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Abstract
The Positive Outcomes With Emotion Regulation (POWER) Program is a transdiagnostic intervention for adolescents 
at risk of developing emotional disorders. The POWER Program was designed to be implemented in secondary schools, 
by school personnel with or without specialized mental health training, as a Tier 2 intervention. In this pilot study, the 
POWER Program was implemented by school psychologists and school psychologists-in-training and evaluated across four 
focal student participants using a multiple-baseline-across-participants single-case design. Program efficacy was assessed 
using systematic direct classroom observations of student negative affect and social engagement as well as student and 
caregiver ratings of emotional and behavioral symptoms. Program usability was assessed through rating scales completed 
by intervention facilitators and student participants. Overall, results provide evidence of the POWER Program’s small- to 
large-sized effects on students’ emotional and behavioral functioning as observed in the classroom and self-reported by 
students. In addition, results suggest implementation facilitators’ and students’ positive impressions of the program, evident 
in ratings of high understanding, feasibility, and acceptability across groups. Study limitations are highlighted with attention 
to opportunities to further refine and evaluate the POWER Program.
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Even prior to the onset of the COVID-19 pandemic, the USA 
faced a public health crisis due to the number of youth with 
mental health needs and a limited availability of providers to 
address these needs (United States Department of Health & 
Human Services, 2020). Schools have continued to increase 
their provision of mental health assessment and intervention 
services across the twenty-first century (National Center for 
Education Statistics, 2022). Yet many schools grapple with 
how to deliver mental health services most efficiently and 
effectively, particularly in the context of provider shortages 
(National Association of School Psychologists [NASP], 
2021).

Multi-tiered systems of support (MTSS) frameworks guide 
schools in allocating prevention and intervention practices of 
various intensities according to students’ demonstrated needs 
(Eber et al., 2017). Within this framework, primary prevention 
practices are provided to all students at Tier 1, and universal 
screenings of students’ social, emotional, and behavioral risk 
are conducted to identify students to received targeted sup-
ports at Tier 2. Targeted interventions are delivered to some 
students, those identified as at risk in a domain, to ameliorate 
early-onset symptoms, mitigate risk factors, and boost protec-
tive factors (Mitchell et al., 2011). For example, Check-In/
Check-Out (CICO) is a widely implemented Tier 2 interven-
tion designed for students with externalizing behaviors that 
includes three primary components: (1) morning check-in 
meetings with an adult mentor to review self-management 
strategies and set a daily behavior goal; (2) adult attention, 
prompts, and behavioral feedback provided throughout the 
day using a daily progress report; and (3) afternoon check-
out meetings with an adult mentor to review performance and 
discuss goal attainment (Crone et al., 2004; Todd et al., 2008). 
Historically, more attention has been placed and options have 
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been provided for Tier 2 interventions addressing conduct-
related concerns as opposed to emotion-related concerns (McI-
ntosh et al., 2014).

Targeted School‑Based Interventions 
for Emotional Risk

Recently, school-based Tier 2 programs targeting emotional 
risk have been developed and evaluated for elementary 
and middle school populations. The Calm Cat Program 
(Zakszeski et al., 2023) was designed for and evaluated 
with early elementary students. The Calm Cat Program 
includes small-group instruction sessions, which use a 
behavioral skills training approach (Dib & Sturmey, 2012) 
to teach relaxation strategies, and adult-mediated mentoring 
and self-management support, which follow an adapted 
CICO protocol. Both the Courage and Confidence Mentor 
Program (CCMP; Cook et al., 2015; Fiat et al., 2017) and 
the Resilience Education Program (REP; Allen et al., 2019; 
Eklund et al., 2021; Kilpatrick et al., 2021) were designed 
for and evaluated with upper elementary and middle school 
students. Both programs include cognitive-behavioral 
instruction (in CCMP, individual sessions delivered at 
intervention initiation; in REP, small-group sessions 
delivered across multiple weeks) as well as daily mentoring 
within an adapted CICO approach. All three programs have 
demonstrated efficacy in decreasing students’ emotion-
related concerns (Allen et al., 2019; Cook et al., 2015; 
Eklund et al., 2021; Fiat et al., 2017; Kilpatrick et al., 2021; 
Zakszeski et al., 2023).

By contrast, few intervention options with demonstrated 
efficacy and ecological validity for school-based, Tier 2 
implementation are available for high school populations 
(Cilar et al., 2020; O’Reilly et al., 2018), in which mental 
health needs are both prevalent and increasing in prevalence 
(Centers for Disease Control & Prevention, 2023). To 
support schools in addressing this public health crisis, 
evidence-based intervention programs must be made 
available and accessible to all schools, including schools 
with limited resources (e.g., to purchase curricula, to fund 
specialized providers). These points suggest the need to 
develop and evaluate a widely accessible intervention 
program, one that includes the evidence-based techniques 
found to be effective with other populations but tailored to 
the unique adolescent developmental stage and high school 
implementation context.

Features of Targeted School‑Based 
Interventions

For a targeted high school intervention to be adopted and 
its implementation sustained, it must evidence feasibility 
and contextual fit, particularly given prominent barriers 
to service delivery in high school settings. High schools 
commonly host barriers to mental health intervention 
implementation as a function of (a) their size (i.e., having 
many students and faculty can complicate communication 
and lead to diminished oversight  and  ownership of 
initiatives); (b) their organizational culture (e.g., emphasis 
placed on academic achievement can lead to limited 
buy-in for social, emotional, and behavioral well-being 
initiatives); and (c) the developmental level of their 
students (i.e., students generally value independence and 
peer relationships, such that adult-directed and -mediated 
techniques may flounder; Martinez et  al., 2019). Other 
logistical constraints, such as those related to intervention 
scheduling and personnel availability, are common barriers 
to Tier 2 implementation across grade levels (Kern et al., 
2017). Given national educational professional (United 
States Department of Education, 2022) and mental health 
service provider shortages (United States Department of 
Health & Human Services, 2020), it may be especially 
critical to identify and develop mental health services that 
can be delivered by personnel without specialized mental 
health training (Colizzi et al., 2020).

