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Abstract

Schools can play a significant role in promoting timely access to mental health services by utilizing proactive approaches to 

identifying and supporting students’ social, emotional, and behavioral needs. However, recent data suggest that few schools 

in the USA are taking such proactive approaches. Given that implementation of school-based programs is determined by 

a complex interplay of influences at multiple levels (i.e., individual, innovation, environment), more research is needed to 

understand the perceptions of stakeholders representing each of these unique levels. The purpose of this study was therefore 

to compare stakeholders’ knowledge, beliefs, and opinions regarding school-based approaches to identifying and supporting 

students at risk of SEB challenges. Survey responses were obtained from district administrators, school building adminis-

trators, school support staff, teachers, and parents within 1330 school districts across the USA. Although some differences 

across groups were noted, patterns generally supported that stakeholders (a) reported being knowledgeable about social, 

emotional, and behavioral problems and the school-based approaches to identifying and assessing them, (b) believed that 

student social, emotional, and behavioral problems should be a prioritized concern and identified using screening procedures, 

and (c) perceived moderate amounts of pressure to change social, emotional, and behavioral screening practices from different 

sources in their communities. In addition, respondents across stakeholder groups reported consistently strong agreement that 

screening should be used to proactively identify not only which students are exhibiting internalizing/externalizing problems, 

but also which students possess various risk and resilience factors.

Keywords School-based risk identification · Behavioral screening · Stakeholder beliefs

Introduction

Estimates indicate that as many as 20% of children and 

adolescents struggle with mental health disorders and that 

nearly half of these disorders begin in early adolescence 

(World Health Organization, 2011). Although research has 

unfortunately documented a large percentage of youth with 

unmet mental health needs in the USA (e.g., Simon, Pastor, 

Reuben, Huang, & Goldstrom, 2015), it has been argued 

that schools can play a significant role in reducing these 

disparities by utilizing proactive approaches to identifying 

and supporting students’ social, emotional, and behavioral 

(SEB) needs (Levitt, Saka, Romanelli, & Hoagwood, 2007). 

Given that over 90% of children attend public schools in the 

USA, school-based mental health professionals come into 

contact with the majority of the youth population on a daily 

basis (Romer & McIntosh, 2005). If those students who are 

at risk of significant SEB problems can be identified early 

on—before problems are allowed to compound and crystal-

lize—there exists a much greater likelihood of preventing 

negative life outcomes (Bradley, Doolittle, & Bartolotta, 

2008).

One approach to the proactive identification of students 

with SEB needs that have gained increased attention over the 

past decade is the use of universal SEB screening. In con-

trast to relying on teachers to refer students after significant 

problems have already arisen, universal screening involves 

assessing all students on a regular basis to proactively iden-

tify any SEB concerns. The use of universal screening has 

been advocated at the federal level, both by experts (e.g., 
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New Freedom Commission on Mental Health, 2003; US 

Public Health Service, 2000) and within legislation (e.g., 

Individuals with Disabilities Education Act, 2004). In 

addition, as of 2015, roughly half of state departments of 

education provided local education agencies with guidance 

surrounding the implementation of universal screening to 

identify students with some level of SEB risk (Briesch, Cha-

fouleas, & Chaffee, 2017). However, despite multiple calls 

to implement SEB screening in school-based settings as part 

of a full continuum of prevention efforts, actual implementa-

tion remains discouragingly low (i.e., 9–13%; Dineen et al., 

2019; Bruhn, Woods-Groves, & Huddle, 2014), supporting 

the need to explore potential explanations for why it is not 

being conducted.

Over the years, various theoretical models have been 

put forth to understand which factors help to predict sus-

tained use of evidence-based innovations (i.e., interventions, 

assessments); however, many acknowledge that usage may 

best be understood by simultaneously considering variables 

at the levels of the individual, innovation, and environment 

(Sanetti & Kratochwill, 2009). Individual-level variables 

are those that are internal to the potential implementer and 

include factors such as how acceptable an individual finds 

an innovation to be or how willing the individual is to try 

something new. Variables specific to the innovation, on the 

other hand, include how complicated an innovation appears, 

how much time it will take to implement, or how effective it 

is perceived to be. Finally, environmental influences include 

whether there is sufficient support (e.g., logistical, philo-

sophical) for usage and whether the innovation fits within 

the existing context. Although individual factors may exert 

more or less influence in a given situation, it has been argued 

that consideration should be given to each in examining the 

research to practice gap (Briesch, Chafouleas, Neugebauer, 

& Riley-Tillman, 2013).

Individual‑Level Influences on Implementation

At the most proximal level, usage of a program or tool may 

be influenced by the degree to which the individuals charged 

with implementation understand and are accepting of the 

technology (Briesch et al., 2013). Critical school-based 

implementers of SEB screening include classroom teachers 

as well as student support staff (e.g., school psychologists, 

school social workers). To date, no studies have specifically 

explored the perspectives of teachers or student support staff 

regarding SEB screening; however, there does exist research 

to suggest that comfort and confidence in the SEB domain 

are far from achieved.

Over the years, several studies have examined teachers’ 

beliefs and attitudes related to SEB concerns and address-

ing these concerns in schools. Teachers in some surveys 

have reported believing that schools should work to address 

student mental health needs (Reinke et al., 2011), and that 

addressing mental health needs was a critical part of their 

jobs (Roeser & Midgley, 1997; Rothi et al., 2008). At the 

same time, however, other studies have highlighted that 

some teachers perceive that addressing mental health issues 

detracts from the learning that should be happening in the 

classroom and do not see this as part of their role respon-

sibility (Graham et al., 2011). Researchers have also iden-

tified a lack of perceived knowledge to address SEB con-

cerns as an implementation barrier. Roughly two-thirds of 

elementary teachers in one study reported that they felt over-

whelmed by students’ mental health needs (Roeser & Midg-

ley, 1997), and teachers have consistently noted a lack of 

training to address mental health concerns in the classroom 

to be a problem (Reinke et al., 2011; Walter, Gouze, & Lim, 

2006). Similar findings have been noted in studies of school 

support staff including school psychologists (Power, Bower, 

Webber, & Martinson, 2010) and school nurses (Pryjma-

chuk, Graham, Haddad, & Tylee, 2011), with both groups 

reporting concerns about their ability to adequately serve 

students with SEB needs. Taken together, the research con-

ducted to date seems to suggest that much work is needed to 

improve the confidence of teachers and student support staff 

in addressing student SEB problems. Further exploration 

must be conducted, however, to understand whether these 

hesitancies similarly extend to the realm of SEB assessment.

Innovation‑Level Influences on Implementation

Although knowledge and beliefs are important in influ-

encing usage, theoretical models also emphasize practical 

considerations related to a program or tool, including how 

feasible the procedures are believed to be (Briesch et al., 

2013). Several hypotheses have been put forth to explain 

the underutilization of SEB screening procedures, including 

both logistical (e.g., resources needed) and philosophical 

(e.g., concerns about misidentification) concerns (National 

Research Council and Institute of Medicine; NRCIM, 2009). 

To date, however, the only study to directly assess perceived 

barriers was a survey study of 454 school personnel con-

ducted by Bruhn and colleagues (2014). These authors found 

that nearly 90% of school districts reported that they did 

not conduct SEB screening. When asked to specify the rea-

sons why screening was not being conducted, respondents 

most frequently endorsed that (a) they were unaware that 

this type of screening was conducted, (b) the financial costs 

were prohibitive, and (c) they did not have access to appro-

priate screening measures. Although some degree of overlap 

was identified with those barriers previously hypothesized, 

one particularly notable finding was the lack of knowledge 

regarding SEB screening reported by over one-third of 

respondents in Bruhn et al.’s (2014) study, suggesting that 
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education and access may be a primary—and potentially 

overlooked—barrier to implementation.

