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Abstract

Examining self-reported problems of students receiving school mental health (SMH) services holds promise
for informing strategies across all tiers of school support. However, no prior research has investigated
students’ self-reported needs. The current study coded open-ended youth problem statements (N = 1212)
from a diverse sample of 455 students (37.4% white) receiving SMH services in 52 high schools across three
states. Problem statements were coded against 120 items of the Child Behavior Checklist (CBCL, Achenbach
& Rescorla, 2001) and 24 additional problem domains not found in the CBCL. Most frequently cited problems
were poor schoolwork (n=190, 43.0% of all students), family problems (n = 90, 20.4%), and anxiety (n = 89,
20.1%). Thirty-three percent of students identified problems that loaded on the CBCL internalizing scale only,
24.0% identified problems from the externalizing scale only, 19.5% identified both internalizing and
externalizing problems, and 21.3% of youth identified problems did not fit either scale. Exploration of
differences by race/ethnicity found Latinx students were significantly more likely to report problems in
school, White and Latinx students more likely to report internalizing problems, and Black students more
likely to report problems coded to the externalizing scale. However, item-level analysis showed this
difference was driven by a small number of specific items that may represent teacher bias in referrals,
cultural differences in expression of problems, and/or limitations of the CBCL coding system. Results suggest
SMH strategies are needed that address academic and family problems and that are responsive to needs of
youth from diverse backgrounds.

Introduction

The past 15 years have witnessed an alarming increase in mental health disorders among youth (Twenge et
al., 2019). The dual forces of an ongoing crisis in youth mental health paired with impacts of the pandemic
have accelerated calls for improving access to mental healthcare for children and adolescents (The White
House, 2023; U.S. Department of Health and Human Services, 2022). This ever-escalating concern
underscores the need for effective, accessible services and supports to address the mental health needs of
young people.

Schools have long been promoted as the most important setting in which to invest in mental health services
to children and adolescents (Hoover & Bostic, 2021). Education and community mental health are,
respectively, the two most common settings in which children and adolescents receive mental health services
(Duong et al., 2021). However, schools offer unique advantages in terms of accessibility and early
intervention (Bruns et al., 2016; Lyon et al., 2013).

Two primary strategies have been promoted: first, providing resources for schools to directly support
students' mental health, including prevention, early intervention, and connection to more intensive
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treatment when needed (Tackling the Mental Health Impact of the COVID-19 Crisis, 2021; The White House,
2023; U.S. Department of Health and Human Services, 2022), and second, better interconnecting community
mental health and schools to facilitate access to help for students with identified needs (Barrett et al., 2013;
Hoover et al., 2019). For both of these strategies, it is widely accepted that school-based services and
supports should be organized via a Multi-Tiered System of Support (MTSS; Mclntosh & Goodman, 2016).
MTSS provides a comprehensive framework for universal school-wide strategies to prevent and identify
students at risk of mental health challenges before they become serious (Tier 1); provide support at various
levels of intensity - including tailored (Tier 2) and intensive (Tier 3) interventions; and ensure all students
have access to support tailored to their level and type of need(s).

To provide mental health services effectively in school settings, including effectively connecting youth to
more intensive school- and community-based services when needed, it is crucial to understand students'
presenting problems or needs. The school context presents distinct challenges and opportunities compared
to traditional mental health clinics. Primary among these, students referred for school mental health (SMH)
services present with a broader array of needs and are less likely to have a specific mental health diagnosis.
SMH practitioners thus need to be both flexible and fluent in a wider range of support strategies beyond
those designed to address specific clinical disorders (Bearman et al., 2016; Bruns et al., 2019).

SMH also has been proposed as a means of reducing longstanding disparities in mental health access and
utilization for some groups that have been historically under-served (Costello et al., 2014; Lyon et al., 2013;
Stephan et al., 2007). However, greater access to care does not equate to effectiveness, and the research
base on how SMH can best meet the needs of youth from diverse racial and ethnic backgrounds is only
beginning to be developed (Jones, Lee, Matlack, & Zigarelli, 2018; Liu et al., 2022). Thus, a better
understanding of how students’ treatment needs vary by race and ethnicity may provide an opportunity to
address disparities and bias and improve effectiveness of SMH services.

Understanding the Needs of Students Seeking Help

Understanding the types of problems identified across individuals seeking mental health services provides an
opportunity to develop and/or select strategies and design systems of support for diverse clients served in a
specific setting, such as schools (Wasil et al., 2021). With respect to the school context, better knowledge of
top concerns of students referred to or seeking mental health support can also help translate strategies that
may have originally been developed in one setting, such as clinics, to other settings, such as schools (Bruns et
al., 2016; Kilgus et al., 2015).

