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The Holistic Student Assessment (HSA)
The Holistic Student Assessment (HSA) is an evidence-
based self-report tool that measures resilience in children 
and adolescents. The HSA was developed by The PEAR 
Institute: Partnerships in Education and Resilience 
under the leadership of  Dr. Gil G. Noam at McLean 
Hospital and Harvard Medical School in response to an 
urgent need for a strengths-based tool that goes beyond 
indicators of  risk and psychopathology. The HSA is 
largely based on a Developmental Process Theory 
(DPT) known as the Clover Model (Malti & Noam, 
2008, 2009, 2016; Noam & Triggs, 2016). The Clover 
Model interconnects adolescent psychopathology with 
social-emotional development and resilience; problem 
behaviors emerge as developmental difficulties or 
challenges, and adaptation emerges from healthy social-
emotional development and resiliencies, or strengths 
(Noam, 1996). 

The impetus for the development of  the HSA was the 
recognition that traditional psychological assessments 
were often focused on risk factors and symptoms in 
youth such as depression, aggression, and anxiety. While 
these risk factors are important, they can often overlook 
youth assets and strengths, such as the existence of  
supportive relationships (Malti, Liu, & Noam, 2010). 
The HSA was designed to measure key dimensions 
of  resilience and strength, as defined by the Clover 
Model, in order to complement existing school-based 
assessments of  risk factors and psychopathology. Each 
Clover domain represents areas of  social-emotional 
competency, however, each domain also has its own 
risks of  behavior and emotional problems (Noam, Malti, 
& Karcher, 2013). Holistic measures that address both 

risk and resiliency can be more effective in engaging 
students in high-quality, developmentally-strengthening 
educational experiences (Malti & Noam, 2009). 

The original HSA (V.1.0) was piloted more than a decade 
ago in a school- and afterschool-based program using the 
Clover Model, known as RALLY (Response Advocacy 
for Life and Learning in Youth), which integrates various 
supports to foster children’s academic, emotional, and 
mental health (Malti & Noam, 2008).  As the HSA 
was increasingly adopted inside and outside of  school, 
research continued and the tool evolved with valuable 
feedback from other researchers, psychometricians, 
practitioners, and student support staff. For instance, 
unnecessary items were pruned from the original 90-item 
survey, and a few new scales were developed to capture 
other essential indicators of  social-emotional well-being 
(such as emotion control and relationships with peers 
and adults) and academic well-being (such as school 
bonding and academic motivation). Today, following 
years of  practical experience and validation research 
(Malti, Zuffianò, & Noam, 2017; Noam & Goldstein, 
1998; Noam, Malti, & Guhn, 2012), the HSA is widely 
used, both nationally and internationally, to help schools 
and afterschool programs better support the social and 
emotional well-being of  students. Since its inception in 
2007, the HSA has been administered to nearly 43,000 
students (with nearly 60,000 administrations) across 22 
U.S. states and 10 countries.

The present report provides a brief  summary of  the 
Clover Model framework as well as a technical update on 
the most recent version of  the HSA (V.6.1). This version 

contains 61 items and 14 scales designed to assess 
students’ social and emotional development 
within three broad domains: (1) Resiliencies 
(internal and external), (2) Relationships, and 
(3) Learning and School Engagement. The 
HSA requires minimal instructions and can be 
administered electronically or using a paper 
form. Students rate survey items on a four-point 
Likert scale (0 = not at all, 1 = sometimes, 2 = often, 
3 = almost always). We consider students that 
score one standard deviation (SD) away from 
the mean as presenting above/below average on 
that scale relative to age- and gender-matched 
peers. Strength is defined as 1 or more standard 
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deviation from the mean in the positive direction. 
Challenge is defined as 1 or more standard deviation 
from the mean in the negative direction. For example, 
students with a standardized score that is greater than 
or equal to 1.0 on the Learning Interest scale are 
assigned a strength on that scale; conversely, students 
with a standardized score of  less than or equal to -1.0 
on Learning Interest are assigned a challenge on that 
scale.  Each individual student’s HSA results are mapped 
to a three-tier intervention pyramid that is based on 
the public health model (Frieden, 2010) that has been 
adapted by educators to determine the support need of  
a school population (U.S. Department of  Education, 
2010). Placement on the pyramid is determined by the 
student strengths and challenges as self-reported in the 
HSA.

