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ABSTRACT 

Approximately 28% of youth ranging in age from 12-18 years have reported 

experiencing peer victimization (PV) at school. Negative consequences of PV include 

social and emotional maladjustment and increased internalizing and externalizing 

problems. Although many studies have examined the relations between PV and mental 

health outcomes, few have assessed the relation between PV experiences and youth’s 

health behaviors. Additionally, research has not yet clearly identified risk and protective 

factors related to PV. Participants completed assessments of relational PV, perceived 

social support from close friends, hope, depressive symptoms, and anxiety symptoms. In 

addition, participants were asked to wear ActiGraph accelerometers for 72 hours to assess 

participants’ levels of sleep and physical activity. Participants’ nutrition was assessed 

using daily food diaries. It was hypothesized that the likelihood of having elevated levels 

of internalizing symptoms increases as a function of being relationally victimized. It was 

also hypothesized that the likelihood of youths’ below average positive health behaviors 

increases as a function of being relationally victimized. Additionally, perceived social 

support from close friends was hypothesized to moderate the above-mentioned relations. 

Finally, it was hypothesized that hope would mediate the relations between PV and 

internalizing symptoms, and engagement in positive health behaviors. Participants 

consisted of 197 children and adolescents from two collection sites. The results indicated 

that relational PV was associated with greater odds of having elevated general anxiety 

symptoms; however, the significant main effect did not remain after adjusting for 

comorbid depressive symptoms. Relational PV was associated with greater odds of 
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having elevated depressive symptoms, which remained after adjusting for youths’ general 

anxiety symptoms. Contrary to hypotheses, associations between relational PV and health 

behaviors were not significant. Similarly, perceived social support from close friends was 

not a significant moderator across all analyses. Regarding indirect effects, relational PV 

had a significant indirect effect on youths’ depressive symptoms, through hope. Contrary 

to hypotheses, relational PV did not have a significant indirect effect on youths’ general 

anxiety symptoms or positive health behaviors, through hope. These results help fill gaps 

in the current literature pertaining to the constructs of social support and hope, and how 

these constructs relate to relational peer victimization, youth’s internalizing symptoms, 

and youth’s health behaviors.  
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CHAPTER 1 

INTRODUCTION 

Many children and adolescents will experience some form of peer victimization 

during their adolescent development. In fact, approximately 28% of youth 12-18 years 

old have reported experiencing peer victimization at school (NCES, 2009). The most 

common negative peer experiences are often categorized as being direct/overt (e.g., 

physical aggression, verbal threats to physical well-being) or indirect/relational (e.g., 

exclusion, gossip, name calling) victimization (Crick & Gropeter, 1996; Prinstein, 

Boergers, & Vernberg, 2001). In the context of development, it is important to note that 

boys and girls report higher levels of relational victimization than overt victimization as 

they enter into adolescence (Prinstein et al., 2001). Therefore, specific attention should be 

placed on relational victimization as youth develop.  

Negative consequences of peer victimization include social and emotional 

maladjustment, and increasing internalizing and externalizing problems (Card & Hodges, 

2008). Hawker and Boulton (2000) conducted a meta-analysis of victimization-

adjustment literature and found that in cross-sectional peer victimization studies, 

adolescents who were victims of peer victimization reported lower self-esteem than non-

victimized youth. Decreased self-esteem following victimization experiences often 

accompanies decreased social self-concept and global self-worth (Hawker & Boulton, 

2000; Prinstein et al., 2001). Severe mental health outcomes due to childhood peer 

victimization can include increased rates of suicidal ideations and psychotic symptoms 

(e.g., delusions, auditory and visual hallucinations; Arseneault et al., 2010). Moreover, 

the lack of self-concept, self-esteem, and self-worth associated with peer victimization 
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likely place young individuals at a higher risk for developing possible suicidal ideation 

(Hamilton et al., 2013).  

Relational Peer Victimization and Internalizing Symptoms 

A review of the literature highlighting peer victimization during childhood and 

adolescence indicates that individuals who are victimized by their peers report increased 

levels of social isolation, depressive symptoms, and self-harm behaviors (Arseneault et 

al., 2010). When assessing depressive symptoms across different forms of victimization, 

similar findings emerge suggesting relational and overt forms of peer victimization are 

significantly related to child and adolescent depressive symptoms (La Greca & Harrison, 

2005; Prinstein et al., 2001; Zimmer-Gembeck et al., 2014). More specifically, 

experiencing relational forms of peer victimization during adolescence is significantly 

related to increased levels of loneliness and depressive symptoms and decreased global 

self-worth in both boys and girls (Prinstein et al., 2001). In addition, peer victimization in 

middle childhood is related to the development of depressive symptoms in later 

adolescence (Schwartz, Lansford, Dodge, Pettit, & Bates, 2015). Research also indicates 

that adolescents who are relationally victimized by their peers are at risk for developing 

depressive symptoms 9-months later (Hamilton et al., 2013). Perhaps most concerning 

are findings that suggest that youth who experience peer victimization in childhood 

experience higher levels of depressive disorders as young adults (Copeland, Wolke, 

Angold, & Costello, 2013).  

Additional literature indicates that individuals who are victimized by their peers 

may also report increased symptoms of anxiety (Arseneault et al., 2010). Research 
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suggests that relational peer victimization is significantly related to increased levels of 

social anxiety in youth (La Greca & Harrison, 2005). Adolescents who are viewed as 

victims by their peers may endorse negative self-views, which will likely contribute to 

lowered self-esteem and higher reports of being socially isolated and anxious (Graham, 

Bellmore, & Mize, 2006). Although a great deal of literature examining the effects of 

peer victimization on adolescent psychosocial development investigates victims’ social 

anxiety symptoms, some studies have assessed more generalized symptoms of anxiety. 

For example, previous studies suggest that peer victimization is less strongly related to 

social anxiety than to generalized anxiety (Hawker & Boulton, 2000).  

Peer Victimization and Positive Health Behaviors 

Although the majority of peer victimization literature has focused on depression, 

anxiety, and suicide risk related to peer victimization experiences, little focus has been 

placed on health behaviors. In addition to the many adverse consequences of peer 

victimization previously highlighted, peer victimization may also be related to 

problematic health behavior (i.e., inadequate sleep, physical activity, and nutrition; Herge 

et al., 2016; Kubiszewski et al., 2014; Salvy et al., 2007; Storch et al., 2007). Although 

inadequate amounts of sleep, physical activity, and healthy nutrition may seem minor 

compared to depression, anxiety, and suicide risk, they are behaviors that are associated 

with mental health symptoms and are predictive of long-term health outcomes (Iannotti & 

Wang, 2013; Shochat et al., 2014). Given that youth often experience, as well as verbally 

report, psychosomatic symptoms as a result of peer victimization (e.g., sleep problems, 

headaches, stomach aches, etc.; Hart, Hodgkinson, Belcher, Hyman, Cooley-Strickland, 



Texas Tech University, Paige L. Seegan, August 2018 

4 

 

2014; Shapiro & Nguyen, 2010), investigating peer victimization experiences and the 

adequacy of engagement in positive health behaviors may provide an avenue for future 

screening and intervention work. 

Sleep. Receiving an adequate amount of sleep is important for developing youth 

as deficits in sleep can maintain, as well as increase, an individual’s risk of developing 

mental health problems (Herge et al., 2016; Kahn, Sheppes, & Sadeh, 2013). Fredriksen, 

Rhodes, Reddy, and Way (2004) examined sleep difficulties in a non-clinical, adolescent 

sample, and results showed that students who obtained less sleep at the beginning of 6th 

grade reported more depressive symptoms and lower self-esteem concurrently. Moreover, 

students who experienced sleep difficulties over the course of middle school (i.e., 6th – 8th 

grade) continued to report increased depressive symptoms and decreased self-esteem over 

time (Fredriksen et al., 2004). Beyond depressive symptoms, sleep deprivation in healthy 

adolescents has been linked to increased anxiety symptoms and disorders. Studies have 

found that total sleep-related problems are positively associated with anxiety symptom 

severity in both clinical and community samples of youth (Alfano, Ginsburg, & Kingery, 

2007; Alfano, Zakem, Costa, Taylor, & Weems, 2009). Results also showed that 

shortened sleep duration over time increases risk for having an anxiety disorder, while 

having an anxiety disorder does not increase risk for decreased sleep duration in 

adolescents (Roberts & Duong, 2016). These findings suggest a specific temporal nature 

of the relationship between sleep deficits and anxiety, in which sleep problems increase 

risk for the development of anxiety disorder(s).  
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Another study suggests that after only a few days of shortened sleep, adolescents 

have worsened mood and decreased ability to regulate negative emotions (Baum et al., 

2014). According to Baum et al. (2014), adolescents in the sleep restriction condition 

(i.e., 6.5 hours in bed per night for five nights) reported feeling more tense/anxious, 

angry/hostile, confused, fatigued, and less vigorous. Parents and adolescents also reported 

greater oppositional behaviors, irritability, and poorer emotion regulation during the sleep 

restriction condition (Baum et al., 2014). Additional studies have found similar evidence 

suggesting that problems related to sleep can also adversely affect adolescents’ attention 

processes, as well as behavioral and emotional control (Dahl & Lewin, 2002). Taken 

together, these findings suggest that inadequate sleep in childhood and adolescence may 

make youths more vulnerable to mental and physical health problems. Therefore, it is 

important to consider factors that may impact adequacy of sleep in this population. 

Recent findings suggest that peer victimization is a specific stressor related to 

inadequacy of sleep in youth (Herge et al., 2016). Based on the stress-health model, the 

way in which the body responds to stress may lead to over arousal of physiological 

responses and maladaptive cognitions that make it difficult for youth to reach a state of 

homeostasis needed to fall asleep and stay asleep (van Geel, Goemans, & Vedder, 2016). 

In the context of peer victimization, stress related to victimization experiences has been 

shown to be associated with deficits in sleep among youth (Herge et al., 2016; Hunter, 

Durin, Boyle, Booth, & Rasmussen, 2014; Kubiszewski, Fontaine, Potard, & Gimenes, 

2014). However, most of the studies examining peer victimization and sleep have 

methodological (e.g., self-report measures of sleep) and conceptual (e.g., aggregated 
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victimization scores across subtypes) limitations. Therefore, additional research of these 

constructs using more objective measurement tools (e.g., actigraphy) and more valid 

measures (e.g., separate victimization subtype scores) is warranted.  

Physical Activity. Similar to sleep behaviors, adequate physical activity during 

developing years helps promote positive physical and mental health (Ahn & Fedewa, 

2011). Physical activity is considered to be very important to developing youth, as 

evidenced by its recognition at the national level. In 2008, the U.S. Department of Health 

and Human Services recommended that young people aged 6–17 years participate in at 

least 60 minutes of physical activity daily (Physical Activity Guidelines Advisory 

Committee, 2008). In 2012, about 25% of U.S. youth aged 12–15 years engaged in 

moderate-to-vigorous physical activity for at least 60 minutes daily (Fakhouri et al., 

2013). This number is not stable as trends in physical activity indicate that youth’s levels 

of physical activity decline with age (Kahn et al., 2014; Kahn et al., 2016). Whereas 

adequate physical activity can promote positive developmental trajectories, inadequate 

physical activity can place youth at risk for current and perhaps long term mental and 

physical health problems (Iannotti & Wang, 2013).  

Biddle and Asare (2011) reviewed studies examining the relation between 

physical activity and mental health in youth. Among the studies reviewed, results suggest 

negative associations between mental health and sedentary behaviors. Moreover, physical 

activity is positively associated with cognitive functioning and academic achievement. 

Previous research also suggests that higher levels of physical activity among children and 

young adolescents, and lower levels of sedentary behaviors among young adolescents, 
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are associated with lower depressive symptoms (Iannotti & Wang, 2013). Similarly, 

Kremer et al. (2014) found that increased opportunities to be active at school outside 

class, being active in physical education classes, and greater involvement in sports teams, 

were all independently associated with lower odds for depressive symptoms among 

youths ranging in age from 10-14 years. Taken together, these findings suggest that 

inadequate physical activity may place youth at risk for developing mental and physical 

health problems. Therefore, it is important to consider what factors impact a child or 

adolescent’s adequacy of physical activity. 

Although limited, there are a few studies that have examined the relation between 

peer victimization and physical activity among youth. For example, Storch et al. (2007) 

found that peer victimization experiences among overweight and at-risk-for-overweight 

individuals aged 8 to 18 was negatively related to physical activity. In addition, Roman 

and Taylor (2013) found significant associations between peer victimization and fewer 

days in physical education classes, and lower odds of reporting at least 60 minutes of 

physical activity more than once a week. While these studies attempt to fill important 

gaps in the literature, it is important to note the limitations of the existing research.  

Similar to the limitations found in sleep research, studies examining peer victimization 

and physical activity are often limited by population (e.g., an overweight or obese sample 

makes it difficult to generalize findings), by methodology (e.g., self-report measures of 

physical activity), and by conceptual weaknesses (e.g., aggregated victimization scores 

across subtypes). Therefore, additional research of these constructs using a more 

generalizable population (e.g., school sample), more objective measurement tools (e.g., 
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actigraphy), and more valid measures (e.g., separate relational victimization subtype 

score) is warranted. 

 Nutrition.  In 2011-2012 in the United States, 31.8% of youth were considered to 

be either overweight or obese (Ogden, Carroll, Kit, & Flegal, 2014). Regarding dietary 

habits, only 15.7% of adolescents report eating vegetables three or more times per day 

during a 7-day period in 2013 (Kahn et al., 2014). The percentage of youth who consume 

fruit appears to decline with age, both for any fruit and for specific types of fruit (citrus, 

melon, and berries; other fruit; and fruit juice) (Nielsen, Rossen, Harris, & Ogden, 2014). 

Unhealthy eating behavior (e.g., high fatty food consumption and decreased fruit and 

vegetable intake) is considered one of the contributing factors to the etiology of 

overweight and obesity in youth (Barlow, 2007; Budd & Hayman, 2006). During 

adolescence, low self-esteem, stress, low levels of social support, and avoidant coping 

have been related to unhealthy eating behaviors, as well as depressive symptoms 

(Cartwright et al., 2003).  

Different theoretical models have examined eating in response to stressful life 

events as a specific health behavior associated with stress. The anxiety reduction model 

proposed by Kaplan & Kaplan (1957) suggests that obesity develops and is maintained 

by overeating in an attempt to reduce anxiety. The psychosomatic theory of obesity 

supports a similar notion, and suggests that in times of distress, food is used as an 

emotional coping tool, and that excessive eating in response to emotional distress 

heightens risk for overweight and obesity (Kaplan & Kaplan, 1957). Previous research 

indicates that adolescents’ perceived stress is associated with increased consumption of 
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fatty foods, less fruit and vegetables, and more snacks (Cartwright et al., 2003). 

Additional research focusing on youth’s stress-induced eating patterns suggests that some 

youths may eat to distract attention away from the stress they are experiencing 

(Roemmich, Wright, & Epstein, 2002). Although some studies have assessed disordered 

eating (i.e., restriction; Cook-Cottone et al., 2016) in relation to peer victimization, or 

eating related specifically to weight-based victimization (Puhl & Luedicke, 2012), to 

date, no research has examined the direct relation between peer victimization, specifically 

relational victimization, and dietary patterns in youth. Given the links between peer 

victimization and stress, as well as the links between stress and eating, examination of the 

relation between peer victimization and eating behaviors is warranted.  

Peer Victimization and Social Support 

Given the extensive adverse effects associated with peer victimization, it seems 

imperative that research studies focus on identifying potential protective and risk factors 

related to peer victimization. One potential protective factor highlighted in child and 

adolescent research is social support. For the purpose of this study, social support is 

defined as “an individual’s perceptions of general support or specific supportive 

behaviors (available or enacted upon) from people in their social network, which 

enhances their functioning and/or may buffer them from adverse outcomes” (Malecki, 

Demaray, & Elliott, 2000, p. 6). There is a substantial amount of previous research 

devoted to examining the role of social support during child and adolescent development 

(Chu, Saucier, & Hafner, 2010). Previous research suggests that social support has been 

associated with positive psychological adjustment, as support can promote the use of 
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more adaptive coping strategies (Crean, 2004). Supportive social relationships may also 

provide an individual with a source of knowledge about one’s self and others.  

During late childhood and early adolescence, youth transition away from their 

parents and start to direct their attention toward support they receive from peer 

relationships (Furman & Buhrmester, 1992; Larson & Richards, 1991; Helsen, 

Vollebergh, & Meeus, 2000). Having stable, supportive friendships provides youth with 

skills to successfully engage in everyday problem solving and allows for a greater 

understanding of relationships with significant others (Hartup, 1992). Research suggests 

that supportive friendships during childhood and adolescence act as protective factors 

that support healthy psychological adjustment, buffer individuals from stress, and 

increase problem solving capabilities (Hartup, 1996).  

In the context of peer victimization, having a best friend helps decrease the 

likelihood of being victimized by peers (Bollmer et al., 2005; Hodges & Perry, 1999; 

Storch, Brassard & Masia-Warner, 2003). The protective nature of friendship quality in 

the context of negative peer experiences is strongest when the quality of the friendship is 

high in companionship, help, closeness, security, and low in conflict (Bollmer et al., 

2005). In an extensive literature review, multiple studies found close friendship support 

to moderate the relationship between peer victimization and internalizing symptoms (e.g., 

depression and social anxiety; Epkins & Heckler, 2011). Moreover, prosocial support 

from peers has been shown to moderate the relationship between overt and relational peer 

victimization and loneliness (Hodges & Perry, 1999; Storch et al., 2003). Regarding peer 

support, numerous studies have found that peer support acts as a protective factor, in 
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which youth who are peer-victimized report fewer depressive symptoms when peer social 

support is high (Cheng, Cheung, & Cheung, 2008; Cooley, Fite, Rubens, & Tunno, 2014; 

Holt & Espelage, 2007; Lim et al., 2011; Natvig, Albrektsen, & Qvranstrom, 2001). To 

date, research examining perceived social support from close friends, within the context 

of peer victimization and health behaviors, has not been directly assessed in normal 

weight youths. This study will hopefully fill gaps in the existing literature by examining 

youths’ perceived support from close friends as a potential moderator between relational 

peer victimization and youths’ mental and physical health.  

Peer Victimization and Hope 

According to Snyder et al. (1991), hope theory refers to an individual’s energy 

and planning toward goal attainment and is comprised of two subcomponents: pathways 

and agency. Agency measures one’s motivation to initiate and complete a goal, while 

pathways measures the strategies one selects to reach goal-attainment. Previous research 

suggests that of youth clustered into low-, average-, or high-hope groups, high-hope 

youth report significantly better personal adjustment and global life satisfaction (Gilman, 

Dooley, & Florell, 2006). Youth’s hope has also been found to significantly predict levels 

of internalizing symptoms one year later (Valle, Huebner, & Suldo, 2006). Additional 

research suggests that students who are victimized at school experience less hope, which 

is associated with lower life satisfaction (You et al., 2008). In relation to health 

behaviors, Van Allen and Steele (2012) examined hope and change in physical activity 

over the course of a weight-management program for children. Results showed that 

changes in hope were significantly related to positive changes in physical activity. 
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Although limited, the above-mentioned findings suggest that hope may act as a 

mechanism of change through which peer victimization relates to internalizing symptoms 

and physical health behaviors in youth. This study is the first to examine hope within the 

context of peer victimization, internalizing symptoms, and health behaviors. Ultimately, 

this study is designed to fill gaps in the exiting literature by examining youths’ hope as a 

potential mediator between relational peer victimization and youths’ mental and physical 

health. 

