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The Role of Negative Emotions and Cultural Acceptability in Explaining Somatic
Symptoms in Latino and White non-Latino Children
As of the last United States Census, one in every six individuals in the United
States identified as Latino (Humes, Jones, & Ramirez, 2011), including 22% of those
under 18 years of age (Fry & Passel, 2009). Despite the large proportion of children in
the US who are Latino, little is known about their mental health. In particular, the
literature on internalizing symptoms in Latino youth is scant. This gap in the literature is
concerning considering that the available research points to a pattern of greater reporting
of internalizing symptoms among the Latino youth in relation to the majority White nonLatino youth (Glover, Pumariega, Holzer, Wise, & Rodriguez, 1999; McLaughlin, Hilt,
& Nolen-Hoeksema, 2007; Roberts, Roberts, & Chen, 1997; Varela, Sanchez-Sosa,
Biggs, & Luis, 2008).
To date, not much is known about why Latino youth may be at risk for
internalizing symptoms relative to the majority population. At a more basic level, our
current understanding of phenomenology of internalizing problems in Latino youth is
limited. For instance, some studies have indicated that Latinos, including children,
present with more somatic symptoms than White non-Latinos (Canino, 2004). However,
the conceptualization of somatic symptoms in relation to other internalizing symptoms
(e.g., behavioral, cognitive, and affective) in the Latino population is not clear.
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Somatic complaints are physical symptoms (e.g., headaches, stomachaches) that
may or may not be related to specific psychiatric conditions (e.g., anxiety disorders,
mood disorders). Additionally, somatic symptoms associated with functional impairment
can constitute a disorder in and of themselves (American Psychiatric Association, 2000).
The majority of the literature dealing with somatic symptoms does not distinguish
whether they have an identifiable organic origin. In terms of functionality, however,
some research suggests that independent of etiology once a person perceives a certain
number of somatic symptoms the impairment associated with these symptoms is the same
independent of whether the symptoms have an identifiable organic cause or not (Escobar
et al., 2010). In this study, the focus will be on somatic symptoms independent of
etiology, although we postulate that the symptoms are associated with emotional distress.
Understanding how somatic symptoms relate to other aspects of emotion
responding is important for a number of reasons. Somatic symptoms are associated with
negative outcomes over the lifespan, including problems with psychosocial functioning
(Andresen et al., 2011; Campo, Jansen-McWilliams, & Comer, 1999; Escobar et al.,
2010; Jellesma, Rieffe, Terwogt, & Kneepkens, 2006; Kroenke et al., 1994), increased
utilization and higher total cost of medical services (Barsky, Ettner, Horsky, & Bates,
2001; Campo et al., 1999; Escobar et al., 2010), and higher school absence rates among
youth (Campo et al., 1999). Despite the high cost to society, the origins of children’s
somatic complaints are poorly understood, barring clear medical causes. A number of
scholars (e.g., Angel & Guarnaccia, 1989; Escobar, Burnam, Karno, Forsythe, &
Golding, 1987; Jellesma et al., 2006, Keyes & Ryff, 2003; Kirmayer, 1984; Kirmayer &
Young, 1998; Koss, 1990) propose that somatic symptoms are manifestations of the
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experiencing of negative emotions. It is possible that variations in how children manifest
negative emotions may be responsible for differences across cultures in the level and
frequency of somatic symptom reporting. The goals of this study were to examine the
relationship between somatic symptom reporting and negative emotions across Latino
and White non-Latino youth and to explore possible culturally oriented influences on this
process.
Somatic Symptoms and Emotions
The idea that somatic symptoms are manifestations of emotional distress has been
around for decades and many studies have found evidence for such an association
(Kellner, 1990; Kirmayer, 1984). Somatic symptoms have been linked to a number of
specific emotional conditions. For example, the presence of somatic complaints is
commonly associated with anxiety disorders. A study including youth with anxiety
disorders (social phobia, separation anxiety disorder, and generalized anxiety disorder)
found that these youth reported an average of six somatic symptoms (Ginsburg, Riddle,
& Davies, 2006). Similarly, Beidel, Christ, and Long (1991) found that youth qualifying
for an anxiety disorder diagnosis reported an average number of 5.88 somatic symptoms.
Those reporting high levels of test anxiety but not meeting diagnostic criteria for an
anxiety disorder reported an average of 6.94 somatic symptoms. Children reporting
subclinical levels of anxiety reported experiencing an average of 3.5 somatic symptoms
when anxious (Beidel et al., 1991). Somatic symptoms have also been found to be
associated with anxiety level in community samples of children. For example, Garber,
Walker, and Zeman (1991) found that youth surveyed in school settings reported an
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average of 1.94 somatic symptoms. Using child self-report measures, they found that
somatic symptoms were positively correlated with anxiety.
Like anxiety, depression is also associated with the presence of somatic
symptoms. Bohman et al. (2010) examined adolescents with depression (i.e., double
depression, major depression, subsyndromal depression, and dysthymia) in comparison
with same-sex peers without depression regarding somatic symptoms in relation to
sources of relationship stress, comorbid disorders (e.g., substance abuse), and depressive
symptomology including suicidal ideation and attempts. Somatic symptoms were
associated with more chronic depression, higher instances of suicidal ideation and
attempts, and life stress related to parental and peer relationships. At least one study has
found that depression in adolescents is predicted by general somatic symptom levels.
Zwaigenbaum, Szatmari, Boyle, and Offord (1999) surveyed 499 adolescents at two time
points four years apart, the first occurring when they were between the ages of 13 and 16.
Participants were divided into two groups, high somatizers (those who scored in the 90th
percentile and above on a measure of somatic symptoms) and low somatizers (all other
participants). High somatizers at time one were more likely to meet diagnostic criteria or
major depression four years later than low somatizers. The authors concluded that
somatization might be a precursor to depression. This study points to the importance of
further exploring the factors that influence the relationship between somatic and affective
symptoms.
Moreover, the literature is not clear on the unique associations of somatic
symptoms and anxiety versus depression. For instance, in a community sample, increased
somatic symptoms were associated with higher levels of both depression and anxiety
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using measures of depression and anxiety that did not include somatic symptoms (Garber
et al., 1991). Jolly et al. (1994) examined somatic symptoms in adolescents diagnosed
with Major Depressive Episodes with or without comorbid anxiety disorders. Those with
comorbid anxiety disorders reported significantly more somatic symptoms than those
without comorbid anxiety disorders. These differences in reporting were explained by
anxiety symptoms levels. In contrast, another study found that depressed youth reported
higher levels of somatic complaints after controlling for anxiety than did non-depressed
youth receiving services for other psychiatric issues (McCauley Carlson, & Calderon,
1991).
In sum, somatic symptoms are linked to emotional distress, specifically anxiety
and depression. However, the unique associations between somatic symptoms and
anxiety versus depression are not clear. One possible confound in the literature is that
somatic symptoms are considered a component of anxiety and depression. In turn, when
these two emotion constructs are operationalized, their measurement also includes
physiological symptoms. Thus, shared items may drive the observed correlations of