The Clover Model
The theoretical model underlying the HSA tool, the 
Clover Model, is a research-based model of  resilience, 
social-emotional development, and 21st-century skills 
(Malti & Noam, 2008, 2009, 2016; Noam & Triggs, 
2016). Through research and clinical and classroom 
observations, the Clover Model is defined by four  
domains or “leaves” of  the clover, each reflecting 
a particular aspect of  development. These leaves 
comprise four key components of  healthy adolescent 
development: active engagement, assertiveness, 
belonging, and reflection.

The model interconnects child/adolescent 
psychopathology with social-emotional development 
and resilience; problem behaviors emerge as 
developmental difficulties, and adaptation emerges from 
healthy social-emotional development and resiliencies 
(Noam, 1996). The image of  the clover was selected to 
emphasize that these domains do not follow each other 
sequentially as posited in traditional stage theory, but are 
present at all points of  development (Malti, Zuffianò, & 
Noam, 2017; Noam et al., 2012). The Clover domains 
are not distinct entities; rather, they overlap like a Venn 
diagram. Every individual exercises aspects of  each of  
these four developmental domains and needs to balance 
them, but each domain takes prominence for specific 
age groups. People move along a continuum prioritizing 
the development of  one domain before another, but 
that priority does not mean that the other dimensions 
are not present. 

The Clover Model 
establishes a 
common language 
that can be used 
to communicate 
the strengths 
and challenges 
of  children and 
youth. The goal 
of  the model is 
to use youth’s 
strengths in particular domains to cultivate their less 
developed competencies and in turn, to enhance their 
overall balance. For example, instead of  focusing on 
managing the behavior of  students with strengths in 
active engagement to be less active, the Clover Model 
encourages the support of  students’ innate strengths. 
The model promotes helping these students gain self-
management competencies by teaching them how 
to reflect on their actions. These social-emotional 
competencies are linked to academic success, positive 
peer and adult relationships, and mental health (Oberle, 
Schonert-Reichl, Hertzman, & Zumbo, 2014; Ursache, 
Blair, & Raver, 2012).

Current Data
The purpose of  this technical report is to provide the 
reader with a brief  overview of  The PEAR Institute’s 
current HSA database as well as results from reliability 
and validity analyses. First, we begin by providing 
descriptive statistics for key demographic variables, 
such as race, gender, and geographical location, based 
on all the data collected as of  September 2017. Second, 
we present the psychometric properties of  the HSA 
based on advanced statistical analyses performed by two 
credentialed psychometric consultants and one university 
research team. Specifically, two separate datasets were 
recently analyzed: the first psychometrician examined 
the factor structure and reliability of  the HSA based 
on a random sampling of  first-time survey takers in the 
complete HSA database, which was balanced by gender 
and age group; the second psychometrician examined 
the validity, including factor structure and measurement 
invariance, of  the HSA based on data received within 
the last two years from first-time survey takers. Third, 
we summarize psychometric work from a university 
research team that demonstrates developmental 
sensitivity of  the HSA.

The Clover Model
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Frequency Percent

African-American/Black 8486 22.3
American Indian/Native American or Alaskan Native 527 1.4
Asian, Asian-American 2234 5.9
Caribbean Islander 318 .8
Latino or Hispanic 10042 26.4
Middle Eastern or Arab 183 .5
Native Hawaiian or Other Pacific Islander 51 .1
White, Caucasian (non-Hispanic) 7250 19.0
More than 1 6278 16.5
Other/prefer not to answer 2737 7.2
Total 38106 100.0

Table 1a. Race/Ethnicity Distributions

Frequency Percent
Girls 20977 49.5
Boys 21386 50.5
Total 42363 100.0

Table 1b. Gender Distributions

Frequency Percent
Northeast 21802 58.3
Midwest 11103 29.7
South 1499 4.0
West 2988 8.0
Total 37392 100.0

Table 1c. Geographical Region of  HSA US State

Table 1d. Urban vs. Suburban/Rural Locale

Frequency Percent
Suburban/Rural 3123 8.4
Urban 34136 91.6
Total 37259 100.0

Table 1e. Free/Reduced Lunch Status*

Frequency Percent
Not Eligible 661 40.3
Free/Reduced 
Lunch Eligible

981 59.7

Total 1642 100.0

I. Overview of  Current HSA Database: Key Demographics 

As of  September 27, 2017, The PEAR Institute’s pretest and posttest HSA database, which has grown by more than 
200% in the last two years, contains nearly 60,000 student responses, of  which approximately 43,000 represent first-
time survey takers (“unique cases”). The database contains responses from youth between Grades 1 to 12, however 
most cases in the database (approximately 59%) represent middle school students (Grades 6-8). A similar percentage 
of  boys and girls (50.6% and 49.5%, respectively) have completed the HSA survey. 