Summary of Findings and Current Study 

Although many have examined the relations between peer victimization and 

mental health outcomes, few have assessed the relation between peer victimization 

experiences and youth’s health behaviors. Moreover, research has not yet clearly 

identified the role that social, as well as positive psychology, factors may play in the 

development of internalizing symptoms and level of engagement in health behaviors, 

within the context of relational victimization. A promising research direction is to 

examine and attempt to identify specific risk and protective factors associated with 

relational peer victimization, internalizing symptoms, and adequate engagement in health 

behaviors (Biebl et al., 2011; La Greca, 1990). Research evaluating potential moderators 

and mediators of the relation between peer problems and mental, as well as physical, 

health is necessary to understand the process by which negative psychosocial functioning 

develops and is possibly maintained during childhood and adolescence. Identifying 

significant moderators and mediators related to specific subtypes of peer victimization 

will enhance theoretical models and allow for more comprehensive explanations for how 
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specific peer problems relate to psychological and physical health functioning in youth, 

as well as identifying risk and protective factors related to health outcomes. Advancing 

the field’s understanding of how negative peer experiences relate to risk/protective 

factors and how those factors may influence youth’s vulnerability for depression, anxiety, 

and/or health behaviors will undoubtedly enrich future prevention/intervention research 

and clinical applications. 

Study Rational and Hypotheses 

Rationale for Research Questions 1a and 1b. One purpose of this study is to 

examine whether the likelihood of having elevated internalizing symptoms (i.e., general 

anxiety and depressive symptoms) increases or decreases as a function of relational peer 

victimization. In addition, this study aims to examine theory-based moderators in relation 

to relational peer victimization and internalizing symptoms among youths. Preliminary 

evidence has provided support for perceived social support from close friends as a 

potential moderator (see Appendix A for the Extended Literature Review). Moderation 

analyses will examine whether level of perceived social support from close friends 

moderates the relation between relational peer victimization and the likelihood of 

reporting elevated versus average general anxiety or depressive symptoms. If the 

moderation (i.e., interaction) is significant, the association between relational peer 

victimization and report of elevated versus average internalizing symptoms will be 

examined at levels of perceived social support from close friends (e.g., low, average, or 

high levels of support).  

Research Questions and Hypotheses 1a and 1b   



Texas Tech University, Paige L. Seegan, August 2018 

14 

 

 Research question 1a. Will the likelihood of having elevated general anxiety 

symptoms increase or decrease as a function of relational victimization? Will findings 

remain after adjusting for comorbid depressive symptoms? Moreover, will this relation be 

moderated by perceived social support from close friends? 

Hypothesis 1a. While adjusting for comorbid depressive symptoms, the 

likelihood of having elevated symptoms of general anxiety will increase as a function of 

experiencing relational peer victimization. This association is hypothesized to be 

moderated by perceived social support from close friends. Specifically, the association 

between relational peer victimization and the likelihood of having elevated general 

anxiety symptoms will be weaker when social support from friends is high, relative to 

those who are low in social support from friends. This will suggest that perceived social 

support from close friends acts as a buffer on the association between relational peer 

victimization and general anxiety symptoms.  

Research question 1b. Will the likelihood of having elevated depressive 

symptoms increase or decrease as a function of relational victimization? Will findings 

remain after adjusting for comorbid general anxiety symptoms? Moreover, will this 

relation be moderated by perceived social support from close friends? 

Hypothesis 1b. While adjusting for comorbid general anxiety symptoms, the 

likelihood of having elevated symptoms of depression will increase as a function of 

experiencing relational peer victimization. This association is hypothesized to be 

moderated by perceived social support from close friends. Specifically, the association 

between relational peer victimization and the likelihood of having elevated depressive 
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symptoms will be weaker when social support from friends is high, relative to those who 

are low in social support from friends. This will suggest that perceived social support 

from close friends acts as a buffer on the association between relational peer 

victimization and depressive symptoms.  

Rationale for Research Questions 2a, 2b, and 2c 

 The second purpose of this study is to examine whether the likelihood of below 

average positive health behaviors (e.g., sleep, physical activity, and nutrition) increases or 

decreases as a function of relational peer victimization. In addition, this study aims to 

examine theory-based moderators in relation to relational victimization and health 

behavior variables among youths. Preliminary evidence has provided support for 

perceived social support from close friends as a potential moderator (see Appendix A for 

the Extended Literature Review). Additional moderation analyses will examine whether 

low, average, or high levels of social support from close friends attenuate the association 

between relational peer victimization and the likelihood of below average positive health 

behaviors (i.e., sleep, physical activity, and nutrition).  

Research Questions and Hypotheses 2a, 2b, and 2c 

 Research question 2a. Will the likelihood of below average sleep duration (i.e., 

youths’ average hours of sleep based on age compared to the sample mean) increase or 

decrease as a function of being relationally victimized by peers? Moreover, will this 

relation be moderated by perceived social support from close friends? 

 Hypothesis 2a. The likelihood of below average sleep duration will increase as a 

function of experiencing relational peer victimization. This association is hypothesized to 
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be moderated by perceived social support from close friends. Specifically, the association 

between relational peer victimization and the likelihood of below average sleep duration 

will be weaker when social support from friends is high, relative to those low in social 

support from friends. This will suggest that perceived social support from close friends 

acts as a buffer on the association between relational peer victimization and below 

average sleep duration.  

Research question 2b. Will the likelihood of engaging in physical activity (i.e., 

youths’ average engagement in moderate to vigorous activity for at least 60 minutes 

compared to the sample mean) increase or decrease as a function of being relationally 

victimized by peers? Moreover, will this relation be moderated by perceived social 

support from close friends? 

 Hypothesis 2b. The likelihood of engaging in below average physical activity 

will increase as a function of experiencing relational peer victimization. This association 

is hypothesized to be moderated by perceived social support from close friends. 

Specifically, the association between relational peer victimization and the likelihood of 

engaging in below average physical activity will be weaker when social support from 

friends is high, relative to those low in social support from friends. This will suggest that 

perceived social support from close friends acts as a buffer on the association between 

relational peer victimization and engaging in below average physical activity.  

Research question 2c. Will the likelihood of below average consumption of 

fruits and vegetables (i.e., youths’ average fruit and vegetable consumption based on age 

and gender compared to the sample mean) increase or decrease as a function of being 
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relationally victimized by peers? Moreover, will this relation be moderated by perceived 

social support from close friends? 

 Hypothesis 2c. The likelihood of below average consumption of fruits and 

vegetables will increase as a function of experiencing relational peer victimization. This 

association is hypothesized to be moderated by perceived social support from close 

friends. Specifically, the association between relational peer victimization and the 

likelihood of below average consumption of fruits and vegetables will be weaker when 

social support from friends is high, relative to those low in social support from friends. 

This will suggest that perceived social support from close friends acts as a buffer on the 

association between relational peer victimization and below average consumption of 

fruits and vegetables.  

Rationale for Research Question 3a and 3b 

 The third purpose of this study is to examine theory-based mediators of the 

association between relational peer victimization and internalizing symptoms (i.e., 

general anxiety and depressive symptoms) among youths. Preliminary evidence has 

provided support for hope as a potential mediator, as previous research suggests that peer 

victimization is associated with lower hope and lower hope is associated with higher 

internalizing symptoms (see Appendix A for the Extended Literature Review). 

 Research question 3a. Will hope mediate the association between relational peer 

victimization and general anxiety symptoms in youths, and will this finding remain after 

controlling for comorbid depressive symptoms? 
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 Hypothesis 3a. Relational peer victimization will have a significant indirect 

effect on general anxiety symptoms in youths, through hope. This finding will remain 

after controlling for comorbid depressive symptoms. 

Research question 3b. Will hope mediate the association between relational peer 

victimization and depressive symptoms in youths, and will this findings remain after 

controlling for comorbid general anxiety symptoms? 

 Hypothesis 3b. Relational peer victimization will have a significant indirect 

effect on depressive symptoms in youths, through hope. This finding will remain after 

controlling for comorbid general anxiety symptoms. 

Rationale for Research Questions 4a, 4b, and 4c 

 The fourth and final purpose of this study is to examine theory-based mediators in 

relation to relational peer victimization and health behaviors (i.e., average sleep, physical 

activity, and nutrition) among youths. Preliminary evidence has provided support for 

hope as a potential mediator, as higher hope has been linked to engagement in health 

behaviors (see Appendix A for the Extended Literature Review).  

Research Questions and Hypotheses 4a, 4b, and 4c 

 Research question 4a. Will hope mediate the association between relational peer 

victimization and youths’ average sleep duration in minutes? 

Hypothesis 4a. Relational peer victimization will have a significant indirect 

effect on average sleep duration in youths, through hope. 

Research question 4b. Will hope mediate the association between relational peer 

victimization and average minutes of moderate to vigorous physical activity? 
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Hypothesis 4b. Relational peer victimization will have a significant indirect 

effect on average minutes of moderate to vigorous physical activity in youths, through 

hope.  

Research question 4c. Will hope mediate the association between relational peer 

victimization and average consumption of fruits and vegetables? 

Hypothesis 4c. Relational peer victimization will have a significant indirect effect 

on average consumption of fruits and vegetables in youths, through hope. 
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CHAPTER II 

METHOD 

Participants 

 Recruitment. Over the course of 2 years, participants were recruited from two 

separate data collection sites across four separate time points. Participants were first 

recruited from the Texas Pre-Freshman Engineering Program (TexPREP-Lubbock). This 

program is a 7-week summer program that offers training in math, science, and 

engineering for 6th-12th grade students from diverse cultural and economic backgrounds. 

Recruitment and data collection from the TexPrep-Lubbock program took place at three 

separate times, once during the 2014 summer session, again during the 2015 summer 

session, and finally during the 2016 summer session. Participants from the 2015 and 2016 

data collections who also participated in the 2014 data collection were excluded from this 

study due to limited sample size of longitudinal subject data. Therefore, data collected 

from the TexPrep-Lubbock program collections were assessed at a single time point. In 

addition, participants were also recruited from Guthrie Common School District (GCSD), 

located in Guthrie, TX in spring 2015. Guthrie Common School District is a public 

school district located in a rural area of Texas. The district operates within one building 

that houses the Guthrie School, and serves students in K-12th grades.  

Participants across both recruitment sites were verbally recruited at the beginning 

of a school day, or when it was most convenient for classroom teachers. Research 

assistants verbally explained the purpose of the study and sent each child home with a 

consent form to give to their parents. In addition to the potential participation of each 
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student, one caregiver/parent for each student was also provided an opportunity to 

participate in the study. Eligibility criteria for participation included: (1) child or 

adolescent is enrolled in TexPrep-Lubbock or GCSD, (2) consent form completed by a 

parent or legal guardian, (3) completed participant assent form, and (4) participant is able 

to speak and read English. If a caregiver/parent was personally not willing to participate, 

but agreed that their child could participate, the child was allowed to participate alone 

without the participation of his/her parent.  

Power analysis. Binary logistic regression was used to test hypotheses 1a, 1b, 2a, 

2b, and 2c. G*power was used to estimate the necessary sample size using alpha set to 

.05, power set to .80 (as suggested by Cohen, 1992), and an odds ratio of 2.0. The 

estimated odds ratio was derived from results presented in van der Wal, de Wit, and 

Hirasing’s (2003) study, in which they adjusted for demographic variables and bully-

victim status when examining the likelihood of depression as a function of indirect 

victimization from peers. Thus, for analyses related to hypotheses 1a and 1b, which 

include one predictor (relational peer victimization), and four covariates (i.e., collection 

site, age, gender, and comorbid symptoms), a sample size of 128 would be needed. Odds 

ratios related to peer victimization and health behavior outcomes have not clearly been 

established; however some research suggests an estimated odds ratio of 2.0 would not be 

inappropriate (Case, Pérez, Saxton, Hoelscher, & Springer, 2016). A meta-analysis 

examining relations between peer victimization and sleep problems also support an 

estimated odds ratio of 2.0 (van Geel, Goemans, & Vedder, 2016). Therefore, a sample 

size of at least 128 youths is required for all logistic analyses.  
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Nonparametric bootstrapped regression procedures were be utilized to test the 

indirect effect hypotheses 3 and 4 using bootstrapping procedures in Mplus Version 7.11 

(Muthén & Muthén, 2012). A Monte Carlo (MC) simulation method was used to estimate 

statistical power to detect a significant indirect effect using the estimated sample size of 

data (N = 177). The MC method involves generating a sampling distribution and 

estimating power as the percentage of cases in which an estimate of interest is 

significantly different from zero (Thoemmes, Makinnon, & Riser, 2010). Correlations 

between variables of interest used in the MC method were collected from previous 

research to calculate the estimated power. Previous research suggests a correlation of .49 

between relational peer victimization and depressive symptoms, as well as anxiety 

symptoms (Hawker & Boulton, 2000; Zimmer-Gembeck, Trevaskis, Nesdale, & 

Downey, 2014). Based on previous research, an estimated correlation of -.25 between 

peer victimization and hope was used (You, Furlong, Felix, Sharkey, & Tanigawa, 2008). 

Furthermore, a correlation of -.48 between hope and depressive symptoms and a 

correlation of -.30 between hope and anxiety symptoms have been demonstrated in 

previous studies (Lewis & Kliewer, 1996; Snyder et al., 1997). Regarding health 

behaviors, previous sleep and physical activity research suggest a correlation of -.20 

between peer victimization and health behaviors (Fitzgerald, Fitzgerald, & Aherne, 2012; 

Tu, Erath, & El-Sheikh, 2015). Based on the limited previous literature assessing the 

relations between hope and health behaviors in non-treatment seeking youth, a correlation 

of .30 is estimated between hope and average health behaviors (i.e., sleep, physical 

activity, and nutrition; Van Allen & Steele, 2012).  
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The MC simulation for the indirect effect with depressive symptoms as an 

outcome indicated an estimated power of .91, while the MC simulation for general 

anxiety symptoms as the outcome indicated an estimated power of .74. Finally, the MC 

simulation for average health behaviors as the outcome indicated an estimated power of 

.76. Results from the MC analysis using the initial sample size of 177 estimated a power 

of .79 to detect a significant indirect effect. An additional 20 subjects were added to the 

sample post completion of data collection during summer 2016. The above findings 

suggest the current sample size of 197 is appropriate and demonstrates adequate power to 

detect an indirect effect.  

Participant demographics. Data were collected from 197 youths (43% boys, 

57% girls) with ages ranging from 9 to 18 years (M = 13.6, SD = 1.9). Participants were 

recruited from two different sites across four different collection periods (62% site 1; 

19% collection 1, 33% collection 2, 10% collection 3, 38% collection 4). Participants 

self-identified as Caucasian (49%), Black (3%), Hispanic (18%), Native American (1%), 

Asian or Asian-American (23%), or Other (6%). Most of the participants (86%) resided 

in two-parent intact families, with the remaining coming from divorced (10%) and other 

family forms (4%). Additionally, families reported a wide range of estimated monthly 

income (M = $6177.38, SD = 4898.25). Based on youths’ height and weight, a Body 

Mass Index (BMI) and BMI percentile were calculated. A majority of the sample 

consisted of normal weight youths (67%), while 18% were obese, 11% were overweight, 

and 4% were underweight. 
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Frequency analyses indicated that 20% (n = 37) of youths reported having 

elevated general anxiety symptoms, while 17% (n = 32) of youths reported having 

elevated depressive symptoms. Of the youths that reported elevated internalizing 

symptoms, only 2% (n = 7) of youths reported having clinically significant levels of 

general anxiety symptoms, while 3% (n = 10) of youths reported having clinically 

significant levels of depressive symptoms. Regarding youths’ sleep behaviors, 9% (n = 

16) of youths met age recommended sleep guidelines. Moreover, 16% (n = 28) of youths 

were significantly below average (i.e., -1 standard deviation) in their average sleep 

duration compared to the rest of the sample. Regarding youths’ physical activity, 21% (n 

= 35) of participants engaged in at least 60-minutes of moderate to vigorous physical 

activity on average, while 14% (n = 26) of youths were significantly below average (i.e., 

-1 standard deviation) in their average engagement in at least 60 minutes of moderate to 

vigorous physical activity compared to the rest of the sample. Finally, no youths in the 

current sample met guidelines for fruit and vegetable consumption. When fruit and 

vegetable consumption was assessed separately, only 3% (n = 5) of youths reported 

eating an average amount of fruit that met recommended guidelines, while only 2% (n = 

4) of youths reported eating an average amount of vegetables that met recommended 

guidelines. In addition, 15% (n = 28) of youths were significantly below average (i.e., -1 

standard deviation) in their average fruit and vegetable consumption compared to the rest 

of the sample.  
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Procedures 

All data collection procedures were approved by administrative staff from the 

TexPREP-Lubbock and GCSD programs, and the Texas Tech University Institutional 

Review Board (IRB). A letter outlining the nature of the study, as well as a study consent 

form, was provided to prospective participants. This information was provided in June of 

each TexPREP-Lubbock data collection (i.e., June 2014, June 2015, and June 2016), and 

during the beginning of the Spring 2015 semester for the GSCD program. Students were 

asked to take the letter and study consent form to their parents to evaluate their interest in 

the project.  

Data were collected from student participants in a classroom during a convenient 

time (determined by TTU research assistants and respective program staffs) to complete 

study assent (see Appendix J) and paper and pencil versions of self-report psychosocial 

measures (detailed in Appendices B-I). Students who initially agreed to participate were 

given an assent form, followed by the opportunity to ask questions regarding their 

potential participation. Students interested in participating were asked to provide assent 

by marking “yes” or "no" on the youth assent form in addition to signing their name. 

Once the assent process was complete, students who agreed to participate were asked to 

complete self-report psychosocial measures distributed in packets with pre-labeled study 

identification numbers. Pre-labled identification numbers were used to protect individual 

students’ confidentiality. Throughout the collection process, research assistants were 

available to help participants answer any questions or read measures one-on-one to 
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students requiring individual attention. The complete packet of measures took 

approximately 30-45 minutes for participants to complete.  

Following questionnaire completion, study personnel trained participants in the 

use of the accelerometers. Participants were asked to wear accelerometers on the wrist 

corresponding to their non-dominant hand for three days during the entire day (both 

waking hours and during sleep), and to return the accelerometers to study personnel after 

the 3-day time period. Data regarding height and weight for use in BMI calculation was 

obtained from students in a private location at each collection site after participants’ 

completion of the psychosocial measures.  

Parents/legal guardians of prospective participants were also asked to complete a 

battery of self-report measures and parent-report measures of their child’s psychosocial 

functioning and health behavior. If parents provided their consent to this portion of the 

study (Appendix A), each student brought home a blank packet of questionnaires for 

parents/legal guardians to fill out after the first day of data collection (detailed in 

Appendices B-G). Parents/legal guardians were instructed to return the completed packet 

on the day each participant was required to return their accelerometer device. Those 

individuals who agreed to participate were compensated $25 for completing the 

questionnaires, providing height and weight measurements, and wearing the 

accelerometer for three days. In addition, those parents or legal guardians who also 

agreed to participate alongside their child were compensated an additional $25 for their 

involvement in the research study.  
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There were minimal risks associated with participation in this study. Potential 

risks included: 1) possible discomfort disclosing personal information (e.g., body 

dissatisfaction, relationships with peers, abilty to engage in exercise) and 2) perceived or 

real loss of privacy with regard to completing study measures. To minimize risks, the 

following precautions were taken: 1) at the beginning of data collection, students were 

informed that they can discontinue at any time; 2) program staff were given a list of 

resources to distribute to any child who reported concerns regarding weight-related 

issues, including peer and health concerns (this list included contact information for 

mental health professionals associated with the child’s school, contact information for 

mental health professionals in the community, and basic information regarding weight 

management); 3) measurement of each child’s height and weight was done in privacy in 

order to minimize any possible discomfort from disclosing this information in front of 

peers or program staff; and 4) participants were assured of the confidential nature of the 

researcher/participant relationship. 

