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Abstract 

Loneliness is predicted to reach epidemic proportions by 2030 and adolescents experience 

greater levels of loneliness than any other age group. Almost one in five adolescents 

experience a mental health problem in any given year, with depression being one of the most 

prevalent. Females are twice more likely than males to experience depressive episodes. 

Loneliness is strongly linked with a myriad of mental health problems, particularly 

depression. Consequently, it may be that adolescent females in boarding schools who are 

away from family for long periods of time may be more prone to experiencing loneliness and 

depression. Understanding the health and wellbeing of young people in boarding schools is 

important because in the absence of family, boarding school staff assume great responsibility. 

Research into this significant issue is, however, limited.  

 

The present research sought to address this by examining loneliness and depressive 

symptoms in adolescent females in boarding school contexts. It also sought to identify the 

specific situations and scenarios in which feelings of loneliness and depressive symptoms 

arise and how these might be best managed. To achieve this, three separate yet inter-related 

studies were conducted.  

 

Study One compared the levels of loneliness and depressive symptoms of 403 13 - 18 year 

old adolescent female (M = 15.83 years, SD = 13.26 months) non-government school 

boarders (n = 58) and non-boarders (n = 149), and government secondary school non-

boarders (n = 196). The psychometric properties of the Perth A-Loneness Scale: χ2 (df  =  

204) = 910.91, p < .001, CMIN = 4.465, CFI = .89, TLI = .88, NFI = .87, RMSEA = .085, 

90% CI [.080, .090], Cronbach alpha (α) = .83 and a 7-item version of The Children’s 

Depression Inventory 2 (CDI 2: SR[S]): χ2 (df = 14) = 12.880, p = .546, CMIN = .99, CFI = 

1.000, TLI = 1.002, NFI = .99, RMSEA = .000, 90% CI [.000, .044], α = .88 were established. 
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Multivariate Analyses of Variance (MANOVA) revealed adolescent females in boarding 

schools did not experience greater levels of loneliness than their non-boarding school 

counterparts. They did, however, report significantly higher levels of Positive Attitude to 

Solitude (i.e., benefits of being alone, such as relaxing and reflecting). Adolescent females in 

boarding schools also reported significantly greater levels of depressive symptoms than their 

non-boarding counter parts in non-government and government schools. With age covaried, 

the differences in Positive Attitude to Solitude and depressive symptoms remained 

significant. 

 

Study Two further explored the findings from Study One via a series of focus group 

interviews with 45 grades 8 to 12 (ages 13.1 years to 17 years) female high school boarders. 

The findings substantiated that female boarders experience elevated feelings of sadness and 

depression while away from home and that this primarily occurred in two specific situations: 

Immediately before starting homework each night; and when mobile communication devices 

were handed to staff prior to lights out each evening. These two times specifically evoked 

depressive thoughts about family and home.  Adolescent female boarders spoke about 

“boarding sisters” and, in many cases, how fellow boarders became a “surrogate family” 

providing support when needed. Having a positive attitude to being alone was seen by the 

boarders as important, with an almost consensual view that spending time alone “improved” 

over time. It also provided time to “chill”, “relax” and “reflect”. These findings provided the 

opportunity for targeting an intervention, to help these young females to manage the feelings 

of sadness they experienced.  

 

Given the numerous challenges, demands and extra-curricular programs schools experience 

it has been posited that brief Cognitive Behavioural Therapy (CBT) programs might fit better 

within the school setting. Study Three of this thesis, therefore, introduced and evaluated the 
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effectiveness of a brief CBT based individualised program specifically designed to help 

female boarders self-reporting elevated levels of depressive symptoms. It also targeted the 

two specific times identified in Study Two within the CBT. A multiple baseline research 

design was employed with six Year 10 female boarding school students (Mean 15.8 years, 

SD = 0.2 months) presenting with elevated levels of depressive symptoms. Five of these 

received an individualised school based brief CBT intervention and one was a Constant 

Series Control (i.e., did not receive the intervention through her own volition).  

 

Data from the pre-post-maintenance phases analysed using two-tailed paired samples t tests 

revealed a statistically significant increase in the group self-reported depressive symptoms 

from pre to post CBT intervention: t (6) = - 2.82, p = .030, 95% CI [- 3.19, -.23]. In addition 

to the standardized measure of depressive symptoms, all participants were requested to self-

rate their daily feelings of depressive symptoms at the two specific context points (i.e., 

immediately before commencing homework and after handing in electronic communication 

devices before lights out) throughout the pre-post-maintenance phases. These interrupted 

time series data for each individual in each of the two specific contexts revealed very limited 

change in levels of self-reported depressive symptoms. Data gathered by the constant series 

control participant who did not receive the intervention revealed stable trends across the two 

identified situations. 

 

The findings from the three research studies are discussed in the light of the literature 

reviewed and implications are then drawn for researchers and educators. The limitations of 

the research are acknowledged and finally recommendations for future research are 

suggested. 
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CHAPTER ONE 

 

 

INTRODUCTION 

 

According to Cree (2000) boarding schools are regulated communities designed for the 

education and development of residential students, through which graduates tend to be 

portrayed in promotional materials as self-reliant and equipped to deal with the complexities 

of life which arise beyond the school gates (Boarding Schools Association, 2007; 

Independent Schools Council Australia, 2008). As highlighted by Hodges, Sheffield and 

Ralph (2013, p. 33), however, “there is a scarcity of relevant boarding school research, both 

in Australia and overseas and what is available is often dated and exists as a less significant 

aspect of more general research into private education”. The same authors further commented 

there is a “paucity of current research, particularly quantitative research” (p. 38) pertaining 

to boarding schools.  

 

According to Anderson (2005), boarding schools are complex, busy places that are required 

by law to minimise risk and prevent foreseeable harm. Acting in loco parentis, or in the place 

of parents, the boarding school has the legal responsibility to undertake certain 

responsibilities of a parent. Specifically, in the physical absence of family, a duty of care and 

responsibility falls to boarding school staff members to manage the health and wellbeing of 

the young people in residence and they (staff) can have a significant influence (McCalman, 

Benveniste, Wenitong, Saunders, & Hunter, 2020). While this can present many challenges 

(particularly from a litigious perspective of walking the boundaries between legal and 

parental responsibility) it is fundamental to the developmental outcomes of the 25,000 plus 

young people currently in Australian boarding schools. Although staff roles can differ 

according to the structure of a school all staff have a responsibility to nurture the welfare of 

students (Holgate, 2007). This can be difficult for some staff members, however. For 
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example, some staff might be at an age not too far removed from that of the students for 

whom they are responsible. For others, developing empathetic relationships while still 

maintaining an appropriate student-teacher distance can be challenging (Anderson, 2005; 

White, 2004).  

 

Given that students in boarding schools tend to spend up to 17 hours per day in the care of 

boarding school residential staff (in addition to the seven hours each day in the classroom) it 

is somewhat understandable that the majority of parents can become fearful for the social and 

emotional well-being and psychological needs of their children while they are away from 

home residing in Australian boarding schools (McCarthy, 2016). A question that might be 

asked, however, is why do parents send their children to boarding school if they have these 

concerns? According to the Independent Schools Council (ICSA, 2008), the primary reason 

parents from geographically isolated areas cite access to specialist courses (especially those 

that are pre-requisites to tertiary education). Parents who spend time away from home 

because of employment view boarding school as a practical choice, while those who had 

experienced disrupted family circumstances such as divorce or separation reason that 

boarding school is a substitute family offering a well ordered and secure environment. 

 

For some considerable time there has been a wide ranging debate about the impact of the 

boarding school experience on student’s development and wellbeing (Wang, & Zhang, 

2020). A number of studies have reported positive impacts on boarding school students’ 

academic and emotional development (Huang & Li, 2017; Wu, Niu, & Man, 2017) and 

character building (ICSA, 2008; Hawkes, 2001). Researchers have argued that the positives 

of being exposed to a collective learning and living environment provide boarding school 

students with greater time and opportunity to access school facilities (e.g., libraries, 

gymnasiums) relative to non-boarders (Adetunji & Oladeji, 2007) and to communicate with 

https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0155
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0245
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0005
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and learn from classmates and teachers (Martin, Papworth, Ginns, & Liem, 2014). On the 

other hand, researchers have described the negative effects of boarding schools on the 

academic performance, mental health (e.g., depression, anxiety), and social emotional 

competence (Gaskins & Mastropieri, 2010; Li, Zhang, Zhang, & Ke, 2017; Luo et al., 

2009; Wang et al., 2017) of boarders. Most recently, Guo (2018) argued that the more time 

young people spend away from home, the more negatively their mental health and learning 

performance is impacted. Finally, some studies have reported that the positive and negative 

effects of boarding can co-exist and play different roles at different times during the boarding 

school experience (Du, Zhao, & Zhao, 2010). From the perspectives of the boarders 

themselves, independence, tolerance of others and getting ahead have all been cited as 

positives arising from the boarding school experience (see Bramston & Patrick, 2007; White, 

2004). Conversely, case studies put forward have depicted some young people, who while 

outwardly appearing successful, are traumatised by their boarding school experiences 

(Scahaverien, 2004, 2011).  

 

Adolescents in boarding schools spend a considerable time with their peers and it is well 

known that the peer group is a central feature of adolescent life (Heinrich & Gullone, 2006; 

Miller, 2011). For those who are in boarding school contexts, moving away from family and 

friends can be particularly anxiety evoking (Houghton, 2015). This is understandable as 

research shows that “feeling insufficiently connected to others is associated with profound 

and lasting negative consequences on physical and mental health, even leading to increased 

mortality” (Orben, Tomova, & Blakemore, 2020). The importance of having quality 

friendships also cannot be underestimated (Houghton et al., 2014), because when an 

individual does not perceive the desired quality of social relationships loneliness and 

isolation are experienced (Rosedale, 2007; Sauter, Kim, & Jacobsen, 2020). Although the 

impact of loneliness on adolescents is only just being understood (compared to adults) (Sauter 

https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0200
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0085
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0170
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0190
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0190
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0240
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0095
https://www.sciencedirect.com/science/article/pii/S0191491X18301184#bib0055
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et al., 2020) there is substantial evidence demonstrating its (i.e., loneliness) strong links with 

a myriad of mental health problems (e.g., depression, depressive symptomatology, anxiety, 

suicidal ideation: Cacioppo, Capitanio, & Cacioppo, 2014; Cacioppo et al., 2002; Cacioppo 

et al., 2006; Cacioppo et al., 2010; Kearns, Whitley, Tannahill, & Ellaway, 2014; Rudatsikira, 

Muula, Siziya, & Twa-Twa, 2007; VanderWeele et al., 2011). Given that adolescence 

represents a sensitive period for social interaction (Blakemore & Mills, 2014), is a time of 

hormonal and biological changes, along with “profound psychological and social 

transformation” (Orben et al., 2020, p. 1), the 25,000 plus Australian adolescents in boarding 

school contexts, may be at increased risk of loneliness and its associated adverse mental 

health outcomes. Research into this significant issue is, however, limited.  

 

Loneliness in Adolescence 

Contrary to popular belief, older adults are not the loneliest. Adolescents experience greater 

levels of loneliness than anyone (Goosby & Bellatorre, 2013; Laursen, 2013) with over 75% 

of 10 to 22 year olds feeling lonely at some time (see Hartwig & Signal, 2020; Houghton et 

al., 2014, 2016). As children grow into adolescents they begin to distinguish different 

attributes of loneliness, and start to see a difference between being alone and loneliness. 

Buchholz and Catton (1999) found that adolescents could differentiate between having a 

sense of yearning for another person[s], experiencing sadness and hopelessness (i.e., being 

lonely) and the physical state of not being with another individual (Eglantine, 2020) (i.e., 

being alone). Indeed, aloneness (or solitude) can be seen as a positive condition fostering 

identity formation, concentration, creativity, learning, and self-regulation (cf., Heinrich & 

Gullone, 2006). According to Leary et al. (2003), experiencing solitude and engaging in 

solitary activities can be positive and developmentally important in adolescence, especially 

if self-reflection and contemplation of personal problems is involved. Therefore, not 

https://www.psychologytoday.com/au/experts/eglantine-julle-daniere


5 

everyone feels lonely when they are alone (Spithoven, Cacioppo, Goossens, & Cacioppo, 

2019).  

 

When individuals do not accept their aloneness and find positive uses for it they can become 

depressed or experience some other psychosomatic state, or create a world view that does not 

need others. This can create a sense of “paralyzing hopelessness and unutterable futility” 

(Fromm-Reichmann, 1959, p. 7) and lead to a sense of utter aloneness, an empty inner world, 

leading to feelings of emptiness, being dead, or hollowness (Weiss, 1973). This has been 

shown to be true for approximately 25% of adolescents, whose loneliness is not transitory, 

but instead becomes prolonged and even pathological (Hartwig & Signal, 2020; Houghton et 

al., 2014; van Dulmen & Goossens, 2013). According to Maes et al. (2016), when people 

notice a discrepancy between their desired and perceived quality or quantity of social 

relations they experience a distressing emotional state – loneliness! The pain or distress from 

this is real and has been shown via fMRI imaging to be as painful as the physical pain 

response itself (Eisenberger, Lieberman, & Williams, 2003). Leading loneliness researchers 

such as Cacioppo (University of Chicago) and Cole (UCLA) are now describing loneliness 

as far more than a psychological pain. Rather, it is a biological wound that wreaks havoc on 

the cellular system. This neurobiological basis to loneliness also shows that the pain of 

lonelines can be moderated with positive social interactions (inlcuding via social media 

messaging and chats) because they activate neural reward systems in similar ways to 

monetary rewards. This is significant because many young people report having hundreds of 

followers or “friends’ on social media. However, in many cases feelings of loneliness are still 

experienced (see Qualter et al., 2015). One study (Black, 2012) has reported companion 

animals can also lower adolescents’ feelings of loneliness. 
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Whether lonely individuals feel lonely all the time, or if they feel more or less lonely in 

specific social contexts has also been questioned (Roekel, Verhagen, Engels, Scholte & 

Cacioppo, 2016). For some, loneliness can even be experienced as pleasure (e.g., solitude; 

Lindholm, Granstrom, & Lindstrom, 2001). It is clear, people do not experience loneliness 

in the same way. This raises the question of why then have many studies used a 

unidimensional measure of loneliness? Specifically, the UCLA Loneliness scale (Russell, 

Peplau, & Ferguson, 1978; Russell, Peplau, & Cutrone, 1980) has been used in approximately 

70-80% of all published scales (see Cramer & Barry, 1999; Oshagan & Allen, 1992; Russell, 

1996), and a relatively recent Google search on the scale title found 34,200 citations to the 

scale. It is a 20-item unidimensional scale, and thus the many articles using the measure 

presume that loneliness varies only along one dimension. However, loneliness is clearly 

multidimensional (Goossens et al., 2009; Hawkley, Gu, Luo, & Cacioppo, 2012; Houghton 

et al., 2014, 2015, 2016; Maes et al., 2016) because it varies in intensity and across causes 

and circumstances, and can be adaptive (i.e., it is short lived and triggers people into actively 

seeking out relationships) or maladaptive (i.e., it is chronic and prevents active seeking of 

relationships).  

 

A number of theoretical models in the fields of education, psychology and neuroscience have 

been developed to explore and understand loneliness, including the evolutionary theory of 

loneliness (Goossens, 2015; Cacioppo & Hawkley, 2009b), social pain theory (Weiss, 1973; 

Brennan, 1982; Heinrich & Gullone, 2006), attachment theory (Bowlby, 1982), the added-

stress model, (Cacioppo et al., 2003; Cacioppo & Patrick, 2008), and the interactionist model 

(see Peplau & Perlman, 1979; Weiss 1973, 1982). There is also a social information 

processing model (SIP), first proposed by Cacioppo and Hawkley (2009) and recently revised 

by Qualter et al. (2015). These models will be detailed in Chapter Two of this thesis. 
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There is clear evidence that problems with peer relationships are linked to loneliness, which 

is a risk factor for the development of affective disorders such as depression (Arseneault, 

2018; Platt, Cohehn, Kadosh, & Lau, 2013). It is also known that relationship problems are 

more common among young people with depression and anxiety (Rickwood, Telford, Parker, 

Tanti, & McGorry, 2014), co-occurring alongside feelings of hopelessness, suicidal ideation 

and self-harm (Price, Hides, Cock-shaw, Staneva, & Stoyanov, 2016). Females in boarding 

schools spend a substantial amount of time in each other’s company and therefore peer 

relationships can become particularly important. Asher and Paquett (2003) and Masi et al. 

(2011) have argued that having at least one quality friend is particularly important and 

research has found females score higher on quality of peer friendships (i.e., having reliable, 

trustworthy, supportive friends) than males (Houghton et al., 2014). On the other hand, they 

are twice more likely than males to experience depressive episodes (Hankin et al., 2007) and 

loneliness is strongly linked to multiple facets of adverse mental health outcomes such as 

depression throughout the life span (Shevlin, McElroy, & Murphy, 2014; Vanhalst, Luyckx, 

& Goossens, 2014).  

 

Mental Health in Adolescence 

Mental health problems are recognised as being among the most common disabling health 

conditions in children and adolescents. The Global Burden of Disease study (2004) (see 

Mathers et al., 2008) reported neuropsychiatric disorders were responsible for 21.8% of total 

burden of disease among 0-14 year-olds in high income countries, as measured by disability 

adjusted life years (Gore et al., 2011). In 2014, the World Health Organization reported that 

20% of adolescents experienced a mental health problem in any given year and a 

comprehensive meta-analysis conducted by Polancyzk, Salum, Sugaya, Cave and Rohde 

(2015) found that 13.4% of children and adolescents worldwide experience a mental disorder 

in any 12-month period.  



8 

In Australia, the Young Minds Matter: Second Australian Child and Adolescent Survey of 

Mental Health and Wellbeing (2016) found one in seven (or 560,000) Australian children 

aged 4-17 years met diagnostic criteria for a mental disorder in the past 12 months (see 

Lawrence et al., 2015). With reference to adolescents, 23.1% of 12-17 year-olds with a 

mental health disorder had a ‘severe disorder’ compared with 8.2% of 4-11 year-olds with a 

mental health disorder. Major depressive disorder was found to have the greatest impact on 

daily living (43% who experienced it reported severe impairment to functioning) with more 

adolescent females (5.8%) than males (4.3%) affected. Furthermore, major depressive 

disorder was also found to have the greatest impact on functioning at school and school 

attendance, with students averaging 23 days absent from school in any 12-month period. 

Goldfield et al. (2016) reported up to 9% of adolescents are clinically depressed, while Hoare 

at al. (2016) found one in four adolescents have experienced a depressive episode by the end 

of adolescence. Depression therefore constitutes a major problem during adolescence, 

especially among females.  

 

Depression among females in boarding schools has, however, received scant attention, even 

though there appears to be increased potential for its onset and development. Mander and 

Lester (2017, p. 140) made the point that “despite boarding schools being a longstanding 

feature of the Australian education system, the scientific study of boarding students’ 

emotional and mental health is not”. In the light of this comment, along with the 

responsibilities of boarding school staff to manage the health and wellbeing of young people 

(McCalman, Benveniste, Wenitong, Saunders, & Hunter, 2020) and parental fears for the 

social and emotional well-being and psychological needs of their children while in boarding 

schools (McCarthy, 2016), the present research will provide significant and important data 

regarding loneliness and depression. In doing so it will also respond to the calls for further 
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empirical research to examine emotional wellbeing and mental health issues among boarding 

school students.  

 

Boarding Schools and Responding to the Mental Health Needs of Adolescents  

The rising rates of mental health problems among young people has led to the introduction 

and development of a number of evidence based mental health practices (EBMHPs) (e.g., 

Headspace [Australian Government]). However, research has found only one in five or 20% 

of 13 - 17 year olds with a major depressive disorder used a Headspace service in 2017-2018. 

In addition, only 14.8% accessed information on the Headspace website or via eheadspace, 

while 8.5% spoke to a mental health professional on the telephone or via online support (see 

Lawrence et al., 2016). Such is the concern about mental health and youth, the Australian 

government announced an investment of $111.3 million to increase the number of headspace 

sites from 115 to 145 across Australia by 2021. Moreover, an additional $152 million was 

promised to help headspace centres experiencing high levels of demand to improve their 

services and reduce waiting times so that young people can get more rapid support in times 

of need (Prioritising Mental Health – national headspace network, 2020).  

 

While additional funding is laudable, it is known that adolescents use health services less 

than any other age group (Williams, Vaisey, Patton, & Sanci, 2020) and most young people 

are not receiving any help for their mental health difficulties (Neufeld et al., 2017). Schools 

are now the access point for mental health service delivery, with approximately 75% of 

students receiving such services within their school setting (see Shernoff et al., 2016). This 

finding is supported in part by the Young Minds Matter survey (see Lawrence et al., 2016), 

which also revealed that 40% of children and adolescents with mental health disorders had 

used or attended a school based service in the previous 12 months. Overall, adolescents (48%) 

were more likely to have used or attended a school based service than children (33%) and 
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were also twice as likely to have attended individual counselling services (at school) 

compared with children (Lawrence et al., 2016). Of particular relevance to the present 

research is that major depressive disorder was the major reason for using a school based 

service and adolescent females in boarding schools may be at greater risk of loneliness and 

depression.  

 

Schools are where students spend most of their time (up to seven hours per day). For students 

residing in boarding schools this increases by over three fold. In some ways this is 

advantageous because health care and education are intimately linked (Daalsgaar et al., 

2020). That is, being in school is essential for social and emotional development and mental 

health problems have a devastating effect on school learning and engagement. However, 

mental healthcare in schools is inconsistent and very few programs are subjected to rigorous 

evaluation (Williams et al., 2020). Furthermore, Cognitive Behavioural Therapy, which is 

the most highly recommended (National Institute for Health and Care Excellence – NICE, 

2005; World Health Organization, 2017), widely accepted and empirically validated 

psychological approach for treating depression and other mental health problems (Saw, Tam, 

& Bonn, 2019), is very time consuming and difficult to implement within school timetables 

and curriculum. Typically taking 6 - 16 sessions, each being approximately 60 minutes in 

duration, has led to many schools experiencing difficulties in providing effective coverage to 

students. Consequently, researchers have argued for feasibility and flexibility in school based 

CBT approaches.  For example, Fernández-Martínez, et al. (2020) called for shorter program 

sessions when delivered in school settings, Young et al. (2019) and Kirk et al. (2019) both 

highlighted the need for intervention programs that effectively reduce mental health 

symptoms to be delivered within a shorter timeframe, and Benas et al. (2019) suggested that 

programs should target groups of symptoms within one program. While these suggestions 

may be seen as attractive to schools who are being challenged by ever increasing rates of 
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mental health problems, the question regarding the effectiveness of such proposed programs 

remains.  

 

The present research seeks to address many questions, for which relatively limited evidence 

currently exists. Specifically, do adolescent females in boarding schools experience 

loneliness and depression and are their experiences different to their non-boarding school 

peers? Being away from family and friends may make young women in boarding school more 

prone to loneliness and depression. On the other hand, the bonding that is said to occur in 

boarding schools may protect them from such experiences. If adolescent females in boarding 

schools do experience feelings of loneliness, then are there specific situations and scenarios 

in which these arise? This is important, particularly for developing and delivering the 

researcher driven shorter and more focused school based interventions. Finally, the research 

will address the question of whether shorter, individualised school-based programs are 

effective in reducing feelings of loneliness and depressive symptoms in female adolescent 

boarders.  

 

 

Significance of the Research 

 

To date, loneliness and depressive symptoms among adolescent female boarders has not been 

investigated, nor has the application of a brief individualised school-based CBT treatment 

approach. Thus, the proposed research is significant in six ways: (i) No research of this nature 

appears to exist in Australia or internationally; (ii) It will therefore be the first to examine 

loneliness and depressive symptoms in adolescent female boarders; (iii) It will be the first to 

establish differences in loneliness and depressive symptoms in female boarders and their non-

government and government non-boarding peers; (iv) It will be the first to identify scenarios 

regarding feelings of loneliness and depressive symptoms in adolescent female boarders; (v) 

It will be one of the first to develop and evaluate the effectiveness of a brief, individualised, 
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school based CBT approach to manage loneliness and depressive symptoms in adolescent 

female boarders; and (vi) It will further advance theoretical understandings of loneliness and 

depressive symptoms in adolescent female boarders. 

 

Structure of the Thesis 

The following chapter (Chapter Two) provides a critical review of the literature. It begins 

with an overview of Australian boarding schools, the reasons why parents send their children 

to boarding schools and their (i.e., Australian boarding schools) roles in the development of 

emotional and mental health in students. Given that young people who reside in boarding 

schools are away from their family for extended periods of time the construct of loneliness 

is then introduced and examined. Within this the importance of friendships is examined. The 

review continues into the area of mental health, and especially depression because loneliness 

is significantly related to depression. Moreover, females are more prone to depression than 

males. The review of the literature concludes with an overview of treatment approaches, 

especially cognitive behavioural therapy which is recognised and validated to be the most 

effective approach with young people experiencing mental health difficulties. How this 

approach might be amended to become more feasible for use in schools is suggested.  

 

Chapter Three presents Study One, which compares loneliness and depressive symptoms 

across adolescent female boarders and non-boarders in non-government schools and non-

boarders in government metropolitan and rural schools. An online instrument was 

administered to 403, 13 – 18 year old female adolescents (Meanage = 15.83 years, SD = 13.26 

months) to gather data on multidimensional loneliness and depressive symptoms. To this 

end, a cross sectional comparison was conducted. In addition, the psychometric properties of 

the measures were examined. 
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Study Two is detailed in Chapter Four. In this study the findings from Study One were further 

explored through a series of nine focus group sessions with a random sample of 45 adolescent 

female non-government school boarders. Specifically, discussions were generated with the 

participants to examine loneliness and depression, along with identifying the specific 

scenarios in which they experienced heightened levels of depressive symptoms. The findings 

offered strong direction for what should be targeted when delivering shorter school based 

intervention programs.  

 

Study Three (Chapter Five) in this thesis attempted to address the findings of the previous 

two studies by introducing and evaluating the effectiveness of a brief Cognitive Behavioural 

Therapy (CBT) school based program with six participants showing elevated depressive 

symptom scores. The brief CBT focused on two specific boarding school scenarios in which 

heightened feelings of depression were experienced. A multiple baseline design with 

baseline, intervention and maintenance phases was implemented. As well as standardised 

measures being administered, interrupted time series data were also collected for each 

participant across each of the phases. 

 

Finally, Chapter Six presents a general discussion in which the results collected from all of 

the studies are interpreted with consideration to the research questions and the critical review 

of the literature that was conducted. This discussion extends the brief discussions that are 

included at the conclusion of each of the study based chapters. The limitations of the research 

are acknowledged and directions for future research are then suggested. 
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CHAPTER TWO 

 

LITERATURE REVIEW 

This chapter critically reviews the relevant literature on boarding schools, loneliness and 

mental health. It is divided into three sections. The first section examines boarding schools 

in general and how students who reside in them are potentially vulnerable to feelings of 

loneliness and concomitant adverse mental health when they are away from the support of 

their family. The positive impacts of boarding schools are also acknowledged. The review 

continues by examining the importance of relationships between boarders, their boarding and 

non-boarding peers and the school and boarding school staff. The lack of empirical evidence 

and the reliance (primarily) on anecdotal reports and descriptive case studies relating to 

boarders and their vulnerabilities is also examined. The second section introduces loneliness 

and mental health, especially depression, before examining each of these constructs in more 

detail. The association between loneliness and depression is also reviewed. Finally, the most 

common approaches for managing depressive symptoms are presented. This section also 

highlights the recommendations that researchers are putting forward for utilising these 

approaches in school-based programs. The chapter concludes with the posing of a series of 

research questions.  

Australian Boarding Schools 

Approximately 25,000 Australian children and adolescents live in 193 boarding school 

environments during school terms, with about 2,000 more boys than girls being residential 

(Australian Boarding Report, 2019). In 2016, approximately 2,000 students were classified 

as International students, but the largest group of students in Australian boarding schools 

were from rural locations. These numbers are interesting because although there is scant 

evidence of the positive emotional and mental impact of attending boarding schools most 
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families in rural areas believe this is the only way in which their children can receive a high 

quality secondary school education (Mander & Lester, 2017). The evidence also shows that 

parents in rural areas are reluctant to send their children away to boarding school. 

Nevertheless, when asked, 92% report they would still send their children away to boarding 

school if they had to make the choice again (Lawrence, 2006). This conundrum is even more 

puzzling given these same parents hold deep fears for the safety of their children, and their 

social and emotional well-being and psychological needs while away from the security of 

home (see Mander, 2015; McCarthy, 2016). 

 

Research demonstrates that the family is widely considered to be the primary influence in the 

social, emotional and personal development of adolescents, and long periods of absence from 

the home environment (during the school term) may have substantial social and emotional 

implications for boarding school students (Hodges et al., 2016). The added challenges of 

shared accommodation with peers 24 hours a day, 7 days a week, coupled with boarding 

school staff as substitute care givers, are also likely to have an effect on the health and 

wellbeing of boarding school students (Anderson 2005; Hawkes, 2001; Hodges et al., 2012a, 

2012b; Hodges, Sheffield, & Ralf, 2016). However, although there is a very lengthy history 

of boarding schools, the scientific study of students’ mental health while at boarding school 

is very limited. This is a major gap because, according to the research literature, adolescents 

who are away from the support of their family, whilst at boarding school, may be particularly 

vulnerable (compared to their non-boarding peers) to experiencing chronic levels of 

loneliness, along with anxiety and depression (Hodges et al., 2016; Xiao, He, Chen, Wang, 

Chang, & Yu, 2020; Yuan, Jin, & Yang, 2014; Wang, Tian, Guo, & Huebner, 2020).  

 

In Australia, the limited empirical published evidence to date, appears to support these 

assertions in the literature. For example, Fisher, Elder and Peacock (1990) found greater 
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levels of homesickness and “unhappiness” among new boarding school students by week 6 

of Term 1. In addition, some of these students presented with symptoms of depression and 

anxiety. Downes (2001, 2003) found that among 35 boarding school students (followed for 

one year) it was the female boarders who became more depressed by Term 4, compared to 

males and non-boarders. More recently, Martin, Papworth, Ginns and Liem (2014) reported 

from their longitudinal study of 2,002 students (28% boarders) that new boarding school 

students initially reported higher scores in emotional instability and maladaptive motivation, 

and lower scores in peer relations compared to non-boarders. This “newness” and/or initial 

period of transition from primary school to boarding school has been identified as a 

particularly vulnerable time for young people. Mander, Lester and Cross (2015) surveyed 

3,462 grade 7 primary school children (which included 150 male and females prior to their 

transition to boarding school) and found no differences with regard to mental health. After 

taking into account a number of variables at the beginning of grade 8, however, the ‘new’ 

boarding school students reported greater emotional symptoms and greater levels of 

indicators associated with depression, anxiety and stress compared with non-boarders. In a 

subsequent study, Mander and Lester (2017) provided strong longitudinal evidence that 

boarding school students experience significantly greater levels of emotional symptoms and 

mental health indicators compared with non-boarders following transition. Consequently, 

they (Mander & Lester, 2017, p. 147) cautioned that “both the immediate and long-term 

emotional symptoms and mental health of boarding students during and post and the primary 

to boarding school transition warrants further consideration”.  

 

Conversely, there has been some evidence reporting no differences in “mental health” 

between boarding and non-boarding school students. For example, Bramston and Patrick 

(2007) found no differences in “symptomatology-associated anxiousness or depression” 

among 36 new boarding and non-boarding school students in Queensland. Whyte and Boylan 
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(2008) also reported no differences in “emotional stability” between boarding and non-

boarding school students. Nevertheless, even with the finding of “no differences”, Whyte and 

Boylan (2008, p. 16) concluded “all members of boarding school staff need to be aware of 

the issues that rural year seven students face upon entering the boarding school environment”.   

 

The health and wellbeing of students in boarding schools is important because boarding 

schools are responsible for promoting adolescent health and safety, for responding effectively 

to emergency situations and also for playing an integral part in the developmental and 

educational outcomes of the young people in their care (Hodges et al., 2016). In their study 

involving 415 boarding school students aged 12 to 18 years across Queensland, Australia, 

Hodges et al. (2016) conceptualised the boarding environment as a “home away from home”. 

This emphasised the importance of the boarding school environment in terms of the social, 

emotional, personal and intellectual development of its boarders. The boarders in the study, 

formed two primary bonds, one with their family and the other with their boarding house, 

thereby illustrating the important role the boarding school played in terms of social and 

emotional wellbeing. Consistent with earlier research (e.g., White 2004), Hodge et al. (2016) 

found that the bonds boarders created, not only with their family, but also with the boarding 

school, resulted in boarders drawing some of their personal values from the boarding house 

(as well as their family). Together, these findings highlight the importance of the 

relationships between boarders, their boarding peers and also the boarding school staff (e.g., 

boarding house mothers and boarding school tutors) (Anderson, 2005; Bramston & Patrick, 

2007; Cree, 2000; Hawkes, 2001; Holgate, 2007; ISCA, 2008; Hodges et al.,2016).  

 

The literature has argued there is little acknowledgement and even less data describing the 

unique developmental experiences of Australian adolescents in boarding school (Hodges et 

al., 2016). Furthermore, the literature is largely silent on the outcomes for young people living 
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in boarding school environments. Rather, largely anecdotal reports, parent surveys and 

descriptive case studies are put forward as evidence and as researchers argue, these tend to 

present a polarised perspective, ranging from positive, character-building experiences 

(Hawkes, 2001; Holgate, 2007; ISCA, 2008) to emotional deprivation (Duffell, 2000; 

Lambert, 1968; Poynting & Donaldson, 2005; Schaverien, 2004, 2011).  