Environmental Influences on Implementation

Although individual- and innovation-level variables may 

have the most direct influence on implementation, school-

based programs are not carried out in the vacuum of a class-

room. Rather, staffs are nested within schools, districts, and 

communities, and are therefore subject to broader contex-

tual factors (Greenberg et al., 2005). Administrators often 

serve as the gatekeepers in determining whether a program is 

introduced into a school building (Han & Weiss, 2005). If a 

practice or program is believed to be aligned with the district 

priorities, district administrators are more likely to allocate 

resources toward it to enhance the likelihood of success 

(Greenberg et al., 2005). School building administrators, on 

the other hand, are typically the ones who provide training 

to teachers and allocate time in the schedule for implement-

ing programs or practices (Han & Weiss, 2005). Addition-

ally, research has shown that administrators’ attitudes toward 

(Gottfredson & Gottfredson, 2002), and support for (Kam, 

Greenberg, & Walls, 2003), a program may significantly 

influence both program implementation and effectiveness. 

Stakeholders have therefore stressed the importance of 

having strong administrator buy-in at both the school and 

district levels in order for new mental health initiatives to 

be successful (Mendenhall, Iachini, & Anderson-Butcher, 

2013).

Although far less is known about administrators’ atti-

tudes and knowledge than those of teachers, some recent 

research has begun to explore the perspectives of school 

principals regarding youth and adolescent mental health 

needs. Preliminary findings have been consistent with sur-

veys of teachers, indicating that across grade levels (i.e., 

elementary, middle, and high school), principals identified 

student behavioral and mental health as the greatest area 

of student need (Iachini, Pitner, Morgan, & Rhodes, 2015). 

Further, school leaders believed that unaddressed student 

mental health needs impact both individual students’ abil-

ity to be successful in school and overall school functioning 

(Blackman et al., 2016). However, although elementary prin-

cipals have articulated a strong need for professional devel-

opment related to student mental health (Frabutt & Speach, 

2012), little is known about where this need specifically lies. 

Additional research is therefore needed in order to explore 

administrators’ perceptions of how best to identify and sup-

port students’ SEB needs.

Finally, in addition to within-school influences, it is 

also important to consider community-level influences on 

implementation. Sociopolitical priorities help to determine 

what policies and priorities exist at the district and school 

levels (Han & Weiss, 2005), and support from legislators 

and community agencies may be needed in order to imple-

ment a program (Greenberg et al., 2005). However, one 

critical stakeholder group when considering the imple-

mentation of school-based SEB supports is families. 

Although some studies have found that parents are sup-

portive of school mental health promotion and interven-

tion efforts (e.g., Wegmann, Powers, & Blackman, 2013), 

fear concerning stigma has been identified as one of the 

central barriers to families seeking help for mental health 

concerns (Murry, Heflinger, Suite, & Brody, 2011). Addi-

tionally, research involving adult populations has found 

both the positive attitudes (Greenley, Mechanic & Cleary, 

1987) and negative responses (Leaf, Bruce, & Tischler, 

1987) of family members to be predictive of mental health 

treatment use.

Purpose of Study

Although SEB screening has been advocated as a way to 

identify and support struggling students before problems 

escalate, recent survey studies suggest that very few schools 

are implementing these practices (Dineen et al., 2019; Bruhn 

et al., 2014). Given that the success of school-based efforts 

to address student SEB needs depends on the buy-in and 

commitment of multiple stakeholders (Greenberg et al., 

2005) and is determined by a complex interplay of influ-

ences at multiple levels (i.e., individual, innovation, envi-

ronment), more research is needed to understand the per-

ceptions of stakeholders representing each of these unique 

levels. The purpose of this study was therefore to compare 

stakeholders’ knowledge and beliefs regarding school-based 

approaches to identifying and supporting students at risk of 

SEB challenges. Specifically, we sought to answer the fol-

lowing research questions:

1. How knowledgeable do stakeholders report feel-

ing regarding SEB problems and the school-based 

approaches to identifying and assessing them? Does 

reported knowledge differ across stakeholder groups?

2. To what extent do stakeholders believe that SEB prob-

lems are a concern that should be addressed in schools? 

Do reported beliefs differ across stakeholder groups?

3. To what extent do stakeholders perceive that there is 

pressure to change school-based screening from differ-

ent sources in their communities? Do perceptions differ 

across stakeholder groups?

4. Which particular behaviors or risk factors do stakehold-

ers believe schools should screen for the presence of in 

school settings?

5. What approaches do stakeholders believe schools should 

take to identifying and supporting the SEB needs of stu-

dents?
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It was hypothesized that differences would exist with 

regard to reported knowledge and beliefs, given the varied 

levels of preparation across stakeholder groups for address-

ing student SEB concerns. For example, it was anticipated 

that school support staff would report higher levels of 

knowledge and stronger beliefs regarding the importance of 

addressing SEB problems than teachers or parents. Addi-

tionally, it was hypothesized that school-based stakeholders 

would be more likely to endorse the use of screening pro-

cedures to identify a range of SEB concerns than parents/

guardians given concerns raised by families regarding poten-

tial stigmatization.

Methods

Data for this study were collected as part of a larger survey 

project designed to explore the current status of school-

based SEB assessment and intervention practices. School 

districts were identified for participation using the 2013–14 

Common Core of Data Local Education Agency Universe 

Survey (National Center for Education Statistics, 2013–14), 

a federally maintained database of all public elementary and 

secondary schools in the USA. An invitation to participate 

in the overall project was sent to all eligible district superin-

tendents (n = 12,132). Eligible districts included both regular 

local school districts and those that were part of a supervi-

sory union in which more than 100 students were enrolled 

(thus excluding special districts such as those affiliated with 

a special population, charter schools, virtual schools, etc.). 

Once district approval was obtained, the first survey was 

sent to a district-level administrator who was most familiar 

with the SEB assessment and intervention practices in the 

district (e.g., Superintendent, Director of Special Educa-

tion). Completion of the district-level survey subsequently 

prompted the random selection of one elementary (i.e., low-

est grade = PK-4, highest grade = PK-8) and one secondary 

(lowest grade = 5–12, highest grade = 5–12) level school 

within the district. School building administrators (e.g., 

Principal, Assistant Principal) were then asked to (a) com-

plete a building-level survey, (b) provide contact information 

for a student support personnel (e.g., school psychologist, 

school social worker) who would complete their own survey, 

and (c) distribute a survey link to all teachers and parents/

guardians in the building. Any respondents who completed 

the surveys were eligible to participate in a raffle to win an 

Amazon gift card. Complete information regarding the pro-

ject methodology appears in Marcy et al., (2018).

All survey responses were collected between December 

2015 and December 2016. Although 1330 district admin-

istrators responded to the initial survey, participation from 

the other four stakeholder groups was highly variable across 

districts. That is, although substantial numbers responded 

within each stakeholder group (i.e., 495 school building 

administrators, 320 school support staff, 1652 teachers, 3243 

parents), not every district had respondents from all groups. 

The sample of 1330 school districts comes from the North-

east (34%), Midwest (35%), South (19%), and West (12%). 

Two-thirds of participating districts served between 1001 

and 5000 students (46%) or 5001–15,000 students (25%), 

with lesser representation of districts serving 100–500 

(13%), 501–1000 (11%), and 15,001 or more (5%) students.

