et al. 2011, p. 745) 

on the SCARED was higher compared to studies conducted in North American 

(corresponding means: 19.36, 21.24, 18.12, and 21.50; Boyd et al., 2003; Haley et al., 

2011; Wren, Bridge, & Birmaher, 2004; Wren et al., 2007), Germany (mean = 18.85; 

Essau et al., 2002), Belgium (mean = 16.10; Muris, Merckelbach et al., 2002), and China 

(mean = 14.99; Su et al., 2008). The Brazilian mean scores were comparable to studies 

conducted in Spain (mean = 24.31; Vigil-Colet et al., 2009), and Italy (mean = 22.60; 

http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0030
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0120
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0120
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0270
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0265
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0065
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0250
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0255
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Ogliari et al., 2006). However, Brazilian scores were lower than studies conducted with 

South African youth (means: 31.89 and 33.0; Muris et al., 2006;  Muris, Schmidt et al., 

2002). Countries in the Middle East (e.g. Iran, Saudi Arabia) also reported higher mean 

scores compared to other countries (Dehgani et al., 2013; Arab et al., 2016). For example, 

in a Saudi Arabian population over half the sample scored above the recommended cut-

off established by Western countries. 

 Despite the abundance of studies conducted on the SCARED in various cultures 

and countries further study on different ethnic groups is warranted (Hale et al., 2005). 

Inconsistent findings related to the factor structure suggest variation in cultural views and 

definitions of anxiety may impact how a person self-reports anxiety symptoms on a 

measurement tool. 

Anxiety Measures validated on Native American Populations 

 Zvolensky et al. (2001) examined anxiety sensitivity within a heterogeneous 

Native American sample of college students (N = 282). Anxiety sensitivity refers to the 

fear of behaviors or sensations associated with symptoms of anxiety, and is based on 

beliefs that such sensations have negative somatic, social, or psychological consequences 

(Reiss & McNally, 1985).  Heightened levels of anxiety sensitivity are assumed 

etiological risk factors for developing anxiety because it amplifies an individual's 

symptoms such as panic (Eifert, Forsyth, Zcolensky, & Lejuez, 1999; Stewart & Watt, 

2000). Results found the factor structure of the Anxiety Sensitivity Index (ASI) were 

comparable to prior research findings conducted on White samples and supported a 

hierarchal three-factor structure (Stewart, Taylor, & Baker, 1997). In addition, the 

internal consistency for the ASI yielded an overall Cronbach alpha ( = .81; Zvolensky et 

http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0220
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0185
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0210
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0210
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al., 2001) comparable to previous studies conducted with predominantly White samples. 

Native American college students reported significantly higher ASI total scores compared 

to White college students (F(1,560) = 11.2, p < .001, ꞃ2
 = .09; Zvolensky et al., 2001, p. 

485). Female Native American college students also reported significantly greater scores 

compared to boys (F (1,560) = 12.6, p < .001, ꞃ2 
= .10; Zvolensky et al., 2001, p. 485).  

 Norton, De Coteau, Hope, and Anderson (2004) expounded on Zvolensky et al.'s 

(2001) findings by investigating model fit of the ASI with a homogenous sample of 

reservation-based Native Americans. The sample consisted of 146 adults aged 18 to 65 

years (Norton et al., 2004). CFA resulted in poor model fit (SRMR = .06, RMSEA = .13, 

NNFI = .7; Norton et al., 2004, p. 244) for the hierarchal factor structure found in prior 

studies (Zvolensky et al., 2001, p. 244). After poor fit was established, the data was 

evaluated using EFA, and revealed an unifactoral structure. Data contamination may 

impact EFA findings because the same set of data was used for CFA and EFA.   

The authors provided two explanations for why the model had poor fit. First, it 

was acknowledged that sampling from various regional and tribal groups produced 

results unrepresentative of a specific tribal group (Norton et al., 2004). This suggests a 

need for cross-cultural studies to focus on specific rather than broad ethnic groups. 

Second, varying levels of cultural identification may explain differences in factor 

structure (Duran & Duran, 1995). For instance, the college sample in Zvolensky et al. 

(2001) may have been more acculturated compared to the reservation-based sample 

because students left home to attend college while many of the participants living on 

reservations had never lived off-reservation. Similar to prior findings, women scored 

significantly higher on the total score compared to boys (F (1,140) = 6.27, p = .013; p. 243), 



Texas Tech University, Katie Runyon, May 2018 

 42   
 

and the scale demonstrated excellent internal consistency (Chronbach's  = .925; Norton 

et al., 2004). 

 McNeil, Porter, Zvolensky, Chaney, and Kee (2000) created and evaluated the 

Native American Cultural Involvement and Detachment Anxiety Questionnaire (CIDAQ) 

to asses specific forms of anxiety related to cultural involvement and detachment (e.g. 

acculturation anxiety). The first part of the study was conducted with a heterogeneous 

sample of Native American college students (n =111), and its purpose was to revise the 

scale by eliminating items and clarifying language. It resulted in the removal of 12 items 

from the original 30 item scale (r's < .3).  The second study evaluated the internal 

consistency and factor structure of the revised version of the CIDAQ with a 

heterogeneous group of Native college students (n =131). A three factor solution 

emerged, with high internal consistency on the total scores (Chronbach's  = .91; McNiel 

et al., 2000), and moderate to high internal consistency on the three subscales 

(Chronbach's  's ranging from .77 to 91; McNeil et al., 2000, p. 311). The third study 

evaluated the CIDAQ with a homogenous sample of Navajo students attending a 

community college on a reservation (n = 160).  The factor loadings were similar to the 

heterogeneous sample, and continued to display high levels of internal consistency. Three 

items loaded more highly on a different factor compared to the heterogeneous group. 

Significant gender differences were not found in either study signifying acculturation 

stress was equally experienced by Native Americans.   

 In another study, Ritsher, Struening, Hellman, and Gaurdino (2002) evaluated the 

factor structure of the National Anxiety Disorder Screening Day (NADSD) instrument 

with adults from five ethnic groups including a sample from a heterogeneous group of 
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Native Americans. To test invariance across ethnic group’s data was randomly split so 

EFA and CFA could identify the optimal model fit for the majority culture (e.g. White 

sample). A six factor model fit the White data well, and adequately fit data for the 

remaining four ethnic groups (Native American (n = 118): RMSEA = .000, CFI = .999, 

TLI = .999, χ
2
 = 38.34; p. 206). Several item differences were found between the Native 

American samples when compared to the White sample. Specifically, an item from the 

GAD subscale (e.g. related to impairment from worry), and OCD subscale (e.g. 

obsessions) loaded differently on factors compared to the White sample. 

 The inconsistency in findings related to the factor structure of anxiety measures 

among heterogeneous and homogenous Native American samples is not surprising due to 

the limited amount of research conducted in the area. Within group differences found in 

Native American communities also confounds the ability to generalize findings based on 

heterogeneous and homogenous Native American samples. 566 federally recognized 

tribes and other entities are acknowledged in the U.S (Bureau of Indian Affairs, 2015). 

Not only are Native Americans geographically spread out throughout the U.S., but each 

tribe has a diverse background and tribal history which makes it difficult to gather 

generalizable information (McNeil et al., 2000). Some researchers advocate validating 

assessment measures with specific subgroups rather than broader cultural groups because 

within group differences in tradition, historical trauma, and beliefs (De Coteau et al., 

2006). While other researchers promote the need for the general study of Native 

American anxiety in any form including single-case deigns, or larger homogenous or 

heterogeneous samples (Carter et al., 2012; Brave Heart et al., 2016). 
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 The paucity of research addressing the expression of anxiety and assessment tools 

validated with Native American child and adolescent populations is distressing given the 

high prevalence rates of anxiety in Native American communities (Carter et al., 2012; 

Norton et al., 2004). The current study adds to the literature base by identifying if the 

factor structure of the SCARED is valid on a Native American population. Currently no 

published studies have provided evidence that commonly used anxiety assessments are 

valid with Native American child and adolescent populations. 
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CHAPTER III 

PURPOSE 

 The SCARED has not been validated with a Native American population. The 

purpose of the current study is to examine the reliability and validity of the SCARED in a 

community sample of Native American youth. Convergent validity was investigated by 

determining the relationship between the SCARED and another measure of anxiety (e.g. 

Spence Children's Anxiety Scale). The following research questions are proposed: 

1.) What is the reliability of the SCARED with a Native American youth population and 

how is this comparable to other studies conducted in the United States? 

2.) Does the five-factor model of the SCARED fit the data for a Native American youth 

population? If not, what model best fits the data? 

3.) Is there a correlation between the SCARED and the Spence Children's Anxiety Scale? 

Method 

Participants 

 Participants were recruited from Washington State and British Columbia, Canada. 

Tribal schools, and public schools with Title IV Native Education programs were 

approached to participate in the study and recruit students to take the survey. Students 

who identified as Native American, American India or First Nation aged 8 to 18 years 

were eligible to participate in the study.  The final sample included 236 participants with 

a mean age of 13.881 (SD= 3.024), including 121 girls (51.90%, M = 14.198, SD = 

2.894) and 110 boys (47.20%, M = 13.755, SD = 2.877). A majority of the participants 

were enrolled in a public school (n = 229, 97.40%), and a small percentage lived on a 

reservation (12.8%). See table 1 for an overview of demographic information. 
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Table 1  

Descriptive Statistics  

 n Percentage 

Boys 110 47.20 

Girls 121 51.90 

Living on a 

reservation 

30 12.80 

Living off a 

reservation 

204 87.20 

Attending Public 

School 

229 97.40 

Attending Tribal 

School 

6 2.60 

 

Measures 

 Child and adolescent anxiety symptoms were assessed using the self-report 41 

item version of the SCARED (Birmaher et al., 1999). The SCARED includes five 

subscales: somatic panic (13 items), generalized anxiety (9 items), separation anxiety (8 

items), social anxiety (7 items), and school avoidance (4 items). Participants rated items 

using a three point scale (0 = not true or hardly ever true, 1 = sometimes true, and 2 = 

true or often true). The SCARED's total score ranges from 0 to 82. It took approximately 

10 to 15 minutes to complete the questionnaire.  

 The Spence Children's Anxiety Scale (SCAS) examines anxiety in children and 

adolescents aged 8 to 17 years (Spence, 1998). The 45-item self-report scale yields six 

basic scales: Panic Attacks and Agoraphobia (9 items), Separation Anxiety (6 items), 

Physical Injury Fear (5 items), Social Phobia (6 items), Obsessive-Compulsive (6 items), 

Generalized Anxiety (6 items), and six filler items to reduce response bias. Items were 

rated on a 4-point scale ranging from 0 (never) to 3 (always).  
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Data Analysis 

 Descriptive statistics of the sample were calculated to determine the percentage of 

boys and girls, mean ages, the percentage of participants living on reservations, and 

public versus tribal schools. Internal reliability of the SCARED and SCAS total and 

subscale scores were computed using Cronbach's alpha. Kline's (2000) Cronback alpha's 

interpretation guidelines were used: >.9 excellent, >.9 to >.8 good, >.8 to >.7 acceptable, 

below .7 poor. Gender differences were evaluated using independent t-tests for the total 

score and subscales. The effect size (ES) was established by calculating the Cohen's d 

statistic.  According to Cohen's (1988) guidelines, d is interpreted as the following: .2 = 

small, .5 = medium, .8 = large. Convergent validity between the SCARED and SCAS 

was analyzed using Pearson r correlations and interpreted with the following guidelines: 

0 = no relationship, -1 = a perfect negative relationship, +1 = a perfect positive 

relationship (Johnson & Christensen, 2008).  