 

In general, the favourable views of the boarding school experience tend to describe how it 

has had a positive impact on a young person’s ability to get ahead, to increase his/her capacity 

for independence from the primary social system of the home, and how it engenders tolerance 

of others, individuality, empowerment and opportunity (Bramston & Patrick, 2007; Hawkes, 

2001; Holgate, 2007; ISCA, 2008; White, 2004). However, the many case studies undertaken 

with former boarders, seem to suggest the opposite. For example, case studies have 

highlighted individuals who, while outwardly successful, struggle to reconcile the sacrifices 

made for them to attend “the best school”, where they often felt lonely, emotionally deprived, 

ridiculed or bullied (Duffell, 2000; Poynting & Donaldson, 2005; Schaverien, 2004, 2011). 

This perspective is consistent with historical, biographical and anecdotal accounts of the 

boarding experience (Duffell, 2000; Lambert, 1968, 1975; Schaverien, 2004, 2011; Hodges 

et al., 2016). There is also research suggesting that while boarders may develop a brittle 

outward confidence in order to survive, for some this may be a means by which to cover up 

an inward insecurity and poor self-esteem (Duffell 2000; Schaverien, 2011).  

 

According to Hodges et al. (2016), both male and female boarders do not believe they have 

enough input into the decisions affecting them while at boarding school. While many did not 

believe they had the ability to express their opinions, they said when they did express an 

opinion they were not respected. There are positive experiences reported by students, 

however. For example, boarders give their most positive endorsements for the instrumental 
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aspects of the boarding school environment indicating that they generally felt safe and that 

their school had good discipline standards (Noller & Callan, 1988; Noller et al., 1992; 

Ohannessian et al., 1995), 

 

What has become apparent in the anecdotal and descriptive research is the feeling by 

boarding students regarding a lack of emotional support and that relationships tend to be 

characterised by a lack of support (see Hodges et al., 2016). Consequently, outcomes are 

perceived by students to be poor; students report decreased self-esteem and self-efficacy, and 

the development of internalising disorders such as anxiety and depression (Bagley et al., 

2001; Millikan et al., 2002; Ohannessian et al., 1995; Sawyer et al., 2001).  

 

Many boarding school students have highlighted the importance of friendships to their 

emotional wellbeing, especially female boarders. Evidence shows female boarders in 

particular seek help from their friends if they have a problem (see Hodge et al., 2016). 

Furthermore, 32% of female boarders, report that House Mothers offer most support and 

20.4% cite friends. These same boarders also report that in the event of a problem, they would 

most likely turn to their peers (35.1 %) or their House Mother (20.9 %); only 9.5 % said they 

were likely to approach family members. This appears consistent with the general adolescent 

research literature that suggests girls tend to talk to their friends rather than parent figures 

about emotional issues (Schmidt, 2007).  

 

The findings reporting to this point in the thesis are particularly salient to the proposed 

research because it concerns loneliness (a perceived discrepancy in quality and quantity of 

friendships) and the importance of quality friendships with relation to mental health. In line 

with this the male and female boarders in the Hodge et al. (2016) study identified the close 

relationships they formed with other boarders as a strength and a limitation of living in a 
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boarding school environment. The boarders described this as ‘‘being with people 24/7’’, as 

having ‘‘no personal space’’, ‘‘being with mates’’, and ‘‘like a never-ending sleepover’’. 

These boarding school students believed they were more independent and that lack of privacy 

was a limitation of the boarding environment.  

 

In the present research, just like in most boarding schools, there are a number of international 

students who have moved great distances from their family. Feelings of loneliness have been 

reported by these young people, as has anxiety and depression (Yuan, Jin, & Yang, 2014; 

Wang, Tian, Guo, & Huebner, 2020). There is also evidence that when some adolescents 

from overseas are separated from their families, including within their own countries, higher 

rates of depression ensue (Tang et al., 2018; He et al., 2012). In the current research a small 

number of boarding school students are from overseas. It would be beneficial to determine 

whether international boarding school students experience greater feelings of loneliness and 

depression, however, the small number available may make meaningful comparisons not 

possible.  

Loneliness in Adolescents 

Loneliness in adolescence is, to some extent, expected because it is a time when individuals 

seek independence and begin to move away from family and home centred activities to 

develop closer ties with peers and peer groups - or not (Chipuer & Pretty, 2000). As 

individuals move their attachment away from the security of their family to the peer group it 

is natural that loneliness and separateness emerge. According to Laursen (2013, p. 1266), 

there is an opposing view: “During adolescence time spent with parents may be perceived as 

social isolation, particularly if one is forced to spend free time with family members or 

(worse) if one has no weekend evening alternatives to saying at home”. Irrespective, 

adolescence is a time when personal identities become salient (Erikson,1968) and the 

formulation of these identities, particularly with respect to social relationships, assists in 
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achieving an integrated and coherent sense of self by consolidating the many differing aspects 

of one’s private and public persona (Parkhurst & Hopmeyer, 1999).  

 

For some adolescents this period of transition away from the family to peers can become very 

lonely and stressful, and this leads to feelings of heightened anxiety and depressive-like 

symptoms (see Houghton, 2015). It has also been reported that adolescents who do not feel 

connected to their peers (and school) self-rate their health more poorly and develop elevated 

depressive symptoms (Goosby & Walsemann, 2012; Walsemann, Bell, & Goosby 2011). 

Adolescents who see the absence of peer contact as evidence of unpopularity experience 

exacerbated feelings of loneliness. According to Goosby et al. (2013), “how adolescents 

perceive the quality of their relationships at school can have long term consequences for their 

mental and physical wellbeing” (Goosby, Bellatorre, Walsemann, & Cheadle, 2013, p.4). 

Indeed, failure to resolve loneliness before moving out of adolescence may pose significant 

concerns for future social relationships and mental health, especially in early adulthood 

(Heinrich & Gullon, 2006). Given the extended time peers spend together in boarding 

schools, examining feelings of loneliness is important. Moreover, the links found between 

loneliness and a myriad of adverse physical, psychological, social and mental health 

outcomes (Cramer & Barry, 1999; Doman & Roux, 2010; Kall et al., 2020; Krause-Parello, 

2008; Lasgaard, Goossens, & Elklit, 2011), make such an examination critical. For example, 

strong links have been found between loneliness and depression and suicide ideation 

(McWhirter, Besett-Alesch, Horibata, & Gat, 2002), parasuicide and self-harm (Yang & 

Clum, 1994), eating disturbances, obesity and sleep disturbances (Cacioppo et al., 2000), 

adolescent alcohol use, general health problems, less than optimal well-being, and somatic 

complaints (Krause-Parello, 2008). Loneliness is therefore a major concern during 

adolescence (Asher & Paquette, 2003; Chipuer & Pretty, 2000; Perlman & Landolt, 1999) 
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and this may be particularly salient for young people in boarding school environments who 

are away from family and friends.  

 

Gender differences in loneliness have also been noted by researchers. According to Cacioppo 

(2015), arguably the pre-eminent researcher in the field, loneliness plays a greater role in the 

lives of females than in males. The evidence to date, suggests females in general devote more 

time and energy to developing friendships and they value close friendships more than males 

during adolescence (Lee, 2016). Females also have a tendency to become upset by friendship 

issues and spend more time thinking about them compared to males (Lee, 2016). According 

to Putarek and Kerestes (2016 p. 261)  

 

It is known that girls highly value social relations and are worried about social 

approval, abandonment, and peer evaluations. Therefore, peer relationships are 

an extremely important source of intimacy and support for girls and their 

emotional well-being. Girls are particularly vulnerable to conflicts and 

victimization within peer groups and in comparison to boys they report more peer 

stress. 

 

Matthews (2016) posited that females have a greater emotional investment in maintaining 

quality friendships, therefore, any discrepancy between their desired and actual social 

relationships, would put them at greater risk than boys of experiencing intense feelings of 

loneliness. This final point by Matthews (2016) is very important for the current research 

because the focus is on adolescent females in boarding schools. Developing ways to manage 

or ameliorate loneliness in this population might be a fruitful way of reducing adverse mental 

health, including symptoms of depression (Krauss et al., 2020). 
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It is popular belief that the older adult population are the loneliest, with estimates ranging 

from 11.3% to 14.9% (Kall et al., 2020). However, adolescence is the peak period for 

loneliness (Heinrich & Gullone, 2006; Houghton, 2015; Goosby & Bellatorre, 2013; Goosby 

& Walsemann, 2012; Laursen, 2013) with up to 80% of adolescents experiencing loneliness 

at some time. Loneliness during adolescence is not uncommon, rather it is regarded as part 

and parcel of the everyday life experience (McWhirter, 1990). However, for 15-30% of 

adolescents loneliness becomes persistent and painful (Hall-Lande, Eisenberg, Christenson, 

& Neumark-Sztainer, 2007; van Dulmen & Goossens, 2013). This chronic form of loneliness 

is a more stable state arising from the inability of the individual to develop satisfying social 

relationships over time (Shiovitz-Ezra & Ayalon, 2010). Heritability estimates indicate that 

as much as 50% of the variance in loneliness is genetic in basis, while non-shared 

environmental influences account for over 40% of the variance among children and young 

people (Bartels, Cacioppo, Hudziak, & Boomsma, 2008). 

 

Loneliness is a prominent social phenomenon with trans-diagnostic implications for mental 

health (Kall et al., 2020). It is defined as a distressing unpleasant emotional state resulting 

from a discrepancy between a person’s desired and perceived quality or quantity of social 

relationships (Lasgaard, 2016; Maes et al., 2015, 2016; Perlman & Peplau, 1981; Roekel, 

2016; Maes, 2015, p. 547). This discrepancy can lead to a negative experience of feeling 

alone and/or the distress and dysphoria of feeling socially isolated - even when among family 

or friends (Cacioppo & Cacioppo, 2013; Cacioppo, Fowler, & Christakis, 2009; Cacioppo, 

Grippo, London, Goossens, & Cacioppo, 2015). Definitions also describe loneliness as a 

debilitating psychological condition characterised by a deep sense of social isolation, 

emptiness, worthlessness, lack of control and personal threat (see Vander Weele, Hawkley, 

Thisted et al., 2011). Irrespective of the definitions, it is well documented that loneliness is 

complex and toxic (see Houghton et al., 2016). It is as strong a risk factor for broad based 
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morbidity as smoking, obesity, and high blood pressure, is associated with a 26% increase in 

premature mortality (Cacioppo & Cacioppo, 2018) and is predicted to reach epidemic 

proportions by 2030 (Holt-Lunstad et al., 2015).  Loneliness therefore represents a significant 

individual risk factor for maladjustment. However, it is a modifiable experience (Masi, Chen, 

Hawkley, & Cacioppo, 2010). 

 

Definitions and Trajectories of Loneliness 

Definitions of loneliness not only highlight its affective character (i.e., an emotionally 

unpleasant experience), they also emphasize a cognitive element. That is,  

 

“that loneliness requires the perception that one's social relationships are not 

living up to some expectation. As such, loneliness signals that one's personal 

relationships are in some way inadequate, and it is therefore a key marker of 

social relationship difficulties” (Heinrich & Gullon, 2006, p. 699).   

 

Definitions also emphasise the subjective character of the experience of loneliness. As a 

result, it is important to distinguish loneliness from being alone or in solitude, which is an 

objective state. Being alone or in solitude is not a prerequisite for the experience of loneliness 

because not everyone feels lonely when they are alone (Spithoven, Cacioppo, Goossens, & 

Cacioppo, 2019). 

  

In the current study, loneliness is defined as a negative, unpleasant or distressing feeling, or 

state of negative affectivity that accompanies the perception that one’s social needs are not 

being met by the quantity or especially quality of one’s social relationships. This definition 

of loneliness is more closely aligned with quality of relationships rather than the quantity of 

relationships (Peplau & Perlman, 1982; Wheeler, Reis, & Nezlek, 1983). The importance of 

‘relationship quality’ has its origin in the fundamentally social nature of the human species. 
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Both phylogenetically and ontogenetically, humans require not simply the presence of others 

but also the presence of others who value them, whom they can trust, and with whom they 

can communicate, plan, and work together to survive, prosper, and care for their offspring 

sufficiently long enough that they too reproduce (Cacioppo & Patrick, 2008). According to 

Masi, Chen, Hawkley, & Cacioppo, 2011, p. 219) “an individual may be lonely in a crowd 

or socially content while alone”.  

 

The developmental course of loneliness is heterogeneous (Schinka et al., 2012). That is, 

levels of loneliness are not stable and not all adolescents follow the same pattern of loneliness 

over time. For example, trajectories of loneliness can be stable or increasing, chronic or stable 

low, or increasing and decreasing (Jobe-Shields et al., 2011). They can also be consistently 

low, chronically high, and low but increasing (Benner, 2011); or low stable, moderately 

declining, moderately increasing, and relatively high stable (Qualter et al., 2013). Between 

two and five trajectories have been identified in research examining loneliness across 

childhood and adolescence (e.g., Benner, 2011; Harris, Qualter, & Robinson, 2013; Jobe-

Shields, Cohen, & Parra, 2011; Ladd & Ettekal, 2013; Qualter et al., 2013; Schinka, van 

Dulmen, Mata, Bossarte, & Swahn, 2013; Vanhalst, Goossens, Luyckx, Scholte, & Engels, 

2013; Vanhalst, Luyckx, van Petegem, & Soenens, 2018; Vanhalst et al., 2015).  

 

The intensity of loneliness also varies for everyone. Specifically, feelings of loneliness can 

be persistent or short-lived (Peplau & Perlman, 1982). However, while transient feelings of 

loneliness are often situationally determined and normative, chronic feelings of loneliness 

are a cause for concern (Asher & Paquette, 2003; Heinrich & Gullone, 2006; Neto & Barros, 

2000). When social connections are perceived as severed or unavailable, loneliness can 

produce serious negative effects on cognition and behaviour (Cacioppo & Hawkley, 2005) 

that, in turn, increase the likelihood that loneliness becomes chronic (Cacioppo & Hawkley, 
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2009; Young, 1982). Chronic loneliness is highly aversive (Peplau & Perlman, 1982; Weiss, 

1973) and as highlighted earlier, is a significant risk factor for a constellation of mental and 

physical health problems (Danese et al., 2009; Hawkley & Cacioppo, 2007). Loneliness can 

also adversely affect others around the person who experiences the loneliness (Berscheid & 

Reis, 1998; Cacioppo, Fowler, & Christakis, 2009; Masi et al., 2011).  

 

The research findings have also shown that lonely individuals display a hypervigilance for 

social threat and consequently the social world is interpreted as a more threatening place 

(Cacioppo & Hawkley 2009). It is hypothesised that this hypervigilance amplifies lonely 

individuals’ negative reactions to social exclusion. Furthermore, it, generates overly cautious 

and avoidant reactions to social inclusion. These patterns of avoidance and caution might 

protect an individual against potential social rejection, but at the same time they undermine 

the success of social interactions (Lucas et al., 2010) and lead to more loneliness. According 

to Roekel et al. (2013), lonely adolescents who had experienced negative affect in real-life 

negative social interactions demonstrated that they approached social inclusion and exclusion 

in a biased fashion, and this was more likely to perpetuate their loneliness. 

 

On the other hand, some researchers (Vanhalst, Luyckx, Van Petegem, & Soenens, 2018) 

have posited that the negative outcomes associated with chronic loneliness can have an 

important adaptive role in a person’s social functioning. For example, the feelings of 

frustration associated with the need to belong can actually have a signaling function, 

representing a social pain mechanism. This motivates people to regain social connection or 

to seek or re-establish social contact (see Cacioppo et al., 2006; Maner et al., 2007). 

 

Generally, the literature suggests an adaptive vs. maladaptive function to loneliness. 

Researchers and theories focusing on the adaptive function (e.g., the evolutionary theory of 
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loneliness) tend to concentrate on the situational experience of loneliness whereby temporary 

loneliness can correct misbehaviour. Conversely, those highlighting the maladaptive (e.g., 

hypervigilance for social threat model) function of loneliness typically focus on enduring or 

chronic loneliness experiences. In other words, temporary loneliness may trigger healthy 

attempts to restore social bonds, whereas chronic loneliness may result in emotional, 

cognitive, and behavioural processes that interfere with forming social bonds and this, in 

turn, contributes to the maintenance of loneliness over time (see Qualter et al., 2015).  

 

Theories of Loneliness 

A number of theoretical models in the fields of education, psychology, and neuroscience, 

have been developed to explore and understand loneliness. These include the evolutionary 

theory of loneliness (Goossens, 2015; Cacioppo & Hawkley, 2009b); attachment theory 

(Bowlby, 1982); social pain theory (Weiss, 1973; Brennan, 1982; Heinrich & Gullone, 2006; 

Houghton, 2016; Vanhalst, 2015; Laursen 2013); the added-stress model (Cacioppo et al., 

2003; Cacioppo & Patrick, 2008) and the interactionist model (see Peplau & Perlman, 1979; 

Weiss 1973, 1982). These theories will now be presented, albeit briefly. 

 

The Evolutionary theory of loneliness (see Cacioppo & Hawkley, 2009; Goossens, 2015; 

Hawkley & Cacioppo, 2010) is based on empirical research findings that demonstrate 

loneliness is related to a person’s genetics. According to this theory, loneliness is different 

for everyone and can vary in the degree of intensity depending upon the person’s genetic 

makeup and other biological aspects (Goossens, 2015). Within evolutionary theory, it is 

argued that loneliness is an important predictor of other adverse mental health problems, such 

as depression and anxiety. Indeed, there is an expectation that some individuals have a genetic 

predisposition to experiencing heightened levels of loneliness. Cacioppo and Hawkley (2009) 

argued that individuals with a genetic predisposition to loneliness may be at higher risk of 



28 

interpreting their social environment and social interactions with others in a negative way, 

thereby further perpetuating their state of loneliness (Cacioppo & Hawkley, 2009b). To 

further elaborate on this point, Cacioppo and Hawkley (2009b) argued that lonely individuals 

tend to view interpersonal relationships as menacing, anticipate negative social contacts and 

more readily remember negative social information. This may result in them choosing to 

distance themselves from potential social partners, as they believe that their social isolation 

is due to others and is out of their own control (Hawkley & Cacioppo, 2010). Feelings of 

pessimism, hostility, stress, anxiety and low self-esteem can also be present, resulting in a 

dispositional trait that activates neurobiological and behavioural mechanisms that perpetuate 

an individual’s lonely status (Cacioppo & Hawkley, 2009).  

 

This thesis is concerned with loneliness and depression in adolescent female school boarders, 

and the evolutionary theory of loneliness suggests that “common underlying genetic 

influences may reflect the co-occurrence of loneliness and depression” (Matthews, Danese, 

Wertz, Odgers, Ambler, Moffitt, & Arseneault, 2016, p. 340). It is argued that this “co-

occurrence of loneliness and depression has clinical implications for the development of 

potential treatment and prevention programs that are targeted at remediating loneliness and 

depression” (Matthews, Danese, Wertz, Odgers, Ambler, Moffitt, & Arseneault, 2016, p. 

346).  Conversely, it is consistently argued in the research literature (e.g., Cacioppo et al., 

2006; Cacioppo, Hawkley, & Thisted, 2010; Heinrich & Gullone, 2006; Houghton et al., 

2020; Vander Weele, Hawkley, Thisted, & Cacioppo, 2011) that although loneliness and 

depression are correlated, they are two separate constructs in their own right. There is 

considerable evidence from empirical studies undertaken to show that loneliness and 

depression are two separate constructs, and that loneliness increases the risk for depression 

(Cacioppo et al., 2006). This has been the case since early research was conducted with 

undergraduate college students. Using data from 333 subjects, Weeks, Michela, Peplau, and 
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Bragg (1980) concluded that although loneliness and depression correlate with each other, 

they are clearly different constructs. These findings have since been reinforced, replicated 

and extended in longitudinal research (Cacioppo, Hawkley, & Thisted, 2010; Vander Weele, 

Hawkley, Thisted, & Cacioppo, 2011). Although clinical observations have also supported 

two separate constructs  

 

a potential difference between loneliness and depression was that although 

both are filled with helplessness and pain, loneliness is characterized by the 

hope that all would be perfect if only the lonely person could be united with 

another longed-for person (Cacioppo, Grippo, London, Goossens, & 

Cacioppo, 2015, p. 239) 

 

Attachment theory (Bowlby, 1982) has often been cited in explanations of loneliness. 

Bowlby (1982) proposed that attachments are built by infants to their primary caregivers 

through innate attachment behaviours. The behavioural patterns and expectations that 

develop through the interactions with the primary care giver are gradually internalised to 

guide the child’s perception of the security available through attachment figures. This 

underpins the child’s future relationships that are to be re-enacted during adolescence. In this 

developmental period, however, there are changes to social expectations and experiences that 

impact on the security of attachment relationships and this can increase susceptibility to 

loneliness (see Al-Yagon, Kopelman-Rubin, Brunstein Klomek, & Mikulincer, 2016). 

 

Social pain theory (see Brennan, 1982; Heinrich & Gullone, 2006; Laursen, 2013; Vanhalst 

et al., 2015; Weiss, 1973)  postulates a link between social isolation and emotional pain and 

this has been supported in the empirical research literature (Weiss, 1973). Proponents of 

social pain theory argue that perceived social isolation results in emotional pain which can 

vary (Laursen, 2013). The research evidence clearly demonstrates that of the 80% of 
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adolescents who experience feelings of loneliness, 15-30% describe these feelings as 

persistent and painful (Brennan, 1982; Heinrich & Gullone, 2006). More recent research has 

examined the link between social isolation, loneliness and emotional pain (e.g., Houghton et 

al., 2016; Laursen et al., 2013; Vanhalst et al., 2015). These contemporary studies refer to 

the reality of social pain, which when derived from unpleasant and hurtful social experiences 

(such as rejection from peers and exclusion) evoke a similar pain response to that of physical 

pain (Vanhalst, 2015). The title of Houghton et al’s (2016) study “It hurts to be lonely” 

underlines the painfulness of loneliness. Other research, by Laursen (2013) advocates that 

“social pain and physical pain are similar. Social experiences that are incongruent with social 

expectations give rise to the perception of social deficits, which foster a social pain that is 

labelled loneliness” (Laursen, 2013, p. 1262).   

 

The Interactionist model (see Peplau & Perlman 1979; Weiss 1973, 1982) assigns great 

importance to major life events that cause changes in a person’s social relationships (e.g., the 

loss of a loved one, divorce, or the moving of residence). These types of life events can be 

both triggers and maintaining causes of feelings of loneliness. These types of experiences of 

loneliness are often described by people in terms of interpersonal situations or stressful life 

events (e.g., dislocation and loss; McInnis & White, 2001). This relationship between life 

events and loneliness has assumed high importance in research, and a number of 

alternative/hybrid models have emerged. For example, the differential-exposure model 

proposes that lonely individuals are exposed to stressful life events more frequently than non-

lonely individuals (Cacioppo et al., 2003). On the other hand, the life event model suggests 

that a single life event may provoke loneliness, whereas the chronic stress model suggests 

that loneliness becomes more pronounced as stressful life events continue (see Ireland & 

Qualter, 2008). 

 

https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR25
https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR38
https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR39
https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR19
https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR2
https://link.springer.com/article/10.1007/s10826-015-0243-2?shared-article-renderer#ref-CR11
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Moving residence is of primary interest to the proposed research as the adolescent females 

of interest are in boarding schools, having relocated from rural, metropolitan and 

international regions. To date, no research seems to have specifically focused on loneliness 

with this population.  

 

The added-stress model (see Cacioppo et al., 2003) describes lonely individuals who often 

report higher levels of perceived stress than non-lonely individuals (Cacioppo & Patrick, 

2008; Lasgaard, 2015), and who have a greater tendency to negatively interpret their social 

environment (Qualter et al., 2013). Research shows that adolescents who are lonely have a 

tendency to interpret their social world and relationships with their peers through a negative 

lens (Lodder, 2016). The way these individuals experience, interpret, and behave in social 

situations demonstrates the subjective nature of loneliness, which functions as a maintaining 

mechanism for chronic loneliness (Qualter et al., 2015; Riva, Wesselmann, Wirth, Carter-

Sowell, & Williams, 2014). Cacioppo et al. (2003) and Cacioppo and Patrick (2008) argued 

that in this sense loneliness is associated with perceptions of social rejection and exclusion. 

This negative interpretive bias arising from loneliness has implications for the development 

of intervention programs (as in this proposed research) to manage or prevent loneliness.  

 

The cognitive discrepancy model (Perlman & Peplau, 1982, 1998) proposes that cognitive 

processes are the central tenet of loneliness, within which loneliness is viewed as resulting 

from a discrepancy between the types of interpersonal relationships one wishes to have, and 

those that one perceives they presently have. Accordingly, irrational or distorted thinking 

leads to loneliness by causing deficits in sociability (Peplau & Perlman, 1982). A person's 

thoughts about themselves and others influence the likelihood of their forming satisfying 

relationships because these cognitions impact on how they interact, as well as how they 

interpret interpersonal situations (Murphy & Kupshik, 1992). Following on from this latter 
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point, lonely people are therefore likely to view social situations as being beyond their control 

and believe that they do not have friends because they are perhaps dull and boring. They are 

also likely to see their personalities as unchangeable. These attributions are characteristic of 

what has been referred to as learned helplessness and is likely to result in fractured self-

esteem (Ponzetti, 1990; Young, 1982). Loneliness may therefore arise because people fail to 

take full advantage of available interpersonal opportunities since they either expect to be 

rejected, or have unrealistic standards for eligible potential companions; that is, no one 

measures up (Jones, 1982; Rook & Peplau, 1982). Indeed, a cluster of dysfunctional attitudes 

such as fears of interpersonal rejection, feeling unsure of oneself, and social anxiety have 

been found to characterise sufferers of loneliness (Wilbert & Rupert, 1986). Furthermore, 

compared to their non-lonely, and transiently lonely counterparts, chronically lonely 

individuals hold very high expectations for interpersonal relationships (Shaver et al., 1985). 

Therefore, changes in either one's actual or desired social relationships give rise to loneliness 

(Heinrich & Gullon, 2006).   

 

A loneliness model first proposed by Cacioppo and Hawkley (2009), and recently revised by 

Qualter et al. (2015), has also gained considerable traction. The social information 

processing model (SIP) suggests that 

  

Loneliness motivates all people to resolve the negative feelings that result from 

unmet needs to belong. In order to do so, loneliness causes initial social 

withdrawal, which would allow effective observation and evaluation of 

immediate social situations through physical distancing (Qualter et al., 2015, as 

cited by Spithoven, Bijttebier, & Goossens, 2017, p. 98).  

 

According to Cacioppo and Hawkely (2009) and Qualter et al. (2015), the SIP also activates 

a series of cognitive processes to generate a behavioural response that can result in a re-
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connection with others.  These cognitive processes focus on both positive and negative social 

stimuli so that lonely people can maximise positive incentives and minimise negative ones. 

However, some lonely individuals neglect social cues that indicate reconnection 

opportunities, and this leads to a bias in cognitive processes that predominantly focus on 

social cues indicating social isolation. 

 

Conceptualising Loneliness as a Multidimensional Construct 

The various theoretical conceptualisations of loneliness have been a topic of debate for some 

time. One of the major points of discussion within this debate has focused on loneliness as a 

unidimensional construct or as a multidimensional construct (Goosens et al., 2009; Houghton 

et al., 2014; Oshagan & Allen, 1992). Much of the earlier research regarded loneliness as a 

single entity (Asher & Wheeler, 1985; Russell, Peplau, & Cutrona, 1980; Russell, 1996), 

where under this unidimensional conceptualisation loneliness is the same for everyone across 

circumstances and causes, and typically is seen as a negative influence. However, as 

highlighted earlier, individuals do not experience loneliness in the same way. Indeed, 

loneliness is a subjective experience that is complex and can be experienced differently at 

different times and in different circumstances (Dahlberg, 2007; Heinrich & Gullone, 2006). 

For some, loneliness can even be positive and experienced as pleasure (e.g., solitude; 

Lindholm, Granstrom, & Lindstrom, 2001). Moreover, feelings of loneliness may “open a 

path for adolescents to gain greater self-insight and to become more thoughtful and reflective 

adults” (Leary, Herbst & McCrary, 2003, p. 295). This ability to engage in solitary activities, 

especially for self-reflection and contemplation of personal problems can, therefore be 

positive and developmentally important in adolescence (Leary et al., 2003).  

 

The influential work of Weiss (1973) initiated the exploration of loneliness as a 

multidimensional construct. Weiss (1974) proposed that loneliness comprised of social 
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loneliness (a deficit in one’s social relationships, social networks, and social supports) and 

emotional loneliness (an absence or lack of close or intimate companionship/attachment). 

Numerous studies have established that adults distinguish between emotional loneliness 

(predicted by attachment) and social loneliness (predicted by social integration) (for a 

comprehensive review see DiTommaso & Spinner, 1997). Research subsequently extended 

this to include dimensions such as friendship loneliness (social loneliness), family loneliness 

and romantic loneliness (DiTommaso & Spinner, 1993); and loneliness and aloneness (i.e., 

peer related loneliness and family loneliness, and positive attitude to solitude and negative 

attitude to solitude: see Marcoen & Goossens, 1993). However, the vast majority of this 

earlier work related to loneliness in adults, with very little, if any, work conducted with 

children and adolescents. 

 

Recent studies have demonstrated loneliness to be a multidimensional construct (i.e., varying 

in intensity and across causes and circumstances, and where different social relationships 

give rise to different forms of loneliness: e.g., Goossens et al., 2009; Hawkley, Gu, Luo, & 

Cacioppo, 2012; Houghton et al., 2014, 2015, 2016, 2020). Indeed, research shows that as 

children grow into adolescents, they begin to distinguish different attributes of loneliness, 

and start to see a difference between being alone and loneliness (Buchholz & Catton, 1999).  

 

Research in Australia (and Europe) has been prominent in progressing the multidimensional 

conceptualisation and the measurement of loneliness, especially in young people. The 

catalyst for recent work in Australia with young people has been the work of Goossens et al. 

(2009) in Europe. These researchers developed a highly influential four-factor model of 

loneliness from data obtained from 534 Dutch adolescents (aged 15 - 18 years). This model 

consisted of peer or friendship related loneliness, family loneliness, positive attitude to 

solitude, and negative attitude to solitude. Building on this in Australia, Houghton et al. 
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(2104) developed The Perth A-Loneness Scale (PALs), a multidimensional 24-item self-

report measure of loneliness (described in more detail later). From a series of interviews with 

children and adolescents aged 10 to 18 years and a review of current instruments measuring 

loneliness, Houghton et al. (2014) developed the PALs. A series of studies were undertaken 

with Grades 5 to 12 (ages 10 - 18 years) students by Houghton et al. (2014) and a conceptual 

model (based on Goossens et al., 2009) that was represented by 4 correlated factors was 

dervied: friendship related loneliness (i.e., having reliable, trustworthy supportive friends), 

isolation (i.e., having few friends or believing that there was no one around offering support), 

positive attitude to solitude (i.e., positive aspects and benefits of being alone such as relaxing, 

happiness) and negative attitude to solitude (i.e., negative aspects of being alone such as time 

dragging, unhappiness, isolation). 

 

In further analyses, Houghton et al. (2014) found adolescents in rural/remote schools reported 

higher levels of Negative Attitude to Solitude (M = 3.19 , SD =  .95) compared to those in 

Metropolitan schools (M = 2.82, SD = .93) and District schools (M = 3.08, SD = 1.02) (effect-

sizes between rural/remote and metropolitan/district .39). In addition, as adolescents got 

older Negative Attitude to Solitude declined while Positive Attitude to Solitude increased. 

Finally, females scored higher (M = 4.64, SD = 1.04) than males (M = 4.36, SD = 1.04) on 

friendship related loneliness (effect-size g = .27) indicating they report higher quality of 

friendships. In a subsequent study with secondary school adolescents, entitled “It hurts to be 

lonely” (Houghton et al., 2016), satisfactory test-retest reliability (9 months apart) of the four 

dimensions over time was reported: friendship related loneliness .61, isolation .59, negative 

attitude to solitude .67 and positive attitude to solitude .64 (all p < .01). Thus, the PALs 

conceptualisation of loneliness as a multidimensional construct appeared appropriate. 

(Details of the psychometrics of the PALs are provided later.) 
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The multidimensional nature of loneliness using the PALs was also confirmed with 

adolescents with a neurodevelopmental disorder. Houghton, Roost, Carroll and Brandtman 

(2015) recruited 84 adolescents diagnosed with ADHD and 84 individually age and gender 

matched non-ADHD Community Comparisons. No significant differences on reported levels 

of friendship related loneliness, isolation, or on attitudes toward solitude were found. 

However, in a recent study (Houghton et al., 2020) with 84, 10 - 18 year old adolescents (42 

clinically diagnosed with ADHD and 42 individually age and gender matched non-ADHD 

Community Comparisons), adolescents with ADHD had significantly lower friendship 

related loneliness scores (i.e., quality of friendships) and greater feelings of isolation. 