Materials

The research team developed five survey measures within 

the larger project to understand both the current status of 

SEB practices in schools, as well as the knowledge and 

beliefs of key stakeholders related to student SEB concerns 

and the options for addressing them. These surveys were 

developed through a multistage process. First, item content 

was generated based upon a review of the literature as well 

as input from experts in the fields of school mental health. 

Draft measures were next shared with an Advisory Board 

comprised of individuals with expertise in school-based 

assessment, educational policy, implementation science, 

and youth mental health. The Advisory Board members 

were asked to provide feedback with regard to both the item 

content and wording, which was used to drive revisions to 

the measures. Next, the survey measures underwent cog-

nitive testing to identify any potentially unclear questions, 

response options, or language within the surveys. Members 

of the research team conducted cognitive interviews with a 

total of three district administrators, four school building 

administrators, six student support staff, six teachers, and 

six parents across both elementary and secondary levels. 

Feedback from the cognitive interviews was used to inform 

any final edits to the measures.

As previously noted, all respondents completed online 

surveys specifically tailored to their role within the school 

district (i.e., district administrator, school building admin-

istrator, student support staff, teacher, and parent). As such, 

the content and length of each survey varied across stake-

holder groups. For example, although both administrators 

and student support staff reported on current assessment 

practices employed within the district or school, parent and 

teacher surveys did not include these questions (for com-

plete surveys, see Authors, 2018). As the goal of the current 

paper was to compare reported knowledge and beliefs across 

stakeholder groups, only those survey items included across 

all five stakeholder surveys are described here.

All stakeholder groups completed three sections of the 

survey. The first section (19 items) addressed stakehold-

ers’ knowledge and beliefs regarding SEB problems, in 

general, and SEB screening, in particular (see Table 1 for 

example items). Within the second section of the survey, 
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all respondents were asked one question about what 

approach they personally believed that schools should take 

to identifying and supporting the SEB needs of students. 

Five different SEB identification approaches were offered 

(see Table 2 for descriptions), which were randomized in 

the online survey by participant to minimize presumed 

desirability of any given approach. If respondents favored 

an alternative approach or were not sure of what approach 

schools should take, they could indicate this as well. The 

final section of the survey explained that some schools 

are now screening for SEB problems in a similar way to 

how schools have traditionally screened for physical health 

issues like scoliosis (i.e., assessing all students to iden-

tify those at risk). Across 17 items, respondents were then 

asked to indicate the degree to which they believed schools 

should screen for either problems or resilience factors.

Table 1  Survey content: Likert-type items (latent factors of study in bold)

a—(1 = no understanding, 5 = complete understanding), b—(1 = do not agree at all, 5 = completely agree), c—(1 = no pressure, 5 = great deal of 

pressure), d—(1 = definitely should not, 4 = definitely should, 5 = don’t know)

Survey section Items Scale Alpha Example item

1. Stakeholder knowledge and beliefs

1a. Knowledge of the scope of SEB problems and the 

options for addressing them in schools (Knowledge)

9 5-point  Likerta 0.92 Rate your understanding of the extent to which student 

social, emotional, and behavioral problems occur in 

the community

1b. Personal beliefs about SEB problems (Beliefs) 3 5-point  Likertb 0.73 Rate the degree to which you agree with the following 

statement: Addressing student social, emotional, and 

behavioral problems should be a priority

1c. Perceived pressure to change school-based SEB 

screening from different sources (Pressure)

5 5-point  Likertc 0.89 Rate the degree to which you see pressure to change 

school-based social, emotional, and behavioral 

screening from each of the following sources in your 

community (e.g., school administrators, families)

2. What do stakeholders believe that schools should 

screen for?

Please indicate whether you think each area should 

generally be included in a routine school-based 

screening…

2a. Internalizing or externalizing problems (Psycho-

pathology)

6 5-point  Likertd 0.90 Examples

 Inattentive/hyperactive/impulsive

 Rejected by peers, socially isolated, excessively shy

2b. Competencies or resilience factors (Competence) 6 5-point  Likertd 0.88 Examples

 Having a sense of competence

 Being cooperative

2c. Experiencing abuse/neglect or living in a house-

hold with risk factors (Abuse)

5 5-point  Likertd 0.95 Examples

 Experiencing physical abuse (e.g., being pushed or 

hit) or neglect (e.g., not being cared for) by an adult

 Living in a household where emotional, physical, 

and/or sexual abuse occurs

Table 2  Possible approaches to identifying and supporting SEB needs in schools

Short description Full description

External referral Schools refer students who are exhibiting SEB problems to an outside consultant or agency

Internal referral Schools refer students who are exhibiting SEB problems to an internal support team to develop and implement an 

intervention plan

Response to intervention Schools encourage teachers to independently develop and implement an intervention plan to see if a SEB problem can 

be addressed in the classroom. If the problem does not change, then refer the student for assistance

Universal screening Teachers complete a brief SEB screening measure for all students and refer any student falling outside the typical 

range for assistance

Multiple-gated screening Familiar adults nominate those students exhibiting SEB problems, and then complete a screening measure only for 

those nominated students to determine who gets referred for assistance
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Data Analysis

In order to draw meaningful and dependable comparisons 

across stakeholder groups, we conducted exploratory fac-

tor analyses using SPSS 25.0 in order to reduce the items 

within Sections 1 and 3 of the survey into a smaller number 

of dimensions. Factor analyses were conducted using the full 

survey sample (i.e., 7040 respondents). Subsequent to ensur-

ing that the matrix was factorable (i.e., Kaiser–Meyer–Olkin 

measure of sampling adequacy = 0.90; Bartlett’s test of sphe-

ricity χ2(171) = 65,086.22, p < 0.001), the correlation matrix 

was examined for evidence of multicollinearity (i.e., inter-

item correlations above 0.80) and the table of communali-

ties was reviewed to identify any values below 0.30 (which 

would indicate minimal relatedness with other items). This 

step resulted in two items being identified as problematic 

and therefore deleted. The remaining 17 items were sub-

jected to principal axis factoring with an oblimin rotation 

given that the factors were expected to correlate. Both (a) 

review of the eigenvalues and scree plot and (b) results of 

parallel analysis suggested the presence of three primary 

factors. All 17 items were found to load strongly (i.e., pattern 

coefficient above 0.45) on one primary factor, and descrip-

tions of these subscales are presented in Table 1.

A similar factor analytic process was followed in order 

to reduce the item content within the third section of the 

survey after determining that the item matrix was factorable 

(Kaiser–Meyer–Olkin measure of sampling adequacy = 0.92; 

Bartlett’s test of sphericity χ2(136) = 87,014.24, p < 0.001. 

The 17 items were screened for evidence of multicollinear-

ity or low communalities; however, no items were identified 

to be problematic. Again, the eigenvalues, scree plot, and 

results of parallel analysis suggested the presence of three 

primary factors and all items were found to load strongly 

(see Table 1 for descriptions of these factors).

With the six factors described in Table 1 (i.e., Knowl-

edge, Beliefs, Pressure, Psychopathology, Competence, and 

Abuse), we sought to determine whether statistically sig-

nificant differences existed in mean scores on these factors 

across stakeholder groups for the full survey sample of 7040 

respondents in 1330 districts. The respondents included 

1330 district administrators (19%), 495 building adminis-

trators (7%), 3243 parents (46%), 320 school support staff 

(5%), and 1652 (23%) teachers.

