Philadelphia College of Osteopathic Medicine

DigitalCommons@PCOM
PCOM Psychology Dissertations

Student Dissertations, Theses and Papers

2017

Exploring the Predictive Values of Self-evaluations
and Cognitive Distortions in Relation to
Childhood Anxiety Among Hispanic/Latino
Youth
Cristina J. Sperrazza
Philadelphia College of Osteopathic Medicine, cristinasp@pcom.edu

Follow this and additional works at: http://digitalcommons.pcom.edu/psychology_dissertations
Part of the Psychology Commons
Recommended Citation
Sperrazza, Cristina J., "Exploring the Predictive Values of Self-evaluations and Cognitive Distortions in Relation to Childhood Anxiety
Among Hispanic/Latino Youth" (2017). PCOM Psychology Dissertations. 404.
http://digitalcommons.pcom.edu/psychology_dissertations/404

This Dissertation is brought to you for free and open access by the Student Dissertations, Theses and Papers at DigitalCommons@PCOM. It has been
accepted for inclusion in PCOM Psychology Dissertations by an authorized administrator of DigitalCommons@PCOM. For more information, please
contact library@pcom.edu.

Philadelphia College of Osteopathic Medicine
Department of Psychology

EXPLORING THE PREDICTIVE VALUES OF SELF-EVALUATIONS AND
COGNITIVE DISTORTIONS IN RELATION TO CHILDHOOD ANXIETY AMONG
HISPANIC/LATINO YOUTH

Cristina J. Sperrazza, M.A., M.S.
Submitted in Partial Fulfillment of the Requirements for the Degree of
Doctor of Psychology
March 2017

PHILADELPHIA COLLEGE OF OSTEOPATHIC MEDICINE
DEPARTMENT OF PSYCHOLOGY
Dissertation Approval
This is to certify that the thesis presented to us by Cristina J. Sperrazza on the 12th day of
January, 2017, in partial fulfillment of the requirements for the degree of Doctor of
Psychology, has been examined and is acceptable in both scholarship and literary quality.

Committee Members’ Signatures:

iii
Acknowledgements
Completion of this dissertation would not have been possible without the support
and guidance from many important people in my life, starting with my committee
members. Dr. Susan Mindel, thank you for your mentorship throughout the years. You
have been encouraging throughout this entire process and have helped me to grow as a
researcher and clinical psychologist. Dr. Elizabeth Gosch, I greatly appreciate your time,
effort, and feedback in helping me construct this thesis. Dr. Frances Meléndez, I cannot
thank you enough for continuing to be my mentor from the start of my Master's program
until the completion of my doctorate degree. Thank you all for the invaluable
experiences and opportunities to work with and learn from each of you!
This research would not have been possible without my wonderful research
assistants. I thank each of you for your time and efforts in helping me complete this
project. I greatly appreciate the efforts of the school guidance counselor for helping me
to facilitate this research. I would also like to thank the parents and children who
volunteered to participate in this study. Because of their time and efforts, we have gained
insight about how to better understand and offer help to children with anxiety.
I would also like to thank Dr. Robert DiTomasso, Dr. Stephanie Felgoise, Dr.
Bruce Zahn, and the rest of the PCOM Clinical Psy.D. faculty. You have all been
nothing short of supportive of the students in this program. Thank you all for your time,
dedication, and efforts in helping us each succeed and achieve our goals. To the new
friends I have made through this program, I am forever grateful to have met you and look
forward to our continuing friendships. Our formal schooling is finally coming to an end!

iv
Most importantly, I would like to thank my family and friends for their continued
support throughout my journey in this program. I would not have been able to complete
my education without the love and support of my parents, Gloria and Anthony, and my
siblings, Alyssa, Deanna, Joey, and Robert. To my Aunt Vivian and Uncle Joel, I cannot
thank you enough for always being there for me and our family. I am forever grateful for
all of the sacrifices my family has made for me over the years. Thank you to all of my
lifelong friends back home in New York and from my CSI graduate program for being so
understanding and being there for me during this journey. To my family and friends, it
means the world to me to have each of you by my side, and I am fortunate to have you all
in my life!

v
Abstract
The purpose of this study was to determine whether self-evaluation and cognitive
distortions are predictors of anxiety in Hispanic/Latino youth. Hispanic/Latino
elementary- and middle-school students (n = 84) from Grades 4 through 8 (42.9% female;
average age = 11.80 years) attending a bilingual inner-city public charter school
completed self-reports of anxiety, self-evaluation, and cognitive distortions in their
school setting. The selected measure of cognitive distortions, Inventory of Cognitive
Distortions (Yurica & DiTomasso, 2005), was revised and factor analyzed for the current
child sample. Findings demonstrated that, while taking grade and gender into account,
different domains of self-evaluation and cognitive distortions significantly predicted
overall anxiety symptoms. Additionally, various subtypes of anxiety-related symptoms
were found to be negatively correlated with certain domains of self-evaluation and
positively related to nearly all types of cognitive distortions. These findings provide
support for previously established connections between self-evaluation, cognitive
distortions, and anxiety. Furthermore, these results demonstrate that such connections
exist in Hispanic/Latino youth. Given the significant predictive relationships identified in
the present study, targeting specific domains of self-evaluation and cognitive distortions
within the treatment of anxiety may result in greater symptom reduction.
Keywords: anxiety, self-evaluation, self-perception, self-esteem, cognitive
distortions, Hispanic, Latino, child, adolescent, youth, negative affectivity
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Chapter 1: Introduction
Statement of the Problem
Anxiety is often described as a feeling of nervousness or worry, usually in
response to a specific event or situation (Barlow, 2000). Anxiety can be demonstrated in
a variety of ways. Biologically, anxiety can manifest through bodily sweating, an
increased heartbeat, or muscle tension (Wells, 1997). Anxiety can also be psychological,
in that the individual is in a subjective state of unease or nervousness (Wells, 1997).
Lastly, in a behavioral context, anxiety can impact the way an individual functions or acts
(Wells, 1997). Anxiety becomes a disorder when any of these anxiety-related symptoms
result in significant distress or impairment across various domains of one's functioning
(American Psychiatric Association [APA], 2013).
Anxiety disorders are known to be the most common psychiatric diagnoses
(Kessler et al., 2012), especially during childhood and adolescence (Costello, Egger, &
Angold, 2005; Pina, Zerr, Villalta, & Gonzales, 2012). Based on the criteria in the
Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; American
Psychiatric Association, 1994), the lifetime prevalence rate of anxiety disorders is nearly
29% (Kessler et al., 2005). When compared to the age of onset for most other psychiatric
disorders, such as mood disorders (age 30 years) or substance use disorders (age 20
years), the age of onset for anxiety disorders is significantly earlier (age 11 years; Kessler
et al., 2005). If left untreated, anxiety symptoms can worsen and persist well into
adulthood (Grills-Taquechel, Norton, & Ollendick, 2010).
Multiple strong risk factors of anxiety, such as age, grade, or gender, have been
identified during childhood. For instance, research has found that students in the sixth
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grade had significantly higher levels of anxiety when compared to other middle schoolers
(Grills-Taquechel et al., 2010). These findings suggest that sixth-grade students are
typically transitioning from elementary to junior high school, which requires adjusting to
a new and often more challenging academic setting and a new group of peers (GrillsTaquechel et al., 2010). Based on the findings of Grills-Taquechel et al. (2010), they
concluded that all of these challenges have contributed to students' reports of increased
anxiety levels and perceived stress (Harter, Whitesell, & Kowalski, 1992). This
substantiates more current research indicating that anxiety disorders tend to have much
earlier ages of onset, starting in youth, when compared to other psychiatric disorders
(Kessler et al., 2005).
In addition to age and grade, gender has also been found to be a vulnerability
factor for anxiety in childhood. Kessler et al. (2005) found that female individuals are at
a significantly higher risk for anxiety disorders than are male individuals. Costello et al.
(2005), along with Grills and Ollendick (2002), have shown that female children report
higher levels of anxiety compared to male children in middle school. These findings run
parallel to the conclusions of Grills-Taquechel et al. (2010), who demonstrated that boys
reported less overall anxiety than their female counterparts. To explain such gender
differences, Grills-Taquechel et al. (2010) noted that the clear, yet distinct, social
expectations for boys and girls can account for this variability in reports of anxiety. For
instance, boys tend to receive positive feedback for exhibiting independent behaviors,
whereas girls are encouraged to be more dependent or fearful (Grills-Taquechel et al.,
2010). Thus, girls tend to report more fears or higher levels of reliance on others, which
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may explain the higher levels of anxiety among female children (Grills-Taquechel et al.,
2010).
Across both genders, anxiety-related problems in childhood or adolescence are
associated with multiple negative outcomes. Such consequences tend to span across
several domains, including academics (Kessler, Foster, Saunders, & Stang, 1995),
relationships (Kessler et al., 1997), and low self-worth (Grills & Ollendick, 2002).
Specifically during childhood, anxiety disorders have the highest predictive value for
individuals not completing high school or not attending college when compared to those
with conduct, mood, or substance abuse disorders (Kessler et al., 1995). Social anxiety in
undergraduate youths has predicted more mental-health symptoms (Nordstrom, Swenson
Goguen, & Hiester, 2014) when compared to their nonclinical counterparts (Niels
Christensen, Stein, & Means-Christensen, 2003). Specifically, social anxiety is a
predictor of lower self-esteem (Nordstrom et al., 2014), negative self-perceptions, and the
belief that others regard these socially anxious individuals negatively as well (Niels
Christensen et al., 2003).
Because symptoms of social anxiety are predictors of low self-esteem and
negative self-perceptions (Niels Christensen et al., 2003; Nordstrom et al., 2014), an
understanding of how such self-evaluations develop would be valuable (Harter, 2012;
Sowislo & Orth, 2013). Self-evaluation can be assessed by measuring one's selfperception and self-esteem (Lau, Cheung, & Ransdell, 2008). One of the leading theories
of self-evaluation emphasizes a multidimensional approach to understanding selfperception (Harter, 2012). According to Harter (2012), children tend to evaluate
themselves internally across specific domains based on their perceived competence or
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adequacy in different areas. Harter (2012) has identified five specific domains of selfperception in children, including competencies in scholastic abilities, social attributes,
athleticism, physical appearances, and behavioral conduct. Self-esteem is more extrinsic,
as persons evaluate themselves based on the context of social experiences and the
environment (Lau et al., 2008). Self-esteem is comprised of qualitative judgments and
feelings, which are connected to one's description of oneself (Lau et al., 2008). It is more
extrinsic in the sense that individuals evaluate themselves based on how they perceive
others to judge them (Lau et al., 2008). To appropriately assess for this specific selfevaluation, Harter (2012) measured self-esteem through global self-worth as a different
and more global concept of oneself.
As individuals develop evaluations or thoughts about themselves, these ways of
thinking may become negatively biased (Burns, 1999). This is often the result of errors
in thinking, also known as cognitive distortions (Beck & Beck, 2011; Burns, 1999;
Yurica & DiTomasso, 2005). Cognitive distortions were first defined by Dr. Aaron Beck
as the result of processing information in ways that predictably resulted in identifiable
errors in thinking (as cited in Yurica & DiTomasso, 2005). Essentially, cognitive
distortions, or inaccurate thoughts, are ways in which one’s mind convinces oneself of
beliefs that are not actually true (Beck & Beck, 2011; Burns, 1999; Yurica & DiTomasso,
2005).
Cognitive distortions form through one's biased perception of an event, thereby
evoking certain emotions and resulting in changes in one’s mood (Burns, 1999). For
instance, when people perceive a situation to be stressful, they may begin to feel anxious,
and their thoughts will often become illogical, distorted, unrealistic, or inaccurate (Burns,
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1999). Stemming from these early schemas, secondary beliefs are formed and function
as rules or assumptions about oneself, the world, and the future (Beck & Beck, 2011;
Yurica & DiTomasso, 2005). Such beliefs are associated with emotions, define personal
worth, and develop further into learned, habitual ways of thinking (Yurica & DiTomasso,
2005). While more than a dozen types of cognitive distortions have been identified, they
all function in similar ways. First, an individual experiences an event; then, based on his
or her perceptions of the event, beliefs are formed and the individual’s mood begins to
change (Burns, 1999). Thus, these negative distorted thoughts have the tendency to
overwhelm a person's mind, causing him or her to experience self-defeating emotions
(Burns, 1999).
Anxiety has been explored briefly with regard to its relationship with selfperception and self-esteem, as well as with cognitive distortions. In predominantly
Caucasian samples of middle-school children, higher levels of self-worth have been
found to serve as protective factors against the development of anxiety (Grills-Taquechel
et al., 2010). In contrast, negative self-images can also have a causal or maintaining role
in anxiety disorders (Hulme, Hirsch, & Stopa, 2012).
While some research has shown support for low self-worth as a negative
consequence (Grills & Ollendick, 2002) or maintaining factor of anxiety (Hulme et al.,
2012), some research supports the notion that self-worth may be a predictor of anxiety in
childhood. In general, lower levels of self-esteem have been shown to be predictors of
poorer mental health (Trzesniewski et al., 2006). One meta-analytic study found that a
dual predictive relationship exists between anxiety and self-esteem in children and
adolescents (Sowislo & Orth, 2013). Lower levels of self-esteem have been identified as
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predictors of higher levels of anxiety (Sowislo & Orth, 2013). Concurrently, higher
levels of self-esteem are also predictors of lower levels of anxiety (Sowislo & Orth,
2013). However, little research has been conducted to determine if specific domains of
self-evaluation are predictors of certain types of anxiety.
Similar to anxiety, gender and age strongly influence self-esteem levels in
children (Byrne, 2000). Young girls, specifically between the ages of 12 and 18 years,
have consistently endorsed lower levels of self-esteem in comparison to those endorsed
by their male counterparts (Byrne, 2000). Children in middle school have reported lower
levels of self-esteem in contrast to those of adolescents in high school (van den Berg,
Mond, Eisenberg, Ackard, & Neumark-Sztainer, 2010). However, from middle school
throughout high school, female children continue to exhibit lower levels of self-esteem
than those exhibited by male children (van den Berg et al., 2010). Other factors
correlated with lower self-esteem include one's weight, race, and socioeconomic status
(van den Berg et al., 2010).
With regard to cognitive distortions, children who experience higher levels of
anxiety have been found to also display more negative biases in their informationprocessing abilities (Leitenberg, Yost, & Carroll-Wilson, 1986; Reid, Salmon, &
Lovibond, 2006; Weems, Berman, Silverman, & Saavedra, 2001). In a study of
nonclinical elementary- and middle-school students, anxious children were found to
become more hypervigilant toward threat-related cues and negatively interpreted social
situations when compared to children with depression or aggression (Reid et al., 2006).
Children with anxiety display a general negative schematic processing style (Kaslow,
Stark, Printz, Livingston, & Tsai, 1992; Kendall, 1992; Reid et al., 2006) and tend to