 Prior to confirmatory factor analyses (CFA), the data were assessed for normality 

using the Sharpiro-Wilk test (W statistic). The W values range from zero to one (one 

indicating normality) and is commonly used with small to medium sample sizes (3 < n < 

5000; Razali & Wah, 2011). CFA was performed using MPlus version 7.4 software 

(Muthen & Muthen, 2012) to determine if Birmaher’s (1999) five-factor model fits the 

data.  

 Model fit was evaluated by referencing a variety of indices. The Comparative Fit 

Index (CFI) and The Tucker Lewis Index (TLI, also known as the Non-Normed Fit 

Index) is considered indicative of acceptable fit if close to .90, and was reported as it 

penalizes for model complexity (Boelen & Bout, 2005; Kearney, 2006). The Root Mean 

Square Error of Approximation (RMSEA) was reported, and is indicative of acceptable 
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fit with values at or below .07 (Steiger, 2007).  Since the models were considered non-

nested the Akaike Information Criterion (AIC) and Bayes Information Criterion (BIC) 

values were computed to evaluate model fit. Smaller BIC and AIC values indicate better 

model fit when comparing models (Schreiber, Stage, King, Nora, & Barlow, 2006). 

Specially, BIC or AIC value differences between 0-2 are considered weak, 2-6 are 

considered positive, 6-10 are considered Strong and >10 are considered very strong 

(Raftery, 1995). The assessment of fit through the evaluation of chi square was not 

utilized due to the extensive amount of criticism this method has received (Bentler & 

Bonnett, 1980; Jöreskog & Sörbom, 1993).   Data were analyzed using two estimators to 

account for non-normality, and a category command was used to capture the ordinal 

nature of the SCARED items.  A robust weighted least squares (WLSMV) estimator was 

used to calculate a variety of fit indices (e.g. CFI, TLI, RMSEA), and a restricted 

maximum likelihood with robust standard errors (e.g. MLR) estimate was used to 

obtained BIC and AIC values as these values were not calculated using the WLSMV 

estimator given the categorical nature of the SCARED items.   

 When a model does not fit the data adequately it is common practice to conduct a 

specification search to modify the model to improve model fit to the data. However, 

stability of model modifications across repeated samples, and issues with cross validation 

arise due to the issue of capitalization on chance (MacCallum et al., 1992). Given these 

concerns, the current study followed recommendations by MacCallum et al. (1992) to use 

an alternative method that evaluates multiple a priori models.  

 The fit of four different models were compared: (1) 4-factor model; (2) 5-factor 

model; (3) a hierarchical model with a higher order factor and five second order factors; 
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and a (4) 1 factor model. The four-factor model by Wren et al. (2007) was chosen to 

evaluate model fit because it is based on DSM diagnostic categories, and its sample 

consisted of a diverse population in the United States. The original model confirmed by 

Birmaher et al. (1999) was also compared as a majority of studies have found evidence to 

support the 5-factor model that is based on DSM diagnostic categories. The third 

comparison was made with a hierarchical model. Anxiety can be conceptualized as a 

continuum of intensity of anxiety characteristics. Although debated within the literature, 

evidence suggests a continuum between normal (low amount of) anxiety symptoms and 

clinical manifestations of anxiety exists (Endler & Kocovski, 2001; Spence, 1997). A 

hierarchical model, with anxiety being the overarching factor and specific anxiety 

disorders as the low order factors supports this argument. The final comparison will 

determine if a one-factor model best fits the data as hypothesized by state-trait theory. 
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CHAPTER IV 

RESULTS 

Data were analyzed on 235 participants.  The mean age was 13.88 (SD = 3.02) 

with values ranging from 8 to 18 years old. Female participants consisted of 51.90% (n = 

121) of the sample, while boys consisted of 47.20% (n = 110) of the sample. A small 

percentage of participants lived on a reservation (12.80%, n = 30), and a majority 

attended public school (97.40%, n = 229). In order to maintain confidentiality formal data 

was not collected on specific tribal groups represented in the sample, but over 68 tribes 

were represented in the sample. For a list of approximant tribal groups see appendix 3. 

The sample consisted of students from Washington State and British Columbia, Canada.  

Information regarding other ethnic/racial membership was not requested as part of the 

study.   

Over 10 school districts participated in the study. Given the difference between 

district populations and locations the sample is not representative of a typical public or 

tribal school. After reviewing the data it became clear the sample was skewed by the 

amount of students living off a reservation, and the amount of students attending public 

school.   

 Missing data were taken into account using the full information maximum 

likelihood estimation method. A breakdown of missing data pertaining to SCARED items 

revealed 22 participants (9.36%) omitted answering one question on the SCARED, and 

seven participants (2.98%) omitted answering two or more questions on the SCARED. 

Only one participant left all questions blank on the SCARED, and as a result was omitted 

from the analysis.  
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The participants mean total score on the SCARED was 21.92 (SD = 13.57). 

Subscale means scores were as follows: PD (   = 4.81, SD = 4.38), GAD (   = 6.25, SD = 

4.43), SAD (   = 3.56, SD = 3.06), SA (   = 5.65, SD = 3.75), and ScA (   = 1.67, SD 

1.60).  

In order to conduct a power analysis, the researcher used Monte Carlo simulation 

studies for the model with the best fit by following the guidelines described by Muthén 

and Muthén (2002). This post hoc analysis analyzed existing data after the study had 

been completed to evaluate the hypothesized model from a larger sample. The best fitting 

model was based on a single group with 1,000 replications of the simulated data, and the 

study sample size of 235. The simulation analysis reported observed values for the factors 

which meets the .80 recommendation for parameter recovery (Ellis, 2010), and indicates 

adequate power.  

Internal Consistency 

To evaluate the internal consistency of the SCARED, Cronbach's alpha 

coefficients were calculated. The alpha coefficient for the child version of the SCARED 

was .93 for the total score, .84 for PD, .85 for GAD, .74 for SA, .83 for SAD, and .59 for 

ScA subscales. While in the literature there is a debate regarding what constitutes an 

acceptable Cronbach's alpha, a consensus suggests an alpha less than .70 is unacceptable 

for a screener. When working with a screener, research suggests a Cronbach’s alpha of at 

least 0.80 is preferred, especially if the results might lead to further diagnostic review 

(Erford, 2013). Therefore, it is reasonable to conclude the total score of the SCARED 

exhibits excellent internal consistency.  However, the SA subscale revealed weaker 

internal consistency, while the ScA scale did not demonstrate reliability considered 
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appropriate for a screening instrument. Cronbach alpha coefficients were also calculated 

for the SCAS total score and corresponding subscales. The SCAS total score was 

comparable to the SCARED with a Cronbach alpha coefficient of .93. SCAS subscales 

ranged from poor to acceptable alpha levels (Physical Injury  = .58, GAD = .82). Table 

2 provides an overview of SCARED and SCAS Cronbach alpha levels.  

Table 2 

SCARED Total Scores and Subscales 

 alpha
 

PD .84 

GAD .85 

SA .74 

SAD .84 

ScA .59 

Total score .93 

  

SCAS  

Separation Anxiety .72 

Social Phobia .79 

Obsessive Compulsive .79 

Panic/Agoraphobia  .79 

Physical Injury Fears .58 

Generalized Anxiety  .82 

Total Score .93 

 

Gender Differences 

Gender differences were analyzed through independent t-tests, and the descriptive 

statistics of the dependent variables grouped by gender were listed in Table 3. The t-tests 

were conducted using Bonferroni adjusted alpha levels of .01 per test (.05/5). Data 

revealed a significant difference between girls and boys on the SCARED total score and 

some of its corresponding subscales. Significant differences were found on the total score 

(t (221.56) = -3.29, p = .001; Cohen's d = .43), PD (t (205.10) = -3.57, p = .001; Cohen's 

d = .47), GAD (t (220.72) = -.2.85, p = .005; Cohen's d = .38), and ScA subscales (t (229) 
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= -3.88, p = .001; Cohen's d = .51). Results indicate girls reported higher levels of anxiety 

symptoms when compared to boys, except for on the SAD and SA subscales. 

Table 3 

Comparison of the total anxiety score and the subscales between gender groups 

 Total 

( n=236) 

Girls (n=121) Boys  

(n=110) 

Female 

vs. Male 

 

 M
 

SD
 

M SD M SD t-test Cohen's 

d 

SCARED Total 21.92  .52 24.81  14.95 19.11  11.27 -3.29** .43 

SCARED PA 4.81  4.38 5.79  5.09 3.80 3.22 -3.57** .47 

SCARED GAD 6.25 4.43 7.09  4.92 5.48  3.67 -2.85* .38 

SCARED SAD 3.56  3.06 3.78  3.07 3.32  3.07 -1.11 .15 

SCARED SA 5.65  3.75 6.09  3.82 5.22  3.65 -1.77 .23 

SCARED ScA 1.67  1.60 2.07  1.65 1.27  1.43 -3.88** .51 

Note. * significant at the .005 level and ** significant at the .001 level (2-tailed) 

 

Convergent Validity  

Convergent validity was assessed by calculating the mean value of the total score 

and corresponding subscales, and then correlating scores between the SCARED and 

SCAS. Table 4 displays correlations between all subscales and total scores.  The Pearson 

correlation coefficient between the total score on the SCARED and SCAS was the 

strongest with an r of .85 (p < .01). Each SCARED subscale also correlated significantly 

with the SCAS total score (GAD, r = .69, PD, r = .74; SAD, r = .66; SA, r = .59; ScA, r 

= .63, p < .01 in all cases). Significant correlations were also found between SCARED 

and SCAS subscales that aligned with similar DSM-5 anxiety constructs. GAD, PD, 

SAD, and SA subscales all had corresponding constructs on the SCAS that demonstrated 

moderate to strong correlations.  The SAD subscale on the SCARED and SCAS revealed 

the strongest subtest correlation (r = .81, p < .01), while the correlation between the SA 

scales was only moderately strong (r = .59, p < .01).  The ScA subscale on the SCARED 

is unique to the SCARED, and is not a diagnostic category in the DSM-5. Despite not 
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being a DSM-5 category, the ScA subscale demonstrated a moderately positive 

relationship with the total score on the SCAS.  

