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Foreword by Series Editor

Meeting the Training Need

The gap between science and practice in child mental health service delivery is huge 
and well documented (O’Connell et al. 2009). To fill this gap, better training of 
education personnel, such as teachers, school counselors, special educators, school 
psychologists, school social workers, school administrators, etc., is required. This 
gap in the educational system must be filled in particular, as schools are increas-
ingly being recognized as the most promising institution for mental health service 
delivery. Universal mental health screening has been prioritized for implementation 
by legislation and regulation governing schools in Arkansas, Connecticut, Georgia, 
Indiana, Louisiana, Minnesota, Oregon, Texas, Utah, Washington, Minnesota, Ne-
braska, Nevada, and Virginia (NAMI 2013).

These legislative initiatives are rooted in compelling data documenting the need 
for better services. For example, the first comprehensive children’s mental health 
surveillance report by the Centers for Disease Control and Prevention (CDC 2013) 
concluded that:

• One in five children suffer from a mental health disorder in any given year.
• Suicide was the second leading cause of death in children between 12 and 17 

years of age in 2010.
• The prevalence rate of mental health disorders increases with child age.
• The cost to American society of these disorders was estimated at $247 billion per 

year

But what about children who have never been referred, diagnosed, or deemed eli-
gible for special education or related services at school or in their community? How 
do we identify and serve children with risk; those children who are pre-depressive, 
mildly anxious, or more active and inattentive than normal but do not meet the di-
agnostic criteria, those who have been called subsyndromal (Cantwell 1996)? Em-
ploying a health care metaphor, these might be children who are “pre-hypertensive” 
or “pre-diabetic.” On the other hand, youth in the health care system are identified 
with such risk through routine, typically annual, screening via urinalysis, blood 
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pressure checks, etc. This universal screening of all children for health risk, how-
ever, does not have a counterpart in the behavioral, emotional, or social domains. 
Thus, we do not routinely detect mental health risk among children and take steps 
to reduce this risk.

Failure to identify youth with risk sets the stage for risk to become disorder or 
disability. Youth with subsyndromal problems often have the same impairment in 
daily living as those who meet diagnostic criteria. In the case of adolescent depres-
sion, for example, a review of 27 studies found that children with subsyndromal 
symptoms suffered from significant impairments both inside and outside of school 
(Bertha and Balázs 2013). The results were similar for an analogous review of 18 
studies of children with subsyndromal problems associated with attention deficit 
hyperactivity disorder (ADHD; Balázs and Keresztény 2014). These data provide 
weight to the evidence that universal screening is needed as the first step to en-
gaging in prevention practices. In fact, considerable research indicates that in the 
absence of valid universal screening both under- (Forness et al. 1998) and overiden-
tification of children with mental health risk abound (particularly for boys of color; 
Gregory et al. 2010).

Universal mental health risk screening may not be implemented for a variety of 
reasons including funding, staffing, or lack of policy mandate. There is, however, 
another root cause of this failure to deploy valid methods of detection and associ-
ated preventive interventions—professional knowledge and skill deficits. In higher 
education in both the USA and elsewhere, the existence of coursework serves as an 
indication of the degree to which a topic is valued during training. How many un-
dergraduate and graduate courses on universal mental health screening are currently 
available? At the time of this writing I found a single course. This lack of training, 
and subsequent skill deficit, particularly among education personnel, has also long 
been recognized. In this regard, O’Connell et al. (2009) observed:

Neither the core curriculum for a bachelor’s degree nor the process for obtaining a teaching 
certificate anticipate that teachers will be prepared to recognize risk factors or detect early 
evidence of MEB [mental, emotional, or behavioral] disorders in their pupils. Coursework 
for education degree students includes descriptions of mental disorders (along with physi-
cal disorders and retardation), but it does not systematically include how to identify, inter-
vene, or refer children at risk for MEB disorders (pp. 366–367).

We need this book because it provides a lucid and authoritative treatise of a topic 
that serves as the necessary but insufficient first step in the process of implementing 
comprehensive prevention service delivery for mental health problems in schools. 
I am grateful to Drs. Stiffler and Dever for sharing their expertise, and am hopeful 
that trainers of educational personnel will use their expertise included herein to 
widen the scope of their practice training.

 Randy W. Kamphaus
 University of Oregon
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Chapter 1
Introduction

The Motivation for This Volume

Although this volume is, of course, motivated by decades of research and practice, 
the true motivating force for this book is the children in our schools who suffer from 
or are at risk for behavioral and emotional difficulties. As stated in Dr. Kamphaus’ 
foreword, it is critical to amass what we know, and what we do not know, about 
mental health screening in the schools to better train our practitioners, researchers, 
and administrators concerning the detection of mental health risk. This volume is 
informed by seminal work in the field, emerging research findings, and our own ap-
plied experiences with screening in the schools. We hope that it will not only help 
with training teachers, school psychologists, and others with an interest in the topic 
but will also serve to inspire our fellow colleagues to continue to work toward a 
model of universal screening for mental health risk in the schools.

As others have noted (e.g., Bruhn et al. 2014), tragedies such as the shootings at 
Columbine High School, Sandy Hook Elementary School, and others have sparked 
increased dialogue about the issue of mental health in our schools. In fact, when we 
have identified our interest in mental health screening to others in the past, we are 
often asked whether we are trying to identify school shooters through screening. 
The answer is no, but that is not intended to be a disappointing answer, as we feel 
the question is somewhat ill-conceived. Just as modern medicine does not aim to 
detect a rare and unlikely heart condition moments before it takes hold, our work is 
not designed to detect the statistically rare and monumentally devastating incidence 
of a school shooting immediately prior to its occurrence. Instead, mental health 
screening is intended as a prevention tool to detect risk for disorder before a diag-
nosis is made, before symptoms become increasingly severe, and hopefully long 
before that risk escalates to tragedy.

In the wake of the Sandy Hook Elementary School shooting, the Council for 
Children with Behavioral Disorders issued a statement (CCBD 2012), which in-
cluded the goals of screening for mental health risk and training practitioners about 
mental health issues. In addition, the 2004 reauthorization of the Individuals with 
Disabilities Education Act (IDEA) indicated that schools may elect to use up to 
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15 % of their IDEA funds toward efforts to identify and intervene with students 
at-risk for academic or behavioral/emotional problems (IDEA 2004). Despite these 
efforts, it is approximated that 12–13 % of the schools screen for mental health risk 
(Bruhn et al. 2014). The good news is that this figure has increased since 2005, 
when Romer and McIntosh reported that mental health screening occurred in about 
2 % of schools. However, it is clear that we have a long way to go before universal 
screening in all schools becomes a reality.

We do not believe that the lack of universal screening for mental health in 
schools is due to any lack of interest or concern on the part of administrators, school 
psychologists, teachers, parents, and other stakeholders. Instead, we acknowledge 
that the reality for those individuals includes long days filled with trying to meet 
the academic, social, emotional, and physical needs of our nation’s youth. Increased 
research and increased awareness are not enough to institute practical changes; in-
stead, there must be a pipeline of information from the researchers, from those who 
do this work in the schools, back to the practitioners who would be able to learn 
from our work (and our mistakes). We hope that this volume will be a starting point 
for getting this valuable information into the hands of those who might be able to 
use it for prevention and early intervention in the schools.

Organization for This Volume

With so many choices in terms of screening instruments, informants, procedures, 
etc., it is no wonder that more schools do not screen universally for mental health 
risk. The accumulation of knowledge in the field is such a valuable place to start, 
but is often difficult for practitioners to both locate and navigate. We hope that 
this volume will begin to answer some of the questions regarding the “Who, what, 
when, where, why, and how?” of screening for mental health risk in schools.

Chapter 2 provides the reader with a presentation of the history of screening 
practices, starting with screening in the medical field. To understand mental health 
screening, it is critical to understand the theory behind screening and early detec-
tion more broadly. This chapter also includes information on the history of mental 
health assessment and classification in the USA, to frame our later discussion more 
broadly in a historical context that is grounded both in medicine and psychology. 
This chapter provides a comprehensive review of the “what” and “why” that re-
sulted in mental health screening more broadly.

In Chapter 3, we focus more on the “where,” with a discussion of current sys-
tems of identification. While we start with information on mental health screening 
in more clinical settings, this chapter presents the argument for the need for mental 
health screening in schools more specifically. The school remains the focal context 
throughout the remainder of the book, as schools provide a unique opportunity to 
conduct what could be truly universal screening among all school-aged children.

Chapters 4 through 6 are the chapters what will likely be of most interest to 
those who want to better understand the current “toolkit” of available screening 
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 procedures. Collectively, these chapters cover the “Who, when, and how?” of men-
tal health screening. First, Chapter 4 provides information concerning broadband 
and specific screening instruments that are available for use. Although we attempt-
ed to include as many instruments as possible, the nascent field of mental health 
screening in schools is constantly evolving. Therefore, while every effort was made 
to include those that are the most widely used and empirically based, it is critical to 
continue to compile information regarding such instruments in a way that is acces-
sible to practitioners.

Chapter 5 situates mental health screening within a response to intervention (RtI) 
framework, as this is often an area of emphasis in current training models. Here we 
review the RtI model and discuss universal screening as a Tier I effort to inform 
prevention and intervention. We believe that the RtI framework is a useful way to 
conceptualize the integration of universal screening, early intervention, and regular 
progress monitoring within a school- or district-wide system of service delivery.

Chapter 6 provides the reader with an overview of the multiple-gating approach 
to screening and service delivery. As multiple informants often participate in this 
approach, information regarding the selection of informants for screening and as-
sessment is also included in this chapter. Finally, an example of a widely used mul-
tiple-gate system is presented here as well.

In Chapter 7, we transition to applied examples of our own screening work in the 
schools. In this chapter, we convey how our screening program was based on both 
research evidence and practical decisions. These examples are not meant to serve as 
an ultimate blueprint for screening; rather, they are presented as concrete examples re-
garding both the benefits and challenges of conducting universal screening in schools.

Finally, Chapter 8 summarizes some of the current issues and future directions 
in mental health screening. Although this volume introduces the reader to accumu-
lating research in the field, the more we read and the more we do, the more clear 
it becomes that there is so much more for us to study, know, and understand. The 
budding researcher may find this chapter particularly helpful when attempting to 
decide, “What next?” concerning future scholarship that is needed in the field.

Conclusion

In summary, we truly hope this volume serves to generate and sustain conversations 
about the need for and implementation of mental health screening in schools. With-
out proper guidance and support, practitioners in our schools might see universal 
screening as a noble but insurmountable goal. This book is meant to make the goal 
of universal screening more concrete and attainable. Trainers, researchers, teach-
ers, school psychologists, administrators, and other stakeholders will likely find 
different pieces of this book useful to guide their future screening work. As emerg-
ing scholars ourselves, we welcome continued dialogue about the importance and 
implementation of mental health screening in schools, so that we can better serve 
our true audience of interest—our students, our children, and our youth.
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Chapter 2
History of Screening Practices, Mental Health 
Assessment, and Classification in the USA

General Principles of Screening

In 1951, the Commission on Chronic Illness Conference on Preventive Aspects of 
Chronic Disease defined screening as “the presumptive identification of unrecog-
nized disease or defect by the application of tests, examinations, or other proce-
dures which can be applied rapidly. Screening tests sort out apparently well per-
sons who probably have a disease from those who probably do not. A screening 
test is not intended to be diagnostic. Persons with positive or suspicious findings 
must be referred to their physicians for diagnosis and necessary treatment” (Wil-
son and Jungner 1968, p. 11). Wilson and Jungner explained that “early detection 
aims at discovering and curing conditions which have already produced pathologi-
cal change but which have not so far reached a stage at which medical aid is sought 
spontaneously.” Thus, the objective of medical screening is not to diagnose, but to 
identify possible problems earlier than would naturally occur so as to increase the 
probability of curing the condition through early treatment and intervention.

A second purpose of screening, especially in less developed countries, is to 
control the spread of communicable diseases. According to Morabia and Zhang 
(2004), screening programs became possible when four conditions were met: the 
availability of simple, valid, and acceptable forms of screening tests; the discovery 
of effective treatments; the establishment of a theory of screening; and wide access 
to health care. The importance of the development of valid screening instruments 
as well as proven effective treatments prior to implementing a screening program 
cannot be overemphasized (Moyer et al. 2008). Screening is only worth the effort 
if early detection and treatment leads to better outcomes than would be expected 
without earlier detection.

In 1968, the World Health Organization (WHO; Wilson and Jungner 1968) pro-
vided guidelines for effective health screening:

1. The condition should be an important health problem that carries with it notable 
morbidity and mortality.

2. There should be an accepted treatment for patients with recognized disease.
3. Facilities for diagnosis and treatment should be available.

© Springer International Publishing Switzerland 2015  
M. C. Stiffler, B. V. Dever, Mental Health Screening at School, Contemporary Issues 
in Psychological Assessment, DOI 10.1007/978-3-319-19171-3_2
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 4. There should be a recognizable latent or early symptomatic stage.
 5. There should be a suitable test or examination.
 6. The test should be acceptable to the population.
 7. The natural history of the condition, including development from latent to 

declared disease, should be adequately understood.
 8. There should be an agreed policy on whom to treat as patients.
 9. The cost of finding, diagnosing, and treating patients should be economically 

balanced in relation to the anticipated overall expenditure on medical care.
10. Case-finding should be a continuing process and not a “once and for all” 

project.

These guidelines have served to frame the process of mental health screening. Gen-
erally, it appears that mental health disorders meet the criteria that would facilitate 
screening. Mental health disorders are important health problems with known mor-
bidity, mortality, and costs to society (Campaign for Mental Health Reform 2005; 
United States Public Health Service 2000). Evidence-based medications as well as 
psychosocial interventions exist that have been found to effectively treat most men-
tal health disorders (New Freedom Commission on Mental Health 2003). A number 
of effective or promising treatments exist for many mental disorders in children, 
including cognitive behavioral therapy and selective serotonin reuptake inhibitors 
for depression (Kaslow and Thompson 1998), parent training and multisystemic 
therapy for conduct disorder (Brestan and Eyberg 1998), and psychostimulants and 
behavioral training of teachers for attention-deficit/hyperactivity disorder (ADHD; 
Pelham et al. 1998). Research has also shown that identifying and treating children 
early, before their emotional and behavioral problems are diagnosable, can mini-
mize the long-term detriment of mental disorders as well as reduce overall health-
care burden and costs (Aos et al. 2004; Campaign for Mental Health Reform 2005). 
Evidence supporting the use of screening programs with mental health disorders 
is presented throughout this text; however, it is clear that based on the information 
provided thus far mental health disorders far surpass the minimum criteria neces-
sary for screening programs to potentially succeed in facilitating early intervention 
and prevention efforts.

History of Screening Practices in the USA

Screening in the Army

The history of screening practices in the USA can be traced back to psychological 
roots in the late nineteenth and early twentieth centuries. One of the oldest screen-
ing programs recorded was employed by the Division of Psychology within the 
Medical Department of the US Army during World War I. In 1917, the army began 
administering mental tests to officers, new conscripts, and enlisted men “to help 
to eliminate from the army at the earliest possible moment those recruits whose 
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 defective intelligence would make them a menace to the military organization” 
(from Morabia and Zhang, p. 464). Those whose test results indicated that they 
were at risk for difficulties were referred for more detailed individual psychological 
examinations. In 1918, Robert Woodworth published the Woodworth Personal Data 
Sheet (Woodworth 1918) as part of a national effort to screen potential soldiers for 
psychiatric disorders before allowing them into the US Army. This instrument al-
lowed for the screening of large numbers of recruits quickly without the need for 
trained interviewers (Kleinmuntz 1967).

During World War II, a standardized paper-and-pencil test, later named the neu-
ropsychiatric screening adjunct (NSA) test, was developed by the Research Branch 
for the Surgeon General in order to identify individuals with psychiatric disorders 
and eliminate them from military services. The army had planned on evaluating 
the theory behind the screening test as well as the economics and practical issues 
involved in implementing the screening program. However, because the NSA test 
was officially adopted for use just a few months before the end of the war it was not 
utilized enough to allow for the evaluation of its impact (Morabia and Zhang 2004).

Presently, the US Veterans Administration (VA) continues to implement mental 
health screening programs. Because of the high rates of psychiatric disorders found 
following the Vietnam and Persian Gulf Wars as well as the failure of predeployment 
screenings to reduce the incidence of psychological problems, the focus of screening 
over the past 10 years has shifted from predeployment screening to the detection of 
mental health problems following deployment. In June 2004, the VA issued a na-
tional directive to initiate the Afghan and Iraq Post-Deployment Screen, consisting 
of brief, previously validated instruments used to detect symptoms of posttraumatic 
stress disorder (PTSD), depression, and high-risk alcohol use among veterans who 
seek VA healthcare (Seal et al. 2008). However, more recent initiatives have focused 
on screening for mental health concerns earlier in the process, during the recruit-
ment phase. For example, in May 2014, the House of Representatives passed a bill 
requiring the National Institutes of Health to design a universal screening instrument 
for mental health issues among recruits, which would replace the largely informal 
system for detecting preexisting concerns that is currently in place.

Newborn Screening

In the 1960s, the first large-scale, state-mandated newborn screening program was 
implemented to identify the presence of a genetic metabolic disorder called Phe-
nylketonuria (PKU). PKU is an autosomal recessive genetic disorder characterized 
by a deficiency in the enzyme phenylalanine hydroxylase (PAH), which is neces-
sary to metabolize the amino acid phenylalanine to the amino acid tyrosine. If left 
untreated, PKU can cause problems with brain development, leading to progressive 
mental retardation and seizures. Though there is no cure for PKU, by screening all 
infants at birth before the disorder manifests any observable symptoms, and placing 
those who test positive on a diet low in phenylalanine and high in tyrosine, it is pos-
sible to prevent the irreversible effects of the condition.
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As new screening techniques have developed and individual disease genes have 
been identified, states have added a range of other conditions to their mandated 
newborn screening programs and the development of pilot screening programs has 
begun for numerous genetic and prenatal conditions including Down’s syndrome, 
neural tube defects, Tay–Sachs disease, and cystic fibrosis. In 2005, a report re-
leased by the American College of Medical Genetics (ACMG) called for all states 
to adopt a core newborn screening panel consisting of 29 primary disorders as well 
as 25 secondary disorders (Watson et al. 2006).

Some researchers have voiced concern over the rapid expansion of recommend-
ed newborn screenings, stating that “a new condition should be added to the manda-
tory panel only when there is an established screening test and good evidence that 
the condition causes serious harm and that the harm can be avoided if the infant 
is diagnosed and treated immediately after birth” (Baily and Murray 2008, p. 25). 
PKU is an excellent example of a mandatory, universal screening program that can 
be justified under these criteria as well as the criteria provided by Wilson and Jung-
ner (1968). However, Moyer et al. (2008, p. 36) feel that “the push for expanded 
newborn screening has bypassed traditional, evidence-based decision-making pro-
cesses at both the state and federal level.” They argue that many of the disorders 
identified by the ACMG are not yet fully understood, have no proven treatment, or 
have treatments that are helpful only after clinical presentation, and should there-
fore not be on the mandatory screening panel as we should not mandate screening 
for a condition simply because we have the technology to do so. Some parents may 
not want to be informed that their child has the condition if there is no medical treat-
ment or benefit to early detection. Other factors that must be considered include the 
natural history and progression of the disorder, the cost-effectiveness of the screen-
ing, the benefit–harm ratio of conducting the screening (e.g., will screening lead to 
unnecessary worry and labeling?), the effectiveness versus the risks of treatments 
and preventative strategies, the validity of the screening instrument, and the state’s 
ability to create and sustain a system that works for each disorder. Many of these is-
sues also pertain to the issue of universal mental health screening and are discussed 
later in the text.

Medical Screening

In 1957, the commission on chronic disease indicated that screening might be ef-
fective for the following medical conditions: pulmonary tuberculosis, visual de-
fects (including chronic glaucoma), hearing defects, syphilis, diabetes, hyperten-
sive disease, and cancers of the skin, mouth, breast, cervix, and rectum (Wilson 
and Jungner 1968). Currently, screening for many of these conditions is conducted 
by physicians (e.g., cancers, hypertensive disease) or at schools (hearing, vision). 
However, screening for some diseases is no longer relevant due to the success of 
previous screening programs in eliminating these conditions from the population 
(e.g., tuberculosis, syphilis).
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Syphilis

Following World War II, syphilis screening increased significantly due to the si-
multaneous availability of a rapid test and a quick and effective treatment. In June 
1944, penicillin became available to the US Public Health Service and was made 
available for treating syphilis in the civilian population (Morabia and Zhang 2004). 
Additionally, two syphilis screening tests became available: non-treponemal tests 
and treponemal antibody tests. Both types of syphilis screening tests were found to 
suffer from low sensitivity or the proportion of actual positives which are correctly 
identified as such (ranging from 0.78 to 0.86), but had excellent specificity or the 
proportion of negatives which are correctly identified as such (> 0.97; Larsen et al. 
1995). Because of the technical difficulty and costliness of administering the trepo-
nemal antibody tests, non-treponemal tests were used for screening and treponemal 
tests for secondary confirmation. At the end of World War II, of the 15 million men 
who entered the armed services, 750,000 screened positively for syphilis. In the 
1950s and 1960s, a number of screening “blitzes” were performed, consisting of 
a large-scale examination and treatment of all identified contacts of patients with 
syphilis (Morabia and Zhang 2004). By the mid-1950s, reported cases of syphilis 
had declined so sharply that mass testing was eliminated and replaced with selec-
tive testing of suspected high-risk subgroups. Since the 1960s, routine serological 
screening programs have been discontinued in many states (Johnson and Farnie 
1994). Overall, the historical effectiveness of syphilis screening provides an exam-
ple of the long-term public health benefits and cost-effectiveness of a well-executed 
screening program.

Diabetes Mellitus

Around 1946, following the discovery of insulin in 1923 and an increase in deaths 
from diabetes, one of the first large-scale community diabetes screenings was com-
pleted in Oxford, Massachusetts by the US Public Health Services. Approximately 
70.6 % of the 4983 residents received both urine and blood glucose testing, and the 
prevalence of diabetes was found to be 1.7 %. Evidence also exists that glucose 
screening in specific groups was performed prior to this, including army screening 
in an attempt to eliminate those with diabetes from military service during World 
War I (Morabia and Zhang 2004).

Several types of tests have been utilized in screening for diabetes. The urinary 
glucose test has been found to have low sensitivity, and was therefore used only 
when blood testing was not available or too expensive. Blood glucose screening 
(including random blood glucose tests and fasting whole blood glucose tests) was 
found to have higher sensitivity and specificity and was often used along with a 
urinary test to maximize sensitivity. The oral glucose tolerance test (OGTT) was 
later developed, but was only used when other tests were inadequate due to incon-
venience of administration (Harting and Glenn 1951).
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Currently, diabetes screening is recommended for many people at certain stages 
of life and with certain risk factors. Many health-care providers recommend uni-
versal screening for adults at age 40 or 50, and often periodically thereafter. Earlier 
screening is typically recommended for those with risk factors such as obesity, fam-
ily history of diabetes, or membership in a high-risk ethnicity group (Hispanic, Na-
tive American, Afro-Caribbean, Pacific Island, and South Asian ancestry; Lee et al. 
2007). Recently, the United States Preventive Services Task Force (2008, p. 846) 
recommended that all asymptomatic adults with sustained blood pressure (either 
treated or untreated) greater than 135/80 mm Hg be screened for type 2 diabetes 
based upon “evidence that early treatment prevents long-term adverse outcomes 
including cardiovascular events, visual impairment, renal failure, and amputation.” 
The screening test varies according to circumstances and local policy, and may in-
clude a random or fasting blood glucose test, a blood glucose test 2 h after 75 g of 
glucose, or an oral glucose tolerance test.

Cancer

Currently, mass screenings for numerous cancers (including cervical, breast, and 
prostate) are implemented on a routine basis. Before World War II, only pilot pro-
grams of cancer detection had been conducted. Following the development of the 
cervical cancer cytological test (e.g., Pap smear) by Papanicolaou and Traut in 1943, 
cervical cancer screenings were successfully conducted on a wide scale. Cervical 
cancer is an excellent candidate for screening as it is detectable in the preclinical 
phase, thus increasing chances of cure and improved prognosis. Although subject 
to error at several levels, the Pap smear has been found to have sensitivities ranging 
from 0.89 to 1.0 (Patten 1969 from Morabia and Zhang 2004). Studies have found 
that since the widespread use of the Pap smear in the 1970s, the incidence and 
death rates from cervical cancer in the USA have dropped almost 50 %. Despite this 
decrease, cervical cancer continues to be the second most common cancer among 
women (Catranis 2005).

In 2003, the American College of Obstetricians and Gynecologists (ACOG) is-
sued new, evidence-based practice guidelines regarding Pap smear frequency stat-
ing that as some women need more frequent screening, an increasing number of 
women no longer need annual cervical cancer screening. They cautioned that an-
nual pelvic examinations are still advised for all women over age 21. Generally, 
ACOG now recommends an initial Pap test approximately 3 years after the first 
sexual intercourse experience or by age 21, whichever comes first. Women up to 
age 30 should continue to undergo annual Pap testing whereas those over age 30 can 
undergo screening less frequently; the ACOG states that if a woman age 30 or older 
has negative results on three consecutive annual Pap smears, she may then have her 
repeat Pap smears every 2–3 years (Catranis 2005).

Mass breast cancer screening began in the 1960s following the development of 
the mammogram as a screening instrument. The efficacy of breast cancer screening 
has been demonstrated in randomized controlled trials (RCTs) and observational 
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studies; thus, most organizations that issue recommendations endorse regular mam-
mography as an important part of preventive care (Smith et al. 2003). In 2003, the 
American Cancer Society updated their recommendations regarding breast cancer 
screening to suggest that women of average risk begin having annual mammograms 
at age 40. They also indicated that women at increased risk of breast cancer might 
benefit from additional screening strategies such as earlier initiation of annual 
screening, shorter screening intervals, or the addition of screening modalities other 
than mammography and physical examination such as ultrasound or magnetic reso-
nance imaging. However, the American Cancer Society concluded that the evidence 
was insufficient to justify recommendations for any of these alternative screening 
approaches (Smith et al. 2003).

As one can see, the USA has a rich history of screening practices that continue 
to be implemented today. The principles of prevention, early detection, and uni-
versal care were first applied to the field of infectious disease through the use of 
mass screenings, early treatment, and prevention strategies including vaccinations, 
water safety, and other public hygiene practices. Infants are screened for a number 
of genetic diseases at birth, and children are routinely screened for hearing, vision, 
and scoliosis at school and pediatrician visits. Universal screening approaches are 
now standard practice for many health concerns and have been largely successful in 
minimizing the negative effects and, in some cases, eliminating particular diseases 
from the population. Despite the widespread implementation of screening for medi-
cal concerns, screening for mental health issues unfortunately has lagged behind.

Mental Health Assessment and Classification

History of Mental Health Assessment

Experimental psychology can trace its roots back to the opening of Wilhelm Wun-
dt’s experimental psychology lab in Germany in 1879. Wundt and his assistant, 
Cattell, found individual differences on measures of sensory abilities and reaction 
time. These types of measures were incorporated into intelligence tests developed 
by Cattell and Sir Francis Galton. Galton believed that intelligence was inherited 
and could be objectively measured, and developed a battery of tests that he thought 
would allow him to study the inheritance of intelligence. In addition to intelligence, 
Galton was also intrigued by the measurement of “character,” citing a personality 
inventory developed by Benjamin Franklin in order to demonstrate the utility of 
personality measurement (Kamphaus and Frick 2002). Therefore, formal psycho-
logical assessment stemmed from other efforts to measure individual differences.

Additionally, the psychological testing of soldiers in the US Army during World 
War I and the development of the previously mentioned Woodworth Personal Data 
Sheet (Woodworth 1918) can be considered two of the main impetuses for the de-
velopment of more formal and widely used measures of psychological functioning. 
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The Woodworth Personal Data Sheet, consisting of 116 questions about daydream-
ing, worry, mood, and other problems, has been described as “the linear ancestor 
of all subsequent personality inventories, schedules, and questionnaires” (DuBois 
1970, p. 94). French and Hale (1990) suggest that the Woodworth Personal Data 
Sheet served as the foundation for future scales such as the Thurstone Personality 
Scale and the Allport Ascendance-Submission Scale, among others. The success of 
World War I applications of psychological testing demonstrated the practical value 
of psychology to society.