 

The research conducted by Houghton and colleagues (2014, 2015, 2016, 2020) with children 

and adolescents provides strong support that loneliness is a multidimensional construct. It 

also highlighted that loneliness appears to be situational. That is, some adolescents report 

feelings of loneliness in different or specific contexts, while others report feeling lonely 

across all situations. Whether lonely individuals feel lonely all the time, or if they feel more 

or less lonely in specific social contexts was questioned in research by Roekel, Verhagen, 

Engels, Scholte and Cacioppo (2016). In their research the differential reactivity hypothesis 

(see Roekel et al., 2016) was tested in relation to daily life activities. Data were collected 

using an Experience Sampling Method (ESM), which required participants to report their 

feelings of loneliness at particular times of the day, over a series of days. Participants were 

given a smartphone, on which a program was installed that emitted nine randomly timed 

signals per day, over 6 consecutive days. When a signal was received participants were 

required to complete a three minute questionnaire. The findings revealed that adolescents 

experienced significantly higher levels (p < .01) of loneliness during the week (compared to 

the weekend (see Roekel et al., 2016, p.894). The authors argued this was attributed to the 

variety of choices that adolescents have in terms of who they choose to spend their time with 
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on weekends compared to during the week. During weekdays, adolescents may be obligated 

to go to school or work, making for less choice in terms of who they chose to ‘hang out’ with. 

During weekends, however, they can choose how and with whom they want to spend their 

leisure time, and therefore may be less lonely at those times. 

 

It is unsurprising in the light of recent research findings that the dominant viewpoint has 

become one of loneliness as a multidimensional construct. This multidimensional construct 

understands feelings of loneliness as being relationship specific, different for everyone, and 

varying in level of intensity depending upon the individual and social context (Roekel, 2016). 

Conceptualising loneliness as multidimensional in the present research provides the 

appropriate approach to build on research conducted to date. Hence, the multidimensional 

four-factor model of loneliness developed by Goossens et al. (2009) and extended by 

Houghton et al. (2014) provides an excellent model for the current study that focuses on 

loneliness (and depressive symptoms) in a context that appears to be affected by times and 

situations. Specifically, there may be particular times and situations in a boarding school 

setting where adolescent females who are away from family and friends feel lonelier. Using 

the Houghton et al. (2014) model also overcomes the related issue of how best to measure 

loneliness. 

 

Measuring Loneliness  

Historically, an unusual conflict has existed. That is, a unidimensional notion has 

underpinned the most commonly used scale to measure loneliness, yet it is now accepted that 

loneliness is a multidimensional construct. Even with the dominance of multidimensionality, 

the unidimensional UCLA Loneliness scale (Russell et al., 1980; Russell, Peplau, & 

Ferguson, 1978) is often still used by some researchers. Over time, it was administered in 

approximately 80% of published studies (see Cramer & Barry, 1999; Oshagan & Allen, 1992; 
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Russell, 1996). However, young people can distinguish different attributes of loneliness and 

see a difference between being alone and loneliness (Houghton, et al., 2014) and those as 

young as 10-years-of age (Liepins & Cline, 2011) and 12-years-of age (Galanaki, 2004) are 

able to recognise that not only are there negative aspects to loneliness, but also positive ones 

that enables one to relax, be creative, and reflect on one’s life. Thus, loneliness must be 

measured as a multidimensional construct.  

 

Another often highlighted measurement issue with current instruments for loneliness is the 

inclusion of factors ‘associated’ with loneliness or ‘results’ of loneliness (see Cramer & 

Barry, 1999; Houghton et al., 2014). For example, some measures contain items relating to 

anxiety and depression (e.g., The Loneliness Rating Scale: Scalise, Ginter, & Gertein, 1984), 

desperateness and culpability (e.g., Loneliness Scale: De Jong Gierveld & Raadschelders, 

1982), family cohesion (e.g., Relational Provision Loneliness Questionnaire: Hayden-

Thomson, 1989), social competence and evaluations of friendships (e.g., The Illinois 

Loneliness Questionnaire: Asher, Hymel, & Renshaw, 1984). These correlates are separate 

from loneliness. In addition, because there are positive aspects of loneliness, it is also 

important that these are measured (Liepins & Cline, 2011). To date, many instruments have 

focused on the negative aspects only.  

 

With reference to instrumentation for data collection, self-report measures have been the 

primary source of data collection over decades. More recent examples include The 

Loneliness and Aloneness Scale for Children and Adolescents (Maes, 2015) and The Los 

Angeles Loneliness Scale (Putarek et al, 2016). Goossens and Beyers (2002) have 

highlighted an important issue, however, namely sole reliance on self-report can give rise to 

the issue of shared method variance. While this is an important point, loneliness requires 

insight into the subjective dispositions that can be difficult to obtain from third parties. 
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Furthermore, reliability of self-report inventories has been found to increase from childhood 

to adolescence for measuring constructs such as psychopathology, while the validity of that 

from third parties (e.g., teacher- and parent-reports) decrease (Frick, Barry, & Kamphaus, 

2009; Kamphaus & Frick, 2002). Consequently, the evidence for using self-report 

instruments to measure loneliness is compelling. In the context of the current research the 

loneliness experiences of boarding school females are the focus and they themselves will be 

the most reliable informants of their own boarding school experiences of loneliness.  

 

For the current research the self-report named the PALs, developed by Houghton et al. (2014) 

with Western Australian adolescents was selected. The PALs was based on the European 

research by Goossens et al. (2009) and specifically developed from a comprehensive 

examination of the appropriate literature and an analysis of existing instruments. In total, 139 

items were identified in the initial development phase for possible inclusion in the PALs. As 

a result of a panel of experts removing duplicate items and items not suitable for children and 

adolescents 68 items remained. Houghton et al. (2014) then interviewed 30 adolescents 

which resulted in 11 new ‘loneliness’ items being developed. Thus, 79 items to which 

individuals responded on a six-point scale (never, rarely, sometimes, often, very often, 

always) was constructed.  

 

From a series of studies undertaken with 1,074 Grade 8 to 12 (age range 10.1 to 18 years, M 

= 13.01 years, SD = 2.16, 52% male) Western Australian adolescents from a range of 

secondary schools, exploratory and confirmatory factor analyses were conducted and 

separate models were compared. A conceptual model (based on the European research by 

Goossens et al., 2009) was derived, which was represented by 4 correlated factors: Friendship 

related loneliness, isolation, negative attitude to solitude, positive attitude to solitude.  

Satisfactory model fit was obtained: CFI = .92, NFI = .91, RMSEA = .05; friendship related 
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loneliness (i.e., having reliable, trustworthy supportive friends Cronbach’s Alpha α = .86), 

isolation (i.e., having few friends or believing that there was no one around offering support 

α = .80), positive attitude to solitude (i.e., positive aspects and benefits of being alone such 

as relaxing, happiness α = .78) and negative attitude to solitude (i.e., negative aspects of being 

alone such as time dragging, unhappiness, isolation α = .77). Five models were compared: a 

one factor model where all items loaded on a single factor to test for Loneliness and Solitude 

being a common emotional state; a two factor model which conceptualised items as 

belonging to either Loneliness or Attitudes to Solitude; two alternative three factor models 

with three correlated factors representing a) Friendship Related Loneliness, Positive Attitude 

to Solitude, and Negative Attitude to Solitude; and b) Friendship Related Loneliness, 

Isolation, and Attitudes to Solitude; and the full four factor model (Friendship Related 

Loneliness, Isolation, Positive Attitude to Solitude, and Negative Attitude to Solitude). The 

four factor model was found to provide the best fit: CFI (.92), NFI (.91) and RMSEA = .056 

(90 % CI: .054, .059).  

 

As reported earlier in this thesis, significant differences in loneliness were found for school 

location: adolescents in rural/remote schools reported higher levels of Negative Attitude to 

Solitude compared to those in Metropolitan schools and District schools; and sex:  females 

scored higher than males for Friendship Related Loneliness. For age there was no increased 

discrimination between Friendship Related Loneliness and Isolation, or between Positive and 

Negative Attitude to Solitude suggesting that these dimensions do not separate as students 

advance through adolesence (i.e, school grades 5 to 10; 10 – 17 years).  (see Houghton et al., 

2014.) 

 

In a subsequent study entitled “It hurts to be lonely”, Houghton et al. (2016) established the 

test-retest reliability (9 months apart) of the PALs with 1,143 adolescents aged 10.1 to 16 
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years (530 males, 598 females; 15 missing; Mage = 13.2, SD = 1.2) from five randomly 

selected secondary schools and two randomly selected primary schools. The PALS 

demonstrated a good fitting model: χ2 (df = 246) = 1186.625, p = .01, CFI = .92, TLI = .90, 

RMSEA = .058 (90% CI: .058, .061), with acceptable Cronbach’s alpha for each subscale: 

friendship related loneliness (α = .90), isolation (α = .80), positive attitude to solitude (α = 

.81) and negative attitude to solitude (α = .77). The reliability of the four loneliness 

dimensions over time was: friendship related loneliness .61, isolation .59, negative attitude 

to solitude .67 and positive attitude to solitude .64 (all p < .01). Furthermore, Houghton et al. 

(2016) tested a structural model and found the four factors contributed significantly to 

adolescent positive mental wellbeing (R2 = 31.4%, p<.001) as measured by the Warwick 

Edinburgh Mental Wellbeing Scale (WEMWBS: Tennant et al., 2007). In line with the title 

of the research (i.e., It Hurts to be Lonely), isolation was found to be a strong predictor of 

mental wellbeing in a negative direction (p<.001), especially for adolescents in rural and 

remote areas.  

 

In the studies reviewed, the findings have shown that (i) loneliness is best conceptualised and 

measured as a multidimensional construct among adolescents, (ii) adolescents can distinguish 

between loneliness and aloneness (iii) sex and age differences exist in adolescents feelings 

of loneliness and aloneness,  (iv) in terms of instrumentation to measure loneliness, the PALs 

has sound psychometrics and is therefore an appropriate measure; and (v) relationships exist 

between loneliness and aloneness and mental health.   

 

Loneliness and Mental Health  

The research findings are quite clear that loneliness is strongly associated with a constellation 

of mental health problems, including for example: depression, anxiety, suicidal ideation and 

thoughts (Cacioppo et al., 2002; Cacioppo et al., 2006; Heinrich & Gullone, 2006; Houghton 
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et al., 2020; Rudatsikira, Muula, Siziya, & Twa-Twa, 2007); depressive symptomatology 

(Cacioppo et al., 2010; Cacioppo et al., 2006; VanderWeele et al., 2011); suicide (Borowsky, 

Ireland, & Resnick, 2001; Hall-Lande, Eisenberg, Christenson, & Neumark-Sztainer, 2007; 

Joiner & Rudd, 1996); social anxiety (Cacioppo, Capitanio, & Cacioppo, 2014; Ernst & 

Cacioppo, 1999; Kearns, Whitley, Tannahill, & Ellaway, 2014);psychosomatic complaints 

(Ponzetti, 1990), and poorer overall general health (Mahon, Yarcheski, & Yarcheski, 1993). 

In addition, loneliness is perceived to be a risk factor for cognitive decline and the progression 

of Alzheimer’s disease (Wilson et al., 2007); recurrent stroke (for a review see Cacioppo, 

Capitanio, & Cacioppo, 2014); obesity (Lauder, Mummery, Jones, & Caperchione, 2006); 

increased vascular resistance (Cacioppo, Hawkley, Crawford et al., 2002); elevated blood 

pressure (Cacioppo et al., 2002; Hawkley, Masi, Berry, & Cacioppo, 2006); increased 

hypothalamic pituitary adrenocortical activity (Adam, Hawkley, Kudielka, & Cacioppo, 

2006; Steptoe, Owen, Kunz-Ebrecht, & Brydon, 2004); decreased sleep (Cacioppo, Hawkley, 

Berntson et al., 2002; Pressman et al., 2005); diminished immunity (Kiecolt-Glaser, Garner 

et al., 1984; Kiecolt-Glaser, Ricker et al., 1984; Pressman et al., 2005); an under expression 

of genes bearing anti-inflammatory glucocorticoid response elements and an upregulation of 

pro-inflammatory gene transcripts (Cole et al., 2007); abnormal ratios of circulating white 

blood cells and premature mortality (Holt-Lunstad & Smith, 2015; Luo, Hawkley, Waite, & 

Cacioppo, 2012).  

 

Adolescence is the peak period of high risk for loneliness and an increasing trajectory of 

loneliness at this time can result in dire outcomes (Gvion et al., 2014), however the impact 

of loneliness begins earlier. Increases in loneliness from middle childhood to adolescence 

has, for example, been found in longitudinal studies to indirectly predict both suicidal 

thoughts and self-harming behaviours (Jones, Schinka, van Dulmen, Bossarte, & Swahn, 

2011). Overall, the research evidence demonstrates loneliness is as strong a risk factor for 
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broad based morbidity and mortality as smoking, obesity, sedentary lifestyle, and high blood 

pressure (Cacioppo et al., 2019).  

 

A primary focus in the present thesis, along with loneliness is depressive symptoms. The 

reason for this is because adolescents are not only particularly vulnerable to loneliness, but 

also to depression (e.g., Coley et al., 2019). Research findings demonstrate depression is one 

of the most prevalent mental health problems (Merikangas et al. 2009; Patel, 2017) found 

among the 20% of adolescents who experience a mental health problem in any given year 

(WHO, 2014). Furthermore, there is a strong association between loneliness and depressive 

symptoms across childhood and adolescence (e.g., Koenig & Abrams, 1999; Ladd & Ettekal 

2013; Mahon, Yarcheski, Yarscheski, Cannella, & Hanks, 2006; Qualter et al., 2013a; 

Vanhalst, et al., 2018).  

 

Depression and Sub-clinical Depressive Symptoms 

According to Goldfield et al. (2016) between 5% and 9% of adolescents are clinically 

depressed, of which approximately 25% will have experienced a depressive episode by the 

end of adolescence (Hoare et al., 2016). Depressive symptoms are episodic and more 

common in adolescence than in childhood, raising the possibility there may be specific risks 

that young people experience as they get older (see Gomez-Baya et al., 2017). Research 

shows the dramatic increase that occurs in rates of depressive disorders as children enter 

puberty, with continued increases through the adolescent years (Andersen & Teicher, 2008). 

According to the 2017 national data (reported by the National Institute of Mental Health, 

2019), prevalence rates of a ‘prior year major depressive episode’ rise from 4.8% among 12 

year olds to 11.8% among 14 year olds, to a high of 18.5% among 17 year olds (see Coley, 

O’Brien, & Spielvogel, 2019). There is a strong consensus that depressive symptoms most 

often begin in late childhood and early adolescence, and if left untreated, tend to increase in 
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frequency and severity into late adolescence and adulthood (Costello, Copeland, & Angold, 

2011; Holsen, Kraft, & Vitterso, 2000). That adolescents are prone to depressive symptoms 

and that females are twice as likely as males to experience depressive episodes (Hankin et 

al., 2007) signals the relevance of the present research which focuses on female adolescent 

boarders.  

 

With reference to the age range of the female boarding school students in the present research, 

a meta-analysis of epidemiological studies by Costello et al. (2006) revealed a point 

prevalence rate of major depression of 5.6%. Furthermore, it is known that the presence of 

sub-clinical levels of depression (i.e., the presence of clinically relevant depressive symptoms 

that do not meet the full criteria of a major depressive episode) increase the risk of depression 

in adulthood substantially (Bertha & Balazs 2013). Finally, up to 16% of 14-16 year olds are 

affected (Bertha & Balazs, 2013) and many females in the present research fall into this age 

category. There are also major implications of earlier onset of depression in young people, 

including greater rates of drug and alcohol abuse, risky sexual behaviour and a poorer clinical 

course over the lifespan (Werner-Seidler et al., 2017). Elevated levels of depressive 

symptoms during adolescence also increases risk for comorbid health problems (Vannucci & 

Ohannessian, 2017), suicide (Merikangas & Avenevoli, 2002) and depression (e.g., Qualter 

et al., 2010; Schinka et al., 2013).  

 

Longitudinal studies on the trajectories of depressive symptoms conducted across 

adolescence were recently examined in a review of 18 studies by Ellis et al. (2017). While 

multiple trajectories were reported, overall three trajectories (e.g., Chaiton et al., 2013; 

Diamantopoulou et al., 2011; Mezulis et al., 2014; Yaroslavsky et al., 2013) or four 

trajectories (e.g., Ellis et al., 2017; Reinke et al., 2012; Stoolmiller et al., 2005; Vannucci & 

Ohannessian, 2019) provided best model fit. The most common was a large group showing 
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stable and low levels of depressive symptoms, and two other groups showing moderate or 

high numbers of symptoms. (These latter two groups were characterised by increasing or 

decreasing symptomatology with a great deal of variation.) According to Rice et al. (2003) 

and Sonuga-Barke (2010), this variation is a consequence of the complex interactions 

between biological, psycho-social, and environmental causes that lead to depressive 

symptomatology. A lot of research has also highlighted that persons diagnosed with 

depression or social anxiety   are particularly vulnerable to experiencing loneliness (Vanhalst, 

Luyckx, Van Petegem, & Soenens, 2018). This is of particular interest to the current study 

which aims to explore loneliness in adolescent females and the associations between 

loneliness and depressive symptoms). 

 

As well as the empirical literature showing adolescent females report greater depression and 

depressive symptoms than males, in early adolescence a notable gender difference emerges. 

Specifically, adolescent females are almost three times more likely than males to experience 

depression (Coley, O’Brien, & Spielvogel, 2019). According to Coley et al. (2019), 

psychological distress and psychological disorders increase dramatically during adolescence, 

with growth in depressive disorders/symptoms being most pronounced, particularly for 

females, in high income countries such as the United Kingdom. 

In a study exploring sex differences relating to depression in adolescents, Mojtabai, Olfson 

and Han (2016) reported a larger increase in depressive symptoms among females in more 

recent times. Mojtabai et al. (2016) linked this rise among adolescent girls to mobile phone 

use, arguing that mobile phones with texting applications facilitated a rise in cyberbullying, 

thus giving rise to depressed moods. In contrast, they argued adolescent males less frequently 

and less intensely engaged with texting applications on their mobile phones. However, these 

claims must be interpreted with some caution, because to draw such conclusions requires 

longitudinal research which examines the reciprocal relationships of depressive symptoms 
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and mobile phone use. Furthermore, the nature of these relationships must be tested (e.g., 

curvilinear). To date only one study has examined this. Houghton et al. (2018) recruited 1,749 

(47% female) adolescents (10-17 years) and collected six waves of data on screen use and 

depressive symptoms over two years. Latent growth curve modelling revealed three 

trajectories of depressive symptoms among the sample (Low-Stable, High-Decreasing, and 

Low-Increasing) and there were important differences across these on screen use. Small, 

positive associations were evident between depressive symptoms and screen use, but a 

Random Intercept Cross Lagged Panel Model revealed no consistent support for a 

longitudinal association at each of the Waves. Nevertheless, the research added to the 

plethora of findings to date linking depressive symptoms and depression with adolescents, 

particularly females. Therefore, it is important to examine depression in more detail. 

Diagnostic Criteria of Depression  

Depression is a mood disorder and according to the USA National Institute of Mental Health 

(2020) two of the most common forms of depression are: Major depression (having 

symptoms of depression most of the day, nearly every day for at least two weeks that interfere 

with the ability to work, sleep, study, eat, and enjoy life. An episode can occur only once in 

a person’s lifetime, but more often, a person has several episodes); and Persistent depressive 

disorder (dysthymia - having symptoms of depression that last for at least two years. A 

person diagnosed with this form of depression may have episodes of major depression along 

with periods of less severe symptoms).  

 

The research is unequivocal that a combination of genetic, biological, environmental, and 

psychological factors play a role in depression and symptoms of depression can vary greatly 

depending on the individual. The DSM 5 (American Psychiatric Association [APA], 2013) 

and extant research literature tends to cite persistent feelings of sadness and hopelessness and 

loss of interest in activities once enjoyed, a combination of decreased motivation, loss of 
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energy, feelings of helplessness, habitual negative or self-defeating thought patterns, self-

loathing, avoidance of responsibility and difficulties in decision making, and sometimes self-

destructive impulses as core components. Martin-Maria, et al. (2019, p.6) also included: 

“Loss of appetite, insomnia, psychomotor agitation or retardation, worthlessness or excessive 

guilt, diminished ability to think or concentrate and suicidal ideation, attempt or plan”. 

Neglect of self-care, as well as changes in sleep, eating, and activity patterns can also be 

present and these can lead to physical problems, especially when the depression is left 

untreated (e.g., Saw et al., 2019).  

 

To make a formal diagnosis, an individual must be experiencing five or more symptoms 

during the same 2-week period and at least one of the symptoms should be either (1) 

depressed mood or (2) loss of interest or pleasure. The symptoms are: (i) Depressed mood 

most of the day, nearly every day; (ii) Markedly diminished interest or pleasure in all, or 

almost all, activities most of the day, nearly every day;  (iii) Significant weight loss when not 

dieting or weight gain, or decrease or increase in appetite nearly every day; (iv) A slowing 

down of thought and a reduction of physical movement (observable by others, not merely 

subjective feelings of restlessness or being slowed down); (v) Fatigue or loss of energy nearly 

every day; (vi) Feelings of worthlessness or excessive or inappropriate guilt nearly every day; 

(vii) Diminished ability to think or concentrate, or indecisiveness, nearly every day; and (viii)  

Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide 

attempt or a specific plan for committing suicide. 

 

To receive a diagnosis of depression, these symptoms must cause the individual clinically 

significant distress or impairment in social, occupational, or other important areas of 

functioning. The symptoms must also not be a result of substance abuse or another medical 

condition. It is important to note that DSM-5 specifies that persons presenting symptoms that 
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comply with the diagnostic criteria for major depressive disorder for two years should also 

be diagnosed with persistent depressive disorder.  

Fatigue or loss of energy is also frequently cited as a feature of depression and this refers to 

a reduced ability to instigate and sustain effort and goal-directed activity. The ability to 

sustain effort and goal-directed activity could also be hampered by feelings of helplessness 

that are common in depressed people (Pryce et al., 2011; Seligman, 1975). Depressed people 

also tend to have a more pessimistic view of themselves and future events and believe they 

cannot influence or change their outcomes (Abramson, Metalsky, & Alloy, 1989; Hankin, 

Abramson, & Siler, 2001). Similarly, and importantly for the present research, lonely people 

are likely to view social situations as being beyond their control and not having friends is a 

fault of their own personal attributes. They are also likely to see their personalities as 

unchangeable. (Ponzetti, 1990; Young, 1982).  

 

The empirical research reviewed highlights the fact that depression can lead to an impaired 

ability to concentrate, a loss of interest and pleasure in activities, poor levels of initiative, low 

self-esteem, and social withdrawal, which in turn can disturb cognitive achievement and 

diminish initiative in learning (Beck & Alford, 2009; Fröjd et al., 2008; Kirkcaldy & Siefen, 

1998; Kovacs & Goldston, 1991). Consequently, it has been argued that adolescent 

depression could cause considerable academic problems especially in activities directed 

towards the attainment of academic goals and problem solving (Beck & Alford, 2009; 

Moulds, Kandris, Starr, Amanda, & Wong, 2007). According to Beck and Alford (2009), 

even mildly depressed individuals are likely to procrastinate or avoid an activity entirely if 

the activity does not promise gratification at once or involves effort. Among moderately 

depressed people, these difficulties are stronger and apply to more activities (Beck & Alford, 

2009).  
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Although it is normal for children and adolescents to experience occasional feelings of 

sadness and other symptoms of depression, those with Major Depressive Disorder (MDD) 

have one or more major depressive episodes that last at least two weeks and cause significant 

functional impairment across social, occupational, and/or educational domains (Siu, 2016). 

In some young people with Major Depressive Disorder (MDD), these symptoms can present 

as periods of disruptive mood and irritability rather than as a sad mood and may last for 

weeks, months, or even years. Major Depressive Disorder (MDD) is associated with 

significant morbidity and mortality. In children and adolescents morbidity can be 

demonstrated through decreased school performance, poor social functioning, early 

pregnancy, increased physical illness, and substance abuse. It has been argued that 

“depressed adolescents have more psychiatric and medical hospitalizations than those who 

are not depressed” (Siu, 2016, p.363). 

 

As early as 1967 Beck proposed that depression was characterised by the ‘Cognitive Triad’, 

consisting of negative beliefs about the self, the world and the future. Recent empirical 

studies support this. For example, Hards, Ellis, Fisk, and Reynolds (2020) concluded 

“depression is characterised by a pervasively negative view of the self and this acts as a 

cognitive vulnerability for depression” (p.143). Negative self-evaluation is of the most 

frequently observed symptoms of depression in young people (Orchard et al., 2017) and 

emerging evidence suggests that negative self-evaluation may also predict the severity of 

depression and depression diagnostic status in young people (Orchard & Reynolds, 2018; 

Hards et al., 2020). This association between self-evaluation and depression is strongly 

supported in the literature. For example, ‘negative self-referential processing’ refers to the 

tendency of depressed individuals to attribute negative traits and characteristics to themselves 

(Lemogne et al., 2010). In this, it is posited, there is a cognitive bias in young people 

experiencing depression. Connolly et al. (2016) found that young people with elevated 
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depression symptoms when presented with various social scenarios selected negative 

adjectives more quickly to describe themselves and the situation, and positive adjectives 

more slowly, than adolescents who reported fewer symptoms of depression. Similarly, 

Kelvin et al. (1999) found that after a negative mood induction, adolescents endorsed 

significantly more negative self-descriptions than after a neutral mood induction. This can 

have a significant impact on adolescents, especially in the critical element of how young 

people evaluate themselves while interacting with others.  For example, adolescents can 

spend up to seven hours each day in secondary schools, a great deal of which incorporates 

interacting with their peers (Witkow & Fuligni, 2010). For young people in boarding school 

contexts time spent interacting with others increases substantially. It is known that depression 

can adversely affect social relationships in school settings because students who are 

depressed tend to feel insecure and fearful in social situations and are thus more likely to 

withdraw from interactions that meet social needs and support academic learning (Garvik, 

Idsoe, & Bru, 2016). Garvik et al. (2016) added 

 

For depressed students, reduced ability to join the social community at school 

could be especially troublesome because it could lead to a negative circle of 

poor social relations leading to more depression, which in turn causes more 

extensive withdrawal, which in some cases could result in frequent absence, 

school refusal, and drop out (p.221).  

 

Ha, van Roekel, Iida, Kornienko, Engels, and Kuntsche (2019) referred to this as a vicious 

cycle. Specifically, “depressive symptoms can be both a consequence and an antecedent of 

negative social experiences” (p. 2160).  
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In the context of adolescents who spend time away from family and friends attending 

boarding school, depressive symptoms can be amplified via heightened vulnerability to 

feelings of loneliness if social needs are not met. Furthermore, a link has been identified 

between heightened levels of depressive symptoms, and heightened educational expectations 

and competition in affluent high achieving schools (see Ha et al., 2019). This is of particular 

relevance in the context of the current research, because of the social status of the 

participating schools, the focus on academic excellence and the competition it appears to 

create among its female adolescent students. This is not to say that important aspects of 

educational and emotional development are not addressed. The school from which boarding 

school students were recruited in the present research places great emphasis on developing 

positive mental wellbeing in its students, and fosters positive peer relationships in all facets 

of school life. 

 

Measuring Depression  

There are numerous measures available for assessing depression in young people.  (This is 

in contrast to the measurement of loneliness.) For example, the Children's Depression 

Inventory (CDI: Kovacs, 1985), which is based on the Beck Depression Inventory (BDI: 

Beck & Beamesderfer, 1974), the Children's Depression Scale (CDS: Lang & Tisher, 1978), 

the Revised Child Anxiety and Depression Scale (RCADS: Chorpita et al., 2000), the Center 

for Epidemiological Studies Depression Scale for Children –(CES–DC: Weissman et al., 

1980) (based on the Center for Epidemiological Studies Depression Scale for Adults, CES – 

D: Radloff, 1977), the Mood and Feelings Questionnaire (MFQ: Angold et al., 1995), and 

the Depression Self-Rating Scale for Children (DSRS: Birleson, 1981). Almost all of these 

have demonstrated satisfactory reliability in measuring depressive symptoms in children and 

adolescents (Werner-Seidler et al., 2016) and were therefore considered for administration in 

the present research. However, the RADS (and RADS 2) has a stronger focus on internalising 

https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B125
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B21
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B130
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B52
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B225
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B225
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B170
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B10
https://www.frontiersin.org/articles/10.3389/fpsyg.2019.00543/full#B29
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symptoms and is less sensitive and reliable in assessing low to mild depressive symptoms 

(Poppelaars et al., 2016). The MFQ and its subsequent version (MFQ-P, see Angold et al., 

1995; Burleson Daviss et al., 2006; Fernández-Martínez et. al., 2020) tends to rely on parent 

ratings, which would not be suitable for boarding students, while the self-report version (33-

items) is considered lengthy as a brief report.  

 

Based on extensive research conducted with children and adolescents and in line with the 

needs of the present research, the Children’s Depression Inventory 2 self-report short form 

(CDI:SR [S] 2) (Kovacs, 2004) was considered ideal for use. This is a brief 12-item self-

report screen for symptoms of depression in 7-17 year olds (Kovacs, 2004) that has been used 

extensively in research. The CDI 2 and CDI: SR [S] 2 evolved from the original CDI (Kovacs, 

1977). The full development of the CDI and its subsequent versions such as the CDI: SR [S] 

2 can be found in comprehensive detail in Kovacs (2013). Each of the 12 items making up 

the CDI:SR [S] 2 provides three separate sentence response options which best describe 

participants’ feelings and ideas over the past two weeks (e.g., “I am sad once in a while”, “I 

am sad many times”, “I am sad all the time”). These items primarily cover affective, cognitive 

and neurovegetative aspects of depression. The CDI: SR [S] 2 has strong psychometric 

properties and good reliability (see Houghton et al., 2018), and discriminant and convergent 

validity (Hodges, 1990). Cronbach alphas have been reported as follows: for overall total 

samples M = .82; the values among individual age and sex groupings range from α = .77 to 

.85; and test-retest reliability range from α = .76 to .92 indicating excellent temporal stability 

(see Kovacs, 2004).  

 

In a recent Western Australian longitudinal study (Houghton et al., 2018) involving a sample 

of 1,749 (47% female) adolescents (10–17 years) the Cronbach’s alpha coefficients for the 

CDI 2: SR[S] at specific times over two years were  α = .80, α = .84, and α = .84. In another 
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study involving the CDI 2: SR[S] with almost 2,000 adolescents (Zadow, Houghton, Hunter, 

Rosenberg, & Wood, 2017) data were collected on two separate occasions 21 months apart. 

Cronbach’s alpha was α = .80 (T1) and α = .84 (T2). Thus, recent studies in Western Australia 

have provided sound evidence as to its reliability with adolescent populations. The CDI 2: 

SR[S] has also shown strong model fit, the ability to detect meaningful differences and 

associations between adolescents according to age, disability, depressive symptomatology, 

feelings of isolation and lower quality of friendships (see Houghton et al., 2020). The CDI 2: 

SR[S] is therefore not only an appropriate measure of depressive symptoms in Study One of 

the present research (which compares the depressive symptoms of adolescent female 

boarders and non-boarders) but also Study Three (measuring the effectiveness of a brief 

intervention to reduce depressive symptomatology). The context for managing loneliness and 

depressive symptoms will now be described. 

 

Loneliness and Depressive Symptoms: Prevention and Management  

Empirical research clearly demonstrates links between loneliness and depression (for a 

review see Michalska da Rocha, Rhodes, Vasilopoulou, & Hutton, 2017). Despite 

overlapping common features, loneliness and depression are distinct phenomena (Heinrich 

& Gullone, 2006). Whereas loneliness involves a specific appraisal of the social domain in 

one's life, depression involves more global and heterogeneous appraisals, covering multiple 

life domains (Heinrich & Gullone, 2006). Adolescents experiencing higher levels of 

loneliness are more likely to experience depression (Pössel, 2017). Such individuals report 

having no one to talk with, feel that others do not pay attention to them, and that nobody likes 

them. As a result, they tend to fear negative evaluations by others. These beliefs often reflect 

cognitive distortions that frequently lead to a sense of depression and even, in some 

individuals, suicidal thoughts (Pössel, 2017).  
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Given the concerning prevalence rates of depression and sub-clinical levels of depressive 

symptoms, along with the high rates of loneliness among adolescents, the question is how 

best can schools respond. The primary treatment focus for depression tends to be 

pharmacological based antidepressant medication. However, this remains controversial since 

a number of studies have reported antidepressants may induce a temporary increase in 

suicidal ideation and suicide attempts (Lock et al., 2005; Miller et al., 2014; Devenish et al., 

2016). Furthermore, a number of empirical studies have shown that adolescents with 

depression have less response to antidepressants and lower remission rates than adults with 

depression (Chen et al., 2020; Kennard et al., 2009; Michael & Crowley, 2002; Zhou et al., 

2014).  

 

The majority of interventions for loneliness target elderly adults (Masi, Chen, Hawkley, & 

Cacioppo, 2011). Although there have been some interventions targeting young adults (see 

Bessaha, et al., 2020; Zhang, Fan, Huang, & Rodriguez, 2018), there is an absence of 

approaches which focus on alleviating feelings of loneliness among younger populations. 

Moreover, where interventions have been attempted these have tended to focus on psychiatric 

populations (e.g., young people with psychosis: see Lim et al., 2019). This absence of 

interventions for youth is surprising given the increasing literature regarding the high levels 

of loneliness among school aged children. Of particular relevance to the present research is 

an important study by Vander Weele, Hawkley, Thisted, and Cacioppo (2011) that concluded 

interventions to reduce loneliness can result in reductions in depressive symptoms. 

