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Abstract: The present study modified an intervention known as the expressive 

writing paradigm to assess its efficacy in reducing academic worry, general anxiety, 

and general psychological distress in a sample of Mexican origin college students. 

Traditionally, the expressive writing paradigm involves having participants write 

about a topic of concern for 15 consecutive minutes, 3 consecutive days, without 

attending to details about grammar or punctuation.  The aim of the present study was 

to modify the writing paradigm into a more structured, problem-focused writing 

intervention and to assess whether this modification would facilitate the reduction of 
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Latino participants� academic worry and produce a reduction of their overall worry 

and psychological distress.  The expressive writing paradigm was modified by 

incorporating components of cognitive behavioral therapy, and specifically cognitive 

restructuring, into the new writing intervention. It was hypothesized that by 

combining the writing paradigm and cognitive restructuring techniques, the benefits 

derived from the expressive writing paradigm would likely be enhanced. Participants 

were randomly assigned to one of three conditions � the traditional writing paradigm 

(TWP) condition, the structured writing intervention (SWI) condition, or to a control 

group condition.  This study also assessed the relation of level of acculturation and 

traditional Mexican family values on the efficacy of the treatment interventions. 

Assessments were conducted at pre-treatment, post-treatment, two week follow-up, 

and one month follow-up. Results indicated that the TWP condition outperformed 

the SWI condition at post-treatment in reducing overall psychological distress. 

However, these effects did not last at follow up assessments. Additionally, family 

value scores served as a moderator of treatment effects. The results of this study 

highlight the importance of conducting culturally-informed intervention research to 

assess the validity of the assumption clinicians currently use to guide their 

treatments. These findings also highlight the importance of focusing on patients’ 

values when formulating treatment interventions. Theoretical and clinical 

implications are discussed. 
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Introduction 

Fourteen percent of the population currently residing in the United States is of 

Latino1 origin (U.S. Census Bureau, 2007), yet very little is known about how to best 

provide culturally relevant mental health services to this rapidly-growing population. 

Currently, there is a paucity of empirical data supporting the efficacy of specific 

treatment approaches for any disorders that afflict Latinos.  The few studies that have 

been conducted have many limitations.  For example, researchers have grouped together 

Latinos from a variety of ethnic backgrounds and have not specified their specific ethnic 

groups (e.g. Mexican, Puerto Rican, etc.).  Furthermore, none of the studies reviewed 

here (Navarro, 1993; Rosenthal, 2000) have examined the relation of cultural identity or 

level of acculturation to the efficacy of the treatments reviewed. The following 

dissertation will address some of the limitations of previous research, by examining the 

efficacy of a treatment intervention for Mexican origin college students with academic 

related worries.  

 In the following sections of this paper, a review of past literature on 

psychotherapy outcome research with Latino2 populations will be discussed. If the studies 

reviewed specify national origin or ethnicity of their samples, then participants will be 

                                                
1 The federal government defines Hispanic or Latino as a person of Mexican, Puerto Rican, Cuban, South 
or Central American, or other Spanish culture or origin regardless of race.  
 
2 Different terms have been used to define this heterogeneous, multiethnic/multiracial group based on 
generational norms for different times in history, and based on geographical preferences. This author will 
use the term Latino to describe people of Mexican, Caribbean, South American, Central American, and 
Spanish heritage, unless otherwise specified by the articles reviewed. This author recognizes that people 
currently use multiple terms, but the debate favoring one term over another is beyond the scope of this 
paper. 
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referred to accordingly.  Following this review, Pennebaker�s (1997) writing paradigm 

will be introduced and a review of past research supporting the efficacy of this 

therapeutic strategy will be presented.  Finally, the study which is the focus of this 

dissertation will be introduced. In this study, a modified version of the writing paradigm 

will be implemented with a Mexican American college student population reporting 

being worried about their educational success.  The modifications made to the writing 

paradigm will result in a more directive, structured writing intervention. This study aims 

to explore the effectiveness of the writing paradigm as a treatment intervention for 

Mexican American college students experiencing a significant level of worry related to 

academic success. Furthermore, this study aims to explore the effectiveness of a directive 

and structured modified writing paradigm, as a potentially more culturally appropriate 

treatment strategy when working with Mexican American college students.   
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Latino Psychotherapy Outcome Research 
 

The following is a review of theoretical and empirical articles that outline the 

treatments believed to be most effective with Latino clients suffering from a variety of 

mental health concerns.  

Theoretical Literature Review 

 A review of the literature reflects the belief that behavioral and cognitive-

behavioral therapeutic interventions may be more appropriate for working with Latino 

populations than other approaches (Boulette, 1976; Casas, 1976; Ruiz & Casas, 1976; 

Ruiz, Casas, & Padilla, 1977).  Vera, Vila, and Alegria (2003) proposed various possible 

benefits of using cognitive-behavioral approaches with Latino patients. They suggested 

that cognitive therapy is clear as to the direction and purpose of the therapy, and avoids 

abstract theoretical constructs, which can be misinterpreted if English is the patient�s 

second language or if the patient is culturally different than their therapist. Additionally, 

the authors indicated that cognitive behavioral therapy action oriented approach provided 

Latino patients with skills and techniques for self-change, �so they can actively 

participate in dealing with their problems� and �provide their own reinterpretations of 

significant life events within the framework of their own cultural values and worldview.� 

In a theoretical article by Altarriba and Bauer (1998), the authors made several 

assumptions about Latino preferences for certain therapeutic approaches.  Specifically, 

they stated that it has been suggested that �many Hispanic immigrants will often prefer a 

stance characterized by activity that is spontaneous and expressive in emotions and 

desires,� and that �most Hispanics prefer a present-centered orientation with reference to 

time.�  It is noteworthy to mention that while the authors of this article made statements 
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about �Hispanics� as a whole, they in fact focused this article on the three largest Latino 

groups in the United States � Cuban Americans, Mexican Americans, and Puerto Ricans 

� which jointly make up 78.2% of Latinos in the United States (U.S. Census Bureau, 

2007). However, they did acknowledge that differences exist between these three largely 

ethnically, educationally, and socioeconomically heterogeneous groups.   

Similarly, Carrillo (1978) stated that in therapy �active participation can be of 

importance to many Mexican American clients because it allows them to choose goals 

and techniques that are not contrary to their inherent cultural values.�  While directive, 

structured therapies may be more appropriate for working with Latino, and more 

specifically, Mexican American, clients than nondirective techniques, there is very little 

empirical support for this conclusion.  Valdes (1983, p. 60) similarly made a bold 

conclusion about the types of interventions which he believed are ineffective when 

working with Latino clients stating, �it has been proven that nondirective techniques are 

completely inappropriate for Hispanics.� Unfortunately, he provided no evidence to 

support this statement.   

Ponterotto (1987) proposed a Multimodal Therapy for working specifically with 

Mexican Americans. This therapeutic framework includes a behavioral component, but 

additionally integrates the influence of affect, sensations, imagery, cognitions, 

interpersonal relations, and biology/drugs into the case conceptualization and 

formulation. The author stated that this therapeutic approach is culturally relevant and 

sensitive because it is flexible and can be adapted to the individual Mexican American 

patient. However, to this author�s knowledge, the efficacy of this approach has yet to be 

empirically tested with this population.   
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Empirical Data Literature Review 

Kanel (2002) conducted an investigation to better understand the mental health 

needs and preferences of Latinos living in Southern California.  She collected survey data 

from low-skilled low income laborers and college students, all of Mexican origin, 

encompassing different generations and acculturation levels, determined by using 

language proficiency as a criterion measure (N=268).  Interestingly, there were few 

differences between the low-skilled, low income laborers of Mexican origin and Mexican 

American college students, with both groups preferring counseling approaches in which 

the counselor gives a lot of advice, asks a lot of questions, and focuses on current 

problems. Thus, it seems that data from this sample support the contention that Latinos of 

Mexican origin prefer directive, problem-focused therapy approaches.  However, these 

preferences for directive, problem-focused therapy approaches are not necessarily based 

on participants� experiences with the different types of therapy approaches, since the data 

were attitudinal.  Furthermore, these data did not address the efficacy of treatment 

approaches for differing psychological disorders for people of Mexican origin.  Another 

limitation of this study was the narrow way in which participants� acculturation levels 

were assessed.  Even though language has been found to be highly correlated with 

measures of acculturation (Marin, 1987), the construct has also been found to be 

associated with other cultural behaviors, beliefs, and attitudes beyond those assessed by 

language use and preference (Berry, 2003).  Thus, using language as a proxy measure of 

acculturation was a serious limitation in this study, particularly when comprehensive 

measures of acculturation exist in the literature (i.e., Cuellar, Arnold, and 

Maldonado,1995) which better assess the construct.   
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In a recent qualitative study by Rosenthal Gelman (2004), she sought to address 

the question of whether psychodynamically-informed therapies were less beneficial when 

working with Latinos than structured, time-limited, direct treatment approaches.  She 

argued that there was not enough data to support the argument that Latinos did not 

benefit from psychodynamic frameworks and stated that this question needed to be 

addressed empirically.  Thus, she asked 15 bilingual and bicultural Latino therapists 

using a semi-structured interview to assess their treatment strategies and relationship 

strength with their Latino clients. Results indicated that clinicians felt that clients benefit 

from psychodynamic therapy, particularly when modifications are made to traditional 

therapeutic styles to resemble more active and directive therapeutic strategies.  Therefore, 

it appeared that clinicians interviewed in this study believed that Latino clients benefited 

most from traditional psychodynamic therapeutic interventions when these approaches 

were modified to integrate more traditional cognitive-behavioral therapeutic approaches.  

However, while these findings suggest that Latino clients may benefit more from 

structured and directive therapeutic approaches, results are limited because they are based 

only on the clinicians� subjective opinions. 

In 1993, Navarro conducted a meta-analytic review of all published and 

unpublished outcome studies with Latinos between 1970 and 1989.  Participants in these 

studies included individuals of Mexican, Puerto Rican, Cuban, and unidentified 

�Hispanic� and �Latino� backgrounds.  The target populations studied also differed 

greatly between studies reviewed � from families to children, adolescents, and adult 

women.  All studies included compared different forms of psychotherapy and included a 

no-treatment or alternative treatment condition for comparison.  Single subject or pre-
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post test studies with a single group were excluded from the meta-analytic review.  Only 

fifteen studies met the inclusion criteria, and eleven involved treatment with children or 

adolescents.  The treatment modalities examined in the studies included cognitive 

therapy, behavioral therapy, family therapy, rational-emotive therapy, human relations, 

modeling, skills training, and education (Block, 1978; Botvin, Dusenbury, Baker, James-

Ortiz, and Kerner, 1989; Comas-Diaz, 1981; Comas-Diaz and Duncan, 1985; 

Constantino, Malgady and Rogler, 1985; Constantino, Malgady, Rogler, and Castillo, 

1989; Figueroa-Torres and Pearson, 1979; Morgan, 1975; Naun, 1971; Prieto-Bayard and 

Baker, 1986; Ramirez-Boulette, 1976; Szapocznik, Kurtines, Foote, Perez-Vidal, and 

Hervis, 1983; Szapocznik, Rio, et al., 1986; Szapocznik, Santisteban, et al., 1989; 

Szapocznik, Rio, et al., 1989).  Different disorders were the foci of these studies � from 

depression, anxiety and substance abuse, to conduct problems and school 

underachievement.  Results from the meta-analytic review found that all treatment 

modalities outperformed control conditions, with small to moderate effect sizes (between 

0 and 2.75). Results from this meta-analytic review indicated that therapies with the 

largest effect sizes were those that utilized behavioral/educational and cognitive 

individual treatment approaches, while those with the smaller effect sizes included family 

therapy, psychodynamic, and human relation approaches.  