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

7

experience more negative life events (Legerstee, Garnefski, Jellesma, Verhulst, & Utens,
2010; Noël, Francis, Williams-Outerbridge, & Fung, 2012).
Currently, literature examining the relationship between cognitive distortions and
self-evaluations is limited with regard to childhood anxiety. However, McGrath and
Repetti (2002) found during an examination of depressive symptoms in children that
self-perception and cognitive distortions are associated. Self-perceptions of children who
exhibit more symptoms of depression appear to reflect an underestimation of their actual
competence, indicating a lowered self-perception of their abilities, as well as a more
negative view of themselves (McGrath & Repetti, 2002).
Despite the relationships between anxiety, self-evaluations, and cognitive
distortions researched to some extent in the past, the majority of such research has
heavily focused on Caucasian youths and adults (Broc, 2014; Wren et al., 2007). Equally
comprehensive research is clearly lacking among the largest ethnic minority group,
Hispanics/Latinos (Pina & Silverman, 2004). According to the 2010 United States
Census, almost 20% of the U.S. population is of Hispanic/Latino descent (Ennis, RíosVargas, & Albert, 2011). Between the 2000 and 2010 Census, the Hispanic/Latino
population accounted for more than 50% of the growth of the entire population in the
U.S. (Ennis et al., 2011). The U.S. Census Bureau (2008) is expecting the
Hispanic/Latino population to triple in number within the next 4 decades.
Early adolescents within this ethnic group have the highest prevalence rates of
anxiety when compared to other races (Roberts, Roberts, & Xing, 2006). The first study
to examine distress in the Hispanic/Latino child population was conducted more than 10
years ago (Pina & Silverman, 2004). Pina and Silverman (2004) found that
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Hispanic/Latino youths reported somatic and physiological symptoms, or anxiety
sensitivity, as significantly more distressing when compared to their European American
counterparts. Consistent with these conclusions, Varela, Sanchez-Sosa, Bigg, and Luis
(2008) found that Hispanic children reported more worry symptoms in comparison to
their European American peers.
Prior research has found a connection between higher levels of anxiety and lower
levels of self-evaluation in multiple populations (Grills & Ollendick, 2002; Hofmann,
Moscovitch, Kim, & Taylor, 2004; Sowislo & Orth, 2013). Self-esteem has been
explored across various racial groups, specifically in children between the ages of 11 and
18 years. Studies have found that African American girls reported the highest levels of
self-esteem while Asian girls reported the lowest levels when compared to Hispanic,
Caucasian, or mixed-race girls (van den Berg et al., 2010). Across all races, female
youths continued to report lower levels of self-esteem than male youths (van den Berg et
al., 2010). In regard to cognitive distortions in diverse samples, more research is needed
(Barriga, Landau, Stinson, Liau, & Gibbs, 2000). The current literature has
predominantly studied cognitive distortions within the context of Caucasian or African
American children or adults (Barriga et al., 2000). Thus, further research across more
diverse samples is needed to comprehensively explore the possible effects of cognitive
distortions.
Purpose of the Study
Anxiety disorders are known to be the most common psychiatric diagnoses during
childhood and adolescence (Costello et al., 2005; Pina et al., 2012), especially among the
Hispanic/Latino population (Roberts et al., 2006). While research identifies low self-
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worth as a negative consequence of anxiety (Grills & Ollendick, 2002), some research
also suggests low self-worth as a predictive factor for anxiety in Hispanic/Latino children
or adolescents (Sowislo & Orth, 2013). Thus, more studies are needed to provide
consistent evidence on the nature of the relationship between self-evaluation and anxiety
(Sowislo & Orth, 2013). Furthermore, additional research is needed to further elucidate
whether cognitive distortions are predictors of or potentially contribute to the
development of anxiety-related symptoms (Weems et al., 2001) across more ethnic
samples (Barriga et al., 2000; Wren et al., 2007). The purpose of this study was to
investigate whether cognitive distortions and self-evaluation are predictors of anxiety in a
Hispanic/Latino child and adolescent sample while taking age and gender into account.
The potential findings from this study may provide mental-health professionals, academic
leaders, and parents with information about the relationships between self-esteem, selfperception, cognitive distortions, and anxiety, specifically in Hispanic/Latino youth.
Continuing to examine the relationship between anxiety, self-evaluation, and cognitive
distortions in children and adolescents may ultimately provide important information for
further development of specific treatment approaches (Leitenberg et al., 1986; Sowislo &
Orth, 2013).
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Anxiety Disorders
The most common psychiatric diagnoses during childhood and adolescence are
anxiety disorders (Costello et al., 2005; Kessler et al., 2012; Pina et al., 2012). Anxiety
has been defined as a feeling of nervousness or worry, usually in response to a specific
event or situation (Barlow, 2000). It is the brain's response to danger, or to any stimuli
that an individual will actively attempt to avoid (Beesdo, Knappe, & Pine, 2009). This
response is a basic emotion, already present in infancy and childhood (Beesdo et al.,
2009).
In children, distinguishing between normal and pathological anxiety may be
difficult because children exhibit many of their fears and anxieties as part of their typical
development (Beesdo et al., 2009). Although they can be highly distressing, anxiety
disorders occur in most children and are typically short-lived with proper interventions
(Beesdo et al., 2009). Therefore, the sole presence of distress is not a sufficient reason to
diagnose a child with anxiety, but is more applicable when such distress becomes
pathological (Beesdo et al., 2009).
Anxiety can be exhibited in many ways. From a biological standpoint, anxiety
can be physically visible through muscle tension, sweating, or an increased heartbeat
(Wells, 1997). Psychologically, an individual will experience mental states of feeling
nervous or worried (Wells, 1997). Within a behavioral framework, anxiety can alter how
a person will act or function (Wells, 1997). Anxiety is not always pathological; when it
helps individuals avoid real-life danger, it can be healthy and adaptive in many ways
(Beesdo et al., 2009). In contrast, anxiety becomes pathological when any of its related
symptoms result in substantial emotional or behavioral distress or impair a person's
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ability to function across multiple aspects of life (APA, 2013).
Prevalence Rates and Subtypes
Based on the DSM-IV (1994) criteria, the lifetime prevalence rate of anxiety
disorders is nearly 29% (Kessler et al., 2005). Over the course of 20 years, 12-month
prevalence rates have risen from 15.4% in 1990 to approximately 24.6% in 2010
(Benjamin, Costello, & Warren, 1990; Kessler et al., 2012). More specifically, in
adolescents, prevalence rates of social anxiety disorder and specific phobia, previously
known as social or simple phobia, have increased from 2.0% to 8.2% (Fehm, Beesdo,
Jacobi, & Fiedler, 2008; Kessler et al., 2012), and 8.8% to 15.8% (Kessler et al., 2012;
Merckelbach, de Jong, Muris, & van Den Hout, 1996), respectively. When compared to
the age of onset for most other psychiatric disorders, such as mood disorders at age 30
years or substance use disorders at age 20 years, the age of onset for anxiety disorders is
significantly earlier at age 11 years (Kessler et al., 2005). If left untreated, anxiety
symptoms can worsen and persist well into adulthood (Grills-Taquechel et al., 2010).
Multiple subtypes of anxiety disorders are diagnosable in both children and
adolescents. Separation anxiety disorder is the most prevalent anxiety disorder in
children younger than 12 years (APA, 2013). In separation anxiety disorder, an
individual develops an inappropriate or excessive fear or anxiety regarding separation
from those to whom the individual is attached (APA, 2013). Separation anxiety disorder
decreases in prevalence from childhood through adolescence, declining from 4% to 1.6%
(APA, 2013). In clinical samples, separation anxiety disorder is equally common in male
and female individuals yet in nonclinical samples, it is found to occur more frequently in
female individuals (APA, 2013). The manifestations of separation anxiety disorder are
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apparent only when separation is experienced and can vary with age (APA, 2013).
Younger children may be hesitant to go to school or may avoid going; this behavior is
more apparent in female than in male children (APA, 2013). Those with separation
anxiety disorder may not express their worries about perceived threats to their parents,
home, or themselves (APA, 2013). As children become older, worries emerge about
specific dangers, such as accidents, kidnapping, or death (APA, 2013). They may have
vague concerns about not being reunited with attachment figures (APA, 2013).
Furthermore, individuals with separation anxiety disorder avoid engaging in independent
activities away from home or their attachment figure (APA, 2013). For instance, in
addition to avoiding school, children may avoid going to camp or have difficulty sleeping
alone; adolescents may avoid going away to college (APA, 2013).
Another subtype of anxiety disorders, panic disorder, is characterized by recurrent
and unexpected panic attacks, which are defined as abrupt surges of intense fear or
discomfort accompanied by a number of physical symptoms, such as chest pains (APA,
2013). The overall prevalence rates of panic disorder are low; specifically, before the age
of 14 years, the incidence of panic disorder is less than 0.4% (APA, 2013). In regard to
gender, female individuals are more frequently affected by panic disorder than are male
individuals, at a rate of approximately 2 to 1 (APA, 2013). While panic disorder is a rare
occurrence in childhood, it tends to have a chronic course in adolescents and is frequently
comorbid with other anxiety, depressive, and bipolar disorders (APA, 2013). This may
be the result of adolescents tending to be less willing than adults to openly discuss panic
attacks (APA, 2013).
Social anxiety disorder, formerly known as social phobia, is characterized by
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exhibiting fear or anxiety with regard to a social situation in which a person will be
exposed to potential scrutiny by others (APA, 2013). Owing to their anxiety, those with
social anxiety disorder may not enjoy going to school, resulting in school avoidance or
refusal (APA, 2013). In childhood and adolescence, prevalence rates of social anxiety
disorder range from 2% to 5% (APA, 2013). Of those with social anxiety disorder, 75%
had an age of onset between 8 and 15 years old, often occurring after a stressful or
humiliating event, such as being bullied or having a negative public experience (APA,
2013). With regard to gender, female individuals tend to experience social anxiety
disorder more often than male individuals in the general population; this gender
difference is more pronounced in adolescents and young adults than in older adults (APA,
2013). However, in clinical samples, gender rates tend to be more equivalent or slightly
higher for male individuals (APA, 2013). When compared to younger children,
adolescents tend to endorse a broader pattern of fear and avoidance, including dating
(APA, 2013).
The most common subtype of anxiety diagnosed in childhood is generalized
anxiety disorder (GAD; Costello et al., 2005). Individuals with GAD exhibit excessive
anxiety and worry about a number of activities and find the worrying to be out of their
control (APA, 2013). Female individuals are twice as likely as male individuals to
experience GAD (APA, 2013; Brown, O’Leary, & Barlow, 2001). The prevalence rates
of GAD in childhood have ranged from 6.5% (Costello et al., 2005) to nearly 15%
(Brown et al., 2001). Fortunately, in adolescents, the rates tend to decline to 0.9% (APA,
2013). Across age groups, differences exist in the content of the individual's worries
(APA, 2013). For instance, children and adolescents tend to worry more about their
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performance related to school and sporting activities, whereas adults are more likely to
report greater concerns about the well-being of their family or own physical health (APA,
2013). Children with GAD may also have concerns about punctuality or catastrophic
events, such as earthquakes or other disasters (APA, 2013). They may be perfectionistic,
yet still are unsure of themselves, resulting in redoing tasks because they tend to be
disappointed with their imperfect performance (APA, 2013). Children with GAD are
more likely to seek reassurance and approval from others about their performance and
other areas they are worried about (APA, 2013). Unfortunately, rates of full remission
for GAD are very low (APA, 2013).
Etiology and Development of Anxiety
Multiple factors, related to both the child and the parent, have been found to
contribute to the etiology of childhood anxiety disorders. As part of a larger metaanalytic review of longitudinal studies, one of the key predictors in relation to childhood
anxiety has been identified as a temperamental construct known as behavioral inhibition
(Degnan, Almas, & Fox, 2010; Svihra & Katzman, 2004). Behavioral inhibition refers to
the constant tendency of some children to exhibit fear or withdrawal in new or unfamiliar
situations (Svihra & Katzman, 2004). When encountering a novel circumstance, a child
may experience discomfort caused by a sudden arousal of the sympathetic nervous
system and, as a result, may withdraw from the situation (Manassis & Bradley, 1994). If
withdrawing from unfamiliar events occurs repetitively, it will become habitual over time
(Manassis & Bradley, 1994).
According to Manassis and Bradley (1994), while avoidance temporarily
decreases one's anxiety, it tends to reduce the opportunity for a child to develop
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appropriate coping strategies. Without the necessary coping skills, a reduced sense of
mastery develops, resulting in further avoidance. Additionally, avoiding novelty does not
allow the child to experience repeated exposure, potentially resulting in desensitization of
the unfamiliar situations. Taken together, when exposed to a new situation, the child
experiences discomfort caused by a high sympathetic arousal, resulting in avoidance of
the arousal symptoms and unfamiliar stimuli and thus reinforcing future avoidance
behavior (Manassis & Bradley, 1994).
In addition to behavioral inhibition, Manassis and Bradley (1994) pointed out
other temperamental factors that are likely to contribute to the development of anxiety
disorders. For example, Jacobson and Frye (1991) found that when coming across a
stranger, children who tend to seek comfort from their parents may be viewed by others
as shy or requiring encouragement (as cited in Manassis & Bradley, 1994). On the other
hand, Jacobson and Frye (1991) noted that children who do not seek comfort but rather
are frozen in fear of the stranger may be viewed as rude and are criticized for not
appropriately responding (as cited in Manassis & Bradley, 1994). Owing to their parents'
criticism and lack of support, these children are less likely to explore novelty and develop
confidence on their own, placing them at a greater risk of developing anxiety disorders
(Manassis & Bradley, 1994).
Manassis and Bradley (1994) noted that the temperament of a child's parent is
another factor to consider when exploring the etiology of childhood anxiety disorders
(Manassis & Bradley, 1994). Parents who were inhibited as children tend to more easily
understand their inhibited children as opposed to parents without this trait. Parents who
can empathize with their children tend to provide more encouragement, thereby
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potentially protecting their children from developing an anxiety disorder. On the other
hand, these parents may also be reminded of their formerly inhibited selves and may
prefer to deny this vulnerable aspect of themselves. By doing so, they tend to reject the
child, hindering the bond between parent and child and potentially increasing the child’s
vulnerability to anxiety disorders (Manassis & Bradley, 1994).
Additionally, parents’ coping styles tend to be highly influenced by their own
internal working models (Manassis & Bradley, 1994). For example, parents who tend to
experience high levels of anxiety themselves may also become overly concerned about
their children’s anxiety (Degnan et al., 2010; Manassis & Bradley, 1994). This often
results in the parents becoming overly protective of their children (Manassis & Bradley,
1994). Thus, parents’ coping styles can shape their response to their children’s
temperament (Manassis & Bradley, 1994). In addition, parents often develop
expectations for their children based on their culture, knowledge of parenting, or personal
childhood experiences (Manassis & Bradley, 1994). This may affect their response to
their children’s anxiety, which may intensify or improve the child’s symptoms (Manassis
& Bradley, 1994).
Goodyer (1990) identified that stress acting on the child or family can also
increase the risk of psychopathology in a vulnerable child (as cited in Manassis &
Bradley, 1994). Severe trauma or abuse can result in permanent physiological and
cognitive changes, thereby predisposing a child to anxiety, as found by Ornitz and
Pynoos (1989) as well as Rieder and Cicchetti (1989) (as cited in Manassis & Bradley,
1994). In addition, Abelson and Alessi (1992) along with Klein, Mannuzza, Chapman,
and Fyer (1992) noted that developmental stresses, such as societal expectations placed
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on a child by others, may trigger anxiety disorders in vulnerable children (as cited in
Manassis & Bradley, 1994). Outside the family, Rubin (1982) found that the opportunity
to interact with peers has been shown to enhance social skills, possibly protecting a
vulnerable child from developing an anxiety disorder or, at a minimum, improving
symptoms of anxiety (as cited in Manassis & Bradley, 1994). A child with anxiety may
avoid social situations, therefore missing out on these valuable interactions with others.
In turn, such avoidance increases one's risk of developing social, cognitive, and
emotional difficulties, as identified by Ruben (1982) (as cited in Manassis & Bradley,
1994).
Another relevant contributor is cognitive distortions (Manassis & Bradley, 1994),
a term used to describe a pattern of thinking in which a person consistently perceives
nearly all of his or her experiences within a negative framework (Barlow, 2000; Wells,
1997). Macleod (1991) discovered that some anxious children have the tendency to
selectively encode information that they perceive to be threatening (as cited in Manassis
& Bradley, 1994). This can heighten levels of emotional arousal and, in turn, influence
the child’s vulnerability to anxiety (as cited in Manassis & Bradley, 1994).
In summary, various factors have been identified when exploring the etiology of
childhood anxiety disorders. Some relevant temperamental factors include the behavioral
inhibition of the child and the temperament of the parents. Cognitive distortions of the
child, failure to develop healthy adaptive coping strategies, and lack of social interactions
are other etiological aspects of childhood anxiety disorders. A number of factors are also
specific to the parent, possibly contributing to the development of childhood anxiety

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

18

disorders. These factors include the coping styles of the parents, expectations parents set
for the child, familial stress, and the anxiety levels a parent may experience.
Variables Related to Anxiety Levels
To further understand the etiology of anxiety disorders, many researchers have
explored possible variables that may be predictive or contributing factors to the
development of an anxiety disorder in childhood. Some variables that have been
identified across two 5-year longitudinal studies starting from the birth of the child
include the child's age or gender, educational transitions, and Apgar scores at birth
(Hudson, Dodd, & Cameron, 2012; Kingston, Heaman, Brownell, & Ekuma, 2015). In
addition, a range of maternal influences has been studied as possible predictors of
childhood anxiety disorders (Hudson et al., 2012; Kingston et al., 2015).
As previously mentioned, anxiety disorders tend to have much earlier ages of
onset, starting in youth, when compared to other psychiatric disorders (Kessler et al.,
2005). More specifically, when longitudinally examining anxiety in middle-school
children from sixth grade to eighth grade, researchers have found that students in the
sixth grade have significantly higher levels of anxiety when compared to other middle
schoolers (Grills-Taquechel et al., 2010). Thus, sixth graders tend to develop more
anxiety than eighth graders (Kessler et al., 2005). Furthermore, Grills-Taquechel et al.
(2010) hypothesized that sixth-grade students are typically transitioning from elementary
school into junior high school, a change that requires adjusting to new peers and often a
more challenging academic setting. Based on these findings, one can speculate that being
a younger middle-school student and experiencing an educational transition can
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contribute to a student's report of increased anxiety and perceived stress (Harter et al.,
1992).
Research has identified a substantial degree of fluctuation in the diagnostic
trajectory for children and adolescents with an anxiety disorder, as anxiety-related
symptoms have a strong tendency to naturally wax and wane over time (Wittchen, Lieb,
Pfister, & Schuster, 2000), particularly among young age groups (Beesdo et al., 2009).
Studies, such as those conducted by Yonkers, Bruce, Dyck, et al. (2003) and Bruce,
Yonkers, Otto, et al. (2005), have demonstrated that these disorders seem to take a
chronic course among clinical adult populations (as cited in Beesdo et al., 2009; Yonkers,
Bruce, Dyck, & Keller, 2003). Furthermore, retrospective studies, such as those
conducted by Kendler, Myers, and Prescott (2000), have suggested that symptoms can
increase with age (as cited in Beesdo et al., 2009; Woodman, Noyes, Black, Schlosser, &
Yagla, 1999). Follow-up studies also revealed that those with anxiety disorders in
adulthood frequently had the same problems earlier in life (Beesdo et al., 2009). This
work shows that individuals diagnosed with an anxiety disorder, compared to those
without, are at an increased risk of having the same disorder (Bittner et al., 2007; Pine,
Cohen, Gurley, Brook, & Ma, 1998) or signs and symptoms of the same disorder at later
points in time (Wittchen et al., 2000). Because various studies have demonstrated
different findings (Beesdo et al., 2009; Bittner et al., 2007; Grills-Taquechel et al., 2010;
Harter et al., 1992; Kessler et al., 2005; Pine et al., 1998; Wittchen et al., 2000;
Woodman et al., 1999; Yonkers et al., 2003), more knowledge is needed about the natural
course of anxiety disorders and the identity of their most powerful predictors (Beesdo et
al., 2009).
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In addition to age, grade, and educational changes, gender has been found to be a
vulnerability factor for anxiety in childhood. Multiple cross-sectional studies using selfreports indicate that female middle-school children are at a significantly higher risk than
male middle-school children for having an anxiety disorder, as the girls have reported
levels of anxiety higher than those reported by the boys (Costello et al., 2005; Grills &
Ollendick, 2002; Kessler et al., 2005). These findings are consistent with the conclusions
of Grills-Taquechel et al. (2010), who demonstrated that boys in middle school reported
less overall anxiety than did their female counterparts over a 2-year period. In order to
explain these gender differences in middle-school children, Grills-Taquechel et al. (2010)
found clear, yet distinct, social expectations for boys and girls that can account for the
variability in self-reports of anxiety. For instance, they found that boys tend to receive
positive feedback for demonstrating more independence while girls are often encouraged
to be more dependent or fearful. Therefore, girls tend to report more fears or higher
levels of reliance on others, possibly explaining the higher levels of anxiety among the
girls (Grills-Taquechel et al., 2010).
Other risk factors for childhood anxiety disorders include the child's Apgar scores
at birth and a number of maternal influences (Hudson et al., 2012; Kingston et al., 2015).
In one study, Kingston et al. (2015) examined potential risk factors for children who
developed anxiety disorders by the age of 5 years by studying them since birth. The two
distinct predictors of childhood anxiety that they identified were Apgar scores of 7 or
lower and maternal psychological distress. The researchers also established criteria for
defining psychological distress in a mother during the first 5 years of her child's life: (a)
at least one hospitalization or physician visit owing to a depressive, psychotic, or
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adjustment disorder; (b) one or more hospitalizations or at least three physician visits
owing to an anxiety disorder; or (c) at least one prescription for an antidepressant or
mood stabilizer. A low Apgar score at birth or any one of these criteria for maternal
psychological distress was found to be enough to put a child at risk for developing an
anxiety disorder by the age of 5 years (Kingston et al., 2015).
Additional research has identified behavioral inhibition, maternal anxiety, and
maternal overinvolvement as predictors of anxiety in childhood (Hudson et al., 2012).
Prior research had already indicated that behavioral inhibition was a predictor of
childhood anxiety (Degnan et al., 2010; Svihra & Katzman, 2004). While current
research has continued to substantiate these findings, more evidence has been found for
the predictive value of behavioral inhibition over time (Hudson et al., 2012). In addition,
current and lifetime maternal anxiety were found to be significant predictors of anxiety in
the children of anxious mothers (Hudson et al., 2012). Maternal involvement was also
examined; Hudson et al. (2012) found that children of mothers who were overly involved
in their lives were at a significantly higher risk of developing anxiety disorders. For the
purposes of this study, maternal overinvolvement was identified through observations
and measures assessing for overprotection and autonomy granting (Hudson et al., 2012).
Ultimately, research has demonstrated that preschool children who exhibit anxiety,
become inhibited, have heavily involved mothers, or have mothers with anxiety disorders
are at a significantly increased risk for developing anxiety disorders in middle childhood
(Hudson et al., 2012).
Across decades of research, many variables have been identified as contributors to
or predictors of childhood anxiety disorders. These variables include the age or gender of
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the child, educational transitions, behavioral inhibition, and Apgar scores at birth
(Hudson et al., 2012; Kingston et al., 2015). Furthermore, various maternal influences
have been studied as possible predictors of childhood anxiety disorders; these maternal
influences include psychological distress, overinvolvement, and anxiety disorders
(Hudson et al., 2012; Kingston et al., 2015). All of these variables have been found to be
significant predictors of the development of anxiety disorders in children (Hudson et al.,
2012; Kingston et al., 2015).
Negative Consequences
As measured concurrently by self-reports, anxiety disorders in childhood or
adolescence have been found to be associated with a multitude of poor outcomes that
tend to span across several domains, including academics (Kessler et al., 1995),
relationships (Kessler et al., 1997), and low self-worth (Grills & Ollendick, 2002). When
compared to conduct, mood, or substance use disorders, Kessler et al. (1995) found that
childhood anxiety disorders have the highest predictive value for adolescents not
completing high school or starting college. In addition, research using probability
statistics has shown that childhood anxiety disorders are correlated with more teenage
pregnancies when compared to addictive or conduct disorders (Kessler et al., 1997). To
explain such a social consequence of having an anxiety disorder, the researchers
speculated that low self-esteem or insecurity might be at the core of this (Kessler et al.,
1997). Grills and Ollendick (2002) found that individuals who report a greater number of
anxiety symptoms exhibited lower reports of self-worth. Kessler et al. (1997)
hypothesized that young adolescents with low self-esteem may become attached to the
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first apparently secure romantic partner available to them. However, further research in
this area is needed to accurately explain such findings (Kessler et al., 1997).
In examining a specific subtype of anxiety disorders in early and late adolescence,
Nordstrom et al. (2014) found that social anxiety in undergraduate youths has been found
to be a significant predictor of more mental-health symptoms and lower levels of selfesteem. These students also reported greater levels of somatization, obsessivecompulsive, depressive, anxiety, and phobia symptoms from the beginning to the end of
their semesters when compared to their peers with lower levels of social anxiety. In
addition, Nordstrom et al. found that college students with high levels of social anxiety
also had more problems adjusting academically, socially, personally, and emotionally to
school than did others with low levels of social anxiety. More specifically, incoming
freshmen with higher social anxiety initially reported more comorbid symptoms of
depression, anxiety, and physical symptoms, persisting throughout their first term of
college (Nordstrom et al., 2014).
Nordstrom et al.’s (2014) research has also indicated that students with higher
levels of social anxiety reported lower levels of self-esteem across global and academic
domains over the course of several weeks. College students with high levels of social
anxiety also reported lower levels of social self-esteem when compared to their less
socially anxious counterparts. These results suggested that social anxiety tends to
weaken various domains of self-esteem, thereby jeopardizing students’ adjustment
across academic and social areas. Such findings also indicated that students entering
college with social anxiety are at significantly higher risks for social and emotional
problems when compared to others with lower levels of social anxiety. Taken together,
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these findings emphasize the importance of understanding the impact of social anxiety
during the first semester of college for young students in the hopes of providing early,
targeted interventions (Nordstrom et al., 2014).
The findings of Nordstrom et al. (2014) support prior research that also found that
young college students with social anxiety demonstrate persistent negativity in how they
see themselves and how they believe others see them (Niels Christensen et al., 2003).
This was measured concurrently through self-report measures, as well as through having
participants engage in a socially anxious situation, such as briefly talking to a stranger
(Niels Christensen et al., 2003). Niels Christensen et al. (2003) found that while socially
anxious participants were viewed as more nervous than nonsocially anxious peers, they
were not perceived as less likeable. Socially anxious individuals also tended to perceive
others negatively; however, their views about others were found to be less broad than the
thoughts they had about themselves. This suggests that the biases in how socially
anxious individuals believe they are judged by others are, in fact, more of a function of
their own negative self-perceptions as opposed to the true opinions of their peers (Niels
Christensen et al., 2003).
When considering these findings together, it is apparent that having an anxiety
disorder in childhood or adolescence is associated with having many negative
consequences. For instance, childhood anxiety disorders have the highest predictive
value for adolescents not completing high school or starting college compared to other
psychiatric disorders (Kessler et al., 1995). Teenagers with anxiety disorders are more
prone to having unwanted pregnancies or being involved in romantic relationships
because of their own personal insecurities (Kessler et al., 1997). More specifically, as
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social anxiety progresses into later adolescence, young college students are known to
experience greater levels of somatization, obsessive-compulsive, depressive, anxiety, and
phobia symptoms when compared to their nonclinical peers (Nordstrom et al., 2014).
These individuals also have more problems than others adjusting academically, socially,
personally, and emotionally to school (Nordstrom et al., 2014). Lastly, young adults with
social anxiety tend to be persistently negative in how they see themselves and how they
believe others see them (Niels Christensen et al., 2003). Therefore, early intervention is
key in treating anxiety disorders in childhood before they progress into adolescence or
young adulthood (Nordstrom et al., 2014).
Self-Evaluations
Over the years, more attention has been focused on the potential effects that agerelated transitions, specifically in the academic sphere, have on the psychological
functioning of children and adolescents (Harter et al., 1992). Particularly, several studies,
such as Brush (1980), Eccles and Midgley (1988, 1990), Eccles, Midgley, and Adler
(1984), Harter (1981), Simmons and Blyth (1987), Simmons, Blyth, and Carleton-Ford
(1982), and Simmons, Rosenberg, and Rosenberg (1973), have demonstrated that the
shift from elementary school into junior high school has been shown to causally produce
lower levels of self-perception across several domains, including academic or social
competencies (as cited in Harter et al., 1992). In addition, while associations between
global self-esteem and various social or psychological problems have been explored in
the past, research has not definitively demonstrated whether low self-esteem is the cause
or effect of such problems (Rosenberg, Schooler, & Schoenbach, 1989). More research
would be beneficial to explore the potential causes or effects of the evaluations persons
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have of themselves, especially during the middle-school years (Rosenberg et al., 1989).
A large contributor to the recent research on self-evaluations in children and adolescents
is Susan Harter (2012).
Self-Perception and Self-Esteem
Self-perception and self-esteem are two ways individuals appraise themselves
(Harter, 2012). While typically used interchangeably, a distinction between the two
terms ought to be noted (Lau et al., 2008).
Development of self-perception. Self-perception is the way individuals evaluate
themselves based on the descriptors or labels that they attach to themselves (Lau et al.,
2008). These descriptors or labels can include physical attributes, behavioral
characteristics, or emotional qualities (Harter, 2012; Lau et al., 2008). Self-perception is
more intrinsically based, as it depends on the views of an individual's competencies or
abilities and does not prevent a person from having an overall sense of worth (Harter,
2012).
Self-perception tends to form gradually over time, as persons perceive their own
value by evaluating themselves across specific domains of competencies (Harter, 2012).
In preschoolers, self-perception tends to be overly optimistic and relatively general
(Nader-Grosbois, 2014). From the ages of 7 to 8 years, a child is able to evaluate his or
her competencies through social comparison with peers (Nader-Grosbois, 2014). In this
way, Ruble, Boggiano, Fedman, and Loebl (1980) found that children are able to make
distinctions between their cognitive, social, and physical competencies as they gradually
begin to develop a more realistic perception of themselves (Harter, 2012; as cited in
Nader-Grosbois, 2014). During school transitions, Mantzicopoulos (2006), Marsh and
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Ayotte (2003), and Marsh, Ellis, and Craven (2002) speculated that children's cognitive
competencies tend to increase, which is attributed to a child's acquisition of new skills
over the years (Harter, 2012; as cited in Nader-Grosbois, 2014).
Previously, unidimensional approaches to understanding the more general idea of
self-concept had been proposed (Harter, 2012). However, these approaches were not
widely accepted because of their limitations; for instance, Piers and Harris (1969)
suggested that the self was a unitary construct, best assessed through a range of content,
yet still able to be summed up into an overall evaluation of one's general sense of self (as
cited in Harter, 2012). Not until 1979 did the work of Rosenberg demonstrate that people
evaluated themselves differently in various domains of their lives, and that such
discriminations needed to be assessed more accurately (as cited in Harter, 2012).
Therefore, a multidimensional approach to understanding self-perception was proposed
(Harter, 2012; Marsh & Roche, 1996). In using this approach as opposed to a
unidimensional model, researchers were finally able to acknowledge that people of all
ages evaluate themselves differently across various areas of their lives (Harter, 2012).
In addition to using a multidimensional approach to understanding selfperception, a life-span perspective has also been proposed (Harter, 2012). Such a
perspective is the result of research that has found that self-evaluations are present as
early as the middle-school years (Harter, 2012). Beginning in middle childhood, children
have domain-specific evaluations of their abilities or competencies in different areas of
their lives (Harter, 2012). Therefore, a five-domain model has been proposed when
exploring self-perception in middle childhood (Harter, 2012).
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The five factors of self-perception include scholastic competence, social
competence, athletic competence, physical appearance, and behavioral conduct (Harter,
2012; Lau et al., 2008). Scholastic competence refers to a child's perceived cognitive
ability, such as how he or she does with schoolwork, is able to figure out the answers, and
finishes homework quickly (Harter, 2012). Social competence reflects more general
attributes of the self that determine social success, including how to make friends, having
the skills to get others to like oneself, knowing what to do to have others like or accept
oneself, and understanding what is required to become popular (Harter, 2012). The last
of the competencies, athletic competence, refers to one's ability to do well at sports, such
as outdoor games or demonstrating one's athletic proficiency (Harter, 2012). The
physical appearance domain taps into the extent to which a child feels he or she is good
looking, as well as being happy with his or her looks, body, face, or hair (Harter, 2012).
The domain of behavioral conduct reflects the degree to which one likes the way one
behaves, does the right thing, acts the way one is supposed to act, and avoids getting into
trouble (Harter, 2012).
Development of self-esteem. Self-esteem is also an evaluation of oneself;
globally, it is a self-judgment of how much one likes oneself as a person overall (Harter,
2012). However, Shavelson et al. (1976) clarified that it is based more on how one views
oneself within the context of experiences and the environment (as cited in Lau et al.,
2008). This term is used interchangeably with global self-worth, as they are both
evaluations of the degree to which one likes oneself as a person, is happy with the way
one is leading one’s life, and is generally happy with the way one is as a human (Harter,
2012). Such evaluations are made based on one's social experiences with others and the
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surrounding environment; thus, no specific references are made to explicit skills or
competencies, as are made with the domains of self-perception (Harter, 2012).
The theory of self-esteem as a product of social interaction is based on the
proposition that self-esteem is a fundamental human motive (Rosenberg et al., 1989).
This motive for self-worth has been identified by Maslow as one of the many needs of
humans (as cited in Rosenberg et al., 1989). Universally, humans desire to protect and
enhance their feelings of self-regard and self-worth (Rosenberg et al., 1989). In doing so,
people's feelings about themselves are strongly influenced by their judgments of what
others think of them (Rosenberg et al., 1989). Therefore, Festinger (1954) concluded that
this social-comparison principle indicates that in the absence of objective information
about themselves, people judge themselves based on their comparisons to others (as cited
in Rosenberg et al., 1989). As a result, people draw conclusions about themselves by
observing the successes or failures of their efforts in contrast to those of others
(Rosenberg et al., 1989). This demonstrates how humans engage in self-attribution, or
characteristically attributing motives, intentions, causes, or dispositions to themselves on
the basis of their observations of their actions (Rosenberg et al., 1989).
Children and adolescents tend to evaluate themselves in two ways. First, they
may view themselves differently based on their views of their own abilities (Harter, 2012;
Lau et al., 2008). In doing so, several domains of their lives are evaluated as well. These
domains include competencies in school, social, and athletic domains, as well as views
about their physical appearance and behavioral conduct (Harter, 2012; Lau et al., 2008).
In comparison, self-esteem is a second, more extrinsic way children and adolescents
evaluate themselves (Harter, 2012). This form of self-evaluation is based on social
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experiences (Lau et al., 2008; Rosenberg et al., 1989). It is a product of social
interactions, as Shavelson et al. (1976) speculated that children tend to view themselves
within the context of their experiences and the environment (as cited in Lau et al., 2008;
Rosenberg et al., 1989).
Furthermore, Piers and Harris (1969) found that in children and adolescents,
educational transitions, specifically, have been shown to produce lower levels of selfperception, or the way one evaluates oneself across several domains, including academic
or social competencies (as cited in Harter et al., 1992). Therefore, studying the potential
effects that age-related transitions, specifically in the educational environment, may have
on the psychological functioning of children and adolescents would be beneficial (Harter
et al., 1992).
Predictors of Self-Perception and Self-Esteem
Various factors have been identified as predictors of or contributors to one's levels
of self-perception and self-esteem. One such variable that has been studied and linked to
both forms of self-evaluation is gender (Byrne, 2000; van den Berg et al., 2010). In one
longitudinal cohort study, male adolescents were found to have significantly higher levels
of self-esteem in comparison to their female counterparts (van den Berg et al., 2010).
Male adolescents have reported higher levels of self-esteem from middle school through
high school, as assessed through surveys at one point in time (Bachman, O'Malley,
Freedman-Doan, Trzesniewski, & Donnellan, 2011). These findings were also
substantiated through the Australian research by Byrne (2000), who also indicated that
adolescent girls had consistently lower levels of self-esteem when compared to
adolescent boys, as measured concurrently by self-reports. Similarly, adolescent girls
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have reported higher levels of negative self-perception than male teenagers (Chraif &
Anitei, 2013). One should note that this cross-sectional research was conducted in
Romania (Chraif & Anitei, 2013).
In addition to gender, age has been studied as a possible factor related to selfevaluation. Notably, some research reviewing three consecutive cross-sectional studies
has found a sharp decline in self-esteem during the middle-school years (Adams, Kuhn,
& Rhodes, 2006). More specifically, self-esteem for Caucasian youths started out
moderately high in the sixth grade, began to plummet steeply in the seventh grade, and
declined even more by the eighth grade (Adams et al., 2006). This finding substantiated
prior longitudinal research, which similarly demonstrated that middle-school children
reported higher levels of self-esteem in the sixth grade than in the eighth grade (Rhodes,
Roffman, Reddy, & Fredriksen, 2004).
Other factors that have been linked to influencing one's self-evaluation,
specifically in middle school, are ethnicity and socioeconomic status. Research has
shown that low-income Caucasian youths consistently experienced the lowest levels of
self-esteem and the sharpest declines during middle school when compared to youths of
other ethnicities and economic classes (Rhodes et al., 2004). Additional studies found
that Hispanic adolescents tend to report low, yet more stable, levels of self-esteem
(Adams et al., 2006; Bachman et al., 2011). African American children have consistently
demonstrated the highest levels of self-esteem during the middle-school years (Adams et
al., 2006; Bachman et al., 2011).
Similar to anxiety, parental attachment is another factor that has been studied for
its potential impact on a child's self-evaluation (Arbona & Power, 2003; Lee & Hankin,
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2009). Securely attached adolescents have been found to report more positive levels of
self-esteem in comparison to their less securely attached peers based on self-reports from
one point in time (Arbona & Power, 2003). Furthermore, lower levels of self-esteem
were associated with adolescents reporting higher levels of emotional separation from
their mothers (Arbona & Power, 2003). Children who also indicated they had higher
levels of confusion about their feelings toward their fathers, specifically, also reported
lower levels of self-esteem (Arbona & Power, 2003). More specifically, lower levels of
self-esteem in children have been found to explain the relationship between anxious
attachment and increases in anxiety-related symptoms over time (Lee & Hankin, 2009).
Therefore, the type of attachment and the parent involved in the relationship with the
child can impact his or her levels of self-evaluation (Arbona & Power, 2003).
Taken together, a variety of factors can influence the way children or adolescents
evaluate themselves. Studies have demonstrated the impact of gender on self-evaluation,
as female children have consistently reported lower levels of self-esteem and more
negative self-perceptions in comparison to their male counterparts throughout middle
childhood and adolescence (Bachman et al., 2011; Byrne, 2000; Chraif & Anitei, 2013;
van den Berg et al., 2010). Age has also been studied as a possible factor related to selfevaluation, as younger middle-school children tend to report higher levels of self-esteem
than older middle-school children (Adams et al., 2006; Rhodes et al., 2004). In
examining the potential impact ethnicity and socioeconomic status may have on selfevaluations, research has shown significant discrepancies in levels of self-esteem across
races and economic classes (Adams et al., 2006; Bachman et al., 2011; Rhodes et al.,
2004). As with anxiety, parental attachment and the parental figure in the child's life are
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also able to influence a child's level of self-evaluation (Arbona & Power, 2003; Lee &
Hankin, 2009).
Negative Consequences
Different levels of self-perception or self-esteem are associated with various
outcomes. A review of the literature has shown that higher levels of self-evaluation can
be predictors of more positive effects in individuals, such as improving one's happiness
or leadership abilities (Baumeister, Campbell, Krueger, & Vohs, 2003). In such
instances, higher self-esteem can act as a protective factor over time against some of the
negative consequences reported by those with low levels of self-evaluation, including
depression and poorer mental or physical health (Baumeister et al., 2003; Trzesniewski et
al., 2006).
Individuals with high self-esteem tend to accept their good qualities, resulting in
more positive outcomes, such as being perceived as more likeable, having better
relationships, and making better impressions on others, as opposed to individuals with
lower levels of self-esteem (Baumeister et al., 2003). Research has identified a multitude
of positive outcomes associated with those who report higher levels of self-esteem. For
instance, Baumeister et al. (2003) found that higher self-esteem facilitates persistence in
an individual after he or she fails. It helps people to become more willing to speak up in
large groups and helps them develop the ability to criticize a group's approach to a
problem (Baumeister et al., 2003). Thus, high self-esteem indirectly improves one's
leadership abilities (Baumeister et al., 2003).
Emotionally, higher levels of self-esteem can mitigate the effects of stress and
lead to greater overall happiness (Baumeister et al., 2003). Psychologically, it can act as
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a buffer, as higher levels of self-esteem have been found to reduce the risk of bulimia in
female individuals (Baumeister et al., 2003). Socially, however, high levels of selfesteem do not prevent teenagers from engaging in substance use or early sexual behavior
(Baumeister et al., 2003). In fact, it can foster such experimentation among teens in
regard to drinking, using drugs, or having sex (Baumeister et al., 2003).
Conversely, low self-esteem and negative self-perception have been associated
with a number of unfavorable outcomes. Zimmerman, Copeland, Shope, and Dielman,
(1997) found that adolescents with low self-esteem also exhibit less consistent behavior
compared to their peers, making them more easily influenced and prone to succumbing to
peer pressure (as cited in Taylor & Montgomery, 2007). Lowered self-esteem has been
associated with externalizing behaviors and delinquency in teenagers (Baumeister et al.,
2003). Those with low self-esteem also tend to report higher levels of depression
(Baumeister et al., 2003). Specifically, for adolescents, low self-esteem was shown to
lead to higher levels of criminal behavior and lower levels of economic prosperity during
adulthood across a 4-year span (Trzesniewski et al., 2006). Additionally, lower levels of
self-esteem have been correlated with poor mental and physical health over time
(Trzesniewski et al., 2006).
Individuals who report low levels of self-perceptions tend to perceive others more
negatively (Niels Christensen et al., 2003). Adolescents who believed others viewed
them as being unhappy or unfriendly developed negative perceptions about themselves
from baseline to post test (Richard, Trevino, Baker, & Valdez, 2010). This negative selfevaluation also strengthened adolescents' intentions to use substances (Richard et al.,