Table 4 

Correlations among the SCARED scales and Spence Children's Anxiety Scale 

 SCAS 

Total 

SCAS 

GAD 

SCAS 

Panic 

SCAS 

SAD 

SCAS 

Social 

SCAS 

Physical 

Symptoms 

SCAS 

OCD 

SCARED 

Total  

.85** .78** .69** .62** .75** .49** .63** 

SCARED 

GAD 

.69** .67** .55** .38** .72** .35** .53** 

SCARED 

PD 

.74** .72** .70** .48** .58** .42** .56** 

SCARED 

SAD 

.66** .49** .44** .81** .48** .49** .49** 

SCARED 

SA 

.59** .54** .45** .39** .59** .39** .39** 

SCARED 

ScA 

.64** .58** .59** .43** .57** .25** .49** 

 Note. ** Correlation is significant at .01 level (2-tailed)  

 

Confirmatory Factor Analysis 

Prior to analyzing the factor structure of the SCARED, the data were examined 

for normality. The Shapiro Wilk test revealed there was a statistically significant 

difference indicating the SCARED scores are not normally distributed for each individual 

response choice (W ranged from .36 - .81, all p's < .001), and for the total score and five 

subscales (W ranged from .88 - .96, all p's < .001). As expected, the data were skewed on 

an individual item level as the response choices were categorical in nature (e.g. 0 = Not 

true, 1 = Somewhat true, & 2 = Very True). The WLSMV and MLR estimators where 

used to address the non-normal nature of the data. Next the factor structure of the 

SCARED was analyzed using four models. Model fit results for each model are listed in 

Table 5. First, a four factor model was tested based on finding reported in Wren et al. 
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(2007), and results found the model poorly fit the data as the RMSEA value of .08 was 

above the recommended cut-off ( >.07), and the CFI value of .75 and TLI value of .74 

were below the recommended cut-off (<.90). Second, the original five factor model 

reported by Birmaher et al. (1999) was evaluated and displayed a significantly better fit 

than the four factor model (RMSEA = .04, CFI = .94, TLI = .93). Pictorial images of the 

five factor, four factor, and three factor model are represented in Figure 1. Third, a 

hierarchical model (DeSousa, et al., 2014; Viget-Colet et al., 2009) was conducted and 

displayed comparable model fit values (RMSEA = .04, CFI = .94, TLI = .93) to the five 

factor model. Lastly, the one factor model was evaluated and revealed poor model fit 

(RMSEA = .06, CFI = .88, TLI = .87). Although RMSEA, CFI, and TLI values support 

both the five factor and hierarchical model, when taking into consideration BIC and AIC 

values it becomes evident the hierarchical model has very strong evidence of being the 

best fitting model (See figure 1). As models were non-nested, BIC and AIC values were 

considered the most informative in model comparison. Given two models fit the data 

well, post-hoc modifications were not conducted in this analysis.  

Table 5  

Fit indices for the SCARED model tested by means of Confirmatory Factor Analysis 

Model  χ 
2 

df RMSEA CFI TLI BIC AIC 

One Factor 

Model 

1371.40 779 .06 .88 .87 15077.62 14648.64 

Four Factor 

Model 

1936.87 775 .08 .76 .74 14989.73 14546.91 

Five Factor 

Model 

1068.43 769 .04 .94 .93 14783.99 14320.40 

Hierarchical  

Model 

1076.46 774 .01 .94 .93 14769.54 14323.26 

Note. RMSEA, Root Mean Square Error of Approximation, CFI, Comparative Fit 

Index, TLI, Tucker-Lewis Index, BIC, Bayes Information Criterion, AIC, Akaike 

Information Criterion  
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Factor loading for each individual SCARED item was calculated, and are 

displayed in Table 6. All factor loadings were significant at the p < .001 level. Factor 

loadings for the PD subscale ranged from .61 to .81, and on the SAD subscale ranged 

from .32 to .79. Factor loadings for GAD ranged from .57 to .79, and on the SA subscale 

ranged from .62 to .80. The ScA subscale ranged from .33 to .84. Hale et al. (2011) 

conducted a meta-analysis and reported mean factor loadings from 12 studies. Current 

GAD and SA factor loadings were comparable to GAD (.57, SD = .07; range .47-.65), 

and SA (.65, SD = .07; range .58-.78) factor loadings from the meta-analysis. Factor 

loadings for the current PD and SAD subscales were higher compared to mean factor 

loadings found in the meta-analysis (SAD = .53, SD = .05; range .44-.59; Hale et al., 

2011). The current ScA factor loading was lower compared to the mean meta-analysis 

factor loading (ScA = .55, SD = .08; range .40-.65) 
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Table 6 

Hierarchical model with corresponding factor loadings 

Item General 

Factor 

PD GAD SA SAD ScA 

1. When I feel frightened, it is hard to 

breathe. 

X .62           

6. When I get frightened, I feel like 

passing out. 

X .71           

9. People tell me that I look nervous. X .69           

12. When I get frightened, I feel like I 

am going crazy. 

X .75           

15. When I get frightened, I feel like 

things are not real. 

X .78       

18. When I get frightened, my heart 

beats fast. 

X .61           

19. I get shaky. X .68           

22. When I get frightened, I sweat a lot. X .44           

24. I get really frightened for no reason 

at all. 

X .81           

27. When I get frightened, I feel like I 

am choking. 

X .69           

30. I am afraid of having anxiety (or 

panic) attacks. 

X .78           

34. When I get frightened, I feel like 

throwing up. 

X .64     

38. When I get frightened, I feel dizzy. X .71           

5. I worry about other people liking me. X  .57          

7. I am nervous. X  .71    

14. I worry about being as good as other 

kids. 

X  .60          

21. I worry about things working out for 

me. 

X  .73          

23. I am a worrier. X  .79          

28. People tell me that I worry too 

much. 

X  .70          

33. I worry about what is going to 

happen in the future. 

X  .76          

35. I worry about how well I do things. X  .66      

37. I worry about things that have 

already happened. 

X  .79          

3. I don’t like to be with people I don’t 

know well. 

X   .65         

10. I feel nervous with people I don’t 

know well. 

X   .80         

26. It is hard for me to talk with people I 

don’t know well. 

X   .76         

32. I feel shy with people I don’t know 

well. 

X   .74         
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Table 6 continued 

Item General 

Factor 

P

D 

GAD SA SAD  ScA 

39. I feel nervous when I am with other 

children or adults and I have to do 

something while they watch me (for 

example: read aloud, speak, play a game, 

play a sport). 

X    

.75       

  

40. I feel nervous when I am going to 

parties, dances, or any place where there 

will be people that I don’t know well. 

X   .79         

41. I am shy. X   .62         

4. I get scared if I sleep away from home. X    .59        

8. I follow my mother or father wherever 

they go. 

X    .32        

13. I worry about sleeping alone. X    .43        

16. I have nightmares about something 

bad happening to my parents. 

X    .74        

20. I have nightmares about something 

bad happening to me. 

X    .77        

25. I am afraid to be alone in the house. X    .60        

29. I don’t like to be away from my 

family. 

X    .56        

31. I worry that something bad might 

happen to my parents. 

X    .79        

2. I get headaches when I am at school. X     .33       

11. I get stomachaches at school. X     .61       

17. I worry about going to school. X     .84       

36. I am scared to go to school. X     .84       

Note. Total sample size: N = 235 
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Figure 1. 5-factor, 4-factor, and 3-factor models 

 

 

 

Figure 2. Hierarchical model with 5 correlation factors 
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CHAPTER V 

DISCUSSION  

Anxiety disorders represent one of the most common psychiatric disorders in 

children and adolescence for all cultural groups (Avenevoli et al., 2008). However, 

Native American children and adolescence have the highest prevalence rates of anxiety 

compared to other minority groups (Kenny & Thierry, 2014). Early detection allows 

those suffering from anxiety to receive the necessary treatment to reduce the likelihood of 

further negative symptomology, like poor grades, low school attendance, depression, and 

substance abuse (Beesdo et al., 2011; Gustafsson, 2010; Ingul & Nordahl, 2013). Before 

early detection of anxiety takes place, practitioners need to feel confident the assessment 

tools used are valid on Native American populations. The purpose of this study was to 

evaluate the reliability and validity of the SCARED on a Native American child and 

adolescent population.  

Current findings suggest the child version of the SCARED is an excellent tool to 

screen Native American children and adolescence for anxiety. The SCARED showed 

excellent internal consistencies with a Cronbach’s alpha of 0.93. These results exceed the 

recommended minimum criteria established for screening instruments, which 

corresponds to an alpha of 0.80, and even for diagnostic evaluation purposes, which 

corresponds to an alpha of at least 0.90 (Erford, 2013). Similar to the total score results 

the PD, GAD, SAD, and SA subscales on the SCARED demonstrated good alpha levels 

ranging from .74- .85.  However, the ScA subscale demonstrated low internal consistency 

( = .59). Unlike the other scales, the ScA scale is not explicitly associated with a 

specific anxiety disorder in the DSM-5, and research has consistently reported the ScA 
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scale has less reliable psychometric properties (Hale et al., 2011; Isolan et al., 2011; 

Muris et al., 2002; Ogliari et al., 2006). The total score and subscale alpha's for this 

Native American sample  is comparable to Hales et al. (2011)  meta-analysis results 

indicating across cultural groups the SCARED consistency demonstrates good to 

excellent internal consistency.  

Patterns between gender differences for Native children and adolescence in the 

current study were consistent with other studies. In various cultural groups and countries 

girls consistently display elevated anxiety symptoms compared to boys (Birmaher et al., 

1997; Crocetti et al., 2009; Dehgani et al., 2013; Hale et al., 2005; Isolan et al., 2011; Su 

et al., 2008; Vigel-Colet et al., 2009).  Many studies, including current findings, found 

girls reported significantly more symptoms of anxiety on the total score, PD, and GAD 

subscales (Arab et al., 2016; Dehgani et al., 2013; Isolan et al., 2011; Hale et al., 2005; 

Hale et.al., 2013; Vigel-Colet et al., 2009). Unlike prior findings, the current sample 

demonstrated Native American girls reported significantly higher scores on the ScA 

subscale suggesting Native American girls exhibit more school anxiety symptoms. 

Findings also corroborate with an adult Native American population, as Zvolensky et al. 

(2001) found Native American adult females reported significantly higher scores then 

males on another anxiety measure. Together these findings substantiate the argument that 

gender differences in anxiety symptoms are seen in Native American culture.  

Although no clear answers pertain to why females experience higher rates of 

anxiety compared to males, recently researchers have started to investigate the link 

between gender differences and emotion regulation strategies. The literature suggests 

females experience greater difficulty regulating negative emotions compared to males 
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(Bender, Reinholdt-Dunne, Esbjorn, & Pons, 2012), while males more commonly utilize 

different cognitive emotion regulation strategies then femlaes (Zlomke & Hahn, 2010). 