For such a program to be effective, it must meaningfully 
engage high school students (Fusar-Poli, 2019; Tylee et al., 
2007), with whom other available programs may lack devel-
opmental appropriateness and relevance. “Engagement” is 
defined in the current study as attendance in scheduled inter-
vention activities (e.g., small-group meetings, individual ser-
vices) as well as sustained attention, on-task behavior, and 
participation in such activities. The World Health Organiza-
tion (WHO, 2012) emphasizes the importance of designing 
and implementing “adolescent-friendly” health services, 
describing five dimensions of adolescent-friendly health 
services: (1) equitable, (2) accessible, (3) acceptable, (4) 
appropriate, and (5) effective. Specifically, the WHO (2012) 
clarifies that beyond making services available (accessible) 
to all (equitable), care must be taken to ensure services are 
acceptable to youth, such that youth are willing to partici-
pate in them; appropriate for youth, such that they meet the 
needs that youth prioritize; and effective for youth, such that 
they meet the needs prioritized by youth in a way that leads 
to positive improvements in health, well-being, and qual-
ity of life. These dimensions must guide the development, 
evaluation, and refinement efforts of any youth-facing health 
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programs, including school-based Tier 2 interventions for 
emotional risk.

For such a program to be efficient, it must be flexible 
enough to account for the range of emotional risk-related 
presentations evident in adolescent populations, which have 
been found to be highly variable across the high school years 
(Moore et al., 2019). Historically, mental health services 
have constituted time-limited, group-based interventions 
that are problem-specific—for example, comprising separate 
intervention protocols for needs associated with anxiety, 
depression, and traumatic stress, respectively (Clifford 
et al., 2020). Although this problem-specific (i.e., “focal 
treatment”) approach draws upon empirical foundations 
and has been found to produce positive outcomes, it is 
one that has been adapted from treatment settings with 
fewer barriers to service delivery, such as in relation to the 
synchronization of students’ schedules and the availability 
of qualified personnel (Eiraldi et al., 2015). In addition, 
although this problem-specific approach boasts face validity, 
it may be an inefficient model for service delivery, generally 
speaking, given the extent to which mental health disorders 
(a) evidence high rates of comorbidity across childhood 
and adolescence, (b) commonly share a small set of risk 
factors and underlying biopsychosocial processes, and (c) 
are commonly addressed through treatment approaches 
with overlapping elements and strategies (Ehrenreich-
May & Chu, 2014; Kazdin, 1990; McMahon et al., 2003; 
Sherman & Ehrenreich-May, 2020; Weiss et al., 2003). Atop 
these important considerations are the well-documented 
implementation challenges associated with focal treatments, 
even by practitioners in clinical settings (Weisz et al., 2017). 
Thus, to maximize efficiency, school-based interventions 
might adopt a transdiagnostic approach by adopting 
techniques applicable to a range of emotional disorders (e.g., 
Martinsen et al., 2019).

Positive Outcomes with Emotion Regulation: 
The POWER Program

A partnership between the Mental Health Technology 
Transfer Center Network and Devereux Center for Effective 
Schools led to the development of a manualized program 
designed to meet the following criteria: (a) suitable for 
school-based, Tier 2 implementation; (b) feasible for 
implementation by school-based providers without advanced 
mental health training (e.g., educators); (c) developmentally 
appropriate for high school students; and (d) targets emotion 
regulation as a common process underlying diverse mental 
health needs (including “internalizing” and “externalizing” 
concerns; Sloan et al., 2017) and supporting wellness within 
a dual-factor approach to mental health (Greenspoon & 
Saklofske, 2001). School psychologists and counselors with 

experience working in and consulting with urban, suburban, 
and rural secondary schools comprised the development 
team. Through a series of meetings, the development team 
specified the overall objectives of the program; adopted a 
program format, scope and sequence, and session format; 
and identified empirically supported techniques to embed 
within group sessions. Development team members 
independently drafted session plans and program materials, 
which were then reviewed by additional members and 
revised by the team leader to ensure consistency and 
adherence to therapeutic principles. Program materials were 
pilot-tested by a small sample of school-based professionals 
and their middle and high school students. Feedback 
obtained on surveys and in focus groups was used to expand 
upon instructional content, revise instructional activities, 
and provide recommendations for differentiation.

The Positive Outcomes with Emotion Regulation 
(POWER) Program (Zakszeski et al., 2022) was designed to 
promote emotion regulation competencies for students who 
present with emotion-related symptoms and are identified 
as at risk for developing emotional disorders. The POWER 
Program combines two components shared by other school-
based Tier 2 interventions targeting risk for mental health 
needs (albeit for alternative student age groups; e.g., Allen 
et al., 2019; Cook et al., 2015; Zakszeski et al., 2023): (1) 
group-based skill instruction and (2) staff mentoring.

Program Components

Skill instruction occurs across seven weekly 40-min core 
group meetings with three to six students per group fol-
lowing the scope and sequence as presented in Table 1. 
Group activities are facilitated using a scripted manual 
with audiovisual materials and student-facing worksheets 
and handouts. Intervention techniques embedded within the 
group meeting plans are consistent with a transdiagnostic 
approach and include motivational interviewing; behavio-
ral skills training; and cognitive instruction, defusion, and 
restructuring (consistent with cognitive-behavioral therapeu-
tic [CBT] and acceptance and commitment therapy [ACT] 
approaches). Specifically, the POWER Program teaches the 
following emotion-related strategies: emotion identification, 
relaxation strategies (i.e., deep breathing, muscle relaxation, 
guided imagery), taking time, behavioral activation, observ-
ing thoughts, and Catch–Check–Choose (an adaptation of 
the Catch–Check–Change technique [e.g., Creed et al., 2011] 
in which individuals choose to either change or let go of 
unrealistic or unhelpful thoughts). A standard sequence is 
used across group meetings: The facilitator directs students 
to complete their emotion ratings for the past week, reviews 
the group meeting expectations and agenda, guides practice 
of a relaxation strategy, leads discussion of the Weekly Chal-
lenge (i.e., the home practice assignment from the last group 
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meeting), introduces and models a new strategy, facilitates 
practice of and discussion around the new strategy, describes 
the new Weekly Challenge, and concludes the meeting.