 

The most successful interventions for loneliness with adults and young adults (18 – 24 years) 

address maladaptive social cognition, which appears consistent with current theories 

regarding loneliness and its aetiology. These intervention programs focused on maladaptive 

social cognition through cognitive behavioural therapy (CBT). CBT is a widely accepted and 
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empirically validated psychological approach for treating depression (Saw, Tam, & Bonn, 

2019), among a host of other psychological problems. Of the prevention and intervention 

programs available, those based on CBT have been the most frequently evaluated, with strong 

evidence to support this approach (Feiss, Dolinger, Merritt, Reiche, Martin, Yanes, Thomas, 

& Pangelinan, 2019). Indeed, some of the most effective interventions in treating depression 

among adolescents are CBT based (David-Ferdon & Kaslow, 2008). Dray et al. (2017) and 

Feiss et al. (2019) are strong examples for demonstrating the efficacy of CBT-based 

interventions over non-CBT-based interventions for both depressive and anxiety symptoms 

in adolescents. In addition, The World Health Organization and the UK National Institute for 

Health and Clinical Excellence (NICE) both recommend CBT for adolescents with 

depressive disorders (National Institute for Health and Care Excellence – NICE, 2005; World 

Health Organization, 2017). It may be, therefore, that a CBT based approach might be 

beneficial to adolescent females in boarding schools experiencing feelings of loneliness and 

depressive symptoms.   

 

Cognitive Behavioural Therapy  

Focusing less directly on feelings, CBT uses a concrete, structured approach to address the 

cognitive biases and self-defeating behaviours that feed depressive states (Kennard et al., 

2014; March et al., 2004). With an emphasis on the interaction between cognition and 

emotion, CBT exposes and changes maladaptive cognitions and behaviours through 

cognitive and behavioural techniques (Poppelaars et al., 2016). Individuals engaged in CBT 

learn to challenge and alter distorted cognitions, which should, over time, alter dysfunctional 

schemas (Beck et al., 1979). Hence, CBT uses an array of techniques to help the individual 

better understand and control their thoughts, feelings and behaviours. According to Saw, Tam 

and Bonn (2019), “when used for depression, CBT helps to alleviate negative emotions by 
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identifying and addressing the habitual thoughts and behaviours with which those emotions 

are intertwined” (p.174).  

 

During a typical CBT session, the individual is guided by the therapist to recognise the 

patterns of thinking (cognition) and behaviour that are causing the problems. Typically this 

might involve understanding what the most troubling problems are; working out what your 

own thoughts, emotions and beliefs are about these situations; identifying which of the 

thoughts, emotions and beliefs are negative or inaccurate; finding ways to challenge them; 

identifying what behaviours you are doing based on these negative beliefs that you could 

change; and finding ways to think and act that are less harmful. According to Hernández-

Pineda et al. (2020), “Active participation of the patient (during a CBT session) in what 

he/she considers a problem is necessary because they are the only ones who can access the 

world inaccessible to the therapist” (p. 22).  

 

There is strong evidence about the validity of CBT programs as an effective treatment of 

depressive symptoms and disorders in adolescents. For example, Oud et al. (2019) conducted 

a large-scale study that included 31 trials with 4,335 participants. CBT was effective in 

reducing depressive symptoms at the end of the treatment/intervention and also at the follow-

up stage. Specifically, children and adolescents with subclinical depressive symptoms who 

received CBT had a 63% less risk of having a depressive disorder at follow-up (i.e., 17 – 39 

weeks after the intervention had finished). Other results demonstrated that after receiving 

CBT, young people with depression had a 45% more chance of being in remission and were 

36% more likely to recover compared with control groups who did not receive CBT (Oud et 

al., 2019). It was also highlighted that CBT is cost effective (in comparison to other 

therapeutic interventions). 
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Schools as a Setting for CBT based Prevention and Intervention  

Schools represent a potentially useful setting for CBT intervention programs (Carroll, 

Sanders O’Connor, Houghton, Hattie, Donovan, Lynn, 2016). Werner-Seidler, Perry, Calear, 

Newby, and Christensen (2016, p. 32) also support the school system as the context for the 

implementation of psychological intervention and prevention programs, because it “provides 

a natural and accessible way to reach young people”. According to Barrett and Pahl (2006) 

schools are a place of learning and provide young people the opportunity to gain many of the 

skills and strategies that may protect against, or delay, the onset of emotional difficulties.  

 

The impact of school-based cognitive-behavioural interventions in managing depressive 

symptoms has shown promising results (Chee, Wang, & Cheung, 2020). Indeed, CBT has 

proved to have strong potential and efficacy for reducing depressive symptoms among 

adolescents in school based programs, whether delivered by community providers or school 

staff (e.g., Arnarson & Craighead, 2009; Fernández-Martínez, Orgilés, Morales, Espada & 

Essau, 2020; Gaete et al., 2016; Gillham et al., 2012; Kaur et al., 2014; Poppelaars et al., 

2016; Saw et al., 2019; Stice et al., 2010; Teoh, 2010). These school-based CBT programs 

tended to be 8 to 16 sessions in length, with each session being approximately 45 - 60 minutes 

in duration. However, researchers (e.g., Fernández-Martínez, et al., 2020; Wijnhoven et al., 

2014) have highlighted the need to shorten the length of program sessions when delivered in 

school settings. 

 

Mixed results have also been found by other studies. For example, Spence, Sheffield and 

Donovan (2003) demonstrated that a CBT-based prevention program (implemented in eight 

schools) effectively decreased depressive symptoms at post intervention compared to a 

monitoring control group. However, these effects were not maintained across a four-year 

follow-up period. In some instances, universal CBT-based prevention programs in schools 
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have been found to be no more effective than a monitoring control condition in decreasing 

depressive symptoms across one year (e.g., Sheffield et al., 2006) and three-year periods 

(e.g., Sawyer et al., 2010).  

 

Another problem frequently raised by researchers is how to assist adolescents with managing 

feelings of depression when they tend to think that treatment will not work. This is important 

because it can influence their thoughts about their own ability to change (Rodriguez-Quintana 

& Lewis, 2019). Therefore, in any interventions with young people great care must be taken 

to ensure that those involved participate freely with a willingness to engage in the program. 

 

Werner-Seidler et al. (2016) conducted a comprehensive review of school-based prevention 

programs for depression and/or anxiety in children and adolescents aged 5 to 19 years.  Of 

the studies that focused on depression, the effect sizes at post-intervention and short-term 

follow-up indicated a small effect (g = 0.23 and g = 0.20 respectively). There was evidence 

of a very small effect of the depression-prevention programs at the medium-term follow-up 

(6 – 12 months; g = 0.12) and long-term follow-up (12-months, g = 0.11). Fourteen of the 

studies reviewed by Werner-Seidler et al. (2016) included follow-up intervals of 12-months, 

which is important in prevention where the end-goal is to detect prevention effects that 

necessarily become evident over time. The effect sizes for study follow-up assessment points 

were modest. However, several studies have included follow-ups for longer-term periods and 

the outcomes suggest that gains can be maintained at 24-month follow-up (e.g., Stice, Rohde, 

Gau, & Wade, 2010).  In summary, Werner-Seidler et al. (2016) concluded that the 81 studies 

involving 31,794 participants, show that “School-based prevention programs have a small 

beneficial effect on depressive and anxiety symptoms when compared to a control condition” 

(p.40).   
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Summary 

Rates of loneliness during adolescence are exceptionally high (see Houghton et al., 2014). 

As adolescents spend less time with family and more time with peers (Hall-Lande, Eisenberg, 

Christenson, & Neumark-Sztainer, 2007) and the peer group becomes a central feature of 

adolescent life (Houghton, 2015; Laursen, 2013; Heinrich & Gullone, 2006; Miller, 2011) 

the quality of peer relationships become important. Any perceived discrepancy between the 

desired and actual quality of peer relationships can lead to chronic levels of loneliness, 

distorted cognitions and  adverse mental health. Depression is the leading cause of disease 

burden in young people aged 10 - 24 years (Gore et al., 2011), and female adolescents are at 

heightened risk for this or depressive symptoms (Putarek & Kerestes, 2016; Lee, 2016; 

Matthews, 2016; Hawkley et al., 2005 & Cacioppo, 2015). Depressive symptoms are an 

important risk factor for major depressive disorder (Gotlib, Lewinsohn, & Seeley, 1995; 

Nolen-Hoeksema & Girgus, 1994; Wesselhoeft, Sørensen, Heiervang, & Bilenberg, 2013) 

and contribute to significant impairment in adolescents’ academic and social school 

performance and social interactions. The longer term outcomes for adolescents are also 

negatively affected with heightened risk of future depressive episodes, including university 

dropout, unemployment, general health problems, increased substance abuse, suicide, and 

family problems (Essau & Chang, 2009; Garber et al., 2009; Rao, Hammen, & Daley, 1999; 

Weissman et al., 1999; van Beek, Hessen, Hutteman, Verhulp, & van Leuven, 2012). Female 

adolescent’s depressive symptoms are by mid-adolescence markedly higher than those of 

their male counterparts (Nolen-Hoeksema & Girgus, 1994; Wade, Cairney, & Pevalin, 2002) 

highlighting the need for research and prevention/intervention.  

 

Currently, there are no programs that specifically address feelings of loneliness in young 

people. Loneliness is strongly linked to adverse mental health and Keles and Idsoe (2018, 

p.130) argued “it is essential to identify and implement effective interventions given the 



60 

prevalence and impact (of mental health problems)”. Bessaha et al. (2020) posited that 

programs that target social cognition and thought patterns, which are amplified by feelings 

of loneliness, rather than focusing on increasing social interaction, appear to have the greater 

potential. The context in which the current research is set is the boarding school population 

of a non-government all-girls school. It is hypothesised that female adolescents who are 

boarders (from overseas and Australian rural areas) are at greater risk of loneliness and 

depressive symptoms than their non-government non-boarding school peers, and female 

peers in government metropolitan and rural schools. It is also hypothesised that a brief 

school-based CBT program will be successful in addressing feelings of loneliness and 

depressive symptoms in female adolescent boarding school students.   

 

Research questions  

Based on the aims of the proposed research and in view of the literature reviewed, the major 

questions to be addressed in this research are as follows:  

 

Research Question I: Are the instruments to measure loneliness (i.e., Perth Aloneness Scale 

- PALs) and depressive symptoms (The Children’s Depression Inventory 2 (CDI: SR [S] 2) 

(Kovacs, 2004) reliable measures with female adolescent boarders? 

 

Research Question II: What are the major dimensions representing loneliness in female 

adolescent boarders? 

 

Research Question III: Are there differences in loneliness and depressive symptoms in 

relation to age, boarder/non-boarder and school status (government, non-government, 

metropolitan, rural status)? 
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Research Question IV: What specific situations and scenarios do adolescent female boarders 

associate with feelings of loneliness and depressive symptoms? 

 

Research Question V: How effective is a brief individualised school-based CBT program in 

reducing feelings of loneliness and depressive symptoms in female adolescent boarders? 
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CHAPTER THREE 

 

STUDY ONE: LONELINESS AND DEPRESSIVE SYMPTOMS IN ADOLESCENT 

FEMALE BOARDING SCHOOL AND NON-BOARDING SCHOOL STUDENTS 

 

Little, if anything, is known about the feelings of loneliness and depressive symptoms 

experienced by adolescent female boarding school students. The purpose of Study One was 

to compare the feelings of loneliness and depressive symptoms across different groups of 

adolescent females in different school settings: Non-government school boarders and non-

boarders located in the metropolitan area; and government school non-boarders in 

metropolitan and rural areas. It was posited that being away from family and friends would 

impact negatively on individuals, thereby contributing to feelings of loneliness and 

depressive symptoms. To this end, a cross sectional comparison was conducted.  

 

Method 

Participants and Settings 

The sample comprised of N = 403, 13 - 18 year old female adolescents (M = 15.83 years, SD 

= 13.26 months) from six randomly selected secondary schools. Of the schools, two were 

non-government girls schools (n = 207) located in the metropolitan area of Perth, the capital 

city of Western Australia, two were government secondary schools in Perth (n = 88), and two 

were government secondary schools situated in rural areas of Western Australia (n = 108). 

One hundred and sixty seven participants were in school grade 9, 36 were in school grade 

10, and 200 were in school grade 11. Of the participants in the non-government schools, n = 

58 were boarders and n = 149 were non-boarders.  

 

The participating schools were located across a range of socio-economic areas as indexed by 

their Index of Community Socio-Educational Advantage (ICSEA). ICSEA is set at an 
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average of 1000 (SD = 100) and the higher the ICSEA value, the higher the level of 

educational advantage of students who go to this school (and vice versa). The two non-

government secondary schools recorded the highest ICSEA values (1191 and 1198). The two 

state government secondary schools had ICSEA values of 984 and 1054, and the two 

secondary schools in rural areas had ICSEA values of 956 and 966.  

 

Instrumentation 

Two instruments were administered. The Perth A-Loneness Scale (PALs Houghton et al., 

2014) and The Children’s Depression Inventory 2 (CDI 2:SR[S]) (Kovacs, 2004) 

(reproduced in Appendix One and Two, respectively). The Perth A-Loneness Scale is a 

validated 24-item self-report measure developed from work with Western Australian primary 

and high school students to measure multidimensional loneliness. A series of studies 

employing exploratory and confirmatory factor analysis (described earlier in Chapter Two) 

conducted in metropolitan and rural/remote Australian school contexts have consistently 

reported four correlated factors: Friendship related loneliness (i.e., having reliable, 

trustworthy supportive friends); isolation (i.e., having few friends or believing that there was 

no one around offering support); having a positive attitude to solitude (i.e., positive aspects 

and benefits of being alone such as relaxing, happiness); and having a negative attitude to 

solitude (i.e., negative aspects of being alone such as time dragging, unhappiness). The PALs 

utilises a six-point scale represented by the descriptors never (score = 0), rarely, sometimes, 

often, very often, and always (score = 5), with higher scores suggestive of higher levels of 

loneliness and/or attitudes to solitude (see Houghton et al., 2014, 2016, 2020).  

 

The development of the PALs was detailed on pages 35, 39-40 of this thesis. A number of 

studies have shown it has excellent psychometric properties: CFI (.92), NFI (.91) and 

RMSEA = .067 [90 % CI: .054, .059] and CFI (.92), NFI (.85) and RMSEA = .067 [90 % CI: 
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.059, .076] (Houghton et al., 2014); and CFI = .92, TLI = .90, RMSEA = .058 [90% CI: .058, 

.061] (Houghton et al., 2016). Cronbach alphas for each subscale in these studies have ranged 

from: friendship related loneliness (α = .86 - .91), isolation (α = .80 - .83), positive attitude 

to solitude (α = .78 - .81) and negative attitude to solitude (α = .77 - .74). Test-retest reliability 

(9 months apart) shows temporal stability: revealed correlation coefficients of: friendship 

related loneliness .61, isolation .59, negative attitude to solitude .67 and positive attitude to 

solitude .64 (all p < .01) (Houghton et al., 2016). The PALs has a Grade 4.5 readability level 

(Flesch-Kincaid Grade Level; age 9.5 years and above).  

 

The Children’s Depression Inventory 2 (CDI 2: SR[S]) (Kovacs, 2004) is a brief self-report 

screen for symptoms of depression in children and adolescents aged 7-17 years (Kovacs, 

2004). The CDI 2 evolved from the original CDI (Kovacs, 1977) and contains a full-length 

(CDI 2: SR) and a short version (CDI 2: SR[S]). The full development of the CDI and its 

subsequent versions such as the CDI: SR[S] 2 can be found in comprehensive detail in 

Kovacs (2013 – the manual). Briefly, the CDI 2: SR[S] used in the present study was derived 

from the full 28-item self-report version of the CDI-2. These items reflect age appropriate 

manifestations of depression symptoms. Tapping into one overarching construct the CDI 2: 

SR[S] comprises of 12-items, each providing three separate sentence response options which 

best describe participants’ feelings and ideas over the past two weeks (e.g., “I am sad once 

in a while”, “I am sad many times”, “I am sad all the time”). These items in the CDI 2: SR[S] 

“primarily cover affective, cognitive and neurovegetative aspects of depression” (Kovacs, 

2013, p. 8). 

 

Although good reliability and discriminant and convergent validity has been reported for the 

CDI 2 (e.g., Cronbach’s alpha for the overall total sample α = .82; among individual age and 

sex groupings from α = .77 to α = .85; and test-retest reliability from α = .76 to α = .92) (see 
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Kovacs, 2004), the evidence regarding the psychometric properties of the CDI 2: SR[S] is 

limited. In a recent longitudinal study (Houghton et al., 2018), involving a sample of 1,749 

(47% female) adolescents (10–17 years), the Cronbach’s alpha coefficients for the CDI 2: 

SR[S] at three separate times over two years were α = .80, α = .84, and α = .84. In another 

study involving the CDI 2: SR[S] and almost 2,000 adolescents (Zadow et al., 2017) data 

were collected on two separate occasions 21 months apart. The Cronbach alphas were α = 

.80 (T1) and α = .84 (T2). More recently, Houghton et al. (2020) reported good internal 

consistency (α = .86) for the CDI 2: SR[S]. 

 

Procedure 

Permission to conduct the research was initially obtained from the Human Research Ethics 

Committees of the University of Western Australia and the Western Australian State 

Department of Education. For the non-government schools approval was obtained from the 

respective school principals. Following this, six secondary schools were randomly selected 

as being representative of the range of socioeconomic status across Perth and its rural areas. 

The principals of these schools were contacted by the researcher by telephone to ascertain 

their interest in participating. All six school principals agreed to participate dependent on 

further information being sent to them. Consequently, information sheets (reproduced in 

Appendix Three) explaining the research, along with consent forms for parents and students, 

were delivered to these schools for distribution to students in Grades 8 to 12. The sample of 

n = 403 students represented an overall return response rate of 68%. 

 

Mutually convenient times were arranged for the administration of the PALs and the CDI 2: 

SR[S], both of which were administered online during regular school time using Qualtrics. 

Qualtrics (www.qualtrics.com), is an online survey software package that offers a simple 

http://www.qualtrics.com/
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interface for the development and completion of online surveys. It also allows customisation 

of surveys for individuals and groups (Walsh, Chih-Yuan Sun, & Riconscente, 2011).  

 

In two of the schools, the participants completed the survey on iPads individually during the 

first school home room session of the morning. One school administered the survey during 

health lesson classes in groups of 15-30. The remaining three schools organised times 

throughout the regular school timetable for students to complete the survey. Administration 

was overseen by a nominated school person who liaised with the researcher. Standardised 

written instructions were provided to all nominated staff involved in the survey’s 

administration so that the instruments were introduced and administered in a consistent 

manner and format. Prior to completing the survey, all participants were verbally informed 

about the research and were assured of the anonymity of their responses. They were also 

given the opportunity to withdraw if they wished. None did so. On average the survey took 

approximately 20 minutes to complete and no participants reported any difficulties. 

 

Results 

Confirmatory factor analyses were conducted to examine the fit of the 24-item PALs and the 

12-item CDI 2: SR[S] scales using IBM SPSS AMOS 24.0. AMOS is a software program 

specifically used to fit structural equation models (SEM). In the present study four indices 

were utilised to assess the goodness of fit of a first-order measurement model: the 

comparative fit index (CFI) and non-normed fit index (TLI) (CFI and TLI: above .95 

indicates good fit, above .90 indicates adequate fit), the root mean-square error or 

approximation (RMSEA: .05 or less indicates good fit, .08 or less indicates adequate fit), and 

chi-square (non-significant values represent good fit). MacCullum and Austin (2000) 

strongly recommended the routine use of the RMSEA as (i) it is adequately sensitive to model 

misspecification, (ii) commonly used interpretive guidelines would appear to yield 
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appropriate conclusions regarding model quality, and (iii) it is possible to build confidence 

intervals around RMSEA values. 

 

Loneliness  

The full 24-item measurement model for the PALs demonstrated a less than-satisfactory 

fitting model: χ2 (df = 246) = 2104.10, p = .000, CMIN = 4.762, CFI = .87, TLI = .84, NFI = 

.85 RMSEA = .097 (90% CI: .09, .103). Table 3.1, which shows the standardised regression 

weights for the four factor model, reveals that the factor loadings range from .476 (I feel calm 

and relaxed when I am alone) to .905 (My friends will stand by me in almost any difficulty). 

Positive Attitude to Solitude items 1 (I feel calm and relaxed when I am alone .476) and 2 (I 

want to be alone .541) were subsequently omitted and the model re-run in an attempt to 

improve model fit. Figure 4.1 shows the 22-item measurement model for the PALs. This 

provided a more acceptable fitting model: χ2 (df = 204) = 910.91, p = .000, CMIN = 4.465, 

CFI = .89, TLI = .88, NFI = .87, RMSEA = .085 (90% CI: .080, .090), which could not be 

improved on further. The estimate of reliability was sufficiently high to provide confidence 

in the use of the total score (Cronbach coefficient alpha α = .83). As can be seen in Figure 

4.1 there was a negative association between friendship related loneliness and isolation, and 

friendship related loneliness and a negative attitude to solitude. There were positive 

associations between friendship related loneliness and positive attitude to solitude, isolation 

and a positive attitude to solitude, isolation and a negative attitude to solitude, and between 

positive and negative attitude to solitude.  

  



68 

Table 3.1 Standardised regression weights for the 24-item four factor model 

 

Factor 

  

Items 

 

Estimate 

Friendship related loneliness 

1 

 
I feel part of a group of friends .747 

Friendship related 

loneliness 2 

 
I can turn to my friends for help when I need it .771 

Friendship related 

loneliness_3 

 
I get plenty of help and support from friends .890 

Friendship related 

loneliness 4 

 
My friends will stand by me in almost any difficulty .905 

Friendship related 

loneliness 5 

 I have friends that I can trust to do what they say they 

will do 
.800 

Friendship related 

loneliness 6 

 
Most of my friends are true friends .851 

Isolation 1  I feel like I do not have a friend in the world .875 

Isolation 2  I am not close to anyone .872 

Isolation 3  I have nobody to talk to .892 

Isolation 4  No one cares much about me .824 

Isolation 5  I do not have a close friend .757 

Isolation 6  I feel sad because I have no friends .750 

Negative Attitude to 

Solitude 6 

 
I am unhappy being so isolated from others .602 

Negative Attitude to 

Solitude 5 

 
When I get bored, I am unhappy .647 

Negative Attitude to 

Solitude 4 

 
When I am by myself, I wish I had a friend to be with .621 

Negative Attitude to 

Solitude 3 

 When I am lonely, time seems to drag and I don’t 

enjoy things 
.798 

Negative Attitude to 

Solitude 2 

 
If I feel lonely, I don’t know what to do .752 

Negative Attitude to 

Solitude 1 

 
When I am by myself, I feel lonely .700 

Positive Attitude to Solitude 

6 

 
There are benefits of being on my own .842 

Positive Attitude to Solitude 

5 

 
I have discovered the benefits of being alone .820 

Positive Attitude to Solitude 

4 

 
I feel happy when I’m all by myself .806 

Positive Attitude to Solitude 

3 

 
There are positive things about being lonely .784 

Positive Attitude to Solitude 

1 

 
I feel calm and relaxed when I’m by myself .476 

Positive Attitude to Solitude 

2 

 
I want to be alone .541 
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Figure 3.1. 22-item four factor measurement model for the PALs. 

 

 

Depressive Symptoms 

For the CDI 2: SR[S] the full 12-item measurement model demonstrated a less than-

satisfactory fitting model: χ2 (df = 54) = 405.657, p = .000, CMIN = 7.512, CFI = .82, TLI = 

.74, NFI = .80, RMSEA = .127, 90% CI [.116, .139]. Table 3.2, which shows the standardised 

regression weights for the model, reveals that the factor loadings range from .331 

(schoolwork is not a problem [reverse scored]) to .811 (I do most things OK).  

 

CDI 2: SR[S] items 9 (schoolwork is not a problem [reverse scored] .331), 8 (I make up my 

mind [reverse scored] .334), 11 (I eat well [reverse scored] .346), and 7 (I am almost always 

never cranky [reverse scored] .479) were subsequently iteratively omitted and the model re-

run. This 8-item version of the CDI-2 demonstrated improved model fit: χ2 (df = 20) = 77.352, 
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p = .000, CMIN = 3.851, CFI = .96, TLI = .93, NFI = .95, RMSEA = .084, 90% CI [.065, 

.105]. The standardised regression weights for the 8-item model are shown in Table 3.3. 

 

Table 3.2 Standardised regression weights for the 12-item CDI 2: SR[S]. 

 

Factor Item 

 

Estimate 

 

CDI_1 I am sad .800 

CDI_3 I do things OK .811 

CDI_4 I have fun .760 

CDI_5 I am important .760 

CDI_6 I like myself ® .560 

CDI_7 I am almost never cranky ® .479 

CDI_8 I make my mind up ® .334 

CDI_9 School work is not a problem ® .331 

CDI_10 I am tired .545 

CDI_12 I do not feel alone .801 

CDI_11 I eat well ® .346 

CDI_2 Things will work out ® .532 

 

 

In an attempt to improve model fit further, CDI 2: SR[S] item 2 (things will work out [reverse 

scored] .483) was omitted and the model re-run. The 7-item version of the CDI 2: SR[S], 

shown in Figure 4.2, demonstrated strong model fit: χ2 (df = 14) = 12.880, p = .546, CMIN = 

.99, CFI = .1.000, TLI = 1.002, NFI = .99, RMSEA = .000, 90% CI [.000, .044]. The estimate 

of reliability was sufficiently high to provide confidence in the use of the total score (α = 

.88).  
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Table 3.3 Standardised regression weights for the 8-item CDI 2: SR[S] 

 

Factor  Item 

 

Estimate 

 

CDI_1  I am sad  .812 

CDI_3  I do things OK .823 

CDI_4  I have fun  .772 

CDI_5  I am important  .779 

CDI_6  I like myself ® .508 

CDI_10  I am tired .540 

CDI_12  I do not feel alone .806 

CDI_2  Things will work out ® .483 

 

 

Figure 3.2 The 7-item version of the CDI 2: SR[S]. 

 

 



72 

Differences in Loneliness and Depressive Symptoms according to Boarding 

School/Non-Boarding School Status 

 

A Multivariate Analyses of Variance (MANOVA) investigated participants Loneliness and 

Depressive Symptom scores for Group (Non-Government School Boarders, Non-

Government School non-Boarders, Metropolitan Government School non-Boarders, Rural 

Government School non-Boarders) and age. Multivariate and Univariate F values were 

considered as significant utilising more stringent Bonferroni adjusted alpha levels of 0.0125 

for Loneliness to control for Type 1 errors (Tabachnick & Fidell, 2007). Effect sizes and 

power estimates are reported. Scheffé post-hoc comparisons were also conducted to examine 

mean differences, and are reported where there were significant differences between means.  

 

Univariate tests showed a significant difference in the mean ages of the four groups F (3, 

399) = 12.11, p =.001. The Mean age of the total sample was 15.38 years (SD = 1.12), with 

the Non-Government School Boarders (M = 15.86, SD = 1.25) being significantly older (p = 

.004) than the Non-Government School non-Boarders (M = 15.25, SD = 1.07) and the 

Metropolitan Government School non-Boarders (M = 14.99, SD = 1.10) (p = .001). The Rural 

Government School non-Boarders were significantly older than the Non-Government School 

non-Boarders (p = .028) and the Metropolitan Government School non-Boarders (p = .001).  

 

Loneliness and Depressive Symptoms 

A between-subjects MANOVA was performed on the 4 dependent variables of the PALs and 

the CDI 2: SR[S]. Box’s Test of Equality was significant (p < .05), however this test is very 

sensitive and the F value was small (1.90). To address this, a Bonferroni adjusted alpha level 

of < 0.0125 was utilised for the PALs. There was no significant multivariate interaction effect 

for Age × Boarder Status: Wilks’ Lambda F (15, 983.161) = 1.054, p = .397, partial η2 =.015. 
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When the Univariate F tests were examined there were no Age × Boarder Status interactions 

for loneliness and depressive symptoms (F = 9.280, p = .799).  

 

There was however, a significant multivariate main effect for Boarder Status, F (15, 671.21) 

= 5.497, p = .001, partial η2 = .101, but not for school age F (235, 1214.93) = .845, p = .947, 

partial η2 = .140. The Univariate F and observed means for the main effect of Boarder Status 

are shown in Table 3.4. Using the Bonferroni adjusted alpha level of < .0125, one of the 4 

loneliness categories reached statistical significance, namely Positive Attitude to Solitude F  

= 3.805, p = .011, partial η2 = .044. For Depressive Symptoms there was a significant main 

effect for Boarder Status F = 12.144, p = .001, partial η2 = .129. Scheffe post-hoc statistics 

and follow up means are also presented for Positive Attitude to Solitude and Depressive 

Symptoms in Table 3.4.  

 

For Positive Attitude to Solitude, the Non-Government School Boarders (M = 4.04, SD = 

0.97) scored significantly higher than all three other groups, namely Non-Government School 

non-Boarders (M = 3.39, SD = 1.15), Metropolitan Government School non-Boarders (M = 

3.16, SD = 1.26), and Rural Government School non-Boarders (M = 3.22, SD = 1.07). There 

were no significant differences between any of the other three groups. With age covaried, the 

group differences in Positive Attitude to Solitude remained significant (see Table 3.4). 

 

For Depressive Symptoms, the Non-Government School Boarders (M = 5.24, SD = 3.09) 

scored significantly higher than all three other groups, namely Non-Government School non-

Boarders (M = 1.70, SD = 2.78), Metropolitan Government School non-Boarders (M = 2.00, 

SD =2.34), Rural Government School non-Boarders (M = 2.37, SD = 3.33). There were no 

significant differences between any of the other three groups. With age covaried, the group 

differences in Depressive Symptoms remained significant. 
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A comprehensive and integrated discussion chapter for all of the studies conducted in this 

thesis is presented as the final chapter (in this thesis). This final chapter will relate the 

findings of each study conducted to their respective research questions and the relevant 

research literature so that a detailed interpretation of the findings can be conducted. 

Therefore, the discussion at the conclusion of each separate study in the thesis will be brief 

and take the form of a summary of findings in relation to the literature reviewed.   

 

This first study has provided evidence that the PALs and the CDI 2: SR[S] are suitable for 

measuring loneliness and depressive symptoms in female adolescent students who are 

attending boarding school. However, unlike some previous studies that have successfully 

employed these two instruments in their full form, several items disrupted model fit in the 

current analyses. For example, with reference to loneliness as assessed with the PALs, two 

items from the Positive Attitude to Solitude items (I feel calm and relaxed when I am alone 

and I want to be alone) were omitted to improve model fit. Similarly, for depressive 

symptoms assessed using the CDI 2: SR[S], schoolwork is not a problem [reverse scored], I 

make up my mind [reverse scored], I eat well [reverse scored], I am almost always never 

cranky [reverse scored] and things will work out [reverse scored] were omitted to improve 

model fit. The removal suggests that these items may not be good indicators of loneliness 

and depression among female adolescents.  

 

 

 

 



75 

Table 3.4. Univariate F Statistics, Observed Means, and Standard Deviations for the Loneliness and Depressive Symptoms Variables with Boarder Status as 

the Independent Variable. 

 

 

Loneliness and 

Depressive Symptoms 

 

Mean 

Square 

 

F 

 

 

p 

 

 

Partial 

η2 

 

Power 

Boarders 

Non-Gov 

Mean (SD) 

Non-Boarders 

Non-Gov 

      Mean (SD) 

Non-Boarders 

Metro Government 

Mean (SD) 

Non-Boarders 

Rural Gov  

Mean (SD) 

 

Friendship Related 

Loneliness 

 

3.252 

 

2.296 

 

0.07 

 

.019 

 

.577 

 

4.87 (0.85) 

 

4.46 (1.19) 

 

4.57 (1.28) 

 

4.48 (1.29) 

Isolation 1.75 1.468 .223 .012  .388 1.65 (0.69) 1.99 (1.18) 1.94 (1.14) 
 

1.99 (1.09) 

Positive Attitude to 

Solitude 
5.294 4.230 .006* .034 .858 4.04 (0.97) a 3.39 (1.15) ba 3.16 (1.26) ca 

 

3.22 (1.07) da 

Negative Attitude to 

solitude 
0.295 .329 .804 .003 .114 2.66 (0.77) 2.76 (1.03) 2.66 (0.93) 

 

2.67 (0.90) 

Depressive Symptoms 2.473 14.303 .001* .106 1.00 5.24 (3.09)a 1.70 (2.78)ba 2.00 (2.34)ca 
 

2.37 (3.33)da 

B Covarying for Age         
 

Positive Attitude to 

Solitude 
7.789 6.272 .013* .017 .705 4.04 (0.97) a 3.39 (1.15) ba 3.16 (1.26) ca 

 

3.22 (1.07) da 

Depressive Symptoms 2.473 14.303 .001* .106 1.00 5.24 (3.09)a 1.70 (2.78)ba 2.00 (2.34)ca 
 

2.37 (3.33)da 

Means within rows having no common subscripts differ at p < .05. 

B Changes in significant group differences after covarying for age are reported. 
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Summary  

Nevertheless, in line with the research evidence to date, this current research with female 

adolescents in a boarding school setting shows that loneliness can be deemed a 

multidimensional construct as demonstrated, for example, by DiTommaso and Spinner 

(1993), Goossens et al. (2009), Houghton et al. (2014, 2016), Oshagan and Allen (1992), 

Schinka, Van Dulmen, Bossarte and Swahn (2012), Qualter et al. (2013) and Weiss (1973, 

1974).  