For example, males demonstrate increased attention and thinking related to strategizing 

how to handle negative events. The way females and males internalize stressful events 

and environments may account for some of the gender differences.  

The mean total score for the Native American population (   = 21.92, SD = 13.57) 

was comparable to other studies conducted in North American (corresponding means: 

19.36, 21.24, 18.12, and 21.50; Boyd et al., 2003; Haley et al., 2011; Wren et al., 

2004; Wren et al., 2007). The Native American total mean score was also comparable to 

studies conducted in Spain (    = 24.31; Vigil-Colet et al., 2009), and Italy (    = 22.60; 

Ogliari et al., 2006). However, Native American scores were lower than studies 

conducted with South African youth (  : 31.89 and 33.0; Muris et al., 2006;  Muris, 

Schmidt et al., 2002) and from countries in the Middle East (Dehgani et al., 2013; Arab et 

al., 2016). 

Four models were evaluated using CFA to determine model fit. The four factor 

model was included as a comparison model in the current study as three previous studies, 

with higher ethnic minority samples, reported a four factor model best fit their data 

(Muris, Schmidt et al., 2002; Ogliari et al., 2005; Wren et al., 2007).  All three studies 

maintained GAD, SAD, PD and SA factors and did not find support for the ScA factor. 

These studies also used exploratory approaches (e.g. EFA) to determine model fit. The 

current studies use of CFA with no modifications may partially explain why the four 

factor model poorly fit a Native American child and adolescence population. The 

exclusion of the school avoidance scale may also account for why the four factor model 

http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0030
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0120
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0270
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0270
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0265
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0255
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0220
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0185
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0210
http://www.sciencedirect.com.lib-e2.lib.ttu.edu/science/article/pii/S0887618511000557#bib0210
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fit poorly. In the United States Native Americans have experienced forced assimilation 

with the mandate of involuntary participation in boarding schools (Swan & Sanitorium, 

2013), which has affected the way Native Americans view educational systems. Lack of 

trust with school systems and historical trauma associated with the effects of boarding 

school placements (e.g. isolation from families, restrictions related to engaging in native 

customs, expose to abuse, decreased quality of parent-child interactions) have effected 

generations of Native Americans. This negative history with the educational system 

suggests school avoidant symptoms would be important to evaluate and consider when 

screening Native American children and adolescence for anxiety symptoms.   

A common conceptual framework for anxiety revolves around trait and state 

anxiety, and thus a one factor model was considered. Trait anxiety is a stable personality 

condition, state anxiety is a temporary emotion that reflects how a person feels in the 

moment when presented with a stressful situation (Spielberger, 1996). Although levels of 

state and trait anxiety relate to symptoms associated with the DSM-5 categories, state and 

trait anxiety are separate unidimentional measures (Spielberger, 1996). The format of the 

SCARED requires the rater to answer questions based on how the person has felt within 

the last two months; consequently only asking questions pertaining to trait anxiety. The 

study was limited as the SCARED did not contain questions related to state anxiety, and 

thus when evaluating model fit based on state and trait anxiety only a one factor model 

related to trait anxiety was able to be assessed.  Since the SCARED was developed based 

on the DSM-5 anxiety classification system and does not contain state anxiety questions, 

it was not surprising the one factor model poorly fit the data. 
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The five factor model was considered as it relates directly to the DSM-5 

classification system. The five factor model displayed good model fit. This was not 

surprising as meta-analysis results showed four out of five studies that used CFA 

supported a five factor model (Hale et al., 2011).  Five factor model findings were similar 

to other studies conducted in the United States on rural and clinical populations (Haley et 

al., 2011; Jastrowski Mano et al., 2012). Furthermore, studies conducted worldwide on 

Brazilian (Isolan et al., 2011), Iranian (Dehghani et al., 2013), German (Essau et al, 

2002), Chinese (Su et al., 2008), and Saudi Arabian (Arab et al., 2016) samples reported 

a five factor model best fit the data suggesting the five factor model fit a cultural diverse 

population and may best represent a Native American sample.  

Although the five factor model and hierarchical model displayed comparable CFI, 

TLI and RMSEA values, AIC and BIC values suggest there is strong evidence to support 

the hierarchical model. Given the non-nested nature of the models, more weight was 

placed on interpreting the AIC and BIC values in distinguishing model superiority. 

Similar to the five factor model, the hierarchical model aligns with the DSM-5 

classification system, and includes a school avoidance scale. However, the overall 

anxiety factor in the hierarchical model better explains the interrelationships between the 

factors. It also may explain why in previous studies the first extracted factor of the 

SCARED usually accounts for a larger percentage of explained variance than the 

remaining factors (Vigel-Colet et al., 2009).  

Conceptually, the hierarchical model makes sense because it implies the total 

score adds value to the scale. Since anxiety disorders all stem from features related to 

excessive fear and behavioral symptoms there are overlapping symptoms between types 
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of anxiety which result in high co-morbidity rates. Although anxiety disorders share 

similar features associated with fear and anxiety, they also are distinguishable from each 

other due to the type of situations that induce fear, anxiety, avoidant behavior or thinking 

patterns (American Psychiatric Association, 2013).  When screening for anxiety 

practitioners often rely on total scores to determine an overall presence of anxiety. The 

interpretation of subscale scores benefits practitioners when determining what type of 

interventions or prevention ideas may best suit the client. The way in which practitioners 

interpret and use screening tools determined why the researcher chose to analyze a 

hierarchal model compared to a bi-factor model.  

Convergent validity was established as the SCARED's total score positively 

correlated with the SCAS and all its subscales. This is consistent with other studies that 

have found the SCARED correlates positively with measures (MASC, SCAS) that align 

with the DSM-5 classification categories (Boyde et al., 2013; Essau et al., 2002). 

Subscales on the SCARED and SCAS that correspond with the same DSM-5 anxiety 

category (e.g. SAD, GAD) in both the current study and prior studies demonstrated 

moderate to large correlations (Essau et al., 2002).   

Similar to prior findings, the SA subscale continues to yield the lowest correlation 

between DSM-5 anxiety categories. Lower correlations may in part be explained by the 

type of items found on the SCARED compared to the SCAS. SA items on the SCARED 

focus on a child's fear of meeting new people, while the SCAS more broadly assessed 

social anxiety through questions related to fears of social or performance situations. 

Unlike prior findings, the ScA subscale moderately correlated with the SCAS total score 

and subscales.  Overall, high correlations indicate both the SCARED and SCAS measure 
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highly similar constructs that closely align with the DSM-5. Although the current study 

examined convergent validity using Pearson R correlations, future research may benefit 

from analyzing convergent validity using canonical correlations.  

Several key stakeholders in the mental health field were interviewed to assess 

social validity of the SCARED. A common theme discussed during the interviews 

involved the need for increased awareness of anxiety in tribal communities as the 

prevalence of anxiety in Native American youth is high. Stakeholders also shared a need 

for mental health professionals to understand the cultural mores of each Native child they 

are working with as this may impact how questions are answered. Two tribal groups 

recommended altering some of the questions on the SCARED to enhance the cultural 

sensitivity of certain SCARED items. 

Stakeholders reviewed each SCARED item individually, and discussed how some 

of the questions on the SCARED may be interpreted differently by the child because of 

their belief system. For example, a child may endorse items suggestive of “a fear of the 

dark" when instead within their tribal group a part of their spiritual belief is to respect the 

spirit of what is happening at night. Other tribal groups recommended altering the item 

about "fear of the dark" to become more culturally sensitive by including a fear that is 

related to a specific tribal belief system (e.g. fear of the water).  

Stakeholders also felt questions related to being "shy" or "not talking in class" 

should be interpreted with caution. It is common for Native American children to be 

caught between two identities. At school they may be viewed or told they act one way 

(e.g. shy, withdrawn, or quiet for not talking in class) for not conforming to western 

teaching values or styles, while in the tribal community setting they are viewed in a 
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different way (e.g. respectful, encouraged to listen to elders, taught to be hesitant and 

careful around unknown adults).  

Questions related to worries about separation from family should also be 

investigated in more depth during an interview as Native American communities have 

strong relationships between family members and family traditions. Stakeholders noted 

the term "parents" was used frequently when addressing separation anxiety symptoms, 

but indicated it is common for Native American children to have close ties to 

grandparents or other extended family members. Under or over-reporting of symptoms 

may occur if a child does not endorse an item due to a specific term used (e.g. parent) 

instead of a more generic term (e.g. family member).   

Stakeholders also reported Native American children may endorse statements 

related to feeling scared or anxious with no apparent trigger. In Native American 

communities it is recognized Native American people have a higher probability of 

experiencing personalized trauma, but are also affected by intergenerational trauma as 

descendents continue to identify emotionally with ancestral suffering (Evans-Campbell, 

2008). The transmission of intergeneration trauma can be both direct (e.g. a personal 

account of trauma experienced by the person or tribe), and indirect (Evans-Campbell, 

2008). Indirect transmission may result from poor parental mental health or poor 

parenting styles that are the result of past trauma (Auerhalhn & Laub, 1998). During the 

clinical interview it is important to understand not only the child's personal history but 

that of their family and tribe.  

Overall, stakeholders felt it was important to find a valid anxiety screening tool to 

use with Native American youth to assist mental health professionals in better identify 
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students at-risk for anxiety. Stakeholders also expressed the need for the SCARED to be 

used as a foundational tool. They recommended practitioners use the SCARED results to 

guide the clinical interview, and take into account cultural traditions and belief systems 

when diagnosing and treating Native American child and adolescence with anxiety. 

Implications for Practice 

Native American youth often go unidentified or appear "invisible" in the public 

school system because they are frequently grouped under another minority group due to 

inter-racial marriages and adoptions of culturally diverse surnames (Robinson-Zanartu et 

al., 2011). It was feared this may negatively impact Native American youth because 

compared to other minority groups Native American youth have higher school dropout 

and suicide rates (Lemstra et al., 2013). However, based on the current findings the 

SCARED is a valid tool to assess and screen Native American children and adolescence 

for anxiety symptoms, especially in public school settings where they may be 

unidentified as Native American. 

 School psychologists and school counselors are equipped to identify and assess 

Native American children and adolescence for anxiety symptoms. Screening for anxiety 

in the public school setting is a viable option to overcome common barriers (e.g. stigma, 

transportation, cost) Native Americans face when seeking mental health support. Across 

the country various public schools support Native American students through Title VI 

programs. School psychologists and school counselors will benefit from working directly 

Title VI Native American Coordinators. It is essential Title VI Native American 

Coordinators learn about the SCARED as they are liaisons between the public school and 

Native American communities as they have built trust and relationships with Native 
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American families. Not only can Title VI coordinators act as advocates to encourage 

school mental health workers to use culturally sensitive measures, such as the SCARED, 

they can also encourage and educate families on reasons why parents should consider 

providing consent for assessment and screening purposes.  