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

35

2010). More specifically, an association between negative reflected appraisals and one's
intentions to use marijuana has been found for male adolescents (Richard et al., 2010).
While higher levels of self-esteem or self-perception have been associated with
positive outcomes for individuals, lower levels of self-evaluations can potentially lead or
greatly contribute to negative consequences across one's lifespan. For some, high selfesteem has been associated with greater happiness, less stress, and improved leadership
skills (Baumeister et al., 2003). However, when levels of self-esteem or self-perception
are low, especially during adolescence, the effects can be detrimental (Niels Christensen
et al., 2003; Richard et al., 2010; Trzesniewski et al., 2006). These potential negative
outcomes include, but are not limited to, criminal behavior, substance use, and poor
mental and physical health (Richard et al., 2010; Trzesniewski et al., 2006). Taken
together, developing healthy levels of self-esteem and self-perception during childhood
and adolescence can potentially lead or contribute to greater positive outcomes in
adulthood (Richard et al., 2010; Trzesniewski et al., 2006).
Cognitive Distortions
As individuals develop evaluations or thoughts about themselves, the future, or
the world, these ways of thinking may become negatively biased (Burns, 1999). This is
often the result of errors in thinking, also known as cognitive distortions (Beck & Beck,
2011; Burns, 1999; Yurica & DiTomasso, 2005). Cognitive distortions were first defined
by Dr. Aaron Beck (1967) as being the result of processing information in ways that
predictably resulted in identifiable errors in thinking (Kendall, 1992; as cited in Yurica &
DiTomasso, 2005). Essentially, cognitive distortions, or inaccurate thoughts, are ways in
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which a person's mind convinces him or herself of beliefs that are not actually true (Beck
& Beck, 2011; Burns, 1999; Yurica & DiTomasso, 2005).
Development and Purpose
According to Beck (1970, 1976) and cognitive theory, a person's biased
evaluation of early-life experience serves to shape and maintain his or her fundamental
beliefs, known as schemas, about him or herself, the world, and the future (Beck & Beck,
2011; as cited in Yurica & DiTomasso, 2005). One's biased perceptions of situations, not
the actual events, result in changes in one's mood (Burns, 1999). For instance, when a
person perceives a situation to be distressing, he or she may begin to feel pathologically
anxious and his or her thoughts will often become illogical, distorted, unrealistic, or
inaccurate (Burns, 1999). Stemming from these early schemas, secondary beliefs are
formed and function as rules or assumptions about oneself, the world, and the future
(Beck & Beck, 2011; Yurica & DiTomasso, 2005). Such beliefs are associated with
emotions, define personal worth, and develop further into learned, habitual ways of
thinking (Yurica & DiTomasso, 2005).
The purpose of these habitual ways of thinking is to support one's core beliefs and
assumptions by generalizing, omitting, and/or distorting internal and external stimuli; in
turn, cognitive distortions are created (Yurica & DiTomasso, 2005). These erroneous
thoughts reinforce one's negative thinking or emotions by producing beliefs that may
appear to be rational or accurate (Beck & Beck, 2011; Burns, 1999). However, such
cognitive distortions often result in leading individuals to feel poorly or badly about
themselves (Beck & Beck, 2011; Burns, 1999). Alternatively, distorted thinking can be
changed by repeatedly refuting the negative thoughts and replacing such cognitions with
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more rational, balanced beliefs (Beck & Beck, 2011; Burns, 1999). For these reasons,
cognitive distortions have been found to be an important factor in the maintenance of
emotional disorders (Yurica & DiTomasso, 2005).
Subtypes
At least a dozen different types of cognitive distortions that individuals may
experience have been identified (Beck & Beck, 2011; Burns, 1999). One is known as allor-nothing thinking, which occurs when a person views a situation in only one of two
categories rather than on a continuum (Beck & Beck, 2011; Burns, 1999).
Catastrophizing, or fortune telling, is negatively thinking about the future without
considering alternative or more realistic outcomes (Beck & Beck, 2011; Burns, 1999).
Another cognitive distortion, disqualifying or discounting the positive, transpires when an
individual unreasonably tells him or herself that positive experiences do not count (Beck
& Beck, 2011; Burns, 1999). A mistake in thinking has been identified as emotional
reasoning, which occurs when a person thinks something must be true because he or she
"feels" or actually believes it so strongly as a result of discounting contrary evidence
(Beck & Beck, 2011; Burns, 1999).
Labeling, another type of distorted thinking, occurs when a person puts a fixed
label on him or herself or others without considering alternative evidence that may lead to
a more reasonable conclusion (Beck & Beck, 2011; Burns, 1999). Magnification or
minimization occurs when an individual evaluates him or herself, another person, or a
situation in such a way that the negative aspects become magnified, or overemphasized,
and the positive aspects are minimized, or downplayed (Beck & Beck, 2011; Burns,
1999). A mental filter, also known as selective abstraction, is when a person focuses on