Enhanced POWER Program supports are provided 
through booster group meetings, individual meetings 
using a motivational interviewing protocol, and staff 
mentoring through daily Check-Out meetings between 
the student and POWER Program facilitator or another 
adult mentor familiar with POWER Program strategies. 
Check-Out meetings are intended to build relationships 
between students and adult mentors through which 
mentors support students with processing emotions, 
practicing skills, and problem-solving challenges. In 
Check-Out meetings, mentors greet the student; direct 
the student to complete their daily emotion monitoring 
log; summarize the student’s emotion ratings; support the 
student in processing the factors that impacted their day 
and planning for future challenges; review and practice 
strategies, as needed; and end the interaction on a positive, 
encouraging note.

Mechanisms of Change

Through direct instruction in emotion-related strategies 
and enhanced adult support in applying these strategies, 

the POWER Program was designed to increase students’ 
regulation (i.e., upregulation or downregulation) of 
emotional symptoms that present physiologically (e.g., 
fatigue, increased heart rate), cognitively (e.g., rumination, 
automatic thoughts or attributions), and behaviorally 
(e.g., negative affect, social withdrawal) across a range of 
mental health disorders and subthreshold risk conditions. 
Emotional symptom modulation, in turn, is expected to 
increase students’ subjective well-being and support 
their success in various educational domains. This 
study represents the first attempt to rigorously evaluate 
the POWER Program’s promise for demonstrating such 
effects.

Study Objectives

The present study evaluated the efficacy and usability 
of the core group meetings of the POWER Program, a 
transdiagnostic Tier 2 program for high school students. 
Employing a multiple-baseline-across-participants sin-
gle-case design, which is commonly used in school-based 
intervention research (Ledford & Gast, 2018), this study 
was designed according to What Works Clearinghouse 
(2022) standards to provide high-quality evidence of 
the POWER Program’s promise for improving student 

Table 1   POWER program group meeting scope and sequence

Group Meeting Learning Objectives

Core Meetings Students will…
1 Introduction to the POWER Program Describe the purpose of the POWER Program

List norms for group meetings
Explain how everyone encounters stress and negative emotions

2 Recognizing and Labeling Emotions List and describe different types of emotions
Develop an individual goal related to an emotion
Describe external clues to use to determine when others are feeling an emotion
Describe internal and external clues to use to determine when one is feeling an emotion

3 Relaxation and Behavioral Activation Classify emotions as pleasant or unpleasant and activating or deactivating
Explain why relaxation strategies are used to manage unpleasant, activating emotions 

and behavioral activation strategies are used to manage unpleasant, deactivating 
emotions

List and independently demonstrate the steps to relaxation strategies
List and independently demonstrate positive replacement behaviors for behavioral 

activation
4 Understanding and Observing Thoughts Describe how emotions, thoughts, and behaviors influence one another

Explain the rationale for using the Observing Thoughts strategy
List and independently demonstrate the steps to using the Observing Thoughts strategy

5 Catch–Check–Choose, Part 1 Explain the rationale for using the Catch–Check–Choose strategy
List the steps to the Catch–Check–Choose strategy

6 Catch–Check–Choose, Part 2 Independently demonstrate the steps to the Catch–Check–Choose strategy
7 Planning for Success Independently demonstrate the steps to emotion identification, relaxation, behavioral 

activation, Observing Thoughts, and Catch–Check–Choose
Develop a plan to support use of these strategies
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outcomes. This study addresses the following research 
questions:

1.	 To what extent is high school students’ participation 
in the POWER Program associated with decreases in 
negative affect as well as increases in social engagement, 
as measured through direct classroom observations?

2.	 To what extent is high school students’ participation 
in the POWER Program associated with decreases in 
emotional symptoms, as measured through ratings 
provided by students and their parents?

3.	 What is the usability of the POWER Program, as rated 
by intervention facilitators and high school student 
participants?

Method

Setting and Participants

This study occurred in a public high school in the Mid-
Atlantic region of the USA during the winter and spring 
of 2023. As a part of this school’s Tier 2 system of social, 
emotional, and behavioral (SEB) support, the MTSS team 
adopted the POWER Program to implement in small 
groups of students identified as at risk for emotional 
concerns. One school psychologist, one school psychology 
intern, and one school psychology practicum student 
served as POWER Program facilitators. These facilitators 
were selected given their role in the school during the 
study and their availability to implement program 
activities. Although all three facilitators had some training 
in mental health, training and professional experiences 
varied (e.g., with years of school-based experience ranging 
from 1 to 10).

Student participants were identified by the MTSS 
team through review of Pupil Attitudes toward Self 
and School (PASS; GL Education, 2023) screening 
results, intervention referrals, attendance and academic 
records, and responses to previously implemented 
SEB interventions. Students were considered eligible 
for POWER Program participation if they (a) screened 
below the 20th standardized percentile on the PASS Self-
Regard as a Learner scale or were referred by school 
personnel for intervention due to internalizing behaviors; 
(b) were classified by the MTSS team as demonstrating 
a profile most consistent with the POWER Program 
relative to other Tier 2 intervention offerings; (c) were 
not receiving supports through a behavior intervention 
plan or individual school-based counseling, given that it 
would be difficult to discern what effects are attributable 
to the POWER Program versus other SEB interventions; 
(d) did not have an educational classification of intellectual 

disability or autism; and (e) provided informed assent 
as well as parental consent for study participation. The 
school psychologist contacted families via email or 
phone to discuss the opportunity in addition to meeting 
with prospective student participants individually to 
share information about the program. Four groups of 
three to four students were formed, with one student per 
group serving as the focal student, whose data were used 
in the single-case design to evaluate the impact of the 
intervention.