Tables 1a-1h below provide key demographic descriptive information, such as gender, race/ethnicity, and US 
geographical location based on unique students who completed the HSA since 2011. Please note that key demographic 
information is not available for every case in the database, and therefore we only report data that are known.

*Please note only 4% of the current database has information on 
student’s Free/ reduced Lunch eligibility status.
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Table 1f. Primary Language Spoken at Home *

Frequency Percent

English 10441 72.0

Not English 4053 28.0

Total 14494 100.0

Table 1g. SPED Special Education Services*

Frequency Percent

No 1121 73.4

Yes 407 26.6

Total 1528 100.0

*Proxy for estimating student’s ELL status. *Please note only 4% of the current database has information on 
student’s special education status.

Table 1h. ELL English Language Learning (ELL)*

Frequency Percent

No 1301 79.8

Yes 330 20.2

Total 1631 100.0

*Please note only 4% of the current database has information on English language learning status.

II.  Advanced Statistical Analyses: Psychometric Properties of  the HSA (v6.1)

a. Reliabilities based on a random sample and structural equation modeling

A key aspect of  the development of  survey instruments like the HSA is the evaluation of  reliability (Nunnally, 1978; 
Price, 2017). Reliability refers to the precision or consistency of  measurement. Estimation of  score reliability provides 
a way to assess the consistency of  scores, whether the same or nearly the same scores are obtained at different times 
or under different circumstances (Price, 2017). To this end, knowing score reliability (or unreliability) is essential since 
it would be irresponsible and unethical to base important decisions upon survey or test results that do not display 
evidence of  consistency or reproducibility. Estimates of  score reliability are expressed on a continuum ranging from 
complete lack of  precision or consistency of  measurement (0.0) to perfect repeatability of  results (1.0).

The research department at The PEAR Institute collaborated with Larry R. Price, Ph.D., Professor of  Psychometrics 
and Statistics and Director of  the Interdisciplinary Initiative for Research Design & Analysis (IIRDA) at Texas State 
University to examine the reliability of  the HSA. Dr. Price’s analysis, which has led to the development of  a normative 
(or comparison) sample, was based on a stratified random sample of  9,000 male and female participants ages 9 - 19 
years of  age from a population of  N=27,808 respondents in geographic locations where the HSA is in active use (see 
key demographic section above). The complete details of  Dr. Price’s reliability and norming work are available in a 
separate report. Here, we highlight the reliability estimates calculated by Dr. Price that are derived from confirmatory 
measurement model analyses conducted using structural equation modeling (SEM)-rather than coefficient alpha. 

Confirmatory factor analysis within a SEM model was used to estimate the scale reliability. Tables 3a and 3b display 
reliability scores based on Dr. Price’s SEM results by age group and gender. The reliability values are categorized 
across three developmental age groups: Late Childhood (youth aged 9.0-11.9 years), Early Adolescence (youth aged 
12.0-14.9 years), and Middle Adolescence (youth aged 15-18.9 years). Based on current research in psychometrics, 
reliability estimates are considered adequate when coefficients are equal to or greater than .70. Also, as Little et. 
al. noted, somewhat lower levels of  score reliability can be tolerated in latent variable methods (e.g., using SEM to 
estimate reliability via confirmatory factor analysis as compared with observed variable methods) (Little, Lindenberger, 
& Nesselroade, 1999).
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Scale Late Childhood
(n=1500)

Early  Adolescence
(n=1500)

Mid Adolescence
(n=1500)