Rosenthal (2000) also conducted a meta-analytic review of the Latino 

psychotherapy outcome literature.  However, in contrast to Navarro (1993), she did 

include single group pre-post comparison studies, along with studies which compared 

different forms of psychotherapy and included a no-treatment or alternative treatment 

condition for comparison.  This meta-analytic review was divided into three theoretical 
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intervention sections including behavioral, psychodynamic/individually centered, and 

culturally sensitive interventions.  What follows is a review of the studies included in this 

meta-analytic-review, including a discussion on the main limitations of these studies.  

Only studies not previously included in Navarro�s (1993) meta-analytic review will be 

discussed in this section.   

Behavioral Interventions 

 Rosenthal (2000) included one study in the �behavioral interventions� category, 

which had not been reviewed by Navarro (1993).  This study by Telles and colleagues 

(1995) compared behavioral family management (BFM) to standard case management in 

preventing the exacerbation of symptoms and relapse in 42 adult Spanish-speaking low-

income Latino patients with schizophrenia.  BFM consisted of a highly structured 

psychoeducational and skills training family intervention while standard case 

management involved individual goal oriented supportive psychotherapy. The authors 

found that behavioral family management was actually related to exacerbation of 

symptoms, while case management was significantly more effective than behavioral 

family management for the less acculturated clients. While both interventions were 

described as structured and goal-oriented, the behavioral family management was much 

more directive than the case management.  Therefore, these findings are contradictory to 

the theoretical literature which would suggest that the more directive approach should be 

more effective and result in symptom reduction. However, one reason why case 

management may have been more effective with the less acculturated clients in this study 

may have been because the intervention was directed at the individual patient, compared 

to the BFM family target focus.  
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Psychodynamic/Individually Centered Interventions 

Rosenthal (2000) reviewed several therapeutic techniques identified as 

psychodynamic/individually centered.  One such technique is life enhancement 

counseling by Szapocznik, Santisteban, Kurtines, Hervis, and Spencer (1982).  Life 

enhancement counseling is a therapeutic intervention utilized with elderly clients, which 

consists of reviewing one�s life with the clinician. In this study, the researchers 

investigated its efficacy with depressed Cuban elderly clients (N=100).  They found that 

having an opportunity to discuss one�s life, as well conjunctive pharmacotherapy, served 

to alleviate clients� depression.  However, this study did not have a comparison control 

group. 

Gomez, Ruiz, and Laval (1982) conducted a study investigating the efficacy of a 

psychodynamically-informed therapy with adult Latino bilingual clients (N=12) in 

treatment for symptoms of depression, anxiety, and psychosis. All participants received 

12 sessions from the same therapist.  Half of their participants received treatment in 

Spanish while half of their participants received treatment in English.  All participants 

reported a significant reduction in symptoms from pre-treatment to post-treatment on all 

outcome variables.  However, since this study did not have a comparison control group, it 

cannot be determined if this treatment is efficacious or if participants� symptoms simply 

improved due to the passage of time. 

Another psychodynamically-oriented study reviewed by Rosenthal (2000) 

examined the efficacy of short-term psychosocial casework (Gomez, Zurcher, Farris, and 

Becker, 1985).  Participants in this study included 58 Mexican origin individuals with 

various presenting concerns.  While all clients improved on a variety of psychological 
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measures, it cannot be concluded from this study whether improvement occurred due to 

the treatment intervention, since no control group was used for comparison.  

Furthermore, since the treatment intervention was not standardized, clinician 

psychosocial casework was defined by a wide use of various treatment psychodynamic 

approaches, and the specific nature of the interventions used is inconclusive.   

Culturally Sensitive Interventions 

In her meta-analytic review, Rosenthal (2000) also examined the efficacy of a 

variety of culturally sensitive interventions.  One study by Kopelowicz (1997) 

investigated the efficacy of a culturally modified social skills training program for 

Latinos with schizophrenia.  The researchers incorporated Spanish language into the 

intervention and culturally matched the clinic staff members to the population being 

targeted.  According to the clinician and staff ratings, 31 out of 48 clients improved.  

However, these findings have serious methodological limitations.  No control comparison 

group was used in this study and client improvement was a subjective rating from the 

clinicians and staff, not the participants.   

Sue, Fujino, Hu, Takeuchi, and Zane (1991) conducted a study to examine the 

efficacy of ethnic-language match as a culturally sensitive treatment strategy.  They 

tracked Global Assessment Scale scores before and after treatment to assess treatment 

outcome with an ethnically and racially diverse sample, which included Mexican 

Americans.  They found that ethnic match was related to treatment outcome for the non-

English speaking Mexican Americans only. However, it is unclear what was included in 

the treatment interventions used in this study.   
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Takeuchi, Sue, and Yeh (1995) examined the aforementioned study�s data more 

intensively and concluded that clients who go to an ethnic-specific treatment center were 

more likely to return to treatment after their initial session.  Furthermore, these clients 

were more likely to stay in treatment for longer and sufficient courses of time than those 

who utilized mainstream services.  

Latino Outcome Research Conclusions 

Although past outcome research with Latino populations is limited in quantity and 

quality, it appears that several tentative conclusions can be made about different 

treatment approaches with Latinos.  One conclusion specific to Mexican Americans is 

that this population seemed to prefer more structured and directive therapies when 

compared to non-structured therapeutic styles.  More broadly, research also indicated that 

treatment � regardless of strategies used and theoretical orientation � appeared to be more 

efficacious than no treatment at all when working with Latino populations.  There 

appeared to be a trend suggesting that directive and structured therapeutic treatment 

approaches may be more beneficial when working with Latinos, however, research 

findings are inconclusive, and thus more research is needed in this area.   

Acculturation, Cultural Values, and Cultural Identity 

 A serious limitation of the empirical studies reviewed is that they failed to address 

cultural variables, such as acculturation and cultural values and their potential moderating 

influence on treatment efficacy. Acculturation is the dual process of cultural and 

psychological change that takes place when two or more cultural groups come into 

contact with one another, and it involves changes in social structures, cultural practices, 

belief, and values (Berry, 2003).  While its direct role on treatment efficacy has yet to be 
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determined, researchers have begun to recognize the importance of acculturation and its 

impact on the mental health of Latino patients (Rogler, 1991). Other researchers have 

begun to address specific Latino cultural values and make treatment recommendations 

based on culturally informed practices. For example, Andrés-Hyman, Ortiz, Añez, Paris, 

and Davidson (2006) describe six common Latino cultural constructs and offer cognitive 

behavioral-clinical implications, as well as culturally sensitive treatment 

recommendations. One such example is of the Latino cultural construct of Respeto or 

respect. The authors explain that due to Latinos� cultural emphasis on hierarchy and 

respect of authority, individuals may seek a provider�s advice and recommendations 

because of her or his professional status. Respeto may impact the treatment expectations 

of the patient and the role expectations assigned to the therapist.  

Thus, experimental studies addressing the possible moderating effects of these 

cultural variables would contribute greatly to the literature addressing the treatment needs 

for different Latino populations.  More specifically, by addressing cultural variables, such 

as cultural identity and acculturation levels of specific Latino populations (i.e. Mexican 

Americans), research might be able to address unique within-group differences and 

findings may translate into more culturally appropriate treatments.   

Writing Paradigm 

Expressing thoughts and emotions through writing has been used widely as a 

therapeutic tool.  Techniques such as journaling are often incorporated into traditional 

psychotherapeutic orientations to supplement the efficacy of treatments.  It is believed 

that expressing one�s thoughts and emotions through writing provides unique 
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psychological and physical health benefits, beyond those which can be achieved through 

expressing thoughts and emotions verbally. 

One writing intervention that has been examined widely is the basic expressive 

writing paradigm, first developed by Pennebaker and colleagues (Pennebaker and Beall, 

1986; Pennebaker, 1997).  The writing paradigm is a writing intervention in which 

participants are instructed to write about an emotional topic (e.g. traumatic experience, 

coming to college, job loss) for 3-5 consecutive days, with each writing session lasting 

15-30 minutes.  Participants write in an anonymous, unique, and isolated environment, 

and are assured that all the information they write will remain confidential.   

Over the last twenty years, numerous researchers have explored the efficacy of 

using the writing paradigm as a therapeutic intervention.  In randomized controlled trials, 

researchers have found that when compared to control writing conditions, where control 

subjects wrote about affectively neutral topics, writing paradigm participants report 

significantly less negative affect (Greenberg and Stone, 1992; Greenberg, Wortman, and 

Stone, 1996; Murray and Segal, 1994), report enhanced positive mood (Burton and King, 

2004), report less physical symptoms (Smyth, Stone, Hurewitz, and Kaell, 1999), and 

have a reduced number of physician visits in the subsequent two months to four years 

(Cameron and Nicholls, 1996; Greenberg and Stone, 1992; Richards, Pennebaker, and 

Beal, 1995; Francis and Pennebaker, 1992; Pennebaker, Barger, and Tiebout, 1989).  

Participants in the writing paradigm conditions have also reported needing less time to 

fall asleep for patients with insomnia (Harvey and Farrell, 2003), have enhanced immune 

functioning (Esterling, Antoni, Fletcher, and Margulies, 1994), and improved behavioral 

changes, such as job-seeking behaviors following unemployment (Spera, Buhrfeind, and 
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Pennebaker, 1994).  While a few studies have not been able to replicate these positive 

effects mentioned above (Pennebaker and Beall, 1986; Pennebaker, Kiecolt-Glaser, and 

Glaser, 1988; Pennebaker and Francis, 1996; and Petrie, Booth, Pennebaker, Davidson, 

and Thomas, 1995), overall the findings supporting the effectiveness of the writing 

paradigm are considered significant.  These findings also hold true across different 

national samples (Rime, 1995 and Dominguez, Valderrama, Meza, Perez, Silva, 

Martinez, Mendez, and Olvera, 1995), and across samples of participants of differing 

educational attainment (Richards, Pennebaker, and Beal, 1995; Spera, Buhrfeind, and 

Pennebaker, 1994).   

 Additionally, three different meta-analyses have been conducted in order to 

examine the efficacy of expressive writing, to assess the average effect size of these 

studies, to establish treatment moderators, and to explore possible explanatory theories 

(Smyth, 1998; Frisina, Borod, and Lepore, 2004; and Frattaroli, 2006).  Both Smyth 

(1998) and Frisina et al. (2004) concluded that expressive writing is an effective 

therapeutic intervention, with significant and positive average effect sizes of .230 (Smyth, 

1998) and .101 (Frisina et al., 2004). In a recent meta-analysis conducted by Frattaroli 

(2006), which included 146 randomized experimental disclosure studies, indicated that 

this intervention is effective, with a positive and significant average r-effect size of .075. 

Nine studies specifically examined anxiety related outcomes, such as the Beck Anxiety 

Inventory, with a positive and significant average effect size of r=.051. 

There are several conceptual frameworks that have been posited in order to 

attempt to explain why the writing paradigm serves as an effective therapeutic tool.  The 

original framework, known as the inhibition model, was based on the assumption that not 
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talking about emotional experiences could be viewed as a form of active inhibition.  

Active inhibition could be viewed as a low-level stressor, increasing the risk of illness 

and psychological distress, while writing would, in theory, reduce the stress associated 

with active inhibition (Pennebaker, 1989).  Thus, writing about emotional topics may be 

cathartic by helping individuals release inhibited emotions.   

 The inhibition model described above may serve to partly explain why the writing 

paradigm has been found to be effective in numerous outcome studies. However, a more 

recent framework has led researchers to analyze experimental data of writing studies in 

order to examine the content of the writing samples.  Pennebaker, Mayne, and Francis 

(1997) have found that an increase in both causal and insight words over the course of 

writing was related to improved physical health.  Therefore, a second model, often 

referred to as the Cognitive Processing Theory, suggests that those individuals that 

benefit most from the writing paradigm are those that are able to process information and 

construct a meaningful story, or gain insight into their own life events. In 2002, Gidron, 

Duncan, Lazar, Biderman, Tandeter, and Shvartzman found support for this theory. They 

modified the expressive writing paradigm instructions in an attempt to promote cognitive 

processing, insight, and understanding. These instructions were directive, specific, and 

were meant to elicit feelings and thoughts associated with participants� traumatic 

histories. The authors found that compared to control subjects, participants who received 

the modified directive instructions reported lower symptom levels at 3 months, and made 

fewer clinic visits during the 3 and 15 month follow-ups. Additionally, the percentage of 

participants who received the directive instructions also made fewer visits at 15 months 

(10%) compared to controls (33%) at the 15 month assessment.  
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Frattraroli (2006) found some support for this theory as well in her meta-analysis. 