Student A was a 15-year-old ninth-grader who identified 
as male. At baseline, Student A and his mother provided 
ratings on the Behavior Assessment System for Children, 
3rd Edition (BASC-3; Reynolds & Kamphaus, 2015; see 
“Measures”). On the Self-Report of Personality (SRP) 
form, Student A’s ratings resulted in composite scores 
in the Typical range for School Problems (T = 58); in 
the At-Risk range for Inattention/Hyperactivity (T = 63) 
and Personal Adjustment (T = 34); and in the Clinically 
Significant range for Internalizing Problems (T = 71) and 
the Emotional Symptoms Index (T = 71). On the Parent 
Rating Scales–Adolescent (PRS-A) form, his mother’s 
ratings resulted in composite scores in the Typical range 
for Adaptive Skills (T = 46), Internalizing Problems 
(T = 58), and the Behavioral Symptoms Index (T = 59) 
and in the At-Risk range for Externalizing Problems 
(T = 61). Student A’s mother described his strengths as 
being strong-willed and open-minded and noted a concern 
regarding his regulation of anger.

Student B was a 14-year-old ninth-grader who identified 
as female. Student B noted concerns regarding symptoms of 
anxiety, though her ratings on the SRP resulted in composite 
scores all in the Typical range (Personal Adjustment, T = 45; 
School Problems, T = 48; Inattention/Hyperactivity, T = 51; 
Internalizing Problems, T = 51; Emotional Symptoms Index, 
T = 57). Likewise, Student B’s father noted concern for her 
developing an anxiety disorder and provided ratings on the 
PRS-A resulting in composite scores in the Typical range 
(Adaptive Skills, T = 49; Behavioral Symptoms Index, 
T = 50; Externalizing Problems, T = 51; Internalizing 
Problems, T = 55). The only T-score in the At-Risk range 
on either form was for the Anxiety subscale on the PRS-A 
(T = 62). Student B’s father noted her strengths as including 
being level-headed and emotionally intelligent.

Student C was a 16-year-old tenth-grader who identified 
as male. Student C’s SRP composite scores were in 
the Typical range for School Problems (T = 58); in the 
At-Risk range for Inattention/Hyperactivity (T = 65); and 
in the Clinically Significant range for Personal Adjustment 
(T = 24), Internalizing Problems (T = 79), and the Emotional 
Symptoms Index (T = 79). His mother provided PRS-A 
ratings in the Typical range for all composite scores 
(Adaptive Skills, T = 56; Internalizing Problems, T = 40; 
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Behavioral Symptoms Index, T = 43; Externalizing 
Problems, T = 44), describing Student C as having strengths 
related to identifying and discussing emotions but struggling 
academically and in relation to motivation at school.

Student D was a 15-year-old tenth-grader who identified 
as male. Student D’s SRP scores must be evaluated with 
caution due to an elevated F index, which suggests either 
very high levels of distress and impairment or an overly 
negative depiction of symptoms. His composite scores were 
in the Typical range for School Problems (T = 46) and in 
the Clinically Significant range for Personal Adjustment 
(T = 24), Inattention/Hyperactivity (T = 80), the Emotional 
Symptoms Index (T = 85), and Internalizing Problems 
(T = 92). By contrast, the PRS-A ratings provided by Student 
D’s mother resulted in composite scores in the Typical range 
(Adaptive Skills, T = 56; Externalizing Problems, T = 45; 
Internalizing Problems, T = 48; Behavioral Symptoms Index, 
T = 50). Student D’s mother described him as a loving teen 
who had difficulty adjusting to changes and stressors.

Measures

Progress Monitoring

Observed behaviors Momentary time sampling using the 
Internalizing Behavior Observation Protocol (IBOP; Kilgus 
et al., 2017) measured two target behaviors: negative affect 
(NA; “facial expressions, nonverbal body language, or verbal 
statements that signal the individual is feeling unhappy, 
annoyed, or disinterested;” Allen et al., 2019, p. 169) and 
social engagement (SE; “socially appropriate interaction 
or communication with peers or adults [including] 
nonverbal and verbal behaviors, both positive or neutral in 
nature;” Allen et al., 2019, p. 169). In this study, NA was 
conceptualized as overt (externalized) displays of emotional 
symptoms; by contrast, SE was conceptualized as behavior 
incompatible with social withdrawal, one manifestation 
of internalized emotional symptoms. Each target behavior 
was scored as present or absent in the final moment of 10-s 
intervals in 20-min observations.

Data collectors, trained school psychology graduate 
students who were blind to study phase and intervention 
timing, observed the focal students two to three times 
per week in a class period the MTSS team identified 
as challenging for the student, according to teacher 
reports of student classroom behavior as well as student 
grades: Earth/physical science for Student A, Advanced 
Placement (AP) human geography for Student B, integrated 
mathematics for Student C, and AP biology for Student D. 
Data collected using the IBOP in prior research evidenced 
high interobserver agreement and sensitivity to Tier 2 
intervention (Allen et  al., 2019). In the present study, 
interval-by-interval agreement was calculated for 29.50% 

of observations (26.47–31.43% of observations across 
participants) and found to be high (for NA, 100%, κ = 1.00; 
for SE, 91.30%, κ = 0.78).

Self-reported emotions Student participants provided 
emotion monitoring ratings as a secondary dependent 
variable. During POWER Program Group Meeting 2, 
students selected from a menu one emotion they would like 
to increase (experience more) and one they would like to 
decrease (experience less) to reflect their priorities related to 
their well-being. Subsequently, at the start of weekly group 
meetings, students evaluated “how much of the week” they 
“felt” each emotion on a scale of 0 (0%, never) to 10 (100%, 
always), a format like that of direct behavior ratings (Kilgus 
et al., 2019). The primary purpose of this practice was to 
prompt students to reflect on their emotions as a component 
of intervention; however, this practice also offered the 
benefit of incorporating student perceptions of internal states 
in progress monitoring.