Limitations 

The small sample size was a limiting condition in the study. Although a 

simulation power analysis showed the study had adequate power, post hoc findings are 

"limited by the quality of the data and may lead to unwarranted confidence in the stability 

of the results of the sample" (Wolfe, Harrington, Clark, & Miller, 2013). Given the small 

sample size the sample was unable to be cross-validated by splitting the sample to 

perform both an exploratory factor analysis (EFA) and CFA. Instead the researcher relied 

on theory and prior findings to determine appropriate models to assess and compare. 

 The difficulty recruiting participants was not unexpected as the Native American 

community has experienced historical trauma not only from the federal government and 

religious organizations, but also from the research community. When the researcher met 

with various tribal communities, tribal leaders frequently portrayed skepticism in the 

researchers intentions and referenced the Havasupai Tribe lawsuit against Arizona State 

University; where researchers collected DNA samples for the purpose of researching 

Diabetes, but later published other studies without informed consent on unrelated topics 

considered taboo to the Native American tribe (e.g. schizophrenia, migration, 

inbreeding). The loss of trust between tribal communities and researchers may be one 

reason why there is a shortage of published findings on Native American populations.  
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Given conflicting research, the current findings should be interpreted with caution 

when generalizing findings to Native American communities that did not participate in 

the study.  The participants consisted primarily of Native American children and 

adolescence from Washington State and British Columbia, Canada. A majority of 

participates were enrolled in public schools and did not live on a reservation. Relatively 

little research has validated anxiety measures on Native Americans, and the research that 

exists reveals conflicting information regarding the generalizability of study findings 

across Native American tribes. Two studies found a proposed model, already validated 

with a White sample, also fit the data for a heterogeneous samples of Native Americans 

(Ritsher et al., 2002; Zvolensky et al., 2001). In contrast, Norton et al. (2004) found the 

model that fit data for a White and heterogeneous Native American sample poorly fit data 

for a homogenous sample of reservation-based Native Americans.  While McNeil et al. 

(2000) evaluated model fit for the NACIDAQ questionnaire and found both a 

heterogeneous and homogenous sample fit the data well. It is unclear if acculturation 

levels or between group differences between Native American tribes, or both, impact 

generalizability of research findings. It is recommended when assessing a person of 

Native American descent to include culturally relevant questions when conducting a 

clinical interview to determine if responses are related to cultural beliefs and traditions or 

from anxiety type symptoms.  

Conclusion 

Overall, the SCARED is an optimal screening tool to use when working with 

Native American children and adolescence as it has excellent internal reliability, and the 

factor structure aligns with the DSM-5 classification system. The SCARED has minimal 
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obstacles for administration as it is easy to administer, freely available online, and has 

robust psychometric properties (e.g. test-retest reliability, parent-child agreement rates) in 

clinical and community settings (Hales et al., 2011).  The SCARED is clinically relevant 

as mental health providers and researchers can use it during diagnostic procedures and to 

monitor intervention effectiveness. Since the SCARED is closely connected to the 

classification system in the DSM-5 (Hales et al., 2011), its use as a screening instrument 

facilitates communication between professionals and clients during (semi-) structured 

interviews about various types of childhood anxiety symptoms (Muris et al., 2004), and 

allows a for a foundation for culturally sensitive questions to be asked in a clinical 

interview. Thus allowing children and adolescents to be evaluated and receive 

appropriate interventions.  

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 72   
 

References 

American Psychiatric Association. (1994). Diagnostic and Statistical Manual of Mental 

 Disorders, 4th Edition (DSM-IV). Washington, D.C.: American Psychiatric 

 Association.  

 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

 disorders: DSM-5. Washington, D.C.: American Psychiatric Association. 

 

Arab, A., El Keshky, M., & Hadwin, J. A. (2016). Psychometric properties of the screen 

 for child anxiety related emotional disorders (SCARED) in a non-clinical sample 

 of children and adolescents in Saudi Arabia. Child Psychiatry and Human 

 Development, 47(4), 554-562. doi:10.1007/s10578-015-0589-0 

 

Auerhahn, N., & Laub, D. (1998). Intergenerational memory of the Holocaust. In Y. 

 Danieli (Ed), International handbook of multigenerational legacies of trauma (pp. 

 341-354). New York: Plenum. 

 
Avenevoli, S., Knight, E., Kessler, R. C, & Merikangas, K. R., 2008. Epidemiology of depression 

in children and adolescents. In: J. R.Z. Abela JRZ & B. L. Hankin (Eds.), Handbook of 

depression in children and adolescents (pp. 6-32). New York, NY: Guilford Press. 

Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and 

 panic (2nd edition). New York, NY; Guilford Press.  

 

Beesdo, K., Knappe, S., & Pine, D. S. (2011).  Anxiety and anxiety disorders in children 

and adolescents: Developmental issues and implications for DSM-V. Psychiatric 

Clinics of North America, 32(3), 483-524. doi:  10.1016/j.psc.2009.06.002 

 

Bender, P. K., Reinholdt-Dunne, M. L., Esbjørn, B. H., & Pons, F.  (2012). Emotion 

dysregulation and anxiety in children and adolescents: Gender differences. 

Personality and Individual Differences, 53(3), 284-288. 

 

Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological 

 Bulletin, 107(2), 238-46. 

 

Bentler, P. M., & Bonnet, D. C. (1980). Significance tests and goodness of fit in the 

 analysis of covariance structures. Psychological Bulletin, 88(3), 588-606. 

 Retrieved from http://dx.doi.org/10.1037/0033-2909.88.3.588 

 

Berndt, D. J. & Kaiser, C. F. (1996). Multiscore Depression Inventory for Children 

 (MDI-C): Technical manual. Torrance, CA: WPS unlocking potential. 

 

Betancourt, T., Scorza, P., Meyers-Ohki, S., Mushashi, C., Kayiteshonga, Y., Binagwaho, 

 A., Stulac, S., Beardslee. W. R. (2012). Validating the center for epidemiological 

 studies depression scale for children in Rwanda. Journal of American Academy 

 of Child Adolescent Psychiatry, 51(12), 1284–1292. 



Texas Tech University, Katie Runyon, May 2018 

 73   
 

 

Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M.  (1999). 

 Journal of the American Academy Child and Adolescent Psychiatry, 38(10), 

 1230-1236. doi:10.1097/00004583-199910000-00011 

 

Birmaher, B., Khetarpal, S., Brent, D., Cully, M., Balach, L., Kaufman, J., & Neer, S. M. 

 (1997). The screen for child anxiety related emotional disorders (SCARED): 

 Scale construction and psychometric characteristics. Journal of the American 

 Academy of Child & Adolescent Psychiatry, 36(4), 545-553. 

 doi:10.1097/00004583-199704000-00018 

 

Bodden, D. M., Bögels, S. M., & Muris, P. (2009). The diagnostic utility of the screen for 

 child anxiety related emotional disorders-71 (SCARED-71). Behaviour Research 

 and Therapy, 47(5), 418-425. 

 doi:10.1016/j.brat.2009.01.015DOI:10.1016/j.brat.2009.01.015 

 

Boelen, P. A., & Van den Bout, J. (2005). Complicated grief, depression, and anxiety 

 as distinct postloss syndromes: A confirmatory factor analysis study. American 

 Journal of Psychiatry, 162(11), 2175-2177. doi: 10.1176/appi.ajp.162.11.2175 

 

Bouvard, M., Roulin, J., & Denis, A. (2013). The French version of the screen for child 

 anxiety  related emotional disorders -Revised (Scared-R): Factor structure, 

 convergent and divergent validity in a sample of teenagers. Psychologica Belgica, 

 53(2), 3-14. doi: 10.5334/pb-53-2-3 

 

Boyd, R. C., Ginsburg, G. S., Lambert, S. F., Cooley, M. R., & Campbell, K. D. (2003). 

 Screen  for child anxiety related emotional disorders (SCARED): psychometric 

 properties in an African-American parochial high school sample. Journal of 

 American Academy Child Adolescence Psychiatry, 42(10), 1188-96. 

  

Brave Heart, M. Y. H., Lewis-Fernández, R., Beals, J., Hasin, D. S., Sugaya, L., Wang, 

 S., …Blanco, C. (2016). Psychiatric disorders and mental health treatment in 

 American Indians and Alaska Natives: results of the National Epidemiologic 

  Survey on Alcohol and Related Conditions. Social Psychiatry and Psychiatric 

 Epidemiology, 51(7), 1033-46. doi: 10.1007/s00127-016-1225-4 

 

Brown, & Naragon-Gainey. (2012). Evaluation of the Unique and Specific Contributions 

 of Dimensions of the Triple Vulnerability Model to the Prediction of DSM-IV 

 Anxiety and Mood Disorder Constructs. Behavior Therapy, 44, 277-292. 

 

Bureau of Indian Affairs (2015). Indian entities recognized and eligible to receive 

 services from the United States Bureau of Indian Affairs. Washington. Retrieved 

 from http://www.bia.gov/cs/groups/public/documents/text/idc1-029079.pdf 

 

Bureau of Indian Education, (2017, Feb. 26). https://www.bie.edu/Schools/index.htm 

 



Texas Tech University, Katie Runyon, May 2018 

 74   
 

Canals, J., Hernández-Martínez, C., Cosi, S., & Domènech, E. (2012). Examination of a 

 cutoff  score for the screen for child anxiety related emotional disorders 

 (SCARED) in a non-clinical Spanish population. Journal of Anxiety Disorders, 

  26(8), 785-791. doi: 10.1016/j.janxdis.2012.07.008  

 

Carter, M. M., Miller, O., Sbrocco, T., Suchday, S., & Lewis, E. L. (1999). Factor 

 structure of the anxiety sensitivity index among African American college 

 students. Psychological Assessment, 11, 525-533. 

 

Carter, M. M., Mitchell, F. E., & Sbrocco, T. (2012). Treating ethnic minority adults with 

 anxiety disorders: Current status and future recommendations. Journal of Anxiety 

 Disorders, 26(4), 488-501. doi: 10.1016/j.janxdis.2012.02.002 

 

Chan, S., Chan, S., & Kwok, W. (2015). Ruminative and catastrophizing cognitive 

 styles mediate the association between daily hassles and high anxiety in Hong 

 Kong adolescents. Child Psychiatry & Human Development, 46(1), 57-66. 

 doi: 10.1007/s10578-014-0451-9. 

 

Chan, S. M., & Leung, C. H. (2015). Factor structure of the screen for child anxiety 

 related  emotional disorders (SCARED) in a community sample of Hong Kong 

 Chinese adolescents. Child Psychiatry and Human Development, 46(5), 671-682. 

 doi:10.1007/s10578-014-0509-8 

 

Clark, R. L., & Witko, T. M. (2006). Growing up Indian: Treatment with urban Indian 

 adolescents. In T. M. Witko (Ed.), Mental health care for urban Indians: Clinical 

 insights from native practitioners (pp. 173–187). Washington, DC: American 

 Psychological Association. 