 

The results of the CFA indicated that the four-factor structure of the PALs was a satisfactory 

fit to the data, with 2 of the 24 items removed. It is clear from this that adolescents can 

differentiate between loneliness and aloneness as argued by Buchholz and Catton (1999) and 

Chipuer (2001). For depressive symptoms a satisfactory solution was obtained for the CDI 

2: SR[S]. However, only 7 of the 12 items of the measure were retained. Removal of CDI 2: 

SR[S] items that do not load has been reported in other studies (see Gonzales-Backen, 

Holcomb, & McWey, 2019) and is seen as a product of the type of population being assessed 

(e.g., at risk, in foster care, clinical vs non clinical populations). The seven items retained 

provided satisfactory model fit statistics and internal reliabilities, hence comparisons 

between the different groups in the sample could be undertaken.   

 

There is very little with which to compare the findings of this first study because there is a 

dearth of comparable adolescent population studies employing measures of loneliness and 

depressive symptoms. In what appears to be the first study of its kind, the current data 

revealed that female adolescents who attend boarding school do not experience greater levels 

of loneliness than their non-boarding counterparts. Indeed, there were no significant 

differences on three of the four PALs dimensions. They did, however, report significantly 

higher levels of Positive Attitude to Solitude, compared to the other three groups of female 
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students. That is, they reported greater positive aspects and benefits of being alone such as 

relaxing and happiness. It may be that enjoying or finding positive aspects in being alone - 

close to what is often termed solitude or the capacity to be alone to enjoy self-discovery and 

self-realisation - is seen by some as a positive condition. This difference held when age was 

covaried, suggesting that age plays little part in the differences found between adolescent 

females in Non-Government boarding schools and in non-boarding Non-Government and 

Government schools. 

 

The finding regarding Positive Attitude to Solitude is somewhat surprising given that the 

females in boarding school reported significantly greater levels of depressive symptoms than 

their counter parts in non-government school and government school non-boarding settings. 

Specifically, 38.9% of the females in the boarding school setting reported depressive 

symptoms. This is very similar to the 39.7% of school students reported in a study of students 

residing in one Malaysian boarding school setting (Wahab, Rahman, Wan 

Hasan, Zamani, Arbaiei, Khor, & Nawi, 2013). In an Australian longitudinal study, Mander 

and Lester (2017) reported on data collected from boarding school students (n = 78) and 

non-boarding students (n = 1,636) spanning four time points over n = a 2-year period as they 

transitioned from primary to boarding school (i.e., at the end of Grade 7, beginning of Grade 

8, end of Grade 8, and end of Grade 9). With reference to depressive symptoms, (measured 

by the DASS-21), non-boarding classification had a significantly greater proportion of 

students in the ‘normal’ category compared to boarders (beginning of Grade 8: 84% to 76%, 

p = .011; end of Grade 8: 84% to 73%, p = .011). Thus, the present findings are in line with 

the limited research undertaken to date. This difference held when age was covaried, 

suggesting that age plays little part in the differences found in depressive symptoms between 

adolescent females in Non-Government boarding schools and in non-boarding Non-

Government and Government schools. 
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What is not known is whether there are specific situations and scenarios in this unique setting 

(i.e., boarding school) that might lead to increased levels of depressive symptoms. Waheb et 

al. (2013) found that academic, interpersonal, intrapersonal, teacher, learning/teaching and 

social group “stressors” all had significant associations with depression and concluded there 

is a need to reduce negative emotional outcomes associated with these stressors. Therefore, 

Study Two of this thesis, will employ focus group interviews to further explore adolescent 

female boarding school student’s experiences of depression and aspects of loneliness and 

whether these arise in specific situations. 
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CHAPTER FOUR 

 

STUDY TWO: ASPECTS OF LONELINESS AND DEPRESSIVE SYMPTOMS IN 

ADOLESCENT FEMALE NON-GOVERNMENT SCHOOL BOARDERS: A 

FOLLOW UP STUDY  

 

 

The findings from the previous study (Study One) revealed that adolescent females in 

boarding schools report significantly higher numbers of depressive symptoms and have a 

more positive attitude to solitude than their peers in non-government schools who are non-

boarders and their female non-boarding counterparts in metropolitan and rural government 

schools. There were no differences between these groups, however, on friendship related 

loneliness (i.e., quality of friendships), isolation, and a negative attitude to solitude. The 

main aim of the second study was to explore these findings further via a series of focus group 

interviews with the female non-government high school boarders.  

 

Method 

Participants 

 

A sample of 45 female boarders from Grades 8 to 12 (ages 13.1 years to 17 years) in one 

non-government secondary school in Perth, Western Australia was recruited. This 

represented 77% of the total boarding school population available. The participating school 

was the same non-government girl’s school that participated in Study One of this thesis. 

Given this was a follow up study to further explore the Study One findings it was important 

that the sample for Study Two was recruited from the same school.  
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The 45 participants were randomly allocated to focus group sessions according to their 

school grade level. In total, there were nine focus group sessions, with each focus group 

consisting of between four and seven participants.  

 

Settings 

The participating non-Government girls’ school is located in a high socio-economic-status 

area as indexed by its Index of Community Socio-Educational Advantage (ICSEA) and its 

postal code from the Socio-Economic Indexes for Areas within Western Australia (2011). 

Being a K-12 school it has approximately 900 students on roll and 200 teachers on staff. 

Approximately 10% of the student population (Grades 7 to 12) are boarders, from regional 

Australia and around the world. (*Not all boarders were available to participate in the studies 

comprising this thesis.) Although the school is characterised by a rigorous academic 

curriculum, it has a well-developed curriculum for students who may “have challenges with 

learning”. In school grades 11–12, students can complete either a Western Australian 

Certificate of Education (WACE) or a Vocational Education Training (VET) program. The 

curriculum is divided into the following learning areas: Mathematics, Science, English, 

Humanities and Social Sciences (HASS), (LOTE) Languages Other Than English, Design 

and Technology, Theatre Arts, Digital Technologies, Music, Health and Physical Education. 

The school strives for academic excellence and parental expectations are high. Most parents 

favour a direct pathway for their daughters from school grade 12 to university. In addition 

to the academic life of the school, students are strongly encouraged to participate in co-

curricular activities, such as musical, sporting, technology and community based activities. 

As part of the pastoral care program, every student is allocated a Mentor Group.  

 

All focus group sessions were held separately in the year group leisure room, which was set 

aside for this specific purpose. All participants were seated around a table in a semi-circular 
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formation with the moderator (the present researcher) seated at the end, but to one side, of 

the table. An audio recorder was placed in the middle of the table in full view of the 

participants. (The moderator also took field notes during the focus groups.) All of the 

participants were informed about the recorder and note taking prior to the interviews 

beginning. Light refreshments were provided for all participants prior to beginning the focus 

group sessions to create a relaxed setting.  

 

Focus Group Interviews 

A focus group is defined as a group of interacting individuals having some common 

interest or characteristics brought together by a moderator who uses the group and its 

interaction to gain information about a specific or focused issue(s) (Krueger, 1988). 

Researchers have questioned how many focus groups should be conducted to obtain the 

required information. According to Guest, Namey and McKenna (2017), 70 years after 

focus group methodology was introduced, researchers must still rely on rules of thumb 

and personal judgment when deciding how many focus groups to include in a study. 

From a review of 62 text books covering general qualitative research and focus group 

methodology Guest, Namey and McKenna (2017) found that 42 of the books provided 

no guidance about the required number of focus groups, six recommended saturation, 

and 10 provided a numeric recommendation ranging from 2 to 40 plus. Generally, 

researchers tend to rely on personal judgment when deciding on the ideal number of 

focus groups to run. Nevertheless, based on a thematic analysis of 40 focus groups on 

health-seeking behaviours, Guest et al. (2017) recommended that 80% or more of all 

themes are discoverable within two to three focus groups. Furthermore, 90% of themes 

are discovered within three to six focus groups. Therefore, the nine groups in the present 

research was deemed sufficient. 
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According to Kreuger (1988), there should be sufficient variation in focus groups to allow 

for contrasting opinions (unless interaction across these groups is what is driving the study). 

In the present study all of the participants were boarders because this was the population 

from whom the information was required. However, variation was achieved because these 

students came from differing family backgrounds in terms of geographical origin, size of 

family, and differences in their educational achievement and behaviour within the school 

setting. Furthermore, the research adhered to the importance of creating a permissive and 

nurturing environment that encourages different perceptions and points of view, without 

pressuring participants to vote, plan or reach consensus (Krueger, 1988).  

 

The focus group interview is a qualitative methodology frequently used to obtain data about 

feelings and opinions of small groups of participants about a given problem, experience, 

service or phenomenon (Basch, 1987). Useful in understanding how or why people hold 

certain beliefs about a topic or program of interest, focus groups involve a trained person 

asking progressively harder open-ended questions in a non-threatening supportive climate. 

This approach encourages all group members to share their views.  

 

Sampling the lived experiences of the participants rather than having pre-determined 

hypotheses to be tested using a quantitative approach is said to have its advantages (Allender, 

Cowburn, & Foster, 2006). In the present study, the aim was to explore why adolescent 

females in boarding schools self-report greater levels of depressive symptoms and how this 

might relate to their situation, including aspects of loneliness. These are relatively sensitive 

issues. Focus groups are frequently used for encouraging participants to disclose behaviour 

and attitudes that they might not consciously reveal in an individual interview situation 

(Basch, 1987). It is known that the interactions between group members encourages 

individuals to question and explain, allowing their reasoning to emerge (Barbour, 2008). The 
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interactions also enable the extent of consensus and range of diversity to be determined 

(Barbour, 2008).  

 

It is also clearly shown in the research literature that focus group interviews have been used 

to explore a wide range of issues with adolescents, especially those that are sensitive, and 

where limited research has been conducted. For example, information has been successfully 

obtained from adolescents on: Seeking help for emotional and behavioural problems (van 

den Toren, van Grieken, Lugtenberg, Boelens, & Raat, 2020); the attitudes of adolescent 

females’ with histories of commercial sexual exploitation towards mental health, substance 

use, and behavioural health treatment (Barnert, Kelly, Godoy, Abrams, & Bath, 2020); 

weight control (Chae, Yeo, Hwang, Lee, Lim, & Kwon, 2017); depression and insomnia 

(Conroy, Czopp, Dore-Stites, Dopp, Armitage, Hoban, & Arnedt, 2017); victimisation, 

school belonging and depressive symptoms among LGBTQ+ adolescents (Hatchel, 

Espelage, & Huang, 2018); social media based safe sex intervention (Cornelius, Whitaker-

Brown, Neely, Kennedy, & Okoro, 2019); perceived symptoms of endometriosis (Gupta, 

Cardoso, Harris, Dance, Seckin, Baker, & Ferguson, 2018); and the feasibility and 

acceptability of mindfulness for inflammatory bowel disease (Kohut, Stinson, Jelen, & 

Ruskin, 2019). Information has also been gained from adolescents on less sensitive topics  

such as Conceptualisations and understandings of kindness (Cotney & Banerjee, 2019), 

online uses and motivations for social networking (Throuvala, Griffiths, Rennoldson, & 

Kuss, 2019), awareness of audience and self‐presentation practices on Facebook and 

Instagram (Yau, & Reich, 2019), self‐management of asthma (Holley, Walker, Knibb, 

Latter, Liossi, Mitchell, & Roberts, 2018), and positive mental wellbeing (Navarro, 

Montserrat, Malo, González, Casas, & Crous, 2017).  

 

https://www.sciencedirect.com/topics/social-sciences/social-networking-sites
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Given the dearth of research pertaining to loneliness and depressive symptoms, especially in 

adolescent female boarding school students, using focus groups, along with the potential 

sensitivity of some related issues, focus group interviews is an appropriate approach to 

further explore the findings from Study One of this thesis. 

 

Materials 

A standardised focus group format comprising 11 open-ended questions (which are 

reproduced in Table 4.1) was developed to elicit participants’ views pertaining to their 

depressive symptoms and the time they spend alone. Other issues were explored as they 

arose. The questions shown in Table 4.1 were not necessarily asked in the same order. The 

moderator responded to the direction in which each interview progressed so as to maximise 

the amount of information volunteered from participants. 

 

Table 4.1. Focus group interview questions 

 

_____________________________________________________________________ 

Focus group interview questions 

 

 

1. What do you remember experiencing the day when you first arrived at boarding 

school?  

 

2. Did you have concerns about anything in particular before leaving your home and 

arriving at boarding school? 

 

3. Are there times or situations during the day/evening, that you feel (or have felt) sad, 

down or lonely?  

 

4. What specific things or events make you feel sad, down or lonely as a boarder? 

 

5. What effect do these have? For example, do they affect your ability to focus on and/or 

complete schoolwork or homework? 

 

6. What would help to make you less sad, down or lonely? 
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7. If you are having a bad day or evening at school – you feel sad or down or lonely – 

is there someone you turn to for help or support? 

8. Do you have friends to turn to and did you have friends to turn to in the past? 

Are/were your friend’s boarders or daygirls? 

 

9.  What makes a friend a quality friend? 

 

10. Some boarders your age have a positive attitude when they are on their own. These 

same boarders also said they feel sad and down and lonely when they are away from 

family and friends. How can these boarders feel positive about being on their own? 

 

11. Do you enjoy spending time alone and what do you do when alone?  

 

 

Procedure 

Prior to the research being conducted, ethics approval was obtained from the Human 

Research Ethics Committee of the University of Western Australia, and the Principal, 

Deputy Principal and Director of Boarding of the participating school. Informed written 

parental and student consent was also obtained. The researcher attended the boarding 

students’ weekly briefing with the head of boarding school where the research was explained 

and any questions from students answered. Students were provided with an information sheet 

and consent form (see Appendix Three) and invited to participate. It was emphasised that 

participation was entirely voluntary. Following this, the information sheet was forwarded 

via email to the parents of all boarding school students’ seeking permission to allow their 

daughter to participate (see Appendix Three). In total 80% of the consent forms were 

returned. (A small number of students were not available at the time of the briefings.) 

Approximately 12 students were randomly selected from each of the boarding school year 

groups (8, 9, 10, 11) once the forms had been returned. The researcher arranged interviews 

to take place at a mutually agreed time and venue. Three participants were not present on the 

day of the focus group discussions, resulting in a total sample of 45. 
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All focus group interviews were conducted by the researcher. Initially, for the first two to 

three minutes of the interviews there was general conversation to put the participants at ease. 

The purpose of the research was then explained and each participant was given the option to 

withdraw without prejudice. None of the participants withdrew at this stage. All participants 

agreed to continue with the group interview. The researcher then pointed to the audio-

recorder and asked if anyone had any objections to it being used to record the conversations. 

It was emphasised that all discussions and responses were confidential and would not be 

shared with anyone, except for a trained person who would check on the researcher’s 

accuracy of reporting and questioning style. None of the participants objected to the audio 

recording. It was explained that brief notes would also be taken about the content of the 

conversations and no one except the researcher (and perhaps one other person who would 

check the researcher’s accuracy) would see these. Participants were reminded that they could 

leave the interview at any time. 

 

When the researcher had gauged that participants were sufficiently at ease and that any 

questions had been addressed she stated “I’m really interested in finding out about your 

boarding school experiences and how it has made/makes you feel. To do this I would like to 

ask you a few questions”. (See Table 4.1.) To facilitate the flow of information and to ensure 

that all participants could contribute, a conversational style was employed. The participants 

were encouraged to put forward their ideas and to discuss points of view with each other for 

each of the questions asked. On obtaining responses and ensuring that nothing new would 

surface even after probing, the researcher moved to the next question. If participants 

digressed from the question they were allowed to continue for a time before being guided 

back to the original point. On average, each focus group session lasted for approximately 60 

minutes. 
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It was acknowledged that for a variety of reasons some students might not contribute as 

much as they would like in the group interview, but at the same time they may have 

information about their boarding experience they wanted to discuss in private. Therefore, 

the researcher provided students with the opportunity to request an individual follow up 

interview if this was a preferred option. The potential for bias and conflict, primarily due to 

the researcher being a teacher in the participating school, along with the power imbalance 

between the researcher and the students, was acknowledged. To address this approximately 

50% of the interview recordings conducted by the researcher were checked by a second 

person to ensure that all students were treated equally, that the researcher adhered to all 

codes of behaviour and conduct, and that all information had been reported accurately. 

 

Data Analysis 

In analysing qualitative data, most researchers use a combination of approaches (Green & 

Thorogood, 2004). To manage the large amount of qualitative data collected from this 

exploratory focus group interview study, data analysis began first with the researcher 

becoming familiar with the data by listening to the audio tapes, reading the subsequent 

transcripts several times and reading the field notes taken during the interviews. Major 

themes started to emerge during this process. Second, a thematic framework was identified 

by writing memos in the margin of the text in the form of short phrases, ideas or concepts 

arising from the text and categories began to develop (see Guest et al., 2017; Rabiee, 2004). 

Third, indexing, which includes sifting the data, highlighting and sorting out quotes and 

making comparisons both within and between cases was undertaken. Finally, charting that 

includes lifting the quotes from their original context and rearranging them under the newly 

developed themes was undertaken.  
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Inter-rater Reliability 

To establish the reliability of the interview data a second person listened to approximately 

50% of the recorded interviews of each group. This 50% was selected from different parts 

of the recordings. The level of inter-rater reliability was subsequently calculated using the 

point by point agreement ratio (Kazdin, 1982), which was converted to a percentage using 

the following formula:  

 

Inter-rater reliability =             Number of Agreements                                          x 100 

                                   Number of Agreements + Number of Disagreements  

 

Overall, the mean rate of reliability was 90.85% (range across interviews 84%-100%). Given 

that inter rater agreement figures of 80% and above are considered acceptable and as 

indicating good reliability (Gelfand & Hartmann, 1975) the present study may be considered 

reliable.    

Results 

 

When asked “What do you remember experiencing the day when you first arrived at 

boarding school?” all participants (of all ages) reported they felt “sad”, “depressed” and 

“anxious”. Much of this was because of “fears” and “concerns” about the “unknown”. The 

boarding experience and the school itself were “unknowns” to the students and they were 

unsure of what to expect. However, many students reported experiencing what they believed 

was an “extreme” level of sadness when leaving family members, especially for the first 

time, and even more so if they were from rural Western Australia. This was the primary 

feeling experienced by many, as encapsulated by the following quotes: 

I felt very sad saying goodbye to my parents. I can remember crying hard into 

my Dad’s shoulder and swallowing the lump in my throat. My first day I was very 

nervous. Being 12 and in the big city was daunting (Year 10) 

 

I really miss being away from home and still cry a lot at night (Year 10) 
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You don’t understand how much you love your parents until you have to leave 

(Year 8) 

 

What also emerged was that the disruption to home based relationships with family members 

was one of the main reasons for the sadness, irrespective of age. For example,  

Miss preparing meals and chatting with mum (Year 11) 

I really miss being in the kitchen cooking breakfast and dinner with my siblings 

and Mum (Year 10)  

 

Having to be part of a group who aren’t my family (Year 8) 

 

 

Many of the boarders reported feelings of (what they believed to be) separation anxiety from 

parents, which made them “sad”. In many instances, however, boarders were more concerned 

and worried for the wellbeing of their parents than themselves. They felt they themselves had 

to be resilient for the sake of their parents: 

I didn’t want my parents to know I was sad because I knew it would make them 

upset, which then made me feel even more upset (Year 11) 

 

When I’m feeling homesick and sad I feel guilty as I know that Mum and Dad are 

sacrificing so much to send me here (Year 10)  

 

I told my parents that I was homesick and sad but there was nothing they could 

really do. I felt so helpless and then even worse after our chat as I knew my Mum 

would be awake that night worrying about me (Year 11) 

 

I never told anyone how sad I felt. I didn’t want to upset my parents. I never 

really told anyone, I kept it to myself. This was particularly hard in Year 8. I felt 

very sad and alone (Year 11)  

 

The boarders from rural areas in Western Australia experienced “separation anxiety” but 

particularly because of leaving their pets. One Year 11 female said that whenever she was 

in the family car she could “smell” her pet dog, which she always found comforting. 

However, for four years she had experienced acute nausea and sadness each time she arrived 

back at boarding school and had had to leave the car. Leaving the car, and hence her dog, 
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triggered, in her words, “intense feelings of sadness”. Not having a pet beside them was one 

of the first major noticeable differences between not being at home and being at boarding 

school; it was a substantial factor causing sadness and feelings of depression. As one Year 

10 student put it, 

I really miss not being able to eat afternoon tea or breakfast on the couch, in 

front of TV, - with my dog!! (Year 10) 

 

 

With reference to the question “Did you have concerns about anything in particular before 

leaving your home and arriving at boarding school?” almost all of the concerns and “fears” 

were related to anxiety or being judged badly by peers. For example, a major issue/theme 

that emerged centered on social anxiety. Participants referred to the fear of being “negatively 

judged by the day girls” when they first arrived at boarding school. This was to such an 

extreme for some participants that they actively avoided making friends with the daygirls. It 

became clear during the focus group discussions that the fear of receiving “negative 

judgment and criticism”, especially about what the day girls thought of them, made it 

difficult to make friends. Specific quotes in support of this include: 

Day girls were really judgmental . . . I was really scared of being judged (Year 

10) 

 

There were times when I felt sad mainly during the school day and at school as 

the day girls weren’t too welcoming (Year 10) 

 

I was so worried about making friends in my classes as I was worried about what 

people thought of me . . . I would freeze up and act kind of weird (Year 10) 

 

Boarders yeah . . . they are understanding and empathetic. Day girls don’t really 

understand. They think boarding is all fun and a massive sleep over (Year 8) 

 

Most of my friends when I started in Year 10 were boarders, but I’m slowly 

getting to know some day girls (Year 11) 

 

It is hard for me to make close day girlfriends - being labelled as a ‘boarder’. I 

don’t know why that is but from watching younger years it seems to be the same. 

It’s as if day girls think that you can’t leave the boarding house or it’s just too 

difficult. That’s why they never ask you to spend time with them on the weekends 

(Year 11)  
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Coming later, in Year 10, as I did I think made it harder to make close friends 

with day girls because they already had their good friendship groups. But 

overall, I only have a few good friends who are boarders (Year 11)  

 

Girls in day school are so different (Year 9) 

 

Day girls don’t know what it is like (to be a boarder) they have their families, 

pets and freedom – they don’t get it (Year 9) 

 

I’m most definitely closer with my boarding pals. It’s almost as if I have a double 

life; in school I’m really shy and don’t talk much, but in boarding I’m a lot more 

comfortable and loud and I feel more free and away from judgement of school 

(Year 9) 

 

Boarders are more connected to each other at a deeper and personal level that 

day girls (Year 8) 

 

 

In response to the question “Are there times or situations during the day/evening, that you 

feel (or have felt) sad, down or lonely?” participants provided extensive information. Across 

all ages, it was clear that feelings of sadness and depressive like symptoms escalated 

depending upon the time of day, evening or week. Feeling sad and/or depressed was reported 

as being situational, whereby symptoms reached their peak at specific times, particularly: 

“when alone in your room”, “especially when starting homework”, “on weekends”, “Friday 

night”, “Sunday night” and “before going to bed”, especially when “my mobile device is 

handed in”. The two most cited times when participants experienced heightened feelings of 

sadness and loneliness were clearly “when they handed in their mobile communication 

devices before lights out” and when they settled down to “begin homework each evening”. 

The intensity of depressive/sadness feelings were more heightened at these times because 

they provided time in which individuals could think about family and school and worry about 

things. Participants clarified that weekends and Friday nights were challenging because if 

“you were at home, you would typically be spending quality time with the family”. Many of 

the boarders from rural WA again mentioned the importance of their pets when discussing 

significant family members. Direct quotes lifted from the group interviews included: 
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Friday night when there is nothing on and most of the other girls are out. It can 

be very sad and lonely when you know that your family and friends are out doing 

things without you and you’re stuck in the boarding house (Year 11)  

 

8pm just before when I call my parents. Then my phone is handed in (Year 11) 

 

On Sunday night I feel sad and down. The idea that there is a whole week ahead 

and the feeling that you didn’t get to achieve as much as you had planned to get 

done for school over the weekend (Year 11)  

 

Sunday night is a time that I think most people would say they feel at their most 

vulnerable and lonely (Year 11)  

At night when you need a hug from Mum or Dad (Year 10)  

 

At night time when you have to hand in your electronic devices (Year 10)  

 

I feel sad when I have to be in my room at a certain time and lights out at a 

certain time, handing in my electronic devices (Year 9) 

 

When you have to hand in your electronic devices at night you feel you lose 

connection with your family (Year 8) 

 

When you have to hand in your phone at night you feel like they are gone (Year 

8) 

Homesick and emotional at night time when I’m on the phone to my parents. Talk 

about things you would be doing at home (Year 9) 

 

When I call my parents, it makes me miss them even more. I want to be home with 

all my pets, hearing funny stories about what may have happened. I’m sad that I 

couldn’t see that and then you hand your phone in (Year 9) 

 

When I speak to my little sister on the weekends on the phone, I miss her (Year 

9) 

 

So lonely on weekends because I would usually be doing stuff with my parents on 

the weekend. Really miss my parents (Year 9) 

 

The weekends are the worst. This is when I feel really trapped. I wrote a poem in 

English last year about being trapped in the boarding house. I was talking about 

how the regimentation at boarding school like handing electronic devices in 

made me feel so trapped and sad (Year 9) 

 

I feel sad and miss home at dinner time. There are so many rules and regulations. 

Makes you miss home even more (Year 8) 
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The students from rural areas of Western Australia also cited certain times of the year as 

making them feel more sad and “depressive”. The change of seasons and significant events 

relating to harvesting, were frequently referred to during the focus group interviews. The 

following quote from one Year 11 boarder highlights this:  

I  feel really sad when photos are sent to me from home and everything looks 

really different to when I left  . . .  The change of season is a reminder that you’re 

so far away from home and have been away for a whole season (Year 11) 

 

In terms of “specific things that make you feel sad or down as a boarder” the participants’ 

frequently cited schoolwork, beginning homework, examinations, and feeling homesick. 

These often led to feelings of being “overwhelmed”. Statements included: 

When other things are going through your mind, you feel overwhelmed so you 

just stare at the page and nothing goes in (Year 8) 

 

When I am feeling depressed about my work my grades suffer . . .  it’s hard to 

concentrate and I feel just sad and horrid. Sometimes you have to pick yourself 

up and try to finish but usually then procrastination increases making it even 

worse (Year 11) 

 

Sometimes you just want to wallow in self-pity and hope it all just goes away. In 

Year 11 this cycle goes on and on (Year 11) 

 

Sometimes you feel it’s all too much and all you want to do is curl yourself up 

into a little ball in your bed when you have so much study to do (Year 11)  

 

When I first started in Year 8, I was trying so hard to do all my school work, 

which was really hard, but with all the added stress and pressure of making 

friends and trying to fit in it was impossible to focus on my school work. I 

remember feeling so overwhelmed and stressed (Year 11)  

 

When I felt sad and down it got so bad it was hard to study for anything because 

I just felt down and not up to doing anything (Year 9) 

 

Many of the boarders linked their feelings of sadness and being overwhelmed to academic 

expectations and assessments, especially during times of examination and tests:  
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I came from a tiny little school in a tiny little town. Academic expectations were 

very low. When I arrived at boarding school in Year 10 it was a massive shock . 

. . the standard is so much higher here. I was so overwhelmed (Year 11) 

 

Lots of tests makes you miss home and feel really anxious (Year 8)  

 

Really high expectations here, really high competition. There is so much pressure 

to get stuff done and study for tests. Teachers get mad if you don’t do your 

homework. They say it should only take 20 minutes but it always takes longer and 

also I have to study for tests on top of that. It’s so overwhelming (Year 8) 

 

When I arrived in Year 10 I felt so far behind academically. I felt so stressed 

(Year 11) 

 

Expectations so much higher here than at home. Really stressful at first (Year 11) 

 

These academic demands inevitably exacerbated participant’s already evoked feelings of 

missing home and family and led them to reminisce about their previous country schools. In 

many cases participants commented on the support, they had from others prior to becoming 

a boarder: 

I had never worried about schoolwork and tests before. This made me really 

miss my family and friends from home (Year 9) 

 

I really miss my parents especially when exams are coming up. At home, when 

I feel stressed, I would usually be able to go and talk to Mum and Dad. You 

can’t call them whenever you feel sad or need emotional support from the stress 

of exams (Year 11)  

 

When missing home and feeling nostalgic it makes the world seem impossible, 

the brain stalls and you can’t focus or concentrate on school work and study 

(Year 9) 

 

I feel sad and miss home a lot during stressful times like studying for tests, 

homework and assignments etc. At home I have Mum to help me with my 

homework. It’s not fair the day girls have their parents to help them with their 

work and they can spend as long as they like doing homework. We’re only 

allowed to do homework for a few hours and have to hand in our electronic 

devices at night (Year 8) 
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At home we only had 10 in the class and the teacher would help you all the time 

(Year 11) 

 

My best school years were at home. I didn’t arrive here until Year 10. I loved 

Year 8 and 9 at school at home (Year 11) 

 

So stressed when having to do homework and also deal with being homesick 

(Year 9) 

 

When you have had a bad day like have done badly in a test nothing is as good 

as a hug from Mum or Dad (Year 10) 

 

When asked by others “if you are having a bad day or evening at school – you feel sad or 

down or lonely – is there someone you turn to for help or support” the typical response 

was go to friends. This quote summarises what many participants said: 

 

If I’m upset I know that I have certain friends, mainly boarders that I can go to 

for help. Before, if I had a problem, I never really told anyone, I kept it to myself. 

This was particularly hard in Year 8. I felt very sad and alone (Year 11)  

 

What many of the participants reported is represented in the following: 

 

If there is no-one, then reading a book at night at school helps me when I am 

feeling depressed and sad. Being immersed in a world that feels part of a family 

helps to get a sense that somewhere, even in someone’s imagination, there is a 

happy situation so it’s not all doom and gloom (Year 11) 

 

The importance of having quality friends became clear at this time during the interviews. 

In the main, “other boarders” were cited as friends and as a source of support, especially 

when “times were tough”. For example,  

Going away to boarding school shows you what true friendship is (Year 11) 

Boarders are usually the ones I turn to for advice and when I’m feeling sad and 

missing home (Year 10) 

 

The other day, we (Year 10 boarders) were having a really deep conversation 

about loss. Someone was talking about when their dog died . . . you have so much 

more in common with boarders. Always there for you and have your back (Year 

10) 

 

In Year 10 in boarding, we have group chats in a circle. When we started we 

didn’t communicate much but now we are a lot more open and a lot closer which 

is so helpful especially when you’re feeling sad and missing home (Year 10)  
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My friends, mainly boarders, help me to understand my parents after I have had 

a fight with them on the phone. My friends (in boarding) make me feel better 

when I’m feeling sad and down (Year 11) 

 

Friends are definitely the most important thing to survive boarding especially 

when you’re feeling sad and homesick (Year 11)  

 

In Year 8, my friends in boarding were helpful in helping me do my homework. I 

had never had to do homework before (Year 11)  

 

When I started in Year 8, we were all going through the same thing so we could 

comfort each other. We did things to take our minds off it (feelings sad) like 

watching favourite TV shows that we would watch if we were at home (Year 11) 

 

A common theme shared by participants of all ages was that boarders become more like 

family members, especially siblings, over time. Moreover, many of the participants’ 

commented, “boarders are a substitute for parents”. A common phrase used to refer to 

boarding friends during the interviews was “boarding sisters”. Some of the other comments 

were:  

Your friends in boarding are more like sisters (Year 10) 

 

You kind of have a love hate relationship with boarders in the same way as you 

do with your brothers and sisters at home (Year 10) 

 

We annoy each other a lot but at the end of the day it’s kind of like at home with 

your actual younger brothers and sisters (Year 10) 

 

I have lots of day school friends but at the same time my boarding friends are 

much like family (Year 11) 

 

In Year 10 (boarders) we are now like a family (Year 10) 

   

Trust grows over time . . . now we are more inclined to share secrets with each 

other (Year 10) 

 

Boarders definitely. They always have your back and you know where you stand. 

Day girls are a lot less genuine and often pretty fake (Year 10) 

 

It’s really important to talk it out when you’re feeling sad. Boarding friends are 

good for that (Year 10) 
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Don’t bottle it up when you’re feeling sad . . . someone else will be feeling the 

same in the boarding house (Year 10) 

 

In boarding you’re not alone . . . everyone is going through the same thing (Year 

10) 

 

 

A finding in the previous study (Study One) was that as well as reporting significantly higher 

levels of depressive symptoms, the boarders also had significantly higher levels of positive 

attitude to solitude. This seems to be somewhat of an antithesis. Boarders were clear about 

missing their family and pets and everyday routines, and yet they had a positive attitude to 

spending time alone. To examine this further the participants were told “A group of boarders 

your age told me they have a positive attitude to spending time on their own”. The moderator 

then added, “How can young girls who feel sad, are away from family, also feel positive 

when alone?” 