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

38

one sole negative detail rather than seeing the entire picture (Beck & Beck, 2011; Burns,
1999). When an individual assumes he or she knows what others are thinking while not
considering other, more reasonable possibilities, the person is engaging in mind reading
(Beck & Beck, 2011; Burns, 1999).
Some individuals tend to jump to negative conclusions that go far beyond the
current situation, known as overgeneralization (Beck & Beck, 2011; Burns, 1999).
Another cognitive distortion, called personalization, occurs when a person believes he or
she has caused others to behave negatively without considering alternative, more realistic
explanations for their behavior (Beck & Beck, 2011; Burns, 1999). In their distorted
thinking, individuals may use "should" or "must" statements, leading a person to develop
a fixed idea of how he or she or others should behave, resulting in disappointment if such
expectations are not met (Beck & Beck, 2011; Burns, 1999). Lastly, tunnel vision has
been identified as occurring when an individual sees only negative aspects of a situation
while ignoring any positive details (Beck & Beck, 2011).
In addition to these 12 cognitive distortions, other researchers, including Freeman
and DeWolf (1992) as well as Freeman and Oster (1999), have identified additional
common errors in thinking (as cited in Yurica & DiTomasso, 2005). One such distorted
way of thinking is known as externalization of self-worth. This occurs when a person
develops and maintains his or her self-worth based solely on how the external world
views him or her. An additional cognitive distortion is perfectionism, which refers to an
individual's constant striving to live up to some internal or external representation of
perfection without considering the evidence for the reasonableness of these perfect
standards in order to avoid failure. Comparison to others is another distorted way of
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thinking, in which a person compares him or herself to others in such a way that the
outcome typically results in feelings of inferiority or being worse off than others.
Another distorted way of thinking is underestimation of the ability to cope, or the
tendency to judge oneself as being unable to cope with potentially threatening situations
(Maric, Heyne, van Widenfelt, & Westenberg, 2011). Threat conclusion is also a newly
identified cognitive distortion; this cognitive error occurs when a person interprets
ambiguous situations as threatening (Maric et al., 2011).
In summary, while the types of cognitive distortions are numerous, they all
function in similar ways. An individual experiences an event and, based on his or her
biased perceptions of the event, forms beliefs; mood changes then occur (Burns, 1999).
Such beliefs then become associated with one's emotions, define personal worth, and
develop further into learned, habitual ways of thinking (Yurica & DiTomasso, 2005).
Specifically, negative distorted thoughts have the tendency to overwhelm one’s mind,
causing one to experience self-defeating emotions (Burns, 1999).
Theory: An Overview of the Cognitive Model
The cognitive model states that one's emotions, behaviors, and physiological
responses are powerfully influenced by one's cognitions, including beliefs, thoughts,
expectations, memories, and perceptions (Beck & Beck, 2011). When people learn to
modify their thinking in a practical and adaptive manner, they are able to improve upon
their emotional states and behavior (Beck & Beck, 2011). According to cognitive theory,
the basic premise of an emotional disorder stems from a person's interpretation of events
(Wells, 1997). Such thinking can alter an individual's mood and behavior, especially if it
is dysfunctional (Beck & Beck, 2011). Specific to anxiety, a core principle of cognitive
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theory states that anxiety results from distorted feelings, thoughts, and behaviors, all of
which are learned throughout one's life experiences (Mogoaşe, Podină, Sucală, &
Dobrean, 2013).
Two types of cognitions are within one's schema, or cognitive framework (Wells,
1997). The first cognition is beliefs, which are unconditional truths about oneself and the
world (Wells, 1997). The second type of cognition is assumptions, which are conditional
boundaries between life experiences and self-worth (Wells, 1997). Dysfunctional beliefs
or assumptions can create maladaptive schemas, which, in turn, can lead to distorted or
biased ways of processing information (Wells, 1997).
Related to Childhood Anxiety
With specific regard to the cognitive model, anxiety is a result of dysfunctional
feelings, thoughts, and behaviors learned throughout life experiences (Mogoaşe et al.,
2013). Individuals with anxiety hold dysfunctional cognitions that bias their perception
of reality in a way that maintains their anxiety (Mogoaşe et al., 2013). When confronted
with a distressing event, people tend to filter reality through their distorted beliefs or
thoughts, resulting in emotional, cognitive, or behavioral consequences (Mogoaşe et al.,
2013). Thus, cognitive factors are believed to be causally involved in the onset and
maintenance of anxiety (Mogoaşe et al., 2013).
Irrational cognitions have been found to be a significant predictor of childhood
anxiety (Mogoaşe et al., 2013). Mogoaşe et al. (2013) suggested that modifying
children's negative or irrational beliefs about themselves, others, and/or the world and
replacing them with more positive, rational beliefs can improve emotional, behavioral,
and physiological symptoms of anxiety.
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Related to Self-Evaluations
Prior research has proposed that the cognitive model is applicable to treating an
individual's self-perception, as a cognitive connection exists between illogical thought
patterns and unhealthy self-esteem (Taylor & Montgomery, 2007). More specifically, for
adolescents, Taylor and Montgomery (2007) found that treating teenagers from a
cognitive-theory perspective can improve their self-esteem. They posited that because
cognitive theory provides adolescents with the ability to alter their cognitions, positive
self-esteem can be promoted as well. Such outcomes also have been found by Hofmann
et al. (2004) in older adults with social anxiety. Across pre and posttreatment, their
symptoms of anxiety changed along with their negative self-perceptions. Furthermore,
when their negative perceptions of themselves were higher, their reported social anxiety
was also higher. Similarly, when their self-perceptions were either less negative or more
positive, they reported lower symptoms of social anxiety (Hofmann et al., 2004).
As previously mentioned, Ellis (1977) believed that people often hold both
positive and negative irrational beliefs about themselves, others, and the way in which
their actions affect their environment (as cited in Taylor & Montgomery, 2007).
According to Burns (1979), individuals with positive self-perceptions are more accepting
of themselves and, as a result, are better able to handle stressful situations (as cited in
Taylor & Montgomery, 2007). However, Engel (1959) noted that adolescents with
negative self-perceptions tend to have significantly higher rates of maladjustment than
their peers with positive self-esteem (as cited in Taylor & Montgomery, 2007). Selfesteem has the ability to influence the way individuals process and participate in the
world around them (as cited in Taylor & Montgomery, 2007). Therefore, Shirk et al.
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(2003) concluded that low self-esteem can be connected to schematic processing biases
or cognitive distortions (as cited in Taylor & Montgomery, 2007).
Related to Cognitive Distortions
Beck's cognitive theory is based on the premise that negative schema, or beliefs,
influence the way individuals perceive and interpret their environments (Beck & Beck,
2011; Mogoaşe et al., 2013; Taylor & Montgomery, 2007; Wells, 1997). Underlying this
theory is the suggestion that individuals who suffer from an emotional disorder, such as
anxiety, tend to process information in a dysfunctional manner, resulting in cognitive
distortions (Kendall, 1992). In explaining the development of cognitions, Kendall (1992)
proposed that four core features are involved in the way individuals think. The four core
features include cognitive content, cognitive process, cognitive products, and cognitive
structures.
Kendall (1992) defines each of the four core features. Cognitive content refers to
the information that is stored and organized in one's memory. This cognitive feature may
be used to refer to one's self-talk, internal speech, or self-referent speech, which is
defined as comments in which the audience is primarily the person him or herself. The
second feature, cognitive process, refers to the operations in which the system works.
This includes the processes of attending to, encoding, and retrieving such previously
stored information. Cognitive structures are involved in how information, or the
cognitive content, is stored. They act as filters for certain cognitive processes, aiding in
storing cognitive content depending on its relation to other information. Lastly, cognitive
products are the thoughts that a person experiences as a result of the interactions between
content, processes, and structures. Taken altogether, the way in which people process
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information influences their emotional or behavioral responses and, in turn, their overall
level of adjustment.
Specifically, within the cognitive process, distinctions are made between
cognitive deficiencies and distortions, as well as between functional and dysfunctional
distortions (Kendall, 1992). Processing deficiencies occur when the amount of cognitive
activity is insufficient in situations during which more forethought would be beneficial,
such as when a person acts without thinking, resulting in unintentional consequences.
Processing distortions, on the other hand, are active thinking processes that are
misguided, such as when a person engages in cognitive processing but does so with some
faulty reasoning, thus producing unwanted behavioral consequences. Ultimately, the
distinction between processing deficiencies and distortions is that the first entails a failure
to think whereas the latter involves a pattern of distorted thinking.
Functional and dysfunctional distortions are also identified separately (Kendall,
1992). When these cognitively processed distortions serve the purpose of maintaining
positive mental health, they are considered to be functional (Kendall, 1992). For
instance, Kendall, Stark, and Adam (1990) found that some people who have depression
may experience more cognitive distortions than individuals without depression (as cited
in Kendall, 1992). However, these individuals with depression tend to be more accurate
and realistic in their perceptions and judgments than people without depression. On the
other hand, distortions become dysfunctional when they lead to the development and
maintenance of emotional disorders (Beck & Beck, 2011; Kendall, 1992).
Related to Anxiety, Self-Evaluations, and Cognitive Distortions
In an attempt to explain the contribution of self-evaluations and cognitive
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distortions to anxiety, a multiprocess model of cognitive vulnerability to anxiety has been
proposed (Ouimet, Gawronski, & Dozois, 2009). This model posits multiple systems of
processing that operate in tandem to problem solve, make social judgments, regulate
emotions, and influence evaluative responses (Ouimet et al., 2009). In this four-staged
model, an individual is first oriented to a given stimulus (Ouimet et al., 2009). This
encounter activates one’s associative system, or the process in which a person connects
his or her automatic thoughts to the presented stimulus (Ouimet et al., 2009). Second, the
person begins to interpret the encounter and associations made to the given stimulus
(Ouimet et al., 2009). According to Shirk et al. (2003), individuals with anxiety tend to
process information in a dysfunctional manner, which results in the development of
lowered self-perception (as cited in Taylor & Montgomery, 2007) and cognitive
distortions (Kendall, 1992), as stimuli are interpreted to be negative or threatening
(Ouimet et al., 2009). These interpretation processes are often unintentional, as they are
spontaneously initiated by input from the associative system (Ouimet et al., 2009).
Third, these threat-related associations begin to enhance attentional engagement,
thereby increasing the activation of threat-related associations (Ouimet et al., 2009). In
other words, the more a person perceives a stimulus to be negative or threatening, the
more he or she will, consciously or subconsciously, pay attention to it (Ouimet et al.,
2009). Fourth, the person engages in validation and avoidance. For example, an anxious
individual may self-affirm the threatening nature of the stimulus by thinking, “My heart
rate is increasing, and it's dangerous when my heart rate increases” (Ouimet et al., 2009,
p. 466). Essentially, Shirk et al. (2003) speculated that an anxious person perpetuates his
or her negative self-perceptions (as cited in Taylor & Montgomery, 2007) or cognitive
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distortions (Kendall, 1992) by self-validating the presence of a perceived threatening
stimulus, further strengthening the negative connections between self-evaluation,
distorted thinking, and anxiety symptoms. After this validation is made, behaviors lead
to intentional avoidance of the stimulus in order to reduce the continuous activation of
threat-related associations caused by the stimulus (Ouimet et al., 2009).
Lastly, to negate these biased associations, an individual must disengage from
paying attention to the stimulus (Ouimet et al., 2009). One can disrupt these negatively
biased associations in one of two ways. The person can directly deactivate these threatrelated associations (Ouimet et al., 2009), such as through cognitive reframing, or he or
she can carry out a behavioral response that moves his or her attention away from the
threatening stimulus (Ouimet et al., 2009), such as through skills replacement. In either
way, the anxious person will learn to make new, more realistic associations with the
perceived stimulus (Ouimet et al., 2009). In turn, his or her self-evaluations and thinking
patterns would be more accurate and less distorted, thereby decreasing the occurrences of
physiological and cognitive anxiety symptoms. Overall, the central claim of this
multiprocess model is that different processes may be responsible for cognitive biases at
different stages of processing threat-relevant stimuli, thereby contributing to the
development and maintenance of various types of anxiety disorders (Ouimet et al., 2009).
Taken together, the cognitive model explains how individuals' perceptions of
themselves or experiences can influence their behavioral and emotional reactions (Beck
& Beck, 2011) based on the way they process external information (Kendall, 1992).
Mogoaşe et al. (2013) believed that individuals, including children, with anxiety hold
dysfunctional cognitions that bias their perception of reality in a way that maintains their
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anxiety. Because self-evaluation has the ability to influence the way individuals process
and participate in the world around them, Shirk et al. (2003) found that low self-esteem
can be connected to schematic processing biases or cognitive distortions (as cited in
Taylor & Montgomery, 2007).
Relationships Between Anxiety, Self-Evaluations, and Cognitive Distortions
Previous research has shown evidence of numerous relationships between anxiety,
self-evaluation, and cognitive distortions. For instance, studies have shown support for
correlational relationships between self-evaluation and anxiety (Hofmann et al., 2004;
Mastro, Zimmer-Gembeck, Webb, Farrell, & Waters, 2016). Associations between
cognitive distortions and anxiety (Legerstee et al., 2010; Maric et al., 2011; Reid et al.,
2006; Watts & Weems, 2006) have also been established. Prior research has also
demonstrated a predictive relationship between anxiety and self-evaluation (Grills &
Ollendick, 2002; Sowislo & Orth, 2013; van Tuijl, de Jong, Sportel, de Hullu, & Nauta,
2014), as well as between cognitive distortions and anxiety (Weems et al., 2001).
Overall, a review of the literature has demonstrated that relationships between these
variables do exist, providing a basis for research to be conducted to further explore the
nature of such associations.
Correlational Relationships
Throughout the literature, studies have established correlational associations
between anxiety, self-evaluation, and cognitive distortions. In a sample of older adults
with social anxiety, Hofmann et al. (2004) found that as their negative perceptions of
themselves fluctuated, so did their symptoms of anxiety from pre to post treatment. More
specifically, when their negative self-perceptions were higher, their social anxiety was
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reported to be higher (Hofmann et al., 2004). Conversely, when their self-perceptions
were either less negative or more positive, their reported symptoms of social anxiety were
found to be lower (Hofmann et al., 2004). Similarly, a sample of young adults with body
dysmorphic disorder (BDD) and social anxiety studied by Durlak and Wells (1998)
experienced intrusive and obsessive thoughts about their appearance that were found to
be a risk to their self-esteem (as cited in Mastro et al., 2016). These adolescents with
elevated levels of appearance anxiety, or anxiety about their physical appearance,
displayed more pervasive symptoms of social anxiety, as well as very elevated negative
interpersonal and self-perceptual biases, as measured by self-reports at one point in time
(Mastro et al., 2016). These findings suggest that symptoms of BDD and anxiety about
appearance in adolescence can be both maladaptive and pathological (Mastro et al.,
2016).
An examination of the relationship between distorted or biased thinking and
anxiety revealed that Australian children who experienced higher levels of anxiety also
displayed more negative biases in their information-processing abilities (Reid et al.,
2006). These findings were based on interviews as well as concurrent self-reports (Reid
et al., 2006). More specifically, anxiety was found to be strongly associated with a
child's attention to threat (Reid et al., 2006). For instance, these anxious children became
more hypervigilant toward threat-related cues and more negatively interpreted social
situations when compared to children with depression or aggression (Reid et al., 2006).
They also tended to internally attribute causality to themselves for such negative events,
perceive the actions of their peers as being more hostile, and recall greater numbers of
negative self-descriptive words on a memory task (Reid et al., 2006). Thus, children with
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anxiety tend to experience more negative life events (Legerstee et al., 2010) as a result of
their displaying a generally negative schematic processing style (Reid et al., 2006).
In later research from the Netherlands, certain subtypes of negative cognitive
distortions also correlated with anxiety in children and adolescents (Maric et al., 2011).
More specifically, overgeneralization was found to be the most common cognitive
distortion associated with anxiety, as assessed through multiple cross-sectional studies
(Maric et al., 2011; Weems et al., 2001). Two other cognitive distortions identified as
strong correlates of anxiety in children and adolescents are mind reading and
underestimation of the ability to cope (Maric et al., 2011). Overall, an associative
relationship between anxiety and cognitive distortions in children has been established
(Watts & Weems, 2006).
Despite this information, literature on the relationship between cognitive
distortions and self-evaluations is scarce, especially in relation to anxiety. However, in
the limited research on this topic, McGrath and Repetti (2002) found that self-perception
and cognitive distortions are associated when longitudinally examining depressive
symptoms in children. Self-perceptions of children who exhibited many symptoms of
depression appeared to reflect an underestimation of their actual competence, indicating a
lowered self-perception of their abilities, as well as a more negative view of themselves
(McGrath & Repetti, 2002). This suggests that even the mildest of depressive symptoms
may affect the manner by which these preadolescents attend to, process, and utilize
information from their social environment to evaluate their own competencies (McGrath
& Repetti, 2002).
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Predictive Relationships
While research on the associative correlations between anxiety, self-evaluations,
and cognitive distortions is plentiful, less literature exists on the predictive relationships
among these variables (Hofmann et al., 2004; Sowislo & Orth, 2013). To start, selfevaluation has been identified as a developmental antecedent to symptoms of fear and
anxiety in children (Grills & Ollendick, 2002). For instance, La Greca and Fetter (1995)
and Ollendick (1983) found that the degree to which a child values him or herself is a
potential protective factor regarding the development of anxiety in response to stressful
or fearful encounters (as cited in Grills & Ollendick, 2002). In contrast, low self-esteem
among children and adolescents was found to be a predictive factor of relative increases
in anxiety levels (Sowislo & Orth, 2013) and, more specifically, in symptoms of social
anxiety (van Tuijl et al., 2014). Conversely, symptoms of anxiety have also been shown
to be predictors of one's self-evaluation. Higher levels of anxiety in children have been
identified as predictive factors of lower levels of self-esteem (Grills & Ollendick, 2002;
Sowislo & Orth, 2013). To explain such predictive relationships between these two
variables, research in Australia has demonstrated that negative self-images in children
and adolescents may have a causal or maintaining role in anxiety disorders, particularly
with social anxiety, as measured concurrently (Hulme et al., 2012).
Two cross-sectional studies examined two separate child samples using the same
assessment tool, the Children's Negative Cognitive Error Questionnaire, to assess for
cognitive errors in youths and determine their predictive relationship with anxiety (Maric
et al., 2011; Weems et al., 2001). In the earlier study, the cognitive distortion of
overgeneralization was identified as a strong predictor of trait anxiety through a stepwise
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multiple regression (Weems et al., 2001). Two other cognitive distortions found to be
strong predictors of anxiety sensitivity and manifest anxiety were catastrophizing and
personalizing (Weems et al., 2001). In the later study, two different cognitive distortions,
mind reading and underestimation of the ability to cope, were found through a multiple
linear regression analysis to be the two strongest predictors of anxiety (Maric et al.,
2011). Owing to a lack of comprehensive and consistent research, more studies are
needed to comprehensively determine whether cognitive distortions or anxious symptoms
form first and how one construct may potentially lead or contribute to the development of
the other (Weems et al., 2001).
Other Relevant Variables
Other variables, such as age, gender, and ethnicity, have been shown to impact
one's anxiety, self-evaluation, and cognitive distortions. With regard to gender, boys
with higher global self-worth have been found to concurrently report fewer anxiety
symptoms than boys with lower global self-worth (Grills & Ollendick, 2002). In a
sample of Spanish children in Grades 3 through 8, boys tended to report higher levels of
athletic competence, whereas girls tended to endorse higher levels of conduct
competence, as measured through concurrent self-reports (Broc, 2014). One possible
explanation for this finding is that girls may have less of an interest than boys in sports or
outdoor activities, possibly as a result of seeing themselves as being better behaved than
boys (Broc, 2014). More specifically, Spanish cultural tradition is associated with good
behavior, strong self-worth, and scholastic competence (Broc, 2014).
When investigating the age or grade level, conduct and scholastic competencies
were the two most important aspects of self-perception in Spanish children throughout
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Grades 3 to 8 (Broc, 2014). An assessment of older children revealed that social and
athletic competencies apparently became more important, particularly in Grades 5
through 7 (Broc, 2014). A potential reason for such a finding is that older Spanish
children may have provided more socially desirable answers (Broc, 2014).
In examining all three of these variables together, Leitenberg et al. (1986) found
that children, specifically in Grades 4, 6, and 8, who reported lower levels of self-esteem
and higher levels of anxiety also endorsed more cognitive errors in their thinking at the
same point in time. This finding was in comparison to children who identified with
having higher levels of self-esteem and lower levels of anxiety, as they reported less
cognitive errors in their thinking (Leitenberg et al., 1986). Such findings were equally
true for both genders (Leitenberg et al., 1986) and are consistent with Beck's (1979)
earlier research (as cited in Leitenberg et al., 1986). However, one should note that only
four types of cognitive distortions were assessed: overgeneralization, catastrophizing,
personal responsibility, and selectively attending to negative features of an event
(Leitenberg et al., 1986). Furthermore, only one form of anxiety was examined:
evaluation anxiety (Leitenberg et al., 1986). Similar to generalized anxiety, this term was
operationalized as the anxiety a child may experience about classroom evaluations, such
as taking tests or being called upon by teachers (Leitenberg et al., 1986). Owing to such
limitations, further research is necessary to expand upon the larger concepts of anxiety
and cognitive distortions in their relations to self-esteem and self-perception (Leitenberg
et al., 1986).
Researchers have attempted to identify culture-specific theories related to the
development of internalizing disorders, such as anxiety, in Hispanic/Latino youth. One