As reviewed in a previous section, following World War II the US VA began 
using psychologists in large numbers to diagnose and treat returning veterans suf-
fering from significant psychological problems such as PTSD. Psychologists began 
developing new methods for assessing personality and psychological functioning to 
meet this need. Since this time, the assessment of personality, behavior, emotions, 
and social functioning has increased dramatically and expanded into a wide variety 
of areas including education, counseling, personnel selection, and even online dat-
ing services.

In the early half of the twentieth century, projective assessment techniques were 
the most popular forms of psychological assessment (Kamphaus and Frick 2002). 
Projective techniques were based upon the idea that the use of ambiguous stimuli 
would encourage individuals to reveal information that they otherwise would not 
share when questioned directly (Chandler 1990). Examples of popular projective 
techniques include the thematic apperception test (TAT), the Rorschach test, sen-
tence completion tasks, and drawing tasks such as house-tree-person or the Kinetic 
Family Drawing. These techniques continue to be used regularly, although it may 
be argued that objective techniques are more popular today.

Objective techniques are considered to be more empirically based than the pro-
jective techniques described above. Empirical methods and psychometric science 
have typically been used to develop these measures as well as to interpret their 
results. The Minnesota Multiphasic Personality Inventory (MMPI; Hathaway and 
McKinney 1942) was one of the first tests to use an empirical approach to personal-
ity test development. Rather than depending on the test authors’ theory of personal-
ity for item selection (rational-theoretical approach), as was most popular at that 
time, the MMPI used an item-selection method called empirical criterion keying 
(Martin 1988). Generally, this technique involves selecting items that routinely dif-
ferentiate clinical groups from samples of controls, and further distinguish clinical 
groups from each other, without taking the content of the items into account. In the 
1950s, the personality inventory for children (PIC), an offshoot of the MMPI, was 
developed using factor-analytic methods for the personality assessment of children.

Personality Versus Behavioral Assessment

Historically, personality assessment focused on identifying the more enduring and 
stable characteristics or traits of a person and his or her pattern of interaction with 



13Mental Health Assessment and Classification  

the environment. The most popular examples of this type of classification would 
be the MMPI described above as well as the big five personality traits or factors 
discovered by Tupes and Christal (1961) through multiple analyses of numerous 
data sets from scales of bipolar personality descriptors (Kamphaus and Frick 2002). 
These five factors are: introversion/extroversion, agreeableness, conscientiousness, 
emotional stability, and culture, intellect, openness and are assessed by having the 
individual complete a forced-choice item format questionnaire in which adjectives 
are used as personality descriptors.

During the rise of popularity of behaviorism, psychologists began focusing on 
smaller, observable units of analysis or “behaviors” rather than the trait-based meth-
ods described above. As described by Martin (1988, p. 13), “Behavior is differenti-
ated from traits or dispositions because the latter may only be seen if behavior is 
aggregated over relatively long periods of time and in a number of environmental 
contexts. Classical examples of observed behaviors of interest to child psycholo-
gists include tantrum behavior among young children, aggressive interactions with 
peers, attempts at conversation initiation, and so forth.” In this way, an emphasis is 
placed on the way an individual behaves, adjusts, or reacts to environmental stimuli. 
Kamphaus and Frick (2002, p. 3) have presented three “distinguishing features of 
behavioral assessment methods.” First, behavioral assessment has a different theo-
retical foundation than trait-based psychological assessment; behavioral assessment 
draws heavily on behavioral theories such as Skinner’s operant conditioning and 
is often considered more empirically based. Second, unlike the medical model of 
assessment, which assumes that symptoms are caused by underlying medical con-
ditions which must be measured, diagnosed, and treated in order to eliminate the 
symptoms, behavioral assessment emphasizes the measurement and treatment of 
the behaviors or symptoms themselves. Lastly, behavioral assessment places great-
er emphasis on the assessment of discrete behaviors.

More recently, the use of rating scales for the assessment of child psychopa-
thology has become increasingly popular and widespread. Several behavior rating 
scales such as those developed by Achenbach, Conners, Reynolds, and Kamphaus 
have begun to blur the line between behavioral and trait-based assessment through 
the assessment of dimensions of behavior such as internalizing and externalizing 
behaviors (Kamphaus and Frick 2002). Internalizing problems are often described 
as “overcontrolled” adjustment difficulties such as problems with anxiety, inhibi-
tion, depression, somatic complaints, and social withdrawal. Children with exter-
nalizing problems, on the other hand, may be described as “undercontrolled” and 
have difficulties with aggression, hyperactivity, conduct problems, and acting-out 
behavior (Edelbrock 1979). These two dimensions of child psychopathology have 
been supported by many factor-analytic investigations of both parent and teacher 
rating scales as well as by concurrent validity studies (Edelbrock 1979). The robust 
evidence of the existence of the internalizing and externalizing dimensions has led 
to their use in the development of many child rating scales including the Achenbach 
Child Behavior Checklist (CBCL; Achenbach 1991) and the Behavior Assessment 
System for Children (BASC and BASC-2; Reynolds and Kamphaus 1992, 2004). 
More information about these and similar instruments is presented in Chapter 4.
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Why Classify?

Classification is a natural human activity that helps us make sense of our world. We 
are constantly grouping people and things we encounter based upon similarities and 
differences so as to organize and understand these things more efficiently. People 
informally assess and classify personality and behavior every day. Mothers and 
teachers describe children as sensitive, difficult, inattentive, or easygoing. Upon 
meeting someone, we quickly assess and classify him or her as someone we would 
like to get to know better or someone we would rather avoid in the future.

One of the primary purposes of mental health assessment is to classify or diag-
nose individuals so as to make decisions regarding appropriate courses of treatment 
or intervention. Classification can be broadly defined as the systematic arranging or 
distributing of phenomena into groups or categories according to established crite-
ria or sets of rules. In psychological assessment, two levels of classification might 
be delineated: (1) to determine when psychological functioning is abnormal, devi-
ant, or in need of treatment; and (2) to determine the specific types of psychopathol-
ogy that are present (Kamphaus and Frick 2002). Diagnosis may be considered a 
specialized, more restrictive form of classification focused on the categorization of 
diseases and consistent with the second type of classification described above. Men-
tal health screening, on the other hand, focuses on the first level of classification 
in which we determine whether an individual is generally at-risk for or exhibiting 
subsyndromal mental health symptoms requiring intervention rather than officially 
diagnosing and differentiating between disorders (Dever and Kamphaus 2013).

The classification of mental disorders can be traced back to the earliest times in 
recorded history. Greek writings referred to four terms, “melancholia,” “hysteria,” 
“mania,” and “paranoia,” which are still used today (Blashfield 1998). During the 
middle ages, mental disorders were considered a sign of the presence of something 
evil, and were therefore under the domain of religious authorities rather than physi-
cians or scientists. Then, around the late 1700s, records suggest a shift in this way 
of thinking as, for example, King George III of England was treated for his psycho-
sis by medical personnel rather than religious authorities. An increasing interest in 
psychopathology during the nineteenth century led to the development of several 
mental disorder classification systems.

William A. Hammond, a nineteenth century neurologist with an interest in psy-
chiatry, argued for six possible principles around which one could organize a clas-
sification system:

1. Anatomical organization by the part of the brain that is affected.
2. Physiological organization by the physiological system in the brain.
3. Etiological organization by supposed causes.
4. Psychological organization based upon a functional view of the mind.
5. Pathological organization by observable, morbid alterations in the brain.
6. Clinical organization based upon descriptive clusters of symptoms.
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Hammond indicated that the anatomical, physiological, and etiological principles 
were optimal for the design of a classification system, but that they could not be 
used at that time due to insufficient science (Blashfield 1998). Therefore, he utilized 
the psychological principle to create his classification system indicating six major 
categories of mental disorders:

1. Perceptual insanities (e.g., hallucinations)
2. Intellectual insanities (e.g., delusional thoughts)
3. Emotional insanities (e.g., melancholia or depression)
4. Volitional insanities (e.g., abulomania)
5. Compound insanities (i.e., disorders affecting more than one area of the mind, 

comorbidity)
6. Constitutional insanities (i.e., disorders with specific causes such as choreic 

insanity) (Blashfield 1998).

Around the turn of the century, a German psychiatrist named Emil Kraepelin was 
the medical director at an insane asylum in eastern Prussia. While there, he pub-
lished a number of psychology studies and textbooks about psychopathology orga-
nized around what he believed to be the major categories of mental disorders (Krae-
pelin 1902/1896). As opposed to Sigmund Freud, Kraepelin argued that psychiatric 
diseases were mainly caused by biological and genetic disorders. He is credited 
with classifying what was previously considered to be a unitary concept of psy-
chosis into two distinct forms: manic depression (now seen as comprising a range 
of mood disorders such as major depression and bipolar disorder), and dementia 
praecox (or schizophrenia). His fundamental theories on the etiology and diagnosis 
of psychiatric disorders formed the basis of the major diagnostic systems in use 
today, including the American Psychiatric Association’s Diagnostic and Statisti-
cal Manual (DSM 1994, 2013) and the World Health Organization’s ICD system 
(Blashfield 1998).

The current classification systems in psychology and psychiatry are riddled with 
imperfections largely due to the constructs with which these fields must work. Psy-
chological phenomena are inherently messy and do not fit perfectly into categories 
of normal and abnormal nor into definite, nonoverlapping types of psychopatholo-
gy. Rather, these constructs tend to fall along dimensions with no clear demarcation 
of pathology and non-pathology and comorbidity tends to be the rule rather than the 
exception, especially when dealing with children.

In spite of the challenges in defining psychopathology, most researchers contin-
ue to agree that explicit classification is necessary despite its imperfections (Kam-
phaus and Frick 2002). Blashfield (1998) has described five primary purposes for 
classification:

1. Creation of a common professional nomenclature.
2. Organization of information.
3. Clinical description.
4. Prediction of outcomes and treatment utility.
5. The development of concepts upon which theories may be based.
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Through the development and use of common, operationally defined terminology 
and classifications, professionals are able to communicate with each other, retrieve 
information more effectively, predict future behaviors, and document the need for 
services. Best practice appears to support utilizing our current systems of classifi-
cation while being aware of and attempting to minimize the dangers and pitfalls 
of doing so. Two of the main limitations of classification are the information lost 
through labeling and the illusory break created between normal and pathological 
psychological functioning when attempting to fit people into clear-cut categories 
(Kamphaus and Frick 2002).

Categorical Versus Dimensional Models of Classification

Two organizational models of classification often discussed in the literature are the 
categorical (or medical) model and the dimensional (or multivariate) approach. The 
categorical model assumes a disease entity that differs qualitatively from normality, 
and then defines the symptoms that are indicative of the presence of the disorder. 
Typically, a sharp distinction is made between disordered and non-disordered in-
dividuals. An individual either has the disorder or does not. Optimal methods for 
assessment using a categorical approach would include structured diagnostic inter-
views, semistructured or unstructured interviews, collection of historical informa-
tion, and classroom observations (Kamphaus et al. 2006).

The dimensional approach, on the other hand, focuses on quantitative distinc-
tions along dimensions of behavior. Empirical methods, usually multivariate statis-
tical procedures including cluster or factor analysis, are used to isolate behavioral 
dimensions from measures such as behavior rating scales. An individual’s level of 
functioning, across various dimensions of behaviors on a continuum from normal 
to deviant, is then assessed. Classification is based upon comparing an individual’s 
functioning relative to a representative normative sample (i.e., norm referencing) 
and designating a certain level of functioning as adequately deviant from the aver-
age population as to be significant (Dever and Kamphaus 2013). Methods of assess-
ment would include behavior rating scales completed by multiple informants, for-
mal tests of cognition and achievement, and tests of adaptive behavior (Kamphaus 
et al. 2006).

Blashfield (1998, pp. 69, 70) outlined a number of tenets of each model (see 
Table 2.1).

Although these two models are sometimes thought to be competing and mutually 
exclusive, integrating these models is possible and perhaps ideal as both have their 
strengths and weaknesses. The relative value and superiority of these two classifica-
tion models has been frequently debated (Dowdy et al. 2009; Fletcher 1985).

Advantages of the categorical model of classification are quite apparent. By 
developing clear and concise operationally-defined diagnostic criteria for disor-
ders, diagnostic agreement is increased and communication is improved among 
professionals for research and treatment development as well as to the public 
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(Dowdy et al. 2009; Kamphaus et al. 2006). The main disadvantages of a categori-
cal system are largely due to the nature of psychopathology itself or, as described 
by Jablensky (1999), a lack of goodness of fit between our categorical classification 
system and “clinical reality.” Ideally, when using a categorical system, members of 
given categories or diagnoses should be relatively homogeneous and boundaries 
between categories should be clear. This does not appear to be the case with current 
psychological diagnoses as individuals with the same diagnosis are often quite het-
erogeneous and boundaries between diagnoses are fuzzy. The over-use of atypical 
disorders, such as those labeled as “Not Otherwise Specified,” indicating a failure 
to meet the set diagnostic criteria, also lead clinicians to question the validity and 
utility of current diagnostic categories (Kamphaus et al. 2006).

Achenbach and McConaughy (1992) argued that the dichotomous nature of a 
categorical model fails to account for those children whose problems vary in degree 
or severity. Research has begun to accumulate suggesting that many child behavior 
problems such as inattention, hyperactivity, depression, and conduct problems fall 
along continua in the population (Kamphaus et al. 2006). Due to the continuous, 
rather than all or none, nature of these behaviors, important information is lost, 
such as the severity of the disorder (e.g. mild, moderate, or severe) or significant 
subsyndromal psychopathology that is functionally impairing but below diagnostic 
thresholds (Hudziak et al. 1999; Scahill et al. 1999).

Kamphaus et al. (2006) identified the inability to adequately account for 
comorbidity as another main weakness of categorical classification systems. 
Studies have found that a large number of individuals meeting diagnostic crite-
ria for one disorder also have at least one additional disorder (Clark et al. 1995; 
Wittchen 1996). This finding suggests that either psychopathology lends itself to 
high rates of co-occurring disorders or that the current diagnostic system does not 
adequately discriminate between disorders (Kamphaus et al. 2006). In either case, 
the current psychiatric systems of classification are not adequately addressing the 
issue of comorbidity.

Table 2.1  Comparison of the categorical and dimensional models of classification
Categorical model Dimensional model
1. Unit is psychiatric classification of patients 1. Unit is a descriptive variable (e.g., a symp-

tom, characteristic, etc.)
2. Categories should be discrete 2. Dimensions are abstract variables, and repre-

sent a continuum
3. The members of a category should be 
relatively homogeneous

3. The dimensions account for almost as much 
variance as do the larger number of descriptive 
variables to which they are related

4. Categories may have some overlap, but 
this is not intended. Where categories do 
overlap, the number of patients in these 
comorbid areas should be relatively small

4. Dimensions may be correlated or indepen-
dent, but due to relationships among descriptive 
variables correlations among dimensions are 
often expected

5. Cluster analytic methods are used to iden-
tify categories. Discriminant analysis is used 
to validate categories

5. Exploratory factor analysis and multidimen-
sional scaling are used to identify dimensions. 
Confirmatory factor analysis can be used to 
validate a specific dimensional model
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The dimensional model does appear to solve many of the problems associated 
with categorical classification. Dimensional models provide clinicians with clinical 
symptom presentations of varying severity as well as those that may be considered 
subsyndromal or subthreshold, comorbid, or atypical in categorical classification 
systems. Kamphaus et al. (2006) identified a number of advantages of the dimen-
sional model in comparison to the categorical model including better predictive 
validity and reliability (Cantwell 1996; Fergusson and Horwood 1995), a minimal 
need for clinical judgment and inference (Haynes and OBrien 1988), greater sen-
sitivity in detecting comorbid conditions (Caron and Rutter 1991), the ability to 
depict multiple symptom patterns in a single individual simultaneously, and the 
opportunity to identify subtypes or clusters of individuals in order to guide the de-
velopment of more efficient subtype-specific intervention and prevention services 
(Achenbach 1995; Bergman and Mangusson 1997).

Limitations of the dimensional model also exist; these limitations generally con-
cern the lack of consensus amongst professionals and lack of supporting research 
available at this time. Information provided from dimensional methods is less con-
cise and less familiar to professionals and therefore has the potential to hinder com-
munication. Additionally, the statistics and computations necessary for dimensional 
methods may be too cumbersome and complicated, therefore lacking clinical utility 
and feasibility (Kamphaus et al. 2006).

Some researchers have suggested that categorical methods may be optimal for 
certain syndromes while dimensional methods would be better for others (Arend 
et al. 1996). Certain childhood disorders with symptoms that are distributed along 
continua in the population and are related to the internalizing and externalizing 
dimensions of psychopathology may be measured most effectively by using dimen-
sional models. These disorders might include inattention, hyperactivity, conduct 
problems and oppositional behaviors, anxiety and somatization, depression, learn-
ing disabilities, and mental retardation (Kamphaus et al. 2006). Other disorders, 
such as schizophrenia, eating disorders, and autism appear to differ qualitatively 
from normality and are best identified using a more categorical approach.

Current Classification Systems

Diagnostic and Statistical Manual of Mental Disorders

The Diagnostic and Statistical Manual of Mental Disorders—Fifth Edition (DSM-
V; APA 2013) is currently the most widely used method of psychiatric classification 
in the USA. Although largely categorical in nature, the latest version of the DSM 
has begun to incorporate aspects of the dimensional model into some of its disorders 
(i.e., mental retardation, attention deficit/hyperactivity disorder).

The first two editions of the DSM (1952, 1968) were developed using a categori-
cal model of classification. The definitions of disorders centered around an under-
lying pathological core largely based upon Freud’s psychodynamic theories. The 
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DSM-III (1980/1987), however, took a more “functional approach to viewing disor-
ders in which mental disorders were viewed as a clinically significant behavioral or 
psychological syndrome or pattern that occurs in an individual and that is typically 
associated with either a painful symptom (distress) or impairment in one or more 
areas of functioning (disability)” (Kamphaus and Frick 2002, p. 53). Additionally, 
an emphasis was made to make diagnostic categories more empirical by basing clas-
sification on scientific evidence rather than clinical consensus (Blashfield 1998). 
Disorders were also defined more specifically, which led to greater reliability in the 
DSM-III and DSM-IV. Following the publication of the DSM-III, numerous studies 
began to appear in the literature exploring the validity of the diagnostic criteria, al-
lowing for the development of a more comprehensive research base on which to de-
velop the DSM-IV. However, reliability and validity of DSM diagnoses continues to 
be lower than that of most psychological tests (Sroufe 1997; Kamphaus et al. 2006).

The DSM-IV, published in 1994, contained 354 diagnostic categories nested 
within 17 major categories. It retained the multiaxial system from the DSM-III 
along which individuals should be coded:

• Axis I: Clinical disorders, other conditions that may be a focus of clinical atten-
tion (includes 16 general categories of disorders)

• Axis II: Personality disorders/mental retardation (includes 11 different personal-
ity disorders, and mental retardation)

• Axis III: General medical conditions (includes current general medical condi-
tions that may be relevant in understanding or treating the individual’s mental 
disorder)

• Axis IV: Psychosocial and environmental problems (includes psychosocial and 
environmental factors that may affect diagnosis, treatment, and prognosis of 
mental disorders)

• Axis V: Global assessment of functioning (includes a rating of overall level of 
functioning with 1 being most severe and 100 as most adaptive)

The newest edition of the DSM, the DSM-V, acknowledges the movement toward 
dimensional approaches to diagnosis. The dimensionality of broader internalizing 
and externalizing features are discussed in the introduction; furthermore, high lev-
els of comorbidity are provided as evidence of the need to consider more dimen-
sional approaches to diagnosis. The DSM-V (APA 2013) does not assume an under-
lying pathology and many of the diagnostic criteria of the disorders are based upon 
patterns of symptom covariation (e.g., ADHD)—a basic tenet of the dimensional 
model. Furthermore, the multiaxial approach to diagnosis has been dropped in this 
most recent edition, citing limited additional information in support of Axes III 
and IV and poor psychometric properties of the Global Assessment of Functioning 
score provided on Axis V. Despite consideration of a more dimensional method, 
the DSM-V remains consistent with the categorical approach, continuing to clas-
sify disorders into discrete categories and calls for additional information prior to 
changing most diagnoses.
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Individuals with Disabilities Education Improvement Act (IDEIA)

In 1974, Public Law 94–142, or the Education of Handicapped Children’s Act was 
implemented. The law required that the US public schools identify and serve all 
children with disabilities in the least restrictive environment possible, including 
those who had previously been educated in various alternative settings such as resi-
dential treatment programs. In 1986, an amendment was made to the act that added 
an early intervention program for children ages 0–2 and the inclusion of children 
ages 3–5 as eligible for free and appropriate public education. In 1990, another 
amendment changed the Education for All Handicapped Children Act to the Indi-
viduals with Disabilities Act (IDEA). The new amendment expanded special educa-
tion categories to include autism and traumatic brain disorder and added transition 
services for children ages 16 and older.

Two reauthorizations of the act have since occurred, one in 1997 and most re-
cently in 2004 when the name was changed to the IDEIA. Several issues were em-
phasized in the 2004 reauthorization including the reduction of overidentification of 
ethnically diverse populations, early intervention, streamlining of the special educa-
tion process, as well as the introduction of alternative models, such as response to 
intervention (RtI), for classifying specific learning disabilities (see Chap. 5).

Although the IDEIA is legislation and not a formal diagnostic system, the imple-
mentation of its regulations has, in effect, created a diagnostic system that functions 
to classify individuals as eligible for special education or related services in the 
schools (Kamphaus et al. 2006). The DSM and IDEIA offer two very different per-
spectives on children’s adjustment problems. The DSM-V focuses on identifying 
problematic patterns of behavior that cause suffering or obvious impairment in life 
adaptation. It is very broad by intention as the goal is to classify all significant prob-
lems of behavior and adjustment. IDEIA, on the other hand, focuses on identifying 
psychological or medical disabilities that would prevent a child or adolescent from 
benefiting fairly from a public education unless appropriate remediation is made. 
In general, the goal of DSM-V is aimed at reliable and valid classification for the 
purposes of clinical treatment and research to improve clinical treatment. IDEIA is 
aimed at providing safeguards so that all children and adolescents in the USA have 
a fair and equal opportunity to benefit from public education, and to ensure free and 
appropriate public education and related services to all children and adolescents 
with disabilities.

As part of this legislation, specific classification criteria for 12 disability condi-
tions (see Table 2.2) eligible for special education were developed and adopted. 
This system can be considered another categorical classification system as students 
either meet criteria or do not.

The two categories most pertinent to this text and to emotional and behavior 
assessment are other health impairment (OHI) and emotional disturbance. Under 
IDEIA, ADHD is a medical condition, diagnosed by a medical doctor. Children 
with ADHD are served under the OHI special education category. To be classi-
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fied as OHI, individuals must have “limited strength, vitality, or alertness including 
heightened alertness to environmental stimuli, that results in limited alertness with 
respect to the educational environment that:

1. Is due to chronic or acute health problems such as asthma, ADHD, diabetes, 
epilepsy, heart condition, hemophilia, lead poisoning, leukemia, nephritis, rheu-
matic fever, and sickle cell anemia

2. Adversely affects a student’s educational performance.”

The diagnostic criteria for emotional disturbance (see Table 2.3), developed by Eli 
Bower in 1968, have been controversial since their inception as they do not align 
with the DSM and are quite ambiguous, leaving considerable room for interpreta-
tion (Kamphaus et al. 2006).

Classifications under IDEIA
Autism
Specific learning disability
Intellectual disability
Emotional disturbance
Other health impairment
Speech–language impairment
Significant developmental delay
Deaf/blind
Deaf/hard of hearing
Visual impairment
Orthopedic impairment
Traumatic brain injury

Table 2.2  Disability clas-
sifications under IDEIA

Table 2.3  Criteria for emotional disturbance
Criteria for emotional disturbance under the Individuals with Disabilities Education Act (2004)
1. The term means a condition exhibiting one or more of the following characteristics over 
a long period of time and to a marked degree that adversely affects a child’s educational 
performance:
 A. An inability to learn that cannot be explained by intellectual, sensory, or health factors
 B. An inability to build or maintain satisfactory interpersonal relationships with peers and 
teachers
 C. Inappropriate types of behavior or feelings under normal circumstances
 D. A general pervasive mood of unhappiness or depression
 E. A tendency to develop physical symptoms or fears associated with personal or school 
problems
2. The term includes schizophrenia. The term does not apply to children who are socially mal-
adjusted, unless determined that they have an emotional disturbance
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Current Mental Health System Trends and Issues

The present state of child and adolescent mental health in the USA has become 
an area of major concern across the highest levels of government, including the 
president of the USA and members of both the House of Representatives and the 
Senate. In the past 15 years, a number of conferences and commissions have been 
formed in order to work toward the development of action plans and solutions to 
the problem at hand.

In 1999, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) and the National Institutes of Health (NIH) collaborated in creating 
the Report of the Surgeon General on Mental Health. This report calls for the im-
plementation of a public/community health model. According to the public health 
model, we should be focusing on strategies that affect the population at large, thus 
emphasizing health promotion, disease prevention, early detection, and universal 
access to care. In line with this model, the report identifies the following courses 
of action: continue to build the research base, overcome stigma, improve public 
awareness of effective treatments for mental health problems, ensure the supply of 
mental health services and providers, ensure delivery of state-of-the-art treatment, 
tailor treatment to age, gender, race, and culture where appropriate, facilitate entry 
into treatment, and reduce financial barriers to treatment (United States Department 
of Health and Human Services 1999). Of essential importance is that first-line con-
tacts in the community, such as schools and primary care physicians, recognize and 
respond sensitively to mental illness, know what resources exist, and make proper 
referrals or address problems effectively themselves (United States Department of 
Health and Human Services 1999).

In 2000, the Department of Health and Human Services, Department of Educa-
tion, and Department of Justice collaborated on a report about the Surgeon Gen-
eral’s Conference on Children’s Mental Health. In creating this report, they outlined 
eight goals for their national action agenda:

1. Promote public awareness of children’s mental health issues and reduce stigma 
associated with mental illness.

2. Continue to develop, disseminate, and implement scientifically proven preven-
tion and treatment services in the field of children’s mental health.

3. Improve the assessment of and recognition of mental health needs in children.
4. Eliminate racial/ethnic and socioeconomic disparities in access to mental health-

care services.
5. Improve the infrastructure for children’s mental health services, including sup-

port for scientifically proven interventions across professions.
6. Increase access to and coordination of quality mental health-care services.
7. Train frontline providers to recognize and manage mental health issues, and 

educate mental health-care providers about scientifically-proven prevention and 
treatment services.

8. Monitor the access to and coordination of quality mental health-care services.
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The steps that must be taken in order to reach these goals are numerous; however, 
many of these steps are in agreement with the public health model advocated by the 
SAMHSA and NIH in the preceding report. These steps include identifying early 
indicators for mental health problems, encouraging early identification of mental 
health needs in existing preschool, education, health, welfare, and substance abuse 
treatment systems, creating tangible tools for practitioners in these systems to help 
them assess children’s social and emotional needs, training all primary health-care 
providers and educational personnel to recognize early indicators of mental health 
problems, and encouraging the health-care system to respond to mental health pre-
vention and treatment service needs through universal and comprehensive health 
coverage (United States Public Health Service 2000).

In 2003, George W. Bush created the New Freedom Commission on Mental 
Health. Once again, goals were put forth for the transformed mental health system:

1. Americans understand that mental health is essential to overall health.
2. Mental health care is consumer and family driven.
3. Disparities in mental health services are eliminated.
4. Early mental health screening, assessment, and referral to services are common 

practice.
5. Excellent mental health care is delivered and research is accelerated.
6. Technology is used to access mental health care and information.

A common thread found in all of these action plans is the need for early identifi-
cation of children and adolescents for mental health problems. For example, the 
Report of the Surgeon General’s Conference on Children’s Mental Health calls for 
screening and early identification of children within key service systems as well as 
the development of “a universal measurement system across all major service sec-
tors that is age-appropriate, culturally competent, and gender sensitive to (i) iden-
tify children, including those with special health-care needs, who may need mental 
health services; (ii) track child progress during treatment; and (iii) measure treat-
ment outcomes for individual patients” (United States Public Health Service 2000). 
Bush’s 2003 New Freedom Commission on Mental Health (New Freedom Com-
mission on Mental Health 2003) also advocates for early mental health screening, 
assessment, and referral to services, resulting in shorter and less disabling courses 
of impairment. It states that, “Quality screening and early intervention will occur 
in both readily accessible, low-stigma settings such as primary health-care facilities 
and schools, and in settings in which a high level of risk exists for mental health 
problems, such as criminal and juvenile justice and child welfare systems.” Addi-
tionally, in 2002, the President’s Commission on Excellence in Special Education 
put forth that:

…compelling research sponsored by [the office of Special Education Programs] on emo-
tional and behavioral difficulties indicates that children at risk for these difficulties could 
also be identified through universal screening and more significant disabilities prevented 
through classroom-based approaches involving positive discipline and classroom manage-
ment. (Section 2, p. 2)
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These action plans suggest that through universal screening for mental health con-
cerns we can work to reduce risk, prevent onset, and intervene early so as to im-
prove outcomes significantly.