 

Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences (2nd ed.). San 

 Francisco, CA: Lawrence Erlbaum Associates. 

 

Costello, E. J., Mustillo, S., Erkanli, A., Keeler, G., & Angold, A. (2003). Prevalence and 

 development of psychiatric disorders in childhood and adolescence. Achieves of 

 General Psychiatry, 60, 837-844. 

Crocetti, E., Hale, W. W., Fermani, A., Raaijmakers, Q., & Meeus, W. (2009). 

 Psychometric  properties of the screen for child anxiety related emotional 

 disorders (SCARED) in the general Italian adolescent population: A validation 

 and comparison between Italy and The Netherlands. Journal of Anxiety Disorders, 

 23, 824-829. doi: 10.1016/j.janxdis.2009.04.003 

 

De Coteau, T., Anderson, J., & Hope, D. (2003). Anxiety, stress, and health in northern 

 plains  native Americans. Behavior Therapy, 34(3), 365-380. doi: 10.1016/S0005-

 7894(03)80006-0 

 



Texas Tech University, Katie Runyon, May 2018 

 75   
 

De Coteau, T., Anderson, J., & Hope, D. (2006). Adapting manualized treatments: 

 Treating anxiety disorders among native. Cognitive and Behavioral Practice, 

 13(4), 304-309. doi: 10.1016/j.cbpra.2006.04.012 

 

De Los Reyes, A., & Kazdin, A. E. (2004). Measuring informant discrepancies in clinical 

  child research. Psychological Assessment, 16, 330-334. 

 

Dehghani, F., Amiri, S., Molavi, H., & Neshat-Doost, H. T. (2013). Psychometric 

 properties of the Persian version of the screen for child anxiety-related emotional 

 disorders (SCARED). Journal of Anxiety Disorders, 27(5), 469-474. doi: 

 10.1016/j.janxdis.2013.06.003 

 

DeSousa, D. A., Salum, G. A., Isolan, L. R., & Manfro, G. G. (2013). Sensitivity and 

 specificity of the screen for child anxiety related emotional disorders (SCARED): 

 A community-based study. Child Psychiatry and Human Development, 44(3), 

 391-399. doi:10.1007/s10578-012-0333-y 

 

DeSousa, D. A., Zibetti, M. R., Trentini, C. M., Koller, S. H., Manfro, G. G., & Salum, 

  G. A. (2014). Screen for Child Anxiety Related Emotional Disorders: Are 

 subscale scores reliable? A bifactor model analysis. Journal of Anxiety Disorder, 

 28, 966-970. 

 

Duran, E., & Duran, B. (1995). Native American postcolonial psychology. New York, 

 NY: SUNY.  

 

Education Amendments Act of 1978, 95 P.L. 561, 92 Stat. 2143. 

 

Eifert, G. H., Forsyth, J. P., Zvolensky, M. J., & Leijuez, C. W. (1999). Moving from the 

 laboratory to the real world and back again: increasing the relevance of laboratory 

 examinations of anxiety sensitivity. Behavior Therapy, 30, 275-285.  

 

Ellis, P. D. (2010 ). The Essential Guide to Effect Sizes Statistical Power, Meta-Analysis, 

  and Interpretation of Research Results. New York, NY: Cambridge University 

 Press. 

 

Endler, N. S., & Kocovski, N. L. (2001). State and trait anxiety revisited. Journal of 

 Anxiety Disorders, 15, 231-245.  

 

Erford, B. T. (2013). Assessment for counselors (2nd ed.). Belmont, CA: Cengage 

 Wadsworth. 

 

Essau, C. A., Anastassiou-Hadjicharalambous, X., & Muñoz, L. C. (2013). Psychometric 

 properties of the screen for child anxiety related emotional disorders (SCARED) 

 in Cypriot children and adolescents. European Journal of Psychological 

 Assessment, 29(1), 19-27. doi:10.1027/1015-5759/a000116 

 



Texas Tech University, Katie Runyon, May 2018 

 76   
 

Essau, C. A., Muris, P., & Ederer, E. M. (2002). Reliability and validity of the spencer 

 children's anxiety scale and the screen for child anxiety related emotional 

 disorders in German children. Journal of Behavior Therapy & Experimental 

 Psychiatry, 33(1), 1-18. doi: 10.1016/j.janxdis.2011.03.015 

 

Evans-Campbell, T. (2008). Historical Trauma in American Indian/Native Alaska 

 Communities. Journal of Interpersonal Violence, 23(3), 316-338. 

 

Faircloth, S. C., & Tippeconnic, III, J. W. (2010). The dropout/graduation rate crisis 

 among  American Indian and Alaska Native students: Failure to respond places 

 the future of native peoples at risk. Los Angeles, CA: The Civil Rights Project at 

 UCLA. Retrieved from http://www.civilrightsproject.ucla.edu/news/pressreleases/ 

 pressrelease20100217-dropouts.html 

 

Farmer, E. M. Z., Burns, B. J., Phillips, S. D., Angold, A., & Costello, E. J. (2003). 

 Pathways into and through mental health services for children and adolescents. 

 Psychiatric Services, 54, 60–66. doi:10.1176/appi.ps.54.1.60 

 

Gonzalez, A., Weersing, V. R., Warnick, E., Scahill, L., & Woolston, J. (2012). Cross-

 ethnic  measurement equivalence of the SCARED in an outpatient sample of 

 African American and non-Hispanic White youth and parents. Journal of Clinical 

 Child & Adolescent Psychology, 41(3), 361-369. doi: 

 10.1080/15374416.2012.654462 

 

Gustafsson, J. E. (2010). School, learning and mental health: a systematic review. 

Stockholm, Sweden: Health Committee, Royal Swedish Academy of Sciences. 

 

Hale, W. 3., Crocetti, E., Raaijmakers, Q. W., & Meeus, W. J. (2011). A meta-analysis of 

 the cross-cultural psychometric properties of the screen for child anxiety related 

 emotional disorders (SCARED). Journal of Child Psychology &Psychiatry, & 

 Allied Disciplines, 52(1), 80-90. doi:10.1111/j.1469-7610.2010.02285.x 

 

Hale, W. 3., Raaijamakers, Q., Garcia-Lopez, L. J., Espinosa-Fernandez, Muela, J. M., & 

 Diaz-Castela, M. M. (2013). Psychometric properties of the Screen for Child 

 Related Anxiety Emotional Disorders for socially anxious and healthy Spanish 

 adolescents. Spanish Journal of Psychology, 16, 1-7. 

 

Hale, W. 3., Raaijmakers, Q., Muris, P., & Meeus, W. (2005). Psychometric properties of 

 the screen for child anxiety related emotional disorders (SCARED) in the general 

 adolescent population. Journal of the American Academy of Child & Adolescent 

 Psychiatry, 44(3), 283-290. doi: 10.1097/00004583-200503000-00013 

 

Hale, W. 3., Raaijmakers, Q., van Hoof, A., & Meeus, W. (2014). Improving screening 

 cut-off  scores for DSM-5 adolescent anxiety disorder symptom dimensions with 

 the screen for child anxiety related emotional disorders. Psychiatry Journal, 2014, 

 1-5. doi:  10.1155/2014/517527 

https://dx.doi.org/10.1155%2F2014%2F517527


Texas Tech University, Katie Runyon, May 2018 

 77   
 

 

Haley, T., Puskar, K., & Terhorst, L. (2011). Psychometric properties of the screen for 

 child anxiety related emotional disorders in a rural high school population. 

 Journal of Child & Adolescent Psychiatric Nursing, 24(1), 23-32. 

 doi:10.1111/j.1744-6171.2010.00264.x 

 

Hariz, N., Bawab, S., Atwi, M., Tavitian, L., Zeinoun, P., Khani, M., & ... Maalouf, F. T. 

 (2013).  Reliability and validity of the Arabic Screen for Child Anxiety Related 

 Emotional Disorders (SCARED) in a clinical sample. Psychiatry Research, 

 209(2), 222-228. doi:10.1016/j.psychres.2012.12.002 

 

Higa-McMillan, C. K., Francis, S., & Chorpita, B. F. (2014). Anxiety disorders. In E. J. 

 Mash & R. Barkley (Eds.), Child psychopathology (3rd ed.; pp. 345–428). New 

 York, NY: Guilford 

 

Hu, L., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure 

 analysis: Conventional criteria versus new alternatives. Structural Equation 

 Modeling: A Multidisciplinary Journal, 6, 1-50. Retrieved from 

 http://dx.doi.org/10.1080/10705519909540118 

Indian Self-Determination and Education Assistance Act of 1975, 93 P.L. 638, 88 

Stat. 2203.  

 

Ingul, J. M., & Nordahl, H. M. (2013). Anxiety as a risk factor for school absenteeism: 

What differentiates anxious school attenders from non-attenders? Annals of 

General Psychiatry, 12(245), 1-9. Retrieved from http://www.annals-general-

psychiatry.com/content/12/1/25 

 

Isolan, L., Salum, G. A., Osowski, A. T., Amaro, E. & Manfro, G. G. (2011). 

 Psychometric  properties of the screen for child anxiety related emotional 

 disorders (SCARED) in Brazilian children and adolescents. Journal of Anxiety 

 Disorders, 25(5), 741-748. 

 

Jackson, D. L., Gillaspy, J. A., & Purc-Stephenson, R. (2009). Reporting practices in 

  confirmatory factor analysis: an overview and some recommendations. 

 Psychological  Methods, 14(1), 6-23. doi: 10.1037/a0014694  

 

Jastrowski Mano, K. E., Evans, J. R., Tran, S. T., Anderson K. K., Weisman, S. J., & 

 Hainsworth, K. R. (2012). The psychometric properties of the screen for child 

 anxiety related emotional disorders in pediatric chronic pain. Journal of Pediatric 

 Psychology, 37(9), 999-1011. 

 

Johnson, B., & Christensen, L. (2008). Educational research third edition. Thousand 

 Oaks, CA: Sage Publications, Inc. 

 

Jöreskog, K. & Long, J. S. (1993). Introduction. In K. A. Bollen & J. S. Long (Eds.), In 

 Testing Structural Equation Models (pp. 1-10). Newbury Park, CA: Sage. 



Texas Tech University, Katie Runyon, May 2018 

 78   
 

 

Kearney, C. (2006). Confirmatory factor analysis of the school refusal assessment scale-

 revised: child and parent versions. Journal of Psychopathology & Behavioral 

 Assessment, 28(3), 139- 144. doi:10.1007/s10862-011-9218-9 

 

Kenney, M., & Thierry, J. (2014). Chronic conditions, functional difficulties, and disease 

 burden  among American Indian/Alaska Native children with special health care 

 needs, 2009-2010. Maternal & Child Health Journal, 18(9), 2071-2079. 

 doi:10.1007/s10995-014-1454-7 

 

Kinsey K., & Reed P. G., 2015. Linking Native American tribal policy to practice in 

 mental health care. Nursing Science Quarterly, 28, 82-87. 

 doi:10.1177/0894318414558616 

 

Kline, P. (2000). The handbook of psychological testing (2nd ed.). London: Routledge. 