somatic symptoms with anxiety and depression. One goal of this study is to tease out the
unique relations between somatic symptoms and anxiety and depression by excluding
physiological symptoms from the measurement of these two emotion constructs.
Somatic Symptoms in a Cultural Context
A number of theories have been proposed to explain the manner in which somatic
symptoms are related to emotions. Most theorists employ the term ‘somatization’ to refer
to somatic symptoms that have their origin in emotional phenomena rather than a known
medical etiology.
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One theory is that somatization is due to the actual alterations of physiological
activity in individuals experiencing negative emotional states (e.g., neuroendocrine
functioning, autonomic activity; Dantzer, 2005; Euteneuer et al., 2012; Klengel et al.,
2011; Rief, Shaw, & Fichter, 1998). Physiological activity differences may be in overall
level of activation and/or other factors, such as length of response. Rief and Auer (2001)
found that the heart rates of individuals who displayed at least eight somatic complaints
with or without major depression took longer to recover from arousal and habituate to a
task in comparison to controls. For some individuals, physiological responding to
emotional situations may be more intense, leading them to experience and report high
levels of somatic symptoms.
Alternatively, it may be that whether or not individuals are actually experiencing
higher rates of physiological reactivity, those reporting high levels of somatic symptoms
may be more attuned to the physiological components of emotional responding and,
therefore, exhibit higher levels of reporting (Barsky, Goodson, Lane, & Cleary, 1988).
For example, higher levels of somatic symptoms related to panic disorder have been
found to be associated with greater ability to perceive one’s own heartbeat (Eley, Stirling,
Ehlers, Gregory, & Clark, 2004). Additionally, these individuals may amplify the
importance of their somatic responses (Barsky et al., 1988). Individuals exhibiting at least
eight somatic symptoms have reported becoming increasingly tense during experimental
tasks despite no evidence of actual increases of muscle tension, while controls have been
found to report decreased tension over the course of an experiment (Rief & Auer, 2001).
A related theory of somatization deals with an emphasis on the physiological
aspect of emotional responding. In contrast to the above theory in which individuals may
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be more sensitive to their physical sensations, here the physiological component is
chosen by the individual to manifest or express one’s emotions through physiological
symptoms such as headaches and stomachaches. It very well may be that the individual is
more attuned to physiological cues, but ultimately the importance that the individual
attributes to the physiological component of emotion responding is the determining factor
in reporting somatic symptoms. For instance, Eley et al. (2004) found that anxiety
sensitivity, the fear of negative consequences resulting from anxiety symptoms, was
independently associated with level of somatic/panic symptoms, demonstrating the
importance of not only the perception of somatic symptoms, but also the increased
importance ascribed to them at the actual levels of somatic symptoms reported.
From this perspective, the social context in which emotions are experienced may
have a significant influence on whether or not an individual chooses to emphasize the
physiological aspect of emotional distress when expressing the emotion. Cultural
acceptance or rejection of certain emotion expressions would prescribe the manner in
which individuals may express themselves. For example, somatic symptoms are widely
accepted as a means of expressing internal states in a number of cultures. In Latino
culture, expression of emotions may be shaped in large part by the stigma associated with
mental health problems (Salmán, Diamond, Jusino, Sánchez-LaCay, & Liebowitz, 1999).
That is, since unchecked expression of negative emotions may be socially perceived as
signifying psychological difficulties, individuals may refrain from exhibiting or
verbalizing negative affective states. In turn, Latinos may prefer to present somatic rather
than affective complaints to signify emotional distress, as somatic symptoms are believed
to be more socially acceptable manners of expressing distress.
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Somatic symptoms across cultures. Past research has found that use of somatic
symptoms varies by ethnicity. Among adults, Latinos have been found to manifest
emotional distress somatically at higher rates than White non-Latinos (see reviews in
Escobar, 1987 and Koss, 1980). For example, in a large community study, Escobar et al.
(1987) found that Mexican American women, especially those over the age of 40,
reported higher levels of somatic symptoms than their White non-Latino counterpoints.
Latino men applying for workers’ compensation have been found to be more prone to
somatization than White men (DuAlba & Scott, 1993). Among youth, some studies have
found that Latino youth report more somatic symptoms than their White non-Latino
counterparts (e.g., Piña & Silverman, 2004; Varela et al., 2008; Varela et al., 2004). In a
study of Mexican (n = 53), Mexican American (n = 50), and White non-Latino (n = 51)
youth, Varela et al., (2004) found that both groups of Latino youth reported significantly
more somatic symptoms associated with anxiety than White non-Latino participants.
Varela et al. (2008) found that Mexican (n = 99) youth reported significantly more
somatic symptoms associated with anxiety than did White non-Latino youth (n = 46).
Additionally, the mothers of Mexican youth and Latino youth residing in the United
States (n = 57) reported significantly more somatic symptoms than White non-Latino
youth. In a study performed with a sample of clinically anxious Latino (n = 91 [62 Cuban
American, 29 non-Cuban Latino]) and White non-Latino (n = 61) youth, Piña and
Silverman (2004) found that non-Cuban Latino youth reported significantly higher
somatic symptoms than White non-Latino and Cuban American youth on a measure of
somatic symptoms independent of specific affective causes. However, although somatic
symptoms are reported more frequently by Latinos than White non-Latinos, the theory
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that such differences in reporting are due to higher levels of cultural acceptability of
somatic symptoms among Latinos has not been systematically examined.
Present Study
Cultural acceptability may serve to explain previously discovered cross-cultural
differences in somatic symptom reporting. When an individual experiences negative
emotions (e.g., anxiety, depression), one of the possible means of conveying the affective
distress experienced is through the expression of somatic symptoms. As discussed above,
culture has been associated with higher levels of somatic and other internalizing
symptoms. Cultural acceptability may moderate the relationship between the experience
of affective distress and somatic symptoms so that those who perceive somatic expression
of distress as more culturally acceptable are more likely to report higher levels of somatic
symptoms as their levels of affective distress increase. In contrast, those who perceive
somatic symptoms as less acceptable in their social context may utilize other outlets in
order to express their distress and display lower levels of somatic symptoms even at high
levels of affective distress. This hypothetical relation between affective distress, cultural
acceptability, and somatic symptoms is depicted in Figure 1.
Furthermore, Latinos may believe that somatic symptoms are a socially
sanctioned manner of expressing emotional distress and this belief may help to partially
explain higher reporting of somatic symptoms by Latino youth relative to White nonLatino youth. Another purpose of this study then is to directly examine whether or not
cultural acceptability of somatic symptom reporting is associated with an increase in
somatic symptoms in the face of emotional distress, and whether cultural acceptability of
this type of reporting can help explain differences in Latino and White non-Latino youth