 

The first point made by the participants was almost consensual in that spending time on your 

own “improved” and “got better” the longer you were a boarder. The term improved referred 

to learning “to deal” with being alone. What was observed in the focus groups was a 

tendency for the boarders to reflect on how they felt “now” compared to their earlier school 

years (in respect to spending time alone). For example, Grade 10 and 11 participants reported  

  

When I first started boarding I felt pressure to socialize and to make friends. If I 

was on my own I felt stressed thinking that I should be talking to someone (Year 

10) 

  

I now definitely value time alone. In Year 8 I hated having time alone (Year 10) 

  

I now feel I need my space now. I prefer a bit of time to myself like I have at home 

(Year 10) 

 

Yes, I now enjoy spending time alone (Year 11) 

 

When spending time alone you learn more about yourself (Year 11) 

 

When you’re younger it’s less important to have alone time. Now it’s important 

(Year 11) 
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A range of responses was further forthcoming when participants were asked what is it about 

spending time alone that you like and what do you do when alone? Generally, it was seen as 

an opportunity to “get away from everything and everyone” and “chill”. Other positive 

reasons for spending time alone included: 

It gives you time to think and de-stress (Year 11) 

 

It’s just nice to be alone and shut off from the rest of the world and read or watch 

TV or listen to music (Year 11) 

 

I definitely appreciate being alone because you can escape all the drama and 

joint stress and wind down (Year 11) 

 

I enjoy my alone time. I think you definitely need down time away from everyone. 

But on the other hand, it is the boarders that you are closest with that keep you 

going when you need support (Year 11) 

 

Time alone is good as it helps you to stay focused and gets your work done (Grade 

11) 

 

The Year 10 and 11 boarders also reported that the benefits in spending time alone and 

attitudes to spending time alone changed with age:  

Now in your spare time, sometimes all you want to do is just relax and calm down 

from a busy day. Whereas in Year 8, you don’t want that because you don’t know 

what to do being by yourself (Year 11) 

 

When you’re younger it’s less important to have alone time, building friendships 

and memories is more important (Year 11) 

 

Yes, I like spending time alone now as I hang out with people every day and I 

have a roommate so spending more time alone now feels like a luxury compared 

to earlier (Year 11) 

 

I now definitely value time alone. In Year 8 I hated having time alone (Year 10) 

 

Most of the boarders (of all ages) mentioned that the end of term was a “very sad time” that 

made them feel “down”, “depressed” and “overwhelmed”. The main reasons for this were 

not family related, however. Rather, it was because the number of assessments they had to 

submit and the number of tests they had to prepare for meant they had disrupted sleep, which 

made them “stressed” and “anxious”. Students reported the following feelings at the end of 

term:  
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So stressed when having to do homework and being homesick at the same time 

(Year 9) 

 

I felt sad and down and it was hard to study for anything because I just felt down 

and not up to doing anything because there was so much work to do (Year 9) 

 

Lots of tests and assignments make me feel really anxious and then you miss home 

(Year 8) 

 

Really high expectations here. At home really chill.  There is so much pressure 

to get stuff done and study for tests. Just so much to do! (Year 8) 

 

I feel sad and miss home a lot during stressful times especially studying for tests, 

when doing homework etc. There’s too much to do. At home, I have Mum to help 

me with my homework. Not fair the day girls have their parents to help them with 

their work and they can spend as long as they like doing homework. We’re only 

allowed to do homework for a few hours and have to hand in our electronic 

devices at night (Year 8). 

 

Summary 

 

This second study was exploratory in nature and sought to elicit the views of adolescent 

female boarding school students about their feelings of depression/sadness and being alone 

while away from family and friends. Focus groups are an ideal approach for gaining the 

opinions and feelings about a particular experience (Basch, 1987) and this was the case in 

the present study. The findings developed a more comprehensive understanding about the 

internalising experiences of boarders. Furthermore, they offered strong direction for the third 

and final study in this thesis, namely what specific feelings can be targeted to improve the 

boarding school experience for female adolescents.  

 

Mander and Lester (2017) identified the emotional symptoms and mental health of boarders 

as an area requiring targeted education and the current findings support this. Unlike other 

research, the present study identified the specific situations in which female boarders 

experience heightened levels of negative mental health, specifically 

sadness/depression/loneliness. Two situations were common among many of the boarders 
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and these were when mobile communication devices were handed in to staff prior to lights 

out each evening and immediately before they settled down to start homework. Being unable 

to communicate with family and friends and feeling lonely as they prepared for sleep gave 

rise to many negative thoughts according to the participants. With reference to the homework 

situation, the participants frequently reminisced about being at home and being able to seek 

help from family members when undertaking their homework in the evenings. This may 

even have been “a hug from mum”, but it was a connection and support from family when 

needed. Both of the identified situations represented times of disconnect, which provides 

support for Mander and Lester’s (2017) call for targeted intervention and education, 

something they also highlighted in earlier research (Mander, Lester, & Cross, 2015).  

 

According to Barrett (2014) and Esch et al. (2014), prolonged exposure to experiences that 

young people perceive as negative, threatening and aversive are associated with diminished 

motivation and lower academic performance. In this present study, being overwhelmed by 

academic expectations and assessments, especially during times of examination and tests, 

was frequently cited by participants. However, it was feeling overwhelmed that appeared to 

contribute to the feelings of depression, sadness and loneliness. Clearly, there is a need for 

rapid and brief intervention for boarders who, because of academic expectations, experience 

heightened levels of distress or sadness or feel overwhelmed. 

 

This is not to say that the boarding school experience does not have its positives. Although 

boarders experienced feelings of sadness and disconnect, they did report that being alone 

had some benefits, with many saying they actually enjoyed being on their own. Being able 

to reflect on earlier school and boarding experiences, chill, relax, de-stress and unwind were 

all mentioned. Thus, in line with other research, some adolescents experienced aloneness (or 

solitude) as a positive condition (see Heinrich & Gullone, 2006; Houghton et al., 2014).  
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The findings of the present study also revealed how fellow boarders became a surrogate 

family, to who you could turn when needed. This is important because quality of friendships 

are known to matter to adolescents (Cacioppo et al., 2014). Indeed, Asher and Paquett (2003) 

and Masi, Chen, Hawkley and Cacioppo (2011) all argued that having at least one quality 

friend is particularly important. Quality of friendships, rather than quantity has also been 

highlighted by Houghton and colleagues (2014, 2016, 2020). “Quality” of friendships also 

applies to the domain of social media, which is used by almost all adolescents. Social media 

can bring benefits at moderate levels of use because it assists young people to develop new 

friendships and maintain existing ones, but it can be problematic when it displaces 

friendships that exist offline (Nowland et al., 2018). This may be why the electronic 

communication devices were removed from boarding school students prior to lights out. The 

findings from Study Two will be discussed in greater detail in the final chapter of this thesis. 

In summary, the findings offer support for the limited research conducted to date that young 

people who are resident in boarding schools do experience increased feelings of sadness and 

depressive symptoms while away from home. The findings extend the research to date, 

however, by identifying specific situations in which these feelings are predominantly 

experienced. This provides the opportunity to address calls made by Mander, Lester, and 

Cross (2015) and Mander and Lester (2017) for more targeted intervention and education to 

help these young people manage the negative feelings they experience. Therefore, Study 

Three of this thesis will develop and evaluate the effectiveness of a brief individualised 

Cognitive Behavioural Therapy approach to assist boarders to reduce elevated levels of 

depressive symptoms during specific situations in the boarding school context.  
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CHAPTER FIVE 

 

STUDY THREE: EVALUATING THE EFFECTIVENESS OF A BRIEF 

TARGETED COGNITIVE BEHAVIOURAL APPROACH TO MANAGING 

SADNESS/DEPRESSIVE SYMPTOMS AMONG ADOLESCENT FEMALE 

BOARDING SCHOOL STUDENTS 

  

The first study in this thesis revealed adolescent female non-government school boarders 

reported significantly higher levels of depressive symptoms than their non-boarding, non-

government and government school counterparts. The second study in this thesis identified 

two key times that these female boarding school students reported heightened feelings of 

“sadness” or “depression”. These were immediately before “beginning homework during 

evenings” (because this reminded them of being away from home at a time parents were 

available to help) and “handing mobile communication devices in immediately before bed 

time” (because this removed communication access from them to family members and 

friends). Both situations were seen as times of disconnectedness when they needed it most. 

Therefore, Study Three in this thesis attempted to address the earlier findings by introducing 

and evaluating the effectiveness of a brief Cognitive Behavioural Therapy (CBT) based 

program specifically designed to help adolescent female boarders with elevated levels of 

depressive symptoms. It also targeted the two specific times frequently cited by the young 

females as problematic and was designed to fit into the busy school day.  

 

At the outset of this thesis, Research Question V asked “How effective is a brief 

individualised school-based CBT program in reducing feelings of loneliness and depressive 

symptoms in female adolescent boarders?” However, the findings from Study One revealed 

no significant differences in loneliness. Although there were significant differences in 
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positive attitude to solitude, this was in favour of the adolescent female boarding school 

students as assessed by the PALs. In addition, the follow up interviews with the boarders 

revealed it to be beneficial. Therefore, in the final study of this thesis the focus of the brief 

CBT program will be solely on reducing depressive symptoms. 

 

METHOD 

Participants   

The sample comprised of six Year 10 adolescent female boarding school students, five of 

whom received an individualised targeted intervention and one who was a Constant Series 

Control (i.e., did not receive an intervention through her own volition). The ages of the 

participants ranged from 15 years 5 months to 16 years 3 months (M = 15.8 years, SD = 0.2 

months). These six participants were purposely selected on the basis of their elevated CDI 

2: SR[S] (Kovacs, 2004) scores in Study One of this thesis. The CDI 2: SR[S] total raw 

scores for all Study One participants were converted to a standardised T-score (mean of 50, 

SD = 10) to readily reflect what is typical or atypical for a child of a given age. Among all 

of the boarding school students, six participants had a T-score of 65 to 69, which is 1.5 

standard deviations above the mean. Consequently, their scores were classified as “Elevated” 

(compared to the average score). This placed all six participants in the 93rd – 97th percentile 

rank. “The higher the percentile rank, the more symptoms of depression the individual is 

experiencing relative to his/her peer group” (Kovaks, 2013, p. 43). This ranking is classified 

in the CDI 2 manual as more concerns than are typically reported and triggers concern and 

warranted targeted intervention. Each of the participants, who are now briefly described, 

experienced heightened symptoms of depression, particularly at the two identified times 

during the evening.  
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Participant 1 is 15 years and 9 months of age and from rural WA. She reported “feeling very 

sad at night times and frequently had difficulty sleeping at night”; Participant 2 is 15 years 

and 3 months of age and from rural WA. She reported feeling “trapped in the boarding 

house, sad and depressed at night time, had real difficulties getting to sleep at night, and 

found life to be stressful”. Participant 3 is 15 years and 10 months of age and from overseas. 

She felt “particularly sad at night because night time is quiet. She felt lonely and 

disconnected from family and friends”. Participant 4 is 15 years and 10 months of age and 

from overseas. At night time she felt “really anxious and sad, could not get to sleep, felt 

disconnected from family and often felt short of breath”. Participant 5 is 16 years and 2 

months of age and from rural WA. She said “night-times were very hard, and she felt 

trapped, disconnected from home and family, especially before going to bed, anxious and 

stressed”. Participant 6 (Constant Series Control) is 16 years and 5 months of age and from 

rural WA and did not receive any intervention. (The reasons for this are detailed later in the 

chapter.) 

 

In Study Two of this thesis, all six participants identified evenings as generally problematic. 

In addition, each mentioned when mobile communication devices were handed in prior to 

lights out at night and immediately before beginning homework in the evenings as 

particularly problematic because they evoked feelings of sadness and depression. All of the 

participants also reported that these times triggered thoughts about home and family. None 

of these participants had received a formal diagnosis of depression or anxiety from a primary 

care physician and at the time of the study none were receiving pharmacological or non-

pharmacological intervention.  
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Setting  

The CBT brief intervention was delivered in the non-Government girls’ school in which the 

Study Two focus group interviews were conducted. This school is located in a high socio-

economic-status area as indexed by its Index of Community Socio-Educational Advantage 

(ICSEA). ICSEA is set at an average of 1000 (SD = 100) and the higher the ICSEA value, 

the higher the level of educational advantage of students who go to this school (and vice 

versa). The ICSEA value of the school was slightly lower than 1200. A more detailed 

description of the school and its environment was provided in Study One (see pages 62-63). 

The brief intervention program was delivered in the same room within the school for the 

entirety of the study. The room was deliberately selected because it is a comfortable 

environment with which students are familiar. Comfort objects, including colourful cushions 

and soft toys were on a couch to make the participants feel more at ease and the lighting in 

the room is subdued. All of the intervention sessions were delivered on a weekly basis and 

participants were randomly assigned to order of treatment via a multiple baseline research 

design.  

 

Experimental Design 

According to Barlow Hayes and Nelson (1984), time-series experiments, particularly 

multiple baseline studies, have played a pivotal role in the development of interventions. 

This is especially the case in clinical settings, education, and health promotion (Kratochwill, 

1978; Windsor, 1986). Moreover, the development of the principles and methods of the 

experimental analysis of behaviour owes a great deal to multiple baseline designs (see 

Hersen & Barlow, 1976). The multiple baseline design, as employed in the present study, 

consists of a coordinated series of simple phase changes at different points in time after 

differing first phase lengths, thereby allowing specific between-series comparisons (Barlow, 
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Hayes, & Nelson, 1986). If there are multiple time series, each of which receives the 

manipulation or intervention at a different point in time, there is greater confidence that the 

manipulation of an independent variable is responsible for a change in the time series.  

 

The distinct advantages of multiple baseline designs over simple phase change designs 

include the multiple baseline: is very easy to use; can be used to establish a functional 

relationship between variables; experimental design addresses current ethical concerns over 

non-provision of treatment - a common complaint against treatment versus control group 

designs; allows more than one variable to be analysed; is less demanding for participants; 

and the design is very flexible (Barlow, Hayes, & Nelson, 1986; Kazdin, 1982). In addition, 

where there are only few participants in a sample such as here, the multiple baseline provides 

well controlled single subject designs (Goldstein, 2000). However, it is recommended that 

where possible a constant series control (CSC) should be incorporated (into the multiple 

baseline) because it reduces the likelihood that extraneous events could have been 

responsible for any changes seen (Barlow, Hayes, & Nelson, 1986). In the present research 

one individual decided through her own volition not to take part in the intervention after she 

had collected baseline data. No reasons were given for this decision, but participants were 

able to withdraw from the study at any time without prejudice. However, she agreed to 

continue to self-record her feelings of sadness/depression throughout the remainder of the 

study. This provided the opportunity for a CSC to be included. 

 

Implementing the Multiple Baseline Design 

Given the nature of the differing lengths of baseline in a multiple baseline design, the five 

participants began the brief CBT targeted intervention at different times. The design itself in 

the present study, included baseline, intervention and maintenance phases. (For the CSC 

there were no separate phases.)  
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Baseline Phase 

The initial baseline phase was conducted for between three and nine days. (The length of 

each participants baseline phase depended on when they were randomised to begin the CBT 

intervention.) During baseline, data were self-recorded every day of the week, including 

weekends, in relation to the two specific times identified by the participants as evoking 

heightened feelings of sadness/depression. These were both during the evenings, specifically 

immediately before commencing homework and after handing in electronic communication 

devices (laptops, iPads and mobile phones) prior to sleep.  

 

During the baseline phase Participant 1 recorded baseline data for 3 days, Participant 2 for 

6 days, Participant 3 for 7 days, Participant 4 for 8 days, and Participant 5 for 9 days. 

Participant 6 (the Constant Series Control) recorded data over the 27 days of the entire 

program (baseline, intervention and maintenance).  

 

Participants self-recorded their levels of sadness/feelings of depression using a self-

monitoring thermometer specifically developed for this purpose (see Screenshot 5.1). Cards 

with the thermometer scale were printed to represent each of the two times, separately. The 

cards were clearly printed to differentiate the two different times. Participants were shown 

the cards individually and it was explained how they were to be scored. They were instructed 

to indicate on the scale (ranging from 1 to 10) how sad/depressed they felt in the particular 

context at “that time”. That is, how they felt “immediately prior to beginning homework” 

and “immediately following handing in their electronic communication devices at night”. 

The varying baseline lengths provided a varying number of ratings for each of the two 

contexts during baseline. These ranged from three (minimum required for time series 

analysis) for each of the two specific times to nine for each of the two specific times. In total, 

33 data points were gathered for each of the two sadness/feelings of depression contexts in 
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baseline (66 in total) from all of the participants (excluding the CSC). This represents 100% 

adherence to recording. 

 

Screenshot 5.1. Self-monitoring “thermometer” 

 

 

 

Intervention Phase - Brief CBT Individualised Targeted Program 

On each participant completing her baseline phase, the Intervention (brief CBT) was 

introduced. This resulted in a staggered introduction. In total, the brief CBT intervention 

phase ran over approximately four to five weeks (one or two sessions per week) with each 

participant receiving the same number of intervention sessions (10). During the CBT 

intervention phase all participants continued to self-record their feelings of 

sadness/depression for each of the two contexts. During this phase, participants were 

required to check in with the present researcher every Tuesday morning at 8.30am, at a room 

convenient to the students, where they could hand in their completed self-recording cards 

for the week. At this time, participants were handed an envelope with more self-recording 

cards for the upcoming week. This was done to facilitate the collection of data on a weekly 

basis and so as not to overburden the participants with an overwhelming number of cards for 
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data collection. In total, 43 data points were gathered for each of the two sadness/depression 

contexts in the intervention phase (86 in total for both specified times). Participant 1 failed 

to self-record on several occasions. This represents 86% adherence to recording. 

 

Maintenance Phase 

One week after the intervention had ceased, the participants were requested to conduct 

further self-recording sessions on a daily basis using the thermometer scale for a two week 

period. During this time there were no intervention sessions and participants continued with 

their regular school and after school activities. As in previous phases, feelings of 

sadness/depression were self-recorded “immediately before beginning homework” and 

“after handing in electronic communication devices prior to out”. In total, 45 data points 

were gathered for each of the two specified times in the maintenance phase (90 in total for 

both contexts). Participant 1 failed to self-record on several occasions. This represents a 90% 

adherence to recording. 

 

Constant Series Control  

The individual who became the Constant series Control self-reported 27 separate data points 

for each of the two specified times (54 for in total).  

 

For the entirety of the study in total, (i.e., baseline, intervention and maintenance phases) 

there were 302 separate data points (including the CSC data).  

 

Instrumentation  

Pre and post intervention data were also collected using a standardised measure, namely CDI 

2: SR[S] (Kovacs, 2004), which is reproduced in Appendix Two. The CDI 2: SR[S] was 

described in detail in Study One of this thesis (see page 64). To recap, briefly, the CDI 2: 
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SR[S] comprises of 12 items, each providing three separate sentence response options which 

best describe participants’ feelings and ideas over the past two weeks (e.g., “I am sad once 

in a while”, “I am sad many times”, “I am sad all the time”). The CDI 2: SR[S] is suitable 

for use in both educational and clinical settings to evaluate depressive symptoms in children 

and adolescents. It has satisfactory psychometrics from a number of administrations with 

children and adolescents across a range of settings.  

 

The Brief CBT Targeted Intervention Program 

The majority of preventive CBT interventions for young people with depression and/or 

anxiety tend to comprise of 8 to 12 sessions (see Haugland et al., 2020), each session being 

between 45 and 60 minutes (Simmonds & Griffiths, 2014). However, these standard CBT 

school-based programs are lengthy and costly and few students tend to stay the entire course 

(Forman & Barakat, 2011). This is often compounded by the numerous challenges, demands 

and extra-curricular activities that students and schools face on a daily basis. As a result, it 

has been argued that brief-CBT programs (i.e., sessions and their duration reduced by at least 

50% compared to standard treatment) might fit better within the school setting (Öst & 

Ollendick, 2017). Moreover, this may be a solution to the current situation in many 

Australian states (and specifically in Western Australia) where there are limited school and 

private psychologists for the ever increasing numbers of students referred for psychological 

assessment and treatment. In the school participating in this present study, two psychologists 

are available for almost 1,000 students. Thus, brief targeted CBT might provide a viable 

approach, if effective. 

 

The brief CBT targeted intervention program was delivered by the present researcher (under 

the guidance of a registered clinical psychologist). The researcher holds postgraduate 

qualifications in teaching and education, a Master’s degree including educational and 
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developmental psychology, and had received training in brief CBT from a registered 

psychologist and expert in child and adolescent psychopathology. In addition, she had used 

CBT approaches for 7 years. 

 

Although there is no fixed session by session structure in CBT, according to Simmonds and 

Griffiths (2014):  

 

Early sessions should focus on engagement and assessment, leading on to 

education around the cognitive behavioural model and then to the 

development of a CBT formulation (an understanding of the client’s problems 

from a cognitive behavioural perspective (p. 35). 

 

The CBT approach in the present study incorporated an active collaborative approach as it 

focused on the two problematic contexts identified. The participants were initially engaged 

in general conversation about school and the boarding school experience. What CBT is and 

how it actively engages individuals in the treatment process was then described. How the 

sessions would progress was discussed. This included the goals of the program and how they 

would be met by the program’s approach. Participants were informed that understanding 

how negative thinking occurred and how this could be challenged would be taught. It was 

explained that there would be active practice of the CBT techniques in each session and that 

there would be time to review what had happened in the week preceding each session. This 

included evaluating how effective the CBT techniques learned had proven.  

 

The content and structure of each CBT based session followed a standard CBT format. Table 

5.1 presents an overview of the Study Three brief CBT intervention program.  
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Table 5.1. Overview of the contents of the Brief CBT Intervention Program. 

_________________________________________________________________________ 

CBT Intervention Program  

_________________________________________________________________________ 

Assessment and information gathering  

What was happening before feelings of sadness/depression and what was it that triggered 

these feelings of sadness/depression. Were there any protective factors? What “symptoms” 

are being experienced? What thoughts do you have at the time? Developing a shared 

understanding. 

 

Setting Goals 

What are the goals of the participant? What is it you want to achieve? General and specific, 

positive, measurable, realistic and within time limits.  

 

Psycho-education – educating participants about CBT, thoughts and symptoms  

The Cognitive-Behavioural Model: Thoughts – Feelings (emotions & physical sensations) – 

Behaviours. Understanding thoughts – what is (is not) a thought? Myths about thoughts. 

Function of thoughts. The Situation – Interpretation – Thought process. Identifying where 

and when such automatic negative thoughts arise. Identifying what triggers these negative 

thoughts. For example, what are you usually doing at this time? Discussing specific thinking 

biases (Catastrophising, Fortune telling, Black and White Dichotomised thinking, Over-

generalisation, Personalisation, Mental Filter and Emotional Reasoning. Evaluating thoughts 

and emotions. Challenging thoughts and generating alternative thoughts. How these 

alternative thoughts make you feel? 

 

Relaxation strategies – calm breathing techniques 

 

 

Sessions varied depending on the discussions that emanated, however, generally each 

session comprised: 2-3 minutes to set the agenda and focus on the individual’s goals and a 

follow up; 2-3 minutes to review the previous session; 2-3 minutes to review how strategies 

had been implemented during the week; 20 minutes for the CBT session; 2 minutes to set 
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tasks for the coming days; and 2-3 minutes to reflect on the session. In total, each session 

lasted for approximately 30-40 minutes. 

 

Procedure 

Prior to the research being conducted, ethical approvals were obtained from The Human 

Research Ethics Committee of the administering institution and also the participating school. 

An examination of the Study One data revealed six adolescent female boarders had a T-score 

on the CDI 2: SR[S] that was in the elevated range. These six potential participants were 

approached by the present researcher and invited to meet at a convenient time, “catch up” 

and chat about their school and boarding school experiences in private. During the meeting 

time the researcher introduced the idea of a brief individually tailored program to help the 

student manage the feelings they were experiencing during the time they were away from 

home. The students were asked what they thought about this and all agreed it was a good 

idea. With their agreement an information sheet explaining the program, the necessary time 

commitment and the benefits it might have, along with a consent form was then sent to the 

parents of the six students (see Appendix Three). All six boarders and their parents 

subsequently consented to participate, which represented a 100% positive return response 

rate. (Written consent was also obtained from the participants themselves.) The structure and 

content of the brief targeted CBT program was then presented to the school’s Director of 

Boarding and the Deputy Principal for review.  (The identities of the students were not 

revealed to anyone.) Permission to proceed was granted.  

 

A preliminary meeting was arranged with each of the participants so they could complete an 

online version of the CDI 2: SR[S] under the guidance of a registered psychologist and also 

to receive a 30-minute training session in how to use the self-recording protocol (i.e., feelings 

thermometer). During this session, the way in which self-recording was to be undertaken 
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was explained. This was then related to example scenarios in which young people might 

describe themselves as feeling sad/depressed and how sad/depressed that person might be 

(e.g., lead up to a test, or having had an argument with a friend). This was then discussed in 

terms of how feelings equated to the scores on the thermometer scale and how people might 

score these feelings. A further example scenario was then provided, and participants were 

asked how these might be self-rated on the thermometer scale. To conclude the session, the 

present researcher asked questions about how to use the self-reporting thermometer and once 

she was confident that the participants were able to do so, the training ceased. At this point 

the researcher drew attention to the two specific times that participants were required to 

record their feelings of sadness/depression (i.e., “immediately before beginning homework” 

and “after handing in electronic communication devices prior to out”). Following this the 

participants were instructed to begin their self-recording at a specified date and time and to 

continue the recordings for that specified period.  

 

With reference to delivering the brief CBT intervention program the participants were told 

the day, date and time when their first session would begin. Following the preliminary 

meeting one of the participants decided that she did not wish to participate in the brief CBT 

intervention. No reasons were presented for this, but as specified in the information sheets, 

participants had the right to change their mind and/or withdraw from the program at any time 

without prejudice.  After a brief discussion with the researcher, the participant agreed to self-

report her feelings of sadness/depression during the two specific times for the duration of 

the program. This person became the Constant Series Control (CSC).  

 

All of the participants met the present researcher (individually) at the designated room in the 

school to undertake the brief CBT sessions. Participants were familiar with this room 

because it is used for regular “catch-ups” with students and for when personal issues require 
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discussion or resolution. All participants reported that they felt comfortable using this room. 

Each session of the intervention lasted for approximately 30-40 minutes and there were one 

or two sessions per week, depending on the curriculum and extra-curriculum activities of the 

school. The aim of the brief CBT program was to expose, challenge and change the distorted 

cognitions the participants were experiencing while in the boarding school setting. 

 

At the conclusion of the program a time was agreed with the participants so that the CDI 2: 

SR[S] could be completed online once again as a post program evaluation. The Constant 

Series Control (CSC) also completed the CDI 2: SR[S]. 

 

Treatment Fidelity or the degree to which practices or interventions are delivered as 

planned or designed (see Perepletchikova & Kazdin, 2005) was assessed. In the present 

study, this comprised the extent to which the primary components of the intervention 

program were delivered and the quality with which the intervention was delivered. The field 

notes taken for each session and maintained by the researcher, along with general comments 

(personal private comments were excluded by the researcher) from the participants across 

all three phases of the program were checked by a second independent person trained and 

formally qualified in the area of child and adolescent mental health. Similarly, the (non-

personal) field notes taken, and the checklist compiled by the researcher for each session 

was checked to ensure the appropriate material was covered during a session. A score of 

80% or above is recommended as an acceptable level for content fidelity (Breitenstein et al., 

2010) and in this present study a level of 86% was achieved. 

 

Data Analysis 

There were several components to the data analysis in this study. First, the group pre and 

post self-report CDI 2: SR[S] depressive symptoms data were examined and compared using 
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paired samples t tests. According to Hair, Black, Babin, Anderson and Tatham (2006), the t-

test assesses the statistically significant difference between two independent sample means 

for a single dependent variable, and works with small group sizes. In the present study paired 

samples t tests were conducted to determine whether there were significant differences in 

group means on the depressive symptoms scores from T1 (pre intervention) to T2 (post 

intervention) using SPSS version 24.0. Where further t-tests were conducted for the 

interrupted time series data mean scores (i.e., self-reported thermometer scores), 

comparisons were also made between T2 (post intervention) and T3 (maintenance). 

 

Second, as recommended in the data analysis of multiple baseline designs, the observational 

raw interrupted time series data for each participant’s behaviours were visually inspected for 

trends in baseline, intervention and maintenance effects (Kazdin, 1982). The visual analysis 

versus the statistical analysis of data has been the subject of debate for some time and so the 

mean rates of behaviours were also calculated.  

 

Third, unlike the vast majority of other interventions, the interrupted time series data were 

also analysed for each specific situation (i.e., “immediately before beginning homework” 

and “after handing in electronic communication devices prior to out”) for each participant 

across each of the phases using DMITSA 2.0 (Crosbie & Sharpley, 1991). DMITSA 2.0 is a 

statistical program specifically designed for the analysis of interrupted time-series data. This 

program can accurately assess slope in the data with only a small number of data points and 

provide output data that are easy to interpret.  

 

Statistical evaluation as a supplement or replacement to visual inspection is not without 

controversy, however. The main objections, according to Kazdin (1982), relate to the use of 

statistical analysis to detect small changes in performance that would likely be rejected by 



117 

visual inspection and may be of no clinical importance, along with the appropriateness of 

the type of statistical analysis chosen. Despite concerns about statistical evaluation of 

baseline - intervention designs, the statistical analysis of results from this present study, in 

conjunction with visual inspection is considered the most thorough and appropriate.  

 

Hypotheses 

Hypothesis I:  There will be significant reductions in group mean CDI 2: SR[S] 

depressive symptom scores following participation in the brief CBT 

targeted  intervention. 

 

Hypothesis II:   There will be significant reductions in group mean sadness/depressive 

feelings scores (thermometer interrupted time series data) from baseline to 

intervention for the “immediately before beginning homework” context 

following participation in the brief CBT based intervention. 

 

Hypothesis III:  There will be significant reductions in group mean sadness/depressive 

feelings scores (thermometer interrupted time series data) from baseline to 

intervention for the “following handing in of electronic communication 

devices” context following participation in the brief targeted CBT based 

intervention. 

 

Hypothesis IV:   There will be no significant change in group mean sadness/depressive 

feelings scores (interrupted time series data) from intervention to 

maintenance for the “immediately before beginning homework” context. 
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Hypothesis V:   There will be no significant change in group mean sadness/depressive 

feelings scores (interrupted time series data) from intervention to 

maintenance for the “following handing in of electronic communication 

devices” context. 

 

Hypothesis VI:  There will be significant reductions in sadness/depressive feelings scores 

(thermometer interrupted time series data) for all individual participants 

from baseline to intervention for the “immediately before beginning 

homework” context following participation in the brief targeted CBT 

based intervention. 

 

Hypothesis VII:  There will be significant reductions in sadness/depressive feelings scores 

(interrupted time series data) for all individual participants from baseline 

to intervention for the “following handing in of electronic communication 

devices” context following participation in the brief targeted CBT based 

intervention. 

 

Hypothesis VIII: Changes in the desired direction will be maintained for all individual 

participants (interrupted time series data) in both specific contexts (i.e., 

“immediately before beginning homework” and “following handing in of 

electronic communication devices”) following cessation of the brief CBT 

intervention. 

Results 

Analysis One: Pre-Post Group Mean Scores for Depressive Symptoms 

A two-tailed paired samples t test was conducted to evaluate the impact of the intervention 

on participants’ mean self-reported depressive symptom scores as measured by the CDI 2: 
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SR[S]. The 95% confidence intervals (CIs) for mean differences are also reported. As can 

be seen in Table 5.2, there was a statistically significant increase in self-reported depressive 

symptom pre to post brief CBT intervention: t (6) = - 2.82, p = .030, 95% CI [- 3.19, -.23]. 

Therefore, Hypothesis I which stated there will be significant reductions in mean CDI 2: 

SR[S] depressive symptom scores following participation in the brief CBT intervention is 

not supported. 
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Table 5.2. Time 1 Baseline and Time 2 Post brief CBT intervention Observed Means, Standard Deviations and 95% Confidence Intervals for self-

reported depressive symptom scores as measured by the CDI 2: SR[S]. 

 

 

 

Category  
T1 

Baseline 

T2 

Post Brief CBT 

 

 CI 

  M SD M SD t p 95% 

         

 

Self-reported 

depressive symptoms   6.43 3.86 8.14 3.71 -2.82 0.03* 

 

--3.19, -.23 

CDI 2: SR[S]          

*p < 0.05 
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Analysis Two: Baseline-Intervention Group Mean Scores (interrupted time series 

thermometer data) 

 

Two scores were self-reported by participants on a daily basis using the thermometer scale. 

These were feelings of sadness/depression “immediately before to beginning homework” 

and “following handing in of electronic communication devices”. As can be seen in Table 

5.3, there were no significant reductions in group mean levels of self-reported feelings of 

sadness/depression from baseline to intervention for (i) immediately before beginning 

homework t (4) = - .072., p = .94, 95% CI [-1.82, 1.73] and (ii) following handing in of 

electronic communication devices, t (4) = -.216, p = .840, 95% CI [-1.72, 1.47].  

 

Table 5.3. Group mean (standard deviations in parentheses) baseline and intervention scores 

and paired t tests for self-reported feelings of sadness/depression at the two specified times 

 

 

Specified Time 

 

Baseline 

Mean (SD) 

 

Intervention 

Mean (SD) 

 

t 

 

p 

(two-tailed) 

 

 

Immediately before 

beginning homework 

 

2.20 

(0.92) 

 

2.24 

(1.79) 

 

-.07 

 

.946 

 

Following handing in of 

electronic communication 

devices 

 

2.22 

(1.34) 

 

2.34 

(1.86) 

 

-.21 

 

.840 

 

 

Therefore, Hypothesis II which stated there will be significant reductions in group mean 

sadness/depressive feelings scores (interrupted time series data) from baseline to 

intervention for the “immediately before beginning homework” context following 

participation in the brief CBT based intervention is not supported. 