Outcome Evaluation

In addition to describing student participants’ pre-
intervention functioning, the BASC-3 SRP and PRS-A 
(Reynolds & Kamphaus, 2015) were used to assess, 
respectively, students’ and parents’ perspectives of changes 
in students’ functioning following participation in the 
POWER Program. Although teacher informants would 
also offer a unique perspective, teachers’ completion of 
the BASC-3 was not pursued given logistical barriers 
associated with administration timing: Namely, baseline data 
collection commenced several weeks after the beginning of 
a new semester, in which students began new classes with 
new teachers, and teachers did not perceive knowing their 
students well enough to complete the BASC prior to the 
POWER Program’s phased rollout. Pre- and post-program 
implementation, students completed paper forms that were 
entered and scored into the Q-global online system, and 
parents submitted ratings using the Q-global system. Both 
students and parents were prompted to consider the student’s 
functioning across the “last several weeks” in providing their 
ratings. Evidence of the BASC-3’s reliability and validity 
is available in the administration manual (Reynolds & 
Kamphaus, 2015).

Implementation Adherence and Dosage

Implementation adherence was measured using group 
meeting checklists completed by intervention facilitators. 
These checklists identified the instructional steps to be led 
in each group meeting. Facilitators marked whether (yes, 
no) they completed each step as described and, in cases 
they did not, noted the reason(s) or adaptation(s) made. 
Although direct observations of implementation fidelity and, 
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moreover, multiple methods of measuring implementation 
fidelity are considered best practice (e.g., Collier-Meek 
et  al., 2020), in  vivo observations and group meeting 
recordings were determined to be non-viable in this study 
because of district policy and student/family discomfort. 
Across POWER groups and group meetings, implementation 
adherence averaged 93.79% of steps (Student A’s group: 
97.59%; Student B’s group: 96.61%; Student C’s group: 
99.11%; and Student D’s group: 84.78%). The most common 
reasons for non-adherence included running out of time 
(e.g., discussion took longer than expected so an activity 
was moved to the next week; the Weekly Challenge was 
posted on Schoology), daily schedule deviations (e.g., a fire 
drill interrupted the period, so a discussion was skipped), 
and student absences (e.g., activities were modified due to 
few students in attendance or moved to a subsequent session 
to ensure all students received the content).

Dosage was measured using group meeting attendance 
logs maintained by intervention facilitators. Student A was 
absent for one group meeting (Session 3), the content of 
which was subsequently reviewed with the student prior to 
and at the beginning of the next session. Students B, C, and 
D attended all other scheduled meetings.

Intervention Usability

Following POWER Program implementation, intervention 
facilitators completed the Usage Rating Profile–Intervention, 
Revised (URP-IR; Briesch et  al., 2013), and student 
participants completed the Children’s Usage Rating Profile 
(CURP; Briesch & Chafouleas, 2009). The URP-IR is a 
29-item questionnaire on which implementation facilitators 
rate the extent to which they agree with a statement regarding 
an intervention on a 6-point Likert-type scale ranging from 
1 (strongly disagree) to 6 (strongly agree). The CURP is 
a similar 21-item questionnaire that uses a 4-point Likert-
type scale ranging from 1 (strongly disagree) to 4 (strongly 
agree). Both scales evidence adequate internal consistency 
(Briesch & Chafouleas, 2009; Briesch et al., 2013).

Procedures

The first author trained (a) high school interventionists on 
POWER Program procedures and (b) graduate assistants on 
data collection procedures. The POWER Program training 
included an overview of the intervention, including a review 
of the implementation manual and other program materials; 
it ended in a meeting to plan the rollout of the intervention 
and the study procedures. The data collection trainings 
occurred over four meetings, in which interval recording 
procedures were taught and practiced; target behavior 
definitions, examples, and non-examples were reviewed 
and applied; and setting-specific observation routines were 

developed and discussed. Data collectors conducted practice 
observations and together reviewed results until achieving 
two consecutive observations with at least 90% interval-
by-interval agreement on each IBOP target behavior. 
Practice observations were conducted in target classrooms 
to provide naturalistic practice and desensitize students to 
the observers’ presence. Baseline data collection began in 
February 2023, providing student participants three weeks 
to adjust to their new semester’s schedule. Classroom 
observations were scheduled to occur three times per 
week for each student participant across the baseline and 
intervention phases; however, observations were canceled 
in the following circumstances: (a) the student was absent; 
(b) the class period was not held (e.g., assembly or field 
day held in place of class); and (c) limited opportunities 
for social engagement were planned for the class period 
(e.g., test or study hall scheduled). Following baseline 
data collection, facilitators started POWER Program 
implementation according to phase change decision rules. 
POWER Program group meetings were held weekly during 
a study hall or academic period according to (a) facilitators’ 
availability and (b) students’ ability to independently make 
up missed academic work, consistent with expectations for 
SEB intervention scheduling in this school context.

Research Design and Analyses

A concurrent multiple-baseline (A–B) design (Ledford & 
Gast, 2018) across four participants was used to examine 
the effects of the POWER Program on students’ NA and SE. 
The baseline (A phase) consisted of business-as-usual Tier 
1 emotional supports within the high school. The POWER 
Program (B phase) was rolled out in a staggered manner 
across students. Allowing for at least three non-overlapping 
data points between students in the intervention phase, the 
POWER Program was initiated for each student (a) when 
their baseline data demonstrated stability in NA, primarily, 
and SE, secondarily, and (b) the prior student’s intervention 
data demonstrated general stability.