In May 2005, the Campaign for Mental Health Reform addressed the US Senate 
and House of Representatives and referred to the current state of child and adoles-
cent mental health services as a “public health crisis.” To be convinced of the idea 
that we are in the midst of such a public health crisis, one must understand the im-
portance of mental health to our overall well-being as well as the inadequacy of our 
current mental health system of care and prevention. In the next chapter, we discuss 
the current status of the mental health system and build the case for the importance 
of universal screening efforts to support early intervention and prevention efforts.
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Chapter 3
Current Systems of Identification and the Case 
for Mental Health Screening

Importance of Mental Health in Children

Evidence abounds that emotional and behavioral adjustment in children is inter-
twined with their general physical health and academic achievement, and has also 
been linked to successful adaptation throughout their lives (Masten and Coatsworth 
1998). Mental disorders rank first among illnesses that cause disability in the USA, 
Canada, and Western Europe (New Freedom Commission on Mental Health 2003). 
In the USA, mental illness accounts for more than 15 % of the overall burden of 
disease (United States Department of Health and Human Services 1999). Suicide 
has also been found to be a major problem worldwide, emerging as the third leading 
cause of death in youth aged 15–24. Over 90 % of children and adolescents who 
commit suicide have at least one mental disorder (Campaign for Mental Health 
Reform 2005).

As anyone who works in a school can tell you, the behaviors and needs of chil-
dren at risk for or with emotional and behavioral problems are highly demanding 
and can easily overwhelm the resources of the schools. It is estimated that students 
with the most severe emotional and behavioral disorders constitute between 1 and 
5 % of the school population but consume more that 50 % of time and resources of 
teachers and administrators (U.S. Public Health Service 2000).

Research has also demonstrated that the effects of emotional and behavioral dis-
orders in children, as well as the disorders themselves, tend to persist into adulthood 
with 74 % of 21-year-olds with mental disorders having had prior mental health 
problems (Aronen et al. 1999; United States Public Health Service 2000).  Children 
with emotional and behavioral problems are more likely to drop out of school, 
abuse substances, be involved in the juvenile justice system, and commit suicide. 
Strikingly, approximately 50 % of students aged 14 and older with a mental disorder 
will drop out of school; only 42 % of those who remain in school will graduate with 
a diploma (United States Public Health Service 2000). Additionally, 65 % of boys 
and 75 % of girls in juvenile detention centers have at least one mental disorder 
(Campaign for Mental Health Reform 2005).
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The cost to society is high not only in human terms, but in financial terms as 
well. Mental disorders account for between 5 % and 10 % of the total cost and mor-
bidity burden due to disease (Jenkins 1998). In the USA, the indirect cost of men-
tal illness is about $79 billion annually. This figure includes costs due to loss of 
productivity, incarceration, and treatment. When children with untreated emotional 
and behavioral disorders become adults, they continue to utilize more health-care 
services and incur much higher health-care costs than other adults. The states spend 
nearly $1 billion per year on medical costs associated with completed suicides and 
suicide attempts by youth (Campaign for Mental Health Reform 2005). Cohen 
(1998) found that diverting just one at-risk child from developing serious conduct 
problems may result in a savings of nearly $2 million to society.

Early emotional and behavioral difficulties, including subsyndromal symptom-
atology, can lead to a pattern of adjustment problems that may be transient or long 
standing, depending on the services provided and the timing of these services. The 
longer a child’s emotional and behavioral problems go unidentified, the more stable 
his or her maladaptive trajectory is likely to be. As such, early identification and 
intervention for youth with emotional and behavioral problems can help to mini-
mize the long-term detriment and reduce the overall health-care burden and costs of 
mental disorders. Hester et al. (2004; p. 5) concluded that early identification and 
intervention for students at risk for emotional and behavior disorders appears to be 
the “most powerful course of action for ameliorating life-long problems associated 
with children at risk.”

When children are young, they exhibit more plasticity and malleability both be-
haviorally and neurodevelopmentally, thus making them more responsive and their 
maladaptive behaviors easier to modify (Hirshfield-Becker and Biederman 2002; 
Bailey et al. 1999). Early identification and intervention also catches developing 
problems before they become more severe or expand into numerous co-occurring 
disorders. Untreated emotional and behavioral problems during this crucial time 
tend to persist into later childhood and adulthood. These problems interfere with 
the development of critical emotional and cognitive skills, escalate in severity, 
and lead to a downward spiral of school failure, unemployment, substance abuse, 
and poverty (Hirshfield-Becker and Biederman 2002; McGoey et al. 2002; United 
States Public Health Service 2000). Walker et al. (1995) suggested that if antisocial 
behavior is not corrected by the third grade, it will persist and must be managed as 
a chronic condition. Through early identification and treatment, we may prevent 
negative lifelong outcomes. Therefore, childhood is an essential time to identify and 
prevent chronic mental disorders as well as promote healthy development. In order 
to so, children must be accurately identified as at-risk and provided services early.

Current Mental Health-Care System

The current mental health-care system has little chance of succeeding; it fails at the 
outset by not identifying children in need of services. Recent research indicates that 
approximately 20 % of children have a diagnosable mental disorder; furthermore, 
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10–13 % of preschoolers, aged 1–6, have emotional or behavioral disorders (Cam-
paign for Mental Health Reform 2005; Friedman et al. 1996). Thus, many of these 
problems begin early in life and are ignored. For example, Fantuzzo et al. (2003) 
found that the Head Start staff under-identified children with behavioral or emo-
tional problems and children with the highest risk of poor academic readiness were 
likely to be unidentified and untreated.

In general, only 15–20 % of children with emotional and behavioral problems 
receive any type of mental health services in a given year (Ringel and Sturm 2001; 
United States Public Health Service 2000). Jenkins (1998) estimated that mental 
health specialists are able to meet the needs of only 10 % of all children with emo-
tional and behavioral problems. Generally, the children who do receive services are 
those with the most fully developed and severe mental disorders. However, children 
who exhibit signs of risk or subsyndromal symptomatology also need access to 
interventions in order to prevent the development of more serious disorders. Thus, 
although the most effective way to maximize the likelihood of positive treatment 
outcomes is to identify and treat children early, children must often wait until their 
problems are “serious enough” before they can receive services; this is often re-
ferred to as the “Wait-to-Fail” approach.

The median lag between the onset of a mental disorder and the start of treatment 
is about 10 years. Disorders emerging in childhood have the longest delays in treat-
ment, perhaps due to reliance on parents or other adults as informants (National 
Mental Health Association, 2005). A critical gap exists between those who need 
mental health services and those who actually receive them. This unmet need for 
services remains as high today as it was 20 years ago (United States Public Health 
Service 2000).

A recent review of the literature by Jamieson and Romer (2005) called for a 
national effort to reorganize current mental health identification processes through 
the following observation:

Because it is clear that early detection and referral for treatment should be a high national 
priority, it is disappointing to learn from research conducted as part of the commissions 
(referring to expert panels created as part of the Adolescent Mental Health Initiative of the 
Annenberg Foundation Trust) that the primary care system and schools are inadequately 
prepared to meet this challenge. As a result, schools do not intervene until illnesses progress 
and come to the attention of staff (p. 619).

Potential Settings for Mental Health Identification

Primary care and school settings appear to be two of the most important systems for 
the potential early detection of emotional and behavioral problems in children and 
adolescents. The majority of children are seen in these settings, thus providing the 
opportunity to reach large numbers of youth. A number of challenges exist, how-
ever, that contribute to the failure of these settings to identify and treat children with 
emotional and behavioral problems.
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Health-Care Settings

In primary care settings, we first must address the problem of access to medical 
care. Despite the recent strides that have been made, many adults and children in 
the US population do not have health insurance. Additionally, disparity exists in 
insurance coverage of general health versus mental health services. In fact, studies 
show that the gap in insurance coverage between mental health and other health ser-
vices is widening (United States Department of Health and Human Services 1999). 
Therefore, even those who have private health insurance may find it difficult to 
finance mental health services.

Second, the stigma of mental disorders still exists in our society and deters 
Americans from seeking care. In order to move past the stigma of seeking treatment 
for mental health disorders, it is critical to engage in conversations about these is-
sues early and often with the entire population, rather than seeking only to assign 
labels and diagnoses to a select few.

Furthermore, parents are often unaware that they can discuss mental health issues 
with primary care physicians; parents tend to assume that primary care physicians 
are only concerned with physical health. There is also some evidence to suggest that 
parents are more likely to seek services for their children when they exhibit behav-
iors such as hyperactivity and aggression rather than internalizing symptomatology 
such as anxiety (Arcia and Fernandez 2003).

Lastly, there tends to be poor recognition of mental illness by physicians due to 
time limitations, limited training in mental health issues, and a focus on the central 
task of assessing physical health. The average visit with a primary care physician 
is only between 11 and 15 minutes (United States Department of Health and Hu-
man Services 1999). Although primary care providers are identifying an increas-
ing number of emotional and behavioral problems (15–30 %), rates of recognition 
(48–57 %) are still low and referrals to mental health specialists are unlikely (United 
States Department of Health and Human Services 1999).

The pediatric emergency department is another medical setting where there is 
potential to identify children with mental health issues. On average, children seen 
in the emergency department are more likely to be exposed to risk factors such as 
poverty, abuse, and family mental health problems. In addition, suicidal children 
and adolescents often seek medical care prior to suicide attempts, making the emer-
gency department an important venue for mental health screening (Williams et al. 
2011). Although time is most frequently cited as a critical barrier to mental health 
screening in this setting, the vast majority of parents (82 %), children (75 %), doc-
tors (99 %), and nurses (97 %) found screening to be acceptable and feasible when 
conducted during emergency room visits (Williams et al. 2011). This suggests that 
the pediatric emergency department is a promising venue for early identification of 
mental health problems.
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School-Based Settings

Perhaps due to the captive audience of children and adolescents, the school is the 
most common place for mental health service delivery (O’Connell et al. 2009; U.S. 
Department of Health and Human Services 1999). Unfortunately, the current model 
of referral for mental health services in schools has failed to result in improvements 
in the rates of mental illness. As stated previously, approximately 20 % of school-
age children and adolescents are experiencing symptomology that would qualify 
them for a psychiatric diagnosis, and this estimate remains largely unchanged over 
time (Costello et al. 2003); however, the majority of these students are never identi-
fied for service delivery (Dowdy et al. 2010; Mills et al. 2006). A part of the chal-
lenge is the current “Wait-to-Fail” approach of service delivery that often does not 
utilize the skill set of school psychologists and other mental health professionals 
in schools until a student has reached the threshold of qualification for services or 
diagnosis.

In schools, children with emotional and behavioral needs are usually identified 
only after their regular classroom teachers cannot manage their problems. Most 
identification is done through teacher-initiated referral for evaluation—an idiosyn-
cratic method that allows many children with emotional and behavioral, especially 
internalizing, problems to fall through the cracks (Eklund et al. 2009). Lloyd et al. 
(1991) found that 79 % of all school referrals involve general education teachers. 
Several studies have indicated that those students who are referred usually exhibit 
externalizing behavior problems that are highly disruptive and aversive to both 
teachers and peers (Grosenick 1981; Noel 1982) rather than internalizing problems 
such as depression, shyness, phobias, or social avoidance (Walker, Severson, Stiller, 
Williams, Haring, Shinn, & Todis 1988). Even if a child is referred, a series of par-
ent conferences, discipline referrals, and trial interventions in the regular classroom 
often precede an actual referral for mental health services. As teacher training and 
understanding regarding issues of mental health varies widely, teacher referral may 
not be the most efficient method of identifying students who would benefit from 
intervention (Tilly, 2008).

Although most teachers likely have the best interests of their students in mind 
when making a decision to refer for mental health services, teacher referrals tend 
to conflict with data-driven approaches to identifying students’ potential behavioral 
and emotional needs using standardized assessment instruments (Raines et al. 2012; 
Eklund et al. 2009); teacher reports tend to identify externalizing behaviors better 
than internalizing or emotional needs. Additionally, teacher referrals for services 
have been linked to the disproportionality of particular groups being referred for 
and receiving services. Disproportionality is defined as an overrepresentation or 
underrepresentation of a particular student group within a setting or outcome of in-
terest, given that group’s proportion in the total population. This overrepresentation 
is problematic if the services provided are not meeting the needs of, or are actually 
harming, those students (Algozzine 2005; Hosp and Reschly 2003). Unfortunately, 
this appears to be the case with the current mental health-care system in schools as 
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the academic outcomes associated with the receipt of education services for emo-
tional or behavioral problems are fairly dismal, including lower levels of achieve-
ment across academic subjects and higher rates of dropouts (e.g., Bradley et al. 
2008; Greenbaum et al. 1996; Wagner et al. 2005).

Overall, African American students and males are the most likely to be overrep-
resented as a result of teacher referral for mental health services. African American 
students are overrepresented in special education, particularly in the categories of 
intellectual disability (ID) and emotional disturbance (ED; Ahram et al. 2011; Hosp 
and Reschly 2003; Jasper and Bouck 2013; MacMillan and Reschly 1998; Skiba 
et al. 2005, 2006b, 2008). In most studies, African American students are also more 
likely than their peers to be placed in more restrictive environments (Serwatka et al. 
1995; Skiba et al. 2008); this disproportionality is most apparent among students 
with mild disabilities (Skiba et al. 2006a).

Similarly, males receiving special education services spend more time outside of 
general education settings than females receiving special education services, who 
are more often integrated into the general education classroom (Hosp and Reschly 
2002), and are particularly at risk of being over-referred for behavioral problems 
(Bryan et al. 2012; Coutinho and Oswald 2005; Wallace et al. 2008). Unfortunately, 
the under-referral of females may be as problematic as the over-referral of males; 
research has indicated that females are typically older and suffer from greater levels 
of disability by the time they are identified for services (Gottlieb 1987; Wehmeyer 
and Schwartz 2001) as females do not present with behavioral problems that are 
disruptive to the classroom as frequently as males.

Improving Service Delivery

The current mental health service delivery system could be improved by adopting 
a more unified system of health care where children are served at a central location 
rather than the fragmented system that exists today in which children are vastly 
under-identified for services. Many researchers and clinicians (Huang et al. 2005; 
Tolan and Dodge 2005) have begun to advocate for a “systems of care” approach to 
mental health service delivery for children that embraces principles such as “wrap-
ping services around the child rather than requiring the child to conform to the 
provider’s culture and construal of care” and “including all service providers in a 
unified plan” (Tolan and Dodge 2005, p. 608). This approach essentially states that 
mental health services should be provided in settings where children are already 
seen, such as primary care and educational settings, thereby increasing the acces-
sibility of these services for parents and children.

Schools appear to be optimal settings in which to access, assess, and intervene 
in the mental health of children. In primary care and emergency settings there is 
no guarantee that a particular child will be seen, especially when they are at risk or 
just beginning to exhibit symptoms. However, all school-age children in the USA 
are served by an education system. Schools are also an ideal location at which to 
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observe children in their natural setting and have access to multiple informants (par-
ents, multiple teachers, principals, and the students themselves). Schools are “where 
the children are” and therefore provide an optimal setting for service delivery.

More schools are beginning to provide school-based health centers that offer a 
one-stop source for medical, psychological, and preventative care. According to the 
National Assembly on School-Based Health Care (NASBHC), the number of such 
centers has increased from 120 sites in 1988 to more than 1500 in 2005 (Martin 
2005). This involvement of the education system in the mental health of children 
is consistent with the current legislative demands such as No Child Left Behind 
(2002) in that the emotional and behavioral problems in children have been found 
to have a significant adverse effect on academic achievement (Gutman et al. 2003; 
Huang et al. 2005; Jimerson et al. 1999; McEvoy and Welker 2000; Rapport et al. 
2001).

Universal Screening of Emotional and Behavioral Adjustment

A data-driven, empirical approach to referral that includes a universal screening 
program as the first step might assist efforts to both correctly identify students who 
are in need of mental health services in the schools earlier and decrease the over-
representation of African American and male students in intervention programs. 
Universal emotional and behavioral screening is a quick and efficient way to as-
sess a large number of children, identify children at risk of specific illnesses and 
disorders, and intervene early so as to significantly improve outcomes by reducing 
risk and preventing the onset of diagnosable disorders. This is especially true in the 
school context where there is universal access to children as a population. Jones, 
Dodge, Foster, Nix, and the Conduct Problems Prevention Research Group (2002) 
found that an inexpensive screening tool implemented in kindergarten accurately 
predicted which children would be receiving mental health, special education, or 
juvenile justice services 6 years later. Additionally, VanDerHeyden et al. (2003) 
demonstrated that universal screening using curriculum-based measurement probes 
and brief interventions resulted in fewer false positive identifications of students 
referred for special education when compared to teacher referral.

Tilly (2008, p. 31) drew the “conclusion that universal screening must become a 
part of business as usual in our schools.” Unfortunately, emotional and behavioral 
screening for children and adolescents is currently minimal to nonexistent through-
out the USA. Only 2–13 % of schools screen for emotional and behavioral problems 
(Bruhn et al. 2014; Romer and McIntosh 2005) and routine developmental and psy-
chosocial assessments of young children in pediatric settings using standardized 
instruments are just as rare (United States Public Health Service 2000). As Huang 
stated, “By avoiding this, we are perpetuating stigma and failing to normalize men-
tal health and recognize it as a critical part of overall health and well-being” (Cam-
paign for Mental Health Reform 2005).
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One reason that universal screening has not been properly integrated into service 
delivery in general, and in school settings in particular, is that there exists a lack 
of information that permits universal screening to be carried out feasibly and with 
fidelity. Dever et al. (2012) review common barriers to the implementation of uni-
versal screening, including time, cost, and difficulties making decisions among the 
multiple screening methods that are available. With all the responsibilities of school 
personnel, it is understandable that screening every child in a school or district 
might appear to be a daunting task.

However, school- and district-wide universal mental health screening is not only 
feasible, it is a necessary first step to a data-based decision-making process for iden-
tification and intervention purposes (Dever et al. 2013; Dever et al. 2012). Not only 
are the results of universal screening useful for individual-level decision-making 
and intervention planning, these data can be aggregated to the school- or district-
level to provide more information about larger systems changes or prevention ef-
forts that might be the most useful (Dever et al. 2013). Just as the surveillance of 
specific mental health disorders are critical to population-based public health efforts 
(Perou et al. 2013), the surveillance of overall risk of behavioral and emotional dif-
ficulties that is gathered during a universal screening program is critical to mental 
health efforts in schools (Dowdy et al. 2010).

The remainder of this book is structured to assist practitioners and researchers in 
making decisions about mental health screening, particularly in the school setting. 
First, those interested in screening must decide for what they will screen; more spe-
cifically, the decision must be made on whether to screen for overall mental health 
or risk of difficulties versus screening for specific disorders. This decision is one to 
be made based on the needs and goals of the particular school or district in question. 
Chapter 4 provides an overview of both broad and specific screening instruments 
that are currently available, including psychometric evidence. Second, if multiple 
forms are available, those interested in screening must determine who might be the 
best informant given the goals and limitations of the screening program; Chapter 6 
presents information that we hope will assist with that decision. For those familiar 
with the Response to Intervention (RtI) approach to mental health service delivery, 
Chapter 5 explains how screening fits within this framework. Chapter 7 presents a 
case example of the implementation of universal screening in a school district for 
those readers who are interested in reflections from a real-world universal screening 
program. Finally, Chapter 8 outlines current issues and future directions for mental 
health screening, which are critical for both the practitioner and the researcher to 
consider when embarking upon work in the field.
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Chapter 4
Instrumentation for Mental Health Screening

Evaluating Screening Instruments

Through universal screening, we have the potential to not only identify a greater pro-
portion of individuals with emotional and behavioral problems, but also to do so at 
an earlier stage, thereby reducing the severity and long-term impact of the disorder. 
Moreover, universal emotional and behavioral screening can save time and money 
by minimizing the number of unnecessary diagnostic tests as well as reducing the 
length of and need for treatment and hospitalizations. The success of early interven-
tion depends on the accuracy and utility of the method used to identify high-risk 
children. More research must be done in order to develop screening instruments and 
to determine whether these instruments have validity of score inferences, are cost-
effective, and are linked with beneficial interventions and subsequent outcomes.

When evaluating a screening instrument, researchers first must evaluate the psy-
chometric properties of the measure including norm adequacy, reliability, and valid-
ity. Validity, as defined by Messick (1995), is “an integrated judgment of the degree 
to which empirical evidence and theoretical rationales support the adequacy and 
appropriateness of inferences and actions based on test scores and other modes of 
assessment.” In assessing the validity of a test, the goal is not to conclude whether 
the test as an instrument is valid, but rather to assess the degree of validity of spe-
cific test scores for making inferences about behavior and subsequent decisions, 
such as intervention. Thus, validity can be viewed as an accumulation of evidence 
over time; it is not unlike the general scientific procedures for developing and con-
firming theories.

When developing a test, the crucial question is the degree to which the test is a val-
id measure of the construct that we wish to assess, known as construct validity. A con-
struct is a latent or unobservable variable or characteristic of people that we are trying 
to capture as a test score or scores. The construct of interest in this case is the current 
behavioral and emotional adjustment of a selected child. Results obtained from the 
screener, therefore, would inform teachers, school officials, psychologists, and others 
(e.g., doctors, parents) about a child’s behavioral and emotional (or in medical terms 
“health”) status and guide decision-making and intervention accordingly.
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Two essential steps in determining the usefulness of an instrument are assessing 
predictive validity, which refers to whether the scores from the screener predict im-
portant outcomes of interest, as well as assessing whether the screener can be used 
to differentiate between groups of children (e.g., those with emotional disorders and 
those without such problems). By assessing these relationships, we are able to build 
and expand upon what is known about our proposed construct, thus continuing to 
accumulate evidence to support the construct validity of a measure.

When the classification of a sample of individuals is known, researchers often 
use an epidemiological model to determine whether an instrument can correctly 
classify those people as validity evidence (Derogatis and DellaPietra 1994). In this 
model, the goal is to maximize the number of true positives and true negatives while 
minimizing false positives and false negatives. The hit rate is an overall measure of 
the proportion of cases correctly classified, including both true positives and true 
negatives. In the case of mental health screening, sensitivity (true positives) indi-
cates the proportion of those individuals with emotional and behavioral problems 
who are detected by the screener. Specificity (true negatives) indicates the propor-
tion of individuals without emotional and behavioral problems who are identified 
as such by the screener. When the screener identifies individuals without problems 
as having problems, this misclassification is referred to as the false positive rate. 
These types of errors may result in wasted resources and misidentification of chil-
dren. False negatives occur when the screener does not identify individuals who are 
having problems, leading to the denial of services to children in need. In screening, 
false positives are more acceptable than false negatives because it is preferable to 
identify individuals as needing further assessment when they actually do not, rather 
than allow individuals to suffer the consequences of mental illnesses without re-
ceiving treatment.

One can estimate the predictive power of a screener by determining the posi-
tive predictive value (PPV) and negative predictive value (NPV) (see Table 4.1). 
PPV indicates the proportion of individuals with positive screens who actually have 
emotional and behavioral problems. A low PPV indicates that a large number of 
false positives are present. On the other hand, when the PPV is optimized false posi-
tives are minimized at the risk of missing true cases. NPV indicates the proportion 
of patients with negative screens who actually do not have emotional and behav-
ioral problems. When the NPV is low, a large number of false negatives are present.

Table 4.1  Relationships among PPV, NPV, sensitivity, and specificity
Diagnosed Not diagnosed

Positive screen True positive (a) False positive (b) PPV
a/a + b

Negative screen False negative (c) True negative (d) NPV
d/c + d

Sensitivity
a/a + c

Specificity
d/b + d

Overall hit rate
a + d/a + d + c + b

PPV Positive predictive value, NPV Negative predictive value
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One must also keep in mind that the base rate of the outcome of interest will 
significantly affect the PPV and NPV of a screener (Meehl and Rosen 1955). As 
Hill et al. (2004) explained, “Sensitivity and specificity of tests may sound impres-
sive when reported without reference to PPV, NPV, and base rates. For example, a 
test with sensitivity of 0.80 and specificity of 0.95 has a PPV of about 74 % if the 
base rate is 15 %, but the PPV is reduced to 46 % if the base rate is 5 %” (p. 810). A 
suggested estimate for an annual base rate of emotional and behavioral problems in 
a normative elementary school population from high-risk environments would be 
around 20 % as supported by research (Hill et al. 2004; Campaign for Mental Health 
Reform 2005; Friedman et al. 1996); however, this base rate will be lower when 
focusing on a single disorder. Many screening instruments fail to provide PPVs and 
NPVs, limiting their reporting of findings to sensitivity and specificity.

Bennett and Offord (2001) have suggested that screening methods should have a 
minimal PPV and sensitivity of 0.50, meaning at least 50 % of the children labeled 
as high-risk are correctly classified (PPV) and at least half of the children with 
problems should be detected (sensitivity) in order to justify the use of the screener. 
Power et al. (1998) considered a cut off score clinically useful if PPV or NPV was 
greater than or equal to 0.65 and if sensitivity or specificity was approximately 0.50 
or greater. Other studies (Carran and Scott 1992; Campbell et al. 2001; Weis et al. 
2005), on the other hand, indicated that sensitivity, specificity, PPV, and overall hit 
rate values should be equal to or greater than 0.80 to support the utility of a screen-
ing measure. For the purposes of screening, it seems that a low PPV is more toler-
able than a low NPV, as false positives are more acceptable than false negatives at 
the stage of universal screening. Of course, the higher (closer to 1.0) all of these 
values are, the better the detection of the instrument. However, in the context of 
mental health screening, PPV values of at least 0.50 and NPV of at least 0.80 would 
correspond with the practical purpose of identifying as many children as possible 
during the screening phase, with a more focused follow-up assessment to help de-
termine which cases were false positives.

The usefulness of a screening measure for identifying children at risk for behav-
ioral, emotional, or academic problems can be assessed by performing a receiver 
operating characteristic (ROC) curve analysis to evaluate the accuracy of discrimi-
nation between children with known problems and those without. The ROC curve 
is a plot of the true positive rate against the false positive rate when testing different 
potential cut scores for a diagnostic test (Altman 1991). ROC curves demonstrate 
the trade-off between sensitivity and specificity: increases in sensitivity are accom-
panied by decreases in specificity. The area under the ROC curve is a measure of 
test accuracy. Results from a ROC curve analysis can be used to select an optimal 
cut score for identifying students at risk for developing emotional and behavioral 
problems. An area under the curve (AUC) of 1 defines a perfect test, while an area 
of 0.5 represents a relatively inefficient measure; ROC curve areas of 0.80–0.90 
are considered “good” discriminators while 0.90–1 are considered “excellent.” 
Fig. 4.1 presents two ROC curves: the first for an assessment with poor discrimi-
nation (AUC = 0.64) and the second for an assessment with excellent discrimina-
tion (AUC = 0.99). The green diagonal line represents the scenario for which the 
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decision to classify or not is no better than chance (0.50). The “height” of the blue 
curve above the diagonal is an indication of how much better an instrument is at 
classification as compared with flipping a coin.

Glover and Albers (2007) claimed that when evaluating screening instruments, 
the user should evaluate their: (a) appropriateness for intended use, (b) psychomet-
ric adequacy, and (c) usability. In this chapter, we present information on screening 
instruments that we hope will be a first step to selecting one to meet the goals speci-
fied by a school or district. To address appropriateness, we provide information on 
broadband screening measures as well as specific, single-disorder measures; the 
reader should select the appropriate type of instrument depending upon the con-
structs of interest. Externalizing problems (which may include hyperactivity/inat-
tention), internalizing problems, and difficulties with adaptive skills represent three 
core constructs that are associated with mental health problems among school-age 
children (Frick et al. 2009); therefore, in our review we include screeners that assess 
difficulties in these areas broadly, with a more specific focus on disorders within 
the domains of externalizing and internalizing. Within each measure, we provide 
information related to psychometric properties and usability that we hope will assist 
the reader in selecting a measure with sufficient evidence for its use.