There are various approaches to assessing clients’ mental health needs, both for clinical service provision and
research purposes. Standardized measures with fixed sets of empirically derived items, dimensions, and
scales, such as the Child Behavior Checklist (CBCL; Achenbach et al., 2001), have been widely used. However,
these measures may restrict the voice of the individual and miss concerns that fall outside standard mental
health symptom taxonomies (Weisz et al., 2011). For example, Jacob et al. (2017) found that 26% of goals
described by youth seeking outpatient services did not correspond to items on a commonly used
standardized measure. Another study found that less than half of youth seeking mental health services in
schools explicitly discussed having a mental health disorder using clinical terms, such as depression or
anxiety (DeFosset et al., 2017).

Alternatively, individualized (also called idiographic) measures provide a structured approach to identifying
and monitoring change as identified by clients themselves. From a treatment perspective, idiographic
approaches potentially provide greater specificity, facilitate more targeted progress monitoring, and can
improve rapport and alliance (Weisz et al., 2011). From a research perspective, such an approach to capturing
presenting problems may be particularly important for settings such as schools, where young people have a
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greater diversity of treatment needs than mental health symptoms and may be receiving care from helpers
who are not licensed mental health practitioners.

Surprisingly, however, little to no research to date has used a rigorous method to document the problems
reported by children and adolescents seeking or referred to SMH services. The few studies that have
analyzed presenting problems as described in the words of youth and families have focused on youth
referred to or served by specialty mental health clinics (e.g., Bradley et al., 2013; Cairns et al., 2019; Hawley &
Weisz, 2003).

The Current Study

In this study, we sought to better understand the psychosocial concerns reported by high school students
seeking or referred to school-based mental health services. To capture the breadth of students’ needs, we
analyzed data collected for a prior SMH research study that allowed students to express their presenting
concerns "in their own words.” Problems as reported by youth verbatim were then coded to match items
from the CBCL. The CBCL was chosen because it is a commonly used and well-validated assessment with an
extensive problem list and empirically based domain structure that assigns problems to narrow- and broad-
band scales to help with data reduction and interpretation. Furthermore, a manualized and reliable system
for coding idiographic, youth-reported problems to CBCL items (Yeh et al., 2011) already exists.

This project aimed to contribute to the development of more effective and culturally responsive SMH services
by answering three questions: 1) What are the problems of greatest concern as reported by students who
seek or are referred to school mental health services? 2) How well are the identified top problems captured
by a well-established comprehensive standardized assessment (the CBCL)? And, as an exploratory aim, 3)
How do youth-identified problems vary by student race, ethnicity, and gender?

Method

The current study relied on data on youths' self-reported “top problems” that were collected as part of a
federally-funded efficacy trial of a four-session engagement, assessment, brief intervention, and triage
strategy for school-based clinicians or counselors (see Bruns et al., 2023 for more details).

Participants
Schools

The study was conducted in 15 extremely heterogeneous public-school districts in 3 states: Maryland (13
schools in one urban and one suburban district), Minnesota (16 schools in one urban, 4 suburban, and 3
rural districts), and Washington (20 schools in 1 urban and four suburban districts). School enrollment ranged
from 67 to 2,851 (M = 1,434, SD = 696); school-wide attendance ranged from 64.5% to 97.0% (M = 90.9%, SD =
6.3%). Students ranged from 1.2% to 90.6% White (M = 47.7%, SD = 23.5%); 0.03% to 89.6% low income as
indicated by qualifying for free and reduced meals (M = 31.3%, SD = 26.3%); 6.7% to 72.5% passing
standardized tests for Reading (M = 42.3%, SD = 14.2%); and 3.0% to 62% for Mathematics (M = 39.9%, SD =
16.4%).

Youth

Students were referred by SMHP to the study and enrolled from October 2016 - May 2018. Data were
collected through November 2018. All students seeking or referred to services from SMHPs in participating
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high schools were eligible for inclusion, with a few exceptions. Students were ineligible if they received
individual therapy or counseling in the past year. Students in an acute crisis situation (e.g., risk of harm to self
or others) were also excluded. Students had to be able to receive treatment and complete interviews in
English; however, consent forms were translated and administered in Spanish so that students with Spanish-
only speaking parents/legal guardians could be included.

Participating SMHPs referred 535 high school students seeking/referred to SMH services; after 78 students
(14.6%) were excluded due to ineligibility or inability to obtain consent, a total of 455 students attending 49
participating schools were enrolled in the study. The mean number of students enrolled by school was 10.5
(SD =9.5), with a range of 1-34. Thus, on average, our sample included approximately 0.7% of the student
population in each participating school.