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

52

of the more commonly used measures to assess for childhood anxiety, known as the
Screen for Child Anxiety Related Emotional Disorders (SCARED), has largely been used
in Caucasian samples (Birmaher et al., 1999; Birmaher et al., 1997). More recently,
researchers have tested the utility of this measure in a more ethnic sample through an
exploratory factor analysis (EFA; Wren et al., 2007). These findings indicated that
Hispanic/Latino children between the ages of 8 and 12 years identified with four of the
five core subscales of the SCARED whereas non-Hispanic/Latino children identified with
all five; Hispanic/Latino children did not significantly endorse School Avoidance (Wren
et al., 2007). To explain their findings from the EFA, Wren et al. (2007) concluded that
culture-bound differences between Hispanic and non-Hispanic children may reflect such
discrepancies in the ways these children conceptualize anxiety. Therefore, children of
Hispanic origin may perceive and express anxiety differently from non-Hispanic children
(Wren et al., 2007).
An array of studies have established both correlational (Hofmann et al., 2004;
Legerstee et al., 2010; Maric et al., 2011; Mastro et al., 2016; Reid et al., 2006; Watts &
Weems, 2006) and predictive (Grills & Ollendick, 2002; Sowislo & Orth, 2013; van Tuijl
et al., 2014; Weems et al., 2001) relationships among self-evaluations, cognitive
distortions, and anxiety. Other variables, such as age, gender, and ethnicity, have been
found to influence such constructs (Broc, 2014; Grills & Ollendick, 2002; Wren et al.,
2007). Research has demonstrated that relationships between these variables do exist, but
more research is necessary to provide consistent evidence of the nature of the relationship
between self-evaluation and anxiety (Sowislo & Orth, 2013) and to comprehensively
determine if cognitive distortions may potentially lead or contribute to the development
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of anxious symptoms (Weems et al., 2001) across more ethnic samples (Broc, 2014;
Wren et al., 2007).
Population: Hispanic/Latino Children and Adolescents
While anxiety symptoms, self-evaluations, and cognitive distortions have been
researched to some extent, the majority of such studies have been heavily focused on
Caucasian youths and adults (McGrath & Repetti, 2002). Comprehensive research is
clearly lacking among the largest ethnic minority group, the Hispanic/Latino population
(Pina & Silverman, 2004). Research has shown that Hispanic/Latino youths vary in their
somatic and physiological complaints and levels of distress associated with the
occurrence of these symptoms as a function of their cultural group and language choice
(Pina & Silverman, 2004). For these reasons, such concepts in one of the largest and
fastest growing populations in the world must be better understood.
Defining Hispanic/Latino Groups
The term Hispanic/Latino is defined as "a person of Cuban, Mexican, Puerto
Rican, South or Central American, or other Spanish culture or origin regardless of race"
(Humes, Jones, & Ramirez, 2011, p. 2). According to the 2010 U.S. Census, almost 20%
of the U.S. population is of Hispanic/Latino descent (Ennis et al., 2011). Between the
2000 and 2010 Census, the Hispanic/Latino population accounted for more than 50% of
the growth of the entire population in the U.S. (Ennis et al., 2011). The U.S. Census
Bureau (2008) is expecting the Hispanic/Latino population to triple in number within the
next 4 decades.
The two largest subgroups of Hispanic/Latino descent are Mexicans and Puerto
Ricans (Guarnaccia, Martinez, & Acosta, 2005). Specifically in the U.S., Mexican
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Americans make up the largest portion of Hispanic/Latino individuals (Guarnaccia et al.,
2005). Historically, Mexican Americans settled in the southwestern states during the
Spanish colonialism period and became part of the U.S. through colonial expansion
(Guarnaccia et al., 2005). Of the 35 million Hispanic/Latino American citizens in the
2000 U.S. Census, Mexican Americans represented nearly 60% (as cited in Guarnaccia et
al., 2005). In addition, this subgroup has been identified as the largest group of new
immigrants in the U.S. (Guarnaccia et al., 2005).
Puerto Ricans account for 10% of Hispanic/Latino descent in the U.S. (Collazo,
Ryan, & Bauman, 2010; Guarnaccia et al., 2005). In the U.S., New York City, Chicago,
and Philadelphia recently have been recognized as having sizable Puerto Rican
communities (Guarnaccia et al., 2005). While Puerto Ricans have easier access to social
ties on the island of Puerto Rico, their identification with an independent culture is
weaker than with other Hispanic/Latino groups (Guarnaccia et al., 2005). This is because
Puerto Rican culture has been more dramatically transformed by nearly a century of
American dominance, as Puerto Ricans are U.S. citizens, permitting free movement from
the island to the U.S. (Guarnaccia et al., 2005). For these reasons, Flores (1993) noted
that loss of cultural identity is a prominent issue related to Puerto Rican mental health (as
cited in Guarnaccia et al., 2005).
In addition to Mexican Americans and Puerto Ricans, numerous other subgroups
of Hispanic/Latino descent have been identified. Cuban Americans, who make up
approximately 3.5% of the U.S. Hispanic/Latino population, primarily reside in Miami,
Florida (Guarnaccia et al., 2005). For the Cuban community, strong family ties serve as
the basis for bringing new family members to the U.S., thus contributing to the lower
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rates of distress in this cultural group when compared to rates in other subgroups of
Hispanic/Latino descent (Guarnaccia et al., 2005). Dominicans, migrating from the
Dominican Republic, account for nearly 2% of the U.S. Hispanic/Latino population
(Guarnaccia et al., 2005). Similar to Cubans, many Dominicans migrate to the U.S. for
family reunification efforts (Guarnaccia et al., 2005).
Mental Illness in Hispanic/Latino Cultures
In the Hispanic/Latino cultures, a number of barriers exist, contributing to the
difficulties these individuals experience in seeking mental-health treatment. From a
financial standpoint, Hispanics/Latinos account for 32% of uninsured individuals in the
U.S., representing the highest rate among any racial or ethnic group (Centers for Disease
Control and Prevention [CDC], 2012). Additionally, the stigma of mental illness within
the Hispanic/Latino community acts as a barrier to seeking help when faced with
psychological distress (CDC, 2012; Guarnaccia et al., 2005). In such a culture,
individuals turn to extended family systems, such as churches, to seek alternative sources
of support when in need (CDC, 2012; Guarnaccia et al., 2005). This speaks to the
collectivistic culture Hispanics/Latinos value, in which group activities are dominant,
responsibility is shared, and accountability is collective (CDC, 2012).
Specifically for Mexican Americans, Guarnaccia et al. (2005) have found that
second- and later-generation individuals are at greater risk for developing psychological
disorders when compared to new immigrants. Many social stressors contributing to such
psychological distress have been identified, including ethnic discrimination, lack of job
mobility, economic decline, and acculturation. When Mexican Americans do seek
mental-health treatment, they face a number of challenging barriers, resulting in the
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underutilization of such services. The first of many involves access to treatment,
including language barriers and expenses. Not all mental-health treatment facilities in the
U.S. offer Spanish-speaking or bilingual services. Lack of health benefits in the jobs and
industries in which Mexican Americans work also negatively impacts their access to
mental-health services. This often correlates to the relatively low wages they earn as
employees, the high cost of treatment services, and their legal status.
Conversely, Puerto Ricans have been identified as being relatively high users of
health services (Guarnaccia et al., 2005). Until recently, access to a widespread publichealth system in Puerto Rico, as well as eligibility for health benefits and federal health
programs in the U.S., made financial access issues less of a barrier for Puerto Ricans than
for other Hispanics/Latinos (Guarnaccia et al., 2005). Given the high use of medical
resources both in Puerto Rico and the U.S., Treviño and Rendón (1994) and Vera et al.
(1991) noted that identifying mental health problems first and foremost by primary-care
providers is a significant issue (as cited in Guarnaccia et al., 2005). Recognizing the
cultural expressions of "nervios" and "ataque de nervios" as important signs of
psychological distress among many Puerto Ricans can contribute to the appropriate
identification of psychosocial problems in primary care (Guarnaccia et al., 2005).
Guarnaccia et al. (1993, 2003) concluded that straightforward translations of these
distressing terms into psychiatric diagnoses are not possible, further creating a barrier to
mental health treatment for Puerto Ricans (as cited in Guarnaccia et al., 2005).
Anxiety, Self-Evaluations, and Cognitive Distortions among Hispanics/Latinos
Anxiety disorders are known to be the most common psychiatric diagnoses during
childhood and adolescence (Costello et al., 2005; Pina et al., 2012), especially among the
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Hispanic/Latino population (Roberts et al., 2006). As the Hispanic/Latino population
continues to grow rapidly, early adolescents within this ethnic group have the highest
prevalence rate of anxiety when compared to early adolescents of other races (Roberts et
al., 2012). The first study to examine somatic symptoms and distress in a
Hispanic/Latino child population was conducted more than 10 years ago (Pina &
Silverman, 2004). Pina and Silverman (2004) found that Hispanic/Latino youths reported
somatic and physiological symptoms, or anxiety sensitivity, as being significantly more
distressing when compared to reports from their European American counterparts.
Consistent with these conclusions, another study found that Mexican or Hispanic children
reported more worry symptoms in comparison to their European American peers (Varela
et al., 2008).
Additionally, a meta-analysis analyzing longitudinal studies revealed minimal
research suggesting low self-worth as a predictive factor for anxiety in Hispanic/Latino
adolescents(Sowislo & Orth, 2013). In fact, literature on the topics of self-evaluation,
self-perception, or self-esteem in an exclusively Hispanic/Latino sample is scarce (Torres
& Rollock, 2009). One cross-sectional study found that active coping skills were able to
predict levels of self-esteem among Hispanic/Latino adults after completing self-reports
(Torres & Rollock, 2009). Despite their findings, research on this area is still regarded as
understudied (Torres & Rollock, 2009). Therefore, an emergent need exists to better
understand such topics in this large ethnic group (Torres & Rollock, 2009).
Similar to the research on anxiety and self-evaluations, the amount of literature on
cognitive distortions in the Hispanic/Latino community is limited. In one study that
tested a theoretical model while adjusting for parental control, negative cognitive styles,
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children's anxiety, and race/ethnicity, a multiethnic cross-sectional sample was used to
examine African, Latino, and European Americans (Creveling, Varela, Weems, & Corey,
2010). Specifically for the Latino American group, maternal control had an indirect
effect on anxiety through maladaptive cognitive styles (Creveling et al., 2010). Despite
this significant finding, the authors acknowledge that more research ought to be
conducted to further contribute to the limited psychological literature on the
Hispanic/Latino community (Creveling et al., 2010).
Overall, it is important to study the Hispanic/Latino population for a number of
reasons. First, the majority of research on anxiety, self-evaluations, and cognitive
distortions has been primarily conducted on Caucasian samples, resulting in a lack of
equally comprehensive research among the largest ethnic minority group (Pina &
Silverman, 2004). Second, gathering knowledge of such psychological concepts in the
Hispanic/Latino population can help physicians and clinicians gain a better understanding
of the treatment for these aspects of psychological distress (Guarnaccia et al., 2005).
Additionally, while some studies have yielded significant findings as related to anxiety,
self-evaluations, or cognitive distortions in a Hispanic/Latino population, all of these
researchers have acknowledged more literature is essential to further contribute to such a
limited area of knowledge (Creveling et al., 2010; Pina & Silverman, 2004; Torres &
Rollock, 2009; Varela et al., 2008).
Summary of Literature
In summary, anxiety disorders are known to be the most common psychiatric
diagnoses during childhood and adolescence (Costello et al., 2005; Kessler et al., 2012;
Pina et al., 2012). Anxiety disorders tend to have much earlier ages of onset, starting in
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youth, when compared to ages of onset of other psychiatric disorders (Kessler et al.,
2005). Female children tend to report higher levels of anxiety compared to male children
in middle school (Costello et al., 2005; Grills & Ollendick, 2002; Grills-Taquechel et al.,
2010). Anxiety-related problems in childhood or adolescence are associated with a
multitude of negative consequences, including not completing high school (Kessler et al.,
1995), difficulty in maintaining relationships (Kessler et al., 1997), and lower levels of
self-evaluation (Grills & Ollendick, 2002).
Two forms of self-evaluation, self-esteem and self-perceptions, have been
predicted by levels of anxiety (Niels Christensen et al, 2003; Nordstrom et al., 2014).
Self-perception is intrinsically based on individual characteristics, such as physical,
behavioral, or emotional characteristics (Lau et al., 2008). Children tend to internally
evaluate themselves across specific domains based on their competency or adequacy in
different arenas, including scholastic abilities, social attributes, athleticism, physical
appearances, and behavioral conduct (Harter, 2012). Self-esteem is more extrinsic, as the
person evaluates him or herself based on the context of social experiences and the
environment (Lau et al., 2008). Self-esteem is formed based on qualitative judgments
and feelings, which are connected to one's description of oneself (Lau et al., 2008) and is
measured through global self-worth, as it is a more inclusive concept of oneself (Harter,
2012).
As individuals develop evaluations or thoughts about themselves, these ways of
thinking may become negatively biased (Burns, 1999). This is often the result of errors
in thinking, also known as cognitive distortions (Beck & Beck, 2011; Burns, 1999;
Yurica & DiTomasso, 2005). According to Kendall (1992), cognitive distortions are the
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product of processing information in ways that predictably result in identifiable errors in
thinking (as cited in Yurica & DiTomasso, 2005). These distortions, or inaccurate
thoughts, are ways in which one’s mind convinces oneself of beliefs that are not actually
true (Beck & Beck, 2011; Burns, 1999; Yurica & DiTomasso, 2005). Cognitive
distortions form through one's biased perception of an event, which evokes certain
thoughts and results in changes in one's emotions (Burns, 1999). For instance, when a
person perceives a situation to be stressful, his or her thoughts will often become
illogical, distorted, unrealistic, or inaccurate, and he or she may begin to feel anxious
(Burns, 1999). These beliefs that form, which are associated with emotions, define
personal worth and develop further into learned, habitual ways of thinking (Yurica &
DiTomasso, 2005). Specifically, negative distorted thoughts have the tendency to
overwhelm a person's mind, causing that person to experience self-defeating emotions
(Burns, 1999).
Numerous studies have established both correlational (Hofmann et al., 2004;
Legerstee et al., 2010; Maric et al., 2011; Mastro et al., 2016; Reid et al., 2006; Watts &
Weems, 2006) and predictive (Grills & Ollendick, 2002; Sowislo & Orth, 2013; van Tuijl
et al., 2014; Weems et al., 2001) relationships among self-evaluations, cognitive
distortions, and anxiety. Other variables, such as age, gender, and ethnicity, have been
found to influence such constructs (Broc, 2014; Grills & Ollendick, 2002; Wren et al.,
2007).
While anxiety symptoms, self-evaluations, and cognitive distortions have been
researched to an extent, the majority of such studies have been heavily focused on
Caucasian youths and adults (McGrath & Repetti, 2002). The lack of equally
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comprehensive research among the largest ethnic minority group, the Hispanic/Latino
population, is clear (Pina & Silverman, 2004). Despite the current literature
demonstrating that relationships among these variables do exist, researchers suggest more
studies are needed to provide consistent evidence of the nature of the relationship
between self-evaluation and anxiety (Sowislo & Orth, 2013) and to comprehensively
determine if cognitive distortions may potentially lead or contribute to the development
of anxiety-related symptoms (Weems et al., 2001) across more ethnic samples (Broc,
2014; Wren et al., 2007).
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Chapter 2: Hypotheses
In researching self-evaluations, cognitive distortions, and symptoms of anxiety in
a Hispanic/Latino, inner-city, elementary- and middle-school sample, the following
hypotheses were tested.
Hypothesis 1
Any of the six domains of self-evaluation, including Global Self-Worth,
Scholastic Competence, Social Competence, Academic Competence, Physical
Appearance, Athletic Competence, and Behavioral Conduct, as assessed through the SelfPerception Profile for Children (SPPC; Harter, 2012), would be predictors of overall
anxiety-related symptoms, as measured by the Screen for Child Anxiety Related
Emotional Disorders (SCARED; Birmaher et al., 1997), after adjusting for grade and
gender. In prior research, the predictive relationship between anxiety and self-esteem
was established. Low self-esteem among children and adolescents was found to be
predictive of relative increases in anxiety levels (Sowislo & Orth, 2013). Conversely,
symptoms of anxiety have also been shown to predict one's self-evaluation. Higher
levels of anxiety in children have been shown to predict lower levels of self-esteem
(Grills & Ollendick, 2002; Sowislo & Orth, 2013). Furthermore, the literature has
identified grade levels (Grills-Taquechel et al., 2010; Harter et al., 1992; Kessler et al.,
2005) and gender (Costello et al., 2005; Grills & Ollendick, 2002; Kessler et al., 2005) as
being vulnerabilities or influential factors of children developing an anxiety disorder.
Determining if these relationships exist in a Hispanic/Latino youth sample is imperative,
as prior research has been heavily focused on Caucasian children and adults, while
controlling for grade and gender.

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

63

Hypothesis 2
Significant negative relationships would exist between the six different domains
of self-evaluation, including Global Self-Worth, Scholastic Competence, Social
Competence, Academic Competence, Physical Appearance, and Behavioral Conduct, as
measured by the SPPC (Harter, 2012) and the five specific subtypes of anxiety-related
symptoms, including Generalized Anxiety, Social Anxiety, Panic, Separation Anxiety,
and Significant School Avoidance, from the SCARED (Birmaher et al., 1997). Lower
levels of self-worth tend to be associated with a greater number of anxiety symptoms
(Grills & Ollendick, 2002). Concurrently, higher levels of anxiety have been related to
lower levels of self-esteem, thus creating a symmetric relationship between the two with
significant and prospective effects in both directions (Sowislo & Orth, 2013). More
specifically, having more positive self-evaluations is associated with lower levels of
anxiety among socially anxious young adults (Hofmann et al., 2004). Thus, one can
hypothesize that one's level of Social Competence (Harter, 2012) will be negatively
correlated with one's level of Social Anxiety (Birmaher et al., 1997). Additionally,
children and adolescents with GAD tend to worry more about their school or athletic
performance (APA, 2013). While some anxious students do poorly in school (Kessler et
al., 1995; Nordstrom et al., 2014), other students' test anxiety can positively impact their
performance (Macher et al., 2013). For some, their anxiety may not be debilitating,
possibly because the students have an interest in the subject or are motivated to invest
effort in the exam (Macher et al., 2013). Thus, one can speculate that a child's perceived
Scholastic or Athletic Competence (Harter, 2012) will be significantly correlated with his
or her symptoms of GAD (Birmaher et al., 1997).
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Hypothesis 3
Specific cognitive distortions, including Discounting the Positive,
Catastrophizing, Magnifying/Minimizing, Fortune Telling, Externalization of Self-Worth,
and Perfectionism, from the Inventory of Cognitive Distortions (ICD; DiTomasso &
Yurica, 2011; as cited in Roberts, 2015; Yurica, 2002; Yurica & DiTomasso, 2005)
revised for children would be predictors of overall symptoms of anxiety from the
SCARED (Birmaher et al., 1997), including Generalized Anxiety, Social Anxiety, Panic,
Separation Anxiety, and Significant School Avoidance, after controlling for grade and
gender. Previous research has identified the cognitive distortion of overgeneralization as
being one of the strongest predictors of anxiety (Weems et al., 2001). Two other
cognitive distortions have also been found to be strong predictors of anxiety; these are
catastrophizing and personalizing (Weems et al., 2001). More current research has
identified two different cognitive distortions, mind reading and underestimation of the
ability to cope, as being the two strongest predictors of anxiety (Maric et al., 2011).
Furthermore, Leitenberg et al. (1986) found that both female and male children,
specifically in Grades 4, 6, and 8, who endorsed more cognitive errors in their thinking
reported more symptoms of anxiety. Given the lack of equally comprehensive and
consistent research between anxiety and cognitive distortions (Weems et al., 2001),
additional research would be helpful to determine if different cognitive distortions can
predict anxiety-related symptoms among Hispanic/Latino youth, as prior studies have
heavily focused on Caucasian populations, while adjusting for grade and gender.
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Hypothesis 4
Significant negative relationships would exist between cognitive distortions,
including Discounting the Positive, Catastrophizing, Magnifying/Minimizing, Fortune
Telling, Externalization of Self-Worth, and Perfectionism, from the Inventory of
Cognitive Distortions (ICD; DiTomasso & Yurica, 2011; as cited in Roberts, 2015;
Yurica, 2002; Yurica & DiTomasso, 2005), revised for children, and the specific
subtypes of anxiety-related symptoms from the SCARED (Birmaher et al., 1997),
including Generalized Anxiety, Social Anxiety, Panic, Separation Anxiety, and
Significant School Avoidance. Research has shown that children who experienced more
symptoms of anxiety have been found to display more negative biases in their
information-processing abilities (Reid et al., 2006). Overgeneralization has been
identified as strongly correlated with and predictive of anxiety (Weems et al., 2001).
Two subtypes of overgeneralization are magnification and minimization (Beck & Beck,
2011; Burns, 1999). Research also found that catastrophizing, personalizing, and mind
reading are strong correlates of anxiety (Maric et al., 2011; Weems et al., 2001). Owing
to a lack of comprehensive and consistent research, determining if cognitive distortions
may potentially be related to anxiety-related symptoms (Weems et al., 2001) in a
Hispanic/Latino youth sample is essential.
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Chapter 3: Method
Overview
For the purposes of this study, a bilingual inner-city public charter school in a
large metropolitan area on the East coast was chosen as the site to recruit nonclinical
participants. This school was specifically selected because of a preexisting working
alliance between the investigator's chair committee member and the school's guidance
counselor, thus permitting accessibility to the school's population. Volunteer psychology
doctoral students worked as research assistants under the guidance of the investigator; the
research assistants were trained in administering assessments and completed a
Collaborative Institutional Training Initiative (CITI) training certification in human
subjects’ research. The intentions of the study, as well as the procedures, were discussed
among the investigator, the experimenter, the guidance counselor, and the dissertation
committee members.
The overarching goal of this study was to investigate whether specific domains of
self-perception, self-worth, and cognitive distortions can predict anxiety in a
Hispanic/Latino child and adolescent population while taking age and gender into
account. While a vast amount of research identifies low self-worth as a negative
consequence of anxiety (Grills & Ollendick, 2002), minimal research suggests low selfworth as a predictive factor for anxiety in Latino adolescents (Sowislo & Orth, 2013).
Therefore, these findings would contribute to the few current studies on childhood
anxiety, self-evaluation, and thought patterns while greatly expanding upon the
Hispanic/Latino youth literature.
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Design
The current study used a nonexperimental exploratory quantitative prospective
correlational design. This cross-sectional study involved the review of self-reports from
elementary- and middle-school students. The purpose of this study was to investigate
whether cognitive distortions and self-evaluation would be predictors of anxiety in a
Hispanic/Latino youth population after controlling for grade and gender.
Participants
Approximately 200 Hispanic/Latino students from Grades 4 through 8, all
between the ages of 9 and 15 years, were eligible to participate in the study. After
obtaining parental consent for 98 students, 84 of them were present on the day of the
testing and completed all of the questionnaires. Of this sample (n = 84), 48 participants
were female (57.1%) and 62 individuals identified as Puerto Rican (53.6%) or of multiple
Hispanic/Latino backgrounds (20.2%). Participants ranged in age from 9 years (4.8%) to
15 years (1.2%); many reported being 10 (21.4%) or 13 (33.3%) years old. Participants
identified as being in Grades 4 (7.1%), 5 (23.8%), 6 (13.1%), 7 (23.8%), or 8 (32.1%).
The majority of participants reported they primarily spoke English (67.9%) as
opposed to Spanish (32.1%). Approximately 95% of the participants reported living with
their mother, while about 46% of them also lived with their father. Just greater than 90%
of the sample reported living with siblings; some participants also lived with a
grandparent (20.2%), stepparents (15.5%), and/or stepsiblings (8.3%). Nearly all of the
participants were born in America (92.9%); many of their parents were not born in
America (59.5%).
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Inclusion Criteria
Participants were required to meet the following conditions to participate in the
study. Individuals were required to attend the previously selected bilingual public charter
school. All participants were required to identify as Hispanic/Latino, speak English, and
be enrolled in Grades 4, 5, 6, 7, or 8. Those who were interested had to obtain written
consent from their parents and provide assent at the time of the study in order to
participate. To ensure the parents or legal guardians were able to fully understand the
informed consent and thereby grant permission for their children to participate, the
parents or legal guardians needed to understand written or spoken English.
Exclusion Criteria
There were no exclusion criteria once inclusion criteria had been met.
Recruitment
The investigator coordinated with the school's guidance counselor to attend the
school's annual Back-to-School Night with research assistants. A table display at Backto-School Night provided the investigator and research assistants with the opportunity to
meet parents face to face and directly answer any questions they had. During this school
event, the investigator and research assistants offered information about the current study,
as well as free refreshments, snacks, and stationery materials (e.g., pens, pencils, folders)
to parents and children.
The investigator and research assistants explained to the parents the purpose of
the study, confidentiality, and the extent of their children's participation in the study.
They also explained to the parents that their children's identities would remain
anonymous and confidential at all times. The parents were made aware that no names,
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dates of birth, homerooms, or other identifying information would be collected at any
time. They were also informed that the parental consents and children assents, each with
the children's names on them, would be collected and kept separate from the surveys to
ensure anonymity. The investigator and research assistants let the families know that
their children would be asked to fill out four forms in school on a date to be determined.
These four forms included a demographic questionnaire, the anxiety measure, the selfevaluation measure, and the cognitive distortion measure, which were available in hard
copies if any parent asked to see them.
Parents were informed that to compensate them for their time and to thank them
for allowing their children to participate in this study, they would be entered into a free
raffle with the chance to win one of two $50 Visa gift cards, as provided by the
investigator. They were also made aware that participating children would also be
compensated for their time and cooperation with free snacks and the opportunity to win
one of three $10 iTunes gift cards through a free raffle, as provided by the investigator,
after completing the surveys. After offering this information to the parents, the
investigator and research assistants asked for parental consent by providing an informed
consent form in English, reviewing it with them, and obtaining their signature during this
encounter. Families were provided with a copy of their signed informed consent.
In addition, the investigator coordinated with the school's guidance counselor to
set up a date and time to go to the school with the research assistants to speak with the
elementary- and middle-school students at a time that would not conflict with their
academics. The investigator introduced herself and explained the purposes of the current
study to the students. They were told that the extent of their participation in this study
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would be to fill out four questionnaires at a later date. As provided by the investigator,
candy and consent forms in English were distributed to the students in Grades 4, 5, 6, 7,
and 8. Students whose parents had already provided consent at Back-to-School Night
were not expected to resubmit their consent forms. The investigator and research
assistants explained to the students that those who returned their consent forms to the
school's guidance counselor within 1 week would receive free snacks and be entered into
a free raffle to win one of three $10 iTunes gift cards, provided by the investigator, as
compensation for their time and cooperation in completing the surveys in school on the
day the assessments were administered.
Measures
Demographic Questionnaire
Each participant completed a demographic information sheet created by the
investigator. Participants reported their current age, grade level, gender, and ethnicity.
They were also asked to identify which family members they lived with (e.g., a biological
mother, a stepfather), if they and their parents were born in the United States, if they had
any siblings, and to identify the primary language spoken at home.
Screen for Child Anxiety Related Emotional Disorders (SCARED; Birmaher et al.,
1997; Birmaher et al., 1999)
The SCARED is a self-report measure of anxiety disorders in children and
adolescents older than 12 years of age. While children between the ages of 8 to 11 years
can be assessed using the SCARED, the administrator should explain each question or sit
with the young child as he or she responds to each item, should he or she have any
questions (Birmaher et al., 1997; Birmaher et al., 1999). Across 41 items, participants are
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asked to rate their identification with each statement (e.g., "I worry about other people
liking me") using a 3-point Likert scale (0 = not true or hardly ever true of me; 1 =
somewhat true or sometimes true of me; 2 = very true or often true of me; Birmaher et al.,
1997; Birmaher et al., 1999). Specifically, participants receive an overall score, and five
separate subscale scores are linked to specific anxiety disorders, including Panic Disorder
(PN), Generalized Anxiety Disorder (GD), Separation Anxiety Disorder (SP), Social
Anxiety Disorder (SC), and Significant School Avoidance (SH; Birmaher et al., 1997;
Birmaher et al., 1999). An overall score of 25 or higher indicates the possible presence
of an anxiety disorder (Birmaher et al., 1997; Birmaher et al., 1999). More specifically,
each subscale has its own threshold score, indicating the possible presence of that
associated disorder (PN > 7, GD > 9, SP > 5, SC > 8, SH > 3). Typically, a high score
either on a subscale or overall indicates a greater presence of anxiety-related symptoms
(Birmaher et al., 1997; Birmaher et al., 1999).
The SCARED has demonstrated strong internal consistency (α = .90) and good
test-retest reliability (Birmaher et al., 1997; Birmaher et al., 1999). Additionally, the
SCARED has demonstrated acceptable discriminant validity compared to measures of
depression (Birmaher et al., 1997; Birmaher et al., 1999). This validity has also been
satisfactory when comparing overall anxiety scores to each subscale score and also
between subscales scores (Birmaher et al., 1997; Birmaher et al., 1999).
The SCARED has been primarily normed on Caucasian youth samples. Wren et
al. (2007) conducted an exploratory factor analysis (EFA) on the SCARED based on a
multiethnic sample of 515 children ranging in age from 8 to 12 years. In stratifying the
sample by ethnicity, their findings revealed that only four core SCARED subscales
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remained for Hispanic/Latino children as compared to the five subscales for nonHispanic/Latino children (Wren et al., 2007). The single core subscale that was not
retained after the EFA was SH; Wren et al., 2007). Thus, these results do not reflect the
originally normed findings of the SCARED, in which five distinct core subscales were
found (Birmaher et al., 1997; Wren et al., 2007). For these reasons, the outcome of SH
was not examined in the current study when looking at the specific subtypes of anxiety,
but was calculated into the total sum of a child's overall score of anxiety-related
symptoms. To explain their findings from the EFA, Wren et al. (2007) concluded that
culture-bound differences between Hispanic and non-Hispanic children may reflect such
discrepancies in the way these children conceptualize anxiety. Therefore, children of a
Hispanic/Latino origin may perceive and express anxiety differently from nonHispanic/Latino children. In addition, the SCARED subscales may not accurately reflect
such differences between these ethnicities; thus, further research in this area ought to be
conducted (Wren et al., 2007).
Harter's Self-Perception Profile for Children (SPPC; Harter, 2012)
The SPPC is a self-report measure assessing one's levels of self-perception and
self-esteem. The SPPC is targeted specifically for children in Grades 3 through 8 (Harter,
2012). Each of the 36 items offers participants the choice of one of two statements (e.g.,
"Some kids would rather play outdoors in their spare time BUT Other kids would rather
watch T.V."; Harter, 2012). Once the child picks the statement he or she most identifies
with, he or she is asked to select either "Really true for me" or "Sort of true for me"
(Harter, 2012). A sample item is provided on the SPPC for the experimenters to
administer to the participants (Harter, 2012). Six specific constructs are measured to
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assess for a participant's attitudes toward him or herself. Self-perception is measured
through the first five domains, which are Scholastic Competence, Social Competence,
Athletic Competence, Physical Appearance, and Behavioral Conduct (Harter, 2012). The
sixth domain, Global Self-Worth, measures one's overall self-esteem (Harter, 2012). A
scoring key is provided in the manual, as some items are reverse-scored (Harter, 2012).
Per domain, higher scores indicate higher levels of self-perception or self-esteem,
whereas lower scores demonstrate lower levels of self-perception or self-esteem (Harter,
2012).
The SPPC has been shown to have satisfactory internal consistency reliabilities
across subscales, with Cronbach's alphas between .73 and .81 (Muris, Meesters, & Fijen,
2003), as well as satisfactory face, convergent, and construct validities (Harter, 2012).
Additionally, the SPPC has demonstrated sufficient factorial validity, which indicates that
very clear discriminations exist between the designated factors, or subscales, when
assessing different constructs, as evidenced by high loadings and virtually no crossloadings (Harter, 2012). The SPPC is available in a Spanish version, which also upholds
these reliable and valid psychometric characteristics (Pereda & Forns, 2004).
Inventory of Cognitive Distortions (ICD) revised for children (DiTomasso & Yurica,
2011; as cited in Roberts, 2015; Yurica, 2002; Yurica & DiTomasso, 2005)
The ICD is a 69-item, self-report measure composed of short statements to assess
for 11 different types of cognitive distortions. In studies conducted by DiTomasso and
Yurica (2011) as well as Yurica (2002), the ICD was designed and validated for use with
a clinical sample of adults who exhibited symptoms of an emotional disorder (as cited in
Roberts, 2015). Items are scored on a 5-point Likert scale, ranging from 1 meaning