Screening Measures

The following review of child screening measures (see Table 4.2) is meant to be 
as comprehensive as possible; however, we do not suggest that the review is actu-
ally comprehensive as new instruments are being developed on a regular basis. 

Fig. 4.1  Examples of ROC curve output for the cases of poor (left) and excellent (right) 
discrimination
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We focused on those measures specifically developed for elementary school-aged 
children that had been the subject of research studies and contain information on 
psychometric properties in their manuals.

Broadband Screening Measures

The existence of brief, broadband screeners may provide an important piece of the 
infrastructure needed to convince school districts and health care providers that 
early identification is not only beneficial to children, but also can be practically de-
livered in schools and primary care settings. Traditionally, the content of emotional 
and behavioral screeners has been comprised of symptoms of disorders. When us-
ing symptom-based assessment to screen for a number of disorders, researchers 
often must sacrifice brevity and cost effectiveness in order to have broad coverage 
of symptomatology. Therefore, many symptom-based screeners focus on an indi-
vidual disorder in order to maximize symptom coverage of that particular disorder. 
Although screening for symptoms of specific disorders indicates an important step 
in the acceptance of emotional and behavioral screening in general, this procedure 
also leads to a failure to identify large numbers of children who may have problems 
other than the target screening condition. A broadband screening measure would 
ameliorate this problem by covering a number of problem areas in one brief mea-
sure.

Theoretically, a broadband screener is feasible if one invokes modern tempera-
ment and neurological theory and their variants (Gray 1987; Rothbart and Bates 
1998). Although beyond the scope of this text, there is an emerging consensus that 
much of the range of psychopathology seen in childhood is a function of the inter-
play of flawed emotional, behavioral, and attentional control systems. Further sup-
port for this point of view is the finding that comorbidity is highly prevalent in child 
psychopathology (Rutter and Sroufe 2000). Additional support can be found in the 
numerous factor analytic studies of child behavior rating scales that produce three 
or four factor solutions (Reynolds and Kamphaus 2004). These theoretical stances 
and associated factor analytic findings suggest that a screener that adequately as-
sesses emotional, behavioral, and attentional control systems will be predictive of 
the onset of a variety of forms of psychopathology and other important outcomes.

For example, Leon et al. (1999) conducted a large-scale study of depression 
screening in a primary care setting. They found that a large number of patients with 
false positives met diagnostic criteria for other mental disorders, thus indicating the 
need to take comorbidity into account and screen for general maladjustment rather 
than one or a limited number of disorders. Although the screener was meant to iden-
tify those with depression, it succeeded in identifying patients with other disorders 
as well due to overlapping symptomatology. As the first step in a multiple-gated 
system (discussed in Chap. 6), screeners should simply identify those children with 
elevated symptomatology, leaving diagnosis of specific disorders to the later gates.  
Broadband screening measures of child behavior and emotional adjustment are rare, 
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and those that do exist are often too long and time-intensive (more than 40 items) 
to be considered true screeners. Examples would include: the Achenbach Child Be-
havior Checklist (CBCL; Achenbach and Edelbrock 1987), Behavior Assessment 
System for Children–2 (BASC-2; Reynolds and Kamphaus 2004), McDermott 
Adjustment Scales for Children and Adolescents (ASCA; McDermott et al. 1994), 
Child/Adolescent Psychiatry Screen (CAPS), Swanson, Nolan, and Pelham Rating 
Scale -Revised (SNAP-IV-R; Swanson and Carlson 1994), and the McCarney Be-
havior Evaluation Scale—2 (McCarney and Leigh 1990).

Therefore, a need exists for the development of brief, multidisorder child screen-
ing measures of emotional and behavioral adjustment. Several of the screening in-
struments listed below are broad, multidisorder instruments that have potential to 
serve this need; however, these instruments are nascent, and more information is 
needed about their psychometric properties across populations and time.

Pediatric Symptom Checklist (PSC)

One measure that may be considered a true, multidisorder screener is the PSC (Jell-
inek et al. 1986): a parent-report, 35-item symptom list developed from the length-
ier Washington Symptom Checklist and used in primary care settings with school-
aged children (ages 4–16). This measure has been extensively studied with a range 
of economically, racially, and clinically diverse samples and has been found to have 
strong internal consistency, test-retest reliability, interrater agreement, and validity 
for identifying children who would benefit from further, more intensive assessment 
(Jellinek et al. 1986, 1995; Jellinek and Murphy 1988; Murphy et al. 1992; Simo-
nian and Tarnowski 2001; Stoppelbein et al. 2005; Walker et al. 1989). It has been 
found to have good sensitivity, ranging from 0.77 to 0.95, and specificity, ranging 
from 0.68 to 1.0 (Jellinek et al. 1995; Jellinek and Murphy 1990; Simonian and Tar-
nowski 2001; Stoppelbein et al. 2005; Walker et al. 1989). Although designed for 
use in primary care settings, the PSC has also been shown to correlate highly with 
teacher ratings of child symptomatology and academic failure. The PSC has also 
identified students whose difficulties were unknown to school staff, thus suggesting 
that it may be of use in school settings as well (Murphy et al. 1989). However, a 
teacher version of this instrument does not currently exist.

Pagano et al. (2000) adapted the PSC into self-report format (PSC-Y) and found 
that this measure correlated highly with teacher and parent ratings of child dys-
function as well as self-reported measures of depression and anxiety. The PSC-Y 
identified children with internalizing symptoms that were missed by parents, thus 
supporting the superiority of self-report measures in assessing internalizing symp-
toms. Gall et al. (2000) found support for the use of the PSC-Y in a high school-based 
health center environment as well. It demonstrated acceptable levels of sensitivity 
(0.94) and specificity (0.88) in identifying children at psychosocial risk (Pagano 
et al. 2000); PPV and NPV were not reported. However, the AUC of the PSC-Y was 
0.66, which is lower than the 0.8 needed to be considered satisfactory. Therefore, 
caution should be used in making classification decisions based on the PSC-Y.
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Gardner et al. (1999) created a short form of this instrument, Pediatric Symptom 
Checklist—17 (PSC-17), which has demonstrated lower preliminary reliability es-
timates at 0.67 for the total score (Borowsky et al. 2003). This instrument has been 
found to have adequate sensitivity at 0.82 and specificity at 0.81; however, its PPV 
was found to be quite low at 0.15 (Gardner et al. 1999). Therefore, the authors warn 
that a positive screen “is not a diagnosis,” but rather a “signal for further examina-
tion of the child and family” as should be the case with all screening instruments 
(Gardner et al. 1999, p. 231).

The Behavioral and Emotional Screening System (BESS)

In 2007, Kamphaus and Reynolds developed the BASC-2 Behavioral and Emotion-
al Screening System (BESS), a multi-informant screening system focused on detect-
ing risk for the development of a disorder, rather than any specific diagnosis. The 
BESS was developed such that item content would reflect the major constructs of 
child adjustment as contained within the full BASC-2 rating scales. Factor analyses 
suggest that the self-report includes the domains of internalizing problems, inatten-
tion, school problems, and adaptive skills (Dowdy et al. 2011a), the teacher report 
includes internalizing problems, externalizing problems, school problems, and 
adaptive skills (Dever et al. 2012), and the parent report includes internalizing prob-
lems, externalizing problems, inattention, and adaptive skills (Dowdy et al. 2011b).

The BASC-2 BESS includes two teacher forms (Preschool for ages 3 through 5, 
and Child/Adolescent for Grades K through 12), two parent forms (Preschool for 
ages 3 through 5 and Child/Adolescent for Grades K through 12), and a student self-
report form (Grades 3 through 12). All forms contain between 25 and 30 items and 
take 5–10 minutes to administer. All items are rated on a 4-point scale (i.e., never, 
sometimes, often, almost always). A raw score is created by summing the responses 
to the problem items and the reverse scores of the adaptive behavior items. The raw 
score is transformed to a total T-score, in which higher scores reflect more prob-
lems; 20–60 suggests a “Normal” level of risk, 61–70 suggests “Elevated” risk, and 
scores of 71 or higher suggest an “Extremely Elevated” level of risk.

Reliability evidence was excellent; all split-half reliability coefficients were 
greater than 0.90 and test-retest reliabilities ranged from 0.80 to 0.91 (Kamphaus 
and Reynolds 2007). Preliminary validity evidence is also strong; the manual pres-
ents strong correlations with other emotional and behavioral measures, the ability to 
predict important school outcomes, including academic performance, and adequate 
ROC curve indices (Kamphaus and Reynolds 2007). Interrater reliability estimates 
ranged from 0.71 to 0.80 for teachers, and from 0.82 to 0.83 for parents. Dever 
et al. (2013) provided evidence that the BESS screener can provide useful mental 
health surveillance information across schools and districts, in addition to the indi-
vidual data gathered. More research, especially validity studies focusing on differ-
ent outcomes and diverse samples, must be conducted on these new instruments to 
adequately assess their validity.
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Strengths and Difficulties Questionnaire (SDQ)

The SDQ is a 5 minute behavioral questionnaire containing 25 items that gener-
ate scores for Conduct Problems, Inattention-Hyperactivity, Emotional Symptoms, 
Peer Problems, and Prosocial Behavior as well as a Total Difficulties Score. This 
screener can be completed by parents or teachers of 4–16-year olds and also in-
cludes a self-report version for 11–16-year olds. The SDQ was developed in Great 
Britain based on theory using Diagnostic and Statistical Manual of Mental Disor-
ders-IV (DSM-IV) (APA 1994) criteria as well as factor analyses. Since its devel-
opment, the SDQ has been translated into 60 languages and extensively researched 
worldwide including Great Britain, Australia, Holland, Sweden, Norway, Germany, 
and Urdu (Becker et al. 2004; Flawes and Dadds 2004; Goodman 2001; Malmberg 
et al. 2003; Ronning et al. 2004; Van Widenfelt et al. 2003; Vostanis 2006).

In several countries, the total score has been found to have adequate reliability 
with an internal consistency of 0.76 and test-retest reliability of 0.96; however, the 
internal consistency of the individual scales, with the exception of the inattention-
hyperactivity scale, has been questionable. This is especially true for Peer Prob-
lems which has an alpha of 0.51 (Goodman and Scott 1999; Mellor 2004). In 2003, 
Goodman, Ford, Simmons, Gatward, and Meltzer performed a ROC curve analysis 
on a British community sample of 7984 5–15 year olds using the SDQ and found 
a sensitivity of 0.633, specificity of 0.946, PPV of 0.527, and NPV of 0.964. Sen-
sitivity varied by diagnosis with 70 to 90 % of conduct, hyperactivity, depression, 
developmental disorders, and some anxiety disorders being identified, but only 
30–50 % of those children with specific phobias, panic disorders, eating disorders, 
and separation anxiety being identified. They found that the SDQ, although meant 
to identify specific disorders, was much better at detecting children with more gen-
eralized symptomatology due to the high level of comorbidity as well as the overlap 
of symptomatology in child psychopathology.

Lane et al. (2012a) provide a chapter summarizing the psychometric properties 
and use of the SDQ. They highlight the low false positive rate found in studies by 
Goodman and colleagues, but the higher false negative rate may be concerning in a 
universal screening program due to the desire to identify as many children who may 
need supports as possible. In this chapter, the authors provide several examples of 
schools that have used the SDQ to inform intervention and prevention efforts from 
preschool through high school. Additional information regarding the feasibility of 
use of the SDQ at the preschool level is presented in White et al. (2013).

Taken together, this research suggests that the SDQ (and more specifically, the 
total score) would be best used as an indicator of general maladjustment with a 
second step being used to detect specific disorders. Additionally, one must also keep 
in mind that sensitivity is of the utmost importance when initially screening chil-
dren for emotional and behavioral problems in order to minimize false negatives. 
False negatives should be minimal for a first gate screening instrument because it 
is critical to identify as many children with emotional and behavioral problems as 
possible at this stage. Children with emotional and behavioral problems who are 



61Broadband Screening Measures  

missed at the first gate are not recoverable through later assessment (as discussed 
further in Chap. 6).

An American version of the SDQ has been developed more recently and pre-
liminary findings are positive (Bourdon et al. 2005). As opposed to the five factor 
structure found in England, Dickey and Blumberg (2004) found a stable three factor 
model in a US sample consisting of internalizing problems, externalizing problems, 
and a positive construal factor consisting of prosocial items. The worldwide interest 
in the SDQ and extensive research currently being done provides an excellent op-
portunity for researchers to examine cross-cultural similarities and differences with 
regard to psychosocial adjustment.

Systematic Screening for Behavior Disorders

Systematic Screening for Behavior Disorders (SSBD; Walker and Severson 1992) 
is a multiple-gated procedure developed to identify students in elementary school 
who are at elevated risk for externalizing or internalizing disorders. Since its initial 
development, the SSBD has been extended to the middle school grades as well (e.g., 
Caldarella et al. 2008). This screening procedure consists of three stages. At stage 
1, teachers are asked to create two “top 10 lists”—one for students with internal-
izing issues and another for students with externalizing issues. In this procedure, 
teachers are instructed that no student can appear on both lists. The top three stu-
dents on each list (6 in total) continue to stage 2. During stage 2, teachers complete 
two rating scales for each of these six students, which capture both the behaviors 
of those children and the frequency or intensity of those behaviors. Any students 
exceeding the normative criteria on these instruments continue to stage 3. At stage 
3, the students who were identified at the end of stage 2 are observed by a trained 
professional (often a behavioral specialist or school psychologist) both in the class-
room and on the playground. Data on engagement and social behavior are recorded 
in order to frame the results of the rating scales and assist with decisions about 
intervention or referral.

Initial development of the SSBD yielded stability coefficients ranging from 0.83 
to 0.88, and internal consistency coefficients ranging from 0.82 to 0.88 (Walker 
et al. 1988). In addition, Walker et al. (1990) provided criterion validity evidence for 
the SSBD based on school records of behavior and special education classifications. 
Finally, there is sufficient evidence of convergent validity with similar measures, 
including the SSRS (Lane et al. 2009) and the CBCL (Walker et al. 1988).

Student Risk Screening Scale

The Student Risk Screening Scale (SRSS; Drummond 1994) is a 7-item teacher-
report instrument designed to detect risk for behavior problems in grades K-6; more 
recent research has provided evidence that its use can be extended to grades K-12 
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(Lane et al. 2008). All items are rated on a scale from 0 to 3, for a total possible 
score of 21. Based on their total scores, students are categorized into three levels 
of risk: Low (0–3), Moderate (4–8), and High (9–21). Due to its brevity, teachers 
can complete the assessment for an entire classroom in approximately 15 minutes, 
making it a practical choice for universal screening via teacher-report. The SRSS is 
available both in written and electronic forms.

In terms of validity evidence, Lane et al. (2009) compared the SRSS and the 
SSBD (Walker and Severson 1992) at the Kindergarten through third grade levels. 
Students in this study were enrolled in seven elementary schools, and were predom-
inantly White (95 %). SRSS scores were used to predict SSBD risk classification. 
The SRSS performed similarly to the SSBD at identifying externalizing problems, 
but performed poorly at identifying children with internalizing problems. However, 
this aligns well with the original purpose of the SRSS to assess for problems related 
to antisocial behavior. In addition, among a diverse group of elementary school 
students, Menzies and Lane (2012) found that SRSS scores predicted the number of 
office disciplinary referrals a child would receive during an academic year.

Among older groups of students, Lane et al. (2007) found correlations ranging 
from 0.61 and 0.68 between SRSS and the SDQ total score for middle school stu-
dents. There is evidence of adequate internal consistency, test–retest stability, and 
predictive validity (using the criteria of grade point averages, office disciplinary 
referrals, and out of school suspensions) of the SRSS for use among urban middle 
school students (Lane et al. 2010). There is also evidence supporting the use of the 
SRSS among high school students (Lane et al. 2008). Internal consistency and test-
retest reliability coefficients are similarly high across grade levels (see Table 4.2).

More recent efforts have adapted the SRSS to include items that assess internal-
izing difficulties as well, yielding the Student Risk Screening Scale for Internalizing 
and Externalizing Behaviors (SRSS-IE; Lane et al. 2012b). Although the original 
SSRS-IE included the original 7 items of the SRSS plus an additional 7 internal-
izing items, initial factor analytic work among over 2000 students in grades K-6 
supported the retention of only 5 internalizing items, for an SRSS-IE scale of 12 
items in total (Lane et al. 2012). Preliminary convergent validity evidence sug-
gests that the SRSS-IE predicts both SDQ and SSBD scores among this elementary 
school sample. Furthermore, the development of an 11-item Student Risk Screening 
Scale for Early Childhood (SRSS-EC; Lane et al. 2015) has shown initial promise 
for identifying the internalizing and externalizing difficulties of preschool students.

Social, Academic, and Emotional Behavioral Risk Screener

The social, academic, and emotional behavioral risk screener (SAEBRS; Kilgus 
et al. 2013) is a 19-item teacher-report screening instrument that consists of three 
domains: social behavior (6 items), academic behavior (6 items), and emotional 
behavior (7 items). Students are rated on a 4-point Likert-type scale, from 0 (never) 
to 3 (almost always). The SAEBRS can be completed in less than 3 minutes per 
student, and is intended for rating students in grades K-12. Users of the SAEBRS 
are provided with an overall level of risk for each student rated, as well as risk levels 
within each of the three domains of interest.
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Factor analysis work with the original dual factor SABRS 12-item instrument 
(prior to the addition of the 7 emotional behavior items) supports the structure of 
one broad factor (Behavior) under which are two narrow factors (social and aca-
demic) at both the elementary (Kilgus et al. 2013) and secondary (Kilgus et al. 
2015) grade levels. Across grade levels, internal consistency estimates are similarly 
high (ranging from 0.89 to 0.94). When multiple teachers rate the same high school 
student, interrater reliability estimates range from 0.35 to 0.51 (Kilgus et al. 2015). 
Future research is needed to determine how the addition of the emotional behavior 
items has changed the psychometric properties of the instrument. Also, longitudinal 
research is necessary to examine the predictive validity of the SAEBRS in regard to 
important social, emotional, and academic outcomes of interest.

Specific Screeners for Multiple Disorders

Several child emotional and behavioral screeners consist of a number of quick 
screens for multiple disorders simultaneously. For example, the Beck Youth Inven-
tories—Second Edition (BYI-II; Beck et al. 2005) are designed for children ages 
7–18 years and consist of five 20-item self-report scales that assess symptoms of 
depression, anxiety, anger, disruptive behavior, and self-concept. These scales can 
be used separately or in combination depending on the child’s individual needs and 
time constraints.

The DISC (Diagnostic Interview Schedule for Children) Predictive Scales—ver-
sion 4.32 (DPS-4.32; Leung et al. 2005) was updated to include work done on the 
National Institute of Mental Health (NIMH) DISC-IV (Shaffer et al. 2000), reflect-
ing DSM-IV diagnostic criteria. The DPS–4.32 consists of parent (14 scales with 
total of 92 items) and youth (18 scales with total of 98 items) questionnaires that 
assess the likelihood of a young person, ages 8–18, having any of 18 disorders. 
Additionally, the DPS-4.32 provides a separate impairment module indicating the 
degree to which a behavior is having a negative impact on the individual’s social, 
academic and family life. The items were derived from the full DISC (Schwab-
Stone et al. 1996), by identifying those items that were most predictive of specific 
diagnoses (Lucas et al. 2001).

In the original version (DPS-2.3), the substantial reduction in scale length was 
not associated with any significant changes in discriminatory power. Lucas et al. 
(2001) examined the DPS-2.3 classification accuracy for a number of disorders in-
cluding simple phobia, social phobia, agoraphobia, Obsessive Compulsive Disorder 
(OCD), Major Depressive Disorder (MDD), attention deficit hyperactivity disorder 
(ADHD), ODD, and conduct disorder. They found adequate reliabilities, sensitivi-
ties ranging from 0.67 to 1.00, specificities from 0.49 to 0.96, PPV from 0.07 to 
0.74, and NPV from 0.87 to 1.00. They concluded that the DPS is a valuable tool 
for determining subjects who do not need further assessment and for speeding up 
the structured diagnostic interviewing process; however, external validity studies 
were lacking.

An examination of the psychometric properties of the new parent DPS-4.32 ver-
sion using a community sample ( N = 541) of Chinese children found adequate reli-
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ability as well as adequate specificity (0.91), and NPVs (0.98); however, sensitivity 
was a bit low at 0.68 and PPV was found to be 0.34. Once again, more research 
should be done to reinforce these findings on other samples (Leung et al. 2005).

Specific Screeners

Other child emotional and behavioral screeners tend to focus on one or several spe-
cific diagnoses or problems. These screeners can be classified as those with a focus 
on specific externalizing disorders, and those with a focus on specific internalizing 
disorders or risk for suicide. Below we review some of the available screening in-
struments in each category.

Externalizing Measures

Externalizing disorders, especially ADHD, have been the focus of numerous 
screening measures for children. The Conners 3rd Edition (CRS-3; Conners 1973, 
2008; Conners et al. 1997) are symptom-based rating scales that are widely used 
in schools, mental health clinics, residential treatment centers, pediatric offices, 
juvenile detention facilities, child protective agencies, and outpatient settings to 
screen for ADHD, learning problems, and conduct problems. The authors have sug-
gested that the Conners-3 may be used as a screening measure as well as a tool for 
treatment monitoring, a diagnostic aid, and a research instrument. There are three 
versions—parent (ages 6 through 18), teacher (ages 6 through 18), and adolescent 
(ages 8 through 18) self-report—all of which also have short (10 minutes) and long 
(20 minutes) forms available. The long forms are too extensive to be used as screen-
ing measures; however, in addition to short forms of the Conners-3, users also have 
the option of administering a 10-item ADHD index or the brief DSM-IV and Diag-
nostic and Statistical Manual for Mental Disorders-V (DSM-V) Symptom Scales.

Previous versions of this instrument have been found to have adequate reliability 
and validity (e.g., Conners’ Rating Scales–Revised (CRS-R); Conners et al. 1997), 
but were criticized for having too low cutoff scores thus inflating prevalence rates. 
However, classification indices are quite high with sensitivities ranging from 0.78 
to 0.92, specificities ranging from 0.84 to 0.94, PPV ranging from 0.83 to 0.94, and 
NPV ranging from 0.81 to 0.92 depending on informant (parent, teacher, and adoles-
cent) (Conners et al. 1997). To date, the Conners-3 manual is the best source of psy-
chometric information for these scales. Alpha coefficients ranged from 0.84 to 0.97 
across subscales and informants, indicated adequate internal consistency. Test-retest 
reliabilities ranged from 0.71 to 0.98, and values for interrater reliabilities ranged 
from 0.74 to 0.94 for the parent form and from 0.52 to 0.82 for the teacher form.

The ADHD Comprehensive Teacher’s Rating Scale (ACTeRS-2; Ullman et al. 
1988, 1997) is a 24-item teacher-rated ADHD screener created using a normative 
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sample of over 3700 children from kindergarten through 8th grade. The instru-
ment produces four subscales: attention, hyperactivity, social skills, and opposi-
tion. Although this scale has adequate reliability, it has not been widely researched 
and contains little supportive data in the manual concerning validity. The manual 
also lacks specific information regarding the standardization sample. Ullman et al. 
(2000) found that the ACTeRS could differentiate between children with and with-
out ADHD as well as children with learning disabilities and those with ADHD. Al-
though it has not been validated as a screening measure, the ACTeRS-2 may serve 
this purpose more effectively since it has been found to discriminate between chil-
dren with and without ADHD. Research should be done to examine this possibility.

In a study including students from grades K through 5 in the mid-Atlantic US, 
Erford and Hase (2006) found adequate internal consistency of the ACTeRS-2 sub-
scales (from 0.89 to 0.93); however, factor analyses in this same study supported 
a two-factor solution rather than the four factors suggested by the authors of the 
instrument. The 30-day test-retest reliabilities ranged from 0.80 to 0.89. When com-
pared to a diagnosis from a qualified mental health professional, 83 % of those diag-
nosed as ADHD-inattentive type (sensitivity: 0.77; specificity: 0.88), and 0.86 % of 
those diagnosed as ADHD-hyperactive/impulsive type (sensitivity: 0.81; specific-
ity: 0.88) were correctly identified.

The ADHD Rating Scale—IV (ADHD-IV; DuPaul et al. 1998) is an 18-item 
rating scale for children ages 5–18, containing both parent and teacher versions. It 
is based upon DSM-IV diagnostic criteria and contains inattention and hyperactiv-
ity subscales. The ADHD-IV was standardized on a large nationally-representative 
sample, and the manual provides excellent reliability and validity (content, inter-
nal structure, convergent, divergent, and predictive) evidence (DuPaul et al. 1998). 
The manual also provides different cutoff scores depending on the purpose of the 
assessment (rule-out/screening vs. diagnosis). Parent ratings have sensitivities of 
0.83–0.84, specificities of 0.49, PPV of 0.54–0.58, and NPV of 0.77–0.81. Teacher 
ratings produce sensitivities of 0.63–0.72, specificities of 0.86, PPV of 0.78–079, 
and NPV of 0.73–0.81 (DuPaul et al. 1998). In general, the ADHD-IV is a well-
developed instrument that could be used to screen school aged children for ADHD; 
however, Collett et al. (2003) warn users about the risk of misclassifying youth 
due to suboptimal sensitivity and specificity. Furthermore, the scale has yet to be 
updated to match DSM-V diagnostic criteria, and the lack of a self-report may be a 
limitation for certain contexts and applications.

The Eyberg Child Behavior Inventory (ECBI; Eyberg and Pincus 1999) is a 
parent-rated 36-item questionnaire designed for use in pediatric settings as a quick 
screen for disruptive behavior in children ages 2–16. The Sutter-Eyberg student be-
havior inventory–revised (SESBI-R; Eyberg and Pincus 1999) was created during 
the 1999 revision of the ECBI as a teacher-rated version and consists of 38 items, 13 
of which are new to the SESBI and served to replace non-school related items from 
the ECBI. The standardization of the SESBI-R is problematic; the norming sample 
consisted of 415 elementary school children from 11 schools in Gainesville, FL but 
the SESBI-R is supposed to target children ages 2–16 despite being normed on a 
more narrow aged group of children (Meikamp 2003).
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The ECBI has been found to have adequate reliability and concurrent validity 
(Boggs et al. 1990). The ECBI was also found to discriminate between normal 
and conduct-problem adolescents (Eyberg and Robinson 1983). Rich and Eyberg 
(2001) found the ECBI to have excellent classification accuracy in a sample of chil-
dren ages 3–6 with a sensitivity of 0.96, specificity of 0.87, PPV of 0.88, indicating 
that 88 % of the children who exceeded the cutoff score were correctly identified, 
and NPV of 0.96.

Weis et al. (2005) found the ECBI to be useful for screening children for exter-
nalizing disorders, but less useful in discriminating between specific behavior prob-
lems. When classifying children with specific externalizing behavior problems, sen-
sitivities ranged from 0.63 for the Conduct problem component of the ECBI to 0.77 
for the Inattentive component. Specificities were all above 0.90. They found that all 
components of the ECBI displayed adequate NPV, ranging from 0.82 to 0.94. The 
ECBI Inattentive and Oppositional components displayed PPV of 0.85 and 0.80 
respectively, while the conduct problem component exhibited lower PPV at 0.63. 
The SESBI-R has some preliminary reliability and validity evidence; however, no 
reliability or validity evidence exists for older children (Whiston and Bouwkamp 
2003). More research is needed on the SESBI-R.

Internalizing Measures

Other measures focus on internalizing symptoms such as anxiety and depression. 
These include self-report measures for school-aged children and adolescents such 
as the Reynolds and Richmond Revised Children’s Manifest Anxiety Scale, Second 
Edition (RCMAS-2; Reynolds and Richmond 2008), the State-Trait Anxiety Inven-
tory for Children (STAIC; Spielberger 1973), the Multidimensional Anxiety Scale 
for Children, Second Edition (MASC-2; March 2013), the Reynolds Child Depres-
sion Scale, Second Edition (RCDS-2; Reynolds 2010), and the Children’s Depres-
sion Inventory-2 (CDI-2; Kovacs 2010).