!

10
in levels of somatic symptom reporting. This proposed relationship is depicted in Figure
2.

Cultural
Acceptability

Affective
Distress

Somatic
Symptoms

Figure 1: Cultural acceptability of somatic symptoms as a manner of expressing negative
emotions as a moderator of the relationship between affective distress and somatic
symptoms.

Cultural
Acceptability

Somatic
Symptoms

Ethnicity

Figure 2: Cultural acceptability of somatic symptoms as a manner of expressing negative
emotions as a partial mediator of the relationship between ethnicity and somatic
symptoms.
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Hypotheses
Goal 1: To examine the unique relations between somatic symptoms and anxiety and
depression.
•

Hypothesis 1: Somatic symptoms will be positively correlated with anxiety and
depression individually.

•

Hypothesis 2: There will be a unique association between anxiety and somatic
symptoms such that anxiety will explain additional variability of somatic
symptoms beyond that explained by depression.

•

Hypothesis 3: There will be a unique association between depressive and somatic
symptoms such that depression will explain additional variability of somatic
symptoms beyond that explained by anxiety.

Goal 2, Part 1: To examine the role of cultural acceptability of somatic symptoms as a
manner of expressing negative emotions in the relationship between affective distress and
somatic symptoms.
•

Hypothesis 1: Cultural acceptability of somatic symptoms as a manner of
expressing negative emotions will moderate the relationship between affective
distress (anxiety or depression) and somatic symptoms. As cultural acceptability
of somatic symptoms increases, higher levels of affective distress will be
associated with increased somatic symptom reporting. As cultural acceptability
decreases, higher levels of affective distress will not be associated with increased
somatic symptom reporting.
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Goal 2, Part 2: To examine whether cultural acceptability of somatic symptoms as a
manner of expressing negative emotions can help explain between group differences in
somatic symptom reporting across Latino and White non-Latino youth.
•

Hypothesis 1: Latino youth will report higher levels of somatic symptoms than
White non-Latino youth.

•

Hypothesis 2: Latino youth will rate somatic symptom expression of negative
emotions as more culturally acceptable than White non-Latino youth.

•

Hypothesis 3: Higher ratings of cultural acceptability of somatic symptoms as a
manner of expressing negative emotions will be associated with higher reported
levels of somatic symptoms.