She found that the presence or absence of directed questions in the instructions or specific 

examples of what to write about during the writing task moderated the effect of the 

experimental disclosure for the overall effect size (directive questions r = .090; non-

directive instructions r = .052).  

A final framework put forth by King (2001) suggested that writing may serve to 

promote self-awareness and self-regulation.  She proposed that while writing about past 

trauma has been shown to be therapeutic, writing about one�s goals (King, 2001) or 

intensely positive experiences (Burton and King, 2004) can also be considered a 

therapeutic activity.  In both studies mentioned above evidence is presented suggesting 

that writing about life�s goals or positive experiences may be a way to reduce role 

conflict and view one�s self as capable of handling intense and challenging experiences.  

Thus, writing about goals or positive experiences may be a way to prepare for the future 

in a realistic manner; much in the same way that it is encouraged through certain types of 

cognitive-behavioral interventions.  Thus, research has shown that when the content of 

the stories produced is structured and goal-oriented, individuals report the most benefits 

from the writing paradigm intervention.   

Summary and Current Study 

 The sparse theoretical and empirical treatment effectiveness literature on Latinos 

suggests that the treatment modalities that appear to be most efficacious when working 

with this population may be those that are problem-focused and structured.  Similarly, the 

literature reviewed examining the efficacy of the writing paradigm as a therapeutic 

intervention suggests that regardless of outcome measure studied, those individuals who 
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reported the most benefits were those who may have used the writing intervention as a 

way to process information, problem-solve, and better understand their current stressors.  

Thus, a modified writing intervention that is adapted to be more structured and directive 

may serve to be more efficacious when treating Latino clients with a specific problem.  

Therefore, the aim of this present study was to examine whether the modification of the 

writing paradigm into a more structured, problem-focused writing intervention would 

facilitate the reduction of Latino participants� academic worry and produce a reduction of 

their overall worry and psychological distress.  One way to modify the writing paradigm 

into a more structured writing intervention is by incorporating components of cognitive 

behavioral therapy, and specifically cognitive restructuring, into the new writing 

intervention.  Typically, cognitive restructuring is an intervention administered orally, 

which requires participants/clients to focus on their stressor(s) and to evaluate the validity 

of their concern(s).  It is problem-focused and directive, and the content resulting from 

the therapeutic intervention often prepares clients for future events by helping them 

assess their current situation in a more realistic manner.  It was hypothesized that by 

combining the writing paradigm and cognitive restructuring techniques, the benefits 

derived from the expressive writing paradigm would likely be enhanced.     

 In order to determine whether the modification of the more structured and 

problem-focused writing paradigm would facilitate the reduction of Latino participants� 

dysfunctional thoughts and reduce their overall worry and psychological distress, 

participants were randomly assigned to one of three conditions � the traditional writing 

paradigm (TWP) condition, the structured writing intervention (SWI) condition, or to a 

control group condition.  This study also assessed the relation of level of acculturation 
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and traditional Mexican family values on the efficacy of the treatment interventions.  Past 

studies have classified all people of Latino origin into the same category and ignored 

unique distinctions based on ethnic identity and other cultural factors.  Thus, this study 

only recruited college student participants of Mexican origin (see Participants section) 

and examined whether the effects of the writing interventions were moderated by 

participants� cultural identity, as assessed by measured level of acculturation and a 

measure of family values orientation. 

Hypotheses 

 Employing a randomized experimental design, the following hypotheses were 

addressed: 

Hypothesis 1:  Both writing interventions � Traditional Writing Paradigm (TWP) 

and the Structured Writing Intervention (SWI) � were expected to have larger modifying 

effects in participants� peak academic worry compared to the control condition. 

Hypothesis 2:  Both writing interventions � Traditional Writing Paradigm (TWP) 

and the Structured Writing Intervention (SWI) � were expected to show greater 

reductions in participants� overall worry, general psychological distress, and depressive 

symptoms compared to the control condition. 

Hypothesis 3:  The Structured Writing Intervention (SWI) was expected to have a 

larger modifying effect in participants� peak academic worry compared to Traditional 

Writing Paradigm (TWP). 

Hypothesis 4:  The Structured Writing Intervention (SWI) was expected to show 

greater reductions in participants� overall worry, general psychological distress, and 

depressive symptoms compared to Traditional Writing Paradigm (TWP). 
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Hypothesis 5:  The effects of the Structured Writing Intervention (SWI) were 

expected to be moderated by participants� cultural identity.   

a) It was hypothesized that SWI participants who were more identified with 

traditional Mexican cultural values, beliefs, and practices, would benefit more 

from the intervention on measures of Academic Worry, Overall Psychological 

Distress, Overall Anxiety, and Symptoms of Depression.   

b) Conversely, SWI participants who were more identified with mainstream 

American cultural values, beliefs, and practices would experience less 

symptoms reduction on measures of Academic Worry, Overall Psychological 

Distress, Overall Anxiety, and Symptoms of Depression. 
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Method 

Participants 

 Ninety-four participants were recruited for this study.  The sample consisted of 

college students enrolled at the University of Texas at Austin who met the following 

criteria: (a) considered themselves to be of Mexican origin/descent (were either born in 

Mexico or one or both or his/her parents can trace his /her family roots to Mexico) (b) 

were 18 years of age or older; and (c) endorsed the following statement, �I worry a lot 

about my academic career at UT and at times this makes me feel sad and/or anxious.�   

Participants were recruited from the introductory psychology subject pool and 

various student-based organizations from The University of Texas at Austin through 

flyers, electronic mail, telephone contact, and direct contact in university classrooms. 

Measures 

Measures were collected to assess for improvement in general psychological 

distress and anxiety related outcomes. Outcome measures were collected at the end of the 

sessions, following the participants’ exposure to the treatment conditions during pre-

treatment, post-treatment and follow-up assessments.  In addition, cultural and 

demographic questionnaires were administered. These measures all have positive data on 

their reliability and validity.   

Treatment Outcome Assessments 

Beck Anxiety Inventory (BAI; Beck, Epstein, Brown & Steer, 1979).  The BAI is a 21-

item self-report measure used to assess overall subjective anxiety.  A score above 10 is 

typically considered to indicate clinically significant levels of anxiety.  The BAI is 

internally consistent (alpha=.94), with adequate test-retest reliability (.75 for 1 week and 

.67 for 2 weeks).   



 21

Beck Depression Inventory (BDI; Beck, Rush, Shaw, & Emery, 1979).  The BDI is a 21-

item self-report measure designed to assess for depressive symptomology.  Each item is 

rated on a 0-3 scale and summed for a range of 0-63.  The BDI has good internal 

consistency (alpha = .81) and has been widely validated.  A score above 10 is typically 

considered to indicate clinically significant levels of depression. 

Experimental Belief.  The participants will be asked to state how strongly they endorse 

the experimental belief (�I worry a lot about my academic career at UT and at times this 

makes me feel sad and/or anxious�) by rating it on a scale from 1-100 (from a low of �not 

at all� to a ceiling of �extremely believe�) before and immediately following each writing 

task at each session.  Participants will also indicate how strongly they endorse the 

experimental belief at the follow up assessment.  

General Psychological Distress Assessment 

Brief Symptoms Inventory (BSI; Derogatis, 1983).  The BSI is a 53-item self-report 

symptom scale.  It asks respondents to rate the level of distress experienced on a five-

point scale, ranging from 0= �not at all� to 4=�extremely.�  The BSI is scored and 

profiled in terms of three global indices of distress and nine primary symptom 

dimensions. The present study will use the Global Severity Index (GSI) as the measure of 

psychological distress experienced by participants. The GSI has been found to be one of 

the most reliable indices of the BSI with a coefficient of .90 (Derogatis, 1983).  Higher 

GSI scores are indicative of greater degrees of psychological distress.  High convergence 

between BSI scales and like dimensions of the MMPI-II provide good evidence of 

convergent validity. 

Cultural Characteristics Assessments 
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Acculturation Rating Scale for Mexican Americans-II (ARSMA-II; Cuellar, Arnold, & 

Maldonado, 1995).  The ARSMA-II is a 30-item scale that consists of two subscales, 

which measure a person�s cultural orientation to the Mexican (17 items) and Anglo 

cultures (13 items).  The items address language usage, ethnic identity and classification, 

cultural heritage and behaviors, and ethnic interaction.  Respondents rate the items using 

a five-point Likert type scale (1= �not at all� to 5= �extremely often�).  The internal 

reliability for the scale is an alpha of .86 to .88.  The ARSMA-II has a high Pearson 

coefficient (r = .89) with the original scale.  

Family Attitude Scale-Revised (FAS-R; Ramirez, 1999).  The FAS-R assesses 

individuals� degree of identification with traditional Mexican American values and some 

White mainstream middle class values.  The FAS-R assesses different traditional values 

related to loyalty to the family, strictness in childrearing, respect for adults, separation of 

gender roles, male superiority, and time orientation. Participants respond to each item on 

a five-point Likert scale ranging from �strongly agree� to �strongly disagree.�  A mean 

score of all the FAS-R items will be calculated for each participant.  A mean score closer 

to one indicates a higher degree of identification with traditional Mexican American 

values, while a mean score closer to five indicates a higher degree of identification with 

White mainstream values. The FAS-R has been used in cross-national studies for parents 

and adolescent children of Mexican, Mexican American, and White descent (Rodriguez, 

Ramirez, and Korman, 1999).  Data collected from 564 participants in a cross-national 

study conducted in Mexico and the United States yielded an alpha coefficient of .75 for 

the entire sample (Rodriguez, Ramirez, and Korman, 1999).  The following are sample 
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items from the FAS-R:  �Parents always know what�s best for a child� and �Girls should 

not be allowed to play with toys such as soldiers and footballs.�  

Demographic Characteristics 

Demographic Questionnaire. A demographic questionnaire will be administered to gather 

background information on all the participants, such as age, socioeconomic status, 

education, religious background, and gender. In addition, participants will be asked to 

indicate the age they began to learn English and Spanish and to report how often they 

converse in these languages on a daily basis. 

Bilingual Self-Rating Questionnaire (BSRQ; Amuchastegui, Rodríguez, & Sánchez, 

1984).  The BSRQ will be utilized to assess for degree of proficiency in both English and 

Spanish languages.  The BSRQ assesses speaking, understanding, reading, and writing 

proficiencies in each language.  

Procedure 

Prescreening Phase 

Potential participants responded to recruitment information about the study by 

contacting the laboratory. Once in contact with the laboratory, trained research assistants 

asked potential participants the following questions: (a) do you consider yourself to be of 

Mexican origin/descent (were you either born in Mexico or one or can one or both of 

your parents trace his/her family roots to Mexico); (b) are you 18 years of age or older; 

and (c) is the following statement true for you: �I worry a lot about my academic career 

at UT and at times this makes me feel sad and/or anxious.� If potential participants 

responded yes to all aforementioned questions, they were asked to participate in a study 

in which they would need to come in to the laboratory three consecutive days for 

approximately 30 minutes each time. Additionally, participants were told that the study 
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would include two additional contacts from the laboratory via email two weeks and one 

month after their participation in the study. Those participants who agreed to participate 

were scheduled and randomly assigned to one of three conditions � (1) Traditional 

Writing Paradigm (TWP), (2) Structured Writing Intervention (SWI), or (3) Wait-list 

Control.  