The STAIC and RCMAS have been found to have good reliability and criterion-
related validity. These tests can differentiate between youth with anxiety disorders 
and those without any disorders; however, findings are mixed on their ability to 
discriminate among diagnostic groups, especially between internalizing problems 
such as anxiety and depression (Kamphaus and Frick 2002; Seligman et al. 2004). 
This may be due to item content and overlap with depression measures such as the 
CDI. Seligman and Ollendick (1998) found that approximately 21 % of RCMAS 
items and 25 % of STAIC items overlapped with items on the CDI. Thus, the STAIC 
and RCMAS may be best used as first gate screeners in a multiple-gate system even 
though they were not developed and validated for this purpose. More research is 
needed to examine the utility of these instruments in a screening capacity.

In 2008, an updated second edition of the RCMAS was developed. This edition 
has an updated standardization sample, improved psychometric properties with im-
proved reliability over the original version, and additional items meant to expand 
content coverage and reflect changes in the way children now experience anxiety 
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(Reynolds and Richmond 2008). Internal consistency of the total score was reported 
as 0.92 with a test–retest reliability of 0.76. The scale consists of four factors: physi-
ological anxiety, worry, social anxiety, and defensiveness; however, the total score 
has yielded higher reliability estimates than the factor scores, which should be used 
with caution in the absence of more psychometric testing (Huberty 2012). Addition-
ally, a short form consisting of the first ten items of the full form was added that 
yields a short form total anxiety score. The manual suggests that this form would be 
useful when screening large numbers of children.

The MASC-2 (March 2013) is a recently updated multi-rater anxiety measure 
with 50-item self-report (MASC 2–SR) and parent (MASC 2–P) rating forms devel-
oped for youth aged 8–19. The MASC-2 yields a total score and subscale scores for 
six disorder-specific areas. Internal consistency estimates are good, at 0.92 for the 
MASC 2-SR total score and 0.89 for the MASC 2-P total score. However, internal 
consistency estimates are lower for the individual subscales (median 0.79). Test–re-
test reliabilities for both forms range from 0.80 to 0.94. Inter-rater reliability across 
the two informant forms ranged from 0.43 to 0.68. It has been suggested that the 
MASC 2-SR might be especially useful for school-based screening, as it can be ad-
ministered by teachers in an RtI model (Fraccaro et al. 2015). The original version 
of the MASC (March et al. 1997) has been found to have adequate reliability, in-
cluding test–retest reliability (March and Sullivan 1999; Christopher 2001), as well 
as good convergent and divergent validities (March et al. 1997). Rynn et al. (2006) 
used the MASC to discriminate between children with generalized anxiety disorder 
and children with depression. They found the AUC of 0.623 to be in the poor to fair 
range. When sensitivity was set at 0.80, maximum specificity was found to be 0.34. 
This instrument has not been validated as a screening instrument in a multiple-gate 
screening system. To date, there is limited information on the revised MASC-2.

The CDI-2 (Kovacs 2010) is a revision of the original CDI(Kovacs 1992) that 
includes new items that focus on the core aspects of childhood depression, revised 
scales, and new norms that are representative of the US population. The CDI-2 is a 
comprehensive multi-rater assessment of depressive symptoms in youth aged 7–17 
years. It consists of a 28-item self-report form that yields a total score, two scale 
scores (emotional problems and functional problems), and four subscale scores, 
a short self-report form that contains 12 items and yields a total score, as well as 
teacher and parent forms. Self-report items are answered on a 3-point scale, whereas 
parent- and teacher-report items are answered on a 4-point scale. The correlation 
between the CDI-2 self-report and self-report short-form was found to be 0.95, 
indicating that the short-form may prove quite useful for efficient screening. The 
manual reported acceptable reliability and classification accuracy with total score 
values of: sensitivity of 0.83, specificity of 0.73, PPV 0.76, and NPV of 0.81.

The RCDS-2 (Reynolds 2010) is another self-report measure intended to assess 
the severity of depressive symptomatology in children ages 7–13. The RCDS-2 
retains the 30 items used in the original measure, but presents updated normative 
data. It also includes a short form consisting of 11 of the most critical items from 
full form. Internal consistency coefficients are satisfactory, ranging from 0.87 to 
0.91. For the original RCDS, sensitivity of 0.73 and specificity of 0.97 are reported 
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(Reynolds 1989). This measure has strong reliability and validity evidence with 
the exception of discriminant validity as it correlates highly with anxiety measures 
(Kamphaus and Frick 2002). It is advertised for use as a large-scale screening in-
strument. The Reynolds Adolescent Depression Scale-Second Edition (RADS-2; 
Reynolds 2002) was designed as a self-report form for informants aged 11–20. 
Internal consistency coefficients range from 0.80 to 0.94. It contains four factors 
identified as dysphoric mood, anhedonia-negative affect, negative self-evaluation, 
and somatic complaints. These factors have been upheld in independent analyses 
(Osman et al. 2010).

The Center for Epidemiological Studies Depression Scale Modified for Children 
(CES-DC; Faulstich et al. 1986) was adapted from the adult CES-D. Faulstich and 
colleagues (1986) found that the measure had poor reliability and validity for chil-
dren. A recent meta-analysis, on the other hand, suggests that the measure has ad-
equate reliability and validity for children and adolescents (Stockings et al. 2015). 
Across nine studies, the average internal consistency was found to be 0.88, average 
sensitivity was 0.76, and average specificity was 0.71. However, average PPV val-
ues ranged from 0.08 to 0.32, and NPV values ranged from 0.12 to 0.98, indicating 
the need for further evidence of the use of this tool as a screening instrument among 
children and adolescents. Another scale, the Columbia Depression Scale (CDS) is a 
22-item self-report scale, derived from the major depression section of the diagnos-
tic interview schedule for children DISC (Shaffer et al. 2000); however, this scale is 
lacking reliability and validity evidence (Table 4.2).

Suicide Measures

The most severe outcome of mental illness is suicide. As mentioned earlier, suicide 
has emerged as the third leading cause of death in youth ages 15–24. Furthermore, 
over 90 % of children and adolescents who commit suicide have at least one men-
tal disorder, the most common type being mood disorders (Campaign for Mental 
Health Reform 2005; Shaffer et al. 2004). As Shaffer et al. (2004, p. 71) reasoned, 
“If the risk factors for suicide are both identifiable and treatable, screening teens for 
untreated mood disorders should be an important component of any suicide preven-
tion program.”

A number of screening instruments have been developed in order to assess sui-
cidal risk in adolescents including the Beck Scale for Suicidal Ideation (Beck et al. 
1979), the Suicide Risk Screen (Eggert et al. 1994), and the Suicidal Ideation Ques-
tionnaire (Reynolds 1989), which yielded adequate sensitivity ranging from 0.83 to 
1.00 with less than adequate specificity from 0.40 to 0.70 when used in a Midwest-
ern US high school. The Beck Scale for Suicidal Ideation provides no reliability 
and validity information for adolescents, and therefore should not be used until this 
information is collected. The Suicide Risk Screen assesses factors found to predict 
suicide among adolescents 14 years and older: suicidal ideation, suicide attempts, 
depression, and substance use (Shaffer et al. 2004; Brent et al. 1999). Thompson 
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and Eggert (1999) found the Suicide Risk Screen to have sensitivity ranging from 
0.87 to 1.00, but low specificity from 0.54 to 0.64 in a sample of 581 high school 
youth.

The Columbia Suicide Screen (CSS; Shaffer et al. 2004) is a 14-item self-report 
questionnaire that assesses the most important risk factors for suicide among youth 
ages 11–18. These items are embedded within a larger screen of general health and 
relationship items, the Columbia Health Screen, in order to avoid a focus on suicide. 
Shaffer et al. (2004) found this instrument to have adequate sensitivity (0.75) in 
identifying high school students at-risk for suicide; however, they did recommend 
a second stage of evaluation in order to “reduce the burden of low specificity” even 
though the specificity of 0.83 is superior to most other instruments (p. 71). The PPV 
was very low at 0.16 which would result in 84 false positives for every 16 youths 
correctly identified. In general, most suicide screens are limited to adolescent and 
adult populations and suffer from low specificity, which may overburden programs 
with false positives. The benefit of being able to intervene for those true positives 
prior to a suicide attempt is difficult to argue; however, it is important to understand 
that most of those identified will be false positives. Thus, this instrument, and most 
suicide screening instruments in general, should only be used as first gates in a 
multi-gate system.

As stated earlier, this review of the available screening instruments is far from 
exhaustive; additionally, a word of caution is in order. Although an exorbitant num-
ber of instruments exist, one must be careful to assess each instrument’s psychomet-
ric properties before choosing to utilize that instrument. Many of the instruments re-
viewed above, as well as those left unmentioned, still need more research evidence 
before one can be truly confident in their psychometric properties as screeners for 
emotional and behavioral adjustment. Additionally, one must remember that these 
instruments are not diagnostic, but rather should be used as indicators for further as-
sessment. Finally, issues of diversity and representativeness of the standardization 
sample must be considered.  We revisit this issue in Chapter 8 when we discuss the 
future of screening research.
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Chapter 5
Alignment of Mental Health Screening  
with Response to Intervention Approaches

Introduction

Following the most recent reauthorization of the Individuals with Disabilities Edu-
cation Act, now called the Individuals with Disabilities Education Improvement Act 
(IDEIA 2004), the response to intervention (RtI) model has come to the forefront of 
psychological debate and scrutiny. IDEIA now permits the use of alternative models 
when assessing and determining special education eligibility, including the use of 
an RtI approach. The act states that a local education agency “may use a process that 
determines if the child responds to scientific, research-based intervention as a part 
of the evaluation procedures.”

The No Child Left Behind Act (2002) has also helped to set the stage for an 
RtI revolution by providing a set of requirements whereby states must implement 
evidence-based instruction and monitor progress to verify the effectiveness of these 
programs (Brown-Chidsey and Steege 2005). Additionally, the President’s Com-
mission on Excellence in Special Education (2002) called for schools to implement 
identification and assessment models based on students’ responses to evidence-
based interventions and monitoring of the level of response.

Although RtI theory and practices are traditionally rooted in the areas of aca-
demic problems and learning disability assessment (Fairbanks et al. 2007), these 
principles are beginning to be applied to other disabilities in the emotional and 
behavioral domain (Cheney et al. 2008; Gresham 2005). We will begin with a dis-
cussion of the general principles of RtI, followed by a more specific discussion as 
to how these principles might be applied to the practice of screening for emotional 
and behavioral problems.
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Principles of Response to Intervention

RtI is a multitiered approach to providing prevention and intervention services to 
all students within a school, which can be applied to both academic and behavioral 
outcomes of the students (Brown-Chidsey and Steege 2005; Parisi et al. 2014). 
Within an RtI framework, those individuals who do not respond to intervention 
even upon attempts to extend, intensify, and modify the intervention based on data-
based decision-making may eventually receive a diagnosis of a disability; however, 
one of the goals of RtI is to identify and intervene with as many students as possible 
in order to create an opportunity to prevent difficulties from worsening. Thus, RtI 
is a prevention-based model that stresses the use of evidence-based intervention 
practices prior to special education referral, moving away from the “wait to fail” 
approach often utilized in schools. One must also keep in mind that although RtI is 
often linked exclusively with assessment and special education decision-making, it 
also serves as a general education-based tool for monitoring student progress and 
providing effective instruction and academic interventions.

RtI models typically include (Fairbanks et al. 2007; Harris-Murri et al. 2006; 
Johnson and Smith 2008) (a) a continuum of evidence-based instruction and in-
terventions available to all students, from universal, high quality, scientifically 
based general education classroom instruction to highly intensive and individual-
ized interventions; (b) regular school-wide screening of academic performance and 
behavior to monitor the status and progress of all students; (c) decision points to 
determine if students are performing significantly below the level of their peers on 
each indicator assessed; (d) implementation of research-based interventions at all 
tiers and more intensive or different interventions when students do not improve, 
as determined through data collected in response to an intervention; (e) on-going 
progress monitoring of student performance throughout intervention phases; and (f) 
referral and evaluation for special education services if students are nonresponsive 
to all attempted interventions. Although we will briefly touch upon each of these 
components, our main focus will be on the implementation of screening within an 
RtI approach.

Response to Intervention Models: Tiers and Types

A typical RtI model consists of either three or four tiers, most commonly three tiers, 
derived from the public health model of prevention (Brown-Chidsey and Steege 
2005; Glover and DiPerna 2007; see Fig. 5.1). Tier 1 includes all students and re-
flects the general education curriculum with regular progress monitoring. Universal 
screening and prevention mechanisms help to identify risk status and rule out in-
adequate instruction or behavior management. Tier 2 includes those students who 
are not responding adequately to Tier 1 instruction and prevention as reflected in 
universal screening and progress monitoring results, and need more intensive and 
specific instruction in order to be successful. These students often receive small-
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group evidence-based instruction for academic problems or short-term, less inten-
sive interventions for behavioral or emotional challenges, along with regular prog-
ress monitoring. Tier 3 includes a small subset of students who do not respond to 
Tier 1 or Tier 2 interventions. This tier necessitates more intensive, individualized 
interventions and a comprehensive assessment to identify whether the student has 
a specific disability or meets the criteria for special education. Notably, students do 
not move from one tier to another without data indicating a need to do so (Brown-
Chidsey and Steege 2005).

A four tier model, as described by Klingner and Edwards (2006), might consist 
of:

Tier 1: Quality instruction within the general education classroom paired with 
ongoing progress monitoring.

Tier 2: Intensive interventions for those identified using progress monitoring.
Tier 3: Use of a teacher teaming approach, where teams develop interventions 

for students who continue to display a need for individualized support following the 
Tier 2 interventions.

Tier 4: Assessment of the severity of the skill deficit, and evaluation of need for 
special education.

Additionally, two basic versions of RtI exist: the problem-solving model and 
the standard protocol model. In the problem-solving model, a four step problem-
solving process consisting of problem identification, problem analysis, plan imple-
mentation, and problem evaluation is used to select research-based interventions 
specifically tailored to meet the needs of a particular student. This approach is very 
sensitive to the unique problems of each individual student, but it is much more 
difficult to implement and maintain the standardization and controls necessary to 

School-based preven�on and 
universal interven�ons (Tier 1) 

Targeted school 
interven�ons 
(Tier 2)

Selected/
Intensive 
school 
interven�ons 

All students
Universal 
screening  

At-risk 
students 

Students 
with 
significant 
problems 

Selected 
screening; 
progress 
monitoring

Full 
assessment;
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Fig. 5.1  Response to intervention model
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evaluate the effectiveness of such an approach. For example, under the problem-
solving model, several students with attention difficulties would each have their 
own individually selected intervention to best match their specific needs and chal-
lenges.

The standard protocol model, on the other hand, provides the same empirically 
validated intervention across all students with similar difficulties. This approach 
is less individualized, but allows for greater quality control (Atkins 2008). Under 
the standard protocol model, all students who are identified as having attention 
difficulties would receive the same intervention, such as teaching them behavioral 
self-monitoring strategies, and the effectiveness of this approach would be evalu-
ated using progress monitoring across all students. Although this model is not as 
attentive to the unique needs of every student, it is believed to be more efficient than 
the problem-solving model both in terms of time and monetary resources needed 
to learn and delivery the necessary interventions to those students in Tiers 2 and 3.

Applying RtI to Emotional and Behavioral Problems

Gresham (2005) has proposed that RtI be employed as an alternative means to 
emotional and behavioral disorders (EBD) eligibility determination and in mak-
ing decisions about modifying or maintaining certain interventions by consider-
ing a student’s level of responsiveness to a particular intervention. Gresham (2005, 
p. 331) explained “if a student’s behavioral excesses and/or deficits continue at un-
acceptable levels subsequent to an evidence-based intervention implemented with 
integrity, then the student can and should be eligible for services.” A lack of im-
provement from the assessed baseline and post-intervention levels of performance 
might be taken as partial evidence for a need for special education referral. In ad-
dition to being used as a tool for identifying children with emotional and behav-
ioral disorders, early screening and identification of all children coupled with the 
application of RtI and early intervention for those found to be at-risk for emotional 
and behavioral disorders would lead to more pre-referral intervention in the gen-
eral-education setting and give the school the ability to act within an intervention 
framework rather than a “wait to fail” special education eligibility-based framework 
(Cheney et al. 2008; Gresham 2005).

Universal Screening

Universal screening for behavioral and emotional risk is the initial step to apply-
ing the RtI framework to prevention and intervention with behavioral and emo-
tional outcomes in schools. At Tier 1, all students are screened for behavioral and 
emotional strengths and weaknesses. The purpose of this screening is twofold. 
First, school leaders and stakeholders review the school-wide results in order to 
determine whether there is a need to change or supplement the current school-wide 
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prevention strategies being delivered universally. Second, if these Tier prevention 
programs are deemed to be effective at addressing the behavioral and emotional 
needs of the majority of the students (typically 80–85 %), then the universal screen-
ing data are used to identify those students who should be considered for more 
targeted interventions at Tier 2.

Parisi et al. (2014) review several common pitfalls to avoid when conducting 
universal screening within an RtI framework that are applicable to our discussion. 
First, collecting the data is not enough; screening data must be used in a systematic 
way to inform decision-making regarding intervention at each tier within RtI. Sec-
ond, there must be adequate buy-in regarding the importance and use of screening 
data to make decisions within a narrow timeframe. However, complete consensus 
is rarely achieved and should not be expected before moving forward with a plan 
for behavioral RtI. Third, the selection of a screening instrument should not be 
taken lightly as each instrument will assess only some constructs, utilize certain 
informants, and need particular resources. We hope our review of some of the more 
widely-used screening instruments presented in Chapter 4 will assist the reader in 
the critical task of instrumentation selection.

Finally, those embarking upon an RtI approach to addressing the behavioral and 
emotional needs of students within their schools should be aware that universal 
screening is not a one-shot task. Instead, RtI requires an iterative process of assess-
ing the needs of students at all tiers of intervention and making adjustments accord-
ingly. However, there is no single clear answer regarding how frequently universal 
screening should be conducted at Tier 1. Although, recommendations regarding the 
frequency of screenings have been put forward, they are largely based on practi-
cal concerns rather than data. Most agree that screening should take place at least 
once a year, usually at the beginning of the school year, in order to determine the 
course of action for that year (Dowdy et al. 2014; Walker 2010). Others recommend 
screening three times per academic year, typically in the fall, winter, and spring, in 
order to inform prevention and intervention decisions (Parisi et al. 2014; Walker 
et al. 2014). However, there remains a need to empirically evaluate screening fre-
quency recommendations and the stability of screening scores to determine the op-
timal screening schedule for schools, which may vary depending upon the specific 
goals of the RtI and the instrumentation used.

Intervention

Gresham (2004) divides behavioral interventions into four broad theoretical catego-
ries: (a) applied behavior analysis (ABA) or functional behavioral assessment; (b) 
social learning theory; (c) cognitive-behavioral therapy; and (d) neobehavioristic 
stimulus–response (S–R) theory. ABA focuses on identifying the function of the 
behavior and targeting antecedent and consequent events. A functional behavior 
analysis (FBA) is a problem-solving process in which broad and specific informa-
tion about a student’s behavior is gathered (e.g., observations, interviews, record re-
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view, rating scales, and permanent products) to determine the underlying purpose or 
function that the behavior serves. This information can then be utilized to develop 
interventions to change behaviors of concern and to teach new behavior patterns. 
This may be done by changing antecedent conditions likely to precede the target 
behavior, teaching alternative prosocial behaviors that serve the same function as 
the target behavior, and decreasing access to desired consequences that follow the 
target behavior and increasing access to desired consequences when engaging in ap-
propriate behavior. Social learning theory (Bandura 1977) focuses on the concept of 
vicarious learning, modeling, and reciprocal determinism, or the effect an individu-
al’s behavior has on the environment and vice versa. Cognitive behavioral therapy 
focuses on changing maladaptive cognitions leading to a change in behavior. Lastly, 
neobehavioristic S–R models are based on the idea that maladaptive responses are 
conditioned to stimuli in the environment. Each of these theories makes various 
assumptions regarding the causes of problem behaviors. Many students require in-
tervention strategies from more than one of these models to be responsive.

In an RtI model, the strength/intensity (i.e., group size, frequency, and duration) 
of behavioral interventions is organized along a continuum, ranging from Tier 1 
classroom interventions to Tier 3 individualized behavior plans. A key concept in 
RtI is matching the intensity of intervention to the intensity and severity of the 
presenting problem (Gresham 2004). Additionally, one must keep in mind that sim-
ply intensifying an intervention when a child is nonresponsive will not necessarily 
address the problem if the intervention is not appropriately matched to his or her 
needs (Daly III et al. 2007). Schools must also balance the strength of the interven-
tion with available resources to ensure that each student is receiving appropriate 
interventions for his or her skill level. “Not all students will require the most intense 
form of behavioral or academic interventions and the strength, intensity, and dura-
tion of treatment should be increased in direct proportion to the student’s unrespon-
siveness to that treatment” (Gresham 2004, p. 333).

Tier 1, or universal interventions, are meant to target all students in a classroom, 
school, or district and are delivered to all students in the same manner. Examples of 
Tier 1 interventions include classroom management strategies, school-wide disci-
pline plans and codes of conduct, district-wide bullying prevention programs, and 
social skills training in the general education classroom. Universal interventions are 
estimated to be effective with approximately 80–90 % of a given school population 
(Colvin et al. 1993; Sugai et al. 2002).

Tier 2, or selected, interventions target those students who are unresponsive to 
Tier 1 interventions. These students are considered to be at-risk for emotional and 
behavioral problems and require more targeted interventions often delivered in a 
small group setting. Tier 2 interventions may include daily behavior report cards, 
behavioral contracts, self-management strategies, social skills training groups, and 
token systems. As explained by Gresham (2004, p. 330), “these interventions typi-
cally are not based on an analysis of behavioral function but can be characterized 
more accurately as behavior modification rather than behavior analytic.”

Lastly, Tier 3, or targeted, interventions focus on the 1–5 % of the student popu-
lation that do not respond to Tier 2 interventions, are responsible for 40–50 % of 
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behavioral disruptions in the schools, and drain 50–60 % of the school and class-
room resources (Colvin et al. 1993; Sugai et al. 2002). These interventions are more 
intense, individualized, and comprehensive than Tier 1 or Tier 2 interventions. 
These interventions often use functional behavioral assessment methods to develop 
individualized behavior plans that may include strategies such as the development 
of social stories, daily communication with parent, and teaching of positive replace-
ment behaviors.

Progress Monitoring

In order to monitor student progress adequately and make decisions regarding the 
effectiveness of interventions and student gains, or lack thereof, schools must col-
lect data frequently and evaluate change over time using these data (Cheney et al. 
2008). Methods that have been identified as potential progress monitoring tools 
include behavior ratings scales, permanent products, and systematic direct observa-
tion. Although each method offers unique strengths, each also has significant limi-
tations that must be considered when deciding how to effectively monitor progress 
(Riley-Tillman et al. 2007).

Selecting a behavior rating scale to monitor progress may be appealing due to the 
ease of use and wide availability of such assessments. However, it is critical to se-
lect a scale that adequately covers the domain of interest that is being targeted by the 
intervention. Most broadband behavior rating scales are not designed to be admin-
istered on a frequent basis (e.g., BASC-2, Reynolds and Kamphaus 2004) and nar-
rowband rating scales that have this ability (e.g., ADHD Rating Scale-IV, DuPaul, 
Power, Anastopoulos, & Reid 1998; BESS, Kamphaus and Reynolds 2007) still 
include a large number of items, making them somewhat cumbersome to complete 
repeatedly when the goal is to monitor progress on a bi-weekly, weekly, or even 
daily basis. Additionally, rating scales tend to lack the sensitivity to detect small 
daily changes in behavior required for frequent progress monitoring. Currently, two 
rating scales with particular promise for progress monitoring are the BASC-2 Prog-
ress Monitor (Reynolds and Kamphaus 2009) and the web-based progress monitor-
ing tool (Marquez et al. 2013), both of which are between 12–20 items, depending 
upon the form selected. A full discussion of these tools is beyond the scope of this 
volume; readers are directed to consult the original citations for further information.

The use of permanent products (e.g., social behavior grades, discipline referrals, 
or token economy charts) for progress monitoring is popular due to the ease of col-
lection and lack of effort needed on the part of the teacher and others interested in 
monitoring progress. However, although academic permanent products are gener-
ated on a daily basis, it is unlikely that school personnel will have access to a suf-
ficient number of behavioral permanent products to monitor progress of individual 
students frequently. When the behavior of interest is a lower frequency behavior 
that would warrant a disciplinary referral or other recorded action, then the use of 
permanent products might be sufficient; however more minor disruptions such as 
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calling out may not have adequate data readily available in the natural environment 
(Riley-Tillman et al. 2007). Furthermore, the use of permanent products tends to 
lend itself to the monitoring of externalizing behaviors; progress monitoring for 
students with internalizing difficulties will likely need to take another form (e.g., 
rating scales; Severson et al. 2007).

Systematic direct observation (SDO) is a popular method of progress monitor-
ing (Barnett et al. 2006; Riley-Tillman et al. 2007). Unlike naturalistic observation, 
during which an observer enters a specific setting (e.g., a classroom) and observes 
all that occurs with no predetermined set of behaviors in mind, systematic direct ob-
servation involves objectively observing specific, operationally-defined behaviors 
in a carefully selected and specified time and place using standardized procedures. 
Additionally, scoring and summarizing of data is also standardized and should not 
vary from one observer to another (Salvia and Ysseldyke 2001). Although this 
method has the potential to provide valuable information regarding a student’s be-
havioral progress, a major obstacle is the amount of time and resources needed to 
adequately gain a reliable estimate of a target behavior, especially those behaviors 
of low frequency (Riley-Tillman et al. 2007). Hintze and Matthews (2004) found 
that up to four observations per day over 4 weeks may be necessary to obtain a 
reliable estimate of a behavior such as “being on task.” Also, similar to permanent 
products, SDO is often more appropriate for monitoring progress when external-
izing behaviors are being targeted, as internalizing problems are more difficult to 
observe directly.

An alternative and/or supplementary source of information that may be utilized 
in monitoring behavior is the daily behavior report card (DBRC; Chafouleas et al. 
2005), which has been utilized as an intervention and progress monitoring tool and 
has preliminary support as a supplement to SDO. Typically, a DBRC lists a number 
of target behaviors on which the student is rated, at least daily, usually by his or her 
teacher. Riley-Tillman et al. (2007) list four characteristics of a systematic DBRC: 
“1) the behavior of interest is operationally defined, 2) the observations should be 
conducted under standardized procedures to ensure consistency in data collection, 
3) the DBRC should be used in a specific time and place, and 4) the data must be 
scored and summarized in a consistent manner” (p. 79). Similar decisions regarding 
intervention responsiveness were found to be made based on either teacher-based 
DBRCs or SDO data, providing some evidence for the validity of inferences made 
based on the DBRC (Riley-Tillman et al. 2007). However, limitations include the 
influence of rater perception of student behavior and a lower sensitivity to change 
than a full SDO.

Assessing Responsiveness

One of the central issues associated with RtI concerns how to ascertain whether a 
student is “adequately” or “inadequately” responding to an intervention following a 
positive at-risk screen. The development and application of data-based decision cri-
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teria to school-wide screening and progress monitoring of at-risk students is needed 
(Glover and DiPerna 2007). Gresham (2005) recommends that “this decision must 
be made at the local and individual level by an assessment and placement team and 
will most certainly vary across cases and schools…” (p. 332). According to Gresh-
am (2005), factors that might affect a student’s response to an intervention include 
the severity and chronicity of the behavior, generalizability of behavior change, 
treatment strength and integrity, and treatment effectiveness. So how might one as-
sess whether or not an intervention was effective in changing a behavior? Four pos-
sible approaches to making this decision include: (1) visual inspection of data, (2) 
reliable changes in behavior, (3) changes in social impact measures, and (4) social 
validation (Gresham 2005).

Visual Inspection of Data

Visual inspection of data involves graphing data collected and visually comparing 
baseline to intervention phases without the use of statistical analyses. One would 
assume that if a student is responsive to a particular intervention it should be notice-
able by simply viewing the data graphically. However, the absence of standards or 
criteria for deciding what constitutes adequate behavior change may lead to unreli-
able decision-making.