Measures 

Parent/Guardian and Child Demographic Forms. The Parent/Guardian and 

Child Demographic Forms were developed for the current study. The child demographics 

form asked participants to report their name, age, gender, racial identity, grade, and 

school. The parent/guardian demographics form asked the parent/guardian to complete a 

series of questions related to basic demographic data (e.g., age, income, racial identity, 

relationship status, and years of education) related to their self, as well as their spouse if 

applicable. Additional information regarding the number of people living with the child 
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in their home, as well as information related to other people who care for the child for a 

significant amount of time, were collected.  

Youths’ Height and Weight. Height without shoes was measured to the nearest 

0.1 cm using a SECA 217 stable stadiometer for mobile height measurement (Vogel & 

Halke GmbH & CO. KG, Hamburg, Germany). Weight was measured to the nearest 0.1 

kg with one layer of clothing on and without shoes using a SECA 869 portable flat scale 

(Vogel & Halke GmbH & CO. KG, Hamburg, Germany). Youths’ height and weight 

values were used to calculate BMI scores, which are widely used in research to assess 

weight status (Ogden et al., 2014). Youths’ BMI scores were converted into BMI 

percentiles using Center for Disease Control and Prevention Norms (Kuczmarski et al., 

2000). For sample demographics purposes, BMI percentiles were used to determine the 

percentage of youths in underweight, normal weight, overweight, and obese categories of 

weight status. Across analyses, a standardized BMI score (zBMI) was utilized as the 

standardized score can be assessed as continuous and allows for comparisons across age, 

sex, and measure (Wang & Chen, 2012).  

Social Experiences Questionnaire (SEQ). The Social Experiences Questionnaire 

(SEQ) (Crick & Grotpeter, 1996) assesses three subscales, with each containing five 

items. One set of five items represents the overt victimization subscale (i.e., peers 

attempts to harm another individual’s physical well-being), while another set represents 

relational victimization subscale (i.e., peers attempts to harm the individual’s 

relationships with other peers). The final set of five items represents the pro-social receipt 

subscale (i.e., how often the individual was the recipient of supportive acts by peers). 
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Ratings were summed across the subscales, with higher scores on the relational and overt 

subscales indicating greater victimization and higher scores on the prosocial behaviors 

scale corresponding to greater peer support. Previous research has indicated adequate 

internal consistency reliability for the relational (α = .80), overt victimization (α = .78), 

and prosocial (α = .77) subscales (Crick & Grotpeter, 1996). Previous research assessing 

the psychometric properties of the SEQ indicate three distinct, yet related, constructs for 

overt victimization, relational victimization, and prosocial behaviors. Examination of 

model fit indices suggest good model fit for the three factor model (Desjardins, Yeung-

Thompson, Sukhawathanakul, Leadbeater, & MacDonald, 2013). This study utilized the 

5-item relational peer victimization scale to assess relational victimization scores for 

participants enrolled in 4th, 5th, and 6th grade. A Cronbach’s alpha of .71 was found for 

the relational peer victimization subscale using data from the current sample.  

Revised Adolescent Social Experiences Questionnaire (RASEQ). The Revised 

Adolescent Social Experiences Questionnaire (RASEQ; Rosen, Beron, & Underwood, 

2013) is a measure adapted from the Revised Social Experiences Questionnaire (Paquette 

& Underwood, 1999). The RASEQ assesses adolescents’ perceptions of social/relational 

and overt forms of peer victimization throughout middle school and high school for both 

boys and girls. The measure for this study utilized the 14-item subscale representing 

relational forms of peer victimization as this form of victimization is more salient to the 

age of the sample (Dodge, Coie, & Lynam, 2006). Previous research using confirmatory 

factor analyses demonstrated that a two-factor model of victimization with overt and 

relational victimization factors fit the data well at all time points, which included annual 
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assessments from 7th-10th grades, for both girls and boys (Rosen et al., 2013). Moreover, 

Rosen et al. (2013) found strong temporal, factorial invariance, suggesting that overt and 

relational victimization constructs were invariant over this period of adolescence (i.e., 7th-

10th grades). This relational victimization scale was used for participants in 7th grade and 

above. A Cronbach’s alpha of .90 was found using data from the current sample. 

Spence Children’s Anxiety Scale (SCAS). The Spence Children’s Anxiety Scale 

(SCAS; Spence, Barrett, & Turner, 2003) assesses student specific anxiety symptoms 

relating to six subscales including social phobia, separation anxiety, panic 

attack/agoraphobia, obsessive-compulsive disorder, generalized anxiety, and physical 

injury fears. Previous research has indicated moderate to strong internal consistency of 

the total scale as well as was the subscales. The Cronbach’s alpha for the total scale is 

considered extremely high (α = .93), suggesting that the items of the scale are indeed 

measuring the same construct. The internal consistency coefficients for the subscale 

scores are considered adequate for Separation Anxiety (α = .74), Social Phobia (α = .74), 

Obsessive Compulsive (α = .76), for Panic/Agoraphobia (α = .82), and Generalized 

Anxiety (α = .77). The internal consistency is considered lower for the Physical Injury 

Fears (α = .60), which likely reflects a greater amount of variation in youths’ reports on 

this construct. Research assessing the psychometric properties of the SCAS using a 

community sample indicates a six factor model. Although six independent factors were 

identified, the best fitting model was a six-correlated factor model (Spence, Barrett, & 

Turner, 2003). For this study, the generalized anxiety subscale total score was used to 
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determine individuals’ general anxiety symptom level. A Cronbach’s alpha of .79 was 

found using data from the current sample.  

Children’s Depression Inventory – Second Edition, Short Form (CDI-2 

SHORT). The short form Children’s Depression Inventory, Second Edition (CDI-2; 

Kovacs, 2011) assesses depressive symptoms in children and adolescents. Previous 

research has indicated acceptable internal consistency reliability for the total score (α = 

.82), with alpha values ranging from .77 to .85 across individual age and sex groups 

(Kovacs, 2011). Additional research assessing the measure’s psychometric properties 

suggests strong model fit for a four-factor model. The four factors include Negative 

Mood/Physical Symptoms, Negative Self-Esteem, Interpersonal Problems, and 

Ineffectiveness. These four factors also reflect higher order dimensions of Emotional 

Problems and Functional Problems, which together reflect a higher order latent variable 

representing an overall depression metric (Kovacs, 2011). The above mentioned research 

suggests that the CDI-2 has strong construct validity and adequately measures youth 

depressive symptoms.  

Following reverse coding of specified items, composite scores and corresponding 

T-scores were computed. For logistic regression analyses, a binary outcome variable was 

created based on T-scores representing clinically significant versus subclinical symptoms 

(i.e., ≥ 70 = clinically significant depressive symptoms). A Cronbach’s alpha of .74 was 

found using data from the current sample. 

Child and Adolescent Social Support (CASSS). The single-version Child and 

Adolescent Social Support Scale (CASSS) is a 60-item revised version of the original 
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CASSS (Malecki, Demaray, &Elliott, 2000). The revised measure assesses student 

perceived social support from five sources including parents, teachers, classmates, close 

friends, and school. Participants answer each item on two scales with one representing 

frequency of perceived support and the other representing importance of perceived 

support. Previous research suggests strong internal consistency reliability for the total 

social support frequency score (α = .97), with the subscales ranging from good to 

excellent reliability. In addition, confirmatory factor analyses indicate a strong model fit 

for a five-factor model of perceived social support. The five factors represent the 

different sources of social support including parent, teacher, classmate, close friend, and 

school. Specifically, the close friend subscale was used for this study (Malecki & 

Demaray, 2002). This subscale exhibits strong internal consistency across age and gender 

of children and adolescents (α = .93-.97). A Cronbach’s alpha of .93 was found using 

data from the current sample. 

Child and Adolescent Scales of Hope (CASH). The CASH is a 15-item self-

report measure of child and adolescent hope, and is a revision of the original Children’s 

Hope Scale (Snyder et al., 1997). This measure has been initially validated for use among 

adolescents, and was used in the present study to provide additional validation data for its 

use in children 9 to 12 years old (Van Allen, in progress). A Cronbach’s alpha of .88 was 

found using data from the current sample. 

Sleep Diary. Participants completed a self-report sleep diary to assess a child’s 

sleep onset, total awakenings, and general sleep quality (Carney et al., 2012). This diary 

represents a recent effort to establish a standardized self-report measure to facilitate 
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comparisons across studies, and includes information typical of sleep diaries used in 

previous research and clinical work. National Sleep Foundation guidelines for school-age 

children (6-13) states that these youths’ sleep range should be 9-11 hours, while 

guidelines for teenagers (14-17) have the recommended sleep range as 8-10 hours 

(National Sleep Foundation, 2015). Youths’ average nightly sleep in hours were 

calculated and were compared to the sample mean to determine youths with below 

average sleep duration.. 

ActiGraph Accelerometer Data. The wActiSleep-BT accelerometer is a 3-axis 

activity monitor worn on the wrist of the participant that provides an objective measure of 

frequency, intensity and duration of physical activity. The wActiSleep-BT is widely used 

among the exercise and psychological sciences, and has documented validity (Sasaki, 

John, & Freedson, 2011). Data collected using the wActiSleep-BT correlates highly with 

similar methods of measurement such as doubly labeled water (DLW) and indirect 

calorimetry (Jimmy, Seiler, & Mäder, 2013; Plasqui & Westerterp, 2007). This 

measurement tool is unique in that it allows for the calculation of both vector magnitude 

(i.e., allowing for measurement of physical activity intensity in three separate planes), 

and inclinometer functionality (i.e., allowing for the identification of anatomical position 

[e.g., lying down, sitting, standing]). Identification of anatomical position allows for the 

distinction between upright postures (e.g., standing) and more sedentary positions (e.g., 

sitting or lying down). Physical activity counts were recorded at a sample frequency of 60 

Hz, at 1-second epochs in order to increase measurement accuracy. ActiLife software 

version 6.11.5 was used with the Low Frequency Extension (LFE) option enabled to 
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analyze activity counts. Using the LFE option increases the accuracy in measuring 

sedentary behavior (Rothney, Apker, Song, & Chen, 2008). Guidelines set forth by the 

Office of Disease Prevention and Health Promotion (2008) recommend that children and 

adolescents ages 6 to 17 do 60 minutes (1 hour) or more of physical activity each day. 

Youths’ daily average of moderate to vigorous physical activity were compared to the 

sample mean to determine youths engaging in below average physical activity.   

Three-Day Diet Recall Form. A 3-day diet recall form was completed by the 

participating parent/guardian at home. The purpose of this form is to gather data related 

to the types of foods consumed by the child, including information related to portion size. 

This form has been demonstrated to be a valid measure of dietary intake when compared 

to more objective measures, such as nutrient information from doubly labeled water 

(Burrows, Martin, & Collins, 2010). Vegetable and fruit servings was averaged across the 

3-day period. National guidelines state that females between the ages of 9 to 18 should 

consume 1.5 cups of fruit and 2-2.5 cups of vegetables daily (MyPlate, 2017). Guidelines 

for males between the ages of 9 to 18 should consume 1.5-2 cups of fruit and 2.5-3 cups 

of vegetables daily (MyPlate, 2017). Youths’ daily average of fruit and vegetable 

consumption were compared to the sample mean to determine youths with below average 

consumption of fruits and vegetables.   

Data Analytic Plan 

Data Screening. Data screening was conducted to examine normality of 

distributions, potential outliers, and missing data. Consistent with study hypotheses, a 

small percentage of values were missing from the final dataset (i.e., 4.0%). Little's 
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missing completely at random (MCAR) test (Little, 1988) supported the assumption that 

missing data were MCAR (p = .476). Skewness and kurtosis analyses indicated the 

majority of the variables of interest were positively skewed with the exception of social 

support from close friends and hope, which did not evidence notable skewness. Given 

that logistic regression does not assume normality of data, the data were not adjusted 

using transformations. In addition, indirect effect analyses utilized a bootstrapping 

procedure as it is more robust to violations of parametric assumptions than ordinary least-

squares regression. Specifically, nonparametric bootstrapping may provide more suitable 

estimations when data is positively skewed than using log-transformations (Hayes, 2013).  

Potential univariate outliers were assessed using z-score transformations. 

According to Tabachnick and Fidell (2007), z-scores exceeding +/- 3.29 represent 

outliers and should be assessed. Using this criterion, eight cases were classified as 

potential outliers. Models including suggested outliers were compared to models 

including winsorized outliers to examine whether meaningful differences across the 

models exist. More specifically, differences between Akaike Information Criterion (AIC) 

scores and significance values across models were examined to determine the impact of 

suggested outliers on statistical outcomes. When comparing fit statistics across the 

proposed models, the model retaining outliers had a worse fit (i.e., larger AIC scores) 

than the model with winsorized outlier values. Significance values across the main and 

indirect effect analyses remained significant with original or winsorized outlier cases. 

Given that smaller AIC scores indicate better fit and that significance values remained 

significant, all analyses were conducted using the sample with winsorized outlier values.    
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Intraclass correlation coefficients (ICC) were calculated to assess the ratio of 

between- and within-group variation given that participants in this study are considered 

nested within data collection site. Intraclass correlation coefficients among model 

variables ranged between 0 and .095. These results highlight the lack of variation in 

scores at the between group level indicated by the ICC, suggesting that multilevel 

modeling approaches are not warranted for use with these data. Given that collection site 

accounted for portions of variance in some of the model variables (i.e., sleep, physical 

activity, nutrition, social support from close friends, and hope), analyses were adjusted 

for collection site when appropriate. Finally, tests were conducted to assess the 

assumption of linearity of the logit for predictor variables in logistic regression analyses. 

Hosmer and Lemeshow Goodness-of-Fit Test statistics were not significant, suggesting 

linearity of the logit and good model fit between our observed and expected data for each 

of the logistic analyses (p > .05).  

Data Analytic Procedures. All analyses were conducted using the statistical 

package Mplus Version 7.11 (Muthén & Muthén, 1998‐2012). Patterns of missing data 

were accounted for by using the maximum likelihood (ML) estimation method, as it is 

superior to mean substitution and list-wise deletion (Graham, 2009). A binary logistic 

regression approach was utilized to test hypotheses 1 and 2. Binary logistic regression 

was utilized due to the binary nature of the outcome variables (i.e., youths’ self-report of 

clinical or subclinical levels of depression or general anxiety symptoms, and meeting or 

not meeting health guidelines for sleep, physical activity, and nutrition in youths). 

Specific analyses include whether the likelihood of the outcome variables increases or 



Texas Tech University, Paige L. Seegan, August 2018 

37 

 

decreases as a function of youths’ relational peer victimization experiences. In addition, 

moderation analyses examined whether level of perceived social support from close 

friends moderates the association between relational peer victimization and the likelihood 

of various outcomes. If the moderation (i.e., interaction) analyses were significant, the 

association between relational peer victimization and outcome variables were further 

probed by examining the relation at low (-1 standard deviation), average, and high levels 

(+1 standard deviation) of the perceived social support from close friends moderator. 

Odds ratios were used to represent effect sizes of the associations as they are invariant 

across sampling methods, not affected by unequal sample sizes, and are not affected by 

differences in the marginal distributions of the variables (Haddock, Rindskopf, & 

Shadish, 1998).  

An additional purpose of this study is to examine theory-based mediators in 

relation to relational peer victimization, internalizing symptoms, and health behaviors 

among youths. Nonparametric bootstrapped regression procedures were utilized to test 

the indirect effects in hypotheses 3 and 4. The test of the indirect effect was conducted by 

examining the bias corrected bootstrap 95% confidence interval (CI) of the estimated 

indirect effect (10,000 samples). Statistical significance of the indirect effect was 

determined if a confidence interval did not include zero (i.e., p < 0.05), therefore 

suggesting that an indirect effect is present (Preacher & Hayes, 2004). A variety of 

methods are available to test for indirect effects, but experts recommend bootstrapping, 

particularly when the variables are not normally distributed (Preacher & Hayes, 2008). 

As variables in this study evidenced positively skewed distributions, bootstrapping 
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procedures were advantageous in addressing the non-normality of the sample 

distributions.  

Data Preparation. The construct of relational peer victimization was constructed 

using scores from both the RASEQ and SEQ measures. Given the measures utilized 

different Likert measurement scales, the scores were standardized and summed together 

to represent a total relational peer victimization score for each youth. In all analyses, all 

predictor and covariate variables were standardized prior to analyses to ensure 

interpretability of the findings (e.g., odds ratios). Regarding binary health variables, 

although the distributions for health behavior variables (i.e., sleep, physical activity, and 

nutrition) were not zero-inflated, they did evidence notable positive skew. Youths 

reported internalizing symptoms, as well as engagement in positive health behaviors; 

however, the number of youths doing so were very small. Given that a large number of 

participants reported lower than expected clinically significant levels of internalizing 

symptoms, binary outcome variables for general anxiety and depressive symptoms were 

based on T-scores representing clinically elevated versus subclinical symptoms (i.e., ≥ 60 

= clinically elevated symptoms). Youths’ average sleep, physical activity, and 

consumption of fruits and vegetables were below national averages, which resulted in 

notable imbalances between the groups in each binary health behavior variable; therefore, 

health engagement variables were defined as youths reporting below average (-1 standard 

deviation) sleep, physical activity, and nutrition behaviors compared to the rest of the 

sample. Finally, moderation analyses utilized mean centered scores for social support 

composite scores. 
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CHAPTER III 

RESULTS 

Preliminary Analyses 

Descriptive analyses were conducted to identify means, standard deviations, and 

frequencies of sociodemographic variables (see Tables 1, 2, and 3). Bivariate correlations 

were conducted to identify potential model covariates (see Table 4). Covariates were 

determined based on the strength and direction of bivariate associations between 

sociodemographic and model variables, as well as significant mean differences between 

sociodemographic groups.  

Hypothesis 1a 

Adjusting for gender and collection site, a significant main effect was found for 

relational peer victimization. More specifically, for every one point increase in relational 

victimization, there is a .63 increase in the log odds of having elevated general anxiety 

symptoms, when holding all other variables constant (p < .01; 95% CI = [0.23, 1.03]). 

The significant main effect did not remain after adjusting for comorbid depressive 

symptoms (p = .397; 95% CI = [-0.29, 0.73]). A main effect for social support from 

friends was not significant (p = .394; 95% CI = [-0.62, 0.24]). An interaction between 

social support from friends and relational victimization was also not significant (p = .782; 

95% CI = [-0.03, 0.04]; see Table 5).  

Hypothesis 1b 

Adjusting for gender, income, and collection site, a significant main effect was 

found for relational peer victimization. That is, for every one point increase in relational 
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victimization, there is a .61 increase in the log odds of having elevated depressive 

symptoms, when holding all other variables constant (p < .01; 95% CI = [0.23, 1.00]). 

The significant main effect remained after adjusting for comorbid general anxiety 

symptoms (log odds = .46, p < .05; 95% CI = [.046, .871]). As suggested by the predicted 

probability estimates, youths who experience high levels of relational peer victimization 

will have approximately a 37% chance of having elevated depressive symptoms (see 

Figure 1). Additionally, youths who experience moderate levels of relational peer 

victimization will have approximately a 16-19% chance of having elevated depressive 

symptoms. A main effect for social support from friends was not significant (p = .193; 

95% CI = [-0.84, 0.17]). Similarly, an interaction between social support from close 

friends and relational victimization was not significant (p = .251; 95% CI = [-0.06, 0.02]; 

see Table 6). These findings suggest that perceived support from close friends does not 

moderate the association between relational peer victimization and youths’ depressive 

symptoms.  