Action Orientation 0.75 0.82 0.83

Emotion Control 0.82 0.83 0.84

Assertiveness 0.68 0.76 0.81

Trust 0.76 0.76 0.81

Empathy 0.87 0.88 0.89

Reflection 0.71 0.71 0.7

Optimism 0.83 0.86 0.85

Peers 0.78 0.78 0.78

Adults 0.75 0.78 0.78

Learning Interest 0.78 0.8 0.83

Critical Thinking 0.79 0.78 0.8

Perseverance 0.82 0.86 0.88

Academic Motivation 0.81 0.83 0.81

School Bonding 0.77 0.76 0.75

Table 3a. Score Reliability for HSA Scales by Age Groups for Girls (N=4,500)

Scale Late Childhood
(n=1500)

Early  Adolescence
(n=1500)

Mid Adolescence
(n=1500)

Action Orientation 0.78 0.79 0.83

Emotion Control 0.77 0.77 0.8

Assertiveness 0.68 0.69 0.75

Trust 0.75 0.78 0.8

Empathy 0.88 0.89 0.9

Reflection 0.71 0.73 0.76

Optimism 0.83 0.82 0.83

Peers 0.74 0.76 0.79

Adults 0.68 0.75 0.75

Learning Interest 0.76 0.75 0.83

Critical Thinking 0.78 0.81 0.78

Perseverance 0.82 0.83 0.88

Academic Motivation 0.78 0.81 0.83

School Bonding 0.75 0.77 0.77

Table 3b. Score Reliability for HSA Scales by Age Groups for Boys (N=4,500)



6

b. Construct Validity and Measurement Invariance

The term construct validity (Cronbach & Meehl, 1954; 
Kline, 2016; Price, 2017) was developed to describe a 
validation process that is used in establishing one form 
of  validity evidence of  a test, scale, or instrument. The 
process of  construct validation occurs when the main 
objective is to develop a measure of  an attribute or 
characteristic of  persons for its own sake, and the goal 
is to determine how well the instrument measures this 
attribute or characteristic. The principle focus in the 
construct validation process is not on other forms of  
validity evidence such as prediction of  a criterion (i.e. 
criterion-related validity evidence) or the one-to-one 
correspondence between the content of  the instrument 
and a specific domain of  knowledge or behavior (i.e. 
content-related validity evidence). Instead, the focus is 
on the ability of  the instrument itself  to measure the 
individual trait or attribute of  interest. Measurement 
invariance goes one step further to ensure that, once 
construct validity is generally established, the same 
construct is being measured across different groups, 
such as people in different age, gender, or ethnic groups.

To test the construct validity of  the HSA, and to examine 
whether the HSA is similarly understood by students 
regardless of  grade, gender, or race/ethnicity, the 
research department at The PEAR Institute collaborated 
with Michael Rodriguez, Ph.D., Associate Professor 
in the Department of  Educational Psychology at the 
University of  Minnesota. Dr. Rodriguez performed a 
series of  validity analyses on a recent sample of  first-
time HSA survey takers (N=5,701) using item-response 
theory (IRT) as well as confirmatory factor analyses. 
The sample pool included youth attending one of  nine 
school districts across four U.S. states: Colorado (n = 
244, 3.9%), Massachusetts (n =3,380, 59.3%), Minnesota 
(n = 1075, 18.9%), and New York (n = 597, 10.5%). Of  
the nine school districts, six were urban, two were rural, 
and one was in a suburban. This sample represented 
an equal number of  boys and girls (50.8% and 49.2%, 
respectively) attending Grades 3 to 8 (with 83.2% of  
students surveyed being in grades 5 to 8). The sample 
was also diverse: 5.8% Asian, 9.3% Black, 29.5% Latino, 
28.2% Other, and 18.1% White. 

Dr. Rodriguez performed confirmatory factor analyses 
(CFA) using Mplus version 7 (Muthén & Muthén, 2012) 
to examine model fit indices of  the different HSA scales 
and assessment domains. Since numerous indicators can 
be used to assess overall goodness-of-fit and each has 

limitations, Dr. Rodriguez highlights three fit indices 
routinely used to assess model fit: comparative fit index 
(CFI), Tucker-Lewis index (TLI) and root mean square 
error of  approximation (RMSEA). Good fit is typically 
judged by the following criteria (Brown, 2006):

RMSEA < .05 is Good Fit; RMSEA < .08 is Adequate Fit
CFI   > .95 is Good Fit;   CFI   > .90 is Adequate Fit
TLI   > .95 is Good Fit;   TLI   > .90 is Adequate Fit

Based on Dr. Rodriguez’s CFA results, all 14 scales of  
the HSA fit the observed data (χ2 (1619) = 22279.371,  
p < .001; CFI = .918; TLI = .911, RMSEA = .047 [90% 
CI: .047, .048] using the general criteria for model-data 
fit (Brown, 2006). Standardized factor loadings for HSA 
items ranged from 0.55 to 0.83, which indicates that all 
items had good to excellent fit.  The results from this 
confirmatory factor analysis mean that the items that 
make up each of  the scales on the HSA are measuring 
what we intend for them to measure (e.g., Academic 
Motivation, Relationships with Peers, Empathy, etc.).