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

74

Never to 5 meaning Always (Roberts, 2015). Scores on the ICD can range from 69 to
345, with higher scores suggesting a greater occurrence of cognitive distortions when
compared to lower scores (Roberts, 2015). The purpose of the ICD is to present both a
total score of cognitive distortions and scores for each subscale of specific distortions
(Roberts, 2015).
An initial validation study conducted by Yurica (2002) found a high test-retest
reliability coefficient for total scores (.998) following a 5-week interval (as cited in
Roberts, 2015). Yurica (2002) also concluded that the instrument demonstrated high
internal consistency reliability with a total scale Cronbach’s alpha equaling .98, as well as
alphas for the 11 subscales ranging from .56 to .94 (as cited in Roberts, 2015). With
regard to concurrent validity, Yurica (2002) noted that total scores on the ICD correlated
significantly and positively with other widely accepted measures of distorted thinking
and psychopathology, such as the Dysfunctional Attitudes Scale (DAS-A; r = .70), the
Beck Depression Inventory (BDI-II; r = .70), and the Beck Anxiety Inventory (BAI; r =
.59). Good construct validity has also been established for this measure (as cited in
Roberts, 2015).
For the purposes of the current study, a revised version of this measure was
created for children (see Appendix A). The original ICD has been used with adult
samples; the revised ICD has been constructed to administer to children and adolescents.
First, the measure was shortened for the child respondent based on a recent principal
component analysis (PCA) of the original ICD within a nonclinical adult sample
(Roberts, 2015). This was done by selecting only those items corresponding to the
factors of interest to the current investigator. The recent PCA of the original ICD
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identified 11 factors, or 11 types of cognitive distortions, that the measure accurately
assessed for (Roberts, 2015). Six of these 11 factors were selected for the current study
based on prior research; items that loaded for these factors were the items selected.
Second, the wording for some of these selected items was slightly revised to be more
applicable and understandable to a child respondent. Two outside elementary-school
teachers not associated with the school being sampled reviewed the wording of the items
to determine if it was appropriate for students in Grades 4 through 8 to read and
understand.
Scoring for the revised measure remained the same as that for the original
measure; the same 5-point Likert scale was used, ranging from 1 to 5 points per item
(Roberts, 2015). The same interpretation was also used (Roberts, 2015). An overall total
score was acquired; higher scores indicated the presence of more cognitive distortions.
Scores within each subtype were totaled; higher subtype scores indicated the presence of
specific cognitive distortions. One should note that this revised measure was not
formally standardized across populations, as the alterations were primarily based on a
prior PCA (Roberts, 2015). Therefore, the revised measure itself is a possible limitation
of the current study (addressed in a later section). As part of this current study,
preliminary reliability statistics and an exploratory factor analysis (EFA) were conducted
to determine the consistency of the measure and examine the factor loadings in
comparison to the most recent PCA of this measure on a nonclinical adult sample
(Roberts, 2015).
Procedure
The study took place over the course of several weeks. Following the recruitment
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of participants, the investigator contacted the guidance counselor to arrange a time to pick
up the returned consents after the allotted 1-week return time period. The investigator
and research assistants gathered the consent forms from the school counselor and, with
her assistance, determined which individuals were able to participate based on the
inclusion criteria. The investigator collaborated with the school guidance counselor to
arrange a date for the investigator and research assistants to return to the school to
administer the assessments.
On the predetermined date for the evaluations, those elementary- and middleschool students who consented and met inclusion criteria completed the assessments at
school. The investigator and research assistants first obtained assent from all participants
and made them aware that these forms, which had their names on them, would be kept
separate from the surveys to ensure anonymity. Once the questionnaires were distributed,
participants were explicitly informed to not write their names, dates of birth, or even
homerooms on any of the forms, as to ensure anonymity. Directions were explained to
the children for each questionnaire; the investigator and research assistants were available
at all times to answer any questions as needed. The benefits of having research assistants
who are doctoral psychology students with experience in assessments to help administer
the measures are that they are able to answer questions and instruct the participants on
correctly completing the provided questionnaires. The approximate duration for
completing the assessments was 20 to 30 minutes. Once the forms were completed and
collected, the investigator and research assistants distributed the free snacks provided by
the investigator. The two consenting parent and three participating student gift cards for
the raffle were left with the guidance counselor, who would be contacted at a later date
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once the winners' names had been drawn.
Once the measures were scored, the data were entered into an SPSS dataset and
analyses were run, using deidentified coding procedures to ensure confidentiality and
anonymity. The consent forms from the participants' families and the participants’ assent
forms remained locked in a filing drawer in the office of the investigator's dissertation
chair. The actual questionnaires filled out by the participants were also kept in the same
room, but locked in a separate filing drawer. Names of the parents and children from the
consent and assent forms were used in the raffle drawing. One research assistant blindly
and randomly selected the names of two parents and three children from separate
envelopes and informed the investigator of the winners. The investigator contacted the
school's guidance counselor to notify her of the two parent and three student names so
she could appropriately distribute the gift cards to the selected winners.
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Chapter 4: Results
Preliminary Analyses
To calculate a sufficient sample size for the appropriate tests to be carried out,
power analyses were conducted through a G*Power a priori sample size calculator for the
two hierarchical multiple regressions using the fixed model, R2 increase, and the two
correlational matrices. For each of the hierarchical multiple regressions, the desired
effect size was .35 (large), the power level was .95, the number of tested predictors was
six, the total number of predictors was eight, and the probability level was .05. For the
one-tailed correlations, the desired effect size was .50 (large), the power level was .95,
and the probability level was .05. Based on this information, the minimum required
sample size was calculated to be at least 67 participants.
All analyses were computed using the statistical software program, SPSS.
Descriptive statistics were used to gather demographic information about the sample,
including reported ages, genders, ethnicities, grade levels, primary languages, and places
of birth. Participants were also asked to identify the family members they lived with
(e.g., mother, father, stepparent, grandparent, other). Demographic data, reported as
frequencies, means, standard deviations, and percentiles, are outlined in Tables 1, 2, and
3.
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Table 1.
Demographic Sample Data with Frequencies, Means, and Standard Deviations
N = 84

Mean

Standard deviation

11.80

1.46

6.50

1.35

Gender
Male

36

Female

48

Age (years)
9

4

10

18

11

12

12

15

13

28

14

6

15

1

Grade
4

6

5

20

6

11

7

20

8

27
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Table 2.
Familial Demographic Sample Data with Frequencies and Percentiles
n

Percentiles

Mother

80

95.2

Father

39

46.4

Grandparent

17

20.2

Step-parent

13

15.5

5

6.0

Family Members

Other

Table 3.
Cultural Demographic Sample Data with Frequencies and Percentiles
N = 84

Percentiles

45

53.6

Dominican

9

10.7

Cuban

1

1.2

Mexican

5

6.0

Other Hispanic/Latino

4

4.8

17

20.2

3

3.6

57

67.9

Ethnicity
Puerto Rican

Multiple Hispanic/Latino
Biracial
Primary language
English
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Spanish

81

27

32.1

U.S.A.

78

92.9

Other

6

7.1

U.S.A.

29

34.5

Other

50

59.5

5

6.0

Birth country

Parents' birth country

Unknown

Mean scores and standard deviations for each measure and subscales are reported
in Tables 4, 5, and 6.

Table 4.
Self-Perception Profile for Children (SPPC) Data
Mean

Standard deviation

Scholastic Competence

17.50

4.64

Social Competence

17.62

4.33

Athletic Competence

17.32

4.45

Physical Appearance

16.69

5.04

Behavioral Conduct

17.49

4.51

Global Self-Worth

18.62

4.45

Note. Scores for each domain range from 6 to 24. Higher scores indicate more positive
self-perception or self-esteem.
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Table 5.
Revised Inventory of Cognitive Distortions (ICD) for Children Data
Mean

Standard deviation

Discount the Positive

31.19

11.62

Magnify/Minimize

25.69

7.47

Fortune Telling

11.63

4.97

Externalize Self-Worth

11.12

4.83

Perfectionism

7.57

2.99

Catastrophize

5.12

2.10

Overall total

92.14

26.89

Note. Overall total scores range from 39 to 195. Higher scores indicate the presence of
more cognitive distortions.

Table 6.
Screen for Child Anxiety Related Emotional Disorders (SCARED) Data
Mean

Standard deviation

Panic (> 7)

6.39

4.99

School avoidance (> 3)

2.14

1.69

Social anxiety (> 8)

5.75

3.51

Separation anxiety (> 5)

5.56*

3.56

Generalized anxiety (> 9)

6.40

3.92

26.11*

13.44

Overall anxiety total (> 25)

Note. Overall total scores range from 0 to 82. Higher scores indicate the presence of more
anxiety symptoms. Clinical thresholds are identified in parentheses. *Mean exceeds
clinical threshold.
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Additionally, an independent samples t test was conducted to determine whether
male and female children differed on reported overall anxiety symptoms. The
assumption of homogeneity of variances was assessed using the Levene's test, which was
found to not be significant; thus, equal variances between groups were assumed (p =
.443). The independent samples t test was found to be significant, t(82) = -2.07, p < .05.
Thus, significant differences existed between male (M = 22.67, SD = 14.51) and female
(M = 28.69, SD = 12.10) children with regard to their reported overall anxiety symptoms,
as outlined in Table 7. This finding demonstrates why the variable of gender ought to be
controlled for when conducting hierarchical multiple regressions for Hypotheses 1 and 3
as it indicates that significant differences exist between boys’ and girls’ reported overall
anxiety symptoms.

Table 7.
Means and Standard Deviations for Overall SCARED Scores Based on Gender
N = 84

Mean

Standard deviation

Male

36

22.67

14.51

Female

48

28.69

12.10

Gender

Note. Screen for Child Anxiety Related Emotional Disorders (SCARED).

Further analyses were computed to determine if significant differences existed among
overall anxiety scores across grade levels. Initially, the researcher attempted to carry out
this analysis using the variable of age. However, because one age group (15-year-old)
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had only one participant, such analyses could not be completed using this variable. Thus,
the investigator decided to use the variable of grade. First, a Shapiro-Wilk test (p > .05)
and a visual inspection of histograms, normal Q-Q plots, and box plots showed that the
overall anxiety scores were approximately normally distributed for fourth, fifth, sixth,
seventh, and eighth graders. A one-way ANOVA was conducted to determine if
children's current level of education had an effect on their reported overall anxiety
symptoms. The Levene’s test was found to be significant; thus, equal variances were not
assumed (p < .01). Because of unequal variances, a Brown-Forsythe test was conducted;
an overall significant difference was found, F(4, 56.85) = 5.18, p < .001. A GamesHowell posthoc test was conducted and revealed significant differences between fourth
graders when compared to sixth (p = .014), seventh (p = .011), and eighth (p = .007)
graders. Fourth graders (M = 44.67, SD = 9.63) reported significantly more anxiety
symptoms than their peers in the sixth (M = 24.91, SD = 6.28), seventh (M = 23.70, SD =
16.34), and eighth (M = 22.11, SD = 9.88) grades, as outlined in Table 8. This finding
demonstrates why the variable of grade ought to be controlled for when conducting
hierarchical multiple regressions for Hypotheses 1 and 3, as it indicates that significant
differences exist between older and younger children’s overall anxiety symptoms.
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Table 8.
Means and Standard Deviations for Overall SCARED Scores Based on Grade
N = 84

Mean

Standard deviation

4

6

44.67

9.63

5

20

29.00

14.02

6

11

24.91

6.28

7

20

23.70

16.34

8

27

22.11

9.88

Grade

A Cronbach’s alpha was conducted to determine the internal consistency
reliability of the revised ICD for children measure. The coefficient alpha was found to
have strong internal consistency reliability (α = .94), meaning that the items together
reliably measure some underlying construct. This is demonstrated by deleting certain
items from the measure. If Item 17 (“I don't give myself credit for my
accomplishments”) was deleted, the internal consistency would marginally increase (α =
.94). This means that the internal consistency of the measure would be slightly stronger
without Item 17; thus, Item 17 is not important to the measure’s internal consistency
reliability. If Item 35 (“When I compare myself with others, I feel I am not as good as
them”) was deleted, the internal consistency would marginally decrease (α = .93). This
means that the internal consistency of the measure would be slightly weaker without Item
35; thus, Item 35 is important to the measure’s internal consistency reliability.
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Additionally, Cronbach’s alpha statistics were used to determine the internal consistency
reliability for each designated subscale, as indicated in Table 9.

Table 9.
Reliability Statistics for Revised ICD for Children Subscales
Number of items

α

Discount the Positive

14

.89

Magnify/Minimize

10

.80

Fortune Telling

5

.89

Externalize Self-Worth

5

.81

Perfectionism

3

.64

Catastrophize

2

.36

Note. Inventory of Cognitive Distortions (ICD).

Hypothesis 1
To examine whether any of the six domains of self-evaluation, including Global
Self-Worth, Scholastic Competence, Social Competence, Academic Competence,
Physical Appearance, and Behavioral Conduct, as measured by the SPPC (Harter, 2012),
were predictors of overall anxiety in children, as measured by the SCARED (Birmaher et
al., 1997), after adjusting for grade and gender, a hierarchical multiple regression analysis
was performed. This analysis allowed the investigator to examine the predictive value of
self-evaluation in relation to overall anxiety while correcting for the potential influences
of grade and gender. By controlling for these two covariates, the potential statistical
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influence of these two variables was accounted for, which may have otherwise affected
the dependent variable of anxiety-related symptoms.
Before analyzing the hierarchical multiple regression, the relevant assumptions of
this statistical test were checked and met. Preliminary analyses were conducted to ensure
no violation of the assumptions of a hierarchical multiple regression, such as normality
and linearity, were committed. The smallest variance was no more than 1.5 times the size
of the largest variance (Field, 2013); thus, homoscedasticity was not violated. Tests of
skewness and kurtosis found that the variables were largely normally distributed.
Additionally, an examination of correlations to assess for multicollinearity was deemed
not to be an issue, as none of the correlation coefficients were above .90, indicating no
strong relationships. Correlation coefficients, displayed in Table 10, ranged in value
from .01 to .61 among distinct variables. Singularity was not violated, as no independent
variable was found to be a combination of another variable (e.g., subscale scores and the
total score of the scale were not included). In Model 1, the VIF value of 1.01 was less
than 10, and the tolerance value of .99 was above .10, thus falling within acceptable
ranges as outlined by Bowerman and O’Connell (1990) and Myers (1990) (as cited by
Field, 2013). Similarly, in Model 2, the VIF and tolerance values were within acceptable
ranges, as identified by Bowerman and O’Connell (1990) and Menard (1995) (as cited by
Field, 2013) for all predictors (Grade = 1.07 and .93; Gender = 1.14 and .88; Scholastic =
1.94 and .52; Social = 1.59 and .63; Athletic = 2.14 and .47; Physical = 1.71 and .58;
Behavioral = 1.55 and .64; and Self-Worth = 2.29 and .44, respectively). Tests of
skewness and kurtosis found that the variables were largely normally distributed.
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Table 10.
H1 Assessment of Multicollinearity Among Self-Evaluation Predictors
Correlation Coefficients
Scholastic
Scholastic

1.000

Social

Athletic

Physical

Behavioral

.367**

.486***

.424***

.377***

.584***

.525***

.357**

-.016

.450***

.406***

-.157

.467***

1.000

.206

.610***

.206

1.000

.329**

Social

.367**

Athletic

.468***

.525***

Physical

.424***

.357**

Behavioral

.377***

Self-Worth

.584***

*p

1.000

-.016
.450***

1.000
.406***
-.157
.467***

.610***

.329**

Self-Worth

1.000

< .05. **p < .01. ***p < .001.

Model 1 examined gender and grade predicting overall anxiety; Model 2 analyzed
gender and grade plus the six domains of self-evaluation predicting overall anxiety.
Results indicated that the model as a whole was highly significant, F(8, 75) = 4.59, p <
.001. When grade and gender were entered together in Step 1, they significantly
predicted overall anxiety, F(2, 81) = 9.92, p < .001, R2 = .20. However, as indicated by
the R2, 20% of the variance in overall anxiety could be predicted by knowing the
participant’s grade and gender. When the six domains of self-evaluation were added to
gender and grade in Step 2, this combination of variables was able to significantly predict
overall anxiety, F(6, 75) = 2.46, p < .05, R2 = .33. As demonstrated by the R2 value, this
combination of variables accounted for 33% of the variance in overall anxiety symptoms.
This indicates that the addition of the six domains of self-evaluation was a significant
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contribution to the model, accounting for an incremental 13% of the variance in overall
anxiety scores above and beyond the variance accounted for by grade and gender, ∆R2 =
.13. The observable effect size attributable to the addition of self-evaluation domains in
Model 2 is considered to be moderate to large (f 2 = .28). In summary, these results,
outlined in Table 11, indicate that the six domains of self-evaluation, grade, and gender,
combined together, are significant predictors of overall symptoms of anxiety.

Table 11.
H1 Hierarchical Multiple Regression Analysis Summary for Six Domains of SelfEvaluation, Controlling for Grade and Gender, Predicting Overall Anxiety
Variable

B

SE B

ẞ

Step 1
Constant

40.12

7.54

Grade

-3.84

1.00

-.39***

Gender

6.95

2.70

.26*

Step 2
Constant

57.82

10.86

Grade

-3.61

0.98

-.36***

Gender

6.24

2.72

.23*

Scholastic

0.23

0.38

.08

Social

-0.65

0.37

-.21

Athletic

0.19

0.42

.06

Physical

-0.36

0.33

-.14

R2

∆R2

.20

.20

.33

.13
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Behavioral

0.21

0.35

.07

Self-Worth

-0.62

0.43

-.20

90

Note. B = Unstandardized B. SE B = Coefficients standard error. ẞ = Standardized
coefficients beta. R2 = R-squared. ∆R2 = R-squared change.
*p < .05; **p < .01; ***p < .001.

Hypothesis 2
To test the hypothesis that any of the children's six domains of self-evaluation,
including Global Self-Worth, Scholastic Competence, Social Competence, Academic
Competence, Physical Appearance, and Behavioral Conduct, as measured by the SPPC
(Harter, 2012), were negatively related to any of the five anxiety-related symptoms,
including Generalized Anxiety, Social Anxiety, Panic, Separation Anxiety, and
Significant School Avoidance, from the SCARED (Birmaher et al., 1997), one
correlational matrix was conducted. This analysis allowed the investigator to closely
examine the specific nature of the relationships between the six domains of selfevaluation and the five subtypes of anxiety-related symptoms.
A Pearson correlation matrix was conducted to determine the possible significant
negative relationships between specific domains of self-evaluation and certain subtypes
of anxiety. Of the 30 possible relationships, 15 Pearson correlations were found to be
statistically significant and were equal to or greater than r(82) = -.182, p < .05, one-tailed;
detailed findings are outlined in Table 12. More specifically, the Social Competence
domain of self-evaluation was significantly and negatively correlated with each of the
five subtypes of anxiety. The Global Self-Worth domain yielded similar results, with the
exception of producing a significant relationship with Separation Anxiety. Domains of
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Athletic Competence and Scholastic Competence were identified as having significant
negative relationships with the Panic subtype of anxiety; Athletic Competence also
emerged as being negatively and significantly related to the Separation and Generalized
Anxiety subtypes. The domain of Physical Appearance was significantly and negatively
correlated with the School Avoidance and Generalized Anxiety subtypes. The
Behavioral Conduct domain was not significantly correlated with any subtype of anxiety.
Overall, nearly all of the six domains of self-evaluation were found to have significant
negative relationships with at least one subtype of anxiety.

Table 12.
H2 One-Tailed Correlation Matrix Summary for Five Anxiety Subtypes and Six Domains
of Self-Evaluation
Correlation coefficients
Scholastic

Social

Athletic

Panic

-.182*

-.260**

-.188*

-.128

.007

-.202*

School

-.134

-.187*

-.102

-.268**

.033

-.246*

Social

-.122

-.311**

-.108

-.158

-.104

-.219*

Separation

-.052

-.341**

-.237*

-.093

.111

-.127

Generalized

-.167

-.212*

-.223*

-.413***

-.024

-.395***

*p

< .05. **p < .01. ***p < .001.