Session #1 

 All participants completed the demographic, general psychological distress, and 

outcome measures at the beginning of the first session. All participants were then asked 

to rate the extent to which they endorse the experimental belief (�I worry a lot about my 

academic career at UT and at times this makes me feel sad and/or anxious� from 0 = �not 

at all� to a ceiling of 100 = �extremely believe�).  After rating their strength in the belief, 

the control condition participants scheduled their second visit for the following day and 

their participation was over for the day. Both the TWP condition and the SWI condition 

then were administered the instructions for their specific writing condition, with both 

conditions writing for 15 consecutive minutes on the topic of their experimental thought 

(�I worry a lot about my academic career at UT and at times this makes me feel sad 

and/or anxious�).  The TWP condition was instructed (verbal and written instructions; see 

Appendix A) to write without regard to grammar, spelling, or sentence structure, and to 

simply let their emotions flow.  The SWI was also instructed to write without regard to 

grammar, spelling, or sentence structure, but they answered a set of questions designed to 

challenge the validity of the individuals� thoughts by providing confirming and 

disconfirming evidence regarding the target belief (for written instructions and set of 

questions for SWI condition, see Appendix A).  All participants wrote in a room alone, 

removed from any distractions, and were timed for fifteen minutes by a research 
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assistant.  Following the writing conditions, participants were asked to re-assess the 

strength of endorsement in the experimental belief.  Second and third session dates were 

scheduled for the following consecutive days at the end of the first meeting.  

Session # 2 and Session # 3 

 The same writing procedures took place during the second and third sessions for 

the writing conditions. The control participants returned for the second session to provide 

a strength rating of their belief. All participants completed treatment outcome and general 

psychological distress measures during the third session evaluation date. Participants in 

the writing conditions completed these measures once again after the writing task was 

completed (including rating strength of endorsement of experimental belief), while 

control participants simply returned to the third session to fill out the measures and gave 

their third rating.   

Follow Up Assessments 
 
 Two follow-up evaluations were conducted at two weeks and one month after 

completion of the third session, via electronic mail, at which time participants once again 

completed treatment outcome and general psychological distress measures.  Participants 

were also asked to once again rate the degree to which they endorse the target belief at 

this time. After control participants returned their completed follow-up assessments, they 

were contacted one final time via electronic mail, and informed that they had participated 

in a control condition. At this time, they were provided a referral list for mental health 

providers available for university students.  
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Statistical Analyses 
 

Baseline Differences 

To examine whether the randomization procedure had resulted in equivalent 

groups, baseline scores on the outcome measures were compared across the different 

group using a univariate analysis of variance (ANOVA).  

Identifying Cultural Variables as Potential Covariates 

 As part of the preliminary analyses, correlations between cultural variables and 

outcome variables were conducted in order to identify any potential covariates.  The 

cultural variables that were examined as potential covariates were level of acculturation 

(ARSMA-II), Mexican American family values (FAS-R), and English and Spanish 

proficiency (BSRQ). All of the potential covariates were regressed separately onto pre-

treatment, post-treatment and follow-up scores of all of the outcome variables. If the 

results of the regressional analyses revealed a substantial ( r >.30) and significant 

correlation (p < .05) between the outcome scores (across the four different time points) 

and the variable being examined as a potential covariate, then it was decided that this 

variable would be entered in as a covariate into the treatment outcome analyses.  

Treatment Outcome 

All outcome analyses were analyzed at two-week and one-month follow up, when 

this information was available.  

Treatment Effects 

Within-group acute effects were examined with repeated measures MANOVAs. 

For each group separately, pre- and post-treatment outcome measures were entered as the 

DVs and time as the within-group factor. Separate analyses were performed for Academic 

Anxiety (as measured by Peak Worry Rating endorsed after writing task), Overall 
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Subjective Anxiety (as measured by the BAI), General Psychological Distress (as 

measured by the BSI), and Depressive Symptoms (as measured by the BDI). 

The acute differential treatment effects were tested using repeated measures 

MANOVAs with pre- and post-treatment outcome measures were entered as the DVs, 

time as the within-group factor, and condition type as the between-subjects factor. 

Separate analyses were performed for Academic Anxiety (as measured by Peak Worry 

Rating endorsed after writing task), Overall Subjective Anxiety (as measured by the BAI), 

General Psychological Distress (as measured by the BSI), and Depressive Symptoms (as 

measured by the BDI). The durability of treatment effects at follow-up assessments were 

examined in similar fashion using a repeated measures MANOVA design.   
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Results 

Sample Characteristics 

The sample characteristics are presented on Table 1. The sample consisted of 44 

male and 50 female participants, equally distributed among the different conditions 

( 2(2)=1.183, p > 0.05). Mean age of participants was 19.34 years old (SD = 2.07) and the 

mean number of years of education completed was 13.26 years (SD = 1.30).  The mean 

Mexican cultural identity score across the three conditions was 3.08, SD = .59, while the 

mean White European cultural identity score across the three conditions was 3.09, SD = 

.37, indicating that participants as a group were generally biculturally oriented. Even 

though participants were randomly assigned to each study condition, the participants’ 

Mexican cultural identity scores differed significantly by condition [F (2, 91) = 3.34, p < 

.05], while the White European cultural identity scores did not differ significantly across 

conditions [F (2, 91) = 1.07, p > .05]. Similarly, the range on their family value scores 

also indicated that the participants endorsed bicultural family values with a slight 

preference for White European values (M = 2.82, SD = .39). Their family value scores 

did not differ significantly across the three conditions [F (1, 42) = .135, p > .05]. 

Examination of language fluency scores indicated that participants’ degree of 

English fluency fell within the above average range, while their degree of Spanish 

fluency fell within the average range.  Thus, on average participants were more fluent in 

English than in Spanish, t (93) = -12.74, p < .001. However, participants’ English  

[F (2, 91) = 0.67, p > .05] and Spanish [F (2, 91) = 0.95, p > .05] proficiency scores did 

not differ significantly across the three conditions. Participants on average reported that 

their family’s household income ranged between $30,000 to $45,000 per year. 
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Table 1.  Demographic Characteristics 
Demographic  
Characteristics 

Wait-List Control TWP SWI 

Gender 
Male# 15 14 15 
Female # 19 19 12 

Age 
Mean 19.00 19.42 19.69 

Education 
Mean 13.09 13.42 13.26 

Mexican Cultural Identity 
Mean Scores 3.06 3.26 2.88 

White European Cultural Identity 
Mean Scores 3.09 3.02 3.16  

Family Values
Mean Scores 2.80 2.82 2.85 

English Fluency 
Mean Scores 4.39 4.34 4.42 

Spanish Fluency 
Mean Scores 3.07 3.13 2.82 
Note. TWP=Traditional Writing Paradigm; SWI=Structured Writing Intervention. 
 

Drop Outs and Number of Session Attended 

Twenty-eight participants failed to return the electronic mail follow-up 

assessments (7 in the control condition, 12 in TWP, and 9 in SWI). These participants’ 

data were not used in the data analyses that follow. Instead, the following analyses 

include participants who completed follow-up assessments at 2-weeks post-treatment. It 

was determined that this assessment point would most likely result in the participants 

most accurate ratings. Nevertheless, data analyses indicated that the number of drop outs 

did not vary across the conditions (F(1,92)=1.310, p>0.05).  In addition, there were no 

differences on the baseline measures between the completers and non-completers [BSI 

baseline comparisons: F(2,91)=0.543, p>0.05; BAI baseline comparisons: F(2,91)=0.001, 
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p>0.05; BDI baseline comparisons: F(2,91)=0.596, p>0.05; Worry Rating baseline 

comparisons: F(2,91)=0.492, p>0.05]. 3 

Covariates 

Correlations were calculated (separately) between the cultural variables [i.e., level 

of acculturation (ARSMA-II), Mexican American family values (FAS-R), and English 

and Spanish proficiency (BSRQ)] and outcome scores at pre-treatment, post-treatment 

and follow-up assessment times.  The findings indicated that none of correlations 

between the cultural variables and outcome variables were substantial (r >.30) and 

significant (p<.05) across the four different time points (pre-treatment, post-treatment, 2-

week follow-up, and one-month follow-up). Thus, none of the cultural variables were 

included in the treatment outcome analyses as covariates in the main analyses. However, 

hypotheses 5 used all of the aforementioned cultural variables as covariates to assess 

whether any of these cultural variables would serve as moderators. This was expected to 

be particularly true of Mexican cultural identity scores, since this variable varied 

significantly across conditions.  

Baseline Differences 

The different conditions did not differ on any of the outcome measures at pre-

treatment (see Table 3 and Table 4); [BSI baseline comparisons: F(2,91)=1.972, p>0.05; 

BAI baseline comparisons: F(2,91)=1.782, p>0.05; BDI baseline comparisons: 

F(2,91)=2.142, p>0.05 ; Worry Rating baseline comparisons: F(2,91)=1.404, p>0.05]. 

 
 
 
 

                                                
3 See Appendix C for all analyses and results for participants who completed all follow-up assessments at 
one month post-treatment. 
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Table 3.   Means at Baseline, Post-treatment and Follow-up Assessments for BSI, BAI, 
and BDI Scores across the Three Conditions 

Time Control TWP SWI 
       M      SD        M      SD       M      SD 

BSI (0-4) 
Baseline 
Post-treatment 
2-Week Follow-up 
4-Week Follow-up 

2.025    .602 
1.913    .597 
1.652    .446 
1.643    .469 

2.149     .567 
1.942     .556 
1.715     .564 
1.666     .376 

1.853     .552 
1.882     .663 
1.604     .548 
1.489     .346 

BAI (0-4) 
Baseline 
Post-treatment 
2-Week Follow-up 
4-Week Follow-up  

1.809 .474 
1.547 .351 
1.410   .388 
1.372   .331 

1.807    .477 
1.582    .423 
1.398    .422 
1.420    .411 

1.591     .337 
1.454     .305 
1.300     .335 
1.220     .280 

BDI (0-4) 
Baseline 
Post-treatment 
2-Week Follow-up 
4-Week Follow-up 

.793     .416 

.728     .448 

.626     .352 

.612     .472 

.860      .382 

.782      .427 

.656      .389 

.579      .330  

.660       .313 

.616       .428 

.537       .239 

.501       .231  
Note. TWP=Traditional Writing Paradigm; SWI=Structured Writing Intervention  
 
Table 4. Means at Baseline, Post-treatment and Follow-up Assessments for Peak 
Subjective Worry (Endorsement in Experimental Belief) across the Three Conditions 

Time Control TWP SWI 
       M      SD        M      SD       M      SD 

Peak Subjective Worry (0-100) 
Baseline 
Post-treatment 
2-Week Follow-up 
4-Week Follow-up 

68.471     23.25 
68.206     23.47 
70.000     21.24 
70.265     23.65 

68.370     24.11 
60.788     29.39 
64.061     28.07 
65.182     27.96  

59.593    21.65 
50.667    24.31 
53.000    22.79 
49.778    25.43  

Effects at Post-treatment 

Table 3 and Table 4 present changes in General Psychological Distress, Overall 

Subjective Anxiety and Depressive Symptoms outcome indices, and Academic Anxiety 

outcome indices, respectively. 

Between Treatment Effects 

A Condition x Time (pre- to post-treatment) repeated measures MANOVA was 

conducted to examine the main effects of the different conditions on participants’ 
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academic worry across time. This main effect was not statistically significant [F(2,80) = 

2.088, p >.05, eta2 = 0.050]. 

A Condition (Control vs. Active Intervention) x Time (pre- to post-treatment) 

repeated measures MANOVA was conducted in order to examine Hypothesis 1. The 

interaction was statistically significant [F(1,81) = 3.993, p <.05, eta2 = 0.047]. This 

interaction is illustrated in Figure 1. This finding provides support for Hypothesis 1, 

which posited that both writing interventions would have larger modifying effects on 

participants’ academic worry compared to participants in the control condition.  
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Figure 1. Peak subjective academic worry rating at Pre-treatment and Post-treatment for 
Writing Interventions and Control condition. 
 