POWER Program effects for focal student participants 
were assessed through visual analysis of graphed data’s 
level, trend, and variability (Ledford & Gast, 2018). Sin-
gle-case effect sizes were computed using the standardized 
mean difference (SMD) method (Busk & Serlin, 1992) and 
percentage of all non-overlapping data (PAND) approach 
(Parker et al., 2007). Specifically, SMD effect sizes were 
calculated by subtracting the baseline mean from the inter-
vention mean for each target behavior and dividing that 
difference by the baseline standard deviation. PAND effect 
sizes and aligned phi coefficients were calculated using the 
procedure described in Parker and colleagues’ (2007) article 
(see p. 204). PAND values exceeding 0.9 were considered to 
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signify strong effects, between 0.7 and 0.9 were considered 
to signify moderate effects, and between 0.5 and 0.7 were 
considered to signify questionable effects (Scruggs & Mas-
tropieri, 1998). Phi values greater than 0.5 were considered 

“large,” between 0.3 and 0.5 were considered “moderate,” 
and between 0.1 and 0.3 were considered “small” (Cohen, 
1988). BASC-3 scores, emotion ratings, and usability ratings 
were descriptively analyzed.

Fig. 1   Direct Observation 
Results for Negative Affect and 
Social Engagement
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Table 2   Descriptive Statistics 
and Effect Sizes for Directly 
Observed Classroom Behavior

Effect sizes for Student C were not calculated given the limited number of intervention phase observations. 
PAND = percentage of all non-overlapping data. SMD = standardized mean difference

Participant Target behavior Baseline M Intervention M Baseline SD SMD PAND φ Sig

Student A Negative affect .02 .00 .03 –.67 83% .24 .24
Social engagement .54 .18 .06 –6.00 75% –.14 .48

Student B Negative affect .03 .04 .04 .25 67% .19 .34
Social engagement .16 .37 .16 1.31 75% .40 .05

Student D Negative affect .03 .02 .05 –.20 70% .38 .09
Social engagement .08 .29 .06 3.50 90% .79  < .001
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Results

Directly Observed Outcomes

Students’ directly observed NA and SE results are graphed 
in Fig. 1; note the low levels (< 10% of observed intervals) 
of NA observed in the baseline condition for each student, 
which suggest the likelihood of floor effects. Descriptive 
statistics and effect sizes are summarized in Table 2. Results 
are described below for each student participant.

In the baseline phase, Student A had low levels of NA 
(range, 0–6% of observed intervals) and moderate levels of 
SE (range, 48–58% of observed intervals). In transitioning 
to the intervention phase, Student A’s NA further decreased 
and stabilized (range, 0–2% of observed intervals) and 
SE immediately decreased (initial intervention point: 
28% of observed intervals) with fluctuations across the 
intervention phase (range, 0–50% of observed intervals). 
Effect size statistics suggest the POWER Program’s 
moderate effectiveness in decreasing Student A’s NA 
(SMD = –  0.67; PAND = 83%, φ = 0.24) but lack of 
effectiveness in increasing Student A’s SE (SMD = – 6.00; 
PAND = 75%, φ = – 0.14). Given (a) Student A’s individual 
goal related to increasing “productivity;” (b) the operational 
definition for SE not accounting for behaviors’ on- or off-
task nature; (c) variability in engagement expectations and 
opportunities across observation periods (e.g., for this Earth/
physical science class, some class periods required partner/
group work throughout their duration, and others included 
more direct instruction or independent work time); and (d) 
positive student-reported outcomes (see “Informant-Rated 
Outcomes”), it is unlikely the observed decreases in SE for 
Student A reflect worsened student outcomes.

Student B demonstrated low levels of NA (range, 0–12% 
of observed intervals) and moderate but variable levels of SE 
(range, 1–49% of observed intervals) in the baseline phase. 
In the intervention phase, Student B demonstrated initially 
variable levels of NA that later decreased and stabilized 
(range, 0–37% of observed intervals; final 11 intervention 
data points equal to 0%). Student B’s SE data across the 
intervention phase evidenced a positive trend (m = 0.02). 
Overall, for Student B, statistical estimates suggested 
small effects on NA (SMD = 0.25; PAND = 67%, φ = 0.19), 
primarily realized later in program implementation, and 
moderate effects on SE (SMD = 1.31; PAND = 75%, 
φ = 0.40).

Except for an outlier data point for NA (25% of observed 
intervals), Student C exhibited stable and low levels of NA 
(range without outlier, 0–7% of observed intervals) and 
SE (range, 0–8% of observed intervals) across the base-
line phase. Only one data point was available for Student 
C in the intervention phase given the student’s frequent 

absences from school and limited attendance of the targeted 
class period. Accordingly, results from the single observa-
tion available for the intervention phase cannot be used to 
draw conclusions about the POWER Program’s effectiveness 
for this student, although this data point reflects sustained 
low levels of NA (0% of observed intervals; overlapping 
with three of seven baseline points but lower than the base-
line mean of 5%) and a positive increase in SE from base-
line (28% of observed intervals; Δ =  + 20% from the most 
extreme baseline data point).

Student D’s NA (M = 3% of observed intervals, SD = 5%; 
range, 0–17%) and SE (M = 8% of observed intervals, 
SD = 6%; range, 0–18%) were of a similar level across 
the baseline phase. Upon POWER Program initiation, 
NA decreased and stabilized at a low level (six of seven 
intervention data points at 0–1% of observed intervals). 
By contrast, SE immediately increased (29% of observed 
intervals; Δ =  + 9% from the most extreme baseline data 
point) and sustained at a level distinct from that observed 
in the baseline phase (range without outlier, 23–45% 
of observed intervals). These patterns held true for all 
observation days except Day 35, on which NA spiked and 
SE dipped. For Student D, estimates indicated moderate 
effects on NA (SMD = –0.20; PAND = 70%, φ = 0.38) and 
large effects on SE (SMD = 3.50; PAND = 90%, φ = 0.79).