•

Hypothesis 4: Cultural acceptability of somatic symptoms as a manner of
expressing negative emotions will partially explain the relationship between
ethnicity and somatic symptom reporting.
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METHOD
Participants
The sample consisted of 141 youth in fifth through eighth grade at schools within
the New Orleans metro area. Two participants were excluded from the sample due to
concerns about missing data and/or accuracy of data. By parent report, 83 participants
were identified as White non-Latino (59.7%), 19 as Latino (13.7%), 23 as AfricanAmerican (16.5%), 1 as Asian or Pacific Islander (0.7%), 9 as Biracial (6.5%), and 2 as
Multiracial (1.4%). Parent report of child ethnicity was missing for 2 participants. The
whole sample consists of 103 boys (74.1%) and 36 girls (25.9%), ranging in age from 10
through 15 (M = 11.95, SD = 1.395). Median household income range endorsed by
parents was $75,000 - $99,999.
Procedures
The Institutional Review Board of the sponsoring university reviewed and
approved this study. As applicable, additional Institutional Review Board and/or general
administrative approval was sought from the appropriate governing body and
administration for each school. Consent forms and a brief demographic questionnaire
were distributed to students at a time of the administrators’ choosing (e.g., homeroom).
An informational letter included with the consent form explained to parents that this
study sought to examine the emotional responses of children to hypothetical situations.
Data collection occurred approximately one week after the original consent
distribution. Those children for whom parental consent was obtained and who provided
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written assent were administered a questionnaire packet assessing their somatic
symptoms, mood, reactions to negative emotional experiences, and perceived cultural
acceptability of such reactions. Data collection was conducted in 30 to 45 minute
administration sessions occurring during the school day at a time chosen by school
administrators. All participating students, including those who chose to not provide
assent or to discontinue participation, were given a gift of appreciation (e.g., pencils,
stickers) and allowed to return to class or remained waiting in the data collection area
until the group was finished depending on school administrator preference.
Measures
Ethnicity. Ethnicity was assessed by child and parent self-identification on
demographic questionnaires (see Appendices 1 and 2).
Somatic symptoms. The short form of the child report Children’s Somatization
Inventory (CSI-18; Walker & Garber, 2003) was used to measure somatic symptom
experiences over the two weeks prior to administration (see Appendix 3). 18 items are
rated using five answer points ranging from “not at all” (0) to “a whole lot” (4). The CSI18 exhibits acceptable internal consistency for the school-based sample (! = .88) (Walker
& Garber, 2003). Point values (0-4) associated with each answer point were summed to
obtain a total score on this measure. Total score on the CSI-18 was used as a measure of
somatic symptoms for this study.
Anxiety. The Revised Children’s Manifest Anxiety Scale, 2nd Edition (Reynolds
& Richmond, 2008) is a self-report measure of anxiety for ages 6 to 19 (see Appendix 4).
Youth respond “Yes” or “No” to 49 items, indicating whether or not a statement is true of
them. For the majority of the items, “Yes” is scored as 1 and “No” is scored as 0.
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Exceptions to this scoring method are items 40, 44, and 48, which are reverse scored.
Three Anxiety scales are obtained (Physiological Anxiety, Worry, and Social Anxiety)
which are summed to create a Total Anxiety score. Additionally, two Validity scales
(Inconsistent Responding, Defensiveness) are obtained. A sample of 3,086 youth was
obtained during development, including 495 Latinos youth. For standardization, a
representative subsample of 2,368 youths was employed. Validation analyses are reported
for the larger sample. No significant differences have been found regarding the
functioning of the RCMAS-2 in various ethnic groups (Reynolds & Richmond, 2008).
The RCMAS-2 exhibits acceptable internal consistency in the larger sample for all scales,
ranging from ! = .75 for Physiological Anxiety to ! = .92 for Total Anxiety. Test-retest
reliability with one week of lag time ranged from ! = .64 for Social Anxiety to ! = .76 for
Total Anxiety with a sample of 100 children recruited from a school setting. For this
study, the combined Worry scale and Social Anxiety scale scores were utilized to
measure anxiety. Questions related to somatic symptoms on the RCMAS-2 (i.e., items on
the Physiological Anxiety scale; 1, 5, 7, 11, 15, 20, 25, 31, 34, 39, 43, 46) were not be
included in analyses for this study in order to decrease the possibility of illusory
correlations between variables due to similar content.
Depression. The short form of the Children’s Depression Inventory 2nd Edition
Self-Report (CDI 2:SR[S]) (Kovacs & Multi-Health Systems Inc., 2011) is a measure
designed to assess depressive symptoms in 7 to 17 year olds (see Appendix 5). The
measure consists of 12 items with three options each, ranging from low to high severity.
Respondents choose one option per question. A total score is produced by the short form
responses. The representative standardization sample consisted of 1,100 youth including
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160 Latinos. An additional clinical sample of 319 youth (11.3% Latino) was also
examined. Internal consistency for the CDI 2:SR[S] is acceptable (! = .82). Test-retest
reliability with two to four weeks of lag time was .92 after correction using a subsample
of 79 children. Kovacs & Multi-Health Systems Inc. (2011) reported findings showing
that the CDI 2:SR[S] is a valid measure. White non-Latinos were found to score
significantly higher on the CDI 2:SR[S] than Latinos (p < .01), but due to the small effect
size found (Partial !2 = .011), the authors concluded that the measure is valid for use with
Latino youth. For this study, the sum of items 1 through 9 and item 12 were utilized to
measure depression. Questions related to somatic symptoms on the CDI 2:SR[S] (i.e.,
items 10 and 11) were excluded in analyses for this study in order to decrease the
possibility of illusory correlations between variables due to similar content.
Reactions to negative emotional experiences and perceived cultural
acceptability. The Emotional Experiences Vignettes (EEV) was designed by the
researchers in order to assess how youth perceive reactions to negative emotional
experiences (see Appendix 6). There are six vignettes depicting a child in situations that
elicit responses indicative of anxiety, worry, or sadness (two per emotion split over home
and school situations). Youth are asked to rate how culturally acceptable they think three
possible reactions to a vignette are on a 5-point Likert scale (not acceptable = 0, kind of
acceptable = 1, maybe acceptable = 2, probably acceptable = 3, and totally acceptable =
4). Here, we operationalized level of cultural acceptability by the youth’s perception of
how acceptable certain responses to situations that elicit negative emotions would be to
their family. Total scores for cultural acceptability of somatic symptoms were obtained
by summing the youths’ responses on the somatic item of each vignette. Thus, the
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possible range of scores is 0 through 24. Internal consistency for this measure was
excellent (Cronbach’s ! = .90). Input on measure design was received from graduate and
undergraduate students working in a laboratory focusing on anxiety disorders, their
faculty advisor, and the graduate student’s thesis committee.
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RESULTS
Analyses testing the proposed hypotheses were completed using data for Latino
and White non-Latino youth only. First, preliminary analyses including T-tests and
correlation analyses were conducted between all demographic, predictor, and dependent
variables to determine any demographic variables to be covaried in the analyses testing
hypotheses. Analyses were also conducted to assess the normality and homogeneity of
variance of the predictor and dependent variables. Second, correlation and linear
regression analyses were conducted to examine the unique relations between somatic
symptoms and anxiety and depression (Goal 1). Next, linear regressions were conducted
to examine whether cultural acceptability of somatic symptoms moderates the
relationship between affective distress and somatic symptoms (Goal 2). Then, a step-bystep mediation analysis was conducted utilizing the method described by Baron and
Kenny (1986) to test whether cultural acceptability mediates the relationship between
ethnicity and somatic symptoms. Once the a priori analyses were tested, exploratory
analyses were conducted in order to further explore the relationships between variables.
Preliminary Analyses
Analyses were conducted to assess the normality and homogeneity of variance of
the predictor and dependent variables. A Shaprio-Wilks W test of the normality of each
variable’s distribution indicated that distributions of scores of anxiety, depression,
cultural acceptability, and somatic symptoms were all significantly different from zero
for at least one ethnic group. Consequently, variable transformations were conducted.
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Although taking the square root of somatic symptoms transformed the somatic symptoms
variable into a normally distributed variable, neither square root nor logarithmic
transformations caused the other variables (i.e., anxiety, depression, cultural acceptability
of somatic symptoms) to normalize for both ethnic groups. Analyses were conducted
using the transformation that most normalized each variable; square root transformation
for somatic symptoms, anxiety, and cultural acceptability, and logarithmic
transformations for depression. Generally, the results obtained using transformed
variables paralleled those obtained using the untransformed variables. The results from
the untransformed variables are presented here.
In order to assess for any significant differences in demographic and main
variables between Latinos and White non-Latinos, t-tests and chi square analyses were
conducted (see Table 1). Age, combined grades, anxiety, depression, cultural
acceptability of somatic symptoms, and somatic symptoms did not vary between groups.
There was a significant difference for gender (x2 = 5.111, p < .05). There were a
significantly larger percentage of girls in the Latino group (36.84%, n = 7) than in the
White non-Latino group (14.46%, n = 12). Income varied significantly between the
White non-Latino and Latino youth (t = 3.745, p < .001). The White non-Latino youth
were from families with a significantly higher yearly income (M = 137,500.000, SD =
71,312.692) than Latino youth (M = 63,166.667, SD = 64,305.820). There was not a
significant difference between groups for anxiety, depression, cultural acceptability of
somatic symptoms, or somatic symptoms.
Correlation analyses were conducted to assess the relationships between
demographic, predictor, and dependent variables. Participant gender, ethnicity, age,
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combined grades, and yearly household income were not significantly correlated with
somatic symptoms. Age was significantly correlated with cultural acceptability (r =.213,
p < .05).
Relations between Somatic Symptoms and Anxiety and Depression
The first goal of this study was to examine how somatic symptoms uniquely related to
anxiety and depression. A correlation analysis was conducted to test Hypothesis 1, that