Similarly, a Condition x Time (pre- to 2-week follow up) repeated measures 

MANOVA was conducted to examine the differential effects on academic worry by 

condition at the one month follow up assessment. This main effect was not statistically 

significant [F(2,80) = 1.597, p >.05, eta2 = 0.038]. The Condition (Control vs. Active 

Intervention) x Time (pre- to two-week follow up) repeated measures MANOVA was 

also not statistically significant [F(1,81) = 3.147, p >.05, eta2 = 0.037]. Thus, at 2-weeks 
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after exposure to the writing interventions, the effects of these interventions failed to 

differ from those offered by the control condition in reducing subjective academic worry. 

In order to examine the main effects of the different conditions on participants’ 

overall psychological distress, overall psychological worry, and depressive symptoms, a 

series of Condition x Time (pre- to post-treatment and pre- to follow-up assessment) 

repeated measures MANOVAs were conducted, with the BSI, BAI, and BDI as between-

subjects factors. The main effect of the different conditions on the participants’ BSI score 

from pre- to post-treatment assessments was significant [F(2,80) = 8.233, p <.05, eta2 = 

0.171]. Thus there were significant differences across the three different conditions on the 

reported BSI scores from baseline to post-treatment assessments.  

 The additional main effects were not significant [F(2,80) = 0.808, p >.05, eta2 = 

0.020, F(2,80) = 1.234, p >.05, eta2 = 0.030, F(2,80) = 0.486, p >.05, eta2 = 0.012, 

F(2,80) = 0.573, p >.05, eta2 = 0.014, F(2,80) = 2.222, p >.05, eta2 = 0.053; BSI (pre- to 

follow-up), BAI (pre- to post-treatment and pre- to pre- to follow-up), and BDI (pre- to 

post-treatment and pre- to pre- to follow-up; respectively). 

In order to examine the within-group effects at post-treatment for participants’ 

overall psychological distress, a repeated measures MANOVA was conducted, for each 

group separately, where participants’ pre-treatment and post-treatment BSI scores were 

entered as the dependent variables and time as the within-group factor. At post-treatment, 

results revealed that participants within the control and TWP conditions reported a 

significant decline in their subjective experience of overall psychological distress [(F(1, 

30)=7.292, p<0.05 and F(1,26)=11.750and p<0.01; Control and TWP, respectively)], 

while participants in the SWI condition did not report a significant decrease in overall 

psychological distress [F(1,24)=2.194, p>0.05].  In order to examine within-group effects 
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at 2-week follow-up on participants’ BSI scores for each condition, pre-treatment and 

follow-up scores were entered as the dependent variables and time as the within-group 

factor.  The results indicated that participants within all conditions at one-month follow-

up reported significant lower scores compared to their pre-treatment scores on measures 

of overall psychological distress [F(1,30)=20.858, p<0.01, F(1,26)=23.081, p<0.01, and 

F(1, 24)=13.519, p<0.01; Control, TWP and SWI, respectively)].  

To test Hypothesis 2, I conducted a series of Condition (Control vs. Active 

Intervention) x Time (pre- to post-treatment) repeated measures MANOVAs, with the 

BSI, BAI, and BDI as between-subjects factors. The effects of the three different 

interactions were not statistically significant [F(1,81)=.050, p>.05, eta2 = .001, 

F(1,81)=.017, p>.05, eta2 = .000, F(1,81)=.000, p>.05, eta2 = .000; BSI, BAI, and BDI, 

respectively]. Thus, the reductions in participants� overall worry, general psychological 

distress, and depressive symptoms were not greater for the active intervention conditions 

compared to the control condition.  

In order to examine whether differences in the overall psychological distress, 

overall anxiety, and depressive symptoms would be observed between active 

interventions compared to the control condition at the 2-week follow-up assessment, a 

series of Condition (Active vs. Control) by Time (pre-treatment vs. one month follow-up) 

MANOVAs were conducted with the BSI, BAI, and BDI as between subjects factors. 

Finding revealed that at one month follow-up, no differences could be detected between 

the active interventions and control conditions in any of the outcome measures [F(1,81) = 

0.031, p >.05, eta2 = 0.000, F(1,81) = 0.082, p >.05, eta2 = 0.007, and F(1,81) = 0.035, 

p>.05, eta2 = 0.000; BSI, BAI, and BDI, respectively].   
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A Treatment (TWP vs. SWI) x Time (pre- to post-treatment) repeated measures 

MANOVA was conducted in order to examine Hypothesis 3. This hypothesis posited that 

the Structured Writing intervention would have larger modifying effects in participants’ 

academic worry than the Traditional Writing Paradigm. The interaction was not 

statistically significant at the post-treatment assessment [F(1,50) = .199, p >.05, eta2 = 

0.004]. Therefore, Hypothesis 3 which posited that the SWI participants would 

experience larger reductions in academic worry compared to participants in TWP, was 

not supported.  These effects continued to not be significant at the 2-week follow-up 

assessment [F(1,50) = 0.105, p >.05, eta2 = 0.002]. 

In order to examine Hypothesis 4, I conducted a series of Treatment (TWP vs. 

SWI) x Time (pre- to post-treatment) repeated measures MANOVAs, with the BSI, BAI, 

and BDI as between-subjects factors. Results indicated that a significant interaction exists 

between treatment and time when participants rate their overall level of psychological 

distress [F(1,50) = 12.646, p <.01, eta2 = 0.203]. Figure 2 depicts the significant 

Treatment x Time interaction.  Results indicated that participants in the TWP condition 

showed a greater reduction in their BSI scores than those participants in the SWI 

condition. This is contrary to the hypothesized direction. Thus, the TWP condition 

outperformed the SWI condition at post-treatment in reducing overall psychological 

distress. These effects did not continue to be significant at the one month follow-up 

assessment [F(1,50) = 2.697, p >.05, eta2 = 0.051]. 
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Figure 2. BSI mean scores at Pre-treatment and Post-treatment for TWP and SWI 
conditions. 
 
The additional interactions with the BAI and BDI as between-subjects factors were not 

statistically significant neither at post-treatment nor at follow-up assessments [F(1,50) = 

3.593, p >.05, eta2 = 0.067, F(1,50) = 1.915, p >.05, eta2 = 0.037, F(1,50) = 1.018, p >.05, 

eta2 = 0.020, F(1,50) = 2.255, p >.05, eta2 = 0.043, BAI (pre-post and pre-follow-up) and 

BDI (pre-post and pre-follow-up); respectively]. 

Cultural Variables as Moderators 

 In order to test Hypothesis 5, family values scores (as assessed by the FAS-R) and 

both Mexican Cultural Identity and White American Identity Scores (as assessed by the 

ARSMA-II subscales) were entered as covariates (separately) in the previously 

mentioned main effects MANOVAs. These analyses were done to assess whether the 

primary effects differ as a function of family values and acculturation identification.   

Family Values Interactions 

None of the tested interactions with Family Values scores as covariates were 

significant at post-treatment or 2-week follow-up assessments [F(2,77) = 0.328, p >.05, 
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eta2 = 0.008, F(2,77) = 0.724, p >.05, eta2 = 0.018, F(2,77) = .0470, p >.05, eta2 = 0.012, 

F(2,77) = 0.858, p >.05, eta2 = 0.022, F(2,77) = 0.219, p >.05, eta2 = 0.006, F(2,77) = 

0.798, p >.05, eta2 = 0.020, F(2,77) = 1.229, p >.05, eta2 = 0.031, F(2,77) = 1.875, p 

>.05, eta2 = 0.046; BSI (pre- to post-treatment and pre- to pre- to follow-up), BAI (pre- to 

post-treatment and pre- to follow-up), BDI (pre- to post-treatment and pre- to follow-up, 

and peak worry rating (pre- to post-treatment and pre- to follow-up). Thus, none of the 

main effects differ as a function of Family Values scores.  

Mexican Cultural Identity Interactions 

None of the tested interactions with Mexican cultural identity scores as covariates 

were significant [F(2,77) = 0.934, p >.05, eta2 = 0.024, F(2,77) = 0.220, p >.05, eta2 = 

0.006, F(2,77) = 2.179, p >.05, eta2 = 0.054, F(2,77) = 0.005, p >.05, eta2 = 0.000, 

F(2,77) = 0.112, p >.05, eta2 = 0.003, F(2,77) = 0.813, p >.05, eta2 = 0.021, F(2,77) = 

0.384, p >.05, eta2 = 0.010, F(2,77) = 0.445, p >.05, eta2 = 0.011; BSI (pre- to post-

treatment and pre- to pre- to follow-up), BAI (pre- to post-treatment and pre- to follow-

up), BDI (pre- to post-treatment and pre- to follow-up, and peak worry rating (pre- to 

post-treatment and pre- to follow-up). Thus, none of the main effects differ as a function 

of Mexican cultural identity scores.  

White American Identity Interactions 

None of the tested interactions with White American cultural identity scores as 

covariates were significant as well [F(2,77) = 2.573, p >.05, eta2 = 0.063, F(2,77) = 

0.676, p >.05, eta2 = 0.017, F(2,77) = 0.409, p >.05, eta2 = 0.011, F(2,77) = 0.539,  p 

>.05, eta2 = 0.014, F(2,77) = 0.332, p >.05, eta2 = 0.009, F(2,77) = 0.341, p >.05, eta2 = 

0.009, F(2,77) =1.119, p >.05, eta2 = 0.028, F(2,77) =0.990, p >.05, eta2 = 0.025; BSI 

(pre- to post-treatment and pre- to pre- to follow-up), BAI (pre- to post-treatment and 
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pre- to follow-up), BDI (pre- to post-treatment and pre- to follow-up, and peak worry 

rating (pre- to post-treatment and pre- to follow-up). Thus, none of the main effects differ 

as a function of White American cultural identity scores.  
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Discussion 

The primary objective of the current study was to examine the effects two 

different writing interventions (Traditional Writing Paradigm vs. Structured Writing 

Intervention) on the reduction of Latino participants’ academic worry and overall 

psychological distress. Additionally, this study aimed at examining the moderating 

effects of cultural variables (i.e. family values and acculturation identification scores) on 

the efficacy of these interventions. Thus, college students of Mexican descent who 

endorsed being worried about their academic careers were randomly assigned to one of 

three conditions: (a) Traditional Writing Paradigm (TWP), (b) Structured Writing 

Intervention (SWI), and (c) Wait-list Control. 

Summary of Findings 

As predicted, both writing interventions – Traditional Writing Paradigm (TWP) 

and the Structured Writing Intervention (SWI) – did have larger modifying effects on 

participants’ academic worry compared to participants in the control condition at the 

post-treatment assessment. However, at 2-weeks after exposure to the writing 

interventions, the effects of these interventions failed to differ from those offered by the 

control condition in reducing subjective academic worry. The effects of these 

interventions did not generalize to other measures assessing overall psychological 

distress, depressive symptoms, and overall psychological worry. Another main aim of 

this study was to compare the effects of the Traditional Writing Paradigm to the modified 

Structured Writing Intervention. Contrary to what was hypothesized, the TWP condition 

outperformed the SWI condition at post-treatment in reducing overall psychological 

distress. However, these effects did not last at the 2-week follow up assessment.  
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An equally important aim of this study was to examine the moderating effects of 

cultural variables on the efficacy of the different writing interventions. The principal 

finding indicated that none of the different cultural variables examined at post-treatment 

and at the 2-week follow up served as possible moderators. However, a closer look at the 

data for those participants that completed all phases of the interventions and assessments, 

demonstrate that in fact cultural variables may play a larger moderating role than what is 

evident by only examining the data at the other two assessment dates.  