Reliable Changes in Behavior

In order to ascertain whether a change in behavior is reliable and not due to chance 
or extraneous variables, five metrics have been proposed (Gresham 2005): (a) abso-
lute level of change indices; (b) reliable change in score indices based on standard 
error; (c) percent of data points that do not overlap between baseline and interven-
tion phases; (d) percent change between baseline and intervention; and (e) effect 
size estimates. Absolute change examines the amount of behavior change without 
comparison to other groups. According to this metric, a student is considered “re-
sponsive” if the degree of absolute change is large relative to the amount of change 
between baseline and post-intervention levels of performance, if an individual no 
longer meets the established criteria for an emotional disturbance, or if behavior 
problems are completely eliminated (Gresham 2005). One problem with metrics of 
absolute change is that they do not take functional impairment into account; a stu-
dent may have a large degree of change between the baseline and post-intervention 
data, but may still be functionally impaired within the general education setting.

The reliable change index (RCI) takes the standard error, or the variability in the 
distribution of change scores that would be expected if no actual change occurred, 
of the difference between pre- and post-intervention performance into account. RCI 
is calculated by subtracting an individual’s post-intervention performance on an 
outcome measure from his/her pre-intervention performance score and dividing by 
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the standard error. Keep in mind that the RCI is affected by the reliability of the 
outcome measures used. As always, the psychometric properties of the instrument 
of interest should be considered prior to making decisions based on its results.

To determine the percentage of nonoverlapping data points (PND) an individu-
al’s baseline scores are plotted against their post-intervention scores and the number 
of data points from the post-intervention phase that do not overlap with the baseline 
data points are identified. This number is then divided by the total number of data 
points in the post-intervention phase (Gresham 2005). Limitations of this metric 
include: Not reflecting the magnitude of change, and skewed baseline trends (very 
high or low data points) or outlier data points that affect interpretation. In addition, 
floor effects can occur when the beginning baseline score is so low that even in the 
presence of change, no change is reflected in the PND; similarly, ceiling effects can 
have a detrimental impact on the interpretation of the PND when scores are so high 
on the measure that absolute change is difficult to detect. In order to avoid some 
of these potential pitfalls, Gresham (2005) has recommended using the percentage 
of change as an alternative to the PND. This metric compares the mean level of 
performance during the baseline phase to the mean level of performance during 
intervention thus minimizing the effect of outliers and floor and ceiling effects. 
However, a shared limitation of the percent of change is that no clear guidelines 
exist for determining what magnitude of behavior change is sufficient to say that an 
individual has responded adequately to the intervention.

As recommended by Gresham (2005), an individual effect size can be calcu-
lated without making any assumptions about the distribution of the data points by 
subtracting the intervention mean from the baseline mean and then dividing this 
difference by the standard deviation of the baseline mean (Busk and Serlin 1992). A 
second approach assumes homogeneity of variance in the data points and uses the 
pooled standard deviation calculated from baseline and intervention phases in the 
denominator.

Cheney et al. (2008) utilized a daily progress report to monitor the progress of 
three to five behavioral expectations and the number of class periods a day. At the 
end of each class period, teachers met briefly with the students to assess their behav-
ioral performance for that period and rated their behavior on a scale of 1–4 on each 
expectation during that class period. Students were considered “successful” for that 
day if they earned 75 % of the total points possible. Cheney et al. (2008) attempted 
to use all five metrics in their RtI study. They preferred the percentage of change 
to the other metrics, as it allowed the researchers to examine responses based on 
the number of days a student met the criteria in post-intervention versus baseline. 
They found that, overall, percentage of change and effect size were more sensitive 
than absolute change in detecting responses to interventions. The RCI metric failed 
to identify some students as responsive who actually appeared to be on a positive 
trajectory, which is problematic for a progress monitoring metric. Furthermore, the 
PND suffered in performance due to ceiling effects. Although this study recom-
mends using percentage of change, more research on these and other potential met-
rics of progress monitoring are necessary to effectively implement this phase of an 
RtI approach to addressing behavioral and emotional problems.

5 Alignment of Mental Health Screening with Response …
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Changes on Social Impact Measures

In addition to assessing the statistical or empirical magnitude of change, it is per-
haps even more critical to assess whether progress has translated into perceivable 
change in the classroom. In other words, change can be statistically significant 
without being functionally significant. A social impact measure allows us to look at 
changes that are recognized as important in everyday life (Kazdin 2003). Social im-
pact measures might include days missed from school, school suspensions, number 
of fights in the classroom, and disciplinary referrals. One drawback to these types 
of measures, as described in the previous section, is that they are not particularly 
sensitive to short-term intervention effects. As Gresham (2005, p. 338) explained, 
“it is often the case that rather large and sustained changes in behavior are required 
before these changes are reflected on social impact measures.”

When addressing social validity in relation to treatment effectiveness in an RtI 
model, it is important to focus on the perception of intervention effects by others, 
such as teachers, in addition to objective measures such as attendance. Gresham and 
Lopez (1996) suggest using teacher and parent normative behavior rating scales as 
a means of quantifying the social importance of intervention effects. Additionally, 
comparing a target student’s behavior to one of his non-referred peers through ob-
servation could also help estimate the social importance and overall functioning of 
the student in the classroom. Based on current information, best practice may be to 
supplement the other statistical metrics reviewed previously with one or more social 
validation measures, in order to determine whether data from both sources offer the 
same conclusion when monitoring progress.

An Example

Fairbanks and colleagues (2007) described an RtI standard protocol model to 
address social behavior concerns in a public elementary school. Tier 1 (universal 
system) was implemented school wide and consisted of explicitly teaching school-
wide expectations, implementing a positive reward system to acknowledge meeting 
those expectations, and regularly reviewing progress toward school-wide goals. The 
implementation of evidence-based classroom management strategies would also fit 
into the Tier 1 system.

Students who were identified by teachers as not being successful under the Tier 
1 level of intervention then received more targeted, Tier 2, interventions. These 
interventions may be implemented in a small group setting during which students 
develop specific skills that they are lacking. Fairbanks and colleagues (2007) used 
a “check in and check out” (CICO) or a DBRC at this level of intervention. In this 
study, the CICO procedure was utilized as an intervention rather than a progress 
monitoring tool. The CICO program was meant to provide students with “a) in-
creased structure and prompts, b) additional instruction in specific skills, and c) 
increased regular feedback” (Fairbanks et al. 2007; p. 294). Students could earn a 
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total of 36 points each day based upon their behavior during six, 60-minute time 
periods throughout the school day. Teachers rated the students at the end of each 
designated time period on a scale of 0–2 and gave the students feedback in the form 
of praise or corrective feedback. Additionally, each student with a CICO card tallied 
up their points at the end of the day and reported it to the class. If the students’ cu-
mulative points for that day met a certain criterion, the entire class earned a reward. 
The criterion was increased several times over the course of the study.

Students who continued to be unsuccessful despite Tier 2 interventions, based 
upon direct observation data and teacher and counselor nomination, then moved 
to Tier 3 and received more comprehensive assessments to help with choosing or 
developing a more personally tailored intervention (Fairbanks et al. 2007). In this 
particular study, a student was considered unresponsive to intervention if he/she 
showed little to no improvement in behavior, or an increase in problematic behav-
ior. At this stage, a more formal functional behavioral assessment (FBA) was con-
ducted in order to inform an intervention plan. Following completion of the FBA, 
a behavior plan was developed for each student that included information about the 
student’s strengths, the target behavior, antecedent variables affecting that behavior, 
perceived maintaining consequences, and alternative behaviors that might be taught 
in place of the target behavior.

Although the sample sizes in this study were small and generalizability may 
therefore be limited, results do suggest that the use of RtI logic with behavior prob-
lems appears to be promising. The use of the CICO card was effective in improving 
the behavior of four students whose problem behaviors were unresponsive to gen-
eral education classroom management practices. Additionally, for four other stu-
dents whose behaviors did not improve under the use of these Tier 2 interventions, 
more individualized function-based Tier 3 interventions were effective in reducing 
their problem behaviors. Furthermore, teacher reports were positive, indicating that 
the interventions were easy to implement and improved the overall climate of their 
classrooms.

Conclusion

The RtI framework appears to be a helpful and relevant way to conceptualize the 
integration of universal screening, early intervention, and regular progress monitor-
ing within a school- or district-wide system of service delivery. By combining uni-
versal screening with RtI principles we allow for proactive identification of children 
at-risk for emotional and behavioral problems and establish baseline data against 
which to compare the effects of interventions (Severson and Walker 2002). Through 
this process, we may avoid the development of more serious mental health difficul-
ties and reduce the need for more intensive and expensive treatments (Gresham 
2004). In Chapter 7, we will present another example of a screening system being 
utilized to implement an RtI-type model for emotional and behavioral problems. We 
hope that this example will bring to life both the strengths and the challenges of the 
implementation of such an approach in an authentic context.

5 Alignment of Mental Health Screening with Response …
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Chapter 6
Multiple-Gating and Mental Health Screening

A Multiple-Gated Screening Procedure

Multiple-gated identification procedures are often used when implementing a uni-
versal screening program and are generally aligned with acceptable principles of 
prevention science (Severson et al. 2007; Weisz et al. 2005). A multiple-gated iden-
tification procedure begins by screening an entire population for emotional and be-
havioral difficulties (universal screening). The students identified by the screening 
instrument as being at-risk for emotional and behavioral problems are then reas-
sessed using a different, often more thorough, assessment tool such as a full be-
havior rating scale (selected assessment). Lastly, the students who are identified 
by the second assessment as having emotional or behavioral problems receive a 
more comprehensive and individual assessment (indicated assessment). In this way, 
multiple-gating narrows down the population sequentially so as to yield groups of 
successively more impaired students; as such, decisions about the need for and in-
tensity of intervention will change as a student progresses through each successive 
gate, as this would indicate a higher need for intervention.

Typically, each successive gate in a multiple-gated system is different in terms of 
informant, methodology used, or both (Walker et al. 2014). By utilizing multiple ap-
proaches and informants, a more comprehensive picture of the child’s behavior and 
emotionality can be drawn, and identification of children with difficulties is not lim-
ited by the characteristics of any one informant or approach. This type of procedure 
should increase identification and diagnostic accuracy as well as reduce costs due to 
inefficient identification (Hill et al. 2004; Lochman et al. 1995; Walker et al. 2014).

Issues to Consider

Prior to determining the best approach to a multiple-gated system, a number of 
variables must be considered. One must evaluate the utility of multiple gates, as 
well as which informants should constitute each gate. In order to be cost-effective 
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and efficient, each gate must account for additional variance in the prediction of 
difficulties, subsequently narrow down the pool of students who need intervention, 
and provide additional utility in identifying those true positive cases. Therefore, 
choices about both the number of gates and number/choice of informants should be 
guided by available information regarding what each gate and each informant will 
add to the identification process while simultaneously considering the added costs 
associated with each new gate.

One could view multiple-informant assessment as a special type of multiple-gate 
assessment in which different informants constitute the different gates or levels. 
These two variables are often confounded in research studies, making it difficult 
to examine the relative utility of each separately; however, these issues must be 
evaluated separately to discern what combination of gates and informants is most 
efficient and accurate for a given purpose. Most research studies do not have sys-
tematically varied gates and informants in order to examine the relative accuracy of 
specific gate/informant combinations; rather, they simply have focused on whether 
a certain multiple-gate procedure was valid in general without testing it against 
other versions of the procedure (i.e., different informants and number of gates). 
According to Johnston and Murray (2003), “future research needs to address … 
the value of different informants at various stages of the assessment process…” 
(p. 500). Here we review the available information regarding the utility of multiple 
gates as well as the choice of informants, both within and outside of a multiple-
gated framework.

Number of Gates

Currently no consensus exists as to how many levels of assessment, or gates, are 
optimal for identifying the children in need of mental health services. Commonly, 
three-gate procedures are employed, as is the case with the Systematic Screening 
for Behavior Disorders (SSBD; Walker and Severson 1992), which is examined in 
detail later in this chapter. In contrast, Simonian and Tarnowski (2001) have sug-
gested a two-stage multimethod system of initial identification of risk (i.e., brief and 
cost-efficient screening) and subsequent diagnostic assessment (i.e., more compre-
hensive, multimethod battery) of children in pediatric settings with mental health 
needs. Pagano and colleagues (2000) discussed the implementation of a similar 
two-stage model in educational settings.

The Conduct Problems Prevention Research Group (Hill et al. 2004; Lochman 
et al. 1995) has conducted a number of screening procedure studies that included 
statistical analyses concerning the utility of each informant and gate. Rather than 
narrowing down the pool of individuals successively at each gate, these studies 
analyzed whether adding additional screening measures to a regression equation 
significantly increased classification accuracy. Multiple regression analyses such 
as these can inform research on multiple-gating procedures; however, they are not 
truly multiple-gated studies because all data were collected on all students, not just 
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students selected at each successive gate as would be the case in a multiple-gate 
screening system.

Hill et al. (2004) compared the effectiveness of single versus multiple raters and 
single versus multiple time-points when screening for externalizing problems. They 
did not utilize brief instruments designed for the purposes of screening, but rather 
selected externalizing items from the Teacher Observation of Classroom Adapta-
tion—Revised (TOCA-R; Werthamer-Larsson et al. 1991) and the Child Behavior 
Checklist (CBCL) and Revised Problem Behavior Checklist (Achenbach 1991). 
This study compared the predictive validity of six different screening models using 
logistic regression and Receiver Operating Characteristic (ROC) curve analyses:

1. Teacher kindergarten (K)
2. Teacher 1st grade
3. Teacher K + Teacher 1st
4. Teacher K + Parent K
5. Teacher K + Parent 1st
6. Teacher K + Teacher 1st + Parent K + Parent 1st

They found that single time-point, multiple rater (parent and teacher) screening 
(Model #4) was the most effective and efficient in predicting externalizing out-
comes; however, this study failed to examine the utility of having a parent screener 
at the first gate, since the teacher report occurred either simultaneously or first in 
each situation under consideration. Furthermore, none of the conditions implement-
ed a more comprehensive measure at the second gate, since the focus was on as-
sessment at different time-points rather than with different instruments. Due to this 
focus, the researchers did not have a two-gate, same informant combination because 
the teacher who rated the child in first grade was a different teacher from the one 
who rated him or her in kindergarten.

Lochman and the Conduct Problems Prevention Research Group (1995) exam-
ined the usefulness of combining two screening measures in screening kindergart-
ners to predict first grade adjustment problems. Like many others who conduct 
multiple-gating, Lochman and colleagues pulled items from longer measures to 
create the screening instruments and did not use a more comprehensive measure as 
the second gate, but rather added an additional informant. This study examined the 
utility of a multiple-gate procedure consisting of: Gate 1: Teacher screener, Gate 
2: Parent screener, and Gate 3: Detailed information about parent practices. Their 
results indicated that the second gate of the screening procedure (parent ratings) 
clearly added to the accuracy of the first gate (teacher ratings) in predicting prob-
lem behavior; however, adding a third instrument that measured parent practices 
did not significantly aid in prediction. In this study, one cannot distinguish whether 
the increase in effective classification was due to the addition of the second gate, a 
different informant, or both.

A recent study (VanDeventer 2008) utilizing the BASC-2 Behavioral and Emo-
tional Screening System (BESS; Kamphaus and Reynolds 2007) suggested that 
adding a comprehensive behavior rating scale as a second gate significantly im-
proves identification accuracy. This study examined a subsample of the child (ages 
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6–11) and adolescent (ages 12–18) Behavior Assessment System for Children—
Second Edition (BASC-2; Reynolds and Kamphaus 2004) general population and 
clinical norm samples (identified by parent report of diagnosis or special education 
classification) and attempted to address several questions including:

1. Are parents or teachers better as initial informants for screening for mental health 
problems of childhood?

2. Are two gates better than a single gate?
3. Are different informants better than one informant in a two-gate screening 

procedure?

The entire sample was screened using the BESS parent and teacher forms. A full 
BASC-2, parent and teacher version, was utilized as the second gate and given to 
the sample of children that was identified by the screener at the first gate. Both same 
informant and different informant procedures were examined. In order to answer 
the question of one gate versus two gates, the number of false positives before the 
second gate application was compared to the number of false positives after the 
second gate application to determine whether adding a second gate increased clas-
sification accuracy by significantly decreasing the number of false positives. The 
number of false negatives created in applying a second gate was also considered. 
The odds ratio was also examined. If most of the prediction was completed at the 
first gate then the odds ratio should be quite small; however, if the second gate was 
needed, then these indices should be greater than one. Results indicated a clinically 
meaningful improvement in classification accuracy when adding a second gate, ei-
ther same or different informant, to the first gate screener as evidenced by large 
decreases in false positives and odds ratios ranging from 2.13 to 10.62 depending 
on informant combinations. However, research is needed to discern the optimal 
number of gates for a multiple-gate procedure.

Number of Informants

In child assessment and diagnosis, it is often recommended that ratings be collected 
from multiple informants including parents, teachers, as well as the youth them-
selves so as to provide the greatest amount of information possible from which to 
make decisions (Kamphaus and Frick 2002). In a multiple-gated screening system, 
we have the opportunity to implement this recommendation across gates or levels of 
assessment; however, several issues exist when attempting to integrate and interpret 
ratings from multiple informants.

Agreement Across Informants

When numerous informants indicate a similar problem, then the practitioner can 
feel more confident in the validity of his or her diagnosis or classification decision; 
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however, a lack of consistency across ratings from different informants is more 
often the case, with low agreement among informant ratings from different settings 
(e.g., parents and teachers, parents and children) and modest agreement among in-
formants from similar settings (e.g., mother and father, two teachers; Achenbach 
et al. 1987; Grietens et al. 2004; Grills and Ollendick 2003; van der Ende 1999; 
Youngstrom et al. 2000). In their classic meta-analysis, Achenbach and colleagues 
(1987) found that the mean correlation between ratings of mothers and fathers was 
0.59, between parents and teachers was 0.27, and between children and other infor-
mants was only 0.22. This low agreement indicates that informants are not inter-
changeable, thus suggesting that multiple informant ratings might provide different 
and useful information (Frick et al. 2009); however, questions still exist regarding 
why these discrepancies occur as well as what might be the best way to integrate 
conflicting information.

Several possible explanations may be offered for the low rate of agreement be-
tween informants, none of which are mutually exclusive. In fact, it is more likely 
that a number of these explanations act in unison to produce informant disagree-
ment. As Renk (2005) explains, “Such disagreements may be viewed as bias or 
error on the part of one of the informants, as support for the variability of children’s 
behavior across situations, as an informant’s lack of access to certain types of be-
havior, as denial of the behavior of interest, or as distortion of information by an in-
formant” (p. 459). In a multiple-gated approach, high agreement among informants 
might suggest that only one informant (or gate) is necessary and that additional 
information is not assisting classification accuracy. Although low agreement among 
informants could indicate the need for multiple informants to gather more useful 
information about child behavior, it is also important to consider that perhaps more 
(and different) does not always equate to better prediction (Biederman et al. 1990; 
Dowdy and Kim 2012).

First, one must consider the possibility that parents, teachers, and children each 
provide unique and meaningful information. Parents and teachers see the child in 
different settings and their ratings may reflect true behavior variations across these 
settings. For example, discrepant inattention ratings between parents and teachers 
may reflect differences between demands at home and at school. Achenbach and 
colleagues (1987) provided evidence for the possibility of actual situational vari-
ability by showing that informants in different settings show much lower correla-
tions than those in similar settings. If behavior of the child truly varies by setting, 
such variation is interesting and useful as an indication of actual contextual differ-
ences in behavior.

However, one must distinguish whether informants are providing the desired in-
formation before concluding that these discrepancies support the value of collecting 
information from multiple informants. Ratings of child behavior depend on infor-
mant characteristics. An informant’s impression of another individual is based upon 
his or her interpretation of that individual’s behavior. Thus, all ratings are subject to 
the characteristics and judgments of the rater. As van der Ende (1999) pointed out, 
each informant has his or her own personal thresholds about what constitutes prob-
lematic behavior, which depend on knowledge of what constitutes normal behavior, 
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expectations of the child, as well as access to a same-aged peer group from which 
to compare. Teachers have the advantage of observing the child within a peer group 
thus allowing them to distinguish between maladaptative and normal age-related 
problem behavior (Schanding and Nowell 2013). Other informant variables that af-
fect ratings include personality characteristics, psychopathology such as depression 
(Boyle and Pickles 1997; Clarke-Stewart et al. 2003; Youngstrom et al. 2000), and 
the informant’s own motives, biases, and expectations (Grietens et al. 2004; Renk 
2005). Additionally, the parent–child relationship has been found to affect parent 
ratings of child behavior (Clarke-Stewart et al. 2003; Kamphaus and Frick 2002; 
van der Ende 1999).

Studies have found that agreement between informants varies depending on sev-
eral factors including the nature of the problem being assessed (Achenbach et al. 
1987; Grills and Ollendick 2003; Loeber et al. 1991; Mesman and Koot 2000; 
Sourander et al. 1999; Youngstrom et al. 2000), the clinical status of the child 
(Handwerk et al. 1999), the informant’s psychological functioning (Youngstrom 
et al. 2000), and the age of the child (Achenbach et al. 1987; van der Ende 1999). In 
general, agreement tends to be higher across informants for externalizing problems 
than for internalizing problems (Achenbach et al. 1987; Grietens et al. 2004; Kolko 
and Kazdin 1993) and for younger children than for older children (Achenbach 
et al. 1987; van der Ende 1999).

Which Informant is “Best”?

Clinicians have been found to weigh adult ratings, such as teachers and parents, 
more heavily for externalizing behaviors, and child self-report more heavily for 
emotional or internalizing problems (Loeber et al. 1990). Research has supported 
these decisions, finding that internalizing problems are best identified through self-
report (Loeber et al. 1991; Pagano et al. 2000; Smith 2007; Youngstrom et al. 2000), 
and that children often report fewer externalizing problem behaviors than either 
parents or teachers. Correlations between child-reported internalizing syndromes 
and parent- and teacher-reported syndromes have been found to be low to medium 
at best (Kolko and Kazdin 1993; Mesman and Koot 2000).

Youth self-report of both externalizing and internalizing symptomatology may 
also become more valuable as the youth gets older since younger children may not 
have developed the abilities necessary to accurately reflect on and report feelings 
and behaviors (Grills and Ollendick 2003). Due to cost-effectiveness and efficiency, 
self-reports have been suggested as a choice for the first gate in a multiple-gated 
approach among preadolescents and adolescents (Levitt et al. 2007). Sourander and 
colleagues (1999) found that a community sample of adolescents reported more in-
ternalizing and externalizing problems than their parents, including suicidal symp-
tomatology. However, studies involving clinical adolescent samples have found the 
opposite effect, with parents rating the adolescents’ problems as more severe than 
the adolescents, who tended to minimize problem behavior (Handwerk et al. 1999). 
Therefore, the clinical status of the adolescent is an important variable to consider 
when deciding the informants upon which to base diagnostic decisions.
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Contradictory opinions exist as to the superiority of parent or teacher ratings. 
Several studies (Loeber et al. 1991; Youngstrom et al. 2000) have found that teach-
ers reported fewer internalizing and externalizing problems than caregivers or 
youth; on the other hand, Kaufman et al. (1994) found that teachers identified more 
problems. When comparing parent and teacher ratings to a population-based model, 
teachers provided estimates of at-risk child behavior that fit this model, whereas 
parents underreported behavioral and emotional risk (Schanding and Nowell 2013); 
this suggests that teachers may be a better choice than parents at Gate 1, where 
false negatives are particularly problematic. Several studies have found mothers 
to be more accurate in perceiving internalizing problems in children than teachers 
(Grietens et al. 2004; Loeber et al. 1990; Youngstrom et al. 2000); however, Mes-
man and Koot (2000) found that teachers were more likely to report internalizing 
problems than parents. VanDeventer (2008) suggested that the parent BESS screen-
ers were superior to teachers in both the child and adolescent samples. However, 
the use of the behavioral rating scores might be important to consider; for example, 
when used to predict achievement, teacher ratings may be more accurate than parent 
ratings, given the match in context between teacher and school-related outcomes 
(Juechter et al. 2012).

Wolraich et al. (2004) found that teachers reported higher levels of inatten-
tion than parents, perhaps due to differing environmental demands. Reynolds and 
Kamphaus’ (1992) research with teacher rating scales has demonstrated that, on an 
average, teacher ratings of child behavior are more reliable than parent ratings at 
preschool, child, and adolescent age levels, and that different teachers rate the same 
child similarly. Loeber and colleagues (1991) found teacher reports, as compared to 
child and parent reports, of attention deficit hyperactivity disorder (ADHD) symp-
toms in elementary school children to be the best predictors of later impairment in-
cluding suspensions and special education placement. However, Goodman and col-
leagues (2004) found that teachers and caregivers provided information of roughly 
equivalent predictive value. Therefore, further research is necessary to help clarify 
some of these contradictions in informant contributions and accuracy.

Are More Informants Necessarily Better?

Additionally, contradictory opinions exist as to the utility of collecting ratings from 
multiple informants. Several studies (Biederman et al. 1990; Lochman et al. 1995) 
found that adding another informant added little variance to the identification pro-
cess beyond that provided by the first informant. Jones and colleagues (2002) found 
that the effect of combining parent and teacher ratings was equal to or minimally 
higher than that of the teacher-only rating. These findings would indicate that mul-
tiple informants are not necessary in a multiple-gate screening system, as the costs 
may outweigh any additional benefit; rather, one could simply have the same in-
formant (e.g., teacher) complete a more comprehensive rating scale for the second 
gate.

Goodman and colleagues (2003), on the other hand, found that the Strengths and 
Difficulties Questionnaire (SDQ) best predicted child outcomes when ratings by all 
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possible informants (parents, teachers, and child) were taken into account. Power 
and colleagues (1998) concluded that a combined informant approach, using both 
parent and teacher reports, was more successful in predicting the presence of ADHD 
than the single informant approach. Hill and colleagues (2004) also found parent–
teacher models to be superior; however, teacher-only models had good predictive 
value for both externalizing and delinquency outcomes. Goodman and colleagues 
(2004) found that SDQ prediction was best when both caregiver and teacher ratings 
were completed. They also found that self-reports provided little extra information 
above that provided by either parent or teacher ratings.

VanDeventer (2008) found that utilizing a different informant at the second gate 
of a two-gate screening system generally improved the accuracy of identifying chil-
dren and adolescents with emotional and behavioral disorders. The number of false 
positives decreased significantly when using a different informant as opposed to the 
same informant as the second gate. These findings would support the use of a differ-
ent informant for the second gate of a multiple-gate screening system.

In general, the majority of researchers and clinicians continue to emphasize the 
importance of multi-informant assessment (Jensen et al. 1999; Kamphaus and Frick 
2002; Power et al. 1998; Verhulst et al. 1997); however, one must keep in mind that 
a consensus has not yet been reached on this issue. It is often assumed that more 
is always better, whether it be number of informants, methods, or levels of assess-
ment; however, this has not always been found to be the case (McFall 2005). Add-
ing scores with lower reliability or validity in identifying students with behavior 
or emotional difficulties does not increase predictive accuracy, but rather leads to 
contamination of findings. Furthermore, one reaches a point where adding more 
measures no longer contributes enough unique variance to be worth the cost in ma-
terials, training, and effort. Specific combinations of measures, including different 
informants and number of gates, must be explored empirically in order to ascertain 
the most efficient and accurate combination for assessing emotional and behavioral 
maladjustment. More research is needed to address these complex issues.

Cut Score Selection

Cut score selection depends on the goal and/or purpose for screening. By altering 
cut scores, sensitivity and specificity may be increased or decreased accordingly. 
For example, the number of false negatives may be decreased by lowering the cut 
score; however, this would cause an increase in false positives. The desired balance 
between these two errors may differ depending on a number of factors including 
purpose of screening as well as financial and personnel resources. False negative 
errors result in children with emotional and behavioral problems being missed and 
denied necessary services; therefore, if the purpose of your measure is to catch all 
children with emotional and behavioral problems, false negatives should be mini-
mized through the selection of lower cut scores. However, false positives create 
difficulties in terms of finances, time, and personnel. By serving children who do 
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not necessarily need services, valuable resources are wasted. False positives can 
also result in unnecessary stress and stigma for the misidentified child and his or 
her family.

False positives are more acceptable than false negatives for a first gate screening 
instrument as the goal is typically to catch as many children with emotional and 
behavioral problems as possible at this stage (Walker et al. 2014). Children with 
emotional and behavioral problems who are missed at this gate are not recoverable 
through later assessment and are therefore “lost for good.” Hence, most universal 
screening programs are more tolerant of false positive errors at the first gate, as this 
limits the number of children who fall through the cracks and miss the opportu-
nity for receiving the necessary intervention. False positive errors can be corrected 
through the addition of later gates, where those students who may not need addi-
tional services can be filtered out using more comprehensive assessments.