somatic symptoms would be positively correlated with levels of anxiety and depression
(see Table 2). Somatic symptoms and anxiety were significantly positively correlated (r
= .450, p < .001). Somatic symptoms and depression were also significantly positively
correlated (r = .500, p < .001).
A hierarchical linear regression was conducted to test Hypothesis 2, that there would
be a unique association between anxiety and somatic symptoms beyond the effects of
depression (see Table 3). Depression was entered in step one. Anxiety was entered in step
two. Somatic symptoms were entered as the dependent variable. Anxiety was found to
uniquely predict somatic symptoms beyond the variability explained by depression (! =
0.255, p < .05). Anxiety uniquely explained 4.6% of the variability in somatic symptoms.
A hierarchical linear regression was conducted to test Hypothesis 3, that there would
be a unique association between depression and somatic symptoms beyond the effects of
anxiety (see Table 3). Depression was entered in step two. Somatic symptoms were
entered as the dependent variable. Depression was found to uniquely predict somatic
symptoms beyond the variability explained by anxiety (! = 0.363, p < .001). Depression
uniquely explained 9.4% of the variability in somatic symptoms.
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The Role of Cultural Acceptability in the Expression of Somatic Symptoms
The second goal of this study was to examine the role of cultural acceptability in
the expression of somatic symptoms. This goal was divided into two parts: First, the role
of cultural acceptability of somatic symptoms as a manner of expressing negative
emotions in the relationship between affective distress and somatic symptoms was
assessed (Goal 2, Part 1). Next, the possibility that cultural acceptability of somatic
symptoms as a manner of expressing negative emotions may mediate between-group
differences in somatic symptom reporting across Latino and White non-Latino youth was
examined (Goal 2, Part 2).
Two linear regressions were conducted to test Hypothesis 1 of Goal 2, Part 1, that
cultural acceptability of somatic symptoms would moderate the relationship between
affective distress and somatic symptoms. Additionally, analyses were run testing whether
covarying age impacted the results. As this was not found to occur, the results presented
do not include age as a covarying variable. The first linear regression was conducted to
investigate this hypothesis in regards to anxiety (see Table 5). Anxiety and cultural
acceptability of somatic symptoms were entered in step one. The 2-way interaction was
entered in step two. Somatic symptoms were entered as the dependent variable. A
significant main effect of anxiety was found (! = 0.431, p < .001). As anxiety increased,
the reported somatic symptoms increased. The main effect of cultural acceptability of
somatic symptoms and the interaction were not significant. Cultural acceptability did not
moderate the relationship between anxiety and somatic symptoms.
A second linear regression was conducted substituting depression for anxiety (see
Table 6). Depression and cultural acceptability of somatic symptoms were entered in step
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one. The 2-way interaction was entered in step two. Somatic symptoms were entered as
the dependent variable. A significant main effect of depression (! = .491, p < .001) was
found. As depression increased, so did the reported somatic symptoms. The main effect
of cultural acceptability and the interaction were not significant. Cultural acceptability
did not moderate the relationship between depression and somatic symptoms.
A mediation analyses was planned to examine whether cultural acceptability of
somatic symptoms mediates between-group differences in somatic symptom reporting
across Latino and White non-Latino youth (Goal 2, Part 2). As detailed by Baron and
Kenny (1986), regression analyses were conducted for each leg of the mediation to
determine whether or not a mediation is occurring. Controlling for income and age did
not impact the significance of the results. Therefore, results are presented without
including income and age as variables to be controlled for the three pre-mediation
analyses.
First, Hypothesis 1, that Latino youth would report higher levels of somatic
symptoms than White non-Latino youth, was tested using a linear regression (see Table
7). Ethnicity was entered in step one. Somatic symptoms were entered as the dependent
variable. Ethnicity did not significantly predict somatic symptoms. White and Latino
youth did not differ in the degree of somatic symptoms reported.
Next, Hypothesis 2, that Latino youth would rate somatic symptom expression of
negative emotions as more culturally acceptable than White non-Latino youths, was
tested using a linear regression (see Table 8). Ethnicity was entered in step one. Cultural
acceptability of somatic symptoms was entered as the dependent variable. Ethnicity did
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not significantly predict cultural acceptability. White and Latino youth did not vary in
their reported cultural acceptability of somatic symptoms.
Finally, Hypothesis 3, that higher ratings of cultural acceptability of somatic
symptoms as a manner of expressing negative emotions would be associated with higher
reported levels of somatic symptoms, was tested using a linear regression (see Table 9).
Cultural acceptability of somatic symptoms was entered in step one. Somatic symptoms
were entered as the dependent variable. Cultural acceptability did not significantly predict
somatic symptoms for the combined sample. Somatic symptoms reporting did not vary
with changes in cultural acceptability.
As significant results were not found for Hypotheses 1 through 3 of Goal 2, Part 2,
the mediation analyses testing whether cultural acceptability of somatic symptoms would
partially explain the relationship between ethnicity and somatic symptom reporting
(Hypothesis 4) was not conducted.
Exploratory Analyses
In addition to the planned analyses discussed above, three sets of exploratory
analyses were conducted. Due to the small number of Latino participants, the preliminary
analyses and those related to Goal 2, Parts 1 and 2, were rerun comparing the White
youth (n = 83) with Latino and African American youth combined (minority youth; n =
42). Additionally, as the full sample consisted of more boys (n = 103) than girls (n = 36),
the analyses were also run comparing Latino (n = 12) and White non-Latino (n = 71)
boys and comparing White non-Latino boys (n = 71) and the combined minority boys
(Latino and African American; n = 26).
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Comparisons of the Minority youth and White non-Latino youth. The results
for these analyses generally paralleled those detailed above. One exception was that
depression was significantly correlated with combined grades (r = -.188, p < .05) for the
untransformed variables only. As depression increased, grades worsened. A regression
testing the interaction between grades and depression predicting somatic symptoms
yielded significant results. Although a main effect of cultural acceptability (" = .095, p <
.05) was found in the analysis investigating whether cultural acceptability moderates the
relationship between depression and somatic symptoms, the main effect of cultural
acceptability was no longer significant controlling for combined grades. Another
exception was that cultural acceptability was not correlated with age. Although income
varied significantly between the White non-Latino and minority youth (t = 5.567, p <
.001) similar to the White non-Latino and Latino youth sample, the variability of income
was not equal for the White non-Latino and minority youth (F = 5.015, p < .05) as it had
been for the White non-Latino and Latino youth sample. The White non-Latino youth
were from families with a significantly higher yearly income (M = 137,500.000, SD =
71,312.962) than Latino and African American youth combined (M = 64,214.2857, SD =
61,020.041). There was more variability in the incomes of the White non-Latino youth
than for the combined minority youth. Additionally, the White non-Latino and minority
youth were found to have significantly different combined grades (t = 3.55, p < .01). The
White non-Latino youth had higher combined grades (M = 6.860, SD = 1.270) than
Latino and African American youth combined (M = 5.974 SD = 1.308). Controlling for
income and combined grades was not found to impact the significance of the analyses
containing ethnicity as a variable.
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Comparisons between White non-Latino and Latino boys. The results of the
comparisons between White non-Latino and Latino boys largely paralleled those detailed
above for the main analysis. Unlike the main analyses, the correlation analyses for this
sample revealed no significant correlation between cultural acceptability and age. One
main exception was that cultural acceptability was found to significantly predict somatic
symptoms for White non-Latino and Latino boys (see Table 10; ! = 0.247, p < .05).
Comparisons between White non-Latino and Minority boys. The results for
these analyses largely paralleled those detailed above. Unlike the main analyses, the
correlation analyses for this sample revealed no significant correlation between cultural
acceptability and age. T-tests revealed that the two groups displayed significantly
different variability of depression symptoms (F = 7.521, p < .01). The minority boys
reported significantly more varied total depression symptoms (M = 4.013, SD = 4.836)
than White non-Latino boys (M = 3.120, SD = 2.766). Additionally, combined grades
varied significantly between the White non-Latino and minority youth (t = 2.733, p <
.01). The White non-Latino youth had higher combined grades (M = 6.807, SD = 1.295)
than Latino and African American youth combined (M = 5.960 SD = 1.428). Controlling
for income and combined grades was not found to impact the significance of the analyses
containing ethnicity as a variable. Additionally, cultural acceptability was found to
significantly predict somatic symptoms for the combined minority and White non-Latino
boys (see Table 11; ! = 0.206, p < .05).
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DISCUSSION
Although past research has found that Latino youth experience higher levels of
internalizing symptoms, including somatic symptoms, than White non-Latino youth
(Canino, 2004, Glover et al., 1999; McLaughlin et al., 2007; Roberts et al., 1997; Varela
et al., 2008), little research has been conducted examining factors that influence somatic
manifestation of emotional distress in Latino youth. This study sought to further elucidate
the relationship between affective distress and somatic symptoms as well as investigate
the role of cultural acceptability of somatic symptoms in somatic manifestation of distress
in Latino and White non-Latino youth.
As hypothesized, somatic symptoms were positively correlated with both anxiety
and depression with the somatic content removed from the anxiety and depression
measures consistent with the results of Garber et al. (1991). Additionally, both anxiety
and depression were found to be uniquely associated with somatic symptoms above and
beyond their shared variability. Interestingly, depression accounted for a larger portion of
the variability in somatic symptom reporting than anxiety, which seems to run contrary to
the generally stronger emphasis of the importance of somatic symptoms to experience of
anxiety than depression. The inclusion of multiple pain-related items on the CSI-18 in
addition to those associated with physiological arousal (e.g., increased heart rate) that are
more commonly associated with anxiety may help to explain this finding as research
conducted by McCauley et al. (1991) found unique associations between depression and