Hypotheses 2a, 2b, and 2c 

 Hypothesis 2a. Adjusting for age, ethnicity, and collection site, no significant 

main effects were found between relational peer victimization and youths’ sleep (p = 

.609; 95% CI = [-0.44, 0.75]). In addition, the main effect for social support from close 

friends was not significant (p = .277; 95% CI = [-0.85, 0.24]). Finally, no significant 

interaction between social support from close friends and relational victimization was 

found when youths’ sleep was the outcome (p =.269; 95% CI = [-0.37, 0.13]; see Table 

7).  
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Hypothesis 2b. Adjusting for age, ethnicity, collection site, and zBMI, no 

significant main effects were found between relational peer victimization and youths’ 

physical activity (p = .175; 95% CI = [-1.00, 0.18]). In addition, the main effect for social 

support from close friends was not significant (p = .113; 95% CI = [-1.12, 0.12]). Finally, 

no significant interaction between social support from close friends and relational 

victimization was found when youths’ physical activity was the outcome (p =.122; 95% 

CI = [-0.67, 0.33]; see Table 8). 

Hypothesis 2c. Adjusting for age, ethnicity, and collection site, no significant 

main effects were found between relational peer victimization and youths’ nutrition (p = 

.440; 95% CI = [-0.64, 0.28]). In addition, the main effect for social support from close 

friends was not significant (p = .227; 95% CI = [-0.78, 0.19]). Finally, no significant 

interaction between social support from close friends and relational victimization was 

found when youths’ nutrition was the outcome (p =.360; 95% CI = [-0.62, 0.42]; see 

Table 9). 

Hypotheses 3a and 3b 

 Hypothesis 3a. This hypothesis indicated that relational peer victimization will 

have a significant indirect effect on general anxiety symptoms in youths, through hope. 

Adjusting for gender and collection site, the indirect effect was not significant (p = .091; 

95% CI = [0.02, 0.34]). Though the p-value indicated a lack of significance, the 

confidence interval did not include zero, indicating results were significantly different 

from zero. However, after adjusting for youths’ depressive symptoms, both the p-value 
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and confidence interval indicated no significant indirect effect of hope (p = .738; 95% 

CI = [-0.10, 0.18]; see Figure 2). 

Hypothesis 3b. Adjusting for gender, collection site, and income, relational peer 

victimization had a significant indirect effect on depressive symptoms in youths, through 

hope, with a bias-corrected bootstrapped point estimate of .24 (SE = 0.09; 95% CI 

= [0.10, 0.46]). The indirect effect of relational peer victimization on depressive 

symptoms in youths, through hope, remained after adjusting for youths’ comorbid 

general anxiety symptoms, with a bias-corrected bootstrapped point estimate of .20 

(SE = 0.09; 95% CI = [0.07, 0.39]; see Figure 3). An index of mediation was calculated, 

which is a term for the standardized indirect effect size of a mediation analysis 

(Mackinnon, 2008; Preacher & Hayes, 2008). This effect size (.06) represents the number 

of standard deviations by which depressive symptoms are expected to decrease per every 

1 standard deviation increase in relational peer victimization scores, indirectly through 

hope.  

Hypotheses 4a, 4b, and 4c  

 Hypothesis 4a. Adjusting for age, ethnicity, and collection site, the hypothesis 

that relational peer victimization will have a significant indirect effect on average sleep in 

minutes in youths, through hope, was not supported (p = .351; 95% CI = [-4.32, 0.67]; 

see Figure 4). 

Hypothesis 4b. Adjusting for age, ethnicity, collection site, and zBMI, the 

hypothesis that relational peer victimization will have a significant indirect effect on 
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average moderate to vigorous physical activity in youths, through hope, was not 

supported (p = .977; 95% CI = [-1.03, 0.92]; see Figure 5). 

Hypothesis 4c. Adjusting for age, ethnicity, and collection site, the hypothesis 

that relational peer victimization will have a significant indirect effect on average 

consumption of fruits and vegetables in youths, through hope, was not supported (p = 

.680; 95% CI = [-0.09 to 0.05]; see Figure 6). 
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Table 1 

 

Independent Samples t-tests of Model Variables, by Gender 

 

Outcome Group 
95% CI for 

Mean Difference 

  

 Male  Female   

 M SD n  M SD n t   df 

PV 0.00 1.00 108  0.00 1.00 80 -.09, .49 1.35 186 

SCAS 5.02 2.99 102  7.17 3.68 83 1.18, 3.12 4.39** 183 

CDI-2 2.64 2.39 106  4.19 3.39 80 .66, 2.43 3.48* 135.01 

CASSS 52.31 12.57 105  55.72 11.56 82 -.12, 6.94 1.90 185 

CASH 41.14 7.37 110  38.04 8.49 84 -5.35, -.85 -2.72* 192 

Sleep 414.79 62.19 105  422.26 62.49 75 -11.12, 26.06 0.79 178 

PA 35.72 31.53 106  39.82 27.02 76 -4.73, 12.91 0.92 180 

Nutrition 1.55 1.44 108  1.95 1.77 79 -.07, .86 1.70 185 

Note. PV: RASEQ and SEQ relational peer victimization standardized scores; SCAS: Spence Children’s Anxiety Scale – 

general anxiety subscale total score; CDI-2: Children’s Depression Inventory, 2nd Edition Short-Form; CASSS: close friends 

social support frequency subscale; CASH: 9-item Child and Adolescent Scale of Hope; Sleep: Average of total sleep time in 

minutes across 3 days; PA: Average minutes spent engaging in moderate to vigorous physical activity across a 3 day period; 

Nutrition: average consumption of fruits and vegetables across a 3-day period. 

*p < .01. **p < .001. 
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Table 2 

 

Independent Samples t-tests of Model Variables, by Collection Site 

 

Outcome Group 
95% CI for 

Mean Difference 

  

 Collection 1  Collection 2   

 M       SD n  M     SD n t    df 

PV 0.00 1.00 115  0.00 1.00 73 -.46, .13 -1.11 186 

SCAS 5.76 3.17 114  6.34 3.91 71 -1.67, .52 -1.04 125.85 

CDI-2 3.32 2.82 116  3.29 3.20 70 -.85, .92 0.07 184 

CASSS 55.78 11.85 118  50.43 12.20 69 1.76, 8.93 2.94** 185 

CASH 41.17 7.06 119  37.64 8.94 75 1.12, 5.94 2.90* 130.84 

Sleep 400.25 54.07 110  445.64 64.48 70 -62.74, -27.80 -5.09** 178 

PA 30.85 24.83 112  47.97 33.80 70 -26.37, -7.87 -3.67** 115.24 

Nutrition 1.81 1.72 119  1.56 1.35 68 -.23, .73 1.04 185 

Note. Collection 1 = TexPreps; Collection 2 = GISD. PV: RASEQ and SEQ relational peer victimization standardized scores; 

SCAS: Spence Children’s Anxiety Scale – general anxiety subscale total score; CDI-2: Children’s Depression Inventory, 2nd 

Edition Short-Form; CASSS: close friends social support frequency subscale; CASH: 9-item Child and Adolescent Scale of 

Hope; Sleep: Average of total sleep time in minutes across 3 days; PA: Average minutes spent engaging in moderate to 

vigorous physical activity across a 3 day period; Nutrition: average consumption of fruits and vegetables across a 3-day period. 

*p < .01. **p < .001. 
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Table 3 

 

One-Way Analysis of Variance (ANOVA) of Model Variables, by Ethnicity 

 

Variables df MS F p 

PV 4 1.40 1.42 .229 

183 .99   

SCAS 4 8.41 .69 .599 

180 12.15   

CDI-2 4 6.82 .84 .501 

181 8.11   

CASSS 4 557.91 3.97 .004** 

182 140.47   

CASH 4 150.70 2.42 .050 

189 62.23   

Sleep 4 25520.92 7.55 .000*** 

175 3380.29   

PA 4 1605.69 1.85 .121 

177 866.74   

Nutrition 4 7.17 2.94 .022* 

182 2.44   

Note. PV: RASEQ and SEQ relational peer victimization standardized scores; SCAS: Spence 

Children’s Anxiety Scale – general anxiety subscale total score; CDI-2: Children’s Depression 

Inventory, 2nd Edition Short-Form; CASSS: close friends social support frequency subscale; 

CASH: 9-item Child and Adolescent Scale of Hope; Sleep: Average of total sleep time in minutes 

across 3 days; PA: Average minutes spent engaging in moderate to vigorous physical activity 

across a 3 day period; Nutrition: average consumption of fruits and vegetables across a 3-day 

period. Original post-hoc mean difference analyses could not be calculated due to the 

underrepresentation of youth who self-identified as Native American (n = 1). This youth was 

recoded as “Other” in order to conduct group mean comparisons. Regarding social support from 

close friends (CASSS), youth who identified as Caucasian (M = 51.41) reported less perceived 

social support from close friends than youth who identified as Asian/Asian-American (M = 

59.51). Regarding sleep, mean differences existed between youth who identified as Caucasian 

and youth who identified as Asian/Asian-American or Other. Caucasian youth (M = 437.12) got 

50.84 more minutes of sleep on average than Asian/Asian-American youths (M = 386.28) and 

63.22 more minutes on average than Other youths (M = 373.91). Regarding nutrition, youth who 

identified as Asian/Asian-American (M = 2.40) consumed .86 greater fruits and vegetables on 

average than youth identified as Caucasian (M = 1.55). In addition, they also consumed 1.10 

greater fruits and vegetables on average than youth who identified as Hispanic (M = 1.30). It is 

important to note that the significance and direction of main findings did not change after 

adjusting for ethnicity. 

*p < .05; **p < .01; ***p < .001.
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Table 4 

Bivariate Correlations between Demographic and Study Variables 

 

 1 2 3 4 5 6 7 8 9 10 11 

1. Age ---           

2. Income -.092 ---          

3. zBMI .233** -.225* ---         

4. PV -.007 -.143* .104 ---        

5. CASSS -.091 -.179 -.054 -.207** ---       

6. CASH .146* .209* -.009 -.244** .236** ---      

7. SCAS .099 .141 .034 .295*** -.141 -.261*** ---     

8. CDI-2 .050 -.155* .109 .382*** -.204** -.414*** .519*** ---    

9. Sleep -.161* .039 .007 .001 .026 -.024 -.089 -.077 ---   

10. PA -.478*** .105 -.171* .116 -.071 -.174* .042 .029 .102 ---  

11. Nutritio

n -.157* -.104 -.053 -.020 .120 .033 -.010 .003 -.090 -.025 --- 

M 13.64 

6177.3

8 0 0 53.86 39.82 6.06 3.34 417.58 37.67 

1.7

1 

SD 1.90 

4898.2

5 1 1 12.21 7.97 3.47 2.95 61.89 29.43 

1.5

9 

Note. Income: monthly family income; zBMI: standardized Body Mass Index score; PV: RASEQ and SEQ relational peer 

victimization standardized scores; CASSS: close friends social support frequency subscale; CASH: 9-item Child and 

Adolescent Scale of Hope; SCAS: Spence Children’s Anxiety Scale – general anxiety subscale total score; CDI-2: Children’s 

Depression Inventory, 2nd Edition Short-Form; Sleep: Average of total sleep time in minutes across 3 days; PA: Average 

minutes spent engaging in moderate to vigorous physical activity across a 3 day period; Nutrition: average consumption of 

fruits and vegetables across a 3-day period.  

*p < .05; **p < .01; *** p < .001 
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Table 5 

Binary Logistic Regression Results for Hypothesis 1a 

 

Parameter Estimate SE OR p 

Intercept -1.020 0.31  < .01 

Relational PV 0.63 0.20 1.87 < .01 

Intercept -1.30 0.43  < .01 

Relational PV* 0.22 0.26 1.27 .397 

Intercept -0.95 0.32  < .01 

Relational PV 0.61 0.21 1.81 < .01 

Social Support -0.19 0.22 0.83 .394 

PV*SS 0.01 0.02 1.01 .782 

Note. Estimates = log odds; SE = standard error; OR = odds ratio; Relational PV = 

relational peer victimization; Social Support = self-report of current perceived social 

support received from close friends; PV*SS= interaction between relational peer 

victimization and perceived social support from close friends. * = analyses adjusting for 

comorbid depressive symptoms. 
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Table 6 

Binary Logistic Regression Results for Hypothesis 1b 

Parameter Estimate SE OR p 

Intercept -1.74 0.38  < .001 

Relational PV 0.61 0.20 1.84 < .01 

Intercept -2.01 0.41  < .001 

Relational PV* 0.46 0.21 1.58 < .05 

Intercept -1.79 0.40  < .001 

Relational PV 0.50 0.21 1.65 < .05 

Social Support Friends -0.33 0.26 0.72 .193 

PV*SS -0.02 0.02 0.98 .251 

Note. Estimates = log odds; SE = standard error; OR = odds ratio; Relational PV = 

relational peer victimization; Social Support Friends = self-report of current perceived 

social support received from close friends; PV*SS= interaction between relational peer 

victimization and perceived social support from close friends. * = analyses adjusting for 

comorbid depressive symptoms. 
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Table 7 

Binary Logistic Regression Results for Hypothesis 2a 

 

Parameter Estimate SE OR p 

Intercept -2.051 0.84  < .05 

Relational PV 0.34 0.26 1.41 .182 

Intercept -2.15 0.86  < .05 

Relational PV 0.16 0.30 1.17 .609 

Social Support Friends -0.30 0.28 0.74 .277 

PV*SS -0.03 0.02 0.97 .269 

Note. Estimates = log odds; SE = standard error; OR = odds ratio; Relational PV = 

relational peer victimization; Social Support Friends = self-report of current perceived 

social support received from close friends; PV*SS= interaction between relational peer 

victimization and perceived social support from close friends.  
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Table 8 

Binary Logistic Regression Results for Hypothesis 2b 

 

Parameter Estimate SE OR p 

Intercept -2.91 1.10  < .01 

Relational PV -0.41 0.30 0.67 .175 

Intercept -3.06 1.10  < .01 

Relational PV -0.70 0.36 0.50 .051 

Social Support Friends -0.50 0.31 0.61 .113 

PV*SS -0.04 0.03 0.96 .122 

Note. Estimates = log odds; SE = standard error; OR = odds ratio; Relational PV = 

relational peer victimization; Social Support Friends = self-report of current perceived 

social support received from close friends; PV*SS= interaction between relational peer 

victimization and perceived social support from close friends.  
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Table 9 

Binary Logistic Regression Results for Hypothesis 2c 

 

Parameter Estimate SE OR p 

Intercept -1.79 0.78  < .05 

Relational PV -0.18 0.23 0.84 .440 

Intercept -1.86 0.79  < .05 

Relational PV -0.30 0.27 0.74 .262 

Social Support Friends -0.30 0.25 0.74 .227 

PV*SS -0.02 0.02 0.98 .360 

Note. Estimates = log odds; SE = standard error; OR = odds ratio; Relational PV = 

relational peer victimization; Social Support Friends = self-report of current perceived 

social support received from close friends; PV*SS= interaction between relational peer 

victimization and perceived social support from close friends.  
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Figure 1. The predicted probability of elevated depressive symptoms, adjusting for 

comorbid general anxiety symptoms.  
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Figure 2. Graphical depiction of the hypothesis 3a indirect effect analyses, adjusting for 

depressive symptoms. Results include unstandardized bootstrapped path estimates with 

standard errors in parentheses.  *p < .05; **p < .01; ***p < .001. 
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Figure 3. Graphical depiction of the hypothesis 3b indirect effect analyses, adjusting for 

general anxiety symptoms. Results include unstandardized bootstrapped path estimates 

with standard errors in parentheses.  *p < .05; **p < .01; ***p < .001. 

Hope 

Relational 

Peer 

Victimization 

Depressive 

Symptoms 

-2.00 (0.56)*** 

0.52 (0.19)** 

-0.10 (0.02)*** 



Texas Tech University, Paige L. Seegan, August 2018 

56 

 

  

Figure 4. Graphical depiction of the hypothesis 4a indirect effect analyses. Results include 

unstandardized bootstrapped path estimates with standard errors in parentheses.  *p < .05; 

**p < .01; ***p < .001. 
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Figure 5. Graphical depiction of the hypothesis 4b indirect effect analyses. Results include 

unstandardized bootstrapped path estimates with standard errors in parentheses.  *p < .05; 

**p < .01; ***p < .001. 
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Figure 6. Graphical depiction of the hypothesis 4c indirect effect analyses. Results include 

unstandardized bootstrapped path estimates with standard errors in parentheses.  *p < .05; 

**p < .01; ***p < .001. 

Hope 

Relational 

Peer 

Victimization 

Average 

Nutrition 

-1.91 (.56)** 

0.03 (0.11) 

0.01 (0.02) 



Texas Tech University, Paige L. Seegan, August 2018 

59 

 

CHAPTER IV 

DISCUSSION 

Various studies have examined the relations between maladaptive peer 

relationships (i.e., peer victimization) and internalizing symptoms (i.e., depressive and 

anxiety symptoms) in youths (Hawker & Boulton, 2000; Reijntjes et al., 2010). Although 

numerous studies have found significant associations between peer victimization and 

internalizing symptoms, substantial gaps in understanding these relations still exist. 

Additionally, many have examined the relations between peer victimization and mental 

health outcomes, but few have assessed the relation between peer victimization 

experiences and youths’ engagement in positive health behaviors. Moreover, the 

theoretical framework for understanding how problematic peer relationships and 

psychosocial, as well as physical, health factors relate remains fairly mixed. Finally, 

research has not yet clearly identified the role that social and positive psychology factors 

may play in the development of internalizing symptoms and level of engagement in 

health behaviors, within the context of relational victimization.  

 The main goals of this study were to fill gaps in the current literature by 

examining (1) whether the likelihood of having elevated internalizing symptoms (i.e., 

anxiety and depressive symptoms) increases or decreases as a function of relational peer 

victimization, and whether this relation is moderated by perceived social support from 

close friends, (2) whether the likelihood of below average health behaviors (i.e., sleep, 

physical activity, and consumption of fruits and vegetables) increases or decreases as a 

function of relational peer victimization), and whether this relation is moderated by 

perceived social support from close friends, (3) whether relational peer victimization will 

have a significant indirect effect on internalizing symptoms (i.e., anxiety and depressive 
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symptoms) in youths, through hope, and (4) whether relational peer victimization will 

have a significant indirect effect on youths’ engagement in adequate positive health 

behaviors (i.e., average sleep, physical activity, and nutrition), through hope.  

Results from the current study partially supported study hypotheses. Although 

perceived social support from close friends did not significantly moderate the likelihood 

of having elevated internalizing symptoms (i.e., anxiety and depressive symptoms), 

important main effects between relational peer victimization and youths’ internalizing 

symptoms were found. Regarding youths’ general anxiety symptoms, a significant main 

effect was found for relational peer victimization suggesting that for every one point 

increase in relational peer victimization, there is a .63 increase in the log odds of having 

elevated general anxiety symptoms, when holding all other variables constant. It is 

important to note that this significant main effect no longer existed after adjusting for 

comorbid depressive symptoms. Additionally, a significant main effect was found for 

depressive symptoms suggesting that for every one point increase in relational peer 

victimization, there was a .61 increase in the log odds of having elevated depressive 

symptoms, when holding all other variables constant.  This finding remained significant 

after adjusting for comorbid general anxiety symptoms, thus suggesting relational peer 

victimization relates uniquely to depressive symptoms. 