For the second gate, false positives and false negatives should be given equal 
consideration as opposed to the first gate screener where the goal is to minimize 
false negatives. Positively screened cases at the second gate may be referred for 
more comprehensive assessment or intensive interventions, requiring more resourc-
es and thus making false positives less desirable and more costly. Additionally, false 
negatives at the second gate would hopefully still be receiving some intervention 
or monitoring due to being identified at Gate 1. Therefore, cases that were deemed 
at-risk at Gate 1, but are not identified with problems at Gate 2, can be monitored 
or followed up appropriately rather than potentially slipping through the cracks as 
false negatives at the first gate.

As discussed in Chapter 4, performing an ROC curve analysis, comparing chil-
dren with known problems versus those without, is an important step to understand-
ing the psychometric properties of an instrument. To review, the ROC curve is a plot 
of the true positive rate against the false positive rate of different possible cut scores 
for a diagnostic test (Altman 1991). ROC curves demonstrate the trade-off between 
sensitivity and specificity (increases in sensitivity are accompanied by decreases in 
specificity) and use the area under the plotted curve as a measure of test accuracy. 
Results from a ROC curve analysis can be used to select an optimal cut score in the 
case of developing a new instrument. In addition, a ROC curve analysis can be used 
to set different cut scores on the same instrument given different purposes, such as 
initial screening when false negatives should be minimized, and a final gate when 
false positives should be minimized.

Examples of a Multiple-Gated Approach to Screening

The SSBD (Walker and Severson 1992) is a multiple-gated procedure developed 
to identify students in elementary school who are at elevated risk for externalizing 
or internalizing disorders. The SSBD is one of the only multiple-gated procedures 
found in the literature that is designed to screen for multiple adjustment problems in 
children as opposed to a single disorder such as ADHD. This screening procedure 
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consists of three stages: (1) teacher ranking of all students in the classroom ac-
cording to the externalizing and internalizing dimensions; (2) teacher completion 
of behavior rating scales for the top three “internalizers” and “externalizers” in the 
classroom, and (3) direct observation of students.

Researchers have found the results of the SSBD procedure to have adequate 
validity and reliability (see Chapter 4), as well as cost-efficiency, in identifying 
children in need of services; additionally, the SSBD has been rated favorably by 
study participants including teachers and psychologists (Philips et al. 1993; Walker 
et al. 1988; Walker and Severson 1994). However, multiple-gate systems that in-
clude teacher training and rankings (i.e., nomination) and classroom observations 
are relatively expensive in terms of personnel costs as assessed by teachers and 
other staff time devoted to this task. In addition to the time spent actually complet-
ing the task, teachers and observers must also be trained, which increases the costs.

August et al. (1992) utilized a multiple-gated identification system in order to 
assess for ADHD among 1490 elementary school students. In their procedure, Stage 
1 consisted of teachers’ ratings of the child’s behavior using the Child Behavior 
Checklist Teacher Report Form (CBCL-TRF) (Achenbach 1991), Stage 2 consisted 
of parents’ ratings using the parent version of the CBCL (Achenbach 1991), and 
Stage 3 involved the administration of a structured psychiatric interview, the Diag-
nostic Interview for Children and Adolescents Revised—Parent version (DICA-R-
P; Reich and Welner 1990). When the child obtained a T-score of 60 or greater on 
the Attention Problems scale on the CBCL-TRF, then a CBCL was administered 
to a parent or guardian. If a T-score of 65 or greater was obtained on the Attention 
Problems scale of the parent form, then the DICA-R-P was administered at Stage 3 
of the assessment. The procedure resulted in an excellent positive predictive value 
(PPV) with 90 % of the children identified in Stage 2 subsequently receiving an 
ADHD diagnosis at Stage 3, thus suggesting that the three-stage screening proce-
dure maximized the use of time necessary to diagnose ADHD (August et al. 1992). 
However, the length of the rating scales used in this study is of great concern, espe-
cially if this procedure was to be implemented on a large scale.

August et al. (1995) also employed a multiple-gate screening procedure to iden-
tify children at-risk for conduct disorder. Once again, they employed a three-gate 
procedure; however, they chose to utilize a specific section of the Conners Rating 
Scale in this study. Gate 1 consisted of teachers completing the 10-item Hyperac-
tivity Index of the Revised Conners Teacher Rating Scale for the entire population 
(CTRS-R; Goyette et al. 1978). In Gate 2, parents of those children who received 
a score of 1.6 or higher, completed the 10-item Hyperactivity Index of the Revised 
Conners Parent Rating Scale (CPRS-R; Goyette et al. 1978). Lastly, a set of 15 
items was given to assess parent behavioral management practices. It was found 
that the procedure adequately discriminated children with higher adjustment from 
those with lower adjustment with all measures contributing significantly to predic-
tion of a child’s self-concept, problem behaviors, and social skills (August et al. 
1995). Additionally, the procedure predicted diagnostic ratings of psychiatric symp-
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tomatology with Gate 1 predicting both ADHD and oppositional defiant disorder 
(ODD) while Gate 2 added to the prediction of ADHD, but not ODD. Gate 3 con-
tributed to the prediction of ODD, but not ADHD. Thus, it appears that the addition 
of gates and informants aided in accurate identification of children with behavioral 
and emotional maladjustment, depending upon the diagnosis of interest.

Although these latter two studies contribute to our knowledge of the use and 
utility of multiple-gating procedures, they are also limited to a focus on external-
izing symptomatology. Furthermore, both studies selected subscales and items from 
longer measures, rather than using an assessment tool that was designed for the 
purposes of universal screening. Both studies illustrate the potential of using a sec-
ond informant at Gate 2; however, this may not be necessary if a different, more 
comprehensive measure could be completed by the same informant at Gate 2. As 
both studies used teacher report at Gate 1 and parent report at Gate 2, it is unclear 
whether similar results would be obtained with different informants (e.g., self-re-
port), utilizing these informants in reverse order, or collecting information from the 
same informant at both gates.

Conclusions

As with much of the work in universal screening for behavioral and emotional risk, 
much more research is needed regarding the most effective approach to multiple-
gating when seeking to identify students with behavioral and emotional difficulties. 
Given the goal of universal screening at Gate 1, it makes good sense to choose an 
assessment that may err on the side of identifying false positives instead of false 
negatives, in order to avoid allowing students who may need intervention from slip-
ping through the cracks. Due to the aim for universal screening to overidentify, a 
multiple-gated approach is often necessary from a cost-efficiency perspective as all 
students who are first identified may not truly need intervention services. However, 
the questions of optimal number of gates, which informants to use, and what meth-
odology to use at each gate have yet to be answered and may depend largely on the 
purpose and goals of the implementers of the screening program. Although youth 
self-report is often the easiest and cheapest to gather, youth may be best at reporting 
their own internalizing behavior, particularly in middle school and beyond. When 
interested in externalizing issues, research suggests that teachers and/or parents are 
the informants of choice. Although these are good rules of thumb that are grounded 
in preliminary research, more work is needed to disentangle the contributions of 
multiple gates, multiple methods, and multiple informants and examine the best 
approach to move from universal screening to diagnostic or indicated assessment 
within a multiple-gating framework (Fig. 6.1).
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Chapter 7
An Example Using the BASC-2 Behavioral  
and Emotional Screening System (BESS)

In this chapter, we provide an example of a multiple-gated screening program that 
we have implemented in several school districts in the USA. First, we provide an 
overview of the assessments used from the Behavior Assessment System for Chil-
dren, Second Edition (BASC-2; Reynolds and Kamphaus 2004) and how they have 
been designed in a way that lends itself to multiple gating. Second, we focus more 
specifically on the BASC-2 Behavioral and Emotional Screening System (BESS; 
Kamphaus and Reynolds 2007), as this is the screening instrument associated with 
the BASC-2 system and requires more careful attention, given the focus of this vol-
ume. Finally, we provide an overview of the implementation in the school districts, 
including lessons learned and examples of data reports.

The BASC-2 System of Assessment

The use of the BASC-2 omnibus assessment of behavioral and emotional difficul-
ties as a diagnostic measure is widespread across school districts in the USA and 
is, therefore, an intuitive choice for integrating emotional and behavioral screening 
into existing school psychological services in many districts. The BASC-2 family 
of instruments (Reynolds and Kamphaus 2004) is composed of the self-report of 
personality (SRP), Parent Rating Scales (PRS), and Teacher Rating Scales (TRS), 
which assess the age range of 2½ through 18 years. The BASC-2 forms contain 
four subscales: externalizing problems, internalizing problems, school problems, 
and adaptive skills. A Behavioral Symptoms Index (BSI) is also provided and in-
dicates overall behavioral and emotional problems across all measured domains. 
The BASC-2 TRS and PRS items are rated on a four-point frequency response 
scale, ranging from “Never” to “Almost Always.” Both forms can be completed 
in approximately 20 minutes. The SRP, designed for ages 8 through 18 years, can 
be completed in 30–40 minutes. The SRP not only includes the same frequency 
response but also contains items that require a dichotomous “True” or “False” re-
sponse. All BASC-2 forms were developed jointly in Spanish and English. Thus, 
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the Spanish version is not a mere translation of the English form; its development is 
described in detail in the BASC-2 manual.

The BASC-2 norms were based on a large normative sample that is representa-
tive of the general population of US children with regard to sex, race/ethnicity, and 
clinical or special education classification (Reynolds and Kamphaus 2004). The 
BASC-2 manual provides three types of reliability evidence for the three informant 
choices: internal consistency, test–retest reliability, and inter-rater reliability. The 
manual presents evidence of factor analytic support for the construct validity of 
the scales and subscales. The BASC-2 instrument and its component scales also 
exhibit high correlations with analogous scales from other behavior rating scales 
(Reynolds and Kamphaus 2004, 1992). Additionally, several independent reviews 
of the BASC have noted that the BASC TRS and PRS possess adequate to good 
evidence of reliability and validity using a variety of indicators (Doyle et al. 1997; 
Vaughn et al. 1997).

One advantage of the BASC-2 is that it can be scored on the computer using 
the ASSIST Plus scoring software; computer hand-entry or scanned-entry are both 
available options. This software provides information regarding Diagnostic and 
statistical Manual-IV-Text Revision (DSM-IV-TR) (APA 2000) diagnostic criteria, 
which is a useful feature for those interested in diagnostic assessment. In addi-
tion, the ASSIST Plus software is integrated with the BASC-2 Intervention Guide 
(Vannest et al. 2008), generating data-based intervention guide narratives based 
on scale scores. This narrative provides a summary of up to two interventions for 
each identified problem area, including a classification of BASC-2 subscale scores 
into primary (i.e., T-score 70 or higher) and secondary intervention areas (i.e., T-
score of 60–69). For each intervention, a brief summary is provided along with an 
example. Procedural steps for implementing the intervention are generated along 
with considerations for implementing the intervention and a list of research studies 
that report on the effectiveness of the intervention technique. A maximum of two 
evidence-based interventions for a total of three BASC-2 problem areas are printed 
in the intervention report.

The Behavior Assessment System for Children-2 Intervention Guide (BASC-2 
IG) is a comprehensive compendium of research-based interventions that are ap-
propriately matched to the specific problem area a child is experiencing. For each 
BASC-2 problem area, a comprehensive literature review was conducted using 
electronic databases in psychology and education. The research studies summarized 
in the “Evidence for Use” sections of the IG provide general support for the use of 
these intervention methodologies and promising validity evidence for the proce-
dural steps included in the IG. Parent Tip Sheets (one for each problem area) were 
developed to further the involvement of parents in the intervention process. The tip 
sheets provide information about particular areas of elevated scores, as well as the 
strategies that may be implemented at home. The documentation checklist facili-
tates the recording of the steps that have been taken to remediate or manage a child’s 
behavioral or emotional problems. In addition to recording the steps that have been 
taken with the child, it also includes a section that allows the teacher to record 
the fidelity of the intervention approaches that have been used. The Classroom In-
tervention Guide contains interventions for a variety of behavioral and emotional 
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problems that can be used in a regular classroom setting. The classroom guide con-
sists of two workbooks for two general types of behavioral or emotional problems: 
externalizing and school problems, and internalizing and adaptive skill problems.

Once intervention begins, progress can be monitored and recorded using the 
BASC-2 Progress Monitor (BASC-2 PM; Reynolds and Kamphaus 2009) form. 
Progress monitoring forms are available for teachers, parents, and students across 
four domains of interest: externalizing and attention deficit hyperactivity disorder 
(ADHD) problems, internalizing problems, social withdrawal, and adaptive skills. 
Each form contains 15–20 items, requiring not more than 5 minutes to complete 
and no informant training. As stated in Chapter 5, many times instruments that were 
designed for other purposes are used erroneously to monitor progress during inter-
vention. However, the BASC-2 PM forms were designed to have the sensitivity nec-
essary to detect the changes in each domain of interest specifically for the purpose 
of progress monitoring. Each form was developed using a nationally representative 
sample and has Spanish language versions available as well. Psychometric proper-
ties including internal consistency, test–retest reliability, and correlations with simi-
lar measures are adequate; full information is provided in the BASC-2 PM manual. 
The BASC-2 PM forms are scored using the BASC-2 PM ASSIST Plus software, 
which provides information about score elevation as compared to national norms, 
as well as the statistical significance of change in scores over time. Examples of 
the graphical and tabular information generated using the BASC-2 PM form over 
time are provided in Figs. 7.1 and 7.2. As shown in Fig. 7.1, this case demonstrated 

Fig. 7.1  Graph of BASC-2 PM data across four time-points
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decreases in teacher-reported externalizing and ADHD problems over the course 
of approximately 6 weeks. Figure 7.2 provides information regarding the statistical 
significance of these changes and indicates that there was a significant difference 
between the behavioral ratings provided at Time 1 and Time 3. Clearly, this is a 
strong tool for use in monitoring progress, providing information regarding not only 
change but also the magnitude of any observed changes over time.

When used in concert with the BASC-2 Behavioral and Emotional Screening 
System (BESS; Kamphaus and Reynolds 2007), described in more detail in the next 
section, it is clear that the BASC-2 family of assessments was designed with a mul-
tiple-gated approach in mind. At the first gate, screening using the administration of 
the BESS to one or more informants establishes the pool of children and adolescents 
who are at elevated levels of risk for behavioral and emotional problems. At the 
second gate, those who were identified as at-risk on the BESS are rated by one or 
more informants on the complete BASC-2 in order to detect specific areas of dif-
ficulty as well as consider potential diagnostic classification; the reader is directed 
to Chapter 6 for more specific information regarding empirical support for this two-
gated approach. Furthermore, the BASC-2 Intervention Guide provides suggested 
interventions that can be used both within the classroom and in a more individual-
ized format. Completion of the BASC-2 PM, both before and during the interven-
tion phase, assists with establishing a baseline in the domain of interest as well as 
monitoring the extent of progress over time. This complete recommended system 
of approach is represented in Fig. 7.3 with red arrows signifying continued risk/dif-
ficulty and green arrows representing students who exit the system at a given gate.

The BASC-2 Behavioral and Emotional Screening System

The BASC-2 Behavioral and Emotional Screening System (BESS) is a brief screen-
ing measure used to identify behavioral and emotional strengths and weaknesses 
in youth from preschool-age through high school (Kamphaus and Reynolds 2007) 
with the self-report appropriate for students in grades 3–12. Like the BASC-2, the 

Fig. 7.2  Example of BASC-2 PM data across four time-points
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BESS consists of three informant report forms (parent, teacher, and child/adoles-
cent) and is available in English and Spanish versions. The BESS test development 
program was consistent with the definition of behavioral and emotional risk offered 
by the report of the National Academies (O’Connell et al. 2009): “For prevention, 
one of the goals of screening should be to identify communities, groups, or indi-
viduals exposed to risks or experiencing early symptoms that increase the potential 
that they will have negative emotional or behavioral outcomes and take action prior 
to there being a diagnosable disorder” (p. 223). Accordingly, for the purposes of 
BESS development, behavioral and emotional risk was defined as early symptoms 
that may later develop into disorders that reach diagnostic thresholds for special 
education placement or a mental health disorder. Therefore, it is important to note 
that the BESS was truly designed to be used as a brief, quick screening instrument 
for elevated risk and not as a comprehensive or diagnostic assessment tool.

Test developers designed the content of the items on the BESS to represent the 
major constructs of child adjustment (Reynolds and Kamphaus 2004; Kamphaus 
and Reynolds 2007): internalizing problems, externalizing problems, school prob-
lems, and adaptive skills. Items were selected by conducting a factor analysis on 
all items from the standardized pool of the BASC-2; items with the highest factor 
loadings were selected within each dimension on each form with roughly equal 
representation of the dimensions of the BASC-2 on each BESS screener. Addition-
ally, in order to increase internal consistency within the internalizing factor the test 
developers chose several additional internalizing items to include on the BESS form 
based upon content validity.

The BESS teacher screener consists of 27 items, and the student and parent 
screeners consist of 30 items each. The BESS requires no informant training and 
can be completed in 5 minutes or less for each child to be rated. Respondents are 
given four rating options—Never, Sometimes, Often, or Almost Always—for each 
item and the sum of the items generates a total T-score with high scores reflecting 
greater problems (Kamphaus and Reynolds 2007). The scoring rubric or risk level 
for behavioral and emotional risk is as follows: (a) a T-score of 20–60 suggests a 
“normal” level of risk; (b) 61–70 suggests an “elevated” level of risk; and (c) 71 

Fig. 7.3  Multiple-gated approach to using the BASC-2 system
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or higher suggests an “extremely elevated” level of risk. The risk level classifica-
tion cut-scores were developed to maximize sensitivity and specificity, and results 
presented in the manual suggest that sensitivity, specificity, positive predictive val-
ue, and negative predictive value were generally high. The BESS may be entered 
by hand or via scanner with computer software. The software report includes raw 
scores, T-scores, and percentiles based on a normative sample that closely matches 
recent US Census population characteristics. This information is available for in-
dividual students and aggregated groups, such as classrooms, schools, or districts, 
for those who are interested in comparing screening results across multiple levels.

The BESS split-half reliability estimates range from 0.90 to 0.97. Test–retest 
reliability estimates are high, ranging from 0.80 to 0.91. Inter-rater reliability esti-
mates range from 0.71 to 0.83. The concurrent validity of the BESS was examined 
by administering the items along with other social-emotional measures. In addition, 
the BESS provides validity indices to detect biased responding; the availability of 
these validity scales has been cited as a particular advantage of the BESS screener 
(Levitt et al. 2007).

Since its publication, other independent studies have also examined the factor 
structure and other psychometric properties of the BESS. Dowdy et al. (2011b) 
found that the Parent BESS loaded onto four distinct factors: externalizing prob-
lems, attention problems, internalizing problems, and adaptive skills. It is interest-
ing to note that, in this instance, externalizing and attention problems separated 
from one another despite the fact that they were conceptualized as belonging to the 
same factor. Dowdy et al. (2011a) determined that the Student BESS also contained 
four factors. These factors were inattention/hyperactivity, internalizing problems, 
school problems, and personal adjustment and reflected the anticipated content of 
the self-report form. Finally, Dever et al. (2012) discovered the four latent factors 
that were anticipated within the BESS teacher-report form: externalizing problems, 
internalizing problems, school problems, and adaptive skills.

It has been demonstrated that the BESS student form has moderate to high levels 
of stability across a 4-year period (Dowdy et al. 2014) and exhibits measurement 
invariance across African American, Hispanic, and Caucasian (non-Hispanic) stu-
dents (Raines 2011). Studies of the BESS teacher form have found that it exhib-
its measurement invariance when rating English language learners (Dowdy et al. 
2011c), is a better tool than teacher nomination when used to identify students with 
behavioral and emotional risk (Dowdy et al. 2013a), and identifies proportions of 
students as expected given a population-based model of mental health concerns 
(Schanding and Nowell 2013). Finally, the BESS parent-report has shown moderate 
correlations with DSM diagnostic criteria suggesting that risk is indeed related to, 
but not necessarily indicative of, diagnostic categories (Dowdy et al. 2013b).

As empirical evidence on the BESS screener continues to be collected, school 
districts across the nation are beginning to utilize this instrument to identify stu-
dents who may be at-risk for behavioral and emotional difficulties. In order to better 
understand the feasibility, technical adequacy, and implementation of a screening 
program such as this, the remainder of the chapter provides real-world examples 
of two different school districts utilizing the BESS, both alone and as part of a 
multiple-gated approach.

7 An Example Using the BASC-2 Behavioral and Emotional …
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Examples of Screening Programs Using the BESS Form

In this section, we recount our experiences with two different school districts: (1) 
South District and (2) West District. It is important to note that both districts initi-
ated the interest in a screening or multiple-gated program and approached us for 
technical assistance in their endeavors; as mental health screening is still a nascent 
field, such supports are often necessary to get a universal screening program “off 
the ground” for the first time. Below we provide insight into decisions that must be 
made, challenges that a district may face when implementing such an approach, and 
examples of ways in which the data can be used to aid schools and districts in cor-
rectly identifying students in need of additional support and interventions.

The Example of South District

South District is a predominantly African American district located in a small city in 
the Southeastern USA. The administrators in South District were keenly interested 
in the ability of a screening program to identify potential behavioral and emotional 
risk prior to the development of more severe concerns due to an increase in behav-
ioral incidents within their high schools. Therefore, in this instance, the administra-
tors chose to begin by screening all students (Gate 1) in four target high schools 
identified as having the highest number of disciplinary incidents. Approximately 
3000 high school students were enrolled in the four high schools selected for par-
ticipation in year 1.

The district wanted their results as quickly as possible in order to act on them 
immediately, and, therefore, chose to partner with our research program due to ac-
cess to a scanning system for data entry. In a universal screening program, scan-
nable data entry is almost a necessity as it decreases data entry and analysis time 
exponentially when compared to hand entry of hundreds or thousands of screen-
ing instruments. When considering what form of the BESS to administer, teachers 
expressed concerns about not knowing the students adequately because students 
changed classrooms throughout the day, and administrators expressed concerns 
about response rates if parents were selected to be the informants. Therefore, in 
order to maximize response rates and efficiency of data collection, the decision was 
made to use the self-report BESS form for all students. This is an instance where the 
practical concerns and constraints of the district were necessary to consider when 
determining the approach to screening that would be most acceptable to the district 
and its stakeholders.

As stated by Parisi et al. (2014), generating “buy in” is critical before begin-
ning a screening program; this is especially true in the case of school psycholo-
gists, who in most cases will be responsible for interpreting the results of the as-
sessment and making recommendations regarding next steps. Therefore, prior to 
the screening day, researchers and administrators met with school psychologists 
and interested teachers to explain the procedure and anticipated data that would be 
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available following the screening. In this meeting, a plan was developed to screen 
all students in each school during their supervisory period in order to avoid loss of 
instructional time. In addition, the team decided to use individuals other than teach-
ers to administer the screener in a group format so that students could be assured of 
the confidentiality of their individual responses. The district already had a passive 
consent procedure in place for any school-wide assessments, which included aca-
demic, behavioral, or health assessments. Although this district had a mechanism in 
place for passive consent, in other districts consent may be a roadblock to collecting 
universal data; this issue is discussed more fully in Chapter 8.

It should be noted that the preparation for screening is at least as important as, 
and perhaps more time-intensive than, the actual administration of the screening 
instruments. Prior to the screening day, teams prepared packets for each homeroom, 
including the appropriate number of instruments, pencils, and student rosters. A 
script was developed in order to ensure that all administrations would be carried out 
consistently across assistants (Dever et al. 2013). In this case, student rosters were 
used to check the accuracy of demographic information provided by the students 
following the administration of the BESS form; later we discuss a lesson learned 
from this example that suggests having screening team members use student rosters 
to complete particular sets of information prior to the screening day.

On the day of screening, research assistants and school psychologists adminis-
tered the BESS forms to students in their homerooms; this process required only 
approximately 30 minutes of time per school. Following screening, forms were 
scanned in order to minimize the amount of time between screening and follow-
up with those who were identified as being at elevated levels of risk. Using this 
method, within approximately 2 weeks all data were collected, scanned, and dis-
seminated back to the schools.

The BESS software provides results for each student screened, which can be 
organized in a roster by classroom, school, or district. The results are presented such 
that students with the highest levels of risk appear at the top of the list, to assist with 
triage efforts. In Figure 7.4, we present a truncated version of the data provided to 
South District. Note that these data include information on each of the four validity 
indices, raw scores, T-scores, and risk-level classification. Given this information, 
South District was able to coordinate a comprehensive assessment (Gate 2) for each 
of the students who reported elevated levels of risk and were not currently receiving 
any services.

Additionally, we provided each of the four high schools with an aggregated re-
port of its results at the school-level, broken down by gender and grade level. This 
school-level report provided information on the total numbers of students classified 
as at elevated or extremely elevated risk by grade level and gender. In addition, 
based on previous factor analytic work that suggested that the self-report BESS 
contains items that cover the domains of internalizing problems, inattention, school 
problems, and adaptive skills (Dowdy et al. 2011a), the school-level reports also 
provided information concerning aggregate levels in each of these four areas for 
all the students in that school. Figure 7.5 presents the results of risk level by grade 
for one particular school and indicates that students in the higher grades (11–12) 
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reported lower levels of risk. This finding resulted in school-wide discussions of 
ways to support the 9th and 10th grade students. This school was also informed that 
females reported higher levels of internalizing problems than males, but that there 
were no significant gender differences in the other domains (Fig. 7.6).

Validity Indices Scores

Test Date F CONS PTRN Raw T Classification

12/1/14 E A A 64 83

12/1/14 A A A 51 73

12/1/14 A A A 50 72

12/1/14 A A A 42 66

12/1/14 A A L 35 61

12/1/14 A A A 32 58

12/1/14 A A A 29 56

12/1/14 A A A 28 55

12/1/14 A A A 15 45

Extremely Elevated

Extremely Elevated

Extremely Elevated

Elevated

Elevated

Normal

Normal

Normal

Normal

Fig. 7.4  Example of triaged BESS results for students, with names removed

 

Fig. 7.5  Sample report of classification by grade
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As Parisi et al. (2014) suggest, the practice of screening itself is often instrumen-
tal in gaining momentum for a screening program; without actually seeing the data 
about your own classrooms, schools, and districts, it is often difficult to visualize 
the impact that such data might have in a real-world application. After the presenta-
tion of results to the four selected high schools, the administrators, teachers, and 
school psychologists reported that they were able to see more clearly the utility of 
such data. Due to the overwhelming perception that the benefits of these screening 
data far outweighed the costs, South District decided to conduct universal screen-
ing at all of its high schools the following year. The process was the same as that 
described above with one exception: student rosters were used to complete student 
names and identification numbers on the BESS forms prior to the screening day. 
This decision was made after realizing that having the students complete this in-
formation themselves required more time than actually completing the BESS items 
themselves; therefore, screening time upon second implementation took approxi-
mately 15–20 minutes per administration rather than 30 minutes.

Figure 7.7 provides a poignant example of the type of data that district-level uni-
versal screening is able to provide. Across all high school students in South District, 
10th grade students reported significantly higher levels of risk as compared to the 
other grades. As researchers, we had expected 9th grade students to have the high-
est levels of risk due to transitional difficulties. However, administrators at the high 
schools immediately understood this result given information that we as research-
ers did not have; namely, all high schools in the district provided smaller, school-
within-a-school experiences for their 9th grade students in order to assist them in 
adjusting to the high school experiences. The screening data provided a different 
perspective according to these administrators: rather than aiding with adjustment, it 
seemed that students were experiencing delayed behavioral and emotional difficul-
ties upon being integrated into the larger high school at grade 10. These data pro-
vided principals and assistant principals with the opportunity to rethink the current 

Fig. 7.6  Sample report of domain scores by gender
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system by considering ways to integrate students into the high school incrementally 
throughout grades 9 and 10. As one principal so eloquently summarized regarding 
the BESS data, “With these data, I know how to meet the needs of my students… I 
feel like I am no longer committing random acts of leadership.”

The Example of West District

West District is an urban, predominantly Latino, school district near the West Coast 
of the USA. This district was interested in universal screening in selected schools at 
the elementary, middle, and high school levels; therefore, different decisions were 
made regarding the procedures for screening given the need to screen across grades 
K-12. In elementary school, teacher- and parent-report forms were completed in 
year 1; however, in year 2, the parent-report forms were omitted at the elementary 
level due to a lower response rate than desired given the goal to screen universally. 
At the middle and high school levels, student-report forms were selected as the most 
appropriate and efficient consistent with the case of South District.