Next, Dr. Rodriguez performed analyses using item-
response theory (IRT) and Rasch Modeling to determine 
how the model fit the data, and conversely, how the 
data fit the model. His results showed that the response 
patterns for the HSA are consistent with what we would 
expect for the Rasch model. For instance, students low 
on academic motivation would rate those items low, and 
students high in academic motivation would rate those 
items high. This means that there is strong internal 
consistency. Additionally, Dr. Rodriguez used IRT to 
compare how different groups of  students respond to 
the survey (for instance, comparisons by gender, grade, 
and race/ethnicity) to rule out potential survey biases.  

Results showed there were no differences in item 
measurement by race/ethnicity or gender, which means 
that students who self-identify as belonging to a particular 
race/ethnic group or gender are responding in ways 
that are similar (no differences in item interpretation 
or difficulty). However, Dr. Rodriguez found that a few 
specific HSA items were more difficult to respond to for 
children below Grade 5 (~below age 9). For instance, 
it seems that youth in Grades K-4 have a harder time 
responding to a Critical Thinking item (“I try to look 
at a situation in different ways”) and an Empathy item 
(“Other people’s feelings matter to me.”). Nevertheless, 
Dr. Rodriguez did not find consistent grade-related 
patterns (in terms of  difficulty or understanding of  the 
items) across the 14 HSA scales aside from five out of  
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61 items, and separate analyses are needed to examine 
developmental differences. It is essential to know 
whether the HSA can help practitioners understand 
each child’s strengths and challenges as well as how they 
may vary over time.

To explore in more depth whether the HSA is sensitive 
to developmental differences – as opposed to differences 
in item difficulty by age/grade –  and whether the HSA 
is related to indicators of  psychopathology, Dr. Gil 
Noam of  The PEAR Institute collaborated with Dr. 
Tina Malti, Professor of  Psychology at the University 
of  Toronto, and Dr. Antonio Zuffianò, Lecturer in 
Psychology at Liverpool Hope University, to examine 
construct validity and measurement invariance across 
three separate age groups: Late Childhood (9- to 
11-year-olds), Early Adolescence (12- to 14-year-olds), 
and Middle Adolescences (15- to 18-year-olds). 

The complete details of  Drs. Malti, Zuffianò, and 
Noam’s analyses can be found in a recently published 
article in Prevention Science (Malti et al., 2017). Briefly, Dr. 
Malti and colleagues examined HSA responses from a 
sample of  5,946 students (51% male, Mage 13.16 years) 
representing six U.S. States (Massachusetts, New York, 
Michigan, Minnesota, Maine, and Rhode Island. Within 
this larger sample, one group of  students (n = 984, 
53% male, “calibration sample”) responded to HSA 
items only and the other group of  students (n = 4,962, 
49% male) responded to the HSA and a separate survey 

called the Strengths and Difficulties Questionnaire 
(SDQ, Goodman, 2001; Goodman, 1997), a scale that 
measures prosocial behaviors as well as internalizing 
problems (e.g., emotional symptoms and peer problems) 
and externalizing problems (e.g, conduct problems and 
hyperactivity/inattention). 

The team replicated Dr. Price and Dr. Rodriguez’s 
findings above as well as previous published findings 
that show the HSA’s factor structure is robust (Noam et 
al., 2012). Additionally, they demonstrated that the seven 
(out of  14) scales of  the HSA that build directly from 
the Clover Model relate to internalizing and externalizing 
psychopathology measured by the SDQ in the expected 
way, further supporting the construct validity of  the 
HSA. Specifically, children who reported more prosocial 
behaviors on the SDQ tended to endorse higher ratings 
for reflection, trust, empathy, and emotion control on 
the HSA. Children who reported more externalizing 
problems on the SDQ tended to endorse lower ratings 
for emotion control and reflection on the HSA. Lastly, 
children who reported fewer internalizing problems 
on the SDQ also tended to endorse higher ratings for 
optimism, assertiveness, action orientation, and emotion 
control on the HSA. 