To determine whether statistically significant differences 

existed on the latent factors across stakeholder groups, we 

employed a Multiple Indicators Multiple Causes (MIMIC) 

model (Hauser & Goldberger, 1971; Jöreskog & Goldberger, 

1975). The MIMIC model, a special type of structural equa-

tion model (Bollen, 1989), evaluates mean group differences 

between the stakeholder groups. The MIMIC model used 

in this study is essentially a multivariate analysis of covari-

ance (MANCOVA) design because we are testing the mean 

differences across five groups on six dependent variables 

simultaneously controlling for district size, district census 

region, and the percent of nonwhite students in the district. 

The MIMIC model approach with the factors regressed 

on the covariate causes, including the group membership 

dummy variables with district administrator as the reference 

group, allows for testing group differences on the six factors 

which is analogous to simultaneous dummy variable regres-

sions (Kaplan, 2001).

The MIMIC model includes two pieces: a measurement 

model and a structural model. The measurement model 

describes the relationships between each of the six factors 

and their indicators. The structural model specifies a set of 

regressions for each of the covariates in the model which 

are assumed to influence the latent factors. The covariates in 

the MIMIC model include stakeholder group (with district 

administrators as the reference group), district census region 

(with Midwest as the reference group), district size, and the 

percentage of nonwhite students in the district. A depiction 

of the MIMIC model can be seen in Fig. 1.

Given the MANCOVA design, and the interest in compar-

ing mean differences across each of the stakeholder groups 

on each of the six factors in Table 1, a series of omnibus tests 

are employed to control the familywise error rate (Maxwell 

& Delaney, 2004). First, a MANCOVA omnibus test using 

the Wald chi-squared test is performed in Mplus (Muthén 

& Muthén, 2017). This multivariate omnibus test evaluates 

whether all the stakeholder means are equal across all six 

factors. This multivariate omnibus is followed by six univar-

iate (one for each of the latent factors) analysis of variance 

(ANOVA) omnibus tests using the Wald chi-squared test in 

Mplus (Muthén & Muthén, 2017). If each of these tests is 

statistically significant, it provides protection against infla-

tion of the familywise Type I error rate, and post hoc mul-

tiple comparisons across each of the stakeholder groups on 

the six factors can be evaluated (Maxwell & Delaney, 2004).

Prior to fitting the MIMIC model, the measurement 

model for this study was evaluated using confirmatory fac-

tor analysis (CFA; Brown, 2006). The CFA for the meas-

urement model and the MIMIC model were conducted in 

Mplus Version 8 using weighted least square mean vari-

ance (WLSMV) estimator (Muthén & Muthén, 2017). The 

WLMSV estimator is used due to the ordinal Likert scale 

of the indicators in the measurement model. Measures 

of goodness of fit that was used in this study were the 

root mean square error of approximation (RMSE), and 

the comparative fit index (CFI), the Tucker–Lewis Index 

(TLI).1 The three indices, for which there is considerable 

1 The weighted root mean square residual (WRMR) is available. 

However, this statistic is not reported as it is still considered experi-

mental and not recommend with large sample sizes (cf, DiStefano, 

Liu, Jiang & Shi, 2018).
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disagreement, are considered as demonstrating adequate fit 

when the RMSEA ≤ 0.05 and the CFI and TLI are greater 

than ≥ 0.95 (Hu & Bentler, 1999). The chi-square tests of 

model fit are reported. The chi-square tests are known to 

be influenced by sample size and model fit (Cheung & 

Rensvold, 2002).

Although a maximum of two school building admin-

istrators and two student support staff could participate 

within each district (i.e., one elementary, one secondary), 

the number of teacher and parent respondents varied widely 

across included districts. The mean number of participat-

ing teachers within each district was 9.23 (SD = 7.96), 

whereas the mean number of participating parents was 29.75 

(SD = 32.00). To ensure that comparisons across stakeholder 

groups and districts were meaningful (i.e., not overly influ-

enced by the sample size of one particular group/district), we 

used the Mplus TYPE = Complex option to obtain correct 

standard errors and a chi-square test of model fit taking into 

account clustering within district (Muthén & Muthén, 2017).

There was approximately 1% of missing data in this study. 

There were only 10 cases with missing on the covariates 

and 61 cases with missing on the indicators. The WLMSV 

approach handles missing data with a pairwise present 

approach (Asparouhov & Muthén, 2010). The pairwise 

present approach allows all observations to be used when 

estimating correlations.

Results

The measurement model had 34 indicators or observed 

variables for the six factors. The measurement model also 

included nine observed variables for the covariates that 

correlate freely with the six latent variables: percent non-

white, district size, three dummy variables for district census 

region, and four dummy variables for building administrator, 

school support staff, teachers, and parents. The goodness 

of fit indices for the measurement model are reported in 

Table 3. The goodness of fit indices provide evidence of 

Fig. 1  Multiple indicators multiple causes model for this study. e1–e24 are the measurement errors in the model. Press. pressure, Comp. compe-

tence, Psych. psychopathology, Know. knowledge

Table 3  Model fit

MIMIC multiple indicators multiple causes

Model Chi square CFI/TLI RMSEA

Measurement model 7886.707 

(800) = < 0.01

0.977/0.974 0.035

MIMIC model 7780.782 

(764) = < 0.01

0.977/0.973 0.036
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adequate model fit according to the CFI/TLI (0.977/0.974) 

and RMSEA (0.035). The chi-square was statistically sig-

nificant, χ2 (800) = 7886.707, p < 0.01. The results of the 

measurement model are not depicted here; however, we do 

note that standardized loadings ranged from 0.77 to 0.84 for 

Knowledge, 0.65–0.84 for Beliefs, 0.77–0.867 for Pressure, 

0.78–0.84 for Psychopathology, 0.72–0.84 for Competence, 

and 0.81–0.97 for Abuse.

The goodness of fit indices for the MIMIC model in 

Fig. 1 are also in Table 3. The fit indices provide evi-

dence of adequate model fit according to the CFI/

TLI (0.977/0.973) and RMSEA (0.036). The chi 

square was statistically significant, χ2(764) = 7780.78, 

p < 0.01. The results of the MIMIC model are reported 

in Table 4. The multivariate Wald test was statistically 

significant (χ2 = 561.832, df = 18, p < 0.01). The six 

univariate Wald test for the knowledge (χ2 = 140.907, 

df = 3, p < 0.01), Beliefs (χ2 = 14.864, df = 3, p < 0.01), 

Pressure χ2 = 235.023, df = 3, p < 0.01), Psychopathology 

χ2 = 12.101, df = 3, p < 0.01), Competence (χ2 = 24.081, 

df = 3, p < 0.01), and Abuse (χ2 = 30.716, df = 3, p < 0.01) 

dependent variables were each statistically significant 

(Wald test results in parenthesis). Given that the MIMIC 

model used district administrators as the reference group 

for the dummy variables, post hoc multiple comparison 

contrasts between all the other pairs of stakeholder groups 

were computed and these are reported in Table 5. The 

group differences for the six factors are also shown in 

Fig. 2 with error bars. The correlations among the latent 

factors are reported in Table 6. For the results reported 

below, only standardized coefficients for statistically 

significant effects are reported in text. The R-squared 

for the latent factors were Knowledge (R2 = 0.04), 

Beliefs (R2 = 0.02), Pressure (R2 = 0.09), Psychopathol-

ogy (R2 = 0.02), Competence (R2 = 0.01), and Abuse 

(R2 = 0.02) and are reported in Table 4.