!

27
somatic symptoms remained after controlling for anxiety when somatic symptoms are
conceptualized to include such experiences as unexplained aches and pains.
Cultural acceptability of somatic symptoms was not found moderate the
relationship between affective distress and somatic symptoms for either anxiety or
depression. It is possible that our measure of cultural acceptability was too broad to be
associated with specific affective states. The vignettes presented described situations that
cause worry, sadness, and anger, which may have masked the unique effects of cultural
acceptability based on worry alone or sadness alone on the relations between anxiety and
somatic symptoms and between depression and somatic symptoms, respectively.
Based on past research (e.g., Piña & Silverman, 2004; Varela et al., 2004) it was
unexpected that somatic symptoms did not vary by ethnicity as hypothesized. The
hypothesis that cultural acceptability would vary by ethnicity was also not supported.
Although past research has generally found that Latino youth experience higher levels of
internalizing symptoms than White non-Latino youth (Glover et al., 1999; McLaughlin et
al., 2007; Roberts et al., 1997; Varela et al., 2008), our results did not support their
findings. Latino and White non-Latino youth were not found to vary on anxiety,
depression, or somatic symptoms. In fact, the exploratory analyses found that the only
difference in amount of internalizing symptoms displayed was that combined minority
boys (Latino and African-American) reported significantly more variability in depressive
symptomatology than White non-Latino boys. It is possible that the high percentage of
male participants impacted the results as past research has found lower levels of somatic
symptoms in boys than in girls (McCauley et al., 1991). Although they do not specifically
address somatic symptoms, Chaplin and Aldao (2012) conducted a meta-analysis of 116
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studies with observations of emotional expression in youth and found that boys generally
are less expressive of internalizing emotions than girls, but the authors recognize that
these differences are often small and subject to contextual and developmental influences
such as age and social factors. The authors attributed the gender discrepancies to
differential socialization by gender of acceptable ways to express one’s distress. The fact
that somatic symptoms were only impacted by perceived cultural acceptability in our all
male samples may be due to higher levels of societal pressure for boys to control
internalizing emotions than for girls. When somatic symptoms are perceived as a socially
acceptable outlet for distress manifestation, boys may be more likely to express their
emotions in this manner.
Additionally, Chaplin and Aldao (2012) found that gender discrepancies in the
expression of internalizing emotions actually decreases as youth enter adolescence, which
is consistent with our finding that cultural acceptability of somatic symptoms was
positively correlated with age within the full Latino and White non-Latino sample. As
youth age, they may begin to view the outward expression of emotions and somatic
symptoms as more acceptable, resulting in both higher rates of observed emotion
expression and somatic reporting. Although when we ran test of the interaction of cultural
acceptability and age for the Latino and White non-Latino sample, the results were not
significant and no correlation between age and cultural acceptability was found in our
exploratory analyses. In light of this and our finding that increased cultural acceptability
of somatic symptoms was associated with increased somatic symptom in the two samples
consisting of only boys, the EEV may serve as an indicator general acceptability of
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somatic symptoms that can influenced by a number of socialization factors, including
those related to gender and culture.
Therefore, based on our study, we believe that somatic symptoms are perceived as
a moderately acceptable means of expressing emotional distress in both Latino and White
non-Latino cultures, at least among boys. The stigma against mental health problems
noted to exist in Latino cultures (Salmán et al., 1999) might function by decreasing the
cultural acceptability of more explicit types of emotion expression, including talking
about feelings and mental health difficulties, rather than by promoting the use of somatic
manifestations of distress. As a result, it may be that the acceptability of somatic
symptoms is similar in Latino and White non-Latino cultures, but the acceptability of
more explicit emotion expression, such as talking about one’s emotions or crying when
distressed, is lower for Latinos in comparison to White non-Latinos. Future research
should investigate this possibility. Additionally, future research should be conducted
across a broader age range including high school age adolescents and young adults in
order to help cultivate a better understanding of somatic symptoms as emotion expression
developmentally and to separate out the influence of culture and gender. Although we
were unable to test for gender and culture interactions due to the composition of our
sample, there is some evidence that gender influences on somatic symptoms vary by
ethnicity at least among adolescent populations (McLaughlin et al., 2007). Future
research should recruit a larger sample with a higher percentage of Latino youth and girls
of both ethnicities. Additionally, continuing efforts should be made to identify other
factors that impact the emotional expression of affective distress through somatic
symptoms.
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Although our hypothesis regarding the importance of cultural acceptability as a
mediating factor of the relationship between ethnicity and somatic symptoms was not
supported by this study, the finding that cultural acceptability of somatic symptoms was
associated with increased somatic symptom for male samples across the tested ethnicities
is an important addition to the knowledge base. Past research has found that somatic
symptoms are associated with a number of negative lifetime outcomes (Andresen et al.,
2011; Barsky et al., 2001; Campo et al., 1999; Escobar et al., 2010; Jellesma et al., 2006;
Kroenke et al., 1994). Our findings regarding the positive association between cultural
acceptability of somatic symptoms and somatic symptom reporting amongst boys could
potentially be useful in reducing this negative impact in two disparate ways: 1) Youth
could be screened for cultural acceptability of somatic symptoms as a means of
determining who is at-risk of manifesting their distress somatically, thereby allowing for
the application of prevention and intervention efforts to ameliorate the negative outcomes
associated with this risk; or 2) it is possible that when somatic symptoms are culturally
acceptable means of expressing emotional distress, individuals will respond in a more
supportive fashion to somatic symptoms, especially when displayed by boys, and
decrease the possible negative outcomes associated with somatic symptoms (Keyes &
Ryff, 2003). Future research should investigate the impact of cultural acceptability of
somatic symptoms on both positive and negative outcome factors in both Latino and
White non-Latino youth, allowing for continued development and application of
appropriate prevention and intervention efforts for all youth.
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Table 1
Comparison of Latino and White non-Latino Youth across Demographic, Predictor, and Dependent Variables
Variables