Importantly, Drs. Malti, Zuffianò, and Noam found 
evidence for measurement invariance across the three 
age groups using a multiple-group analytic framework. 
In other words, differences in responses can be 

attributed to actual developmental 
differences rather than differences in 
the use or interpretation of  the HSA 
across the three age groups. Specifically, 
the team found that empathy, trust, 
and action orientation decreased with 
age, whereas assertiveness increased. 
There were no age-related differences 
found for optimism and reflection. The 
team writes that the decline in emotion 
control and trust from childhood to 
adolescence may seem surprising, but 
suggest that “neural changes in the 
adolescent brain may lead to heightened 
emotional responsivity compared to 
childhood and adulthood” and also that 
becoming more aware of  the complex 
nature of  relationships with peers “may 
be associated with a decrease in trust in 
others” (Malti et al., 2017).
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Summary
This technical report provided an overview of  key 
demographic, reliability, and validity information based 
on The PEAR Institute’s national HSA database, which 
represents the voices of  nearly 43,000 students. This 
report was made possible by the advanced statistical 
know-how of  expert psychometricians unaffiliated with 
PEAR so that the HSA could be rigorously explored 
using structural equation modeling, Rasch modeling, 
and item-response theory. These latest psychometric 
findings further substantiate the HSA as a valid and 
reliable assessment tool that provides information 
about students’ social-emotional development and 21st-
century skills. 

Based on previous and current evidence, we are 
confident that the information acquired using the HSA 
can be used to identify students who are struggling in 
key areas that research has shown not only impacts 
social and emotional well-being but also indicators of  
school performance and school behavior. Importantly, 
the data show that the survey is reliable for youth as 
young as age 9 (approximately Grade 5) and unbiased 
across gender and race/ethnicity groups. The evidence 
also shows that the HSA is related to prosocial behaviors 

as well as externalizing and internalizing problems 
(measured using another validated tool, the SDQ) for 
those interested in the relationship between resilience 
and psychopathology. Furthermore, the evidence 
demonstrates that developmental differences can be 
meaningfully examined using the HSA, with differences 
in outcomes from childhood to middle adolescence. 

The HSA provides the opportunity for young people to 
express their thoughts and feelings about their social and 
academic well-being to educators and student support 
staff. The proper use of  the HSA could strengthen “needs 
assessments” and lead to more efficient and effective 
targeting and tailoring of  prevention and intervention 
services. HSA provides actionable information about 
students beyond what is typically available to parents, 
teachers and support staff  in most schools, local 
education agencies (LEAs), and afterschool programs. 
Identifying children that are more seriously affected by 
social and emotional challenges is warranted given that 
these children may need more intensive interventions 
(Malti, Chaparro, Zuffianò, & Colasante, 2016; Noam 
& Hermann, 2002).



9

References
Brown, T. A. (2006). Confirmatory factor analysis for applied research. New York: Guilford.

Cronbach, L. J., & Meehl, P. (1954). Construct validity in psychological tests. Psychological Bulletin, 
52, 281–302.

Frieden, T. R. (2010). A framework for public health action: The health impact pyramid. Ameri-
can Journal of  Public Health, 100(4), 590–595. https://doi.org/10.2105/AJPH.2009.185652

Goodman, R. (2001). Psychometric properties of  the Strengths and Difficulties Questionnaire. 
Journal of  American Academy of  Child and Adolescent Psychiatry, 40(11).

Goodman, Robert. (1997). The Strengths and Difficulties Questionnaire: A research note. Journal 
of  Child Psychology and Psychiatry, 38(5), 581–586. https://doi.org/10.1111/j.1469-7610.1997.
tb01545.x

Kline, R. B. (2016). Principles and practice of  structural equation modeling (4th ed.). New York, NY: Guil-
ford Press.