Table 4  MIMIC model results

Est estimate, SE standard error

*p < 0.05; **p < 0.01; ***p < 0.001

a—Reference group is district administrators, b—reference group is the Midwest

Knowledge Beliefs Pressure Psychopathology Competence Abuse

Est SE Est SE Est SE Est SE Est SE Est SE

Buildinga − 0.10 0.06 − 0.03 0.07 − 0.06 0.06 0.09 0.07 0.10 0.07 0.02 0.07

Parenta − 0.36*** 0.04 0.07 0.05 0.52*** 0.04 0.32*** 0.05 0.14** 0.05 0.33*** 0.05

School  SSa 0.49*** 0.08 0.33*** 0.09 − 0.20** 0.07 0.32*** 0.09 0.28** 0.08 0.00 0.08

Teachera − 0.31*** 0.05 0.12* 0.06 − 0.04 0.05 0.31*** 0.05 − 0.02 0.05 0.27*** 0.05

North  Eastb 0.06 0.04 0.06 0.04 0.04 0.03 0.07 0.04 − 0.01 0.04 0.07 0.04

Southb − 0.04 0.05 − 0.18*** 0.05 − 0.16*** 0.04 − 0.03 0.05 − 0.05 0.04 0.01 0.05

Westb 0.00 0.05 − 0.05 0.06 − 0.08* 0.03 − 0.04 0.06 − 0.05 0.06 0.01 0.06

% Nonwhite 0.11 0.09 0.11 0.09 0.19** 0.07 0.10 0.10 0.06 0.08 − 0.01 0.09

District Size 0.05** 0.02 0.09*** 0.02 0.02 0.01 0.03 0.02 0.04* 0.02 0.01 0.02

R-squared 0.04 0.02 0.09 0.02 0.01 0.02

Table 5  Remaining group differences on six latent variables adjusted for census region, district size, and percent nonwhite

Group differences on the six latent factors. The mean of the group on the right-hand side of the dash is subtracted from the mean of the group on 

the left-hand side of the dash

BLD building administrators, PAR parents, SSS school support staff, TCH teachers. Standardized differences are reported, SE standard error

*p < 0.05; **p < 0.01; ***p < 0.001

Knowledge Beliefs Pressure Psychopathology Competence Abuse

Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE

BLD–PAR 0.27*** 0.06 − 0.10 0.07 − 0.61*** 0.06 − 0.23** 0.07 − 0.04 0.07 − 0.32*** 0.07

BLD–SSS − 0.60*** 0.09 − 0.37*** 0.10 0.14 0.08 − 0.23* 0.10 − 0.18 0.09 0.02 0.10

BLD–TCH 0.21** 0.06 − 0.15* 0.07 − 0.03 0.06 − 0.23** 0.07 0.12 0.07 − 0.26*** 0.07

PAR–SSS − 0.87*** 0.08 − 0.27** 0.09 0.75*** 0.08 0.00 0.08 − 0.14 0.08 0.33*** 0.08

PAR–TCH − 0.06 0.04 − 0.05 0.05 0.58*** 0.04 0.01 0.04 0.16*** 0.04 0.06 0.05

SSS–TCH 0.81*** 0.08 0.21* 0.09 − 0.17* 0.07 0.01 0.09 0.30*** 0.08 − 0.27** 0.08
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Stakeholder Knowledge of SEB Problems

From the MIMIC model, a number of differences across 

the stakeholder groups become apparent. In standardized 

coefficients, from Tables 4 and 5, we can see that school sup-

port staff reported greater knowledge of SEB problems than 

district administrators (β = 0.49), building administrators 

(β = − 0.60),2 parents (β = − 0.87), and teachers (β = 0.81). 

Additionally, both teachers and parents reported less knowl-

edge than district administrators (Teachers: β = − 0.31; Par-

ents: β = − 0.36) or school building administrators (Teachers: 

β = − 0.21; Parents: β = − 0.27).

Fig. 2  Group differences on the 

six latent factors reported with 

standard error bars. The mean 

of the group on the right-hand 

side of the dash is subtracted 

from the mean of the group on 

the left-hand side of the dash. 

BLD building administrators, 

DST district administrators, 

PAR parents, SSS school support 

staff, TCH teachers. Standard-

ized differences are reported

Table 6  Table of correlations 

among latent factors
Knowledge Beliefs Pressure Psychopathology Competence Abuse

Knowledge 1

Beliefs 0.373 1

Pressure 0.084 0.170 1

Psychopathology 0.179 0.455 0.081 1

Competence 0.171 0.406 0.149 0.697 1

Abuse 0.086 0.327 0.073 0.571 0.398 1

2 Recall that the negative here is simply due to the contrast. The 

negative in this case indicates that school support staff have greater 

knowledge as the contrast was coded as building administrator minus 

school support staff.
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Mean item responses on the items associated with the 

knowledge factor are shown in Table 7. Although most mean 

responses indicated strong levels of reported knowledge, 

reported agreement was in the moderate to strong range 

concerning the options for treating SEB problems (range 

3.18–4.08), options for preventing SEB problems (range 

3.15–3.89), and the approaches to SEB assessment (range 

3.06–3.86), but in the strong to complete range for knowl-

edge of the effects of SEB problems on student success 

(range 4.13–4.54).

Stakeholder Beliefs Regarding SEB Problems

From the MIMIC model, we see there are several statistically 

significant differences between the stakeholder groups in 

terms of beliefs regarding SEB problems. Again, in terms of 

standardized coefficients from Tables 4 and 5, we see school 

support staff reporting stronger beliefs regarding SEB prob-

lems than district administrators (β = 0.33), school build-

ing administrators (β = − 0.37), parents (β = − 0.27), and 

teachers (β = 0.21). Teachers also reported having stronger 

beliefs regarding SEB problems than district administrators 

(β = 0.12) and school building administrators (β = − 0.15). 

There were no other statistically significant differences 

between the remaining stakeholder groups.

Mean responses for each belief item are presented across 

stakeholder groups in Table 8. Stakeholders reported con-

sistently strong agreement that student SEB problems are 

a concern (range 4.45–4.63), addressing them should be a 

priority (range 4.47–4.75), and that including SEB screen-

ing procedures is an important step toward addressing SEB 

problems at school (range 4.08–4.33).

Stakeholder Pressure to Change

From the MIMIC model, in terms of standardized coeffi-

cients from Tables 4 and 5, we can see that parents reported 

greater perceived pressure to change than district administra-

tors (β = 0.52), building administrators (β = − 0.61), school 

support staff (β = 0.75), and teachers (β = 0.58). Besides 

parents, the only other statistically significant group differ-

ences were found with respect to school support staff, who 

reported less perceived pressure to change than both district 

administrators (β = − 0.20) and teachers (β = − 0.17). There 

were no other statistically significant differences between the 

remaining stakeholder groups.