General Interpretation of Findings 

 One of the main aims of this study was to compare the efficacy of the TWP with a 

modified SWI, to assess whether a modified writing intervention would result in a more 

culturally congruent way of processing written information for Mexican origin 

participants. Contrary to predictions, the less structured traditional writing paradigm 

outperformed the more structured, directive modified writing intervention. One possible 

explanation for this finding may be that the more unstructured intervention provided 

participants with more of an opportunity to expose themselves to their academic concerns 

and fears. It is generally understood that the more similar an exposure task is to a feared 

situation, the more likely that the person is to experience a greater degree in fear 

reduction (Foa & Kozak, 1986; Dyckman & Cowan, 1978). While both writing 

interventions in this study were not intended to be experienced by participants as 

exposure tasks, it is not difficult to imagine how being asked to write on a topic for 15 

consecutive minutes could be interpreted by a participant with academic concerns as 

similar to a school assignment. However, the unstructured nature of the TWP may result 

in more uncertainty about the expectations of the task, thus result in higher anxiety, and 

possibly provide for a more realistic exposure experience. This explanation supports the 
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newer exposure theory of experimental disclosure (Klein & Boals, 2001) which argues 

that the written expression of thoughts and feelings regarding an upsetting event is 

similar to exposure therapy.  Thus, by repeatedly exposing people to their feelings and 

thoughts through writing, this should extinguish their fears associated to the stimulus.  

Another reason why the TWP may have outperformed the SWI is because the 

modified writing task may have promoted a less insightful, more cerebral, writing style. 

Thus, participants in the SWI condition may have been more invested in getting the task 

completed than in processing their emotions or in thinking about alternative ways of 

reaching their goals, in the way King (2001) suggests it is most beneficial.  

A final problem with the SWI which might have impacted its efficacy compared 

to that of the TWP is the similar instructions given for both interventions. All writing 

intervention participants were given the same writing prompt over the three days they 

participated in the intervention.  This prompt which instructed participants to write for 15 

consecutive minutes may have been more appropriate for the TWP intervention, due to 

the lack of structure inherent in this task. The SWI participants, who had the same prompt 

over the three consecutive days, may have had difficulty from day to day knowing where 

to pick up in their writing, given that they had to answer a set of questions. Some study 

participants may have finished all questions on the first day, while other participants may 

have never gotten through the entire list of questions to completely restructure a 

maladaptive thought related to their academic worry. Those participants that answered all 

the questions more quickly may have repeated the task using different supporting 

evidence to restructure their beliefs, while participants who never answered all the 

prompt questions, may not have received the full benefit of the SWI intervention. In its 

face-to-face format, 15 minutes of cognitive restructuring with a trained clinician is often 
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a very short time to restructure a maladaptive belief. It was likely very difficult for most 

participants to guide themselves through all the questions necessary to restructure their 

own thoughts and ultimately get the full effect of the structured writing intervention as 

intended.   

 As previously mentioned, while the main analyses did not establish cultural 

variables as moderators of treatment efficacy in this study, results of completer analyses, 

which can be found in Appendix A, point to two other significant findings in this study. 

These findings indicate that both family value scores and Mexican Cultural Identity 

scores serve as a moderator for both the SWI and TWP interventions (respectively), 

although the moderating effects impact different outcome variables. Specifically, it was 

found that participants in the SWI group who endorsed more traditional Mexican family 

values were the only participants who had significant reductions in their Worry Rating 

scores from pre- to follow-up assessments, while participants in the TWP group who had 

higher Mexican Cultural Identity scores had a positive association to BAI score 

reductions from pre- to follow-up assessments. Several explanations may help make 

sense of these findings. It may be that one intervention is more efficacious on reducing 

symptoms as assessed by one outcome measure versus the other because the two outcome 

measures are in fact measuring different things. This is likely the case, since the BAI is a 

21-item measure of generalized anxiety “over the last two weeks”, while the worry rating 

is a one-item subjective measure of experiential level of worry.  The task of writing in an 

unstructured way about one’s worries and academic concerns may have more lasting 

effects, while the task of writing in a generally structured way may facilitate symptom 

reduction, but less insight. However, it remains that if family value scores are moderating 

the effects of these interventions, it must indicate that something inherent about 
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traditional Mexican values is either having an impact on the intervention, on the 

participants’ reported anxiety, or on both. One theory is that culturally, individuals who 

score higher on the traditional Mexican family values continuum may be more likely to 

underreport their levels of psychological distress, as measured by measures such as the 

BAI or if asked to rate their subjective level of worry. Thus, the effects of these 

interventions may be more robust than is apparent from the results. However, if this is the 

case, these effects would impact both interventions equally. Therefore, the best 

explanation for these differential moderating effects between both interventions may be 

that the outcome variables are in fact likely assessing different constructs.  

Limitations and Future Directions 

The present study had several limitations.  First, we did not control for time of the 

semester when participants participated in the present study. While participants were 

recruited at various times of the semester, most of the participants contacted the study 

recruiters during the end of both semesters, when they needed to get credit for 

participation. This time of the semester typically coincides with higher levels of anxiety, 

which often subsides after exams are over or participants have fulfilled their experimental 

credit by participating in the present study. It would be important to replicate this study 

with participants whose participation is not contingent upon course credit.  A similar 

limitation has to do with the principal investigator’s availability to oversee the 

recruitment efforts of the study. Approximately one-third of the study participants were 

recruited after the principal investigator left the University setting for a clinical internship 

placement in a different region of the country. While the recruitment efforts continued, 

there was a noticeable reduction in the number of participants who returned for follow up 

assessments after the first two-thirds of the participant data was collected.  
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Another limitation of this study is the relatively low baseline level of 

symptomatology with which participants presented. These participants did not have to 

meet criteria for Generalized Anxiety Disorder or any other DSM-IV-TR clinical 

diagnosis in order to participate in this study. In fact, the only thing participants had to 

endorse was any worry related to their academic achievement at UT. While, the baseline 

mean reported subjective academic worry was moderate (M = 65.885, SD = 23.215) 

from 0-100, the range of reported subjective academic worry ratings varied from 5 to 

100. Additionally, participants self-elected to participate in a study which explicitly 

required participants to endorse worry related to their academic achievement. It is unclear 

whether very anxious people chose to participate in this study, and if those individuals 

who chose to participate may be more rigid about maintaining their anxious beliefs. 

Therefore, a limitation in this study is the self-selection nature of participant recruitment. 

Other limitations included the measures used in the present study. Principally, the 

single-item assessment of subjective academic worry was not augmented with a more 

objective measure of academic worry. Future studies need to address this by not only 

using additional objective measures assessing academic concerns, but possibly also 

relying on physiological measures of anxiety.  

An additional limitation of this study is that the generalizability of the findings is 

limited because of the convenience sample that was recruited.  The findings may be 

generalizable to Mexican origin college students who are attending predominantly White 

institutions.  However, non-Mexican origin Latino students or Mexican origin students 

recruited from more ethnically diverse institutions may yield different results.  Future 

studies should replicate this study in other institutions, with different ethnic campus 

compositions and with different Latino population samples. 
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Yet another limitation of this study is the fact that it did not directly assess the 

language in which the writing samples were conducted. Instructions were given in 

English, but participants were instructed to write in whichever language they felt most 

comfortable writing in. Future studies should assess whether bilingual individuals writing 

in their predominant language compared to their second language have different effects 

when using either structured or unstructured writing interventions. Additionally, the 

content of the writing samples was also not analyzed in this present study. A future 

direction of this study is to analyze the writing samples and assess the differences in the 

content of the different writing interventions.  

 Lastly, the current results are also limited because participants were not asked at 

the end of the study to provide feedback regarding their experiences participating in each 

of the different interventions. Specifically, it would have been beneficial to interview 

participants to address some of the limitations stated above, beyond mere speculation. 

Interviews may have clarified if participants in the SWI were able to complete the 

protocol questions, if they felt writing about the same thing three consecutive days was 

redundant, or if their experience of the writing interventions felt more like a school 

assignment than a therapeutic intervention.  

 

Clinical Implications 

 The findings of the present study highlight the importance of conducting 

intervention research with minority populations to assess the validity of the assumptions 

clinicians use to guide their treatment. Overall, participants in this present study benefited 

most from the unstructured writing paradigm, which according to the literature reviewed 

may appear to be culturally inconsistent. However, the literature is largely based on 
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theoretical information and heterogeneous Latino samples. This study highlights, that at 

least within the context of a writing paradigm, participants of Mexican origin are able to 

deduce benefits from an unstructured intervention.  

 Additionally this study highlights some of the important cultural factors to 

consider when administering treatment components to Mexican origin college student 

populations.  Consistent with the recommendations put forth by the American 

Psychological Association’s (APA) Multicultural Psychotherapy Guidelines (APA, 

2002), the findings of this study emphasize the importance of focusing on the client 

within his or her cultural context.  In this study, family values was as a significant 

moderator of treatment efficacy for both structured and unstructured interventions. 

However, Mexican and White American Cultural Identities, and Spanish and English 

proficiency were not. Thus, it is important for treatment providers in contact with 

Mexican origin students to recognize that attending university likely requires a certain 

level of mainstream acculturative adaptation and English language proficiency. However, 

the cultural variable which may be different across different Mexican origin students is 

their family values orientation. Additionally, clinicians must be aware that symptom 

endorsement may differ depending on how patients are asked about their subjective 

experiences, as was likely the case in this study.  
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APPENDIX A: INSTRUCTIONS FOR TWP AND SWI CONDTIONS 

TWP Instructions 
 
Thank you for agreeing to participate in our study.  When you signed up for the study one 
of the criteria stated that you endorse the following statement: 
 
“I worry a lot about my academic career at UT and at times this makes me feel sad 
and/or anxious” 
 
What we are asking you to do now for the next 15 minutes is to write about the statement 
above. So, write about your feelings of worry, sadness, and anxiety related to your 
academic career at UT.  Do not worry about your grammar, spelling, or sentence 
structure.  Simply let your ideas flow and try to not stop writing for the entire 15 minutes.  
Everything you write will remain completely confidential and will in no way be traced 
back to your person.  When you are ready to start, let the assistant know, so that your 
time may begin and he/she may leave you to write alone without any disruptions.  When 
your 15 minutes are over, the assistant will return, hand you an envelope, and ask you to 
place your papers in the envelope and seal it.   
 
 
SWI Instructions  
 
Thank you for agreeing to participate in our study.  When you signed up for the study one 
of the criteria stated that you endorse the following statement: 
 
“I worry a lot about my academic career at UT and at times this makes me feel sad 
and/or anxious” 
 
What we are asking you to do now for the next 15 minutes is to write about the statement 
above by answering the questions provided below. So, write about your feelings of 
worry, sadness, and anxiety related to your academic career at UT.  Do not worry about 
your grammar, spelling, or sentence structure.  Simply answer the questions below and 
try to not stop writing for the entire 15 minutes.  Everything you write will remain 
completely confidential and will in no way be traced back to your person.  When you are 
ready to start, let the assistant know, so that your time may begin and he/she may leave 
you to write alone without any disruptions.  When your 15 minutes are over, the assistant 
will return, hand you an envelope, and ask you to place your papers in the envelope and 
seal it. 
 
 
SWI Protocol Questions 
 

1. What kind of thoughts (predictions) are you having that could possibly be making 
you feel anxious and or sad? List all the thoughts or predictions you are making 
that may be making you feel bad.   

  For example, if I think my dog will die, this will make me feel sad. 
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2. Which thought from the ones you listed above do you think is having the biggest 

impact in the way you are feeling about your academic career at UT? 
 
3. How come you think this thought is the most important?  Why do you think the 

thought is true?  Pretend you are a lawyer here and come up with evidence 
supporting why this thought is true.   

  For the example above, you think your dog will die.  Some evidence for  
  the thought might be that the dog is 15-years-old and old dogs die. 

 
4. Is there any evidence contradicting your thought?  Can you think of any reason 

why your thought might not be completely true or accurate?  Pretend again you 
are a lawyer, but now you are arguing the opposing side and come up with 
evidence supporting the position that your thought is not true. 

   For the example above, even though your dog is old, it is unlikely that  
   he will die soon.  He is healthy, lives indoors, and all of your pets have  
   survived longer than you ever anticipated due in part to your excellent  
   care.   
 