Malti, T., Chaparro, M. P., Zuffianò, A., & Colasante, T. (2016). School-based interventions to 
promote empathy-related responding in children and adolescents: A developmental analysis. 
Journal of  Clinical Child & Adolescent Psychology, 45(6), 718–731. https://doi.org/10.1080/153744
16.2015.1121822

Malti, T., Liu, C. H. J., & Noam, G. G. (2010). Holistic assessment in school-based, developmental 
prevention. Journal of  Prevention & Intervention in the Community, 38(3), 244–259. https://doi.org/
10.1080/10852352.2010.486306

Malti, T., & Noam, G. G. (Eds.). (2008). Where youth development meets mental health and edu-
cation: The RALLY approach. New Directions for Youth Development, 120.

Malti, T., & Noam, G. G. (2009). A developmental approach to the prevention of  adolescent’s 
aggressive behavior and the promotion of  resilience. International Journal of  Developmental Science, 
3(3), 235–246. https://doi.org/10.3233/DEV-2009-3303

Malti, T., & Noam, G. G. (2016). Social-emotional development: From theory to practice. Europe-
an Journal of  Developmental Psychology, 13(6), 652–665. https://doi.org/10.1080/17405629.
2016.1196178

Malti, T., Zuffianò, A., & Noam, G. G. (2017). Knowing every child’s social-emotional develop-
ment: Toward the use of  developmental tools in psychological intervention. Prevention Science. 
1-12https://doi.org/10.1007/s11121-017-0794-0

Malti, T., Zuffianò, A., & Noam, G. G. (2017). Knowing every child: Validation of  the Holistic 
Student Assessment (HSA) as a measure of  social-emotional development. Prevention Science. 
https://doi.org/10.1007/s11121-017-0794-0

Muthén, L. K., & Muthén, B. O. (2012). Mplus (Version 7). Los Angeles, CA: Authors.



10

Noam, G. G. (1996). High-risk youth: Transforming our understanding of  human development. 
Human Development, 39(1), 1–17. https://doi.org/10.1159/000278376

Noam, G. G., & Goldstein, L. S. (1998). The resilience inventory. Unpublished protocol.

Noam, G. G., & Hermann, C. A. (2002). Where education and mental health meet: Developmen-
tal prevention and early intervention in schools. Development and Psychopathology, 14(4), 861–875. 
https://doi.org/10.1017/S0954579402004108

Noam, G. G., Malti, T., & Guhn, M. (2012). From clinical-developmental theory to assessment: 
The Holistic Student Assessment tool. International Journal of  Conflict and Violence, 6(2), 201–213. 
https://doi.org/10.4119/UNIBI/ijcv.276

Noam, G. G., Malti, T., & Karcher, M. J. (2013). Mentoring relationships in developmental per-
spective. In The handbook of  youth mentoring (2nd ed., pp. 99–115). Los Angeles, CA: SAGE.

Noam, G. G., & Triggs, B. (2016). Positive developments during the transition to adult-
hood. In R. A. Scott & S. M. Kosslyn (Eds.), Emerging trends in the social and behavioral sciences 
(pp. 1–15). Hoboken, NJ, USA: John Wiley & Sons, Inc. Retrieved from http://doi.wiley.
com/10.1002/9781118900772.etrds0416

Nunnally, J. C. (1978). Psychometric theory (2nd ed.). New York, NY: McGraw-Hill.

Oberle, E., Schonert-Reichl, K. A., Hertzman, C., & Zumbo, B. D. (2014). Social–emotional com-
petencies make the grade: Predicting academic success in early adolescence. Journal of  Applied 
Developmental Psychology, 35(3), 138–147. https://doi.org/10.1016/j.appdev.2014.02.004

Little, T. D., Lindenberger, U., & Nesselroade, J. R. (1999). On selecting indicators for multivariate 
measurement modeling with latent variables: When “good” indicators are bad and “bad” indi-
cators are good. Psychological Methods, 4 192-211.

Price, L. (2017). Psychometric methods: Theory into practice (1st ed.). New York, NY: Guilford Press.

Ursache, A., Blair, C., & Raver, C. C. (2012). The promotion of  self-regulation as a means of  
enhancing school readiness and early achievement in children at risk for school failure. Child 
Development Perspectives, 6(2), 122–128. https://doi.org/10.1111/j.1750-8606.2011.00209.x

U.S. Department of  Education. (2010). Implementing RTI Using Title I, Title III, and CEIS Funds: Key 
Issues for Decision-Makers. Retrieved from https://www2.ed.gov/programs/titleiparta/rtifiles/rti.
pdf