Physical

Behavioral

Self-Worth
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Hypothesis 3
To examine whether six types of cognitive distortions, including Discounting the
Positive, Magnifying/Minimizing, Fortune Telling, Externalization of Self-Worth,
Perfectionism, and Catastrophizing (DiTomasso & Yurica, 2011; as cited in Roberts,
2015; Yurica, 2002; Yurica & DiTomasso, 2005), as measured by the revised ICD for
children, were predictors of overall anxiety in children, as measured by the SCARED
(Birmaher et al., 1997), after controlling for grade and gender, a hierarchical multiple
regression analysis was conducted. This analysis allowed the investigator to examine the
predictive value of cognitive distortions in relation to anxiety while controlling for the
potential influences of grade and gender. By controlling for these two covariates, the
potential statistical influence of grade and gender could be accounted for, which may
have otherwise affected the dependent variable of anxiety-related symptoms.
Before analyzing the hierarchical multiple regression, the relevant assumptions of
this statistical test were examined. Preliminary analyses were conducted to ensure no
violations of the assumptions of a hierarchical multiple regression had been committed.
Homoscedasticity was violated, as the smallest variance exceeded the largest variance by
more than 1.5 times (Field, 2013). To remediate this violation, a bootstrapping method
was used to normally distribute the data. Additionally, an examination of correlation
matrices to assess for multicollinearity was found not to be an issue, as none of the
correlation coefficients were above .90, indicating no strong relationships. Correlation
coefficients, displayed in Table 13, ranged in value from .03 to .77 among distinct
variables. Singularity was not violated, as no independent variable was found to be a
combination of another variable (e.g., subscale scores and the total score of the scale
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were not included). In Model 1, the VIF value of 1.01 was less than 10, and the tolerance
value of .99 was above .10, thus falling within acceptable ranges as identified by
Bowerman and O’Connell (1990) and Myers (1990) (as cited by Field, 2013). In Model
2, the VIF and tolerance values were also within acceptable ranges as outlined by
Bowerman and O’Connell (1990) and Menard (1995) (as cited by Field, 2013) for all
predictors (Grade = 1.17 and .85; Gender = 1.10 and .91; Discount Positive = 4.62 and
.22; Magnify/Minimize = 1.44 and .70; Fortune Telling = 3.12 and .32; Externalize SelfWorth = 2.31 and .43; Perfectionism = 2.00 and .50; and Catastrophize = 2.56 and .39,
respectively).

Table 13.
H3 Assessment of Multicollinearity Among Cognitive Distortion Predictors
Correlation coefficients
Discount
Positive
Discount
Positive
Magnify/
Minimize

Magnify/
Minimize

Fortune
Telling

.455***

.772***

.634***

.552***

.674***

.424***

.254*

.312**

.506***

.428***

.291**

.689***

.652***

.303**

1.000
.455***

1.000

Externalize
Self-Worth

Fortune
Telling

.772***

.424***

Externalize
Self-Worth

.634***

.254*

.428***

Perfectionism

.552***

.312**

.291**

.652***

Catastrophize

.674***

.506***

.689***

.303**

*p

< .05. **p < .01. ***p < .001.

1.000

1.000

Perfectionism Catastrophize

1.000
.283**

.283**
1.000
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Bootstrapped bias-corrected and accelerated (BCa) confidence intervals are
reported in brackets in Table 14 and include bootstrapped standard error values. These
bootstrapped results were based on 1,000 bootstrap samples. Similar to Hypothesis 1,
Model 1 again examined gender and grade predicting overall anxiety; however, Model 2
analyzed gender and grade plus the six domains of cognitive distortions predicting overall
anxiety. Results indicated that the model as a whole was highly significant, F(8, 75) =
8.99, p < .001. As reported in Hypothesis 1, when grade and gender were entered
together in Step 1, they significantly predicted overall anxiety, F(2, 81) = 9.92, p < .001,
R2 = .20. The R2 value indicates that 20% of the variance in overall anxiety could be
predicted by knowing the participant’s grade and gender. When the six types of
cognitive distortions were added to gender and grade in Step 2, this combination of
variables could significantly predict overall anxiety, F(6, 75) = 7.17, p < .001, R2 = .49.
As demonstrated by the R2 value, this combination of variables accounted for 49% of the
variance in overall anxiety symptoms. This indicates that the addition of the six types of
cognitive distortions was a significant contribution to the model, accounting for an
incremental 29% of the variance in overall anxiety scores above and beyond the variance
accounted for by grade and gender, ∆R2 = .29. The observable effect size attributable to
the addition of cognitive distortions in Model 2 is considered to be large (f 2 = .93). In
summary, these results indicate that the six types of cognitive distortions, grade, and
gender, combined together, are significant predictors of overall symptoms of anxiety.
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Table 14.
H3 Hierarchical Multiple Regression Analysis Summary for Six Types of Cognitive
Distortions, Controlling for Grade and Gender, Predicting Overall Anxiety, with
Bootstrapped Standard Error
Variable

B

SE B

ẞ

Step 1
Constant

40.12
[26.11, 55.74]

7.19

Grade

-3.84
[-5.59, -2.12]

0.93

-.39***

Gender

6.95
[1.05, 12.15]

2.73

.26*

Step 2
Constant

8.97
[-8.62, 28.52]

9.15

Grade

-2.40
[-3.99, -0.92]

0.82

-.34*

Gender

5.64
[0.43, 10.61]

2.50

.21*

Discount
Positives

0.36
[-0.12, 1.01]

0.26

.32

Magnify/
Minimize

0.31
[-0.04, 0.68]

0.18

.17

Fortune
Telling

0.16
[-0.74, 1.15]

0.46

.06

Externalize
Self-Worth

0.46
[-0.18, 1.03]

0.34

.16

Perfectionism

-0.66
[-1.80, 0.28]

0.55

-.15

Catastrophize

0.51
[-1.12, 1.91]

0.88

.08

R2

∆R2

.20

.20

.49

.29

Note. B = Unstandardized B. SE B = Coefficients standard error. ẞ = Standardized coefficients beta.
R2 = R-squared. ∆R2 = R-squared change. 95% bias-corrected and accelerated (BCa) confidence
intervals reported in brackets.
*p < .05. **p < .01. ***p < .001.
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Hypothesis 4
To test the hypothesis that any of the six children's reported cognitive distortions,
including Discounting the Positive, Magnifying/Minimizing, Fortune Telling,
Externalization of Self-Worth, Perfectionism, and Catastrophizing (DiTomasso & Yurica,
2011; as cited in Roberts, 2015; Yurica, 2002; Yurica & DiTomasso, 2005), as measured
by the revised ICD for children, were positively related to any of the five anxiety-related
symptoms, including Generalized Anxiety, Social Anxiety, Panic, Separation Anxiety,
and Significant School Avoidance, from the SCARED (Birmaher et al., 1997), a
correlational matrix was used. This analysis was used because it allowed the investigator
to closely examine the specific nature of the relationships between the six different
cognitive distortions and five subtypes of anxiety-related symptoms.
A Pearson correlation matrix was conducted to determine the possible significant
positive relationships between specific domains of cognitive distortions and certain
subtypes of anxiety. Of the 30 possible relationships, 27 Pearson correlations were found
to be statistically significant and were equal to or greater than r(82) = .248, p < .05, onetailed. Of these 27 relationships, 25 were significant at the p < .01 or p < .001 level;
detailed findings are outlined in Table 15. In particular, all five of the anxiety subtypes
were significantly and positively correlated with five of the six cognitive distortions;
these included Discounting the Positive, Magnify/Minimize, Fortune Telling,
Externalization of Self-Worth, and Catastrophizing. The Perfectionism cognitive
distortion yielded positive significant relationships with the Social and Generalized
anxiety subtypes. Overall, each of the six types of cognitive distortions had significant
positive relationships with at least one subtype of anxiety.
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Table 15.
H4 One-Tailed Correlation Matrix Summary for Five Anxiety Subtypes and Six Types of
Cognitive Distortions
Correlation coefficients
Discount Magnify/ Fortune Externalize
Perfectionism Catastrophize
Positive Minimize Telling Self-Worth
Panic

.437***

.350**

.342**

.255**

.158

.451***

School

.325**

.357***

.397***

.248*

.058

.318**

Social

.476***

.327**

.325**

.275**

.234*

.345**

Separation

.323**

.298**

.394***

.261**

.101

.413***

.324**

.476***

.489***

.410***

.462***

Generalized .611***
*p

< .05. **p < .01. ***p < .001.

Additional Analyses
In order to investigate the factor structure of the revised ICD for children, a
principal components factor analysis with varimax rotation was conducted. The 39 items
from the revised ICD for children were analyzed and factors with rotated eigenvalues
greater than 1 were extracted. Based on the sample size, a factor loading criterion of at
least .578 was used to identify significant loadings for items in each factor.
This exploratory factor analysis revealed a spread of items across nine factors,
each containing unique loadings, as seen in Table 16. In contrast, Roberts (2015)
identified 11 factors in a nonclinical adult sample.
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Table 16.
Unique Factor Loadings Within Revised ICD for Children
F1

Item 7

.823

Item 2

.768

Item 31

.762

Item 22

.760

Item 34

.624

Item 12

.485

Item 20

.474

F2

Item 27

.781

Item 24

.720

Item 1

.719

Item 32

.718

Item 9

.671

Item 35

.648

Item 15

.564

Item 11

.484

F3

Item 18

.847

Item 19

.820

Item 14

.808

Item 39

.746

F4

F5

F6

F7

F8

F9
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.548

Item 3

.801

Item13

.720

Item 38

.782

Item 25

.757

Item 4

.842

Item 29

.690

Item 26

.723

Item 23

.613

Item 30

-.590

Note. Inventory of Cognitive Distortions (ICD).

In examining the loadings of the items, many of the revised ICD for children
items loaded in a similar pattern compared to the nonclinical adult sample previously
used (Roberts, 2015). These consistent factors and their new respective loadings are
displayed in Table 17.

Table 17.
Consistent Factors Between Original ICD and Revised ICD for Children
Factor 1: Discounting the Positive / Personalization
Item

Loading

Item 36: I put myself down.

.610*
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Item 33: I usually don't pay attention to any compliments given to me.

.553*

Item 10: I usually blame myself for bad things.

.540*

Item 12: I believe I am responsible for things I cannot control.

.485

Item 8: What others think about me is more important than what I think about
myself.

.484*

Item 11: I'm worried that people think of me in a bad way.

.439*

Item 37: I often think about things I do not like about myself.

Factor 2: Magnification
Item

Loading

Item 18: I have been known to make a big deal out of a small problem.

.847

Item 19: I usually exaggerate little things that are not a big deal.

.820

Item 14: I usually exaggerate things that are not very important.

.808

Item 39: I make more of an issue out of things than I really need to.

.746

Item 28: I jump to conclusions without thinking about other people's reasons or
explanations.

.548

Item 6: I add more details than needed to things that are not very important in
life.

.508*

Factor 3: Fortune Telling
Item

Loading

Item 7: I can see that bad things will happen in my life.

.823

Item 2: I believe bad things will happen to me in the future.

.768

Item 31: My bad feelings about the future usually come true.

.762
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Item 22: I believe that my bad thoughts about my future will happen.

.760

Item 16: I usually predict that things will go wrong in many situations.

.482*

Factor 4: Externalization of Self-Worth
Item

Loading

Item 27: I often need people to tell me how I am doing things to feel comfortable .781
with myself.
Item 24: I need a lot of compliments from others to feel good about myself.

.720

Item 1: I need others to accept me in order to feel that I am worth something.

.719

Item 9: To feel good, I need others to tell me that I am doing a good job.

.671

Item 5: I compare myself to others all the time.

.649*

Factor 5: Perfectionism
Item

Loading

Item 32: It is important to me to try to be perfect in everything I do.

.718

Item 15: I try to be perfect in all parts of my life.

.564

Factor 11: Catastrophizing
Item

Loading

Item 34: When something bad happens, it is just terrible.

.624

Item 20: When a new rule comes out at school or home, I think it must have
been made because of something I did.

.474

Note. Inventory of Cognitive Distortions (ICD). *Double loadings
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Chapter 5: Discussion
Summary of Findings
The purpose of this study was to explore the relationship between self-evaluation,
cognitive distortions, and anxiety in children. More specifically, this study sought to
investigate whether cognitive distortions and self-evaluation were significant predictors
of anxiety in a Hispanic/Latino inner-city child and adolescent population while taking
grade and gender into account. All hypotheses were accepted, as the results of the
current study yielded statistically significant correlational and predictive relationships
between self-evaluation, cognitive distortions, and anxiety in a Hispanic/Latino youth
sample. The combination of grade, gender, and six domains of self-evaluation
significantly predicted overall anxiety symptoms. The Scholastic, Social, Athletic,
Physical Appearance, and Self-Worth domains of self-evaluation were also significantly
and negatively correlated with at least one of the Panic, School (Avoidance), Social,
Separation, or Generalized subtypes of anxiety. Further, the six types of cognitive
distortions, when combined with grade and gender, significantly predicted overall anxiety
symptoms as well. More significantly, all six cognitive distortions were positively
correlated with at least one of the five anxiety subtypes. These findings are both novel
and consistent with prior studies.
The exclusive sample in this study must be addressed, as children in a nonclinical
inner-city charter school reported clinically significant symptoms of separation and
overall anxiety. In the present sample, the average rating for symptoms of Separation
Anxiety exceeded the clinical threshold of 5.00 on the SCARED (Birmaher et al., 1997;
Birmaher et al., 1999). Furthermore, their overall total mean score also exceeded the

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

103

clinical threshold of 25.00 (Birmaher et al., 1997; Birmaher et al., 1999). This is
consistent with previous literature stating that Mexican or Hispanic children tend to
report more worry or anxiety symptoms in comparison to their European American peers
(Varela et al., 2008). Research has also found that Hispanic/Latino children are twice as
likely to present with symptoms of separation anxiety when compared to nonHispanic/Latino children (Ginsburg & Silverman, 1996).
When attempting to explain such findings, demographic characteristics and the
culture of the present sample ought to be considered. First, these participants attended an
inner-city school. Inner-city youth have been identified as being at risk for exposure to
chronic community violence (Foster, Kuperminc, & Price, 2004). Community violence
can include shootings, muggings, street chases, or gang violence (Foster et al., 2004).
Previous research conducted by Kliewer et al. (1998), Martinez and Richters (1993),
Osofsky et al. (1993), Schwab-Stone et al. (1995), and Osofsky (1995) has found that
chronic exposure to such violence is correlated with symptoms of depression and anxiety,
high levels of stress, behavioral problems, and somatic complaints (as cited in Foster et
al., 2004). Therefore, one can speculate that some of these participants may have
experienced some form of inner-city community violence in their lives that may have
been related to the anxiety symptoms they clinically endorsed in this study.
Additionally, in the Hispanic/Latino culture there exists the concept of familismo.
According to Clark and Huttlinger (1998), this word represents the idea that a person's
family is the central support system for an individual. Within familismo is the idea of
confianza; this concept encourages people to trust and rely on their own family members
as opposed to individuals not within their families (Cervantes & Castro, 1985).
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Therefore, one can speculate that Hispanic/Latino children may tend to be more
dependent on their families when compared to non-Hispanic/Latino children as a result of
these beliefs instilled in their culture. In turn, these children may report higher levels of
anxiety, specifically separation anxiety, when asked questions about being separated from
members of their families.
With more specific regard to the Separation findings, one must consider the
demographic data collected from the sample regarding the participants’ family members.
Participants were asked to identify who they live with, including parents, grandparents,
and stepparents. While the majority of the sample reported living with their mothers
(95.2%), less than half of the participants lived with their fathers (46.4%). Living apart
from a mother or father may have influenced some of the participants’ responses, as
questions assessing for Separation on the SCARED measure explicitly asked about
having concerns about or being apart from parents (e.g., “I don’t like to be away from my
family”; “I have nightmares about something bad happening to my parents”).
Self-Evaluation and Anxiety
As addressed earlier, the literature is scarce on the predictive relationships
between the variables of self-evaluation and anxiety (Hofmann et al., 2004; Sowislo &
Orth, 2013). However, research has identified self-evaluation as a developmental
antecedent to symptoms of fear and anxiety in children (Grills & Ollendick, 2002). Low
self-esteem among children and adolescents has been shown to be predictive of increased
anxiety levels (Sowislo & Orth, 2013) and, more specifically, of symptoms of social
anxiety (van Tuijl et al., 2014). Conversely, higher levels of childhood anxiety predicted
lower levels of self-esteem (Grills & Ollendick, 2002; Sowislo & Orth, 2013).
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The current study supported these findings and contributed to past literature in a
novel way because of its exclusively Hispanic/Latino youth sample. First, the results
from the present analyses demonstrated that the combination of the six domains of selfevaluation, along with grade and gender, was a significant predictor of overall anxiety.
No single domain of self-evaluation was able to independently predict anxiety. These
results appear consistent with Harter's theory, which proposes that self-evaluation is a
multidimensional rather than a unidimensional construct (Harter, 2012). According to
Harter (2012), children tend to internally evaluate themselves across specific domains
based on their competence or adequacy in different areas. Thus, a combination of such
domains was able to more strongly predict symptoms of anxiety than was one singular
domain alone.
Additionally, the current study demonstrated significant negative relationships
between the domain of self-evaluation and various subtypes of anxiety. It found that
lowered, or more negative, self-evaluations were correlated with more symptoms of
anxiety. Conversely, more positive self-evaluations were related to less anxiety. These
findings are similar to those of previous studies with adolescents and adults, which
indicated that negative self-evaluations were correlated with more symptoms of anxiety
(Hofmann et al., 2004; Mastro et al., 2016). The current study establishes a similar
pattern of relationships in a sample with Hispanic/Latino children. Thus, this relationship
appears to provide some preliminary support that this relationship holds true in childhood
in the Hispanic/Latino sample.
Furthermore, the addition of grade and gender as predictors along with selfevaluation increased the amount of variance predicted by the model, which is also
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consistent with previous literature. These findings potentially support previous studies,
which found that grade and gender are identified as childhood vulnerabilities, or
influential factors, that contribute to the presence of anxiety (Costello et al., 2005; Grills
& Ollendick, 2002; Grills-Taquechel et al., 2010; Harter et al., 1992; Kessler et al.,
2005). Specifically with regard to age or grade and anxiety, various studies have
demonstrated different findings (Beesdo et al., 2009; Bittner et al., 2007; GrillsTaquechel et al., 2010; Harter et al., 1992; Kessler et al., 2005; Pine et al., 1998;
Wittchen et al., 2000; Woodman et al., 1999; Yonkers et al., 2003). Therefore, more
knowledge is necessary on the natural course of anxiety disorders and to identify the most
powerful predictors (Beesdo et al., 2009).
Some researchers, such as Bruce et al. (2005), have demonstrated an increase in
anxiety with age or grade (as cited in Beesdo et al., 2009; Woodman et al., 1999; Yonkers
et al., 2003), yet others have indicated anxiety symptoms decrease with age or grade
(Grills-Taquechel et al., 2010; Harter et al., 1992; Kessler et al., 2005). In an attempt to
explain such discrepancies, many researchers speculated that sample characteristics may
be influencing these results. Some of these samples were conducted with children or
adolescents (Beesdo et al., 2009; Bittner et al., 2007; Grills-Taquechel et al., 2010; Harter
et al., 1992; Wittchen et al., 2000), yet others used adults (Yonkers et al., 2003). Many
studies were also predominantly Caucasian (Grills-Taquechel et al., 2010); few results
were based on multiethnic groups (Bittner et al., 2007). Some research has been
conducted on clinical samples (Wittchen et al., 2000) and others have used nonclinical
individuals (Bittner et al., 2007; Grills-Taquechel et al., 2010; Harter et al., 1992).
Ultimately, a substantial degree of fluctuation has been demonstrated in the diagnostic
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trajectory of anxiety disorders, as they have a strong tendency to naturally wax and wane
over time (Wittchen et al., 2000), particularly among young age groups (Beesdo et al.,
2009).
Studies have also established associations between self-evaluation and anxiety, as
did the present study. Previously, in an adult sample, higher negative self-perceptions
were correlated with higher levels of social anxiety (Hofmann et al., 2004). Adolescents
with elevated levels of anxiety related to their physical appearance have been found to
display more pervasive symptoms of social anxiety, as well as very elevated negative
interpersonal and self-perceptual biases, as measured by self-reports at one point in time
(Mastro et al., 2016). Results from the current study support these findings, as Social
Competence, one aspect of self-evaluation, was found to be negatively correlated with
Social Anxiety, as well as the Panic, School (Avoidance), Separation, and Generalized
subtypes. It is speculated that children who do not perceive themselves as socially
competent may in turn experience somatic symptoms of anxiety (Panic), as well as
worrying (Generalized). Furthermore, as a result of their lowered social perception of
themselves, they may have difficulty socializing with others when they are not with their
parents or caregivers (Separation), especially when in the classroom (School).
The Self-Worth domain was significantly and negatively related to nearly all of
the subtypes of anxiety, with the exception of Separation. In attempting to explain this
finding, the unique setting from which the data were collected is noteworthy to discuss.
The selected school is relatively homogenous and promotes a Hispanic/Latino culture;
this further enhances the collectivistic nature of the culture (CDC, 2012). Further, several
of the participants have siblings or cousins who attend the school with them. Thus, it is
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hypothesized that these children may not experience occurrences of being separated from
their caregivers or families often enough to impact their self-worth. However, while
these children do appear to experience some degree of symptoms of separation anxiety
from parents or caregivers, their worries or concerns may be viewed as acceptable or
typical among their homogenous peers at school, thus perhaps not impacting or being
related to their self-worth.
Both Athletic Competence and Physical Appearance were found to be
significantly and inversely related to the Generalized anxiety subtype. As previously
mentioned, children with GAD tend to worry more about their abilities related to sporting
activities and imperfections in any form (APA, 2013), which may include physical
appearance. Children with GAD are more likely to seek reassurance and approval from
others about their performance and other areas of concern they are worried about (APA,
2013). Therefore, as the present study indicated, children who experience symptoms of
GAD would also be concerned about their athletic abilities and the way they look.
Furthermore, Athletic Competence was negatively correlated with Separation and
Panic anxiety subtypes. In an attempt to explain the negative relationship between
Separation and Athletic Competence, research has shown that Hispanic/Latino children
tend to experience more symptoms of separation anxiety when they are not surrounded
by a sense of collectivism (CDC, 2012). Therefore, these children may have worries or
concerns when they participate in activities with peers, such as sports, that are
independent of their collectivistic family. Engaging in these types of activities may be a
cultural conflict for some children, given the concepts of familismo and confianza, which
emphasize the importance of trusting and relying on individuals within the family as
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opposed to outside the familial system (Cervantes & Castro, 1985; Clark & Huttlinger,
1998). Thus, Hispanic/Latino children may report lowered athletic competence yet more
symptoms of separation anxiety when asked questions about participating in activities
with their peers and not with members of their family.
Additionally, as indicated by the literature, Hispanic/Latino children tend to
endorse more somatic complaints of anxiety (Varela et al., 2008), thereby explaining the
relationship to the Panic anxiety subtype. Children who experience symptoms of panic,
which tend to be more somatic or physical complaints, may not be able to perform in
sports as adequately as their peers because of their endorsed pains or aches. Thus, one
can expect that their views about their athletic competence would decrease as their
symptoms of panic increased.
Physical Appearance was also inversely related to School Avoidance. In
attempting to explain this relationship, prior research has indicated that children who
viewed themselves as being more attractive held a higher social status compared to
children who did not view themselves as being less attractive (Krantz, Friedberg, &
Andrews, 1984). Furthermore, children's positive perceptions of their own physical
appearance have been shown to be related to their level of popularity (Krantz et al.,
1984). Similarly, the more attractive a child was perceived to be by peers, the more
popular others viewed him or her (Krantz et al., 1984). Thus, one can speculate that
children who do not view themselves as attractive may also experience symptoms of
school anxiety, as they may worry about being viewed in a certain social light by their
peers in an academic setting.
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One should note that the Behavioral Conduct domain of self-evaluation was not
significantly correlated with any of the five subtypes of anxiety. One possible
explanation for this finding is that Spanish cultural tradition is associated with good
behavior, strong self-worth, and scholastic competence (Broc, 2014). Children from this
Hispanic/Latino sample may not have concerns about their behavior because they are
typically raised to conduct themselves in a positive manner. Furthermore, given the
nearly exclusive Hispanic/Latino ethnicity of the school from which the sample culled,
these children may view their behavior as acceptable among their culturally homogenous
peers.
Lastly, Scholastic Competence was only negatively correlated with the Panic
subtype of anxiety. Research has indicated that internal emotional distress, such as
anxiety, may be expressed differently in a Hispanic/Latino population than in non-Latino
populations (Pina & Silverman, 2004; Varela et al., 2007). Hispanic/Latino youths have
been found to report somatic and physiological symptoms, or anxiety sensitivity, as
significantly more distressing when compared to their European American counterparts
(Pina & Silverman, 2004). More specifically, Latin American and Colombian
adolescents have been found to be more inclined to express internalizing symptoms and
somatic complaints than White non-Hispanic/Latino adolescents (Varela et al., 2007).
Therefore, in the current study, children who reported feeling less academically
competent may have endorsed more somatic complaints, captured by the Panic subtype.
To summarize, Ellis (1977) concluded that people can have both positive and
negative irrational beliefs about themselves, others, and their environment (as cited in
Taylor & Montgomery, 2007). According to Burns (1979), individuals with positive self-
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perceptions tend to be more accepting of themselves and are better able to handle
stressful situations than people with negative self-perceptions (as cited in Taylor &
Montgomery, 2007). However, Engel (1959) found that adolescents with negative selfperceptions tend to have significantly higher rates of maladjustment than those of their
peers with positive self-esteem (as cited in Taylor & Montgomery, 2007), which may
account for elevated reports of anxiety-related symptoms.
Cognitive Distortions and Anxiety
Previous studies used the Children's Negative Cognitive Error Questionnaire to
assess for cognitive errors, not necessarily distortions, in youths and to determine their
predictive relationship with anxiety (Maric et al., 2011; Weems et al., 2001). Research
has found that overgeneralization, catastrophizing, personalizing (Weems et al., 2001),
mind reading, and underestimation of the ability to cope (Maric et al., 2011) have each
been identified as strong predictors of various types of anxiety. At the time of the present
study, a comprehensive measure of cognitive distortions had not yet been developed for
children. Thus, a revised measure of cognitive distortions was created for children.
Findings from the current study, using a revised measure of cognitive distortions, were
able to support findings from previous studies and uniquely contribute to the scarce
literature on cognitive distortions in the Hispanic/Latino sample.
The present results indicate that the combination of the six domains of cognitive
distortions were found to be significant predictors of overall anxiety symptoms. This
study found that all six cognitive distortions together, including Discounting the
Positives/Personalization, Magnifying/Minimizing, Fortune Telling, Externalization of
Self-Worth, Perfectionism, and Catastrophizing, along with grade and gender, accounted
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for much of the variability within endorsed anxiety symptoms. This pattern of results is
consistent with many of the previous findings, which have indicated that catastrophizing,
mind reading (Fortune Telling), and personalizing (Discounting the
Positives/Personalization) are also strong predictors of anxiety (Maric et al., 2011;
Weems et al., 2001).
These findings are also consistent with the cognitive model. According to this
theory, negative beliefs influence how individuals perceive and interpret their
environments (Beck & Beck, 2011; Mogoaşe et al., 2013; Taylor & Montgomery, 2007;
Wells, 1997). In turn, changes in one's mood and feelings occur (Burns, 1999). Such
beliefs then become associated with one's emotions, define personal worth, and develop
further into learned, habitual ways of thinking (Yurica & DiTomasso, 2005). Thus, it is
no surprise that children who have negative thinking patterns may also experience
symptoms of anxiety.
Furthermore, the present research sought to explore the relationships between the
specific cognitive distortions and the different subtypes of anxiety. The current results
found that nearly all of the cognitive distortions were positively related to at least one
subtype of anxiety. More specifically, five of the six cognitive distortions, Discounting
the Positive/Personalization, Magnifying/Minimizing, Fortune Telling, Externalization of
Self-Worth, and Catastrophizing, were each associated with all five anxiety subtypes. To
explain this general pattern of results, one must address the construct of negative
affectivity.
Specifically within research on emotions, negative affectivity has been defined by
Clark and Watson (1991) and Watson, Clark, and Tellegen (1994) as a "stable, heritable
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trait tendency to experience a broad range of negative feelings such as worry, anxiety,
self-criticisms, and a negative self-view" (as cited in Keogh & Reidy, 2000, p. 108). In
other words, individuals with higher negative affectivity tend to experience more
negative emotions, such as depression, anxiety, or aggression, than those who have lower
negative affectivity. In their tripartite model of anxiety and depression, Clark and
Watson (1991) explained the comorbidity between anxious and depressive symptoms and
disorders. This model divides the symptoms of anxiety and depression into three groups:
negative affect, positive affect, and physiological hyperarousal (Clark & Watson, 1991).
These three sets of symptoms help explain common and distinct aspects of depression
and anxiety (Clark & Watson, 1991). This model has been shown to be consistent in
child samples as well. Negative affectivity has been found to be positively correlated to
anxiety and depression among school-aged children (Chorpita, 2002). Thus, negative
affectivity has been identified as a common underlying factor contributing to both anxiety
and mood disorders (Clark & Watson, 1991; Ronan, Kendall, & Rowe, 1994).
For these reasons, cognitive distortions in the present study are highly correlated
to various anxiety-related symptoms. However, due to not controlling for other variables,
such as depression or aggression (Clark & Watson, 1991), the present study did not
differentiate if specific cognitive distortions are uniquely related to anxiety, which it did
not intend to do. Generally speaking, children with anxiety have been shown to
experience more negative life events than children without anxiety (Legerstee et al.,
2010) as a result of displaying a generally negative schematic processing style (Reid et
al., 2006). Thus, it is speculated that the findings of the current study indicate that a
generally negative cognitive schema may be associated with internalizing symptoms (i.e.,
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anxiety) and that specific associations are manifested in the strength of relationships. In
other words, children experiencing anxiety also may display a general negative schematic
processing style similar to that of children with general negative affectivity, a theory
consistent with previous major theoretical positions (Clark & Watson, 1991; Reid et al.,
2006; Ronan et al., 1994).
Limitations and Strengths
A number of research issues should have been considered when evaluating this
study. The first limitation addresses some issues with the measures used. First, the
available measures for assessing cognitive distortions among children or adolescents are
limited. For this reason, one measure of this study, the revised ICD for children, was
altered for the current child respondents, as the original version was normed on a
nonclinical adult sample. Although a factor analysis was run to determine if the same
factors carried over from the previous adult sample to the current child sample, the
revised measure was not validated on a separate sample to accurately determine if the
underlying constructs of subtypes of cognitive distortions were still being measured.
Furthermore, the current study examined only a handful of the multiple cognitive
distortions identified by prior researchers (Beck & Beck, 2011; Burns, 1999; Maric et al.,
2011; Watts & Weems, 2006; Weems et al., 2001; Yurica & DiTomasso, 2005).
Therefore, all of the previously identified cognitive distortions were not comprehensively
evaluated in this current research.
Second, other variables related to cognitive distortions, such as depression or
aggression, were not controlled for (Clark & Watson, 1991; Reid et al., 2006). This
continues to raise the empirical question as to whether cognitive distortions are unique to
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anxiety, depression, or general psychopathology. Addressing this matter would help to
determine the extent to which children’s negative information-processing biases are
specifically associated with anxiety, depression, and/or aggression (Clark & Watson,
1991; Reid et al., 2006).
Third, all three of the measures used for this study were self-reports. This type of
data is limited because it rarely can be independently verified and potential sources of
biases exist. Respondents, especially children in this case, may not accurately remember
past experiences. Attribution, which is when a respondent takes credit for positive
outcomes in his or her life, but blames others for negative outcomes, may occur
Respondents may also exaggerate some of their answers; they may embellish some of
their personal experiences or feelings in such a way as to seem more favorable to the
researcher or to obtain compassion. These forms of bias may influence any participant’s
responses when using self-reported data.
Fourth, this sample was entirely comprised of Hispanic/Latino children from the
same elementary and middle school. Although the participant characteristics make this
study novel, the sample could be biased by the fact that these children were from the
same single location. Moreover, even though the current sample identified as being of
Hispanic or Latino descent, not all participants identified as being from the same cultural
or ethnic group. For instance, while more than half of the sample identified as Puerto
Rican, the remainder of the sample reported they were Dominican, Cuban, Mexican,
and/or of another Hispanic/Latino ethnic group. Thus, results cannot be generalized to all
youth who identify as being Hispanic or Latino because of such heterogeneity. A
suggestion for future research could be to use multiple schools and/or ethnicities for
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comparison. Additionally, this study examined the predictive value of the independent
variables, but did so at one point in time. As a result, the findings from this current study
are not able to support any previous or future claims of causality. Another
recommendation for future research, discussed later, would be to use longitudinal data.
Despite these limitations, the current study has a number of strengths and clinical
applications to offer. One strength of this study is that it highlights the potential need for
more research as a result of the clinical endorsements of anxiety within the
Hispanic/Latino youth population, particularly in regard to anxiety prevalence (Canino,
2004; Pina & Silverman, 2004). At this time, equally comprehensive research among the
Hispanic/Latino population, which is the largest ethnic minority group, is clearly lacking
compared to Caucasian samples (Pina & Silverman, 2004). Therefore, findings from the
current study can provide some direction or clarity regarding the relationship between
such variables in a Hispanic/Latino population. However, more studies are needed to
broadly determine if cognitive distortions may potentially lead to the development of
anxiety-related symptoms (Weems et al., 2001) across more ethnic samples (Broc, 2014;
Wren et al., 2007).
An additional strength of the current study is that it examines both self-perception
and self-esteem, thereby differentiating it from past research exclusively on self-worth.
This study has further highlighted the important differences between self-perception and
self-esteem. Additionally, this study highlights the need for more measures of selfevaluation and cognitive distortions for children and adolescents.
Implications
The findings of this study have several implications for clinical and nonclinical