 

Therefore, Hypothesis III which stated there will be significant reductions in group mean 

sadness/depressive feelings scores (interrupted time series data) from baseline to 
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intervention for the “following handing in of electronic communication devices” context 

following participation in the brief CBT based intervention is not supported. 

 

Intervention-Maintenance Group Mean Scores (interrupted time series thermometer 

data) 

 

As can be seen in Table 5.4, there were no significant changes from intervention to 

maintenance phases in levels of self-reported feelings of sadness/depression for (i) 

immediately before beginning homework t (4) = - 1.63., p = .177, 95% CI [-1.63, .421] and 

following handing in of electronic communication devices, t (4) = .115, p = .914, 95% CI [-

.509, -.553]. 

 

Table 5.4. Group mean (standard deviations in parentheses) intervention and maintenance 

phase scores and paired t tests for self-reported feelings of sadness/depression at the two 

specified times 

 

 

 

Specified Time 

 

Intervention 

Mean (SD) 

 

Maintenance 

Mean (SD) 

 

t 

 

p 

(two-tailed) 

 

 

Immediately before 

beginning homework 

 

2.25 

(1.79) 

 

2.85 

(1.71) 

 
- 1.63 

 

.177 

 

Following handing in of 

electronic communication 

devices 

 

2.34 

(1.86) 

 

2.32 

(1.74) 

 

.115 

 

.914 

 

 

Therefore, Hypothesis IV which stated there will be no significant change in group mean 

sadness/depressive feelings scores (interrupted time series data) from intervention to 

maintenance phases for the “immediately before beginning homework” context is 

supported. 
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Therefore, Hypothesis V which stated there will be no significant change in group mean 

sadness/depressive feelings scores (interrupted time series data) from intervention to 

maintenance phases for the “following handing in of electronic communication devices” 

context is supported. 

 

(*It should be noted that although the hypotheses are supported in that no significant changes 

were evident, no change had occurred from baseline to intervention.) 

 

Although the paired samples t tests revealed no significant differences in self-reported 

feelings of sadness/depression scores in the baseline-intervention and intervention-

maintenance conditions for before beginning homework and following handing in of 

electronic communication devices, the individual data trends for many of the participants 

appeared to be in the desired direction. As can be the case in an intervention study, the 

changes in a small number of participants can affect the group mean scores, thereby masking 

change at the individual level. Therefore, the interrupted time series data trends for each 

individual across baseline to intervention, and intervention to maintenance were further 

examined using DMITSA 2. 
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Analysis Three: Individual participant’s interrupted time series data scores 

 

Participant 1. 

Figure 5.1.  Participant 1 interrupted time series data trends. 

 

 

 

A visual inspection of the raw data in Figure 5.1 revealed that the trends of self-reported 

depressive symptoms/sadness scores for Participant 1 were quite unstable across both of the 

identified contexts (abbreviated here for brevity) during baseline with ranges and mean rates 

as follows: immediately before beginning homework (range 0 - 3, M = 1.33); and following 

handing in of electronic communication devices (range 0 - 4, M = 1.67). When the brief 

targeted CBT intervention was introduced, Participant 1’s trends for both identified contexts 

remained relatively unstable, but showed some stability (with some slight indication of 

descending and ascending trends during intervention) with ranges and means as follows: 

immediately before beginning homework (range 0 - 1, M = 0.60); and following handing in 

of electronic communication devices (range 0 - 1, M = 0.4). When the intervention ceased 

and maintenance data were gathered the trends appeared to increase sharply (i.e., ascending) 

for immediately before beginning homework (range 0 - 6, M = 2.60), but remained relatively 

stable for following handing in of electronic communication devices (range 0 - 1, M = 0.80). 
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As shown in Tables 5.5 and 5.6, analysis of the data using DMITSA 2.0 revealed no 

significant changes in trends from baseline to intervention, and from intervention to 

maintenance for immediately before beginning homework and following handing in 

electronic communication devices, respectively. It is worth noting, however, that for 

following handing in of electronic communication devices Participant 1’s reduction from 

baseline to intervention almost reached levels of statistical significance (i.e., p = 0.07). 

 

Table 5.5. Participant 1 - interrupted time series data trends of self-reported feelings of 

sadness/depression for baseline and intervention.  

 

 

Baseline to Intervention 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 2) 

 

1.567 

 

0.39 

 

Following handing in of 

electronic communication 

devices 

(2, 2) 

 

11.702 

 

0.07 

 

Table 5.6. Participant 1 - interrupted time series data trends of self-reported feelings of 

sadness/depression for intervention and maintenance.  

 

 

Intervention to Maintenance 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 4) 

 

2.72 

 

0.18 

 

Following handing in of 

electronic communication 

devices 

 (2, 4) 

 

3.77 

 

0.12 
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Participant 2 

Figure 5.2.  Participant 2 interrupted time series data. 

 

 

 

A visual inspection of Participant 2’s raw data in Figure 5.2 revealed that the trends of self-

reported feelings of sadness/depression for Participant 2 were relatively unstable across both 

of the identified contexts during baseline. Ranges and mean rates were as follows: 

immediately before beginning homework (range 2 - 5, M = 3.55); and following handing in 

of electronic communication devices (range 2 - 5, M = 3.67). When the brief targeted CBT 

intervention was introduced, Participant 2’s trends for both identified contexts remained 

similarly relatively unstable during intervention, with ranges and means as follows: 

immediately before beginning homework (range 3 - 5, M = 3.55); and following handing in 

of electronic communication devices (range 2 - 5, M = 3.45). When the intervention ceased 

and maintenance data were gathered the trends showed some initial indication of descending, 

but then rapidly ascended with indications that these trends may continue for immediately 

before beginning homework (range 1 - 6, M = 3.90) and for following handing in of 

electronic communication devices (range 2 - 5, M = 3.90). 
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As shown in Tables 5.7 and 5.8, analysis of the data using DMITSA 2.0 revealed no 

significant changes from baseline to intervention, and from intervention to maintenance for 

immediately before beginning homework and following handing in of electronic 

communication devices, respectively.  

 

Table 5.7. Participant 2 - interrupted time series data trends of self-reported feelings of 

sadness/depression for baseline and intervention. 

 

 

Baseline to Intervention 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 11) 

 

0.568 

 

0.58 

 

Following handing in of 

electronic communication 

devices 

(2, 11) 

 

3.22 

 

0.07 

 

*It is worth noting that (similar to Participant 1) for immediately following handing in of 

electronic communication devices, Participant 2’s reduction from baseline to intervention 

almost reached levels of statistical significance (i.e., p = 0.07) . 

 

Table 5.8. Participant 2 - interrupted time series data trends of self-reported feelings of 

sadness/depression for intervention and maintenance. 

 

 

Intervention to Maintenance 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

 (2, 15) 

 

0.093 

 

0.91 

 

Following handing in of 

electronic communication 

devices 

(2, 15) 

 

0.20 

 

0.82 
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Participant 3 

Figure 5.3.  Participant 3 interrupted time series data. 

 

 

 

A visual inspection of Participant 3’s raw data revealed that the trends of self-reported 

feelings of sadness/depression for Participant 3 were very unstable across both of the 

identified contexts during baseline. Ranges and mean rates were as follows: immediately 

before beginning homework (range 0 - 5, M = 2.71); and following handing in of electronic 

communication devices (range 0 - 7, M = 3.43). When the brief targeted CBT intervention 

was introduced, Participant 3’s trends for both identified behaviours remained unstable 

during intervention with ranges and means as follows: immediately before beginning 

homework (range 0 - 4, M = 2.50); and following handing in of electronic communication 

devices (range 0 - 7, M = 3. 50). When the intervention ceased and maintenance data were 

gathered the trends remained unstable in both contexts, with ranges and means as follows: 

immediately before beginning homework (range 0 - 7, M = 3.10); and following handing in 

of electronic communication devices (range 0 - 7, M = 3. 20).  

 

As shown in Table 5.9 and 5.10, analysis of the data using DMITSA 2.0 revealed no 

significant changes from baseline to intervention, and from intervention to maintenance for 
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immediately before beginning homework and following handing in of electronic 

communication devices, respectively.  

 

Table 5.9. Participant 3 - interrupted time series data trends of self-reported feelings of 

sadness/depression for baseline and intervention. 

 

 

Baseline to Intervention 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 11) 

 

1.378 

 

0.29 

 

Following handing in of 

electronic communication 

devices 

(2, 11) 

 

0.449 

 

0.65 

 

Table 5.10. Participant 3 - interrupted time series data trends of self-reported feelings of 

sadness/depression for intervention and maintenance. 

 

 

Intervention to Maintenance 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 14) 

 

0.744 

 

0.49 

 

Following handing in of 

electronic communication 

devices 

(2, 14) 

 

0.080 

 

0.92 
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Participant 4 

Figure 5.4.  Participant 4 interrupted time series data. 

 

 

 

A visual inspection of Participant 4’s raw data in Figure 5.4 revealed that the trends of self-

reported feelings of sadness/depression for Participant 4 during baseline were relatively 

unstable for  immediately before beginning homework (range 0 - 3, M = 1.88), and similarly 

unstable for following handing in of electronic communication devices (range 0 - 5, M = 

1.88). When the brief targeted CBT intervention was introduced, Participant 4’s trends for 

both identified contexts appeared to increase, although remaining unstable, during 

intervention with ranges and means as follows: immediately before beginning homework 

(range 2 - 6, M = 4.33); and following handing in of electronic communication devices (range 

3 - 7, M = 4.11). When the intervention ceased and maintenance data were gathered the 

trends for Participant 4 appeared to become more unstable for immediately before beginning 

homework (range 2 - 8, M = 4.50) and for following handing in of electronic communication 

devices (range 0 - 7, M = 3.60).  

 

As shown in Tables 5.11 and 5.12, analysis of the data using DMITSA 2.0 revealed no 

significant changes from baseline to intervention, and from intervention to maintenance for 
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immediately before beginning homework and following handing in of electronic 

communication devices, respectively.  

 

Table 5.11. Participant 4 - interrupted time series data trends of self-reported feelings of 

sadness/depression for baseline and intervention. 

 

 

Baseline to Intervention 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 11) 

 

0.443 

 

0.65 

 

Following handing in of 

electronic communication 

devices 

(2, 11) 

 

3.594 

 

0.06 

 

*It is worth noting that Participant 4’s self-reported increase in feelings of 

sadness/depression for following handing in of electronic communication devices from 

baseline to intervention (i.e., p = 0.06) almost reached levels of statistical significance. 

 

Table 5.12. Participant 4 - interrupted time series data trends of self-reported feelings of 

sadness/depression for intervention and maintenance. 

 

 

Intervention to Maintenance 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 13) 

 

1.078 

 

0.37 

 

Following handing in electronic 

communication devices 

(2, 13) 
 

0.221 

 

0.80 
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Participant 5 

Figure 5.5.  Participant 5 interrupted time series data. 

 

 

 

A visual inspection of Participant 5’s raw data trends in Figure 5.5 revealed that the trends 

of self-reported feelings of sadness/depression for Participant 5 during baseline were 

initially unstable across both of the identified contexts. These trends appeared to become 

more stable (especially for following handing in of electronic communication devices) as 

the baseline phase progressed, however. Ranges and mean rates were as follows: 

immediately before beginning homework (range 0 - 5, M = 1.56); and following handing in 

of electronic communication devices (range 0 - 3, M = 0.44). When the brief targeted CBT 

intervention was introduced, Participant 5’s trends for both identified contexts became 

relatively more stable during intervention with ranges and means as follows: immediately 

before beginning homework (range 0 – 2, M = 0.25); and following handing in of electronic 

communication devices (range 0 - 1, M = 0.25). When the intervention ceased and 

maintenance data were gathered the trends appeared flat in nature for both contexts with 

ranges and means as follows: immediately before beginning homework (range 0 - 1, M = 

0.10); and following handing in of electronic communication devices (range 0 - 1, M = 0.10).  
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As shown in Tables 5.13 and 5.14, analysis of the data using DMITSA 2.0 revealed no 

significant changes from baseline to intervention, and from intervention to maintenance for 

immediately before beginning homework and following handing in of electronic 

communication devices, respectively.  

 

Table 5.13. Participant 5 - interrupted time series data trends of self-reported feelings of 

sadness/depression for baseline and intervention. 

 

 

Baseline to Intervention 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 11) 

 

2.314 

 

0.14 

 

Following handing in of 

electronic communication 

devices 

(2, 11) 

 

1.182 

 

0.21 

 

 

Table 5.14. Participant 5 - interrupted time series data trends of self-reported feelings of 

sadness/depression for intervention and maintenance. 

 

 

Intervention to Maintenance 

 

DMITSA 

 

F 

 

p 

 

Immediately before beginning 

homework 

 

(2, 12) 

 

0.825 

 

0.46 

 

Following handing in of 

electronic communication 

devices 

(2, 12) 

 

1.758 

 

0.21 

 

Therefore, Hypothesis VI which stated there will be significant reductions in 

sadness/depressive feelings scores (interrupted time series data) for all participants from 
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baseline to intervention for the “immediately before beginning homework” context following 

participation in the brief CBT based intervention is not supported. 

 

Therefore, Hypothesis VII which stated there will be significant reductions in 

sadness/depressive feelings scores (interrupted time series data) for all participants from 

baseline to intervention for the “following handing in electronic communication devices” 

context following participation in the brief CBT based intervention is not supported. 

 

Therefore, Hypothesis VIII which stated changes in the desired direction will be maintained 

for all participants in both specific contexts (i.e., immediately before beginning homework 

and following handing in of electronic communication devices) following cessation of the 

CBT intervention, is not supported. 

 

Constant Series Control 

Figure 5.6.  Constant series control interrupted time series data. 

 

 

 

Barlow, Hayes and Nelson (1986, p. 268) argued that constant series controls (CSC) very 

often “emerge very naturally in the course of applied practice”. The purpose of including a 
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CSC is to reduce the likelihood that extraneous events could have been responsible for the 

changes seen in the other participants. Working in real world contexts such as in the present 

study, one of the participants decided that after completing the pre-intervention assessments 

she did not want to be involved in the intervention itself. She offered no explanation for this 

decision, but on being invited to continue collecting data subsequently agreed. Twenty seven 

data points were collected by the CSC throughout the study duration. It appears evident from 

Figure 5.6 that the CSC’s raw data trends revealed initial high rates for the immediately 

before beginning homework context, but these seemed to decline and remain relatively stable 

for the duration of the study. For the following handing in of electronic communication 

devices context the trends appeared to remain relatively stable across the duration of the 

study. For the CSC, the range and mean rate for self-reported feelings of sadness/depression 

were: immediately before beginning homework (range 3 - 10, M = 5.89) and following 

handing in of electronic communication devices (range 2 - 7, M = 5.07). All data points 

appear to reflect relative stability at certain times across the 27 data points. 

 

Summary 

This third study of the thesis responded to the findings of the first two studies by introducing 

and evaluating a brief targeted CBT intervention with adolescent female secondary school 

boarders. To date, it appears that very limited research has been conducted with this 

population and interventions are even scarcer. In addition, the present study is somewhat 

unique in that it responded to the crowded secondary school curriculum that places demands 

on the available time of school psychologists, pastoral staff, teachers and students. It did this 

by introducing a brief targeted CBT program (rather than a standardised lengthy and costly 

CBT program), which also specifically focused on two contexts identified as invoking 

heightened feelings of sadness/depression. Therefore, this present study adds substantially 

to the limited research literature to date. Moreover, this third study also collected interrupted 
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time series data and analysed it using DMITSA 2.0, which analyses interrupted time series 

single subject data. This analysis of group versus individual data brought a greater level of 

scrutiny to evaluating the efficacy of the brief CBT targeted program. To date, studies have 

relied on pre-post group mean score comparisons and/or visual examination of the data 

alone. A constant series control was also included in this third study. While the “multiple 

baseline itself is strong without the constant series control, its inclusion provides additional 

control and strengthens the between series comparisons” (Barlow, Hayes, & Nelson, 1986, 

p. 267). 

 

Jarrett and Ollendick (2012) argued that an important outcome for measuring and evaluating 

program/treatment success is the rate of completion. Using this metric the brief CBT targeted 

program was highly successful because all participants who were involved completed it. 

However, although participant’s adherence to the program was excellent and the delivery of 

the program to each individual followed the standardised format, the brief program itself did 

not prove very effective in reducing any of the participant’s feelings of sadness/depression 

in either or both of the specific contexts. While the reasons for this will be discussed in 

greater detail in the final chapter of this thesis, it is worth noting that the major challenge 

when evaluating prevention programs in schools, is “they (i.e., schools) are complex, diverse 

and haphazard systems, and rarely implement programmes singly to meet the varied needs, 

abilities and motivations …. of their diverse student populations” (Chong & Lee, 2020, p. 

not yet available). 
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CHAPTER SIX 

 

GENERAL DISCUSSION 

  

The three separate, yet inter-related studies conducted as part of the thesis are now discussed 

in this final chapter. A relatively brief discussion or summary was presented at the 

conclusion of each of the studies earlier in the thesis regarding their key findings. To further 

develop, interpret and understand the findings as a coherent whole, this final chapter of the 

thesis presents a general discussion, which seeks to interpret and then juxtapose the overall 

findings into the literature which was critically reviewed in Chapter Two. 

 

Overall, the research detailed in this thesis examines feelings of loneliness and symptoms of 

depression as experienced by Western Australian female adolescents in boarding school 

settings. In doing, so the research further validated the PALs and the CDI 2: SR[S] as 

instruments for reliably assessing loneliness and depressive symptoms, respectively. 

However, to obtain satisfactory model fit in the latter measure, a number of items were 

iteratively removed. Differences in loneliness and depressive symptoms in adolescent 

females in different high school boarding and non-boarding settings were then identified via 

multivariate statistical tests. It was subsequently deemed necessary to identify any specific 

situations and scenarios whereby feelings of loneliness and depressive symptoms arose 

among the adolescent females in boarding schools. Focus group discussions allowed for a 

vigorous examination of this along with other aspects of boarding school. The findings from 

the two first studies led to the implementation of an innovative brief school based targeted 

CBT intervention to remediate depressive symptoms in adolescent female boarders.  
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This final chapter discusses and interprets the findings obtained from the three studies. 

Following this, the educational implications of the findings from the current research are 

presented along with an acknowledgement of any limitations. Possible directions for future 

research are then offered.  

 

Approximately 80% of adolescents in general report feeling lonely at some time and up to 

22% experience loneliness in a chronic form (Houghton et al. 2016; van Dulmen & Goossens 

2013). According to Qualter et al. (2015), loneliness even manifests among those surrounded 

by large numbers of others and/or with numerous contacts, followers, or friends on social 

media. The research evidence presented to date is clear that loneliness is strongly linked with 

a constellation of mental health problems (e.g., depression, anxiety: Cacioppo et al., 2002; 

Cacioppo et al., 2006; Heinrich & Gullone, 2006), and is as strong a risk factor for broad 

based morbidity and mortality as smoking, obesity, sedentary lifestyle, and high blood 

pressure (Cacioppo et al. 2019). Research (e.g., Gvion et al., 2014; Qualter et al., 2013) has 

also demonstrated a trajectory of increasing loneliness during adolescence predicts 

depression, self-harming and suicide ideation. There is no doubting that loneliness is toxic. 

 

Along with loneliness, depression is one of the most prevalent mental health problems 

occurring among adolescents in any one given year (Merikangas et al. 2009; see Patel 2017). 

Approximately 5-9% of adolescents are clinically depressed (Goldfield et al., 2016) and 25% 

have experienced a depressive episode by the end of adolescence (Hoare et al., 2016). This 

is more pronounced in females who are twice as likely as males to experience depressive 

episodes (Hankin et al., 2007). In up to 16% of adolescents, sub-clinical levels of depressive 

symptoms are evident (i.e., the presence of clinically relevant depressive symptoms that do 

not meet the full criteria of a major depressive episode) (Bertha & Balazs, 2013). These 

increase the risk of depression and other psychopathology later in life considerably (Bertha 
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& Balazs, 2013). However, while loneliness represents a significant individual risk factor 

for maladjustment it is also a modifiable experience (Masi, Chen, Hawkley, & Cacioppo, 

2010) thereby marking it as a potential agent to change mental health. 

 

Having reliable instruments that identify feelings of loneliness and depressive symptoms in 

young people, particularly those in settings where risk is heightened, is therefore essential.  

In line with this, Research Question I of this thesis enquired are the instruments to measure 

loneliness (i.e., Perth Aloneness Scale – PALs, Houghton et al., 2014) and depressive 

symptoms the CDI 2: SR[S] (Kovacs, 2004) reliable measures with female adolescent 

boarders? 

 

There is extensive research that demonstrates the PALs and (to a lesser extent) the CDI 2: 

SR[S] are highly reliable measures. Studies utilising the PALs with large samples of 

adolescents (Houghton et al., 2014, 2015, 2016, 2020) have confirmed four correlated factors 

with satisfactory model fit statistics and strong internal reliabilities. In the present study, two 

items in the PALs were iteratively deleted to improve model fit. Using confirmatory factor 

analyses on data covering the full 24 items of the PALs a less than acceptable model fit was 

achieved. When two of the Positive Attitude to Solitude items were removed an acceptable 

fit was demonstrated. The estimate of reliability was also sufficiently high (Cronbach 

coefficient alpha α = .83). This current study is the first to establish the psychometrics of the 

PALs with adolescent females in boarding schools, and it may be that this setting in which 

young people find themselves far from home, isolated from family and friends, is unique in 

terms of how it is represented in terms of loneliness.  

 

Although satisfactory model fit and high internal reliabilities have been demonstrated for the 

CDI 2: SR[S] (e.g., Houghton et al., 2018; Khoury et al., 2020; Klaufus et al., 2020; Kovacs, 
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2004; Zadow et al., 2017), Ahlen and Ghaderi (2017) commented that in comparison to the 

original CDI, the CDI–S and SR have not been rigorously evaluated for their 

psychometrics. In their study of the CDI–S, Ahlen and Ghaderi (2017) conducted a series of 

exploratory factor analyses and found the CDI–S is most adequately interpreted as a 

unidimensional measure. They concluded, however, that future studies are necessary to 

acquire a more comprehensive understanding of the validity of the CDI–S.   

 

In the present study, items were iteratively deleted to improve model fit. The 12-item CDI 

2: SR[S] initially demonstrated less than satisfactory model fit and it was only after the 

deletion of five items that adequate model fit was achieved. This 7-item version of the CDI 

2: SR[S] achieved an estimate of reliability of 0.88, which was sufficient enough to provide 

confidence in the use of its total score. It is worth noting that deletion of items has been 

necessary in other studies to improve reliability. For example, following satisfactory 

exploratory and confirmatory factor analyses de la Vega et al. (2016) deleted items to 

produce an eight item version of the measure. The deletion of items in the present research 

increased internal reliability substantially. 

 

In the current research two Positive Attitude to Solitude items were removed from the PALs. 

Previous research with the PALs (Houghton et al., 2016) demonstrated that the behavioural 

dimensions of loneliness (i.e., Friendship Related Loneliness and Isolation), rather than the 

attitudinal ones were more important to young people. Moreover, a recent Rasch analysis of 

the PALs considered that some wording of PALs items were similar, suggesting some could 

be considered redundant and therefor reducing the overall item total. Thus, deleting items in 

this current research to obtain a stronger model fit for loneliness is justified. 
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Therefore, in response to Research Question 1, the PALs and CDI 2: SR[S] in their full 

formats are not totally reliable measures with female adolescent boarders. Both instruments 

required items to be removed to improve their reliability. This was achieved, however, and 

establishing both measures as reliable provides schools, school psychologists and 

researchers with the ability to measure key aspects of mental health. Moreover, it provides 

for opportunities to test for differences between different mainstream school populations and 

populations at heightened risk of loneliness and depressive symptoms. This is important if 

recommendations regarding the mental health of young females who are in boarding schools 

are to be provided to teachers and parents.  

 

To gauge loneliness in adolescent females in boarding schools, Research Question 2 asked 

what are the major dimensions representing loneliness in female adolescent boarders? The 

importance of understanding loneliness in vulnerable populations, such as adolescent 

females in boarding school settings, cannot be underestimated because the pain of loneliness 

can be so great for some that problems with social relationships in combination with 

loneliness are more associated with lethal suicide attempts than mental pain and depression 

are associated with suicidal behaviour in general (Gvion et al., 2014). Conversely, it is 

known that having friends to interact with in activities such as talking, having fun, and 

disclosing personal information is vitally important for adolescents’ mental wellbeing 

(Newland et al., 2019). Furthermore, the research clearly demonstrates having positive 

quality friendships adds benefit above that of just having a friend (Schmidt & Bagwell, 

2007).  

 

The adolescent females in the present study, including the boarders, conceptualised 

loneliness like other adolescents, in general. That is, as being represented by four correlated 

factors, namely friendship related loneliness (i.e., quality of friendships), isolation 
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loneliness, and positive and negative attitudes to solitude. In doing so, loneliness was viewed 

as a multidimensional construct thereby providing further support that loneliness varies in 

intensity and across causes and circumstances (see DiTommaso & Spinner, 1993; Goosens 

et al., 2009; Heinrich & Gullone, 2006; Houghton et al., 2014; Oshagan & Allen, 1992; 

Schinka, Van Dulmen, Bossarte, & Swahn, 2012; Qualter et al., 2013; Weiss, 1973, 1974) 

and according to differing social relationships (Hawkley, Browne, & Cacioppo, 2005; 

Hawkley, Gu, Luo, & Cacioppo, 2012).  

 

In some ways, the dimensions representing adolescent loneliness reflect those of their older 

tertiary education peers (see Hawkley et al., 2005). For example, in this present study 

Friendship Related Loneliness is concerned with having true friends who can be trusted and 

who can be turned to for support. In the work by Hawkley et al. (2005), “There are people I 

feel close to”, “There are people I can turn to”, and “There are people who really understand 

me” represented Relational Connectedness. Previous research with female boarding school 

students shows they seek help from their friends if they have a problem, or in the event of a 

problem, they would most likely turn to their peers (see Hodge et al., 2016). Moreover, 

according to Hodge et al. (2016), boarders form close relationships with other boarders, 

which was seen to be a strength for their development. In the present study the Isolation 

Loneliness factor reflected social dissatisfaction at a personal level and was evidenced 

through the absence of friends or not having friends. Similarly, in tertiary students (Hawkley 

et al., 2005), this was reflected by “There is no one I can turn to”, “I am no longer close to 

anyone”, I feel left out”, and “I lack companionship”, and was also labelled Isolation. 

 

The present findings also show that adolescent females, including boarders, can distinguish 

different attributes of loneliness, such as solitude and loneliness (Buchholz & Catton, 1999; 

Goossens et al., 2009). This is important because according to Mund et al. (2020) there has 
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been an almost exclusive focus on differences in loneliness among adults even though 

several studies have shown that children as young as six years of age have a basic 

understanding of what it means to be lonely. Indeed, loneliness has the same negative 

consequences for the mental health of children as it has for adults (Hawkley & Capitanio, 

2015), which underscores the importance of including young people when examining 

loneliness. Moreover, up to 25% of 12 to 17 year olds in Australia (12.8% of females) report 

a mental health disorder in any one year (Hafekost, Johnson, Lawrence, Sawyer, Ainley, 

Mihalopoulos, & Zubrick, 2016) and  by 2020 mental health problems are expected to make 

up 15% of global disease (World Health Organisation, 2005). For a significant number of 

adolescents mental health problems result in catastrophic immediate and longer-term 

outcomes, including suicide (Hafekost et al., 2016; see UNICEF Office of Research, 2017).  

 

In the context of the present research, it is known that there are substantial social and 

emotional implications for boarders because they spend long periods away from their home 

environment and family (Hodges et al., 2016). Moreover, it has been posited that sharing 

accommodation with peers 24 hours a day, 7 days a week, and having boarding school staff 

as substitute care givers, only adds to the challenges placed on the mental health and 

wellbeing of boarding school students (Hodges et al., 2016). This can lead to some 

individuals experiencing chronic levels of loneliness and associated heightened levels of 

depressive-like symptoms (Xiao et al., 2020). Therefore, examining whether adolescent 

females who are at boarding school experience loneliness and associated depressive 

symptoms the same as their non-barding counterparts is therefore important, especially in 

terms of potential treatment approaches. 

 

Research Question 3 enquired are there differences in loneliness and depressive symptoms 

in relation to age, boarder/non-boarder and school status (government, non-government, 
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metropolitan, rural status)? To answer this, samples of female adolescents from 

metropolitan non-government girls schools, metropolitan government secondary schools 

and government secondary schools situated in rural areas of Western Australia were 

recruited. Of the participants in the non-government schools, n = 58 were boarders. Although 

this is a relatively small sample in comparison to the non-boarders, it was sufficient to 

establish differences between the two distinct groups. 

 

Adolescence is a sensitive developmental phase, during which friendships can provide 

numerous social and emotional benefits (Rose & Rudolph, 2006) that strongly influence 

development (Bukowski et al., 2010). This influence is particularly strong as adolescents 

seek independence and move away from family and home centred activities (Chipuer & 

Pretty, 2000; Laursen & Hartl, 2013). At this time loneliness can have a significant negative 

impact. On the other hand, there is evidence that for some, loneliness can be positive and 

experienced as pleasure (e.g., solitude; Lindholm, Granstrom, & Lindstrom, 2001).  

 

In the present research, the adolescent females in boarding schools experienced similar levels 

of loneliness to the non-boarding non-government and government school female 

adolescents, as measured by the PALs. Where they differed was on Positive Attitude to 

Solitude (i.e., positive aspects and benefits of being alone such as relaxing, happiness). 

Specifically, the females in the boarding school had significantly higher levels and it may 

be, as postulated by Rose and Rudolph (2006) that friendships provide numerous social and 

emotional benefits. In addition, this finding supports Lindholm, Granstrom, and Lindstrom 

(2001) who argued that for some individuals loneliness can be positive and experienced as 

pleasure (e.g., solitude). In fact, the ability to engage in solitary activities, especially for self-

reflection and contemplation of personal problems can be positive and developmentally 

important for adolescents (Leary et al., 2003) and may even “open a path for greater self-



145 

insight and to become more thoughtful and reflective adults” (Leary, Herbst, & McCrary, 

2003, p. 295). Furthermore, this finding of greater levels of positive attitude to being alone 

opens up possibilities for future intervention. For example, it may be that boarding schools 

can develop simple strategies which teach young females how to view their time away from 

home more positively and to utilize it in more satisfying ways. That these young females 

often view their peers as surrogate families provides a resource that teachers can explore. 

For instance, pairing students or forming small groups of students to be involved in 

collaborative problem solving might enhance positive attitudes in times of aloneness.  Data 

pertaining to loneliness among boarding school students is almost non-existent in Australia 

and elsewhere. Therefore, the present findings make a unique contribution to the research 

literature on loneliness and the boarding school experience. 

 

With reference to depressive symptoms, the non-government school female adolescents 

scored significantly higher than the three other groups, which tends to substantiate the fear 

concerning the emotional well-being and psychological needs expressed by the parents of 

boarders (see Mander, 2015; McCarthy, 2016). Two studies (Bramston & Patrick, 2007; 

Whyte & Boylan, 2008) of relatively small samples found no differences in 

“symptomatology-associated anxiousness or depression” among boarding and non-boarding 

school students. Conversely, greater levels of homesickness, unhappiness, symptoms of 

depression, emotional instability and maladaptive motivation have been found among 

boarding school students (Downes, 2001, 2003; Fisher, Elder, & Peacock, 1990; Mander & 

Lester, 2017; Mander, Lester, & Cross, 2015; Martin, Papworth, Ginns, & Liem, 2014). 

 

These two main findings appear somewhat antithetical in that young females away from 

home and their family were found to have a more positive attitude to being on their own than 

their non-boarding peers, yet report greater levels of depressive symptoms. These two 
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significant findings remained robust even when differences in age were taken into account. 

The question is, how can young females who are away from home and experiencing 

depressive symptoms have such a positive attitude to being on their own? White (2004) 

reported that boarders drew some of their personal values from the boarding house as well 

as their family, while Hodges et al. (2016) stated that boarders conceptualised the boarding 

environment as a “home away from home”. This outcome must be considered in the context 

of some of the findings related to Research Question 4 which asked what specific situations 

and scenarios do adolescent female boarders associate with feelings of loneliness and 

depressive symptoms? 

 

To address Research Question 4, follow-up focus group interviews were carried out with 45 

females from the non-government independent girl’s school that provided the boarding 

school sample in Study One of this thesis. All of the participants reported they felt “sad”, 

“depressed” and “anxious” when they first arrived at boarding school which is similar to 

the findings presented by Martin, Papworth, Ginns and Liem’s (2014) and Mander, Lester 

and Cross (2015). These feelings tended to continue throughout the entire time spent in the 

boarding school, but were particularly heightened at two specific times, namely immediately 

before beginning homework during the evenings and when mobile communication devices 

were handed in prior to sleeping. These two times were associated with home and family 

members and specifically being able to turn to them when needing to. In identifying these 

two specific times the present research has extended Mander, Lester, and Cross’s (2015) 

research finding recommendations that urged schools to target their interventions and 

education with young people in boarding schools.  