Informant‑Rated Outcomes

Pre- and post-intervention BASC-3 SRP and PRS-A T scores 
(in a normative sample, M = 50, SD = 10) for composites and 
Internalizing Problems subscales are reported in Table 3. 
On the SRP, post-intervention ratings led to decreased T 
scores for all four students on the Emotional Symptoms 
Index (ΔM = – 9.75) and for two of the four students on the 
Internalizing Problems composite (ΔM = – 9.00). SRP sub-
scale analysis suggested improvements were made primarily 
in the domains of Anxiety (Δ = – 8), Sense of Inadequacy 
(Δ = – 4), and Social Stress (Δ = – 2) for Student A; Soma-
tization (Δ = – 12), Sense of Inadequacy (Δ = – 10), Anxiety 
(Δ = – 10), and Depression (Δ = – 3) for Student B; Social 
Stress (Δ = – 7) and Depression (Δ = – 6) for Student C; 
and across all Internalizing Problems domains for Student 
D (Atypicality Δ = – 55; Somatization Δ = – 39; Depres-
sion Δ = – 33; Sense of Inadequacy Δ = – 27; Social Stress 
Δ = – 26; Anxiety Δ = – 14; Locus of Control Δ = – 3). As 
previously referenced, in contrast with pre-intervention SRP 
T scores, most pre-intervention PRS-A T scores were in the 
Typical range (i.e., < 60), and post-intervention PRS-A T 
scores reflected some change in composite and subscale 
scores but primarily in the direction of increased risk (see 
Table 3).

Student emotion ratings are graphed in Fig. 2. Across 
POWER Program group meetings, emotion ratings trended 
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in the desired directions (i.e., based on the emotion goal; 
increasing productivity and decreasing anxiety) for Student 
A. For Student B, ratings for the emotion to increase (con-
tent) demonstrated a negative trend, and ratings for the emo-
tion to decrease (anxious) demonstrated a positive trend. 
For Student C, ratings for the emotion to increase (relaxed) 
were largely stable, and ratings for the emotion to decrease 
(stressed) trended downward. Finally, for Student D, ratings 
for both the emotion to increase (calm) and the emotion to 
decrease (angry) trended downward.

Program Usability

URP-IR and CURP ratings are summarized in Table 4. On 
the URP-IR, overall, POWER Program facilitators (n = 2) 
strongly agreed they understood how to implement the 
program; agreed the program was acceptable, feasible, and 
contextually appropriate; somewhat disagreed that strong 
home–school collaboration was necessary to implement 
the program; and disagreed that they would benefit from 
additional support in implementing the program. In open-
ended comments, facilitators noted strengths of the program 
as including varied and inclusive meeting activities, frequent 
opportunities for student sharing and discussion, the scripted 
nature of the program as increasing access and reducing 
facilitator preparation time, and specific lessons that 
worked well with their group. With regard to improvement, 
facilitators recommended (a) shortening select group 
meeting plans to better fit within an instructional period 
and (b) reducing scripting and breaking up facilitator-led 
instruction to engage students more effectively throughout 
group meetings. On the CURP, overall, POWER Program 
focal student participants (n = 4) strongly agreed the 
program was feasible, agreed they understood the program, 
and agreed the program was personally desirable.

Discussion

The POWER Program was designed to be suitable for Tier 
2 implementation in schools, feasible for implementation by 
school personnel without specialized training, appropriate 
and engaging for high school students, and effective at 
promoting emotion regulation as a core process underlying 
emotional disorder risk. The present pilot study evaluated the 
efficacy and usability of the POWER Program. Results from 
a sample of four high school students and three facilitators 
provide initial evidence of (a) positive effects on students’ 
emotional and behavioral symptoms and (b) students’ and 
facilitators’ positive impressions of the program’s usability.

In this single-case design study, POWER Program 
participation was associated with decreases in directly 
observed NA for all three students with sufficient Ta
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intervention data (Students A, B, and D). Participation 
was also associated with increases in directly observed SE 
for two of these three students (Students B and D). Across 
students and target behaviors, effects ranged from small to 
large in magnitude, and approximated those reported in other 
evaluations of Tier 2 interventions for emotional risk (e.g., 
for REP, mean PAND for NA was 74% compared to 73.33% 
in the current study, and mean PAND for SE was 72.33% 
compared to 80% in the current study; Allen et al., 2019).

In addition, all four students’ self-reported data on the 
BASC-3 reflected reductions in emotional symptoms and/or 
internalizing problems. Prior Tier 2 research has similarly 
reported students’ self-rated improvements in emotional 
functioning, for upper elementary students and REP using 
the BASC-3 (Allen et al., 2019) and Achenbach System 

of Empirically Based Assessment (ASEBA) School-Age 
Scale, Youth Self-Report Form (Achenbach & Rescorla, 
2001) as well as for younger elementary students and the 
Calm Cat Program (Zakszeski et al., 2023) using the Screen 
for Child Anxiety and Related Disorders (Birmaher et al., 
1999). Although parents’ post-intervention BASC-3 rat-
ings did not suggest favorable intervention effects, parents’ 
pre-intervention BASC-3 ratings varied significantly from 
students’ and were primarily in the Typical range across 
composites, which may reflect (a) the distinct information 
to which each rater (student and parent) has access and (b) 
increasing rates of emotional symptoms’ internalization 
and somatization during adolescence (e.g., De Los Reyes 
et al., 2019). Moreover, students’ self-ratings of their emo-
tion goals across Group Meetings 2–7 demonstrated mixed 

Fig. 2   Emotion Ratings Across 
POWER Group Meetings
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evidence for improvements across the program; however, 
baseline ratings were not available to serve as comparisons, 
and confounds related to the timing of the group meetings 
(later meetings nearing the end of the school year) may 
explain some patterns observed.

Altogether, multimethod results provide a comprehensive 
picture of program effects, offering evidence of efficacy 
as measured by direct observations, self-reported ratings 
(Student C), or both methods (Students A, B, D). Yet, effects 
were less clear for Student C, whose focal class attendance 
pattern precluded planned classroom observations. In 
fact, Student C’s attendance pattern may be interpreted 
as providing evidence for the program not meaningfully 
impacting behavioral functioning, although factors outside 
the purview of this study further explain and contextualize 
this pattern.