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

117

application. First, it brings light to the imperative need for clinicians to reach the
Hispanic/Latino youth community (Canino, 2004). While anxiety symptoms, selfevaluations, and cognitive distortions have been researched in the past, the majority of
such studies have been heavily focused on Caucasian youths and adults (McGrath &
Repetti, 2002). Therefore, findings from this study potentially offer clinicians some
insight into how Hispanic/Latino children experience symptoms of anxiety; feel about
themselves; and think about themselves, others, and the world. If replicated, this study
may support the need for this understanding, as evidenced by the high anxiety prevalence
rate among Hispanic/Latino youths (Roberts et al., 2006). Thus, clinicians going forward
can modify their work to treat the specific needs of Hispanic/Latino youths, as identified
in the findings of this study. In doing so, clinicians can become better aware of the
comorbidities associated with anxiety, specifically lower self-esteem and higher cognitive
distortions. Thus, clinicians can address and treat all aspects of these constructs together
as opposed to treating anxiety symptoms alone, given the significant relationships
between these three variables.
Additionally, clinicians can better understand the predictive values in selfevaluation levels and cognitive distortions as they relate to anxiety. This knowledge
could potentially help clinicians become more aware of at-risk factors for anxiety,
specifically within the Hispanic/Latino youth population. Findings from this research are
a catalyst for future studies to explore common or unique risks and meet the treatment
needs of these individuals.
This study also contributed to the current literature by offering a strongly reliable
measure on children's cognitive distortions. The overall spread of all the current factors
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demonstrates a somewhat similar structure to the original ICD items used in a nonclinical
adult sample (Roberts, 2015). There are some possible explanations for the few
differences. First, it is plausible that the spread for a child sample is inherently different
from that of an adult sample. Negative thinking patterns in children may differ from
those of adults. Second, because of this speculation, not all distorted ways of thinking
previously identified in adults may apply to children. Thus, not all of the factors were
retained. Lastly, the wording of the revised measure was slightly changed to be more
applicable for a younger population to read and understand. Such changes might have
influenced the factor structure of the revised measure when compared to the original
measure. Because the revised measure yielded both consistent and somewhat different
factor loadings, future research should further explore the structure of this revised
measure.
Future Directions
A future suggestion for this area of research would be replicating this research in
the form of a longitudinal study, which may be able to increase the support for the
predictive value of self-evaluation or cognitive distortions. For instance, participants
could be given self-evaluation or cognitive-distortion measures at one point in time and
then anxiety measures at a later point in time. Another suggestion would be to provide
future participants with measures assessing all three variables at the same time, and then
to readminister them multiple times later across a given period of time. For example,
future subjects could initially complete the measures, and then once a year for 3 years
complete the same measures to see their responses over time. This would differ from the
current study, as this research measures predictions at one point in time, whereas future
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research could predict the variables over time. The purpose of this would be to potentially
strengthen the support for the predictive values of such variables.
Moreover, future research could focus on further developing a measure of
cognitive distortions for children. The revised ICD for children used in this study
demonstrated a factor structure similar to that of the original ICD, which was normed on
nonclinical adults. However, not all of the items within the factors were retained. Thus,
future studies could make appropriate changes to the measure to ensure its validity and
reliability. It would be essential to determine if the factor structure of this revised
measure is, in fact, uniquely different for nonclinical children and nonclinical adults, or if
the measure could be altered in such a way that the same factor structure for both
populations emerges (i.e., altering the wording of the measure). This research may
stimulate future ideas for testing this measure across various ethnic samples, including
Caucasian and Hispanic/Latino children, to further determine the factor structure and
reliability.
Furthermore, additional research would be beneficial across various age groups in
order to take one's developmental period into account. Children who are in the fourth
grade may not have the cognitive or emotional abilities of those in upper grades, such as
seventh- or eighth-grade students. Therefore, at each grade level, children may have
different understandings or various experiences that may influence their responses to the
measures for each variable. A benefit for future research is that a number of these
measures are available for younger children, as well as for adults; thus, similar or
differing results may be found, providing the field of psychology with more data.
Another suggestion would be to collect parent, teacher, or therapist reports of a child's
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self-evaluation, cognitive distortions, and anxiety. This would provide the researchers
with objective measures for comparison.
Lastly, vulnerabilities for and predictors of cognitive distortions, as well as lower
or more negative self-evaluations, ought to be further studied, specifically within the
Hispanic/Latino youth population, to better understand why these variables may predict
or put one at risk for anxiety. Conversely, predictors of cognitive distortions and higher
self-evaluation can be explored to understand if and how these variables may be
protective factors against anxiety. Some predictors for these variables that ought to be
looked at specifically within the Hispanic/Latino population may include socioeconomic
status, immigration status, acculturation, parental coping styles, religion or spirituality,
family cohesion, or preexisting mental-health conditions.
Conclusions
While anxiety symptoms, self-evaluations, and cognitive distortions have been
thoroughly researched to some extent, the majority of such studies has been heavily
focused on Caucasian youths and adults (McGrath & Repetti, 2002). Equally
comprehensive research is clearly lacking among the largest ethnic minority group, the
Hispanic/Latino population (Pina & Silverman, 2004).
The purpose of this study was to determine whether self-evaluation and cognitive
distortions are predictors of anxiety in Hispanic/Latino youth. Results indicated that six
domains of self-evaluation and six different cognitive distortions, when controlling for
grade and gender, were significant predictors of overall anxiety symptoms. Additionally,
the five subtypes of anxiety-related symptoms were negatively related to certain domains
of self-evaluation and positively correlated with nearly all six cognitive distortions.
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These findings provide support for previously established connections between selfevaluation, cognitive distortions, and anxiety in predominantly Caucasian or adult
samples. These results indicate that such connections exist in Hispanic/Latino youth.
Given the significant predictive relationships that were identified in the present study,
targeting specific domains of self-evaluation and cognitive distortions within the
treatment of anxiety may result in greater symptom reduction.
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Appendix A
Inventory of Cognitive Distortions Measure Revised for Children
Inventory of Cognitive Distortions (ICD) Revised for Children

ICD
Original ICD Source: C.L. Yurica, LCSW and R.A. DiTomasso, PhD, ABPP Copyright 2001

Instructions: Below you will find a list of 39 sentences that talk about the
different ways people think or feel about themselves, others, or situations.
Please read each sentence carefully and rate how often you think or feel this
way. There are no right or wrong answers. Try to be as honest as possible.
Please circle an answer for every sentence.
Circle Never if you never think or feel this way.
Circle Rarely if you rarely think or feel this way.
Circle Sometimes if you sometimes think or feel this way.
Circle Often if you often think or feel this way.
Circle Always if you always think or feel this way.
1. I need others to accept me in order to feel that I am worth something.
Never

Rarely

Sometimes

Often

Always

2. I believe bad things will happen to me in the future.
Never

Rarely

Sometimes

Often

Always

Often

Always

3. I usually ignore the good things about me.
Never

Rarely

Sometimes

4. I think things are unimportant even if they really are.
Never

Rarely

Sometimes

Often

Always

Often

Always

5. I compare myself to others all the time.
Never

Rarely

Sometimes

6. I add more details than needed to things that are not very important in life.
Never

Rarely

Sometimes

Often

Always

Often

Always

7. I can see that bad things will happen in my life.
Never

Rarely

Sometimes

8. What others think about me is more important than what I think about myself.
Never

Rarely

Sometimes

Often

Always

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

139

9. To feel good, I need others to tell me that I am doing a good job.
Never

Rarely

Sometimes

Often

Always

Often

Always

10. I usually blame myself for bad things.
Never

Rarely

Sometimes

11. I'm worried that people think of me in a bad way.
Never

Rarely

Sometimes

Often

Always

12. I believe I am responsible for things I cannot control.
Never

Rarely

Sometimes

Often

Always

Often

Always

13. I usually ignore the positive things about me.
Never

Rarely

Sometimes

14. I usually exaggerate things that are not very important.
Never

Rarely

Sometimes

Often

Always

Often

Always

15. I try to be perfect in all parts of my life.
Never

Rarely

Sometimes

16. I usually predict that things will go wrong in many situations.
Never

Rarely

Sometimes

Often

Always

17. I don't give myself credit for my accomplishments.
Never

Rarely

Sometimes

Often

Always

18. I have been known to make a big deal out of a small problem.
Never

Rarely

Sometimes

Often

Always

19. I usually exaggerate little things that are not a big deal.
Never

Rarely

Sometimes

Often

Always

20. When a new rule comes out at school or home, I think it must have been
made because of something I did.
Never

Rarely

Sometimes

Often

Always

21. I feel I am not good enough when I compare myself with others my age.
Never

Rarely

Sometimes

Often

Always

22. I believe that my bad thoughts about my future will happen.
Never

Rarely

Sometimes

Often

Always

Often

Always

23. When I think about it, I am a perfectionistic.
Never

Rarely

Sometimes
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24. I need a lot of compliments from others to feel good about myself.
Never

Rarely

Sometimes

Often

Always

25. I usually make decisions without checking out all of the facts ahead of time.
Never

Rarely

Sometimes

Often

Always

26. I usually do not think much of the results of my actions, even if something
bad happens after.
Never

Rarely

Sometimes

Often

Always

27. I often need people to tell me how I am doing things to feel comfortable with
myself.
Never

Rarely

Sometimes

Often

Always

28. I jump to conclusions without thinking about other people's reasons or
explanations.
Never

Rarely

Sometimes

Often

Always

Often

Always

29. I find myself taking the blame for things.
Never

Rarely

Sometimes

30. The good things in my life do not seem very important to me.
Never

Rarely

Sometimes

Often

Always

31. My bad feelings about the future usually come true.
Never

Rarely

Sometimes

Often

Always

32. It is important to me to try to be perfect in everything I do.
Never

Rarely

Sometimes

Often

Always

33. I usually don't pay attention to any compliments given to me.
Never

Rarely

Sometimes

Often

Always

Often

Always

34. When something bad happens, it is just terrible.
Never

Rarely

Sometimes

35. When I compare myself with others, I feel I am not as good as them.
Never

Rarely

Sometimes

Often

Always

Sometimes

Often

Always

36. I put myself down.
Never

Rarely

37. I often think about things I do not like about myself.
Never

Rarely

Sometimes

Often

Always

SELF-EVALUATION AND COGNITIVE DISTORTIONS PREDICT

141

38. I do not think much of the seriousness of situations.
Never

Rarely

Sometimes

Often

Always

39. I make more of an issue out of things than I really need to.
Never

Rarely

Sometimes

Often

Always
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Appendix B
Assigned Subscales for Inventory of Cognitive Distortions Measure Revised for Children
Subscale 1: Discounting the Positive / Personalization
3. I usually ignore the good things about me.
8. What others think about me is more important than what I think about myself.
10. I usually blame myself for bad things.
11. I'm worried that people think of me in a bad way.
12. I believe I am responsible for things I cannot control.
13. I usually ignore the positive things about me.
17. I don't give myself credit for my accomplishments.
21. I feel I am not good enough when I compare myself with others my age.
29. I find myself taking the blame for things.
30. The good things in my life do not seem very important to me.
33. I usually don't pay attention to any compliments given to me.
35. When I compare myself with others, I feel I am not as good as them.
36. I put myself down.
37. I often think about things I do not like about myself.

Subscale 2: Magnification
6. I add more details than needed to things that are not very important in life.
14. I usually exaggerate things that are not very important.
18. I have been known to make a big deal out of a small problem.
19. I usually exaggerate little things that are not a big deal.
25. I usually make decisions without checking out all of the facts ahead of time.
28. I jump to conclusions without thinking about other people's reasons or explanations.
39. I make more of an issue out of things than I really need to.

Subscale 3: Minimization
4. I think things are unimportant even if they really are.
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26. I usually do not think much of the results of my actions, even if something bad
happens after.
38. I do not think much of the seriousness of situations.

Subscale 4: Fortune-Telling
2. I believe bad things will happen to me in the future.
7. I can see that bad things will happen in my life.
16. I usually predict that things will go wrong in many situations.
22. I believe that my bad thoughts about my future will happen.
31. My bad feelings about the future usually come true.

Subscale 5: Externalization of Self-Worth
1. I need others to accept me in order to feel that I am worth something.
5. I compare myself to others all the time.
9. To feel good, I need others to tell me that I am doing a good job.
24. I need a lot of compliments from others to feel good about myself.
27. I often need people to tell me how I am doing things to feel comfortable with myself.

Subscale 6: Perfectionism
15. I try to be perfect in all parts of my life.
23. When I think about it, I am a perfectionistic.
32. It is important to me to try to be perfect in everything I do.

Subscale 7: Catastrophizing
20. When a new rule comes out at school or home, I think it must have been made
because of something I did.
34. When something bad happens, it is just terrible.