Table 7  Means (SDs) across survey items assessing stakeholder knowledge of SEB problems (n = 1251)

Item responses provided on 5-point scale (1 = no understanding to 5 = complete understanding); SEB social, emotional, and behavioral. Means 

were computed using listwise deletion. The number of districts for which there were complete cases was 1251 which represents 94.1% of the 

1330 districts

District administrator School building 

administrator

Student support staff Teachers Parents

Causes of SEB problems 3.92 (0.80) 3.83 (0.74) 4.32 (0.63) 3.75 (0.78) 3.73 (0.97)

Effects of SEB problems on success 4.23 (0.74) 4.21 (0.75) 4.54 (0.60) 4.17 (0.77) 4.13 (0.94)

Signs of SEB problems 3.99 (0.78) 3.99 (0.74) 4.37 (0.62) 3.83 (0.77) 3.76 (0.97)

Prevalence of SEB problems 3.79 (0.85) 3.72 (0.84) 3.95 (0.79) 3.48 (0.95) 3.45 (1.13)

Community impact of SEB problems 4.03 (0.84) 3.93 (0.85) 4.26 (0.74) 3.85 (0.92) 3.88 (1.03)

Options for treating SEB problems 3.60 (0.90) 3.47 (0.87) 4.08 (0.79) 3.27 (0.92) 3.18 (1.19)

Options for preventing SEB problems 3.58 (0.90) 3.46 (0.87) 3.89 (0.84) 3.24 (0.91) 3.15 (1.19)

Purpose of SEB screening assessment 3.93 (0.91) 3.85 (0.91) 4.29 (0.78) 3.86 (0.94) 3.80 (1.11)

Approaches to SEB assessment 3.50 (0.92) 3.42 (0.93) 3.86 (0.84) 3.21 (0.98) 3.06 (1.23)

Table 8  Means (SDs) across survey items assessing stakeholder beliefs regarding SEB problems (n = 1251)

Item responses provided on 5-point scale (1 = do not agree at all to 5 = completely agree); SEB social, emotional, and behavioral. Means were 

computed using listwise deletion. The number of districts for which there were complete cases was 1251 which represents 94.1% of the 1330 

districts

District administrator School build-

ing adminis-

trator

Student support staff Teachers Parents

Student SEB problems are a concern 4.50 (0.72) 4.45 (0.78) 4.63 (0.64) 4.53 (0.74) 4.46 (0.88)

Addressing student SEB problems should be a priority 4.47 (0.70) 4.52 (0.70) 4.75 (0.51) 4.53 (0.71) 4.52 (0.81)

Including SEB screening procedures is important 4.20 (0.86) 4.08 (0.93) 4.32 (0.77) 4.33 (0.82) 4.32 (0.98)
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The mean responses for each pressure to change item are 

presented across stakeholder groups in Table 9. Although 

pressure was perceived to be fairly modest across most 

stakeholders and sources (i.e., roughly a mean score of 3 on 

a 1–5 scale), the four school-based stakeholder groups per-

ceived there to be notably less pressure from local political 

leaders (range 1.84–2.18) than from school personnel (range 

3.04–3.68) or community members (range 2.43–3.42).

Appropriate Screening Targets

Finally, respondents were asked to indicate whether they 

believed that schools should screen for the presence of par-

ticular behaviors or risk factors. As indicated earlier, the 

items in this section assessed three underlying constructs: 

internalizing/externalizing problems, competence/resilience 

factors, and abuse/neglect. The MIMIC model provided 

several insights into stakeholder beliefs regarding appropri-

ate screening targets (see Tables 4, 5). Although the two 

administrator groups (i.e., district, school building) reported 

consistent beliefs concerning what schools should screen 

for, notable differences were identified across the other 

three stakeholder groups. First, school support staff, teach-

ers, and parents were all more likely to report that schools 

should screen for internalizing/externalizing behaviors than 

building administrators (Support staff: β = − 0.23; Teach-

ers: β = − 0.23; Parents: β = − 0.23) or district administra-

tors (Support staff: β = 0.32; Teachers: β = 0.31; Parents: 

β = 0.32). Second, teachers were less likely to report that 

schools should screen for indicators of competence than stu-

dent support staff (β = − 0.30) or parents (β = − 0.16), and 

district administrators were similarly less likely to endorse 

screening for competence than school support staff (β = 0.28) 

or parents (β = 0.14). Finally, parents were more likely to 

report that schools should screen for abuse than district 

administrators (β = 0.33), school building administrators 

(β = − 0.32), and student support staff (β = 0.33). Teachers 

were similarly more likely to report that abuse should be 

screened for than district administrators (β = 0.27), build-

ing administrators (β = − 0.26), and student support staff 

(β = − 0.27).

Table 10 provides further insight into these data. The val-

ues in the table represent the proportion of respondents that 

indicated schools definitely should screen for a particular 

problem/construct. As can be seen, there was some variabil-

ity within each overall category. The majority of respond-

ents—regardless of stakeholder group—indicated that 

schools should definitely screen for the presence of internal-

izing behaviors (range 63–78%), the presence of aggressive 

or violent behavior (range 59–76%), and whether a student 

has experienced emotional, physical, or sexual abuse (range 

69–80%). Endorsements were more mixed with regard to 

the appropriateness of screening for inattentive/hyperactive 

behavior and defiance, with administrators endorsing these 

behaviors less commonly (range 48–54%) than student sup-

port staff, teachers, and parents (range 58–66%). Finally, 

strong endorsement was least common when respondents 

were asked to consider screening for indicators of student 

competence or resilience. For example, less than half of 

respondents across all five stakeholder groups indicated that 

schools should definitely screen for whether students have a 

belief that somehow life will work out well.

Contextual Factors

Controlling for district size, census region, and percent 

nonwhite students allowed for the exploration of contextual 

factors influence on the six factors in this study. The results 

indicated that there were a few differences by district region. 

For instance, the results indicate that respondents from the 

Southern US had lower beliefs regarding SEB problems 

(β = − 0.18) and perceived there as being less pressure to 

Table 9  Means (SDs) across survey items assessing perceived pressure to change SEB screening practices (n = 1251)

Item responses provided on 5-point scale (1 = no pressure to 5 = great deal of pressure); SEB = social, emotional, and behavioral. Means were 

computed using listwise deletion. The number of districts for which there were complete cases was 1251 which represents 94.1% of the 1330 

districts

District administrator School build-

ing adminis-

trator

Student support staff Teachers Parents

Pressure to change SEB screening from school staff 3.25 (1.09) 3.24 (1.19) 3.04 (1.23) 3.26 (1.12) 3.68 (1.53)

Pressure to change SEB screening from school admin-

istrators

3.29 (1.14) 3.23 (1.21) 2.99 (1.26) 3.16 (1.16) 3.64 (1.58)

Pressure to change SEB screening from families 2.72 (1.08) 2.65 (1.13) 2.62 (1.19) 2.72 (1.12) 3.50 (1.54)

Pressure to change SEB screening from community 

groups/agencies

2.66 (1.11) 2.55 (1.18) 2.43 (1.16) 2.62 (1.11) 3.42 (1.68)

Pressure to change SEB screening from local political 

leaders

2.18 (1.08) 2.14 (1.16) 2.05 (1.14) 2.23 (1.13) 3.18 (1.86)
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change SEB screening practices (β = − 0.16) than respond-

ents from the Midwest. Those in the West were also more 

likely to report lower pressure to change than the Midwest 

(β = − 0.08). The percent of nonwhite students in the district 

was only found to influence pressure to change (β = 0.19), 

with those districts with greater percentages of nonwhite 

students reporting greater perceived pressure to change. Dis-

trict size was modestly positively related to knowledge of 

SEB problems (β = 0.05), beliefs regarding SEB (β = 0.09), 

and screening for competence (β = 0.04), with larger districts 

reporting greater levels of knowledge, stronger beliefs, and 

stronger beliefs that schools should screen for competence 

and resilience factors.