 

The findings from Study Two in the current thesis are also closely linked to the findings 

from Study One (see Research Question 2), that demonstrated there were no differences 
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between the various groups of females in Friendship Related Loneliness. In other words, 

quality friends were just as important to the boarding school females as their non-boarding 

counterparts, and in their case especially as a source of support at times of sadness and 

depression when “times were tough”. However, the boarding school students frequently 

referred to quality friends as a substitute for, or an extension of, their absent family. It may 

be that the special bond that develops during periods of residence in boarding schools (see 

Hodge et al., 2016; White 2004) contributes to greater levels of positive attitude to solitude 

than the other non-boarding participants. On the other hand, being able to get away from 

fellow boarders (even though feeling closest to them in terms of friendships) was seen as a 

positive in that it gave a period of reflection or solitude. This provided opportunities to 

relax, wind down and get away from it all. This is an important finding because Hodge et 

al. (2016) found boarders reported having no personal space, and along with the lack of 

privacy they experienced was cited as a limitation of the boarding school environment. 

 

According to Leary et al. (2003), the ability to engage in solitary activities, especially for 

self-reflection and contemplation of personal problems can be positive and developmentally 

important in adolescence. Indeed, solitude is seen as a positive condition fostering identity 

formation, concentration, creativity, learning, and self-regulation (cf., Heinrich & Gullone, 

2006). It is not surprising therefore, that the young women in boarding schools felt 

positively towards having some time to spend on their own. However, having made this 

point it was at specific times, (i.e., when there was limited access to friends and family) that 

the boarding school students reported experiencing heightened levels of depressive 

symptoms. During these times they reflected positively about the times they had with family 

and friends at home. Therefore, this time alone appears to be somewhat confusing for these 

young females. On the one hand they experienced positive feelings about being able to get 

away from friends and relax and reflect, but at the same time they thought about family and 
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home, which led to feelings of sadness/depression. It is possible that these feelings may 

have been exacerbated because the female boarders in the present study remarked on the 

sacrifices their parents were making so they could attend the school and gain a strong 

education. Research has shown that boarders are aware of the sacrifices parents make for 

them to attend a good school (Poynting & Donaldson 2005) and it may be that this 

encourages boarding school students to portray or even develop a positive attitude to being 

on their own. 

 

Reconciling their parent’s sacrifices with their own feelings of sadness at being away from 

home may, however, contribute to the heightened levels of depressive symptoms found in 

this study. There is evidence that boarders can appear outwardly successful, but struggle 

internally because of feeling lonely and emotionally deprived (Duffell, 2000; Poynting & 

Donaldson, 2005; Schaverien, 2004, 2011). The two particular times in the present Study 

Two that the female boarding school students identified as depressive are supportive of this 

“internal struggle”; both times were associated with thoughts about family disconnection 

while at the same time recognition of the sacrifices being made on their behalf.  

 

During the focus group interviews, the boarding school students  talked about keeping their 

feelings bottled up inside because “Mum and Dad are sacrificing so much to send me here 

and I do not want to upset them”. Some even spoke about feeling “so helpless and then even 

worse after chatting with them as I knew my Mum would be awake that night worrying 

about me”. This is a crucial point requiring immediate recognition because helplessness can 

be conceptualised as a psychological state of resignation after experiencing negative, 

uncontrollable events (e.g., Seligman, 2000). Furthermore, it is characterized by a loss of 

motivation, the belief that one has no means to produce the desired positive outcome in the 

future, and depressed affect (e.g., see Heyder & Brunner, 2018). Longitudinal studies show 

https://www.sciencedirect.com/science/article/pii/S1041608018300220#bb0365
https://www.sciencedirect.com/science/article/pii/S1041608018300220#bb0365
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that helpless students' depressive symptoms increase and their academic engagement 

decreases; poor academic performance, coupled with a feeling of helplessness is considered 

a substantial risk factor for school dropout (Van Houtte & Demanet, 2016). It is therefore 

important to assist females who are in boarding schools to effectively manage the 

maladaptive thoughts they experience, especially in terms of this internal struggle they 

described.  

 

As outlined in Chapter Two of this thesis, the most successful interventions for addressing 

maladaptive social cognition utilise cognitive behavioural therapy (CBT) (Young, 1982). 

However, although CBT is a widely accepted and empirically validated psychological 

approach for treating depression (Saw, Tam, & Bonn, 2019), including in adolescents (e.g., 

David-Ferdon & Kaslow, 2008; Dray et al., 2017; Feiss et al., 2019; Oud et al., 2019) there 

are issues with how it fits in the regular school timetable. However, in Study 3 of this thesis, 

implementing and delivering the brief targeted CBT intervention provided support for 

previous research that has suggested schools and their systems provide natural and accessible 

ways to reach young people (see Carroll et al., 2016; Werner-Seidler, et al., 2016).  

 

There is substantial evidence from previous studies that demonstrate CBT programs can be 

highly successful when implemented in schools (e.g., Arnarson & Craighead, 2009; 

Fernández-Martínez, et al., 2020; Gaete et al., 2016; Gillham et al., 2012; Jasvindar et al., 

2014; Poppelaars, et al., 2016; Saw et al., 2019; Stice et al., 2010; Teoh, 2010). However, 

school-based CBT programs are often too long, both in terms of total number of sessions 

required and the duration of each session to be framed within the regular school day (see 

Fernández-Martínez, et al., 2020; Wijnhoven et al., 2014). The present research sought to 

address this criticism. Consequently, Study 3 of this thesis developed and implemented a 

brief targeted CBT program for the two specific times (prior to beginning homework in the 

https://www.sciencedirect.com/science/article/pii/S1041608018300220#bb0420
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evening and following handing in of electronic communication devices) where heightened 

feelings of sadness/depressive symptoms were evoked. In line with this, Research Question 

5 asked: How effective is a brief individualised school-based CBT program in reducing 

depressive symptoms in female adolescent boarders? 

 

If the rate of program completion and/or attendance at individual CBT program sessions was 

used as an outcome measure of program/treatment success (see Jarrett & Ollendick, 2012) 

then the brief CBT program implemented in Study 3 would be classified as highly successful. 

A primary reason for the high level of treatment fidelity in the present research included 

preparing for the intervention and the on-going assessment, monitoring and enhancement of 

the study (see Borrelli, 2011). Prior to the intervention, for example, the treatment manual 

and the thermometer scale self-recording protocol were reviewed by two highly experienced 

child and adolescent psychologists/academics. As a result the program materials were user 

friendly and theoretically based. In addition, there were extensive discussions about the 

number, frequency and length (of time) for each intervention session, including with 

experienced educators; CBT sessions were also monitored throughout the intervention. The 

present researcher who delivered the intervention was well briefed on being aware of 

individual students changing status (e.g., tiredness, emotions) during sessions and to be 

flexible in responding to these. Although no direct observation third person checks were 

undertaken of the administration of this program, discussions were held following each 

completed session to monitor for treatment competency and adherence. On the basis of these 

feedback sessions with an experienced psychologist, there was confidence that the target 

treatment was delivered skilfully and according to plan. No measures were taken of whether 

the participants used the strategies introduced in the CBT sessions (fidelity of treatment 

receipt). However, during the CBT sessions where role play was used the participants 
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demonstrated the skills. Thus, a satisfactory level of treatment fidelity was incorporated into 

Study Three, thereby increasing scientific confidence in the program. 

 

With reference to the effectiveness of the brief individualised school-based CBT program in 

reducing depressive symptoms in female adolescent boarders the statistical findings were 

quite clear in that it was not effective. Not one of the hypotheses relating to positive changes 

in the desired direction were supported. In addition to testing for pre-post changes in group 

mean scores, each individual participant’s self-reported depressive symptom levels were also 

tested. This was conducted because comparing group means can often mask any real change, 

especially if several participants within a group make large gains or reductions while most 

others experience only small changes. This effect can distort the effectiveness of a program. 

Hence, extensive individual interrupted times series data were also collected in Study Three. 

 

Based on the group mean changes in self-reported depressive symptoms the brief targeted 

CBT program was ineffective, despite the seeming willingness of the female adolescents to 

engage in the program. Similarly, the interrupted time series data demonstrated that none of 

the participants experienced significant change in levels of depressive symptoms. Although 

there were no significant changes in levels of depressive symptoms from intervention to 

maintenance (as hypothesised and subsequently demonstrated, thereby supporting some 

hypotheses) this does not demonstrate any ‘real’ maintenance of behaviour change as a result 

of the intervention. Typically, an intervention brings about changes in behaviour in the 

desired direction and this is maintained following the withdrawal of the intervention. 

Generally, when maintenance of behaviour occurs further confidence in the efficacy of the 

intervention is warranted (Jarrett & Ollendick, 2012). However, in Study Three of this thesis, 

no significant changes occurred in depressive symptoms when the intervention was 

introduced, therefore to report maintenance of change following its cessation, while true, 
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really reinforces the ineffectiveness of the intervention. In sum, the interrupted time series 

data trends for the participants who completed the brief CBT intervention program appeared 

to show some promising trends in places, however none of these trends indicated significant 

changes in levels of depressive symptoms. 

 

The strength of any claims regarding the effectiveness of an intervention is further 

strengthened when a constant series control (CSC) is included (Barlow, Hayes, & Nelson, 

1986), such as in Study Three. Twenty seven data points were provided by this individual. 

Very little variability was evident for the CSC’s data trends across the second half of the 

study period. The initial recordings did show some variability, but the lack of change among 

the other five participants as a result of the intervention limits these CSC data for meaningful 

comparisons.   

 

There are a number of possible reasons for the brief CBT intervention programs lack of 

effectiveness, especially in the light of previously successful interventions. The relatively 

small sample for example. However, using a multiple baseline research design, especially 

with the inclusion of a constant series control, along with tailoring the CBT to individuals 

(who were randomly assigned to treatment order) addresses this possible explanation. It may 

be that the levels of depressive symptoms were relatively low at baseline assessment, 

especially in comparison to what the participants had self-reported in Study One of this 

thesis. The participants may not have been self-reporting their symptoms accurately in the 

interrupted time series data using the thermometer scale for personal reasons unbeknown to 

the researcher. This is something that should be investigated in future research using a 

qualitative approach to tap into the nuances of the boarding school experience. This point 

also raises the issue of using self-report data. A reliance on self-reports may mean the results 

are subject to limitations relating to mono-method approaches such as shared-method 
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variance. However, there is strong evidence demonstrating that self-report measures are 

economical (Lynam et al., 2011) and provide accurate and reliable reports of subjective 

dispositions, like those of the current study, that can be difficult to obtain from third parties 

such as teachers or parents (see Frick et al., 2009). According to Baldwin and Dadds (2007), 

parents and teachers have great difficulty perceiving the internal world of their children. 

 

Jensen et al. (2007) highlighted the important point that responsiveness to interventions can 

be related to factors associated with the quality of the environment. In the present study, the 

participants were recruited from a non-government school located in a high socio-economic 

status area. Furthermore, as discussed earlier in this chapter, the participants are aware of 

how much their parents have given (in terms of finances and personal sacrifices) for them to 

attend this school. It is possible, therefore, that these factors impacted the accuracy of the 

self-reporting in that the participants may not have wanted negative inferences towards them, 

their parents and/or the school. 

 

In addition to the possible explanations for the ineffectiveness of the CBT program, it is 

likely that the program was too brief. One of the main objectives of the research was to 

implement a brief school based CBT program. This was in response to researchers who have 

suggested that school based CBT programs need to be brief so as to fit in with the school 

system (e.g., Fernández-Martínez, et al., 2020; Wijnhoven et al., 2014). It may be, however, 

that by effectively halving the typical 8 - 16 sessions of 1 hour for delivering a CBT program, 

was simply too much. Although the females in the study participated in 10 sessions, this was 

over 4 weeks and each session in some instances was 30-35 minutes in length. Therefore, 

these individuals may not have had sufficient time and opportunity to successfully challenge 

and alter their distorted cognitions, which over time, alter dysfunctional schemas (Beck et 

al., 1979) and is especially essential when used for treating depression (Saw, Tam, & Bonn, 
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2019). In Study 3, the CBT was conducted with reference to the two specific times identified 

and, in hindsight, focusing on one area may have been more prudent. This, along with the 

shortened sessions, may be why the findings of Study 3 are in contrast to previous studies 

that have demonstrated school based CBT programs are effective in reducing depressive 

symptoms in adolescents (see Chee, Wang, & Cheung, 2020; Werner-Seidler et al., 2016). 

 

A number of recommendations can therefore be made to improve future delivery of brief 

CBT programs in school settings. For example, it is important to determine the optimum 

number of sessions and how frequently they should be delivered. The environment in which 

the CBT is delivered should also be monitored since this can affect participant’s 

responsiveness. Finally, enlisting the support of parents might be beneficial, especially in 

schools where parents have invested substantial amounts of money in their children’s 

education. This may alleviate possible feelings of guilt in those adolescents undertaking CBT 

programs and in doing so focus their attention to the CBT sessions. 

  

Implications for Education 

There are a range of implications from the findings of this thesis. First, and foremost 

adolescent females in boarding schools do not experience significantly higher levels of 

loneliness than their non-boarding school counterparts in non-government and government 

schools. They do, however, have significantly higher levels of positive attitude to solitude. 

This is something on which boarding schools can build. Knowing that these young women 

find solace in spending time alone for positive purposes such as relaxing, getting away from 

it all, and reflecting on things means that boarding school personnel do not have to 

immediately respond to someone they might think is lonely. This is not to say that when 

young women spend time on their own, they are not feeling isolated and that this should be 

ignored. Rather, careful monitoring of the situation coupled with sensitive enquiring might 
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differentiate the potential positive reasons for these actions as against a person feeling they 

have to withdraw. 

 

One of the most important findings from the present research, which is in line with other 

research (e.g., Hodges et al., 2016; Xiao et al., 2020; Wang et al., 2020) and that has clear 

implications for educators, parents and policy makers, is that young females in boarding 

schools are more vulnerable to developing depressive symptoms compared to their non-

boarding school peers in non-government and government schools. This substantiates the 

fears that parents of boarding school students hold for the social and emotional well-being 

and psychological needs of their children when they are away from home (see Mander, 2015; 

McCarthy, 2016). It also highlights the need for boarding schools to consider placing a 

greater focus, if they already do not, on preventive programs which develop the positive 

mental wellbeing and resilience of their boarding school students. This may also increase 

the opportunities for boarding school students to express their opinions (and for staff to 

respect them) and participate in the decision making process. As reported by Hodges et al. 

(2016), boarders report not having enough input into the decisions affecting them and when 

they do express an opinion they are often not respected.   

 

Another key finding from the present research was that female boarding school students 

experienced heightened feeling of sadness/depression in specific situations and times. A 

starting focus for boarding schools therefore might be to review the policy regarding the use 

and or removal of mobile communication devices from students prior to lights out for 

sleeping. This was identified as a time during the evening when the female boarders were on 

their own and when their thoughts turn to home. If these young women know that 

communication with family at night time is possible, it might alleviate the heightened 

feelings of sadness/depressive symptoms which they experience. This is something worthy 
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of critical reflection. However, it is understandable that schools may baulk at this because 

the ubiquitous use of social media during adolescence has been put forward by some as a 

risk for the development of depressive symptomatology (see Houghton, Hunter, Rosenberg, 

Wood, Zadow, Martin, & Shilton, 2015; Liu, Wu, & Yao, 2016). However, a recent three 

year longitudinal study with 1,794 adolescents aged 10-17 years (Houghton et al., 2018) 

employed Random Intercept Cross Lagged Panel Models with multiple trajectories of 

depressive symptoms across adolescence and found no consistent support for a longitudinal 

association (Causality). Therefore, boarding schools should consider revisiting their current 

policy regarding electronic communication devices. 

 

Another major implication for education is the utilisation of school based CBT programs. It 

appears from the present research that CBT programs can be too brief and in doing so may 

not give appropriate time or opportunities for the client to fully understand the problem 

he/she is experiencing (see Hernández-Pineda et al., 2020). It is also important that if schools 

do conduct CBT programs with adolescents they first ensure that the adolescents who are 

participating understand that CBT treatments are highly successful. Holding negative views 

about the potential success of treatment can influence the thoughts of young people about 

their own ability to change (Rodriguez-Quintana & Lewis, 2019). The finding that 

adolescent female boarding school students in the present study had a strong positive attitude 

to solitude offers potential for integrating the brief targeted CBT sessions taught into these 

times of reflection.  

 

Developing effective brief interventions is crucial because schools have become the access 

point for mental health service delivery (Shernoff et al., 2016). However, the busy school 

curriculum provides few opportunities for young people to seek on-going support and/or 

treatment for mental health issues. Similarly, while school psychologists are uniquely 
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positioned to support the delivery of intervention programs that seek to address the key 

mental health needs of adolescents (Shernoff et al., 2016) they cannot address the needs of 

everyone.  

 

The implication of adolescent mental health problems is clear as the following data show. 

The World Health Organization (2012) revealed that 20% of adolescents had experienced a 

mental health problem in any given year. Mission Australia (2016) found 22.8% of 

Australian 15-19 year olds exhibited symptoms of a serious psychological issue; up from 

18.7% in 2011. A range of studies have shown 5.6% of 13-18 year olds are clinically 

depressed and a further 9-16% experience sub-clinical levels of depression (see Bertha & 

Balazs, 2013; Costello et al., 2006; Goldfield et al., 2016; Hoare et al., 2016). While there 

are evidence based mental health practices  to address the mental health needs of adolescents 

(e.g., Headspace [Australian Government], Headstrong [The Black Dog Institute] and 

MindMatters [Beyond Blue]), the majority of adolescents do not seek treatment (Eisenberg 

et al., 2011) nor do many respond to treatment if it is accessed (Grifiths & Grifiths, 2015). 

In the National Young Minds Matter survey of mental health in Australia, Lawrence et al. 

(2016) found 20% of 13-17 year olds with a major depressive disorder used a headspace 

service, with 14.8% accessing information on the headspace website or via eheadspace; 8.5% 

spoke to a mental health professional on the telephone or via online support. Alternatively, 

this can be interpreted as a very large proportion of adolescents did not seek assistance. The 

evidence is clear that  for adolescents who have a disorder, and who do not access mental 

health services, their odds of developing symptoms of psychopathology (e.g., depressive 

symptoms) in the clinical range is increased by seven times (Neufeld et al., 2017).  

 

Adolescents themselves are powerful agents for the promotion of their own health and 

wellbeing (Patton et al., Lancet Commission, 2016) and therefore brief school-based CBT 
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programs have a major role to play. The challenge is to design and implement such programs 

that are universally acceptable to the school system and specifically to adolescents, 

individually. 

 

Limitations of the Research  

The present research comprising three separate yet inter linked studies was conducted in a 

rigorous manner, and appears to be one of only a limited number of studies to have examined 

feelings of loneliness and depressive symptoms in female boarding school students. 

Furthermore, it appears to be the only one that has specifically examined loneliness in this 

population. That the first study in the thesis used a multidimensional measure of loneliness 

is also unique and it was this that identified the differentiation between student’s feelings of 

loneliness and solitude (being alone). Nevertheless, some limitations in the research must be 

acknowledged.  

 

For example, the current study utilised a sample of adolescents from Western Australia and 

therefore results may not generalise to other populations. Much of the data generated within 

the research for this thesis was self-reported and based on reflection and the most highly 

recommended methods of data collection is through multiple informants (cf. Antsel, 

Faraone, & Gordon, 2012). However, parents and teachers have great difficulty perceiving 

the internal world of their children (e.g., feelings of sadness/depressive symptoms) and 

children often have difficulty reporting their internal states to their parents and teachers 

(Baldwin & Dadds, 2007). Therefore, self-report measures such as the ones used here may 

elicit more valid responses from children. In addition, the measures that were administered 

have been validated in larger scale studies.  
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The potential limitations of using focus groups must also be acknowledged, even though the 

sample in Study Two (n = 45) represented 77% of the boarding school population. It is 

limiting in terms of generalisability of the findings that the sample was recruited from one 

school. However, there are few boarding schools in existence in the area in which the 

research was conducted. With reference to the female adolescents who took part in the focus 

groups, some were more willing than others to share their personal experiences. The 

moderator was very experienced in using this research approach to generate information and 

attempted to ensure all participants made a contribution; however, this may not have 

eventuated. Given that participants were aware of the sacrifices being made by their parents 

they may also have been reticent to volunteer information which reflected badly on their 

boarding school experience. Therefore, it must be acknowledged that even though 

confidentiality was assured, the information provided by the students may have been 

affected. Nevertheless, the qualitative data collected from Study Two complemented the 

extensive empirical data from the first study and provided a valuable insight about the mental 

wellbeing of female boarding school students.  

 

The intervention implemented in Study Three of this thesis was a brief targeted CBT 

program. Initially, following the review of literature in Chapter Two, the CBT program 

aimed to address loneliness and depressive symptoms. Loneliness is strongly associated with 

elevated depression throughout the life span (Eyre et al., 2019). However, following Study 

One (Chapter Four) it was clear that loneliness did not need to be directly addressed, rather 

the heightened levels of depressive symptoms were the main issue of concern. Focusing on 

this aspect of mental health (and not including loneliness) may have affected the length of 

the intervention sessions, meaning the intervention was too brief.  
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Nevertheless, the present research also has important strengths such as recruiting a relatively 

large demographically representative sample, employing a combination of quantitative and 

qualitative research, the use validated instruments, and collecting group and individual 

interrupted time series data. These combine to present a comprehensive picture of loneliness 

and depressive symptoms in adolescent females in boarding schools that are of value to 

educators and policy makers.  

 

Directions for Future Research  

Future research should attempt to build on the present study in a number of ways. A larger 

sample of adolescent females (and males) should be recruited to participate in surveys of 

loneliness and mental health. These surveys should also collect longitudinal data throughout 

the boarding school experience. Understanding the trajectory of depressive symptoms and 

the effects of factors that might predict changes in symptomatology is important since 

depression is a significant cause of morbidity in adolescents. 

 

The focus group and individual interviews identified specific areas of concern in terms of 

the mental health of young women in boarding schools. Future research should further 

investigate the situations and times that contribute to increased levels of depressive 

symptoms in non-boarding school students. This might also include interventions that allow 

for students to retain their mobile communication devices in their rooms at night time so that 

if they feel the need to contact family members they can.  

 

With reference to the brief targeted CBT intervention, more research is necessary to 

determine the optimum number and length of sessions required to bring about reductions in 

levels of depressive symptoms of students in boarding schools. This will require studies 

utilising multiple CBT programs so that the effects of exposure to varying amounts of CBT 
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can be measured and therefore a more comprehensive evaluation attained. If research could 

identify the optimum number of CBT sessions whereby an effect occurred and subsequently 

subsidised, more efficacious treatments might be available.  

 

The role of school psychologists and teachers in the intervention program and its efficacy 

might also be assessed. Similarly, the role of parents should be included since research has 

suggested that young people who receive greater parental involvement show more progress 

(Jarrett & Ollendick, 2012). There is some research suggesting that culture might impact on 

CBT and its effectiveness (Schonwald & Lechner, 2006). Given many of the boarders come 

from rural Western Australia (and a smaller number from overseas) this is important. Finally, 

although not applicable to the present research, medication status should also be considered 

in future evaluations of CBT programs. There is evidence (Bramham et al., 2009) that the 

addition of psychological treatment in individuals following a medication regime has an 

additive effect over and above the medication alone. 

 

In conclusion, this present research has achieved a number of firsts. For example, it has been 

the first study to specifically examine loneliness in female adolescent boarders. Moreover, 

it is the first to examine loneliness as a multidimensional construct in this population. It is 

the first to identify that adolescent female boarders have significantly higher levels of 

positive attitude to solitude compared to their non-boarding counterparts. The research also 

provided strong support for other research showing that depressive symptoms in female 

boarders is significantly higher than in their non-government non-boarding and government 

school peers. This should alert boarding schools to the potential adverse outcomes for these 

young women and therefore the need to have preventive strategies in place to address this. 

The present research has extended previous research by being the first to identify two 

specific situations and times of heightened levels of depressive symptoms. This is important 
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because it provides opportunities for boarding schools to revisit their policies regarding the 

use of electronic communication devices and in doing so potentially prevent the onset and 

or escalation of depressive symptoms. Finally, implementing and evaluating the 

effectiveness of a brief targeted school based CBT approach to remediate depressive 

symptoms in female adolescent boarders appears to be a first. In doing this it provided 

important information that the length of brief CBT sessions needs to be further investigated. 

Together, the research has advanced understandings of loneliness and depressive symptoms 

in a vulnerable population - adolescent females in boarding schools. 
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Fernández-Martínez, I., Orgilés, M., Morales, A., Espada, J. P., & Essau, C.A. (2020). One-

year follow-up effects of a cognitive behaviour therapy-based transdiagnostic program 

for  emotional problems in young children: A school-based cluster-randomized 

controlled trial.  Journal of Affective Disorders, 262, 258–266. 

doi:10.1016/j.jad.2019.11.002  

Fisher, S., Elder, L., & Peacock, G. (1990). Homesickness in a school in the Australian 

Bush. Children's Environments Quarterly, 15-22. 

Forman, S.G., Barakat, & N.M. (2011). Cognitive-behavioural therapy in the schools: 

Bringing research to practice through effective implementation. Psychology in the 

Schools. 48(3), 283-296. 

Frick, P.J., Barry, C.T., & Kamphaus, R.W. (2009). Clinical assessment of child and 

adolescent personality and behavior (3rd ed.). New York: Springer. 

Fröjd, S.A., Nissinen, E.S., Pelkonen, M U., Marttunen, M.J., Koivisto, A M., & Kaltiala-

Heino, R. (2008). Depression and school performance in middle adolescent boys and 

girls. Journal of Adolescence, 31(4), 485-498. 

Fromm-Reichmann, F. (1959). Loneliness. Psychiatry: Journal for the Study of 

Interpersonal Processes, 22, 1-15. 

Gaete, J., Martinez, V., Fritsch, R., Rojas, G., Montgomery, A.A., & Araya, R. (2016). 

Indicated school-based intervention to improve depressive symptoms among at risk 

Chilean adolescents: a randomized controlled trial. BMC Psychiatry, 16(1), 276. 

Galanaki, E., Polychronopoulou, S., & Babalis, T. (2008). Loneliness and social 

dissatisfaction among behaviourally at-risk children. School Psychology International, 

29(2), 214-229. doi:10.1177/0143034308090061  



177 

Garber, J., & Weersing, V. R. (2010). Comorbidity of anxiety and depression in youth: 

Implications for treatment and prevention. Clinical Psychology: Science and Practice, 

17(4), 293-306. https://doi.org/10. 1111/j.1468-2850.2010.01221.x.  

Garvik, M., Idsoe, T., & Bru, E. (2016). Motivation and social relations in school following 

a CBT course for adolescents with depressive symptoms: An effectiveness study. 

Scandinavian Journal of Educational Research, 60(2), 219-239. 

doi:10.1080/00313831.2015.1017838  

Gaskins, C.D., & Mastropieri, M.A. (2010). Academic and behavioral characteristics of 

students at a secondary residential school. Child Welfare, 89(2), 189. 

Gelfand, D.M. (1975). Child Behavior Analysis and Therapy. 

Gestsdottir, S., Arnarsson, A., Magnusson, K., Arngrimsson, S., Sveinsson, T., & 

Johannsson, E. (2015). Gender differences in development of mental well-being from 

adolescence to young adulthood: An eight-year follow-up study. Scandinavian Journal 

of Public Health, 1-7. 

Gillham, J.E., Reivich, K.J., Brunwasser, S.M., Freres, D.R., Chajon, N.D., Kash-

MacDonald, V.M., ... & Seligman, M.E. (2012). Evaluation of a group cognitive-

behavioral depression prevention program for young adolescents: A randomized 

effectiveness trial. Journal of Clinical Child & Adolescent Psychology, 41(5), 621-639.  

Goldfield, G.S., Murray, M., Maras, D., Wilson, A. L., Phillips, P., Kenny, G.P., ... & Sigal, 

R.J. (2016). Screen time is associated with depressive symptomatology among obese 

adolescents: a HEARTY study. European Journal of Pediatrics, 175(7), 909-919. 

Goldstein, H. (2000). Commentary: Interventions to facilitate auditory, visual, and motor 

integration: “Show me the data”. Journal of Autism and Developmental Disorders, 30(5), 

423-425. 



178 

Gomez-Baya, D., Mendoza, R., Paino, S., & Gillham, J.E. (2017). A two-year longitudinal 

study of gender differences in responses to positive affect and depressive symptoms 

during middle adolescence. Journal of Adolescence, 56, 11-23. 

Gonzales-Backen, M.A., Holcomb, J.E., & McWey, L.M. (2019). Cross-Ethnic 

measurement equivalence of the Children’s Depression Inventory Among Youth in Foster 

Care. Journal of Emotional and Behavioral Disorders, 1063426619838539. 

Goosby, B.J., & Bellatorre, A. (2013). Adolescent loneliness and health in early adulthood. 

 Sociological Inquiry, 1–32. doi:10.1111/soin.12018      

Goosby, B.J., & Walsemann, K.M. (2012). School racial composition and race/ethnic 

differences in early adulthood health. Health & Place, 18(2), 296-304. 

Goossens, L., & Beyers, W. (2002). Comparing measures of childhood loneliness: Internal 

consistency and confirmatory factor analysis. Journal of Clinical Child and Adolescent 

Psychology, 31(2), 252-262. 

Goossens, L., Lasgaard, M., Luyckx, K., Vanhalst, J., Mathias, S., & Masy, E. (2009). 

Loneliness and solitude in adolescence: A confirmatory factor analysis of alternative 

models. Personality and Individual Differences, 47(8), 890-894. 

Goossens, L., Roekel, E., Verhagen, M., Cacioppo, J., Cacioppo, S., Maes, M., & Boomsma, 

D. (2015). The genetics of loneliness: Linking evolutionary theory to genome-wide 

genetics, epigenetics, and social science. Perspectives on Psychological Science, 10(2), 

213-226. 

Gore, F.M., Bloem, P.J., Patton, G.C., Ferguson, J., Joseph, V., Coffey, C., ... & Mathers, 

C.D. (2011). Global burden of disease in young people aged 10–24 years: a systematic 

analysis. The Lancet, 377(9783), 2093-2102. 

Gotlib, I.H., Lewinsohn, P.M., & Seeley, J.R. (1995). Symptoms versus a diagnosis of 

depression: differences in psychosocial functioning. Journal of Consulting and Clinical 

Psychology, 63(1), 90. 



179 

Guest, G., Namey, E., & McKenna, K. (2017). How many focus groups are enough? 

Building an evidence base for nonprobability sample sizes. Field Methods, 29(1), 3-22. 

Guo, C.C. (2018). The influence of boarding experience on college students’ mental 

health. Modern Communication, 12, 141-142. 

Gupta, J., Cardoso, L. F., Harris, C.S., Dance, A.D., Seckin, T., Baker, N., & Ferguson, Y. 

O. (2018). How do adolescent girls and boys perceive symptoms suggestive of 

endometriosis among their peers? Findings from focus group discussions in New York 

City. BMJ Open, 8(6), e020657. 

Gvion, Y., Horresh, N., Levi-Belz, Y., Fischel, T., Treves, I., Weiser, M., ... & Apter, A. 

(2014). Aggression–impulsivity, mental pain, and communication difficulties in 

medically serious and medically non-serious suicide attempters. Comprehensive 

Psychiatry, 55(1), 40-50. https://doi.org/10.1016/j.comppsych.2013.09.003 

Ha, T., van Roekel, E., Iida, M., Kornienko, O., Rutger, C.M.E., & Engels, E.K. (2019). 

Depressive symptoms amplify emotional reactivity to daily perceptions of peer rejection 

in adolescence. Journal of Youth and Adolescence, 48, 2152–2164. doi:10.1007/s10964-

019-01146-4  

Hafekost, J., Johnson, S., Lawrence, D., Sawyer, M., Ainley, J., Mihalopoulos, C., & 

Zubrick, S.R. (2016). Introducing ‘Young Minds Matter’. The Australian Economic 

Review, 49, 503-514. doi: 10.1111/1467-8462.12163 

Hair, J.F., Black, W. C., Babin, B.J., Anderson, R.E., & Tatham, R. (2006). Multivariate 

data analysis. Uppersaddle River. 

Hall-Lande, J.A., Eisenberg, M.E., Christenson, S.L., & Neumark-Sztainer, D. (2007). 

Social isolation, psychological health, and protective factors in adolescence. Journal of 

Youth and Adolescence 42, 265-286. 

Hankin, B L., Abramson, L.Y., & Siler, M. (2001). A prospective test of the hopelessness 

theory of depression in adolescence. Cognitive Therapy and Research, 25(5), 607-632. 

https://doi.org/10.1016/j.comppsych.2013.09.003


180 

Hankin, B.L., Abramson, L.Y., Moffitt, T.E., Silva, P.A., McGee, R., & Angell, K.E. (1998). 

Development of depression from preadolescence to young adulthood: Emerging gender 

differences in a 10-year longitudinal study. Journal of Abnormal Psychology, 107, 128–

141. https://doi.org/10.1037/0021-843X.107.1.128.  

Hankin, B.L., Mermelstein, R., & Roesch, L. (2007). Sex differences in adolescent 

depression: Stress exposure and reactivity models. Child Development, 78(1), 279-295. 

Hards, E., Ellis, J., Fisk, J., & Reynolds, S. (2020). Negative view of the self and symptoms 

of  depression in adolescents. Journal of Affective Disorders, 262, 143–148. 

doi:10.1016/j.jad.2019.11.012  

Hartwig, E., & Signal, T. (2020). Attachment to companion animals and loneliness in 

Australian adolescents. Australian Journal of Psychology. 

Hatchel, T., Espelage, D.L., & Huang, Y. (2018). Sexual harassment victimization, school 

belonging, and depressive symptoms among LGBTQ adolescents: Temporal 

insights. American Journal of Orthopsychiatry, 88(4), 422. 
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