Although previous research suggests significant associations between relation 

peer victimization and youth internalizing symptoms, the differences in findings related 

to internalizing symptoms in this study may in part be due to the ways in which anxiety 

and depression symptoms manifest in youth across development. The prevalence for 

clinically significant symptoms of anxiety in children and adolescents has been found to 
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range from 2.2% to 31.9% (Merikangas et al., 2010). More specifically, lifetime 

prevalence for generalized anxiety disorder ranges from 2.2% to 4.3% (Beesdo, Knappe, 

& Pine, 2009; Merikangas et al., 2010). The prevalence for depressive symptoms and 

disorders in children and adolescents has been found to be 3.7% in a population of 

children and adolescents between the ages of 8 and 15 years old (Merikangas et al., 

2010). Moreover, the prevalence for having a major depressive episode in adolescents 

aged 12-17 was 8.7% in 2005 and increased to 11.3% in 2014 (Mojtabai, Olfson, & Han, 

2016). The current study sample, which ranged from 9 to 18 years of age (M = 13.6), 

indicated that 3.8% of youths reported having clinically significant symptoms of general 

anxiety, while 5.4% of youths reported having clinically significant symptoms of 

depression. Given the mean age of the sample fell in an adolescent age range, the rates of 

internalizing symptoms in the sample are lower than what would be expected based on 

the community prevalence rates mentioned above. In addition, it is also important to note 

that symptoms of anxiety are believed by some to have an earlier onset than symptoms of 

depression, and in some cases, may even be a precursor to symptoms of depression 

(Kessler et al., 2005; Cole, Peeke, Martin, Truglio, & Seroczynski, 1998). Therefore, it 

may be more clinically meaningful to assess these relations separately among young 

child, middle child, and adolescent age groups. 

Inconsistent findings between social support from close friends and youths’ 

internalizing symptoms may in part be due to the sample representing lower general 

anxiety and depressive symptoms. It may also be possible that social support from close 

friends does not moderate the direct relation between relational victimization and 

depressive symptoms, and instead moderates the relation between relational peer 
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victimization and other constructs that are linked to increased depressive symptoms in 

youths (i.e., loneliness). For example, previous research examining the relation between 

peer victimization and depressive symptoms in youths suggest loneliness may act a 

mediator through which peer victimization relates to increased depressive symptoms 

(Erdur Baker & Bugay, 2011). Based on research findings indicating loneliness as a 

mechanism of change in the relation between peer victimization and depressive 

symptoms, future research should examine the role of social support from close friends 

and whether or not it buffers youth from experiencing increased loneliness associated 

with peer victimization experiences.  

Logistic analyses including binary outcomes related to health behaviors indicated 

no significant associations between relational peer victimization and youths’ sleep, 

physical activity, or nutrition. These findings are somewhat inconsistent with previous 

findings; however, current sample differences in rates of health behaviors, as well as 

differences in study methodology, compared to previous research may be contributing to 

inconsistent findings. Regarding youths’ sleep behaviors in the current study, 9% (n = 16) 

of youths’ average sleep met age recommended sleep guidelines. Moreover, 16% (n = 28) 

of youths were significantly below average in their average sleep duration compared to 

the rest of the current sample. Rates of adequate sleep in this sample are notably lower 

than a national report indicating that 27.3% of adolescent youths meet recommended 

sleep guidelines of 8 to 10 hours of sleep (Kahn et al., 2016).  The notable differences in 

percent of youths sleeping the recommended amount of hours may explain the 

inconsistencies in results related to relational peer victimization and youths’ average 

sleep duration. In addition to participants getting lower than expected average sleep, 



Texas Tech University, Paige L. Seegan, August 2018 

63 

 

inconsistent operational definitions of outcome measures of sleep, as well as differences 

in methodology and statistical analyses, are likely contributors to the inconsistencies 

between this study and previous sleep research. 

Previous research examining the associations between sleep and peer 

victimization found significant negative relations between peer victimization and sleep 

(Hunter, Durkin, Boyle, Booth, & Rasmussen, 2014). Contrary to previous research, the 

current study did not find any significant association between relational peer 

victimization and sleep duration. Inconsistencies between this study and previous 

literature examining the relation between peer victimization and youths’ sleep may be 

explained by inconsistent operational definitions of outcome measures of sleep, as well as 

differences in methodology and statistical analyses. In a review by Hunter et al. (2014), 

the majority of studies examining the association between peer victimization and sleep in 

youth had various ways of defining sleep. While some studies asked youths to complete 

multiple items related to difficulties getting to sleep, night-time awakenings, and 

nightmares, other studies simply asked youth how many hours of sleep they get on an 

average school night. In addition to problems relating to the operational definition of 

sleep across peer victimization research, all studies utilized self-report measures to assess 

sleep difficulties. Bias due to inconsistent measurements of sleep are compounded by the 

biased nature of self-report measurements. Regarding the current study, perhaps sleep 

duration is not negatively related to peer victimization, but sleep problems including 

problems related to falling and staying asleep, as well as problems waking up, are more 

strongly associated with peer victimization. In addition, research studies are varied in the 

way they describe peer victimization (e.g., cyberbullying, bullying, peer victimization) 
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and the length of time victimization was measured (e.g., past year, past 30 days, no time 

interval specified; Hunter et al., 2014). Inconsistent findings regarding sleep in the 

current study illustrate the importance of operationally defining sleep and what 

constitutes “sleep problems” and obtaining objective measurements of sleep in addition 

to self-report. An interesting future research direction is to compare objective and 

subjective measurements of sleep duration and sleep problems to better understand if 

youths’ sleep is negatively related to peer victimization, or if youths’ perceptions of their 

sleep quality (i.e., youths’ self-report of sleep versus actigraphy measurement of sleep) 

are negatively related to peer victimization. Further research is needed to replicate 

findings with sleep/wake problems to better understand specific aspects of sleep related 

to peer victimization experiences. Elucidating these relations will help to better identify 

specific targets for future research and intervention.  

Similar issues relating to sleep were also evidenced in analyses involving youths’ 

physical activity. For example, previous research suggests approximately 25% of youth 

aged 6-15 engage in at least 60 minutes of moderate to vigorous physical activity across 

at least 5 days (Dentro et al., 2014). Other reports specifically targeting high school 

students suggest only 29% of high school students participate in at least 60 minutes of 

physical activity each day of the week (Johnsen et al., 2013). In the current sample, 21% 

of participants participated on average in at least 60-minutes of moderate to vigorous 

physical activity, which is lower than expected based on previous research. Although 

lower rates of physical activity may have contributed to this study’s lack of significant 

findings, it is important to examine methodological differences between this study and 

previous research examining physical activity within the context of peer victimization. 
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Previous literature citing negative relations between peer victimization and youths’ 

engagement in physical activity are often limited by population (e.g., an overweight or 

obese sample), which makes it hard to generalize findings. There are also notable 

limitations regarding study methodology in which studies often assess physical activity 

using self-report measures. This study set out to add to the literature by assessing the 

association between relational peer victimization and physical activity in youth using a 

more generalizable population (e.g., school sample), by utilizing more objective 

measurement tools (e.g., actigraphy), and more valid measures (e.g., separate 

victimization subtype scores).  

Contrary to significant findings in research utilizing overweight and obese 

samples, no significant associations were found between relational peer victimization and 

youth engagement in moderate to vigorous physical activity. A possible reason for the 

non-significant findings could be due to the type of physical activity measured. Perhaps 

moderate to vigorous activity does not change as a function of peer victimization. 

Specifically, youths who are peer victimized may try to avoid social activities to escape 

possible peer victimization experiences, thus increasing the likelihood of sedentary 

behaviors (Salvy et al., 2009). In addition, youths’ weight status may have contributed to 

the non-significant findings. Recent findings from Case et al. (2016) did not find any 

significant associations between being victimized and not meeting physical activity 

recommendations for normal weight adolescents. It appears based on this study and 

previous research that associations between peer victimization and youths’ engagement in 

physical activity are more salient to youths who are overweight or obese.  
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In addition to a lack of significant findings related to sleep and physical activity, 

associations between peer victimization and youths’ average consumption of fruits and 

vegetables were also not significant. According to daily recommended guidelines, 

children and adolescents should consume approximately 1.5 to 2 cups of fruit and 2 to 3 

cups of vegetables, based on age and sex of the youth (“Daily Fruit Table,” 2017; “Daily 

Vegetable Table,” 2017). The most recent data on fruit and vegetable consumption 

indicate that youth nationally consume approximately one serving of fruit and one 

serving of vegetables each day (CDC, 2013). The CDC state indicator report on fruits and 

vegetable consumption published findings between 2007-2010 indicating 60% of 

children do not eat enough fruit to meet daily recommendations, while 93% of children 

did not eat enough vegetables (CDC, 2013). These statistics suggest that a small portion 

of youth do consume enough fruits and vegetables; however, none of the youths in the 

current sample met guidelines for fruit and vegetable consumption. When fruit and 

vegetable consumption was assessed separately, only five youths (3% of sample) reported 

eating an average amount of fruit that met recommended guidelines, while only four 

youths (2% of sample) reported eating an average amount of vegetables that met 

recommended guidelines. Although this sample was consistent with statistics indicating 

that the majority of youth are not currently meeting national guidelines, the percentage of 

youths not meeting consumption guidelines was lower than expected given national 

statistics. 

Research suggests that residents of low-income, minority, and rural 

neighborhoods are most often affected by poor access to supermarkets and healthy food 

options (e.g., fruits and vegetable; Larson, Story, & Nelson, 2009), which may impact the 



Texas Tech University, Paige L. Seegan, August 2018 

67 

 

frequency in which fruit and vegetables are consumed. Given that data for the current 

study were collected from two different sites (i.e., one urban and one rural site), analyses 

were performed to assess whether or not fruit and vegetable consumption differed 

between collection sites. It is important to note that the current sample indicated no 

significant differences in fruit and vegetable consumption between collection sites. It is 

also important to consider the geographic location of both collection sites. State indicator 

reports from the CDC suggest that 36% of U.S. youth report consuming fruits and 37.7% 

report consuming vegetables less than one time daily. These percentages are higher for 

the state of Texas in which 42.1% of youth report consuming fruits and 47.5% of youth 

report consuming vegetables less than one time each day. Youths’ general lack of fruit 

and vegetable consumption may make it difficult to statistically capture relations between 

psychosocial constructs and youths’ nutrition. Given that no youths reported consuming 

the recommended number of fruits and vegetables on average, the outcome variable was 

categorized to represent youths with below average consumption of fruits and vegetables 

compared to those with average or above average consumption. Potential problems can 

arise with the categorization of positively skewed data in that it may result in a loss of 

information. The way in which the data was categorized in this study may have 

contributed to the nonsignificant findings. Therefore, future replication studies should 

consider alternative data analytic methods to better capture fruit and vegetable 

consumption given youth commonly consume less than the recommended guidelines 

(Slymen, Ayala, Arrendondo, & Elder, 2006).  

The current study also examined whether or not relational peer victimization has a 

significant indirect effect on youths’ internalizing symptoms and/or health behaviors, 
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through hope. To our knowledge, this study is the first to examine hope within the 

context of peer victimization, internalizing symptoms, and health behaviors. Consistent 

with previous research, a significant negative correlation between relational peer 

victimization and hope was found (You et al., 2008). This finding adds to the current 

literature as it examines the relation between hope and a specific domain of peer 

victimization (i.e., relational). A bias corrected bootstrap analysis was conducted to 

examine hope as a mediator between relational peer victimization and youths’ 

internalizing symptoms and health behaviors. Contrary to hypotheses, hope was not a 

significant mediator between relational peer victimization and general anxiety symptoms 

or health behaviors (e.g., sleep, physical activity, and nutrition). However, as 

hypothesized, relational peer victimization was indirectly related to youths’ depressive 

symptoms through hope, such that higher relational peer victimization was associated 

with lower hope, which in turn was associated with increased depressive symptoms. The 

indirect effect of hope suggests that youths who are experiencing relational peer 

victimization may experience increased depressive symptoms, perhaps because they 

perceive themselves to be ineffective in pursuing and achieving goals. Their inability to 

clearly identify, pursue, and achieve their goals may lead to increased negative thoughts 

and feelings, thus increasing risk for depression. Identifying hope as a significant 

mediator between peer victimization and youths’ depressive symptoms provides a more 

comprehensive explanation for how peer victimization relates to youth depressive 

symptoms, and provides further evidence that will enhance theoretical models of 

depression in developing youth.  
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Limitations, Research Implications, and Future Directions 

This study has a number of strengths, including the specification of a single 

domain of peer victimization (i.e., relational peer victimization), identification of unique 

relations between relational peer victimization and youths’ depressive symptoms, multi-

method collection of health behavior data (i.e., self-report and actigraphy data for sleep 

and physical activity), and identification of risk/protective factors within the context of 

relational peer victimization. Although this research contributes to the field’s current 

understanding of the associations between relational peer victimization, youths’ 

internalizing symptoms, and youths’ health behaviors, it is not without limitations. First, 

the cross-sectional design of this study limits our ability to make causal, as well as 

temporal, inferences between model variables. Second, geographic location of the 

sample, as well as differences in health behaviors in this geographic location versus 

national samples, may limit the generalizability of results to other populations where 

youths tend to engage in higher amounts of physical activity and fruit and vegetable 

consumption. Third, the use of self-report measures could have limited the validity of 

responses, as youths may have provided more socially desirable responses instead of 

honest self-reports. Fourth, youths’ self-report measures may have limited validity given 

the single informant nature of the peer victimization, social support, hope, and 

internalizing symptoms measures (Holmbeck, Schurman, Friendman, & Coakley, 2002). 

Finally, the sample reported lower than expected levels of average sleep, physical 

activity, and consumption of fruits and vegetables. The lower rates of engagement in 

positive health behaviors required health outcomes to be redefined for logistic analyses. 

Redefining binary health outcomes into youths below average in health behavior 
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engagement compared to those engaging in average and above average health behaviors 

still resulted in positively skewed distributions of health outcome variables. Taylor, West, 

& Aiken (2006) found that dichotomizing continuous variables may lead to a notable loss 

of power, especially when categorized variables were highly skewed or binary. The 

positively skewed, as well as binary, nature of this study’s health outcome variables may 

have led to loss of power, thus producing nonsignificant results. It is important to note 

that although a larger sample may have yielded more statistical power and possible 

significant findings, it is also likely that a lack of significant findings would still exist 

given the weak correlations between the variables of interest. 

 Despite these limitations, to our knowledge, this is the first study to examine hope 

as a potential mechanism through which relational peer victimization experiences related 

to youths’ depressive symptoms. Moreover, adjusting for youths’ comorbid general 

anxiety and depressive symptoms allowed for the discovery of unique relations between 

relational peer victimization and youths’ depressive symptoms. Correlational findings 

from this study also help to fill gaps in the current literature pertaining to the constructs 

of social support and hope, and how these constructs relate to relational peer 

victimization, youths’ internalizing symptoms, and youths’ health behaviors.  

Future research should continue to identify significant moderators and mediators 

related to specific peer problems (i.e., peer victimization) as it will enhance theoretical 

models and allow for more comprehensive explanations for how peer problems relate to 

youths’ psychological adjustment and physical health. Specific research evaluating 

potential moderators and mediators in relation to peer problems and psychosocial 

functioning is necessary to understand the process by which negative psychosocial 
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functioning develops and is possibly maintained during childhood and adolescence. 

Given that youths often experience, as well as verbally report, psychosomatic symptoms 

as a result of victimization (e.g., sleep problems, headaches, stomach aches, etc.; Hart et 

al., 2013; Shapiro & Nguyen, 2010), future research should examine health behaviors 

associated with peer victimization experiences as it may provide an avenue for future 

screening and intervention work. More specifically, assessing how specific forms of 

victimization relate to psychosocial, as well as physical, health factors may help 

psychologists to better identify children who are at greater risk for certain internalizing 

symptoms, and physical health problems. Finally, longitudinal analyses utilizing multi-

method, multi-informant designs will help elucidate the temporal relations between 

relational peer victimization and youth internalizing symptoms and health behaviors. 

Moreover, longitudinal analyses are warranted to replicate findings related to the 

significant indirect effect of relational peer victimization on depressive symptoms in 

youths, through hope. Longitudinal analyses are necessary as the cross-sectional nature of 

this study does not account for change in the mediator and outcome variables, thus 

resulting in biased estimates that are unlikely to accurately reflect longitudinal mediation 

effects (Cole & Maxwell, 2003).  

Clinical Implications 

Advancing the understanding of how negative peer experiences relate to 

risk/protective factors and how those factors may influence youths’ vulnerability for 

depression, anxiety, and/or health behaviors will undoubtedly enrich future intervention 

research and clinical applications. Though not all of the hypotheses were supported in 

this study, it is important to consider how these results fit within the context of treatment. 
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Specifically, clinicians working with peer-victimized youth may want to consider 

assessing youth’s level of hope given that hope represents a potential mechanism for the 

effect of relational peer victimization on youth’s depressive symptoms. Targeting hope, 

specifically with youths reporting relational victimization, may help alleviate depressive 

symptoms and decrease the likelihood of developing depression. In addition to examining 

hope, clinicians should also consider the role of social support from close friends. 

Although social support from close friends did not moderate the association between 

relational peer victimization and youths’ general anxiety or depressive symptoms, 

significant associations between perceived social support from close friends and youths’ 

relational peer victimization, hope, and depressive symptoms indicate that social support 

from close friends may be important to consider within the context of treatment. Gaining 

a better understanding of how positive and negative peer relations associate with youths’ 

internalizing symptoms and health behaviors may help parents, teachers, and therapists 

identify youths at-risk for mental and physical health problems. Information gained from 

this study, as well as future research, can inform future screening tools for peer 

victimization in primary care, school, and community treatment settings. 
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Appendix A 

Extended Literature Review 

History and Background 

According to Baumeister and Leary (1995), the need to belong is a fundamental 

part of being a human. While the need to belong may vary in terms of individual 

differences in strength and intensity, learning and social-learning theorists and 

researchers conclude that peer relationships are important factors in childhood and 

adolescent development (Hartup, 1983). As highlighted by Parker and Asher (1987), peer 

relationships throughout developing years may play a pivotal role in youths’ social and 

psychological adjustment. Lacking strong, stable interpersonal relationships may set the 

stage for negative psychosocial outcomes. During the course of childhood and 

adolescence, youths are faced with a variety of experiences that can have both immediate 

effects on child and adolescent well-being, as well as long term effects on mental health 

during adulthood (Petersen, Leffert, Graham, Alwin, & Ding, 1997). Moreover, mental 

health problems during adolescent years can increase the risk of later depressive 

disorders, anxiety disorders, and substance abuse issues in adulthood (Trzesniewski et al., 

2006).  

As youths continue to develop, they often transition out of relying on family as a 

primary support group, and peer relationships become increasingly important (Furman & 

Buhrmester, 1992; Larson & Richards, 1991). The importance of peer relationships 

during youth development is not a novel idea; therefore, the lack of clear and 

comprehensive models highlighting moderating and mediating factors of the relations 

between poor peer relationships and psychological maladjustment (i.e., internalizing 

symptoms) is somewhat surprising. Identifying more comprehensive theoretical models 
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specifically related to peer relationship problems (e.g., peer victimization) is a necessary 

step given that youths who are victimized by their peers are also likely to experience poor 

psychological development (Knopf, Park, & Paul Mulye, 2008; La Greca & Harrison, 

2005). Furthermore, youths experiencing peer victimization, as well as related mental 

health problems, are also at risk for developing current as well as future physical health 

problems (Biebl et al., 2011; Greco, Freeman, & Dufton, 2007; Keenan-Miller, 

Constance, & Brennan, 2007; Roy-Byrne et al., 2008; Trzesniewski et al., 2006).  