Both facilitators and students provided generally posi-
tive feedback on the POWER Program core group meetings’ 
usability, with ratings in the desired direction on each URP 
and CURP subscale, indicating that drastic changes to the 
program’s format, foci, and training system are not needed. 
Indeed, intervention facilitators noted several strengths of 
the program. Facilitators suggested two improvements, 
which included further abbreviating two meetings’ plans and 
breaking up facilitator-led direct instruction. These changes 
may lead to improved feasibility and student engagement 
within the program. These refinements should be made and 
pilot-tested prior to future POWER Program research. It 
must also be noted, however, that the facilitators were school 
psychologists and school psychologists-in-training, selected 
to implement the POWER Program given their SEB inter-
vention responsibilities in the participating school. Usability 

results for these facilitators may not generalize to facilitators 
with different training and experiences. With the POWER 
Program designed to be implemented by a broad range of 
school-based professionals, additional research is needed to 
explore usability perceptions among facilitators who are not 
trained as school psychologists.

Limitations and Future Directions

Limitations of the present study highlight opportunities 
for future research on the POWER Program. Perhaps most 
notably, this study’s single-case design included only 
four focal student participants in four POWER groups, 
three POWER Program facilitators, and one high school. 
Accordingly, this study focused on evaluating program 
effects for few students and implementation facilitators in a 
single setting, prioritizing the evaluation of individual-level 
effects rather than producing evidence that can generalize to 
other populations and contexts. Given this study’s promising 
results, future studies should evaluate the POWER Program 
using larger and more diverse student and implementer 
samples, continuing to examine usability dimensions such 
as feasibility and acceptability as well as using experimental 
designs such as randomized controlled trials (RCTs) and 
cluster RCTs. Additionally, although school personnel 
initially identified both NA and SE as concerns for the 
student participants in their identified class periods, NA was 
consistently observed in a small percentage (i.e., < 10%) of 
intervals across students during the baseline phase, such that 
floor effects likely influenced study findings. An alternative 
approach to progress monitoring could use classroom 

Table 4   POWER Program Usability Results

Results are presented as subscale item averages (subscale scores divided by the number of subscale items)
a Rating options ranged from 1 (strongly disagree) to 6 (strongly agree)
b Rating options ranged from 1 (strongly disagree) to 4 (strongly agree)

Usage Rating Profile—Intervention, Revised (URP-IR)a

Subscale M SD

Acceptability 5.22 .16
Understanding 5.50 .24
Feasibility 4.92 .35
System climate 4.60 .00
Home–school collaboration 2.50 .71
System support 1.67 .47

Children’s Usage Rating Profile (CURP)b

Subscale M SD

Personal Desirability 3.00 .32
Feasibility 3.54 .40
Understanding 3.39 .42
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behavioral targets aligned with students’ selected POWER 
Program goals, idiosyncratically defined and confirmed to 
be present in a considerable percentage of intervals during 
baseline observations.

Future studies might also evaluate other types of 
outcomes associated with POWER Program participation, 
such as outcomes commonly collected in schools’ 
information systems (e.g., attendance, grades), teacher-rated 
behavioral and emotional symptoms, and even peer-rated 
behavioral and emotional symptoms (considering the close 
connections between students and their friends during the 
adolescent developmental stage). Multimethod, multisource 
assessment of intervention effects—with regard to both 
progress monitoring and outcome evaluation—is likely 
to provide the most nuanced characterization of students’ 
SEB functioning, as exemplified in the present study’s 
variable patterns of results. Practitioners may feasibly embed 
this type of evaluation procedure in their Tier 2 systems 
by drawing upon data already collected in their schools, 
administering brief measures of intervention targets during 
time allocated for intervention activities (e.g., students’ 
emotion goal monitoring during POWER group meetings 
and Check-Outs), and collecting data from other informants 
on fewer (e.g., pre/post) occasions.

Another category of limitations relates to the restricted 
ways in which the present study can inform the application 
of the POWER Program in schools. As a pilot study, this 
investigation concerned whether the program works, not 
how, for whom, and under what conditions it works. For 
example, this study evaluated only the core group meeting 
sequence of the POWER Program, not evaluating program 
components such as booster group meetings, individual 
meetings, and the Check-Out process. Future research should 
test the feasibility of these intervention components as well 
as the incremental benefits of including these components, 
directly testing, for example, the initial effects, generalizabil-
ity, and maintenance of program outcomes for students who 
did and did not participate in POWER Check-Outs. Moreo-
ver, although focal student participants with somewhat var-
ied strengths and concerns were included in this prelimi-
nary study, a direct evaluation of differential intervention 
effectiveness was not conducted, such that it remains unclear 
what student profiles are best served by this program. It 
also remains unclear what levels of implementation fidel-
ity dimensions (e.g., adherence, dosage) are necessary for 
positive student outcomes, and future research might include 
and compare multiple methods of assessing program fidelity 
(see Collier-Meek et al., 2020). It would be beneficial for 
future studies to assess (a) what organizational conditions 
(e.g., building and district policies and infrastructure) and 
(b) what training and implementation support conditions are 

most closely associated with high-quality implementation 
and strong effects on student outcomes.

Conclusions

This pilot study provides evidence of the POWER Program’s 
efficacy and usability as a Tier 2 intervention with secondary 
students at risk of developing emotional disorders. With 
results limited to a small participant sample and single 
implementation context, future research is needed to 
evaluate effectiveness and appropriateness in larger, more 
diverse samples and varied contexts. In addition, research 
is needed to specify optimal implementation parameters 
to guide potential applications in schools. Continued 
refinement and evaluation of the POWER Program may 
result in an intervention that can be adopted by secondary 
settings to support students’ well-being and school success.
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