Relationships Among Six Factors

From the table of correlations among the six factors in this 

study in Table 6, we can see that in general those respond-

ents with higher reported levels of knowledge also reported 

higher levels of beliefs (ρ = 0.37). Those with stronger 

beliefs about SEB problems were also more likely to believe 

that schools should screen for psychopathology (ρ = 0.46), 

competence (ρ = 0.41), and abuse (ρ = 0.33). Perceived pres-

sure to change was not found to be strongly correlated with 

any of the other factors. There were also strong correlations 

between respondents’ endorsements of different screening 

targets. That is, those who endorsed screening for indicators 

of psychopathology were also likely to endorse screening 

for competence (ρ = 0.70) and abuse (ρ = 0.57), and those 

who endorsed screening for competence were more likely 

to endorse screening for abuse (ρ = 0.40).

Ideal Approach to Identifying Students with SEB 
Risk

Lastly, respondents were asked to indicate which of the five 

primary approaches to identifying and supporting the SEB 

needs of students they believed that schools should take (see 

Table 11). The two most popular endorsements across all five 

stakeholder groups were for the use of universal screening 

(range 32–42%) or for referral of at-risk students to an internal 

support team (range 25–41%). Modest support was provided 

for the use of targeted screening (range 9–12%) and for encour-

aging teachers to independently develop interventions (range 

6–10%). The proportions of respondents endorsing the use of 

external referral were found to be very low (range 2–7%).

Discussion

Population studies have consistently demonstrated that a 

large percentage of youth with mental health needs do not 

receive appropriate services (e.g., Simon et al., 2015). Given 

Table 10  Proportion of 

respondents indicating schools 

should definitely screen for a 

particular construct (n = 1330)

BA school building administrator, DA district administrator, PAR parents, SSS student support staff, TCH 

teachers

DA BA SSS TCH PAR

Internalizing/externalizing

 Anxiety and/or depression 0.65 0.67 0.78 0.73 0.72

 Violent and/or breaking rules 0.59 0.65 0.68 0.75 0.76

 Inattentive, hyperactive, impulsive 0.48 0.54 0.66 0.64 0.58

 Rejected by peers, socially isolated, shy 0.63 0.64 0.74 0.68 0.68

 Showing defiance toward adults 0.55 0.61 0.63 0.71 0.69

 Being aggressive 0.63 0.67 0.71 0.76 0.76

Competence/resilience

 Close relationship with one teacher/friend 0.59 0.59 0.69 0.47 0.47

 Good social or communication skills 0.57 0.60 0.68 0.54 0.58

 Having a sense of competence 0.45 0.48 0.54 0.44 0.50

 Believing that life will work out well 0.40 0.46 0.49 0.40 0.41

 Complying with adult expectations 0.46 0.54 0.58 0.59 0.58

 Being cooperative 0.52 0.59 0.63 0.59 0.59

Abuse/neglect

 Emotional abuse or neglect 0.70 0.69 0.69 0.79 0.74

 Physical abuse or neglect 0.71 0.72 0.71 0.80 0.77

 Sexual abuse 0.71 0.71 0.70 0.80 0.78

 Household member with risk factors 0.56 0.59 0.59 0.67 0.61

 Living in household where abuse occurs 0.71 0.70 0.70 0.80 0.77
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that over 90% of children under the age of 10 attend school, 

there is great potential for schools to play a role in identify-

ing struggling students early through universal screening and 

providing them with the supports necessary to alter negative 

trajectories (Romer & McIntosh, 2005). However, the suc-

cess of school-based efforts to address student SEB needs 

is largely dependent on the buy-in and commitment of mul-

tiple stakeholders (Greenberg et al., 2005). Although prior 

surveys have sought to understand teachers’ perceptions of 

SEB problems (e.g., Reinke et al., 2011; Rothi et al., 2008), 

decidedly less is known regarding the viewpoints of other 

critical stakeholders. The current study therefore sought 

to compare stakeholders’ knowledge and beliefs regarding 

SEB problems and school-based approaches to identifying 

them. Although some statistically significant differences 

were identified across stakeholder groups, patterns gener-

ally supported that stakeholders (a) reported being knowl-

edgeable about social, emotional, and behavioral problems 

and the school-based approaches to identifying and assess-

ing them, (b) believed that student social, emotional, and 

behavioral problems should be a prioritized concern and 

identified using screening procedures, and (c) perceived 

moderate amounts of pressure to change social, emotional, 

and behavioral screening practices from different sources in 

their communities.

Prior research has found that both teachers (e.g., Reinke 

et al., 2011) and administrators (e.g., Iachini et al., 2015) are 

greatly concerned about student SEB problems, and results 

of the current study echoed these concerns across stake-

holder groups. Although student support staff and teach-

ers’ reported beliefs were significantly stronger than both 

groups of administrators, it is notable that all mean scores 

fell at or above a 4.00, suggesting widespread agreement 

than SEB problems are a concern that should be prioritized 

and addressed using proactive methods of identification. 

Also of interest was the fact that larger districts reported 

stronger beliefs than smaller districts. Although there is not 

a perfect correspondence, urban schools tend to be larger in 

size than suburban or rural schools, and also to have higher 

percentages of students living in poverty as well as exhib-

iting behavior problems (Lippman, Burns, & McArthur, 

1996). These factors may help to explain why larger schools 

are more likely to view student SEB problems as a concern 

that needs to be addressed.

Another notable finding was that all stakeholder groups 

reported fairly high levels of knowledge about SEB prob-

lems, including their causes, impacts, and approaches to 

identifying and addressing them. Student support personnel 

reported higher levels of knowledge than any other group, 

which was not necessarily surprising given their specialized 

training. What was both unexpected and encouraging, how-

ever, were the higher levels of knowledge reported by other 

school personnel in the current study. Previous survey stud-

ies have found that both teachers (e.g., Reinke et al., 2011; 

Walter et al., 2006) and principals (e.g., Frabutt & Speach, 

2012) feel that they need additional training to effectively 

address SEB problems in the schools. Although respondents 

were not asked about their self-efficacy for addressing SEB 

problems in the current study, responses from district admin-

istrators, building administrators, and teachers did indicate 

knowledge of not only the causes, signs, and prevalence of 

SEB problems, but of the options for identifying and treating 

these problems as well. Although knowledge does not inher-

ently lead to appropriate action, educators’ understanding of 

the nature of SEB problems is a critical cornerstone of an 

effective school mental health program (US Public Health 

Service, 2000). In contrast, parents reported significantly 

lower levels of knowledge than any of the other stakeholder 

groups, suggesting that parental education in this realm may 

be important.

When stakeholders were asked what approach they 

believed schools should take to identifying and addressing 

SEB problems, the overwhelming majority of respondents 

indicated the responsibility fell with the school as opposed to 

something that should be referred externally. The use of uni-

versal screening was most strongly endorsed by student sup-

port staff and parents, whereas both groups of administrators 

and teachers more strongly endorsed referring students to 

Table 11  Percentage of stakeholders reporting ideal approach to SEB risk identification (n = 1330)

District adminis-

trator (%)

School building 

administrator (%)

Support staff (%) Teachers (%) Parents (%)

Refer students externally 5.94 4.04 1.56 7.02 5.94

Refer students to internal support team 38.80 41.01 31.88 38.44 24.92

Encourage teachers to independently develop 

interventions

7.89 7.27 8.12 5.99 9.56

Universal screening 31.95 32.93 41.56 35.77 32.07

Targeted screening of nominated students 10.45 9.29 10.31 12.35 10.39

Don’t know – – – – 5.55

Missing 4.96 5.45 6.56 0.42 12.09
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an internal support team. Given that multidisciplinary con-

sultation teams have been in place in schools for several 

decades and have demonstrated effectiveness in improving 

both academic and behavioral outcomes, it is not surpris-

ing that these groups endorsed the use of internal referral 

(Chalfant, Pysh, & Moultrie, 1979). Potential reasons why 

administrators and teachers may be somewhat less interested 

in implementing universal screening have been suggested 

in prior literature. For example, district administrators have 

highlighted resource constraints involved in screening (e.g., 

financial costs, availability of materials) (Bruhn et al., 2014) 

and concerns regarding reduced input on the part of teachers 

have also been raised (NRCIM, 2009).