Terminology  

Peer Victimization and Bullying are two terms that both refer to events in which 

children and/or adolescents become targeted by their peers. While some research uses the 

terms peer victimization and bullying interchangeably, others define these two 

experiences as being separate. Olweus (1994) defines bullying as an event when a person 

is exposed to negative actions by one or more peers. Bullying is also defined by an 

imbalance of power between the bully and victim. Peer victimization, on the other hand, 

refers to an experience between peers in which one peer is the target of aggressive 

behavior by peers who are not siblings and are of similar physical and psychological 

strength (Champion & Clay, 2007). Given that the majority of the bullying literature does 

not asses differences in physical prowess or intellectual functioning, this study will use 

the term peer victimization to refer to youths’ reports of victimization as well as bullying 

by peers. Given the age range of the sample used, this study will focus on a specific 

subtype of peer victimization know as indirect/relational victimization (e.g., exclusion, 

gossip, name calling; Crick & Gropeter, 1996), as this type of victimization becomes 

more prevalent among older children and adolescents (Prinstein et al., 2001). 
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Adequacy of Sleep will be defined in terms of recommended guidelines set forth 

by the National Sleep Foundation (NSF). The NSF defines amount of sleep time in hours 

as “recommended,” “may be appropriate for some individuals,” or “not recommended” 

(NSF, 2015). According to the NSF (2015), school age children ranging in age from 6-13 

years should receive 9-11 hours of sleep per night, whereas 7-8 hours or up to 12 hours 

may be appropriate for certain individuals. It is not recommended that school age 

children receive less than 7 or greater than 12 hours of sleep. Similarly, teenagers ranging 

in age from 14-17 years should receive 8-10 hours of sleep per night, whereas 7-11 hours 

may be appropriate for some individuals. It is not recommended that teenagers receive 

less than 7 or greater than 11 hours of sleep. Youths’ daily average of sleep will be 

compared to national health guidelines to determine whether or not each youth is 

receiving an adequate amount of sleep.  

Adequacy of Physical Activity will be determined based on national guidelines 

specific for children and adolescents. The guidelines set forth by the Office of Disease 

Prevention and Health Promotion (Physical Activity Guidelines Advisory Committee, 

2008) recommends that children and adolescents ages 6 to 17 engage in 60 minutes (1 

hour) or more of physical activity each day. Youths’ daily average of physical activity, as 

measured via Actigraph accelerometers, will be compared to these national health 

guidelines to determine whether or not each youth is meeting adequate physical activity 

expectations. 

Adequacy of Nutrition will be defined by whether or not youths are consuming an 

adequate amount of fruits and vegetables based on guidelines set forth by the American 

Heart Association (2015). Guidelines state that females between the ages of 9 to 18 
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should consume 1.5 cups of fruits and 2-2.5 cups of vegetables daily. Guidelines also 

state that males between the ages of 9 to 18 should consume 1.5-2 cups of fruits and 2.5-3 

cups of vegetables daily. Youths’ daily average of fruit and vegetable consumption will 

be compared to health guidelines to determine whether or not each youth is meeting 

adequate nutrition expectations.  

Hope will be defined according to Snyder’s (1991) hope theory. Hope refers to an 

individual’s energy and planning toward goal attainment and will be comprised of three 

subcomponents including: pathways, agency, and goals (Van Allen et al., in progress). 

Agency measures one’s motivation to initiate and complete a goal, while pathways 

measures the strategies one selects to reach goal-attainment. Finally, the goals subscale is 

designed to assess whether one selects appropriately specific and challenging goals. 

Psychosocial adjustment variables for the purpose of this review include 

internalizing symptoms (i.e., depression and anxiety symptoms). Anxiety symptoms will 

be defined as total symptoms related to separation anxiety, social phobia, obsessive 

compulsiveness, panic/agoraphobia, physical injury fears, and generalized anxiety. 

Depressive symptoms for the purpose of this study is defined as symptoms of sadness or 

depressed mood that continue for more than two weeks that interfere with daily 

functioning (American Psychiatric Association, 2013).  

Theoretical Models of Risk for Peer Victimization  

Kochenderfer-Ladd, Ladd, and Kochel (2009) review child and environmental 

models as theoretical frameworks for how factors operate with one another to place 

youths at risk for experiencing peer victimization. One model referenced is a continuity 

model. According to Kochenderfer-Ladd et al. (2009), this continuity model posits that 
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there is one set of triggers that leads to the onset of peer victimization, where as other sets 

of factors may act to maintain the presence of original triggers. Continuity models can be 

divided into two subtypes including behavioral-continuity (i.e., child-level) and 

environment-continuity models. While behavioral-continuity models suggest that child-

level factors are the primary cause of peer victimization, environmental-continuity 

models suggest contextual factors within youths’ environments are primary precipitants 

impacting the onset of victimization by peers. Additive models extend the literature and 

assume that both child and environmental factors independently contribute to the 

emergence and trajectories of peer victimization. Previous research has highlighted a 

myriad of factors that are in one way or another linked to peer victimization; however, it 

is important to extend research to identify the unique relations of such factors as well as 

examine temporal and contextual parameters in which such factors act as potential 

moderators or mediators.  

Previous research has succeeded in outlining who gets victimized and the 

potential consequences for youths with poor peer relationships; however, our 

understanding of how and why youths experience peer victimization, as well as the 

moderating and mediating pathways of peer victimization to psychosocial adjustment, is 

lacking. Moderator models are necessary to identify specific factors that affect the 

strength of child and environmental models. Mediation models are also important as they 

can identify factors that may explain the relations between child and environment factors 

and peer victimization. While some research has assessed various additive, moderator, 

and mediator models, studies identifying the independent contributions of child and 

environmental factors to the emergence and trajectories of peer victimization are sparse.  



Texas Tech University, Paige L. Seegan, August 2018 

95 

 

Assessing Peer Victimization and Youth Adjustment 

Many children and adolescents will experience some form of peer victimization 

during their adolescent development. In fact, approximately 28% of youths ranging in age 

from 12-18 years have reported experiencing peer victimization at school (NCES, 2009). 

Negative consequences of peer victimization include social and emotional 

maladjustment, diminishing self-concept, and increasing internalizing and externalizing 

problems (Card & Hodges, 2008). In addition to being at risk for experiencing increased 

depression, loneliness, and anxiety, victimized youths may also report lower general self-

esteem and social self-concept than non-victimized youths (Hawker & Boulton, 2000). 

Cross-sectional as well as longitudinal studies examining the association between peer 

victimization and internalizing problems suggest small to moderate effect sizes as 

indexed by Pearson’s correlation coefficient and standard normal deviations (Hawker & 

Boulton, 2000; Reijntjes et al., 2010). Given that 1 in 4 youths will likely experience 

some form of victimization by peers during a school year, it is important and necessary to 

identify factors increasing youths’ risk for being victimized, as well as psychosocial 

outcomes from being victimized (NCES, 2015). 

Assessment methods. In general, bullying and victimization by peers is assessed 

in similar ways. The most common negative peer experiences are often categorized as 

being direct/overt (e.g., physical aggression, verbal threats to physical well-being) or 

indirect/relational (e.g., exclusion, gossip, name calling) victimization (Crick & Gropeter, 

1995; Prinstein et al. 2001). Although not the focus of this review, two other types of 

victimization frequent peer victimization literature. One of these types of victimization 

discussed in the literature is reputational (e.g., causing damage to another’s peer 
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relationships, spreading of rumors in an attempt to ruin an individual’s reputation; Siegel 

et al., 2009). Another type of victimization is cyberbullying, which is not surprising given 

the recent surge of electronic use by youths (Salmivalli, Sainio, & Hodges, 2013).  

Although there are numerous ways in which researchers have attempted to 

measure peer victimization, peer victimization is often assessed by (1) using a single 

measure representing a combination of self-reported overt (e.g., physical and or verbal) 

and relationally aggressive victimization by similar-age peers or (2) as separate measures 

assessing overt peer victimization or relational peer victimization (Champion & Clay, 

2007; Grills-Taquechel et al., 2010). Self-report measures are often less expensive and 

less time consuming, which makes them more amenable for use with larger samples. In 

general, self-report measures are by far the most commonly used and most highly 

regarded methods to assess peer victimization among youths. As with all self-report 

measures, there is the risk that the victim may inaccurately portray him/herself in an 

overly positive or negative light, thus underestimating or overestimating their peer 

experiences.  

Child- and Environmental-Level Risk Factors of Peer Victimization 

Child-level risk factors. As previously discussed, behavior-continuity models 

suggest that there are child-level personal characteristics that act as precipitants to peer 

relationship problems (i.e., peer victimization). One factor highlighted in the literature is 

sex. Some research suggests that boys and girls may be at risk for experiencing different 

forms of victimization (e.g., relational vs. overt victimization). For example, boys may 

experience more overt forms of victimization, while girls may experience more relational 

forms of victimization (Rose & Rudolph, 2006).  
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Another child-level factor is problematic child behavior as it may increase 

interpersonal risk and act as a possible primary antecedent of peer victimization. Peers 

often gravitate toward other peers who display socially competent behaviors such as 

adaptive problem solving skills and prosocial behaviors (Egan & Perry, 1998; Schwartz, 

Dodge, & Coie; 1993). Thus, youth who are viewed as problematic or annoying due to 

their behavior (e.g., aggressive or hyperactive behavior), are at increased risk of being 

targeted by their peers. In addition, these youths are often isolated, therefore adding to 

their risk for developing problematic peer relationships (Bierman, 2004). In addition to 

behavioral models, social cognitive models examining social information processing, 

perceptions of self and other, and attributional styles can also contribute to our 

understanding of how child-level factors may place youths at risk for poor peer relations.  

Previous research suggests that youths who engage in self-blaming attributional 

styles often experience some form of victimization by peers (Graham & Juvonen, 1998). 

A revised social information processing model constructed by Crick and Dodge (1994) 

proposes that youths who experience social stressors will construct a database of social 

information to use when processing social interactions. If the database is based off of 

stressful social interactions with peers, biased coping strategies will likely develop, 

whereby youth may interpret social interactions as threatening. Processing social 

interactions in biased ways will likely lead youths to perform unfavorable responses to 

social situations, thus increasing their vulnerability for future victimization experiences 

(Kochenderfer-Ladd et al., 2009). Deficits in youths’ emotional clarity, or one’s ability to 

correctly identify, comprehend, and distinguish between emotional experiences, may also 

act as a child-level risk factor for peer victimization (Gohm & Clore, 2000; 2002). 
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Youths who exhibit deficits in emotional clarity may be unable to correctly identify the 

emotions of not just themselves, but also the emotions of others. Hamilton et al. (2015) 

found that adolescent girls with deficits in emotional clarity reported higher levels of peer 

victimization. This relation was not found to be significant in boys, suggesting that 

deficits in emotional clarity may be particularly problematic for girls. Moreover, 

Kochenderfer-Ladd et al. (2009) reviewed numerous studies suggesting that heightened 

emotional reactivity as well as problems regulating emotions places youths at an 

increased risk for experiencing peer victimization. Whereas behavioral, social, and 

emotional individual characteristics may set the stage for peer victimization, other models 

suggest environmental triggers are of notable importance. 

Environment-level risk factors. Environmental models assume there are 

contextual factors that trigger victimization. Barker et al. (2008) assessed the influence of 

environmental factors on the trajectories of peer victimization in youths who were 

followed from approximately 4 months of age to 6 years of age. Results suggest that high 

levels of harsh, reactive parenting predicted chronic levels of peer victimization over and 

above other family-level risks (e.g., parents’ education level, birth order, family structure) 

and child-level risks (e.g., child internalizing symptoms and hyperactivity). Insufficient 

parent income and child’s physical aggression also predicted later incidence of peer 

victimization. Characteristics of peer groups have also been associated with vulnerability 

to peer victimization. Lacking reciprocated friendships or having friendship of low 

quality can place youths at increased risk for problematic social interactions (Bollmer et 

al., 2005; Hodges, Boivin, Vitaro, & Bukowski, 1999).  
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Previous literature has highlighted peer status and social competence as important 

factors predicting peer victimization (Cook, Williams, Guerra, Kim, & Sadek, 2010; 

Epkins & Heckler, 2011; Hawker & Boulton, 2000; Harris, 2009). Specifically, peer 

rejected youths who are disliked by peers are placed at an increased risk for victimization 

by peers (Bierman, 2004). Finally, school climate may act as another environmental 

factors that impacts the frequency of victimization behavior. Schools that are 

characterized as being “bully friendly” are likely to exhibit low adult supervision and 

ineffective strategies for handling victimization events including avoidance strategies and 

absence of consequences for bully perpetrators (Kochenderfer-Ladd et al., 2009). 

Therefore, school environment could increase risk for peer problems, especially for 

youths who exhibit additional child-level or environmental-level risk factors.  

Theoretical Models of Internalizing Symptoms and Peer Victimization 

A plethora of studies have been conducted examining the relationship between 

peer victimization and psychosocial adjustment in youths. The relation between 

problematic peer relationships and internalizing symptoms (i.e., anxiety and depression) 

has been examined via theoretical frameworks from various psychological disciplines 

(e.g., developmental, social, cognitive, and clinical). A majority of the extant literature 

focuses on concurrent correlates and outcomes, while few studies have focused on 

exploring prospective outcomes within a specified theoretical framework. While 

numerous studies have found significant associations between peer relationship problems 

and internalizing symptoms, substantial gaps in understanding the development and 

maintenance of these relations still exist.  
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Previous research indicates a symptoms-driven model as a plausible theoretical 

model of the predictive associations between poor peer relationships and internalizing 

symptoms (Kochel, Ladd, & Rudolph, 2012). A symptoms-driven model suggests youths 

who experience internalizing symptoms may feel hesitant to engage socially with peers, 

or may exhibit a negativistic view of self and others, thus limiting their social interactions 

(Bierman, 2004). Depressed as well as anxious/withdrawn youths may also engage in 

behaviors that other peers find annoying (e.g., reassurance seeking behaviors, 

complaining, negative attitudes, irritability, inattentive, avoiding activity, etc.), thus 

limiting their positive interactions with peers and placing them at risk for peer 

victimization (Bierman, 2004; Harris, 2009). Limited peer interactions may inhibit youths 

from developing critical cognitive, behavioral, and social skills. For example, youths with 

limited interactions with their peers may not develop adequate emotional clarity (Stange, 

Alloy, Flynn, & Abramson, 2013). As a result, they may not be able to respond 

appropriately to various emotions, thus limiting their ability to respond to stressful life 

events in adaptive ways and further increasing their risk for negative mental health 

outcomes (Stange et al., 2013). Various reviews of literature have highlighted the 

potential social outcomes for youths who report depressive and anxious symptoms 

(Epkins & Heckler, 2011; Harris, 2009; Hawker & Boulton, 2000); however, there is a 

limited pool of studies that has looked at how depression and anxiety symptoms uniquely 

relate to peer victimization experiences during childhood and adolescence.  

While some longitudinal studies suggest a symptoms-driven model in which 

depressive and/or anxiety symptoms may precede victimization events (Bierman, 2004, 

Gibb & Hanley, 2010; Kochel et al., 2012; Shapero, Hamilton, Liu, Abramson, & Alloy, 
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2013), others suggest a more interpersonal risk model (Reijntjes et al., 2010; Schwartz, 

Gorman, Nakamoto, & Toblin, 2005). In this review, an interpersonal risk model assumes 

that poor peer relationships act as significant life stressors for youths, which then predicts 

later internalizing symptoms (Kochel et al., 2012). Findings from several studies suggest 

that victimization from peers act as antecedents in the development of internalizing 

symptoms (Bond, Carlin, Thomas, Rubin, & Patton, 2001; Bierman, 2004; Hawker & 

Boulton, 2000; Hodges & Perry, 1999; Reijntjes et al., 2010; Schwartz et al., 2015). 

However, similar inconsistencies in findings related to symptoms-driven models are also 

found in relation to interpersonal risk models (Reijntjes et al., 2010; Storch, Masia-

Warner, Crisp, & Klein, 2005).  

Due to inconsistencies in research findings regarding the temporal ordering of 

peer problems and internalizing symptoms, a transactional model has been suggested as 

an alternate model. Transactional models within the context of this review imply bi-

directional relationships between peer victimization and internalizing symptoms (i.e., 

depression and anxiety). However, given the mixed findings for and against symptoms-

driven and interpersonal risk models, utilizing a transactional model as a theoretical 

framework does not adequately resolve gaps in understanding the predictive associations 

between peer victimization and internalizing symptoms.  

Internalizing Symptoms Associated with Peer Victimization 

Depressive symptoms. A review of literature highlighting peer victimization 

during childhood and adolescence indicates that individuals who are victimized by their 

peers report increased levels of social isolation, depression, and self-harm behaviors 

(Arseneault et al., 2010). Hawker and Boulton (2000) conducted a meta-analysis of 
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victimization-adjustment literature and found that in cross-sectional peer victimization 

studies, adolescents who were victims of peer victimization reported lower self-esteem 

than non-victimized youth. Decreased self-esteem following victimization experiences 

often accompanies decreased social self-concept and global self-worth (Hawker & 

Boulton, 2000; Prinstein et al., 2001). Severe mental health outcomes due to childhood 

peer victimization can include increased rates of suicidal ideations and psychotic 

symptoms (e.g., delusions, auditory and visual hallucinations; Arseneault et al., 2010). 

The lack of self-concept, self-esteem, and self-worth likely place young individuals at a 

higher risk for developing depressive symptoms and possible suicidal ideation. Research 

supports this theory and indicates that adolescents who are victimized by their peers are 

at risk for developing depressive symptoms 9 months later (Hamilton et al., 2013). In 

addition, peer victimization in middle childhood has been shown to be related to the 

development of depressive symptoms in later adolescence (Schwartz et al., 2015).  

When assessing depressive symptoms across different forms of victimization, 

similar findings emerge suggesting relational and overt forms of peer victimization have 

been significantly related to child and adolescent depressive symptoms (La Greca & 

Harrison, 2005; Prinstein et al., 2001; Zimmer-Gembeck et al., 2014). By middle 

adolescence, boys and girls report higher levels of relational victimization as opposed to 

overt victimization (Prinstein et al., 2001). Experiencing relational forms of peer 

victimization during adolescence has shown to be significantly related to increased levels 

of loneliness and depressive symptoms and decreased global self-worth in both boys and 

girls (Prinstein et al., 2001). Overt victimization has been specifically associated with 

increased levels of depressive symptoms in boys more so than girls (Prinstein et al., 
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2001). Perhaps most concerning are findings that suggest youths who experience peer 

victimization in childhood experience higher levels of depressive disorders as young 

adults (Copeland et al., 2013).  

Anxiety symptoms. A review of literature highlighting peer victimization during 

childhood and adolescence indicates that individuals who are victimized by their peers 

may also report increased symptoms of anxiety (Arseneault et al., 2010). Research 

suggests relational peer victimization is significantly related to increased levels of social 

anxiety in youths (La Greca & Harrison, 2005). Adolescents who are viewed as victims 

by their peers may endorse negative self-views, which will likely contribute to lowered 

self-esteem and higher reports of being socially isolated and anxious (Graham et al., 

2006). While a great deal of literature examining the effects of peer victimization on 

adolescent psychosocial development investigates victims’ social anxiety symptoms, 

some studies have assessed more generalized symptoms of anxiety. For example, 

previous studies suggest peer victimization is less strongly related to social anxiety than 

to generalized anxiety (Hawker & Boulton, 2000).  

Studies questioning the directionality of the relationship between negative peer 

experiences and adolescent mental health problems have turned to longitudinal research 

to assess whether a reciprocally causal relationship exists. Longitudinal research findings 

suggest youths who experience peer victimization in childhood experience higher levels 

of anxiety disorders as young adults (Copeland et al., 2013). Alternatively, Pabian and 

Vandebosch (2015) found a unidirectional relation between high levels of social anxiety 

symptoms and later forms of victimization including traditional victimization and cyber 

victimization. Siegel et al. (2009) found social anxiety predicted relational victimization 
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in both boys and girls; however, relational victimization, when assessed separately from 

overt and reputational victimization, was the only type of victimization that predicted 

later social anxiety symptoms and it did so only for girls. Inconsistent findings across 

theoretical models as well as victimization type indicate a need for additional research to 

identify unique temporal relations between social anxiety symptoms and different forms 

of victimization. 