5. Given the evidence you provided for and against your thought, is there an 
alternative more accurate way of viewing your current academic situation?  

 
6. Write about how worried you feel now about your current academic situation 

given the evidence you provided for and against your thought.   
 

7. Write about how sad and/or anxious you feel now about your current academic 
situation given the evidence you provided for and against your thought.   
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APPENDIX B: TREATMENT PROTOCOL 

Before Running any Participants: 
 

• Research Assistants should take the test measures to be administered so that they 
can familiarize with the questionnaires and also be aware of ambiguous questions 
that may require clarification during the sessions.   

 
• The participants will be randomized into three different condition groups (100s = 

control, 200s = TWP, and 300s = SWI) using the color coded folders and a clip.  
The clip will move from condition to condition each time a participant is run. 

 
• Know how to access the measures, instructions and proposal.  Log into the 

computer as valdez (pw: ivy01).  Go to My Computer, then got to the (Z:) drive.  
Go to Dissertation folder for files.    

 
• Familiarize yourself with the three conditions for the study by reading the 

research proposal and the condition instructions.   
o In the control condition, participants will be asked to fill out 

questionnaires only, but will not do any writing, like in the other 
conditions (more explicit directions to follow).  (100s) 

 
o In the traditional writing paradigm, participants will be asked to write 

for 15 minutes on the topic of their experimental thought without regard 
for proper grammar, spelling or punctuation.  (200s) 

 
o In the structured writing intervention, participants will be asked to write 

for 15 minutes on the topic of their experimental thought without regard 
for proper grammar, spelling or punctuation as well.  However, in the SWI 
condition, participants will also be asked to respond to a set of questions 
that involve challenging the validity’s of the participants thoughts.  (300s)   
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First Session: 
 

o Welcome the participant.  
o Thank him/her for helping with the study.  Introduce yourself and ask if 

the participant has any initial questions. 
 

o Introduce the Informed Consent. 
o There will be two copies of the Informed Consent in the folders.  One 

copy will be for the participant; the other will stay in the lab for record 
keeping.   

 
o Ask the participant to read the Informed Consent on his/her own, then ask 

if the participant has any questions. 
 

o Highlight/circle Gladys’s phone number and identify her as the primary 
investigator of the study.  Highlight/circle Dr. Ramirez’s phone number 
and identify him as Gladys’s supervisor.  Explain that this is information 
the Research Assistants present to all participants in case there are 
concerns regarding the experiment.   

 
o Highlight/circle the Counseling Center’s phone number and explain that 

there are such services available if there should be a need for them.   
 

o Make sure Gladys has signed both forms. 
 

o The Research Assistant signs and prints his/her name on first line of the 
consent forms and dates where indicated.  Make sure both forms are 
signed and dated by the Research Assistant first before handing the 
consent forms to the participants to sign. 

 
o Ask the participants to sign and date both forms where indicated. 

 
o Check participant criteria. 

o Before the first session, participants should have already confirmed over 
the phone with Research Assistants that they meet the criteria for this 
study during the session scheduling.  However, after giving the Informed 
Consent, Research Assistants still need to ask the participant if they meet 
the three requirements: 

 
1. Is the participant of Mexican-American descent? (Either the 

participant, one or both of the participant’s parents, or the participant’s 
family has roots/descendants from Mexico.)  

2. Is the participant at least 18 years of age? 
3. Is this statement true for you?: “I worry a lot about my academic 

career at UT and at times this makes me feel sad and/or anxious.” 
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If the participant answers yes to all three questions, the session may 
continue.  If the participant does not answer yes to all three questions, then 
the participant will be asked to leave the study.   

  
o Administer questionnaires. 

o Once the participant has met the criteria for the study, the Research 
Assistant will hand out the questionnaire packet containing the 
experiment’s test measures.  The Research Assistant will explain the 
instructions for the packet and ask for questions.  Then, the participant will 
be instructed to complete the packet.  It is important that the Research 
Assistant is familiarized with the packet in case the participants have 
problems with certain questions.   

 
o Once the participant is done with the questionnaire packet, take back the 

packet to check and see if any questions were missed.  At the same time, 
pay special attention to the Suicide Item in BDI question #9.  If the 
participant scores a 2 or a 3, immediately contact Gladys.  If Gladys 
cannot be reached, contact Brittany or Dr. Ramirez.  Otherwise, contact 
the Counseling Center.  Contact SOMEONE.   

 
o Control group:  After they have completed the questionnaire, have the 

participant rate the extent to which he/she endorses the experimental 
belief.  Explain the rating scale:  0 = do not endorse at all, 100 = 
completely true for me.  Record the participant’s rating number on the 
form.  After all tasks and forms are completed, confirm the next session’s 
appointment with the participant.  Let them know that the next 
appointment will be shorter (about 5 minutes).  Ask for questions, and 
thank the participant for his/her time.   

 
o Begin writing task (For SWI and TWP only). 

o In all conditions, first ask the participant to rate the extent to which he/she 
endorses the experimental belief.  Explain the rating scale: 0 = do not 
endorse at all, 100 = completely true for me.  Record the participant’s 
rating number on the form.   

 
o After the rating form, hand out the written instructions for the writing task.  

Ask the participant to read along silently as you read the instructions 
aloud.   Allow the participant to ask questions.   

 
o Following the instructions, hand the blank sheets of paper to the 

participant.  Set the timer for 15 minutes.  Encourage the participant to try 
and write for the entire 15 minutes.  Inform the participant that you will 
leave the room during the writing task, but will be close to the door in case 
they have questions or finish early. 

 
o Tell the participant to begin (at this time, also start your timer) and leave 

the room.  Stay close to the room in case the participant finishes early.  At 
the end of 15 minutes, reenter the room and tell the participant to stop.  If 
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the participant finishes early, record the amount of time that the participant 
spent writing.  Hand the participant an envelope and have him/her place 
their writing into the envelope and seal it, then ask the participant to hand 
it back to you.   

 
o Afterward, have the participant rate their thoughts and record it on the 

follow-up belief in thought form.   
 

o End first session. 
o After all tasks and forms are completed, confirm the next session’s 

appointment with the participant.  Let them know that the next 
appointment will be shorter (about 20 minutes).  Ask for questions, and 
thank the participant for his/her time.   
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Second Session: 
 

o Welcome the participant.  
o Control Group:  For the second session, have the participant rate their 

thoughts and record it on the follow-up belief in thought form. After all 
tasks and forms are completed, confirm the next session’s appointment 
with the participant.  Let the participant know that the next appointment 
will be about 30 minutes.  Ask for questions, and thank the participant for 
his/her time.   

 
o Begin writing task. (For SWI and TWP) 

o In all writing conditions, first ask the participant to rate the extent to which 
he/he endorses the experimental belief.  Record the participant’s rating 
number on the form.   

 
o After the rating form, hand out the written instructions for the writing task.  

Ask the participant to read along silently as you read the instructions 
aloud.   Allow the participant to ask questions.   

 
o Following the instructions, hand the blank sheets of paper to the 

participant.  Set the timer for 15 minutes.  Encourage the participant to try 
and write for the entire 15 minutes.  Tell the participant to begin (at this 
time, also start your timer) and leave the room.  Stay close to the room in 
case the participant finishes early.  At the end of 15 minutes, reenter the 
room and tell the participant to stop.  If the participant finishes early, 
record the amount of time that the participant spent writing.  Hand the 
participant an envelope and have him/her place their writing into the 
envelope and seal it, then ask the participant to hand it back to you.   

 
o Afterward, have the participant rate their thoughts and record it on the 

follow-up belief in thought form.   
 

o End second session. 
o After all tasks and forms are completed, confirm the next session’s 

appointment with the participant.  Let the participant know that the next 
appointment will be about 30 minutes.  Ask for questions, and thank the 
participant for his/her time.   
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Third Session: 
 

o Welcome the participant. 
 

o Administer the third session test measures (BDI, BAI, BSI) and have the 
participants fill out the indicated questionnaires.   

 
o Control Group:  After participants complete the aforementioned test 

measures, have the participant rate their thoughts and record it on the 
follow-up belief in thought form. After all tasks and forms are completed, 
explain to the participant about the electronic mail follow-up 
questionnaire.  Confirm the participant’s email address and emphasize the 
importance of the questionnaire.  Ask for questions, and thank the 
participant for his/her time.   

 
o Begin writing task (For SWI and TWP) 

o In all writing conditions, first ask the participant to rate the extent to which 
he/she endorses the experimental belief.  Record the participant’s rating 
number on the form.   

 
o After the rating form, hand out the written instructions for the writing task.  

Ask the participant to read along silently as you read the instructions 
aloud.   Allow the participant to ask questions.   

 
o Following the instructions, hand the blank sheets of paper to the 

participant.  Set the timer for 15 minutes.  Encourage the participant to try 
and write for the entire 15 minutes.  Tell the participant to begin (at this 
time, also start your timer) and leave the room.  Stay close to the room in 
case the participant finishes early.  At the end of 15 minutes, reenter the 
room and tell the participant to stop.  If the participant finishes early, 
record the amount of time that the participant spent writing.  Hand the 
participant an envelope and have him/her place their writing into the 
envelope and seal it, then ask the participant to hand it back to you.   

 
o Afterward, have the participant rate their thoughts and record it on the 

follow-up belief in thought form.   
 

o End Third session. 
o After all tasks and forms are completed, explain to the participant about 

the electronic mail follow-up questionnaire.  Confirm the participant’s 
email address and emphasize the importance of the questionnaire.  Ask for 
questions, and thank the participant for his/her time.   
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Follow-up evaluation: 
 

o Email follow-up questionnaires. 
o Two weeks after all sessions have been completed, email the follow-up 

questionnaire to the participant and ask for them to reply back with their 
answers.  The evaluation will ask participants to retake certain measures 
that assess their levels of anxiety, depression, and their beliefs regarding 
their target thought.  Highlight the importance of their responses for the 
study, and inform them to email the lab study email address.  Email the 
evaluation in the body of the email (NOT as an attachment) and ask the 
participants to respond in the body of the text.  If certain participants do 
not respond back, email them again.   
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APPENDIX C: COMPLETER ANALYSES RESULTS 

Completer Sample Characteristics 

Participants who completed all study assessments consisted of 32 male and 34 

female participants, equally distributed among the different conditions ( 2(2)=0.543, p > 

0.05). Mean age of participants was 19.33 years old (SD = 2.25) and the mean number of 

years of education completed was 13.22 years (SD = 1.26).  The mean Mexican cultural 

identity score across the three conditions was 3.14, SD = .53, while the mean White 

European cultural identity score across the three conditions was 3.12, SD = .38, 

indicating that participants who completed the all study assessments were as a group 

generally biculturally oriented. Neither the participants’ Mexican cultural identity scores 

nor the White European cultural identity scores differed significantly by condition [F (2, 

63) = 0.347, p > .05; F (2, 63) = 0.159, p > .05, respectively]. Similarly, the range on 

their family value scores also indicated that the participants endorsed bicultural family 

values with a slight preference for White European values (M = 2.85, SD = .30). Their 

family value scores did not differ significantly across the three conditions [F (2,63) = 

.101, p > .05]. 

Examination of language fluency scores indicated that participants’ degree of 

English fluency fell within the above average range, while their degree of Spanish 

fluency fell within the average range.  Thus, on average participants were more fluent in 

English than in Spanish, t (66) = 8.55, p < .001. However, participants’ English  

[F (2, 63) = 0.54, p > .05] and Spanish [F (2, 63) = 0.55, p > .05] proficiency scores did 

not differ significantly across the three conditions. Participants on average reported that 

their family’s household income ranged between $30,000 to $45,000 per year. 

Treatment Effects 
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A Condition x Time (pre- to post-treatment) repeated measures MANOVA was 

conducted to examine the main effects of the different conditions on participants’ 

academic worry across time. This main effect was statistically significant [F(2,63) = 

3.189, p <.05, eta2 = 0.092]. 