In light of the low rates of SEB screening implemen-

tation identified in prior work (i.e., 9–13% of schools; 

Dineen et al., 2019; Bruhn et al.,  2014), we were curious 

to know the extent to which stakeholders perceived pres-

sure to change the practices used to identify and support 

students with SEB needs within their local communities. 

Interestingly, parents perceived there to be stronger levels 

of pressure to change practices than any of the other stake-

holder groups. Although statistical comparisons could not 

be made based on individual items, examination of the item 

descriptives seems to suggest that whereas parents perceive 

pressure as coming from both the school and local communi-

ties, school staff feel that pressure is exerted more strongly 

from within. This raises the question of whether schools 

are regularly soliciting input from families and communi-

ties regarding what supports they believe are necessary for 

students. An additional finding of interest was the fact that 

there were higher levels of perceived pressure to change 

practices within those school communities that were more 

racially and ethnically diverse. Although further exploration 

is needed, this perceived pressure may be linked to the prob-

lems noted with disproportionality in the use of exclusion-

ary discipline practices between students from majority and 

minority backgrounds (US Department of Education Office 

for Civil Rights, 2016).

More than one interesting finding emerged when stake-

holders were asked what behaviors and risk factors they 

believed that schools should include in screening. First, 

endorsements were consistently high across both broad 

constructs and individual items. In most cases, over half of 

respondents indicated that schools definitely should screen 

for a particular concern, and in some cases, percentages were 

upwards of 70% (e.g., anxiety/depression, physical abuse or 

neglect). When school districts have indicated use of SEB 

screening (Bruhn et al., 2014), they have been most likely 

to report using tools designed to identify the presence of 

internalizing and/or externalizing problems, such as the 

Behavior Assessment System for Children-3 Behavioral and 

Emotional Screening System (Kamphaus & Reynolds, 2015) 

or the Student Risk Screening Scale (Drummond, 1994). 

Current data suggest, however, that there is also interest in 

screening for both student strengths and risk factors, thereby 

potentially warranting the need to educate stakeholders on 

the broader range of screening tools available for use in 

schools (e.g., Moore et al., 2015).

Second, although levels of endorsement for screening 

were found to be fairly high across behavioral targets, there 

were a couple of differences across stakeholder groups worth 

noting. For one, district administrators were less likely to 

endorse screening across constructs (i.e., internalizing/

externalizing, competence/resilience, abuse). Although the 

reasons for this were unfortunately not explored, barriers 

to screening identified by administrators in a prior study 

included the availability of materials and costs involved 

(Bruhn et al., 2014). Such findings do raise some concern, 

given that administrators’ philosophical and logistical sup-

port for a program may determine whether it is ultimately 

implemented (e.g., Gottfredson & Gottfredson, 2002; Kam, 

Greenberg, & Walls, 2003). Additionally, it was notable that 

levels of support for screening among parents were higher 

than anticipated, whereas it has been hypothesized that fears 

related to stigmatization identified in prior research (e.g., 

Murry et al., 2011) would make parents more reticent to 

endorse school-based screening, this was not evidenced in 

the data. In fact, parents were significantly more likely to 

endorse screening for competence/resilience factors than 

teachers and for indicators of abuse than administrators or 

student support staff.

Limitations and Directions for Future Research

Results of the current study help to advance our understand-

ing of what stakeholders know and believe about school-

based efforts to identify and support student SEB needs; 

however, limitations of this study should be noted.

First, because there was a great deal of variation in terms 

of the number of respondents within each stakeholder group, 

we chose to adjust the standard errors in the MIMIC model 

using the TYPE = COMPLEX procedure in Mplus. The pro-

cedure allowed us to account for differences in cluster sizes 

and obtain clustered standard errors. Although this allowed 

us to make more balanced comparisons across districts and 

stakeholder groups, clustered standard errors are not without 

limitation. An assumption of clustered standard errors is that 

the number of clusters goes to infinity (Ibragimov & Müller, 

2016). With fewer clusters, the standard errors will not be 

estimated as precisely. The number of clusters in this study 

is quite large (1330) and may reduce this concern.

Second, the R-squared values in this study were quite 

low (less than 10% and a few near 1–2%). Even though the 

predictors of interest were found to be statistically signifi-

cant, the low R-squared indicates that the predictors do not 

explain a substantial amount of the variability in the latent 
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factors. These low R-squared values indicate that any predic-

tions based on a respondent’s level of a latent factor would 

be less precise.

Lastly, stakeholders self-reported on their knowledge, 

beliefs, and opinions regarding student SEB problems via 

an online survey. Limitations of self-report include the fact 

that respondents may have been more likely to respond in a 

socially desirable way or to believe that they know more than 

they may actually do. For example, respondents may believe 

that they can identify the signs of SEB problems when, in 

fact, they may not comprehend the full range of signs. It 

is important to note that although statistically significant 

differences were identified across stakeholder groups, the 

overall mean levels of knowledge and beliefs reported were 

fairly high. For example, mean scores across those items 

assessing both knowledge and beliefs concerning SEB 

problems largely fell between 3.50 and 4.00 on a 5-point 

scale. Higher levels of reported knowledge and beliefs may 

have contributed to ceiling effects in some cases. In addi-

tion, having respondents complete a survey meant that we 

were unable to ask clarification questions. For example, as 

noted previously, respondents seemed to be less likely to 

strongly endorse screening for externalizing than internal-

izing concerns; however, the specific reasons for this remain 

unknown.

Implications

Results of the current study suggest that a role for schools 

in the identification and treatment of SEB problems is a 

shared priority within local communities (e.g., among par-

ents, teachers, administrators). That is, key stakeholders not 

only acknowledged that student SEB problems are signifi-

cant and need to be addressed, but also endorsed the use of 

proactive school-based approaches to risk identification and 

treatment. The percentages of respondents who endorsed the 

use of universal SEB screening in the current sample (range 

32–42%) were much larger than would be anticipated given 

actual implementation estimates (i.e., 9%; Dineen et al., 

2019), suggesting that additional factors beyond accept-

ability may need to be considered when trying to under-

stand why calls from researchers and policymakers have 

not translated into practice. Much attention, for example, 

has been paid in recent years to the development and psy-

chometric validation of school-based SEB screening instru-

ments; however, the feasibility and ongoing practicality of 

these assessment procedures has received decidedly less 

emphasis. Feasibility concerns including financial costs, the 

availability of trained staff, and the extra work involved in 

carrying out assessment procedures have all been identified 

as potential barriers to universal screening implementation 

(NRCIM, 2009). Schools may also be hesitant to implement 

universal SEB screening procedures if they do not have the 

appropriate resources in place to offer follow-up services 

(NRCIM, 2009). Additionally, although the results of the 

current study indicate that there is strong support for school-

based screening across a broad range of SEB constructs, 

schools may not be familiar with, or have access to, instru-

ments that align with the constructs of most interest. Thus, 

future work to provide districts with more detailed guid-

ance about how screening can be used to identify a range of 

relevant issues might further help to reduce the barriers to 

actual implementation.
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