Theoretical Models of Health Behaviors and Peer Victimization 

The basis for examining health behaviors in the context of peer victimization 

stems from the broader stress-health model presented by McEwen (1998). According to 

McEwen (1998), the way in which an individual perceives stress is influenced by one’s 

experiences, genetics, and behavior. For example, when the brain perceives an experience 

as stressful, the body responds with various physiological and behavioral responses. The 

body’s goal is to achieve allostatis, or stability of self by adapting and changing while in 

the context of stress (McEwen, 1998). The physiological and behavioral responses to 

stress can lead to allostatic load, or the overactivity or underactivity of allostatic systems. 

Over time, allostatic load can accumulate, and the overexposure to stress can have 

adverse effects on various organ systems (McEwen, 1998). Thus, the stress-health model 

that stress, when not managed well, can possibly set the stage for various negative health 

outcomes (Caserta et al. 2008, McEwen, 1998).  

Peer victimization is considered a common stressor among children and 

adolescents (Hamburger et al., 2011; Juvonen et al., 2003), and research suggests that 

negative peer relations are a source of significant stress for youths (Hawker & Boulton, 

2000; Reijntjes et al., 2010; Zimmer-Gembeck et al., 2014). To date, the majority of 
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literature focuses on mental health constructs related to peer victimization (e.g., Reijntjes 

et al., 2010). Although previous literature has found associations between peer 

victimization and physical health problems (e.g., Biebl et al., 2011 and Nishina, Juvonen, 

& Witkow, 2005), relations between peer victimization and health outcomes can be 

difficult to understand due to the complex nature of an individual’s ability to cope with 

stressful life events.  

Research suggests that peer victimization is related to physical health problems in 

children and adolescents, including sleep problems, headaches, stomachaches, dizziness, 

and increased symptoms of pain (Hart et al., 2014; Herge et al., 2016; Shapiro & Nguyen, 

2010). Various studies suggest possible gender differences in the relation between peer 

victimization and physical health. For example, Rigby (1998) found that female victims 

report more physical health problems and report that their health has been more 

negatively affected by peer victimization than boys. Another study found that boys 

reported higher levels of abdominal pain than girls after both overt and relational 

victimization (Greco et al., 2007). Moreover, Biebl et al. (2011) found that chronic 

victims reported more headaches and sleep problems than did non-chronic victims. This 

relation was significant only for girl victims, and not for boy victims. Taken together, 

these findings suggest that more research is needed to examine individual differences 

associated with relations between peer victimization and physical health problems. 

Biological components may also be at play in determining risk for health 

problems following peer victimization experiences. Knack, Jensen-Campbell, and Baum 

(2011) found that youths victimized by their peers also reported more stress and exhibited 

altered cortisol levels. Furthermore, youths who exhibited higher cortisol immediately 
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after a stressor, and lower cortisol 30 min after a stressor, reported more health problems 

(Knack et al., 2011). This study suggests that neuroendocrine functioning may explain 

differences in the relation between peer victimization and health problems among youths. 

Although biological constructs are not the focus of this study, it is worth noting the 

myriad of constructs associated with peer victimization and health outcomes, and the 

scarcity of literature examining these relations.  

Peer Victimization and Associated Health Behaviors 

While the majority of peer victimization literature has focused on depression, 

anxiety, and suicide risk related to peer victimization experiences, little focus has been 

placed on health behaviors. In addition to the many adverse consequences of peer 

victimization previously highlighted, peer victimization may also be related to various 

health related problems (i.e., inadequate sleep, nutrition, and physical activity; Herge et 

al., 2016; Kubiszewski et al., 2014). While inadequate amounts of sleep, healthy 

nutrition, and physical activity may seem minor compared to depression, anxiety, and 

suicide risk, they are behaviors that are associated with mental health symptoms and are 

predictive of long-term health outcomes (Iannotti & Wang, 2013; Shochat et al., 2014). 

Given that youths often experience, as well as verbally report, psychosomatic symptoms 

as a result of victimization (e.g., sleep problems, headaches, stomach aches, etc.), 

investigating health behaviors associated with peer victimization experiences would 

provide an avenue for future screening and intervention work. 

Sleep. Receiving an adequate amount of sleep is important for developing youths 

because deficits in sleep can maintain, as well as increase risk of developing, mental 

health problems (Herge et al., 2016; Kahn et al., 2013). Fredriksen et al. (2004) examined 
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sleep difficulties in a non-clinical, adolescent sample, and results showed that students 

who obtained less sleep at the beginning of 6th grade experienced increased depressive 

symptoms and decreased self-esteem concurrently. Moreover, students who experienced 

sleep difficulties over the course of middle school (i.e., 6th – 8th grade) continued to report 

increased depressive symptoms and decreased self-esteem over time (Fredriksen et al., 

2004). Beyond depressive symptoms, sleep deprivation in healthy adolescents has been 

linked to increased anxiety symptoms and disorders. Studies have found that total sleep 

related problems are positively associated with anxiety symptom severity in both clinical 

and community samples of youths (Alfano et al., 2007; Alfano et al., 2009). Results also 

showed that shortened sleep duration over time increases risk for having an anxiety 

disorder, while having an anxiety disorder does not increase risk for decreased sleep 

duration in adolescents (Roberts & Duong, 2016). These findings suggest a specific 

temporal nature of the relationship between sleep deficits and anxiety, in which sleep 

problems increase risk for the development of anxiety disorder(s).  

Another study suggests that after only a few days of shortened sleep, adolescents 

have worsened mood and decreased ability to regulate negative emotions (Buam et al., 

2014). According to Baum et al. (2014), adolescents in the sleep restriction condition 

(i.e., 6.5 hours in bed per night for five nights) reported feeling more tense/anxious, 

angry/hostile, confused, fatigued, and less vigorous. Parents and adolescents also reported 

greater oppositional behaviors, irritability, and poorer emotional regulation during the 

sleep restriction condition (Baum et al., 2014). Additional studies have found similar 

evidence suggesting that problems related to sleep can also adversely affect adolescents’ 

attention processes, as well as behavioral and emotional control (Dahl & Lewin, 2002). 
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Taken together, these findings suggest that inadequate sleep in childhood and 

adolescence may make youths more vulnerable to mental and physical health problems. 

Therefore, it is important to consider what factors impact adequacy of sleep. 

Recent findings suggest that peer victimization is a specific stressor related to 

inadequacy of sleep in youths (Herge et al., 2016). Based on the stress-health model, the 

way in which the body responds to stress may lead to over arousal of physiological 

responses and maladaptive cognitions that make it difficult for youths to reach a state of 

homeostasis needed to fall asleep and stay asleep (van Geel et al., 2016). In the context of 

peer victimization, stress related to victimization experiences has been shown to be 

associated with deficits in sleep among youths (Herge et al., 2016; Hunter et al., 2014; 

Kubiszewski et al., 2014). However, most of the studies examining peer victimization 

and sleep have methodological (e.g., self-report measures of sleep) and conceptual (e.g., 

aggregated victimization scores across subtypes) limitations. Therefore, additional 

research of these constructs using more objective measurement tools (e.g., actigraphy) 

and more valid measures (e.g., separate victimization subtype scores) is warranted.  

Physical Activity. Similar to sleep behaviors, adequate physical activity during 

developing years helps promote positive physical and mental health (Ahn & Fedewa, 

2010). Physical activity is considered to be very important to developing youths, as 

evidenced by its recognition at the national level. In 2008, the U.S. Department of Health 

and Human Services recommended that young people aged 6–17 years participate in at 

least 60 minutes of physical activity daily. In 2012, about 25% of U.S. youth aged 12–15 

years engaged in moderate-to-vigorous physical activity for at least 60 minutes daily 

(Fakhouri et al., 2014). This number is not stable as trends in physical activity indicate 
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youths’ levels of physical activity decline with age (Kann et al., 2014). Whereas adequate 

physical activity can promote positive developmental trajectories, inadequate physical 

activity can place youths at risk for current and perhaps long term mental and physical 

health problems (Iannotti & Wang, 2013).  

Biddle and Asare (2011) reviewed studies examining the relation between 

physical activity and mental health in youths. Among the studies reviewed, results 

suggest negative associations between mental health and sedentary behaviors. Moreover, 

physical activity is positively associated with cognitive functioning and academic 

achievement. Previous research also suggests that higher levels of physical activity 

among children and young adolescents, and lower levels of sedentary behaviors among 

young adolescents, are associated with lower depressive symptoms (Iannotti & Wang, 

2013). Similarly, Kremer et al. (2014) found that increased opportunities to be active at 

school outside class, being active in physical education classes, greater involvement in 

sports teams, were all independently associated with lower odds for depressive symptoms 

among youths ranging in age from 10-14 years. Taken together, these findings suggest 

that inadequate physical activity may place youth at risk for developing mental and 

physical health problems. Therefore, it is important to consider what factors impact a 

child or adolescent’s adequacy of physical activity. 

Although limited, there are a few studies that have examined the relation between 

peer victimization and physical activity among youths. For example, Storch et al. (2007) 

found that peer victimization experiences among individuals aged 8 to 18 was negatively 

related to physical activity. In addition, Roman and Taylor (2013) found significant 

associations between peer victimization and fewer days in physical education classes, and 
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lower odds of reporting at least 60 minutes of physical activity more than once a week. 

While these studies attempt to fill important gaps in the literature, it is important to note 

the limitations of the existing research.  Similar to the limitations found in sleep research, 

studies examining peer victimization and physical activity are often limited by population 

(e.g., an overweight or obese sample makes it hard to generalize findings), by 

methodology (e.g., self-report measures of physical activity), and by conceptual 

weaknesses (e.g., aggregated victimization scores across subtypes). Therefore, additional 

research of these constructs using a more generalizable population (e.g., school sample), 

more objective measurement tools (e.g., actigraphy), and more valid measures (e.g., 

separate victimization subtype scores) is warranted. 

 Nutrition.  In 2011-2012 in the United States, 31.8% of youths were considered 

to be either overweight or obese (Ogden et al., 2014). Nationwide, 15.7% of students 

reported eating vegetables three or more times per day during a 7-day period in 2013 

(Kahn et al., 2014). The percentage of youth who consumed fruit decreased with age, 

both for any fruit and for specific types of fruit (citrus, melon, and berries; other fruit; and 

fruit juice) (Nielsen et al., 2014).  Unhealthy eating behavior (e.g., high fatty food 

consumption and decreased fruit and vegetable intake) is considered one of the 

contributing factors to the etiology of overweight and obesity in youths (Barlow, 2007; 

Budd & Hayman, 2006). During adolescence, low self-esteem, stress, low levels of social 

support, and avoidant coping have been related to unhealthy eating behaviors as well as 

depressive symptoms (Cartwright et al., 2003).  

Different theoretical models examine eating in response to stressful life events as 

a specific health behavior associated with stress. The anxiety reduction model proposed 
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by Kaplan & Kaplan (1957) suggests that obesity develops and is maintained by 

overeating in an attempt to reduce anxiety. The psychosomatic theory of obesity supports 

a similar notion, and suggests that in times of distress, food is used as an emotional 

coping tool, and that excessive eating in response to emotional distress heightens risk for 

overweight and obesity (Kaplan & Kaplan, 1957). Previous research indicates that 

adolescents’ perceived stress is associated with increased consumption of fatty foods, less 

fruit and vegetables, and more snacks (Cartwright et al., 2003). Additional research 

focusing on youths’ stress-induced eating patterns suggests that some youths may eat to 

distract attention away from the stress they are experiencing (Roemmich et al., 2012). 

While some studies have assessed disordered eating (i.e., restriction; Cook-Cottone et al., 

2016) in relation to peer victimization, or eating related specifically to weight-based 

victimization (Puhl & Luedicke, 2012), to date, no research has examined the direct 

relation between peer victimization, specifically relational victimization, and dietary 

patterns in youths. Given the links between peer victimization and stress, as well as the 

links between stress and eating, the relation between peer victimization and eating 

behaviors is warranted.  

Social Support as a Moderator of Relational PV and Psychological/Health Outcomes 

Given the extensive adverse effects associated with peer victimization, it seems 

imperative that research studies focus on identifying potential protective and risk factors 

related to peer victimization. One potential protective factor highlighted in child and 

adolescent research is social support. For the purpose of this study, social support is 

defined as “an individual’s perceptions of general support or specific supportive 

behaviors (available or enacted upon) from people in their social network, which 
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enhances their functioning and/or may buffer them from adverse outcomes” (Malecki, 

Demaray, & Elliott, 2000). There is a substantial amount of previous research devoted to 

examining the role of social support during child and adolescent development (Chu et al., 

2010). Previous research suggests that social support has been associated with positive 

psychological adjustment, as support can promote the use of more adaptive coping 

strategies (Crean, 2004). Supportive social relationships may also provide an individual 

with a source of knowledge about one’s self and others.  

During late childhood and early adolescence, youths transition away from their 

parents and start to direct their attention toward support they receive from peer 

relationships (Furman & Buhrmester, 1992; Larson & Richards, 1991; Helsen et al., 

2000). Having stable, supportive friendships provides youths with skills to successfully 

engage in everyday problem solving and allows for a greater understanding of 

relationships with significant others (Hartup, 1992). When friendship is low in quality, 

adolescents are likely to endorse higher symptom levels of social anxiety (Vernberg 

Abwender, Ewell, & Beery, 1992). When friendships are high in positive quality, 

adolescents are likely to show lower levels of loneliness (Parker & Asher, 1993) and 

higher levels of self-esteem (Berndt & Keefe, 1995). Friendships of higher quality (e.g., 

companionship, validation and caring, help and guidance) are associated with higher 

levels of self-esteem and perceptions of social competence, and lower levels of 

internalizing problems (Rubin et al., 2004). Research suggests that supportive friendships 

during childhood and adolescent years act as protective factors that support healthy 

psychological adjustment, buffer individuals from stress, and increase problem solving 

capabilities (Hartup, 1996).  
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In the context of peer victimization, having a best friend helps decrease the 

likelihood of being victimized by peers (Bollmer et al., 2005; Hodges & Perry, 1999; 

Storch et al., 2003). The protective nature of friendship quality in the context of negative 

peer experiences is strongest when the quality of the friendship is high in companionship, 

help, closeness, security, and low conflict (Bollmer et al., 2005). Potential gender 

differences in the protective nature of supportive friendships are noted by Schmidt and 

Bagwell (2007), in which they found that when close friend support moderated the 

relationship between relational and overt peer victimization and internalizing problems, it 

did so only for girls. In an extensive literature review, multiple studies found close 

friendship support to moderate the relationship between peer victimization and 

internalizing symptoms (e.g., depression and social anxiety) (Epkins & Heckler, 2011). 

Moreover, prosocial support from peers has been shown to moderate the relationship 

between overt and relational peer victimization and loneliness (Hodges & Perry, 1999; 

Storch et al., 2003). Regarding peer support, numerous studies have found peer support 

acts as a protective factor, in which youth who are peer victimized reported fewer 

depressive symptoms when peer social support is high (Cheng et al., 2008; Cooley et al., 

2014; Holt & Espelage, 2007; Lim et al., 2011). To date, research examining peer support 

within the context of peer victimization and health behaviors has not been directly 

assessed in normal weight youths. This study will hopefully fill gaps in the exiting 

literature by examining youths’ perceived support from close friends as a potential 

moderation between relational peer victimization and youths’ mental and physical health.  

Hope as a Mediator between Relational PV and Psychological/Health Outcomes 
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According to Snyder et al. (1991), hope theory refers to an individual’s energy 

and planning toward goal attainment and is comprised of two subcomponents: pathways 

and agency. Agency measures one’s motivation to initiate and complete a goal, while 

pathways measures the strategies one selects to reach goal-attainment. Previous research 

suggests that of youths clustered into low-, average-, or high-hope groups, high-hope 

youths report significantly better personal adjustment and global life satisfaction (Gilman 

et al., 2006). Youths’ hope has also been found to significantly predict levels of 

internalizing symptoms one year later (Valle, Huebner, & Suldo, 2006). Additional 

research suggests that students who are victimized at school experience less hope, which 

is associated with lower life satisfaction (Gökhan, 2009; You et al., 2008). In relation to 

health behaviors, Van Allen and Steele (2012) examined hope and change in physical 

activity over the course of a weight-management program for children. Results showed 

that changes in hope were significantly related to positive changes in physical activity. 

Overall, these findings suggest that hope may act as a mechanism of change through 

which peer victimization relates to physical activity in youths. As previously mentioned, 

research examining hope within the context of peer victimization, internalizing 

symptoms, and health behaviors has not been directly assessed. This study is designed to 

fill gaps in the exiting literature by examining youths’ hope as a potential mediator 

between relational peer victimization and youths’ mental and physical health.  

Summary of Findings and Current Study 

Various studies have examined the relations between maladaptive peer 

relationships (i.e., peer victimization) and internalizing symptoms (i.e., depression and 

anxiety) in youths (Hawker & Boulton, 2000; Reijntjes et al., 2010). Although numerous 
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studies have found significant associations between peer victimization and internalizing 

symptoms, substantial gaps in understanding these relations still exist. In addition, while 

many have examined the relations between peer victimization and mental health 

outcomes, few have assessed the relation between peer victimization experiences and 

youths’ engagement in positive health behaviors. Moreover, the theoretical framework 

for understanding how problematic peer relationships and psychosocial physical health 

adjustment relate remains fairly mixed. Finally, research has not yet clearly identified the 

role that social, as well as positive psychology, factors may play in the development of 

internalizing symptoms and level of engagement in health behaviors, within the context 

of relational victimization.  

A promising research direction is to examine and attempt to identify specific risk 

and protective factors associated with relational peer victimization, internalizing 

symptoms, and adequate engagement in health behaviors (La Greca, 1990; Pittet, 

Berchtold, Akré, Michaud, & Surís, 2010; Van Cleave & Davis, 2006). Parents, teachers, 

and physicians are likely to encounter children who are victimized by peers; therefore, it 

is important to identify the relationship, as well as potential risk and protective factors, of 

peer victimization (NCES, 2015). Identifying factors that potentially moderate and/or 

mediate the relation between peer victimization and inadequate health behaviors may 

help parents, teachers, doctors and therapists identify victimized youths. Identifying these 

important factors will undoubtedly enrich future screening protocols for peer 

victimization in primary care and school settings. 

Specific research evaluating potential moderators and mediators of the relation 

between peer problems and psychosocial physical health, functioning is necessary to 



Texas Tech University, Paige L. Seegan, August 2018 

116 

 

understand the process by which negative psychosocial functioning develops and is 

possibly maintained during childhood and adolescence. Identifying significant 

moderators and mediators related to specific peer problems (i.e., peer victimization) will 

enhance theoretical models and allow for more comprehensive explanations for how peer 

problems relate to psychological and physical health functioning in youths. Moreover, 

youths often experience, as well as verbally report, psychosomatic symptoms as a result 

of victimization (e.g., sleep problems, headaches, stomach aches, etc.; Hart et al., 2014; 

Shapiro & Nguyen, 2010). Therefore, investigating health behaviors associated with peer 

victimization experiences may provide an avenue for future screening and intervention 

work. More specifically, assessing how specific of victimization relate to social and 

positive psychology factors may help psychologists to better identify children who are at 

greater risk for certain sociocognitive vulnerabilities, internalizing symptoms, and 

physical health problems.  

Understanding how relational peer victimization may disrupt adaptive coping 

strategies can help guide utilization of specific treatment modalities in community, as 

well as pediatric hospital and primary care, settings. Additionally, mental health 

clinicians, as well as medical physicians, will likely benefit from considering youths’ 

sources of social support, as well as energy to initiate and plan toward goal attainment, as 

these factors are likely to impact general health functioning (Janicke et al., 2009; La 

Greca, Bearman, & Moore, 2002). Advancing the field’s understanding of how negative 

peer experiences relate to risk/protective factors and how those factors may influence 

youths’ vulnerability for depression, anxiety, and/or health behaviors will undoubtedly 

enrich future intervention research and clinical applications. 
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Appendix B 

Parent/Guardian and Child Demographic Forms 

Child Demographics Form 

 
Facts about You: 

 

Date of Birth: _______ /_____________   Age: _________ 

           Month    Year 

 

School: _____________________________                 Gender: ___________      Grade: 

__________ 

 

 

How would you describe yourself, choosing one from these categories: 

 

______ White, not Hispanic   ______ Native American 

______ Black, not Hispanic   ______ Asian or Asian-American  

______ Hispanic    ______ Other (please 

specify)____________ 
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Parent/Guardian Demographics Form  

 

Facts about You: 

This information will be used to describe the participants of the study. 