A Condition (Control vs. Active Intervention) x Time (pre- to post-treatment) 

repeated measures MANOVA was conducted in order to examine Hypothesis 1 for 

participants who completed all study assessments. The interaction continued to be 

statistically significant [F(1,64) = 6.006, p <.05, eta2 = 0.086]. This interaction is 

illustrated in Figure 3. This finding provides support for Hypothesis 1, which posited that 

both writing interventions would have larger modifying effects on participants’ academic 

worry compared to participants in the control condition. 
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Figure 3. Peak subjective academic worry rating at Pre-treatment and Post-treatment for 
Writing Interventions and Control condition. 
 

Similarly, a Condition x Time (pre- to one-month follow up) repeated measures 

MANOVA was conducted to examine the differential effects on academic worry by 

condition at the one month follow up assessment. This main effect did not continue to be 

statistically significant at one-month follow-up [F(2,63) =1.844, p >.05, eta2 = 0.055]. 
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The Condition (Control vs. Active Intervention) x Time (pre- to one-month follow up) 

repeated measures MANOVA was also not statistically significant [F(1,64) = 3.324, p 

>.05, eta2 = 0.049]. Thus, at one month after exposure to the writing interventions, the 

effects of these interventions failed to differ from those offered by the control condition 

in reducing subjective academic worry. 

In order to examine the main effects of the different conditions on participants’ 

overall psychological distress, overall psychological worry, and depressive symptoms, a 

series of Condition x Time (pre- to post-treatment and pre- to follow-up assessment) 

repeated measures MANOVAs were conducted, with the BSI, BAI, and BDI as between-

subjects factors. The main effect of the different conditions on the participants’ BSI score 

from pre- to post-treatment assessments continued to be significant when the analyses 

were completed with participants who completed all assessments only [F(2,63) = 6.260, p 

<.01, eta2 = 0.166]. Thus there were significant differences across the three different 

conditions on the reported BSI scores from baseline to post-treatment assessments.  The 

additional main effects were not significant [F(2,63) = 0.033, p >.05, eta2 = 0.001, 

F(2,63) = 0.336, p >.05, eta2 = 0.011, F(2,63) = 0.111, p >.05, eta2 = 0.004, F(2,63) = 

0.469, p >.05, eta2 = 0.015, F(2,63) = 0.272, p >.05, eta2 = 0.009; BSI (pre- to follow-up), 

BAI (pre- to post-treatment and pre- to pre- to follow-up), and BDI (pre- to post-

treatment and pre- to pre- to follow-up; respectively). 

In order to examine the within-group effects at post-treatment for participants’ 

overall psychological distress, a repeated measures MANOVA was conducted, for each 

group separately, where participants’ pre-treatment and post-treatment BSI scores were 

entered as the dependent variables and time as the within-group factor. At post-treatment, 

results revealed that participants within the control and TWP conditions reported a 
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significant decline in their subjective experience of overall psychological distress [(F(1, 

26)=9.900, p<0.01 and F(1,20)=7.910 and p<0.05; Control and TWP, respectively)], 

while participants in the SWI condition did not report a significant decrease in overall 

psychological distress [F(1,17)=2.127, p>0.05].  In order to examine within-group effects 

at one month follow-up on participants’ BSI scores for each condition, pre-treatment and 

follow-up scores were entered as the dependent variables and time as the within-group 

factor.  The results indicated that participants within all conditions at one-month follow-

up reported significant lower scores compared to their pre-treatment scores on measures 

of overall psychological distress [F(1,26)=17.776, p<0.01, F(1,20)=10.956, p<0.01, and 

F(1, 17)=14.045, p<0.01; Control, TWP and SWI, respectively)].  

To test Hypothesis 2, I conducted a series of Condition (Control vs. Active 

Intervention) x Time (pre- to post-treatment) repeated measures MANOVAs, with the 

BSI, BAI, and BDI as between-subjects factors. The effects of the three different 

interactions were not statistically significant [F(1,64)=.438, p>.05, eta2 = .007, 

F(1,64)=.009, p>.05, eta2 = .000, F(1,64)=.065, p>.05, eta2 = .001; BSI, BAI, and BDI, 

respectively]. Thus, the reductions in participants� overall worry, general psychological 

distress, and depressive symptoms were not greater for the active intervention conditions 

compared to the control condition.  

In order to examine whether differences in the overall psychological distress, 

overall anxiety, and depressive symptoms would be observed between active 

interventions compared to the control condition at the one month follow-up assessment, a 

series of Condition (Active vs. Control) by Time (pre-treatment vs. one month follow-up) 

MANOVAs were conducted with the BSI, BAI, and BDI as between subjects factors. 

Finding revealed that at one month follow-up, no differences could be detected between 
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the active interventions and control conditions in any of the outcome measures [F(1,64) = 

0.004, p >.05, eta2 = 0.004, F(1,64) = 0.002, p >.05, eta2 = 0.000, and F(1,64 = 0.000, 

p>.05, eta2 = 0.000; BSI, BAI, and BDI, respectively].   

A Treatment (TWP vs. SWI) x Time (pre- to post-treatment) repeated measures 

MANOVA was conducted in order to examine Hypothesis 3. The interaction was not 

statistically significant [F(1,37) = .137, p >.05, eta2 = 0.010]. Therefore, Hypothesis 3 

which posited that the SWI participants would experience larger reductions in academic 

worry compared to participants in TWP, was not supported.  These effects continued to 

not be significant at the one month follow-up assessment [F(1,37) = 0.448, p >.05, eta2 = 

0.012]. 

In order to examine Hypothesis 4, I conducted a series of Treatment (TWP vs. 

SWI) x Time (pre- to post-treatment) repeated measures MANOVAs, with the BSI, BAI, 

and BDI as between-subjects factors. Results indicated that a significant interaction exists 

between treatment and time when participants rate their overall level of psychological 

distress [F(1,37) = 9.229, p <.01, eta2 = 0.200]. Figure 4 depicts the significant Treatment 

x Time interaction.  Results indicated that participants in the TWP condition showed a 

greater reduction in their BSI scores than those participants in the SWI condition. This is 

contrary to the hypothesized direction. Thus, the TWP condition outperformed the SWI 

condition at post-treatment in reducing overall psychological distress. These effects did 

not continue to be significant at the one month follow-up assessment [F(1,37) = 0.062, p 

>.05, eta2 = 0.002]. 
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Figure 4. BSI mean scores at Pre-treatment and Post-treatment for TWP and SWI 
conditions. 
 
The additional interactions with the BAI and BDI as between-subjects factors were not 

statistically significant neither at post-treatment nor at follow-up assessments [F(1,37) = 

1.305, p >.05, eta2 = 0.034, F(1,37) = 0.215, p >.05, eta2 = 0.006, F(1,37) = 0.730, p >.05, 

eta2 = 0.019, F(1,37) = 0.541, p >.05, eta2 = 0.014, BAI (pre-post and pre-follow-up) and 

BDI (pre-post and pre-follow-up); respectively]. 

Cultural Variables as Moderators 

 In order to test Hypothesis 5, family values scores (as assessed by the FAS-R) and 

both Mexican Cultural Identity and White American Identity Scores (as assessed by the 

ARSMA-II subscales) were entered as covariates (separately) in the previously 

mentioned main effects MANOVAs. These analyses were done to assess whether the 

primary effects differ as a function of family values and acculturation identification.   

 

 

Family Values Interactions 

The main effect of the different conditions on the participants’ Worry Rating 

score from pre- to follow-up assessments with family values as a covariate was 
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significant [F(2,60) = 3.795, p <.05, eta2 = 0.112]. Thus the differences between the three 

treatment conditions persisted across on the reported Worry Rating scores from baseline 

to follow-up assessments even after family value scores were controlled for. Next, the 

family value by condition interaction was assessed, in order to examine whether the 

effect of condition varied by family value scores.  This interaction was significant 

[F(2,60) = 4.578, p < .05, eta2 = .132. Thus, the differences across the three different 

conditions on the reported Worry Rating scores from baseline to follow-up assessments 

differed as a function of family values scores. The only significant correlation was for the 

interaction between the SWI condition and the FAS-R scores (r = .636, p < .01). 

Participants in the SWI group who endorsed more traditional Mexican family values were 

the only participants who had significant reductions in their Worry Rating scores from 

pre- to follow-up assessments.  

The other tested interactions with family values as covariates were not significant 

[F(2,60) = 0.617, p >.05, eta2 = 0.020, F(2,60) = 0.255, p >.05, eta2 = 0.008, F(2,60) = 

0.037, p >.05, eta2 = 0.001, F(2,60) = 1.022, p >.05, eta2 = 0.033, F(2,60) = 1.517, p 

>.05, eta2 = 0.048, F(2,60) = 0.968, p >.05, eta2 = 0.031, F(2,60) = 1.783, p >.05, eta2 = 

0.056; BSI (pre- to post-treatment and pre- to pre- to follow-up), BAI ((pre- to post-

treatment and pre- to pre- to follow-up), BDI (pre- to post-treatment and pre- to pre- to 

follow-up), and peak worry rating (pre- to post-treatment). 

 

Mexican Cultural Identity Interactions 

The main effect of the different conditions on the participants’ BAI scores from 

pre- to follow-up assessments with Mexican Cultural Identity scores as a covariate was 

significant [F(2,60) = 3.316, p < .05, eta2 = 0.100]. Thus the differences between the 
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three treatment conditions persisted across on the reported BAI scores from baseline to 

follow-up assessments even after Mexican Cultural Identity scores were controlled for. 

Next, the Mexican Cultural Identity by condition interaction was assessed, in order to 

examine whether the effect of condition varied by Mexican Cultural Identity scores.  This 

interaction was significant [F(2,60) = 3.243, p < .05, eta2 = .098. Thus, the differences 

across the three different conditions on the reported BAI scores from baseline to follow-

up assessments differed as a function of Mexican Cultural Identity scores. The only 

significant correlation was for the interaction between the TWP condition and the 

Mexican Cultural Identity scores (r = .383, p < .05). Participants in the TWP group who 

endorsed higher Mexican Cultural Identity scores were the only participants who had 

significant reductions in their BAI scores from pre- to follow-up assessments.  

The other tested interactions with Mexican Cultural Identity scores as covariates 

were not significant [F(2,60) = 0.032, p >.05, eta2 = 0.001, F(2,60) = 0.172, p >.05, eta2 

= 0.006, F(2,60) = 0.673, p >.05, eta2 = 0.022, F(2,60) = .877, p >.05, eta2 = 0.028, 

F(2,60) =.188, p >.05, eta2 = 0.006, F(2,60) = 0.150, p >.05, eta2 = 0.005; BSI (pre- to 

post-treatment and pre- to pre- to follow-up), BAI ((pre- to post-treatment), BDI (pre- to 

post-treatment and pre- to pre- to follow-up), and peak worry rating (pre- to post-

treatment). 

 

White American Identity Interactions 

None of the tested interactions with White American cultural identity scores as 

covariates were significant [F(2,60) = 1.696, p >.05, eta2 = 0.053, F(2,60) = 0.451, p 

>.05, eta2 = 0.015, F(2,60) = 0.131, p >.05, eta2 = 0.004, F(2,60) = 0.883, p >.05, eta2 = 

0.029, F(2,60) =0.274, p >.05, eta2 = 0.009, F(2,60) = 0.327, p >.05, eta2 = 0.011, 
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F(2,60) =2.769, p >.05, eta2 = 0.084, F(2,60) = 0.885, p >.05, eta2 = 0.029; BSI (pre- to 

post-treatment and pre- to pre- to follow-up), BAI (pre- to post-treatment and pre- to 

follow-up), BDI (pre- to post-treatment and pre- to follow-up, and peak worry rating 

(pre- to post-treatment and pre- to follow-up). Thus, none of the main effects differ as a 

function of White American cultural identity scores. 
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