Latino (n = 19)
M

SD

Gender
(% Female)

White non-Latino (n = 83)
%

M

SD

36.84
(n = 7)

14.46
(n = 12) ***

Age

12.105

1.560

12.169

1.305

Combined Grades

6.278

1.227

6.860

1.270

Income

63166.667***

64305.817

137500.000***

71312.692

Anxiety

8.287

6.539

10.472

7.932

Depression

2.748

2.938

3.223

2.914

Cultural Acceptability

11.632

8.361

9.494

7.289

Somatic Symptoms

11.317

8.087

12.289

9.037

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

%
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Table 2
Correlations between Demographic Variables and Variables of Interest for Latino and White non-Latino Youth
1
2
3
4
5
6
Demographics
1. Age
2. Gender
3. Income

-

-.094
-

4. Combined Grades

-

-

-

Variables of Interest
5. Cultural
Acceptability
6. Anxiety
7. Depression
8. Somatic Symptoms

-.046
-.323**
-

7

8

-.125
.049
.229*

.213*
.024
-.001

-.134
.182
-.119

.018
.073
-.180

-.019
.089
-.034

-

-

.074

-.006

-.184

.093

-

-

-

-

.058

.181

-

-

-

-

-

-

.537***
-

.450***
.500***

-

-

-

-

-

-

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

!

.209*

-

-
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Table 3
Prediction of Somatic Symptoms by Anxiety Controlling for Depression in Latino and
White non-Latino Youth
Variable
!!
SE!
"R2
Step 1
0.250***
Depression
0.500***
0.087
Step 2
0.046*
Anxiety
0.255*
0.100
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = 0.296, F (2, 99) = 20.822, p < .001
Table 4
Prediction of Somatic Symptoms by Depression Controlling for Anxiety in Latino and
White non-Latino Youth
Variable
!!
SE!
"R2
Step 1
0.202***
Anxiety
0.450***
0.089
Step 2
0.094***
Depression
0.363***
0.100
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = 0.296, F (2, 99) = 20.822, p < .001
Table 5
Moderation of the Anxiety and Somatic Symptoms Relationship by Cultural Acceptability
in Latino and White non-Latino Youth
Variable
!!
SE!
"R2
Step 1
0.210***
Anxiety
0.431***
0.091
Cultural
0.091
0.091
Acceptability
Step 2
0.001
Anxiety x Cultural
Acceptability

0.060

0.203

* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = 0.211, F (3, 98) = 8.727, p < .001
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Table 6
Moderation of the Depression and Somatic Symptoms Relationship by Cultural
Acceptability in Latino and White non-Latino Youth
Variable
!!
SE!
"R2
Step 1
0.273***
Depression
0.491***
0.086
Cultural
0.153
0.086
Acceptability
Step 2
0.001
Depression x
Cultural
-0.048
0.162
Acceptability
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = 0.274, F (3, 98) = 12.312, p < .001
Table 7
Relationship between Child Ethnicity and Somatic Symptoms in Latino and White nonLatino Youth
!
SE!
"R2
Variable
Step 1
0.002
Ethnicity
-0.043
0.100
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = .002, F (1, 100) = 0.185, p > .05
Table 8
Relationship between Child Ethnicity and Cultural Acceptability in Latino and White
non-Latino Youth
!
SE!
"R2
Variable
Step 1
0.012
Ethnicity
0.111
0.099
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = .012, F (1, 100) = 1.258, p > .05
Table 9
Relationship between Cultural Acceptability and Somatic Symptoms in Latino and White
non-Latino Youth
!
SE!
"R2
Variable
Step 1
0.033
Cultural
0.181
0.098
Acceptability
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = .033, F (1, 100) = 3.388, p > .05
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Table 10
Relationship between Cultural Acceptability and Somatic Symptoms for Latino and White
non-Latino Boys Combined
!
SE!
"R2
Variable
Step 1
0.061*
Cultural Acceptability
0.247*
0.107
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = .061, F (1, 81) = 5.281, p < .05
Table 11
Relationship between Cultural Acceptability and Somatic Symptoms for White non-Latino
and Minority Boys Combined
!
SE!
"R2
Variable
Step 1
0.043
Cultural Acceptability
0.206
2.056
* p < .05, ** p < .01, *** p < .001
Final model statistics: R2 = .043, F (1, 95) = 4.226, p < .05
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Appendix 2: Child Demographic Questionnaire

!"#$%&'()*+,-."#/&01(23#*44-#,(&

&
!
"#!$%&'(&!)*+)%&!,-.+!/&01&+#!
!
!
!
2-,!

/*+%!

!
!
3#!$%&'(&!)*+)%&!,-.+!&450*)*4,#!
!
!
!
65*4&!7!
8.+-!!
9:&+*)'0!

;%')<!7!
9=+*)'0!
9:&+*)'0!

9(*'0!7!!
$')*=*)!
A(%'01&+!
9:&+*)'0!

>*(?'0*)!7!
@'4*0!!
9:&+*)'0!

B45&+!!
C(?&)*=,!
2&%-DE!!!!!!!!!!!!!
!
!

;*+')*'%!!
C(?&)*=,!
2&%-DE!!!!!!!!!

!
F#!>-D!-%1!'+&!,-.G!HHHHHHHHHHHH!
!
I#!65'4!/+'1&!'+&!,-.!*0G!HHHHHHHHHHHHH!
!
J#!>-D!:'0,!4*:&(!?&+!,&'+!1-!,-.!.(.'%%,!K*(*4!45&!()5--%!0.+(&!2&)'.(&!,-.!'+&!
0-4!=&&%*0/!/--1G!
!
L!

"!

3!

F!

I!

J!

M!

N!

O!

P!

"L!

Q-+&!
45'0!
"L!

!
M#!>-D!:'0,!4*:&(!?&+!,&'+!1-!,-.!.(.'%%,!K*(*4!45&!()5--%!0.+(&!'01!5&7(5&!)'%%(!
,-.+!?'+&04(!4-!)-:&!?*)<!,-.!.?!2&)'.(&!,-.!'+&!(*)<G!
!
L!

"!

3!

F!

I!

J!

M!

N!

O!

P!

"L!

Q-+&!
45'0!
"L!

!
N#!>-D!:'0,!4*:&(!?&+!,&'+!1-!,-.!.(.'%%,!K*(*4!45&!()5--%!0.+(&!'01!5&7(5&!
1&)*1&(!,-.!'+&!D&%%!&0-./5!4-!+&4.+0!4-!)%'((G!
!
L!

"!

3!

F!

I!

J!

M!

!