 

Kline, R. B. (2005). Principles and Practice of Structural Equation Modeling (2nd ed.). 

 New York, NY: Guilford. 

 

Leikanger, E., Ingul, J. M., & Larsson, B. (2012). Sex and age-related anxiety in a 

 community sample of Norwegian adolescents. Scandinavian Journal of 

 Psychology, 53, 150- 157. 

 

Lemstra, M., Rogers, M., Moraros, J., & Grant, E. (2013). Risk indicators of suicide 

 ideation among on-reserve First Nations youth. Paediatrics & Child Health, 

 18(1), 15-20.  

 

Lewinsohn, P. M., Holm-Denoma, J. W.,Small, J. W., Seeley, J. R., & Joiner, T. E. 

 (2008). Separation anxiety disorder in children as a risk factor for future mental 

 illness. Journal of the American Academy of Child and Adolescent Psychiatry 

  47(5), 548-555. 

MacCallum, R. C., Roznowski, M., & Necowitz, L. B. (1992). Model modifications in 

 covariance structure analysis: the problem of capitalization on chance. 

 Psychological Bulletin, 111(3), 490-504. 

 

Manson, S. M., Beals, J., Klein, S. A., Croy, C. D., Team, A. S. (2005). Social 

 epidemiology of trauma among 2 American Indian reservation populations. 

 American Journal of Public Heath, 95(5), 851-895. doi: 

 10.2105/AJPH.2004.054171 

 

March, J. S. (2013). Multidimensional anxiety scale for children 2nd Edition (MASC 2): 

 Technical manual. Toronto, Canada: Multi-Health Systems Inc. 

 

McNeil, D. W., Porter, C. A., Chaney, J. M., & Kee, M. (2000). Assessment of culturally 

 related  anxiety in American Indians and Alaska Natives. Behavior Therapy, 31, 

 301-325.  



Texas Tech University, Katie Runyon, May 2018 

 79   
 

 

Möller, E. L., Majdandžić, M., Craske, M. G., & Bögels, S. M. (2014). Dimensional 

 assessment of anxiety disorders in parents and children for DSM‐5. International 

 Journal of Methods in Psychiatric Research, 23(3), 331-344. 

 doi:10.1002/mpr.1450 

 

Monga, S., Birmaher, B., Chiappetta, L., Brent, D., Kaufman, J., Bridge, J., & Cully, M. 

 (2000). Screen for child anxiety related emotional disorders (SCARED): 

 Convergent and divergent validity. Depression & Anxiety, 12(2), 85-91. 

 

Muris, P., Dreessen, L., Bogels, S., Weckx, M., & van Melick, M. (2004). A 

 questionnaire for screening a broad range of DSM-defined anxiety disorder 

 symptoms in clinically referred children and adolescents. Journal of Child 

 Psychology and Psychiatry, 45(4), 813-820. doi: 10.1111/j.1469-

 7610.2004.00274.x 

 

Muris, P., Loxton, H., Neumann, A., Plessis, M., King, N., & Ollendick, T. (2006). DSM-

 defined anxiety disorders symptoms in South African youths: Their assessment 

 and relationship with perceived parental rearing behaviors. Behavior Research 

 and Therapy, 44, 883-896. doi: 10.1016/j.brat.2005.06.002 

 

Muris, P., Merckelbach, H., Kindt, M., Bögels, S., Dreessen, L., van Dorp, C., & ... 

 Snieder, N. (2001). The utility of screen for child anxiety related emotional 

 disorders (SCARED) as a tool for identifying children at high risk for prevalent 

 anxiety disorders. Anxiety Stress & Coping: An International Journal, 14(3), 265-

 283. 

 

Muris, P., Merckelbach, H., Mayer, B., & Prins, E. (2000). How serious are common 

 childhood fears? Behaviour Research and Therapy, 38, 217-228 

 

Muris, P., Merckelbach, H., Mayer, B., van Brakel, A., Thissen, S., Moulaert, V., & 

 Gadet, B. (1998a). The screen for child anxiety related emotional disorders 

 (SCARED) and traditional childhood anxiety measures. Journal of Behavior 

 Therapy & Experimental Psychiatry, 29(4), 327-339. doi:10.1016/S0005-

 7916(98)00023-8 

 

Muris, P., Merckelbach, H., Ollendick, T., King, N., & Bogie, N. (2002a). Three 

 traditional and three new childhood anxiety questionnaires: their reliability and 

 validity in the normal adolescent sample. Behavior Research and Theory, 40, 753-

 772. Received from http://dx.doi.org/10.1016/S0005-7967(01)00056-0 

 

Muris, P., Merckelbach, H., Schmidt, H., & Mayer, B. (1999a). The revised version of 

 the screen for child anxiety related emotional disorders (SCARED-R): Factor 

 structure in normal children. Personality & Individual Differences, 26(1), 99-112. 

 doi:10.1016/S0191-8869(98)00130-5 

 



Texas Tech University, Katie Runyon, May 2018 

 80   
 

Muris, P., Merckelbach, H., van Brakel, A., & Mayer, B. (1999b). The revised version of 

 the screen for child anxiety related emotional disorders (SCARED-R): Further 

 evidence for its reliability and validity. Anxiety, Stress & Coping: An 

 International Journal, 12(4), 411-425. doi:10.1080/10615809908249319 

 

Muris, P., Merckelbach, H., van Brakel, A., Mayer, B., & van Dongen, L. (1998b). The 

 screen  for child anxiety related emotional disorders (SCARED): Relationship 

 with anxiety and depression in normal children. Personality & Individual 

 Differences, 24(4), 451-456. doi:10.1016/S0191-8869(97)00217-1 

 

Muris, P., Schmidt, H., Engelbrecht, P., & Perold, M. (2002b). DSM-IV defined anxiety 

 disorder symptoms in South African children. Journal of the American Child and 

 Adolescent Psychiatry, 41(11), 1360-1368. doi: 

 10.1097/01.CHI.0000024843.60748.08 

 

Muris, P., & Steerneman, P. (2001). The revised version of the screen for child anxiety 

 related  emotional disorders (SCARED–R): First evidence for its reliability and 

 validity in a clinical sample. British Journal Of Clinical Psychology, 40(1), 35-44. 

 doi:10.1348/014466501163463 

 

Muthén L. K, &Muthén B. O. (2002). How to use a Monte Carlo study to decide on 

 sample size and determine power. Structural Equation Modeling, 4, 599–620. 

 

Muthén, L. K., & Muthén, B. O. (1998-2012). Mplus User’s Guide. Seventh Edition. 

 Los Angeles, CA: Muthén & Muthén. 

 

National Alliance on Mental Illness (NAMI). (2009). American Indian and Alaska Native 

 Women and Depression Fact Sheet. Arlington, VA: National Alliance on Mental 

 Illness. Retrieved from 

 http://www.nami.org/Template.cfm?Section=Women_and_Depression&Template

 =/Cont entManagement/ContentDisplay.cfm&ContentID=88885.  

 

National Center for Education Statistics (NCES) (2008). Status and trends in the 

 education of American Indians and Alaska Natives. U.S. Department of Education 

 Institute of Education Sciences. Retrieved from http://nces. 

 ed.gov/pubs2008/nativetrends/ 

 

Native American Rights Fund (2014, June, 22). Cultural genocide veiled as education:  

 The time for healing is now. Indian Country Media Network. Retrieved from 

 https://indiancountrymedianetwork.com/history/events/cultural-genocide-veiled-

 as-educationthe-time-for-healing-is-now/ 

 

Norton, P. J., De Coteau, T. J., Hope, D. A. & Anderson, J. (2004). The factor structure 

 of the  anxiety sensitivity index among Northern Plains Native Americans. 

 Behaviour Research and Therapy, 42(2), 241-247. doi: 

 10.1016/j.brat.2003.10.002 



Texas Tech University, Katie Runyon, May 2018 

 81   
 

 

Ogliari, A., Citterio, A., Zanoni, A., Fagnani, C., Patriarca, V.,  Cirrincione, R., ... 

 Battaglia, M. (2006). Genetic and environmental influences on anxiety 

 dimensions in  Italian twins evaluated with the SCARED questionnaire. Journal 

 of Anxiety Disorders, 20(6), 760-777.doi: 10.1016/j.janxdis.2005.11.004 

 

Orgiles, M., Fernandez-Martinez, I., Guillen-Riquelme, Espada, J. P., & Essau, C. A. 

 (2016). A systematic review of the factor structure and reliability of the Spence 

 Children's Anxiety Scale. Journal of Affective Disorders, 190, 333-340. 

 

Rabie, M., Khoramdel, K., Zerehpush, A., Palahang, H., & Hojatkhahp, H. (2014). 

 Validity of the questionnaire for the revised version of the screen for child anxiety 

  related emotional disorders (SCARED-41). Journal of Research in Medical 

 Sciences, 16(5), 63-67.  

 

Raftery, A. E. (1995). Bayesian Model Selection in Social Research. Sociological 

 Methodology, 25, 111-163. 

 

Razali, N. M. & Wah, Y. B. (2011). Power comparison of Shapiro-Wilk, Kolmogorov-

 Smirnov, Lilliefors, and Anderson-Darling tests. Journal of Statistical Modeling 

 and Analytics, 2(1), 21-33. Retrieved from 

 http://s3.amazonaws.com/academia.edu.documents/41431616/Power_comparison

 s_of_Shapiro-Wilk_Kolmog20160122-6350-

 h337wh.pdf?AWSAccessKeyId=AKIAIWOWYYGZ2Y53UL3A&Expires=1487

 177741&Signature=SLkjDSP%2Fzmw%2FIk%2FCPOoDY%2BmKgck%3D&re

 sponsecontentdisposition=inline%3B%20filename%3DPower_comparisons_of_S

 hapiro Wilk_Kolmog.pdf 

 

Reiss, S., & McNally, R. J. (1985). Expectancy model of fear. In S. Reiss, & R. R. 

 Bootzin, Theoretical issues in behavior therapy (pp. 107-121). San Diegy: 

 Academic Press.  

 

Reynolds, R. C. & Richmond, R. O. (2008). Revised Children's Manifest Anxiety Scale 

 Second Edition (RCMAS-2): Technical manual. Torrance, CA: WPS unlocking 

 potential. 

 

Ritsher, J. B., Struening, E. L., Hellman, F., &Guardino, M. (2002). Internal validity of 

 an anxiety disorder screening instrument across five ethnic groups. Psychiatry 

 Research,111(2), 199-213. doi: 10.1016/S0165-1781(02)00135-X 

 

Robinson-Zanartu, C., Butler-Bryd, N., Cook-Morales, V., Dauphinais, P., Charley, E., & 

 Bonner, M. (2011). School psychologists working with Native American youth: 

 Training, competence, and needs. Contemporary School Psychology, 15, 103- 

 115.  

