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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-



8 Current Issues and Future Directions in Mental Health Screening130

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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