!

N!

O!

P!

"L!

Q-+&!
45'0!
"L!

!

"#!
Appendix 3: Children’s Somatization Inventory – Short Form

CSI
DIRECTIONS: Below is a list of symptoms that children and teenagers sometimes have. Circle an answer
telling how much you were bothered by each symptom during the past two weeks.

1. Headaches

Not at
all

A little

Some

A lot

2. Faintness or dizziness
(feeling faint or dizzy)

Not at
all

A little

Some

A lot

3. Pain in your heart or chest

Not at
all

A little

Some

A lot

4. Feeling low in energy or
slowed down

Not at
all

A little

Some

A lot

5. Pains in your lower back

Not at
all

A little

Some

A lot

6. Trouble getting your breath
(when you’re not exercising)

Not at
all

A little

Some

A lot

7. Numbness of tingling in
parts of your body

Not at
all

A little

Some

A lot

8. Weakness (feeling weak) in
parts of your body

Not at
all

A little

Some

A lot

9. Nausea or upset stomach
(feeling like you might
throw up, or having an upset
stomach)

Not at
all

A little

Some

A lot

10. Constipation (when it’s hard
to have a BM or go poop)

Not at
all

A little

Some

A lot

11. Loose (runny) BMs or
diarrhea

Not at
all

A little

Some

A lot

12. Pain in your stomach or
abdomen (stomach aches)

Not at
all

A little

Some

A lot

13. You heart beating too fast
(even when you’re not
exercising)

Not at
all

A little

Some

A lot

!

!

!

A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
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CSI (cont.)
DIRECTIONS: Below is a list of symptoms that children and teenagers sometimes have. Circle an answer
telling how much you were bothered by each symptom during the past two weeks.

14. Difficulty swallowing

Not at
all

A little

Some

A lot

15. Feeling bloated or gassy

Not at
all

A little

Some

A lot

16. Food making you sick

Not at
all

A little

Some

A lot

17. Pain in your knees, elbows
or other joints

Not at
all

A little

Some

A lot

18. Pain in your arms or legs

Not at
all

A little

Some

A lot

19. Girls Only: In the last two
weeks, have you had your
period?
20. Girls Only: If yes, were the
symptoms you reported
above related to your
period?

Yes
Not at
all

A little

!

A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot
A
whole
lot

No

Some

A lot

A
whole
lot
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Appendix 4: Revised Children’s Manifest Anxiety Scale, 2nd Ed.

“WHAT I THINK AND FEEL” (RCMAS-2)
DIRECTIONS: The sentences on this form tell how some people think and feel about themselves. Read each
sentence carefully, then circle the word that shows you answer. Circle Yes if you think the sentence is true
about you. Circle No if you think it is not true about you. Circle an answer for every sentence, even if it is
hard to choose one that fits you. Do not circle both Yes and No for the same sentence. If you want to change
an answer, draw an X through your first answer and then circle your new choice. There are no right or wrong
answers. Only you can tell us how you think and feel about yourself. Remember, after you read each
sentence, ask yourself, “Is it true about me?” If it is, circle Yes. If it is not, circle No.

1. Often I feel sick in my stomach.
2. I am nervous.
3. I often worry about something bad happening to
me.
4. I fear other kids will laugh at me in class.
5. I have too many headaches.
6. I worry that others do not like me.
7. I wake up scared sometimes.
8. I get nervous around people.
9. I feel someone will tell me to do things the wrong
way.
10. I fear other people will laugh at me.
11. I have trouble making up my mind.
12. I get nervous when things do not go the right way
for me.
13. Others seem to do things easier than I can.
14. I like everyone I know.
15. Often I have trouble getting my breath.
16. I worry a lot of the time.
17. I feel bad if people laugh at me.
18. I am afraid of a lot of things.
19. I am always kind.
20. I get mad easily.
21. I worry about what my parents will say to me.
22. I feel that others do not like the way I do things.
23. I am afraid to give a talk to my class.
24. I always have good manners.
25. It is hard for me to get to sleep at night.
26. I worry about what other people think about me.
27. I feel alone even when there are people with me.
28. I get teased at school.
29. I am always good.
!

Yes
Yes

No
No

Yes

No

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Yes

No

Yes
Yes

No
No

Yes

No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
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“WHAT I THINK AND FEEL” (RCMAS-2) (cont.)
DIRECTIONS: Here are some sentences that tell how some people think and feel about themselves. Read
each sentence carefully. Circle the word Yes if you think the sentence is true about you. Circle the word No if
you think it is not true about you. Circle an answer for every sentence, even if it is hard to choose one that fits
you. Do not circle both Yes and No for the same sentence. If you want to change an answer, draw an X
through your first answer and then circle your new choice. There are no right or wrong answers. Only you can
tell us how you think and feel about yourself. Remember, after you read each sentence, ask yourself, “Is it
true about me?” If it is, circle Yes. If it is not, circle No.

30. My feelings get hurt easily.
31. My hands feel sweaty.
32. I worry about making mistakes in front of people.
33. I am always nice to everyone.
34. I am tired a lot.
35. I worry about what is going to happen.
36. Other people are happier than I am.
37. I am afraid to speak up in a group.
38. I worry about someone beating me up.
39. I wiggle in my seat a lot.
40. A lot of people are against me.
41. I have told a lie.
42. I worry about saying something dumb.

!

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No

!
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Appendix 5: Children’s Depression Inventory, 2nd Ed. Self-Report Short Form
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Appendix 6: Emotional Experiences Vignettes

!
EEV

DIRECTIONS: Please read each situation and then circle the response that you feel best
answers the question. ACCEPTABLE means – that your family thinks it is ok; that your
family thinks it is appropriate; that your family supports it.
1)
Your best friend moved to another state yesterday. You are very sad.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

2)
You have a big test tomorrow and are nervous about it.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

!
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EEV (cont.)
DIRECTIONS: Please read each situation and then circle the response that you feel best
answers the question. ACCEPTABLE means – that your family thinks it is ok; that your
family thinks it is appropriate; that your family supports it.
3)
You feel angry because your parents will not let you hang out with your friends.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

4)
You are worried because you accidentally broke a lamp.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

!

46

EEV (cont.)
DIRECTIONS: Please read each situation and then circle the response that you feel best
answers the question. ACCEPTABLE means – that your family thinks it is ok; that your
family thinks it is appropriate; that your family supports it.
5)
You are sad because you were picked last for kickball at school.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

6)
You are angry with your friend because your friend shared your secret with other people at
school.
Please circle the response you feel best answers the question below:
Using the definition of acceptable provided above, how acceptable would it be to react in the
ways listed below?
You talk to someone
about how you feel.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You experience a
physical response (e.g.,
headache, stomachache
heart rate increases)

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

You try not to think
about the situation.

Not
Acceptable

Kind of
Acceptable

Maybe
Acceptable

Probably
Acceptable

Totally
Acceptable

!
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