 



Texas Tech University, Katie Runyon, May 2018 

 82   
 

Rodriguez, M. C., & Maeda, Y. (2006). Meta-analysis of coefficient alpha. 

 Psychological  Methods, 11(3), 306-322. doi: 10.1037/1082-989X.11.3.306 

 

Russell, P. S., Nair, M. C., Russell, S., Subramaniam, V. S., Sequeira, A. Z., Nazeema, 

 S., &  George, B. (2013). ADad 2: the validation of the screen for child anxiety 

  related emotional disorders among adolescents in a rural community population 

 in India. Indian Journal of Pediatrics, 80( 2), S139-S143. doi:10.1007/s12098-

 013-1233-2 

 

Schreiber, J. B., Stage, F. K., King, J., Nora, A., & Barlow, E. A. (2006). Reporting 

 structural equation modeling and confirmatory factor analysis results: A review. 

 The Journal of Educational Research, 99(6), 323-337. 

 

Spence, S.H. (1997). Structure of anxiety symptoms among children: A confirmatory 

 factor-analytic study. Journal of Abnormal Psychology, 106, 280-297. 

 

Spence, S. H. (1998). Structure of anxiety symptoms among children: A confirmatory 

 factor- analytic study. Journal of Abnormal Child Psychiatry, 106, 280-297. 

 

Spielberger, C. D. (1966). Anxiety and Behavior. New York, NY: Academic Press. 

 

Stancavage, F. B., Mitchell, J. H., Bandeira de Mello, V., Gaertner, F. E., Spain, A. K. & 

 Rahal,  M. L. (2006). National Indian Education Study: Part II: The Educational 

 Experiences of Fourth- and Eighth-Grade American Indian and Alaska Native 

 Students. Washington, D.C.: U.S. Department of Education, Institute of Education 

 Sciences. 

 

Steiger, J. H. (2007). Understanding the limitations of global fit assessment in structural 

 equation modeling. Personality and Individual Differences, 42(5), 893-98. doi: 

 10.1016/j.paid.2006.09.017 

 

Stewart, S. H., Taylor, S., & Baker, J. M. (1997). Gender differences in dimensions of 

 anxiety sensitivity. Journal of Anxiety Disorders, 11, 179-200.  

 

Stewart, S. H., & Watt, M. C. (2000). Illness attitude scale dimensions and their 

 associations with anxiety-related constructs in a nonclinical sample. Behavior 

 Research & Therapy, 38(1), 83-99.  

 

Su, L., Wang, K., Fan, F., Su, Y., & Gao, X. (2008). Reliability and validity of the 

 screen for child anxiety related emotional disorders (SCARED) in Chinese 

 children. Journal of Anxiety Disorders, 22(4), 612-621. doi: 

 10.1016/j.janxdis.2007.05.011 

 

Swan, M., & Sanitorium, S. (2013). Disability and Native North American boarding 

 school narratives. Journal of Literacy & Cultural Disability Studies, 7(2), 195-

 212. doi:10.3828/jlcds.2013.14 



Texas Tech University, Katie Runyon, May 2018 

 83   
 

 

Sweats, J. A. (1992). The science of choosing the right decision threshold in high-stakes 

 diagnostics. American Psychologist, 47, 522-532.  

 

Trimble, J. E., (1990). Application of psychological knowledge for American Indians and 

 Alaska Natives. The Journal of Training and Practice in Professional 

 Psychology, 4, 45-63.  

 

U.S. Census Bureau. (2006). We the people American Indians and Alaska Native in the 

 United  States. Retrieved from https://www.census.gov/prod/2006pubs/censr-

 28.pdf.  

 

U.S. Census Bureau. (2011). Overview of race and Hispanic origin: 2010. Retrieved 

 from http//www.census.gov/prod/cen2010/briefs/c2010br-02.pdf. 

 

U.S. Census Bureau. (2012). American Indians and Alaska Native populations:2010. 

 Retrieved from http://www.census.og/prod/cen2010briefs/c2010-10.pdf. 

 

U.S. Department of Education Office of Special Education Programs. (2003). Data 

 Tables  for State Reported Data. Retrieved from 

 http://www.ideadata.org/arc_toc6.asp. 

 

Van Ameringen, M., Patterson, B., & Simpson, W. (2014). DSM-5 obsessive-compulsive 

 and related disorders: Clinical implications of new criteria. Depression & Anxiety, 

 31, 487-493. doi: 10.1002/da.22259 

 

Ventevogel, P., Komproe, I. H., Jordans, M. J., Feo, P., & De Jong, J. M. (2014). 

 Validation of  the Kirundi versions of brief self-rating scales for common mental 

 disorders among children in Burundi. BMC Psychiatry, 14(3), 2-13.  

 doi:10.1186/1471-244X-14-36 

 

Vigil-Colet, A., Canals, J., Cosi, S., Lorenzo-Seva, U., Ferrando, P. J., Hernandez-

 Martinez, C.... &  Domenech, E. (2009). The factorial structure of the 41 version 

 of the screen for child anxiety related emotional disorders (SCARED) in a 

 Spanish population of 8 to 12 year olds. International Journal of Clinical and 

 Health Psychology, 9(2), 313-327.  

 

Wang, K.  (2005). Chinese urban norm for screening anxiety-related emotional disorders 

 in children. Chinese Journal of Clinical Rehabilitation, 9(4), 254-256.  

 

Weitkamp, K., Romer, G., Rosenthal, S., Wiegand-Grefe, S., & Daniels, J. (2010). 

 German screen for child anxiety related emotional disorders (SCARED): 

 Reliability, validity, and cross-informant agreement in a clinical sample. Child & 

 Adolescent Psychiatry & Mental Health, 4(19) 1-9. doi: 10.1186/1753-2000-4-19 

 



Texas Tech University, Katie Runyon, May 2018 

 84   
 

West, A., Williams, E., Suzukovich, E., Strangeman, E., & Novins, K. (2012). A Mental 

 Health Needs Assessment of Urban American Indian Youth and Families. 

 American Journal of Community Psychology, 49(3), 441-453. 

 

Wilbur, R., Corbett, S., & Drisko, J. (2016). Tuberculosis morbidity at Haskell Institute 

 Boarding School for Native American youth, 1910–1940: Impacts of historical 

 and existing social determinants of health. Annals of Anthropological Practice, 

  40(1), 106-114. 

 

Witko, T. M. (Ed.). (2006). Mental health care for urban Indians: Clinical insights from 

 native practitioners. Washington, DC: American Psychological Association. 

 

Wnek, A., Klein, G., & Bracken, B. (2008). Professional development issues for school 

  psychologists. School Psychology International, 29, 145–160. 

 doi:10.1177/0143034308090057 

 

Wolf, E. J., Harrington, K. M., Clark, S. L., & Miller, M. W. (2013). Sample Size 

 Requirements for Structural Equation Models: An Evaluation of Power, Bias, and 

 Solution Propriety. Educational and Psychological Measurement, 76(6), 913–

 934. http://doi.org/10.1177/0013164413495237 

 

Wren, F. J., Berg, E. A., Heiden, L. A., Kinnamon, C. J., Ohlson, L. A., Bridge, J. A.,... 

 Bernal, M. P. (2007). Childhood anxiety in a diverse primary care population: 

 parent-child reports, ethnicity and SCARED factor structure. Journal of the 

 American Academy of Child & Adolescent Psychiatry, 46(3), 332-40. doi: 

 10.1097/chi.0b013e31802f1267 

 

Wren, F. J., Bridge, J. A., & Birmaher, B. (2004). Screening for childhood anxiety 

 symptoms in  primary care: integrating child and parent reports.  Journal of the  

 American Academy of Child & Adolescent Psychiatry, 43(11), 1364-1371. doi: 

 10.1097/01.chi0000138350.60487.d3 

 

Zlomke, K. R. & Hahn, K. S. (2010). Cognitive emotional regulation strategies: Gender 

 differences and associations to worry. Personality and Individual Differences, 

 48(4), 408-413. 

 

Zvolensky, M. J., Mcneil, D. W., Porter, C. A., & Stewart, S. H. (2001). Assessment of 

 anxiety sensitivity in young American Indians and Alaska Natives. Behaviour 

 Research and Therapy, 39(4), 4 77-493. doi: 10.1016/S0005-7967(00)00010-3 

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 85   
 

APPENDIX A  

IRB 

 

 



Texas Tech University, Katie Runyon, May 2018 

 86   
 

APPENDIX B  

RESEARCH QUESTIONNAIRE 

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 87   
 

 

 

  

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 88   
 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 89   
 

 

 

  

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 90   
 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Katie Runyon, May 2018 

 91   
 

APPENDIX C 

TRIBAL ALLICAITONS 

1. Kiowa 

2. Navajo 

3. Haida 

4. Little Band of Traverse of Odawa Indians 

5. Apache 

6. Sealaska Corporation 

7. Tulalip Tribes 

8. Cherokee 

9. Choctaw 

10. Creek Nation 

11. Tohono O’ndham 

12. Lakota Sioux 

13. Hopi 

14. Central Council of Tlingit and Haida 

15. Chinook Nation 

16. Ahousat First Nation 

17. Osoyoos Indian Band 

18. Lummi Nation 

19. Turtle Mountain Chippewa 

20. Stolo Nation 

21. Snoqualmie Tribe 

22. Mescalero Apache 

23. Nooksack Nation 

24. Osage Nation 

25. Blackfeet Nation 

26. Comanche Nation 

27. Ojibway 

28. Eastern Shawnee Tribe of Oklahoma 

29. Gros Ventre, Ft. Belknap 

30. Chickasaw 

31. Rosebud Sioux 

32. Delaware Tribe 

33. Aleut 

34. Oglala Sioux 

35. Mandan  

36. Hidasta 

37. Port Gamble S’Kallam 

38. Suquamish 

39. Puyallup 

40. Muckleshoot 
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41. Nisqually 

42. Spokane 

43. Standing Rock Sioux 

44. Ottawa Tribe of Oklahoma 

45. Chemehuevi Tribe of Colorado  

46. Chippewa Cree of Rocky Boy 

47. Makah Nation 

48. Umatilla Tribes 

49. Yakama Nation 

50. Lyackson First Nations 

51. Cheyenne River Sioux 

52. Eastern Shoshone 

53. Mississippi Band of Choctaw Indians 

54. Salish-Kootenai 

55. Colville Tribes 

56. Nez Perce 

57. Upper Skagit 

58. Flathead Confederated Tribes 

59. Swinomish 

60. Inupiaq 

61. Chugach and Eyak, Alaska Native 

62. Arikara 

63. Holly Cross Village 

64. Pawnee 

65. Cayuse 

66. Federated Indians of Graton Rancheria(Coast Miwok and Pomo) 

67. Nambe Pueblo 

68. Pacheenaht Nation 

 