Like most large, urban districts across the country, teachers in this district were 
under tremendous pressure and had a long list of demands and responsibilities. As 
such, attempts were made to make the screening at the elementary level as palatable 
as possible (issues of social validity are discussed more extensively in Chapter 8). 
To demonstrate commitment to the screening effort, administrators at each selected 
elementary school dedicated one professional development meeting to the collec-
tion of BESS teacher-report data. Using this method, teachers did not have to bring 
any forms home to complete during their own time, and all the forms were finished 
in the same period allowing for efficiency in collection and entry of the data.

Preparation for screening, screening at the middle and high school levels, 
and data entry were conducted using the methodology described in the previous 

Fig. 7.7  District-level BESS results by grade
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example. Based on what our team had learnt previously, student names and identifi-
cation numbers were completed prior to the day of screening when possible in order 
to limit the amount of time needed for the screening procedure.

Although some BASC-2 forms were administered as follow-up assessments in 
the case of South District, West District more closely adhered to a multiple-gated 
system as described in Chapter 6. Following the administration of the BESS, all 
of the students who were identified as being at elevated levels of risk were further 
evaluated using a full BASC-2 assessment. Decisions regarding the choice of in-
formant for this assessment were based both on research (e.g., teacher or parent 
among younger students and those with anticipated externalizing problems, stu-
dent report among older students with likely internalizing problems) and practical-
ity (e.g., whether the first chosen informant responded to the request to complete 
the BASC-2 form). Following the BASC-2 assessment, students who were already 
receiving appropriate services for their needs continued to be monitored. For those 
students who were not yet receiving services, appropriate interventions were imple-
mented. In some instances, this included the development of new student groups 
focused on skill-building and self-monitoring. Currently, these groups are being 
conducted within the schools, and schools are collecting progress monitoring data 
on these groups using the BASC-2 PM measures most suitable given the goal of the 
group (e.g., students in a social skills group would likely complete a social with-
drawal BASC-2 PM form). The efforts in West District present an applied example 
of school-wide implementation of the multiple-gated BASC-2 system as presented 
in Fig. 7.3. As we continue to collaborate with this district, we hope to learn more 
about the challenges and triumphs associated with this approach and its multiple 
components.

Conclusion

In this chapter, we provided an overview of the BASC-2 family of assessments 
within a multiple-gated screening framework. More specifically, we presented in-
formation on two applied examples with which we are familiar, given our provision 
of technical assistance to both the districts. Our use of the BASC-2 family of as-
sessments was due both to our own expertise with these instruments as well as the 
desire of both the districts to continue with their use of these instruments; examples 
of research utilizing other screening measures and other multiple-gating systems 
are available in other chapters throughout this volume. Although more research is 
clearly needed about the BESS, BASC-2, and related instruments, the use of these 
assessments thus far provides promising results regarding their utility, acceptability, 
and feasibility, even among large, urban school districts.

7 An Example Using the BASC-2 Behavioral and Emotional …
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Chapter 8
Current Issues and Future Directions in Mental 
Health Screening

Throughout this volume, we have presented current research and practice in mental 
health screening in schools as it presently stands. A corpus of prior work is begin-
ning to form supporting the benefits of screening to early prevention and interven-
tion work in schools; however, much remains unknown, even concerning many of 
the issues we have touched upon in this book. More research must be done in order 
to ensure that sound science guides the increasingly popular practice of screening 
children for behavioral and emotional problems in order to avoid untoward out-
comes and maximize the benefits of the screening effort.

Assessing Criterion Validity of Screening Instruments

In Chapter 4, we introduced the reader to a multitude of specific and broadband 
behavior-rating scales and systems that have been used for mental health screen-
ing in schools. When using any screener, it is important that the screener is related 
to a particular outcome of interest; this is known as criterion validity. In review-
ing the literature, researchers have utilized a number of outcome measures when 
assessing the criterion validity of different screeners. Although this research has 
yet to compare multiple screeners on the same criteria, initial measurement vali-
dation is also critical to current and future efforts in screening research. August 
et al. (1992) focused on functional impairment using measures of behavioral (using 
the Internalizing and Externalizing dimensions of the CBCL-PRF (Child Behavior 
Checklist-Parent Report Form; Achenbach 1991), social (using various subscales of 
the Walker-McConnell Scale of Social Competence and School Adjustment; Walker 
and McConnell 1995), and academic (using Woodcock-Johnson Tests of Achieve-
ment; McGrew and Woodcock 2001) adjustment. In this way, they could assess im-
pairment independent of clinical diagnoses. An individual found to have functional 
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impairments in any of these three areas would be positively identified when per-
forming the ROC (Receiver Operating Characteristic) curve analysis.

Other possible criterion/outcome measures include other DSM-IV/DSM-V (Di-
agnostic and Statistical Manual of Mental Disorders-Fourth/Fifth Edition) (APA 
1994, 2013) or ICD (International Classification of Diseases) (WHO 1993) diag-
noses (Tarnopolsky et al. 1979; Winter et al. 1999), special education classifica-
tions, longer, validated parent and teacher behavior rating scales (Simonian and Tar-
nowski 2001), mental health referral and treatment histories (Saunders and Wojcik 
2004), clinician or teacher-rated levels of impairment (Kelleher et al. 1999; Pagano 
et al. 2000; Saunders and Wojcik 2004), as well as diagnostic structured interviews 
such as the Structured Clinical Interview for DSM-IV (SCID-IV; Kobak et al. 1997; 
Leon et al. 1999; Pagano et al. 2000; Schmitz et al. 1999).

As McFall (2005, p. 318) explained “Only when both sides of the assessment 
equation have been nailed down is it possible to evaluate what, if anything, the total 
assessment effort has revealed. Unfortunately, criterion assessment has not received 
the attention to date that it requires.” No “gold standard” presently exists in psycho-
logical assessment research (August et al. 1992; McFall 2005) and all commonly 
used criterion measures described previously have significant limitations.

For example, obtaining teacher’s ratings of students as the criterion often leads 
one to suspect method variance since teachers are usually the respondent on the 
screening measure as well. Special education placement, another commonly used 
outcome measure, is of unknown reliability and validity and has been found to be 
determined by factors other than a child’s academic performance or behavior in 
school, including a child’s sex or race/ethnicity. Kim and Rowe (2004) found that 
children in special education and those in regular education had identical teacher 
ratings of their behavior, thus raising the question of why one child was “placed” 
and another was not (Kim and Rowe 2004). Lastly, the use of DSM diagnosis as 
an outcome measure is a common practice in psychological assessment literature; 
however, many of the diagnostic categories found in the DSM have yielded inter-
diagnostician reliability estimates lower than the internal consistency estimate of 
most psychological assessment instruments (i.e., 97; Kamphaus and Frick 2002).

Due to the limitations of all outcomes measures, researchers must emphasize 
the need for replication when conducting this type of research. Researchers often 
recommend a “bootstrapping” approach, meaning that we must continually validate 
new measures against known inferior measures until enough evidence is accumu-
lated to demonstrate that the new measure is superior. In this regard, Schmidt et al. 
(2004) have observed, “…philosophers of science have shown that it is possible to 
start with fallible indicators and gradually improve on them, simultaneously refin-
ing assessment of the construct (Meehl 1992, p. 141).” However, due to the practi-
cal limitations of most applications in schools, typically one measure has been used 
in isolation in each screening effort; therefore, little data exist comparing screening 
assessments on important criteria such as false positives, false negatives, and im-
portant outcomes following screening.
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Assessing Consequential Validity

Ultimately, evidence of validity based on the consequences of screening will be 
necessary to defend its use. In order to be cost-effective (an issue described at 
greater length later in this chapter), early identification must lead to better behav-
ioral and emotional outcomes for children than would be expected in the case of 
current typical service identification practices. Research must be done to assess 
whether the intended consequences of such a screening program come to fruition. 
In order to do this, it would be necessary to implement a school-wide or even dis-
trict-wide screening program and evaluate the actual consequences longitudinally 
across a number of years. As described in Chapter 7, some districts are beginning 
to screen universally; our hope is that these districts continue this effort and allow 
their data to be used for research that could help to better inform future screening 
programs.

First, it would be important to determine that the screening instrument was be-
ing utilized as intended in order to avoid unintended consequences that could be 
associated with a positive screen. Due to the ease of administration, schools may 
be tempted to use the screener as a diagnostic tool rather than as an indication of 
possible risk. Screeners are inherently less broad-based, assessing a necessarily 
limited range of behaviors and emotions due to their shorter length. Moreover, 
in choosing cutoff scores for screeners, we allow more false positives since the 
screener is only supposed to be the first gate of a multiple-gate system of identi-
fication. Therefore, placing too much weight on a positive screen could be quite 
costly, both in terms of use of resources and mislabeling of children based on 
preliminary results.

Second, it is critical to make sure that certain children are not being identified 
more or less often than others as being at-risk for behavioral and emotional mal-
adjustment. For example, if the screener is only identifying those children with 
externalizing problems and not those with internalizing problems such as anxiety 
or depression, then those children with internalizing problems would fail to receive 
the more comprehensive assessment and services that they potentially need. Past 
research has found that self-reports are especially useful in the identification of stu-
dents who need intervention for less visible difficulties such as internalizing prob-
lems (Merrell et al. 2002). Future research should continue to examine the accuracy 
and rates of identification of children with various patterns of symptomology, par-
ticularly when the goal is broad-based screening for risk for a variety of behavioral 
or emotional difficulties.

It is also important to determine whether screening instruments overidentify 
children of specific demographics, including race and gender. In some instances, 
demographic characteristics have been found to predict special education place-
ment better than academic performance or socioeconomic status (e.g., Hosp and Re-
schly 2004; Skiba et al. 2008). In terms of race, African American students are over-
represented in the Emotional Disturbance (ED) category of special education, most 
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specifically, and in special education, more broadly (Ahram et al. 2011; Hosp and 
Reschly 2003; Jasper and Bouck 2013; MacMillan and Reschly 1998; Skiba et al. 
2008). Males are also overrepresented in special education at a ratio of between 
1.5:1 and 3.5:1 (Christenson et al. 1983; Coutinho and Oswald 2005), and are par-
ticularly at-risk for being referred to special education for behavioral problems 
(Bryan et al. 2012; Coutinho and Oswald 2005; Wallace et al. 2008). Therefore, if 
one of the goals of screening is to provide information prior to a special education 
referral, it is imperative that the screening instrument does not exacerbate, or even 
better, begins to ameliorate, current patterns of disproportionality associated with 
being referred to and ultimately receiving special education services for behavioral 
and emotional problems.

Lastly, we would want to evaluate how the children who are identified by the 
screening instrument as being at-risk are being served. What types of early inter-
ventions are in place in schools, and are these interventions addressing the needs 
that are being identified by the screening process and follow-up assessments? As 
Goodman et al. (2003) explained, “There would obviously be no point in identify-
ing a greater proportion of children with psychiatric disorders in the community 
if the only consequence were greater access to ineffective treatments…even if 
treatments are effective, there is no point identifying more children in need of 
treatment if existing services are already overstretched and no resources are avail-
able” (p. 171).

In our own work in schools, linking screening results with appropriate inter-
ventions has admittedly been one of the most difficult challenges we have faced. 
In many instances, it is necessary to work within the intervention framework that 
already exists within the schools, as many districts lack the time and resources 
required to develop new interventions based on screening results. However, it is 
also true that very little research has been conducted regarding the best steps to 
take following a positive screening, including intervention decisions. As stated 
by Vannest (2012), following a screening effort the school must make decisions 
regarding whom to serve, when to serve them, what service to provide, and who 
will provide that service. Vannest et al. (2008) compiled a compendium of em-
pirically-validated interventions for various behavioral and emotional challenges; 
however, teacher training is often necessary, many interventions may be useful for 
only one specific difficulty, and schools may find it difficult to address all of the 
needs of children simultaneously. More research is needed concerning matching 
interventions to specific difficulties, focusing on progress over time. In addition, 
research on the impact of group interventions or school-wide prevention efforts 
on student outcomes over time could be useful for providing schools with limited 
resources with more efficient alternatives to address the needs of the students. 
This type of longitudinal research is costly and time-intensive; however, it is a 
crucial step in evaluating the long-term effectiveness of a universal screening 
program.
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Assessing the Usefulness of Multiple-Gated Systems 
and Available Informants

In Chapter 6, we discussed the available research concerning multiple-gated ap-
proaches to screening, as well as choosing an informant for the screening assess-
ment. Presently, there is no consensus regarding either the best number of gates, or 
the procedures to be implemented at each gate. Although some systems use three 
gates (e.g., Systematic Screening for Behavior Disorders (SSBD); Walker and Se-
verson 1992), others have suggested two gates are sufficient (e.g., VanDeventer 
2008; see Chapter 6 for a full review of the literature on this issue). Longitudinal 
studies of multiple-gated screening procedures are particularly crucial for deter-
mining the false negative and false positive rates of each configuration of gates to 
identify children who later develop significant behavioral and emotional problems.

Similarly, the best use of various informants, whether in a multiple-gated system 
or individually, when screening is still undecided. As reviewed in Chapter 6, the 
choice of informant(s) may depend upon the behavior of interest, as well as the 
age of the child and other characteristics of the potential informant(s). For exam-
ple, teachers and parents may be best suited to provide information about younger 
children, particularly regarding their externalizing behaviors (Loeber et al. 1990). 
However, older children and adolescents may be the best source of information con-
cerning their own internalizing problems (Loeber et al. 1991; Pagano et al. 2000; 
Smith 2007; Youngstrom et al. 2000).

Realistically, decisions regarding the number of gates and choice of informants 
are often driven by feasibility within a given setting. For example, among children 
who are just beginning at a new school setting (e.g., kindergarten), asking parents to 
complete screening forms at a registration event could serve as an efficient method 
of gathering information universally. However, for students in the 11th grade, it 
might be more difficult to send forms home to parents and have them successfully 
completed and returned to the school; in that instance, teacher- or student-reports 
completed on-site often yield a higher response rate and therefore, decrease the like-
lihood of students who are in need of follow-up assessment from “falling through 
the cracks” at the screening stage. As described in Chapter 7, student-report screen-
ing among middle and high school students may be more acceptable to teachers, as 
students often have multiple teachers in these grades, which makes identifying the 
“best” teacher informant a practical challenge.

To be most successful, practice must inform future research as much as research 
must inform future practice regarding the feasibility of collecting information over 
multiple gates, and/or from multiple informants. Researchers must seek out school 
districts who are already using multiple- or single-gated approaches to screening to 
better understand the implementation challenges that schools face when undertak-
ing a screening effort (e.g., Dever et al. 2012). Even the strongest of research find-
ings is not useful if it has limited external validity or generalizability to a real-world 
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situation of the actual practice of screening in schools; therefore, the development 
of future best practices should include strong partnerships between researchers and 
school districts. Only with such applied work can researchers begin to understand 
the feasibility and utility of multiple-gated systems and the number and types of 
informants that are both necessary and plausible to involve in the process.

Assessing the Stability of Screening Results over Time

When embarking upon a universal screening program, it is important to consider a 
long-term plan for integrating screening into the procedures of a school or district. 
One decision that is frequently overlooked is how often the school or district will 
screen. Screening data are excellent for providing a snapshot of risk for behavioral 
and emotional problems at one point of time. However, these sorts of issues are 
often fluid and may depend upon individual and contextual circumstances at any 
given time; as such, future research is necessary for determining the frequency with 
which screening should be conducted in order to maximize classification accuracy, 
minimize false negatives, and reduce costs (an issue to be discussed further in the 
next section).

Although previous research suggests that behavioral and emotional problems 
are fairly stable across time (Essex et al. 2009; Levitt et al. 2007), there is limited 
empirical knowledge regarding the stability of screening scores and classifications 
(at-risk vs. not at-risk) over time. Some scholars in the field have recommended 
that screening should occur three times per year in order to identify students who 
may need additional services, those whose functioning may have deteriorated over 
time, and new students who may be in need of support (Parisi et al. 2014; Walker 
et al. 2014). Walker (2010) suggested that screening for behavioral and emotional 
risk take place once early in the academic year, with a follow-up screening only for 
schools with higher student transiency in the early spring in order to avoid miss-
ing any new students who have transferred into the school and might be in need of 
services.

Dowdy and colleagues examined the stability of screening scores and found 
that behavioral and emotional risk screening classifications were moderately stable 
across a 4-year period (Dowdy et al. 2014b). Moderate stability coefficients were 
also found for both overall risk and for domains of risk (internalizing, externalizing, 
adaptive skills, and school problems) in a district-wide effort across 2 years (De-
ver et al. in press). These empirical studies call into question the need for multiple 
screenings within the same academic year. However, there is a continued need to 
examine screening frequency and the stability of screening scores to determine the 
optimal screening schedule for schools and districts with the simultaneous goals of 
maximizing efficiency and minimizing risk to students. As service delivery deci-
sions are often made based on these results, the frequency of screening is an impor-
tant issue to evaluate in future research.
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Assessing the Cost/Benefit Ratio

When evaluating potential screening tools, the accuracy of identification is critical 
to gathering good data; however, in the context of actual schools, the practicality of 
the instrument is also of utmost importance. One must balance the amount of infor-
mation needed to reliably identify those children who are at-risk for emotional and 
behavioral problems against the time and monetary resources of those schools and 
districts that will be collecting the information. The scientific literature indicates 
that the impracticality of many screening measures has largely contributed to their 
lack of adoption on a wide scale in both pediatric and school settings (Flanagan 
et al. 2003; Saunders and Wojcik 2004; Schmitz et al. 1999). Therefore, one must 
compare the time and cost of adding additional levels of assessment and informants 
against the benefits that are gained in terms of increased accuracy of identification 
with each additional cost. For example, when an informant or gate is eliminated in a 
screening design, the number of children receiving full diagnostic assessments and 
more intensive interventions at a later time will likely increase due to the decrease 
in early identification and prevention procedures.

Researchers must consider what school personnel will tolerate in terms of time 
and financial investment. Teachers, school psychologists, administrators, and oth-
er educational stakeholders are extremely busy and their time is valuable. If the 
screening process takes too long for teachers to complete, universal screening is un-
likely to be adopted successfully. Moreover, the costs associated with implementing 
a universal emotional and behavioral screening program, including personnel and 
materials costs, should be thoroughly examined. A cost–benefit ratio between the 
resources needed to conduct the screening program and the amount of information 
needed to make accurate predictions is a necessary step to future research.

Before embarking upon a universal screening program, school psychologists and 
other school personnel commonly express concerns about the “cost” of identifying 
a large number of students who will be left unable to be served by them (Dever et 
al. 2012). This concern is understandable, given the plethora of duties with which 
schools are tasked on a daily basis. However, upon presenting the data back to 
schools and districts, it has been our experience that most students who are identi-
fied as at-risk are already receiving services; therefore, the best approach for these 
students may be to merely monitor their progress rather than a full reevaluation 
or change in intervention. According to a population-based model, we should ex-
pect approximately 20 % of students to be rated at elevated levels of risk; although 
somewhat anecdotal, we have found that only about 20 % of this 20 %, or about 
4 % of total students screened, emerge as new cases that have not been previously 
identified or are not currently receiving services. For some of these students, a more 
comprehensive assessment might reveal that the screening result was a false posi-
tive; for others, this is a true positive result, and early intervention efforts should be 
considered before the detected risk worsens.

In general, research is need to determine whether a universal screening program 
adds to the burdens that teachers, school psychologists, and others already face or 
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alleviates burdens of financial expense and time by increasing accuracy of referral 
and identifying children earlier. Presumably, accurate screening will decrease the 
need for time- and money-consuming procedures such as special education referral 
and full evaluations as well as more intensive interventions. However, empirical 
evidence is needed to support, or refute, this assumption concerning the relative 
costs and benefits of a universal screening program.

Addressing Perceptions of Screening

As demonstrated by several high profile legal actions and parental complaints re-
garding emotional and behavioral screening, public perceptions of screening must 
be addressed. One concern is that asking questions about suicidal intent may en-
tice adolescents to actively consider suicide when they would have not done so 
otherwise. Gould et al. (2005) recently evaluated the iatrogenic risk of youth sui-
cide screening programs and found no evidence to suggest that this is the case. In 
fact, their findings suggest that the screening may have been beneficial for students 
with symptoms of depression or previous suicide attempts. Although scientific re-
search has not supported the hypothesis of iatrogenic risk of youth suicide screen-
ing programs, this public fear represents a significant barrier to public acceptance 
of universal emotional and behavioral screening of children and adolescents. In 
August 2003, Illinois was the first state to pass legislation in which a plan, drafted 
by the Illinois Children’s Mental Health Partnership (ICMHP), recommended that 
“all children receive periodic social and emotional developmental screens” (Barlas 
2004). This plan was met with great opposition by a group of parents who felt that, 
according to Barbara Shaw, chairman of the (ICMHP), “the schools have no place 
futzing with their children’s mental health.” The parents feared that emotional and 
behavioral screening would lead to the unnecessary labeling and medicating of their 
children. These occurrences suggest that public opinion of mental health disorders 
and our ability to detect and treat them may not yet be at the point where universal 
emotional and behavioral screening would be widely accepted.

Issues regarding the use of active or passive consent for collecting information 
on behavioral and emotional risk from students could have an influence on pub-
lic perception and must be considered prior to the implementation of a universal 
screening program. Concerns regarding parental rights, student assent, and confi-
dentially must be addressed explicitly prior to any screening effort. Active consent 
requires signed, explicit permission from a parent or guardian prior to screening his/
her child; passive permission provides the parent or guardian with the opportunity to 
withdraw his/her child from the screening, with a nonresponse indicative of the pas-
sive provision of permission. In the US, it is common for school districts to screen 
for vision, hearing, and academic concerns routinely with only passive or implied 
consent procedures in place. However, as Gardner (2011) made clear, behavioral 
and emotional health screening information may be considered more sensitive than 
those other domains, both by parents and the local jurisdiction; therefore, in some 
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circumstances, active consent may be necessary prior to beginning any screening. 
The impact of an active versus passive consent procedure on response rate, and by 
extension, hit rate of identification has not yet been examined empirically; future 
practice could benefit from such an examination of the strengths and limitations of 
each type of consenting process on a screening effort.

In addition to public perceptions of screening, it is important for future research 
to collect information about the perceptions of educational stakeholders concerning 
screening procedures. Social validity refers to teachers’ and others’ beliefs that the 
procedures being conducted are both feasible and useful. Some research has found 
that while teachers perceive screening as useful and acceptable overall, they have 
concerns regarding feasibility of both universal screening and intervention efforts 
following screening (Greer et al. 2012). Social validity is critical to the ultimate 
success of a screening program, as it has been related to fidelity of implementation 
of school-based programming (e.g., Lane et al. 2009). Therefore, it is imperative for 
researchers to consider ways to improve social validity of screening work in order 
for such research to be implemented well in practical settings.

Finally, the buy-in of school leadership is necessary prior to starting a screen-
ing program, as the results of screening must be integrated into the procedures of 
a school or district in order to have any sort of meaningful impact on the school 
level (Parisi et al. 2014). In the best-case scenario, screening data would be used 
in a comprehensive data-based decision-making model concerning prevention and 
intervention for behavioral and emotional problems at the school- and/or district-
levels. For this to become a reality, school leaders must be dedicated to the universal 
screening effort as an iterative process rather than an isolated incident. Past work 
has found that consensus or near consensus (e.g., 80 % or higher) is not necessarily 
needed among school personnel prior to beginning the screening program, but that 
a well-executed screening effort with clear results and strong leadership behind it 
can actually increase buy-in for subsequent screening (Parisi et al. 2014). As school 
psychologists are often the best-prepared in the areas of assessment, interpretation, 
and intervention, the commitment of the school psychologist to the screening pro-
gram is essential (Dever et al. 2012). Despite the knowledge of the importance 
of school administrators and school psychologists for the success of a universal 
screening program, there is limited research on how to increase the commitment 
of these stakeholders. In the future, it is imperative that these issues be studied em-
pirically in order to identify areas that could be strengthened or emphasized when 
introducing a new district or new personnel to the potential of universal screening to 
improve their students’ behavioral, emotional, and ultimately, academic, outcomes.

Considering the Diversity of the Student Population

The growing diversity of students enrolled in US schools and the globalization of 
education in general, requires a consideration of how to engage in screening, as-
sessment, and intervention efforts with diverse children and families in a cultur-
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ally competent manner. The behavioral and emotional constructs of interest when 
screening are often influenced by and defined differently within each culture (Yates 
et al. 2008). Therefore, cultural information must be integrated into the screening 
process in order to avoid labeling behaviors that are normative in one culture as 
maladaptive (Dowdy et al. 2014a). In addition, the language abilities of the stu-
dent being assessed, as well as any family members as informants, must be consid-
ered when determining the best way to collect screening information. Dowdy et al. 
(2014a) have recommended that informants who are English language learners are 
screened in their native language and preferred modality (i.e., oral vs. written). In 
addition, the language and reading level of consent forms must be appropriate for 
the selected informants. When screening among linguistically diverse populations, 
it is essential that measures are not simply translated from the languages in which 
they were originally developed to the new language as this may have an unexpected 
effect on the psychometric properties, meaning, and interpretation of the measure. 
As such, when designing a screening program the school or district should choose 
instruments for which there is evidence of appropriateness and psychometric prop-
erties within the entire population that is going to be screened (Dowdy et al. 2014a).

When the decision is made to use screening measures with a different population 
from that on which the measures were originally normed, there must be evidence 
of measurement invariance for the newly-intended population. In other words, one 
must ask whether the assessment is still measuring the domains of interest, with 
the same precision and accuracy, when the assessment is applied to a new group of 
students. Measurement invariance is important both when translating instruments 
to a new language, and when using an instrument in the same language, but among 
a new group of students. For example, if a screening instrument was developed and 
normed among a sample of students who were in middle school and 95 % Caucasian 
American, a researcher must consider whether that instrument performs the same 
psychometrically in a high school whose student body is 80 % African American, 
prior to interpreting the results within this new context.

Measurement invariance is emerging as an important venue for continued re-
search in screening. Some researchers have provided preliminary evidence of 
measurement invariance of omnibus rating scales (e.g., Child Behavior Checklist 
(CBCL); Gross et al. 2006) and screening instruments (e.g., BASC-2 Behavioral 
and Emotional Screening System; Dowdy et al. 2011; Raines 2011) across language 
translations, racial and ethnic groups, and gender. However, much more work is 
needed in this area. Since inferences are made based on the outcome of screening, it 
is imperative that the instrument of choice is not biased against, or toward, the iden-
tification of certain students based on linguistic and cultural characteristics. Other-
wise, screening results may serve to perpetuate the disproportionate representation 
of students that is currently seen in our referral and service systems in schools.

In some instances, practitioners may develop locally-based norms to make 
screening decisions as opposed to national norms that may not adequately represent 
the diversity of their own student body (Dowdy et al. 2014a). Local norms have 
the benefit of identifying the students with the most need in comparison to one’s 
own local population (Glover and Albers 2007). However, national norms have the 
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benefit of comparing a student’s results to similar peers in one’s own grade level, 
age group, or gender group. Research is needed to compare and contrast the results 
of screening efforts utilizing local and national norms in order to understand the 
circumstances under which each method might be the most appropriate and useful.

Conclusions and Final Thoughts

In this volume, we have attempted to compile the existing evidence regarding best 
practice and recommendations for screening based on empirical research. Although 
the rich history of mental health screening is clear, the concept of screening uni-
versally for risk for behavioral and emotional disorders has just come to the fore-
front of school psychology research and practice in the past decade or so. In this 
nascent field, there is much opportunity for further research regarding screening 
instruments, multiple-gated systems, choice of informants, and other relevant issues 
related to creating a comprehensive screening-to-intervention system.

Although such a turn-key system is yet to be developed, the field of mental 
health screening in schools has grown exponentially in the past few years, and this 
growth is likely to continue. The goals of prevention and early intervention fit well 
within an RtI framework and make sense intuitively, given the desire to address and 
ultimately ameliorate behavioral and emotional problems among students as early 
as possible. Great strides have been made concerning the development of screening 
instruments, their application in real-world school settings, and their links to inter-
vention efforts; despite this progress, the field of mental health screening in schools 
remains an area that is “ripe for the picking” among researchers in the area of school 
psychology. Our hope is that this book will inspire both practitioners and research-
ers to continue to work toward establishing universal screening for behavioral and 
emotional risk in schools as typical, rather than exceptional, practice.
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