 

Date: ________________ 

Name: _________________________ 

Phone:(home)__________________(work)___________________ 

 

Address: ______________________________________________________________________ 

      Street 

    ______________________________________________________________________ 

  City   State   Zip Code 

 

Child’s Date of Birth: _______/_______/___________  Child’s Grade: __________ 

               Month        Day             Year  

 

Child’s School: _____________________________  Child’s Gender: ___________ 

 

What is your relationship to the child participating? 

 

 ______ Mother  ______ Father 

 

 ______ Other (please specify) ____________________ 

 

What is your current marital status? 

  

 ______ Married     ______ Not married, living with partner 

 ______ Married, but separated   ______ Single, never married 

 ______ Divorced     ______ Widowed 

 

Estimated family monthly income: $______________ 

 

What is your current age? _________ Spouse’s current age (if applicable): _________ 

 

Your height: _________  Spouse’s current height (if applicable): _________ 

  

 

What level of school have you completed? 

 ______ Some high school 

 ______ High school graduate 

 ______ Attended college 

 ______ Junior college or vocational school graduate (for example, associate’s degree) 

 ______ College graduate (for example, bachelor’s degree) 

 ______ Post-graduate work 

 ______ Graduate degree 

 

 

What level of school has your spouse completed? (if applicable) 

 ______ Some high school 

 ______ High school graduate 
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 ______ Attended college 

 ______ Junior college or vocational school graduate (for example, associate’s degree) 

 ______ College graduate (for example, bachelor’s degree) 

 ______ Post-graduate work 

 ______ Graduate degree 

 

How would you describe yourself, choosing one from these categories: 

 ______ White, not Hispanic   ______ Native American 

 ______ Black, not Hispanic   ______ Asian or Asian-American  

 ______ Hispanic    ______ Other (please 

specify)___________________ 

 

How would you describe your spouse (if applicable), choosing one from these categories: 

 ______ White, not Hispanic   ______ Native American 

 ______ Black, not Hispanic   ______ Asian or Asian-American  

 ______ Hispanic    ______ Other (please 

specify)___________________ 

 

How would you describe your child, choosing one from these categories: 

 ______ White, not Hispanic   ______ Native American 

 ______ Black, not Hispanic   ______ Asian or Asian-American  

 ______ Hispanic    ______ Other (please 

specify)___________________ 

 

With whom does the child live? 

 ______ Birth parents 

 ______ Adoptive parents 

 ______ Foster parents 

 ______ Other (please specify) ___________________________ 

 

List all other persons living in the home: 

 

Age Gender Relationship to Child  

____________ ____________ _________________  

____________ ____________ _________________  

____________ ____________ _________________  

____________ ____________ _________________  

 

List any other people who care for the child a significant amount of time: 

 

Name Relationship to Child (grandmother, neighbor, etc.) 

____________________________ ________________________________________ 

____________________________ ________________________________________ 
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Appendix C 

***The first measure (SEQ) will be given to children below 7th grade, the second 

(RASEQ) will be given to those who are in 7th grade or above. 

 

Social Experiences Questionnaire (SEQ) 
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Revised Adolescent Social Experiences Questionnaire 

 

Here is a list of things that sometimes happen to people your age. How often do they 

happen to you? 

 
1. 1. How often do other kids 

ignore you or stop talking to 

you when they are mad at 

you? 

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

2. How often do other kids 

gossip or spread rumors 

about you to make other 

students not like you?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

3. How often does another kid 

roll their eyes, turn up their 

nose, or give you dirty 

looks?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

4. How often do other kids 

imitate you behind your 

back? 

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

5. How often do other kids 

exclude you or leave you 

out on purpose?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

6. How often do other kids try 

to turn people against you 

for revenge or exclusion?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

7. How often do other kids try 

to embarrass you in public?  

 

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

8. How often do other kids 

befriend your enemies for 

revenge against you?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

9. How often are you the 

victim of mean pranks or 

practical jokes?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

10. How often do other kids 

send you mean or hurtful 

text or online messages? 

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

11. How often do other kids try 

to manipulate adults so that 

you get into trouble?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

12. How often does a kid who 

is mad at you try to get back 

at you by not letting you be 

in their group anymore?  

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

13. How often does a kid tell 

lies about you to make other 

kids not like you anymore? 

1 

never 

2 

almost 

never 

3 

sometimes 

4 

almost all 

the time 

5 

all the 

time 

14. How often does another kid 

say they won’t like you 

1 

never 

2 

almost 

3 

sometimes 

4 5 
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unless you do what they 

want you to do? 

never almost all 

the time 

all the 

time 

 

  



Texas Tech University, Paige L. Seegan, August 2018 

126 

 

Appendix D 

Spence Children’s Anxiety Scale 

 

Please put a circle around the word that shows how often each of these things happen to 

you. There are no right or wrong answers. 

 

1. I worry about things. Never Sometimes Often Always 

2. I am scared of the dark. Never Sometimes Often Always 

3. When I have a problem, I get a funny feeling in my 

stomach. 

Never Sometimes Often Always 

4. I feel afraid. Never Sometimes Often Always 

5. I would feel afraid of being on my own at home. Never Sometimes Often Always 

6. I feel scared when I have to take a test. Never Sometimes Often Always 

7. I feel afraid if I have to use public toilets or 

bathrooms. 

Never Sometimes Often Always 

8. I worry about being away from my parents. Never Sometimes Often Always 

9. I feel afraid that I will make a fool of myself in 

front of people. 

Never Sometimes Often Always 

10. I worry that I will do badly at my school work. Never Sometimes Often Always 

11. I am popular amongst other kids my own age. Never Sometimes Often Always 

12. I worry that something awful will happen to 

someone in my family. 

Never Sometimes Often Always 

13. I suddenly feel as if I can’t breathe when there is 

no reason for this. 

Never Sometimes Often Always 

14. I have to keep checking that I have done things 

right (like the switch is off, or the door is locked). 

Never Sometimes Often Always 

15. I feel scared if I have to sleep on my own. Never Sometimes Often Always 

16. I have trouble going to school in the mornings 

because I feel nervous or afraid. 

Never Sometimes Often Always 

17. I am good at sports. Never Sometimes Often Always 

18. I am scared of dogs. Never Sometimes Often Always 

19. I can’t seem to get bad or silly thoughts out of my 

head. 

Never Sometimes Often Always 

20. When I have a problem, my heart beats really fast. Never Sometimes Often Always 

21. I worry that something bad will happen to me. Never Sometimes Often Always 

22. I am scared of going to the doctors or dentists. Never Sometimes Often Always 

23. When I have a problem, I feel shaky. Never Sometimes Often Always 

24. I am scared of being in high places or elevators 

(lifts). 

Never Sometimes Often Always 

25. I am a good person. Never Sometimes Often Always 

26. I have to think of special thoughts to stop bad 

things from happening (like numbers or words). 

Never Sometimes Often Always 

27. I feel scared if I have to travel in the car, or on a 

Bus or a train. 

Never Sometimes Often Always 
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28. I worry what other people think of me. Never Sometimes Often Always 

29. I am afraid of being in crowded places (like 

shopping centers, the movies, buses, busy 

playgrounds. 

Never Sometimes Often Always 

30. I feel happy. Never Sometimes Often Always 

31. All of a sudden I feel really scared for no reason 

at all. 

Never Sometimes Often Always 

32. I am scared of insects or spiders. Never Sometimes Often Always 

33. I suddenly become dizzy or faint when there is no 

reason for this. 

Never Sometimes Often Always 

34. I feel afraid if I have to talk in front of my class. Never Sometimes Often Always 

35. My heart suddenly starts to beat too quickly for 

no reason. 

Never Sometimes Often Always 

36. I worry that I will suddenly get a scared feeling 

when there is nothing to be afraid of. 

Never Sometimes Often Always 

37. I like myself. Never Sometimes Often Always 

38. I am afraid of being in small closed places, like 

tunnels or small rooms. 

Never Sometimes Often Always 

39. I have to do some things over and over again (like 

washing my hands, cleaning or putting things in a 

certain order). 

Never Sometimes Often Always 

40. I get bothered by bad or silly thoughts or pictures 

in my mind. 

Never Sometimes Often Always 

41. I have to do some things in just the right way to 

stop bad things happening. 

Never Sometimes Often Always 

42. I am proud of my school work. Never Sometimes Often Always 

43. I would feel scared if I had to stay away from 

home overnight. 

Never Sometimes Often Always 

44. Is there something else that you are really afraid 

of? If so, how often are you afraid of this thing? 

Never Sometimes Often Always 
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Appendix E 

 

Children’s Depression Inventory – Second Edition, Short Form (CDI-2 SHORT) 

Copyright© 2011 

 

Item1: 

(0)  I am sad once in a while 

(1)  I am sad many times  

(2)  I am sad all the time 

 

Item 2: 

(0)  Things usually work out for me 

(1)  One in a while things work out for 

me 

(2)  Nothing will ever work out for me 

 

Item 3: 

(0)  I do most things ok 

(1)  I some things ok 

(2)  Nothing I do is ok 

 

Item 4: 

(0)  I do not feel alone 

(1)  I sometimes feel alone 

(2)  I always feel alone 

 

Item 5: 

(0)  Most days I feel like eating 

(1)  Once in a while I do not feel like 

eating 

(2)  Most days I do not feel like eating 

 

Item 6: 

(0)  I am tired once in a while 

(1)  I am tired many times 

(2)  I am tired all the time 

 

 

 

 

 

 

 

Item 7: 

(0)  I am important to my family 

(1)  I am somewhat important to my 

family 

(2)  I am not important to my family 

 

Item 8: 

(0)  I have fun with many things 

(1)  I have fun with some things 

(2)  Nothing is fun at all 

 

Item 9: 

(0)  I like myself 

(1)  I don’t know how I feel about 

myself 

(2)  I hate myself 

 

Item 10: 

(0)  I rarely feel cranky 

(1)  I sometimes feel cranky 

(2)  I feel cranky all the time 

 

Item 11: 

(0)  I have no problem doing my school 

work 

(1)  I sometimes have to push myself to 

do my school work  

(2)  I have to push myself all the time to 

do my school work 

 

Item 12: 

(0)  I can always make my mind up 

about things 

(1)  I can sometimes make my mind up 

about things 

(2)  I cannot make my mind up about 

thing 

  



Texas Tech University, Paige L. Seegan, August 2018 

129 

 

Appendix F 

Child and Adolescent Social Support Scale 

 

On the next page, you will be asked to respond to sentences about some form of support 

or help that you might get from either a parent, a teacher, a classmate, a close friend, or 

people in your school. Read each sentence carefully and respond to them honestly. There 

are no right or wrong answers. 

 

For each sentence you are asked to provide two responses. First, rate how often you 

receive the support described and then rate how important the support is to you. Below is 

an example. Please read it carefully before starting your own ratings.  

 
 

In this example, the student describes her ‘teacher helps me solve problems’ as something 

that happens ‘some of the time’ and that is ‘very important’ to her. 

 

Please ask for help if you have a question or don’t understand something. Do not 

skip any sentences. Please turn to the next page and answer the questions. Thank 

you! 
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CASSS 

 

 How Often?   Important

? 

My Close Friend… N
ev

er
 

A
lm

o
st

 n
ev

er
 

S
o
m

e 
o
f 

th
e 

ti
m

e
 

M
o
st

 o
f 

th
e 

ti
m

e
 

A
lm

o
st

 a
lw

a
y
s 

A
lw

a
y
s 

 N
o
t 

im
p

o
rt

a
n

t 

Im
p

o
rt

a
n

t 

V
er

y
 i

m
p

o
rt

a
n

t 

1. …understands my feelings 1 2 3 4 5 6  1 2 3 

2. …sticks up for me if others are treating 

me badly. 
1 2 3 4 5 6  1 2 3 

3. …spends time with me when I’m lonely. 1 2 3 4 5 6  1 2 3 

4. …gives me ideas when I don’t know 

what to do. 
1 2 3 4 5 6  1 2 3 

5. …gives me good advice. 1 2 3 4 5 6  1 2 3 

6. …explains things that I don’t understand. 1 2 3 4 5 6  1 2 3 

7. …tells me he or she likes what I do. 1 2 3 4 5 6  1 2 3 

8. …nicely tells me when I make mistakes. 1 2 3 4 5 6  1 2 3 

9. …nicely tells me the truth about how I do 

on things. 
1 2 3 4 5 6  1 2 3 

10. …helps me when I need it. 1 2 3 4 5 6  1 2 3 

11. …shares his or her things with me. 1 2 3 4 5 6  1 2 3 

12. …takes time to help me solve my 

problems. 
1 2 3 4 5 6  1 2 3 
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Appendix G 

Child and Adolescent Scales of Hope 

 

Directions: The sentences below describe how children think about themselves and how 

they do things in general. Read each sentence carefully. For each sentence, please think 

about how you are in most situations. Place a check inside the circle that describes YOU 

the best. For example, place a check (√) in the circle (O) above “None of the time,” if this 

describes you. Or, if you are this way “All the time,” check this circle. Please answer 

every question by putting a check in one of the circles. There are no right or wrong 

answers.   

 

Agency Items 

1. I never give up when I want something. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of           All of 

the time the time the time the time the time        the time 

 

2. Once I set my mind to something, I keep trying until I succeed. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of   All of 

the time the time the time the time the time        the time 

 

3. I work hard to get what I want. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

4. If I set a goal, I never stop trying to reach it. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

5. I am motivated to get what I want. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

6. Even if something is hard to get, I don’t lose motivation. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 



Texas Tech University, Paige L. Seegan, August 2018 

132 

 

 

 

Pathways Items 

 

1. When I need help from other people (parents, teachers, friends) to get what I 

want, I will ask for it. 

 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

2. If something I am trying is not working, I will try something else. 

 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

3. I can think of many ways to get what I want. 

 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

4. If I don’t get what I want the first time I try, I make a new plan. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

5. I am good at making plans to help me get what I want in life. 

 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

Goals Items 

1. I make my own goals, other people don’t make goals for me. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

2. I set a lot of goals for myself. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 
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3. My goals are clear. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 

 

4. I care a lot about my goals. 

      O       O       O      O      O    O 

None of  A little of  Some of A lot of Most of          All of 

the time the time the time the time the time        the time 
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Appendix H 

Sleep Diary 
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Nutrition Diary 
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Parent Consent Form 

 

Please share your thoughts in our research project.  

 

1.) What is this project studying?  

The study is called “______Child Health Study.” This study will help us learn how changes 

in children’s feelings and friends relate to changes in their physical health over time. What 

we learn may help us teach people about living healthy. 

 

2.) What would my child do if he/she participates?  

If you agree to allow your child to participate in this study we would ask him/her to: 

• Complete questions about their attitudes, behaviors, and feelings related to eating, 

exercise, and sleep. The questions should take around 30 minutes to complete and they 

will be completed in their classroom.  

• Student’s height and weight will be measured in a private location (to gather 

information about your child’s Body Mass Index [BMI; a measure of body 

composition based on height and weight measurements]).  

• Each student will be asked to wear a portable electronic device, known as an 

accelerometer, over a three-day period. This device is similar to a pedometer and will 

be used to measure the amount of physical activity and sleep your child engages in 

while at school and at home. The accelerometer is lightweight and can be worn over 

clothes. After the three days, the device will need to be returned. 

 

3.) What would I do if I participate?  

If you agree to participate in this study we would ask you to: 

• Complete questions about your attitudes, behaviors, and feelings related to your 

child’s overall health. Parents will be given a packet of questionnaires. The 

questionnaires should take 30 minutes to complete. Parents will return the completed 

packet on the same day their child returns the accelerometer to the researchers.  

 

4.) What are the risks involved in this study?  

There are no risks related to this study. You and your child can skip questions or stop 

participating altogether if either you or your child become uncomfortable at any time. 

 

5.) Do my child and I have to participate?  

You and your child’s participation is voluntary. You and your child can choose to stop 

participating at any time. If you decide to not participate, your child can still participate in the 

study if you give them permission to do so. Not participating in or leaving the study early 

will not affect you or your child’s relationship with Texas Tech University or the TexPREP-

Lubbock program. 

 

6.) How will my child and I benefit from participating?  

Besides providing the project with valuable information, your child will be given $25 for 

completing the questionnaires, providing height and weight measurements, and wearing the 
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accelerometer for three days. In addition, parents/legal guardians who agree to participate 

with their child will be given an additional $25 for completing their questionnaires. 

 

7.) How are you protecting my child’s privacy?  

Any information you or your child provide to us will be stored in a locked office at Texas 

Tech University. Only trained researchers associated with this project will have access to 

your data. ID numbers will be used in place of you and your child’s name or other identifying 

information on each of the questionnaires.  

 

8.) If I have some questions about this research study, who can I ask?  

This research study is being conducted by Dr. Jason Van Allen from the Department of 

Psychological Sciences at Texas Tech University. If you have questions, you may contact Dr. 

Van Allen via email at jason.vanallen@ttu.edu or you can call him at 806-834-7703. Texas 

Tech University also has a Board that protects the rights of people who participate in 

research. You can call and ask them questions at 806 742-2064 or mail your questions to the 

Texas Tech University Human Research Protection Program, Office of the Vice President for 

Research, Texas Tech University, Lubbock, Texas 79409 or email them to hrpp@ttu.edu 

 

By signing this consent form, you are taking responsibility for the accelerometer given to 

your child. We ask that both the child and parent treat this device with respect and care. We 

may use your phone number or email to contact you when the study is complete if we have 

not received the accelerometer from you or your child. 

 

Do you allow your child to participate in this study? 

 

☐ I give permission for my child to participate in this study 

 

Would you like to participate in this study along with your child?  

☐Yes, I’d like to participate 

☐No, I don’t want to participate  

 

If you choose to allow your child to participate, please complete the information below: 

_ 

 

___________________________________               

Printed Name of Child                                                     

____________________________________                

___________________________________ 

Printed Name of Parent      Phone Number and/or Email Address 

 

_____________________________________________         

_________________ 

Signature of Parent(s) or Legal Guardian        Date 
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Child/Minor Assent Form 

 

I am here today because I am interested in understanding what keeps youth healthy. Your 

parents or legal guardians know about this project and they said it is okay for you to help 

us.  

I am going to ask you to answer some questions about your feelings and behavior, and 

about your exercise and sleep. It should take you 30 minutes to answer all of the 

questions. We will be happy to answer any questions you have now or while you are 

answering the questions. After you finish answering the questions, your height and 

weight will be measured in a private room. Also, we are asking you to wear a watch 

called an “accelerometer.” You will wear this on your wrist for three days to measure 

how much you walk and sleep.  

Helping me today is up to you. If you decide you don’t want to answer questions or wear 

the accelerometer, that’s okay, no one will be mad at you and you won’t get in trouble. 

You can also stop at any time if you want to. We will not share your answers with anyone 

else.  

If you decide you want to help us today and your parents or legal guardians also said it 

was okay, then you will be given a reward for helping out. You will be given $25 for 

answering all of our questions, getting your height and weight measured, and wearing the 

accelerometer. 

Would you like to help out with this project? If you would like to help, please sign 

your name below. If you do not want to help, please leave this paper blank and give 

it back to the researchers when they are collected from the whole class.  

 

__________________________________________  _________________ 

Sign your name here Date 

 

 

 

 

 

 

 

 