Table 1 Characteristics of Study Youth

N %
Total 455 100
Race/Ethnicity
White 170 37.4
Black/ African-American 128 28.1
Latinx 61 13.4
Multiracial 54 11.9
Asian 21 4.6
Self-Described 8 1.8
American Indian/Alaska Native 6 1.3
Native Hawaiian/Pac Islander 6 1.3
Missing 1 0.2
Gend er
Female 304 66.8
Male 148 325
Non-binary or something else 3 0.7
Free or Reduced Lunch
Eligibl e 277 60.9
Not Eligible 162 35.6
Not Specified 16 3.5
Grade
9th 139 30.5
10th 113 24.8
11th 119 26.2
12th 84 18.5

Age(M, SD) 16.3 1.22
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Measures
Student-identified Top Problems

The Youth Top Problem Assessment (YTPA; Weisz et al., 2011) asks youths to identify “The three most
important problems for which you need help.” The measure goes on to assess seriousness of up to 3
identified problems using a scale from 0 (“Not serious at all”) to 10 (“Very serious problem”); however, given
our research aims, these ratings were not used in the current study. As a symptom and outcome measure,
the YTPA significantly correlates with established symptom and functioning measures but with greater
sensitivity to change (Weisz et al., 2011). When YTPA responses were coded with a system based on the Child
Behavior Checklist (CBCL; Achenbach et al., 2001), the coded response sets demonstrated good test-retest
reliability (r = .69 to .91 for CBCL-congruent internalizing and externalizing broadband scores; all p <.01;Weisz
et al.,, 2011). Regarding validity, 79% of youth-identified top problems were found to match top problems
from a caregiver version of the YTPA. Correlation of scores from the YTPA and the Youth Self Report (YSR) has
found to be r = .33 and .37 (for internalizing and externalizing, respectively)(Weisz et al., 2011).

Mental Health Symptoms and Functioning

To evaluate the concordance between youth-identified top problems and standardized measures of youth
mental health symptoms, we used data from four measures from the efficacy study, collected at baseline.
Because these measures are well-validated and widely used and were only used for this purpose,
descriptions have been kept brief.

Mental health problems. The Brief Problem Checklist (BPC; Chorpita et al., 2010) is a youth reported, 12-
item questionnaire adapted from items on the Youth Self-Report (YSR; Achenbach et al., 2001). Response
options are on a 3-point scale, from 0 (“not true”) to 2 (“very true”). Results are summed into total,
internalizing, and externalizing subscales, with good internal consistency and test-retest reliability for each.
Validity tests found correlations with the YSR above r = .60 and correlations with the caregiver-reported CBCL
above r = .50 as well as significant associations with diagnoses obtained from a structured diagnostic
interview (K. D. Becker et al., 2013).

Depressive symptoms. The Patient Health Questionnaire (PHQ-9; Richardson et al., 2010) is a self-report
measure that queries about the presence of depressive symptoms over the past two weeks. The PHQ-9
consists of 9 items on a 4-point scale from 0 (“not at all”) to 3 (“nearly every day"). Validity tests for the PHQ-9
have shown good sensitivity (.90) and specificity (.79) for identifying individuals who meet criteria for major
depression on the Diagnostic Interview Schedule-IV), with similar associations with other well-validated
instruments (Richardson et al., 2010).

Anxiety symptoms. The Generalized Anxiety Disorder Scale (GAD-7; Spitzer et al., 2006) is a 7-item scale that
gueries about anxiety symptoms over the past two weeks using a 4-point scale from 0 (“not at all") to 3
(“nearly every day"). Interrater and test-retest reliability has been found to be good with validity well-
established via high correlations with other well-validated measures(Spitzer et al., 2006). The GAD-7 also has
been found to have good sensitivity (.89) and specificity (.82) when tested against a full diagnostic psychiatric
interview.

Adaptive functioning. The Columbia Impairment Scale (CIS; Singer et al., 2011) is a 13-item scale that
measures adolescents’ level of adaptive functioning on a 5-point scale from 0 (“no problem”) to 4 (“very big
problem”). The CIS has showed good internal reliability (a = .80-.89) and has demonstrated moderate
construct validity with structured DMS diagnoses (kappa = .48; Singer et al., 2011).
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Taxonomy of Youth Self-Reported Problems

Although data were not collected using the measure, the Child Behavior Checklist/6-18 (CBCL, Achenbach et
al., 2001) was used as the basis for coding youth self-reported problems and examining the concordance
between self-reported problems and items on a comprehensive symptom measure. The CBCL is a 120-item
standardized measure designed to assess behavioral issues in youth ages 6 through 18 on a three-point
response scale. CBCL items characterize common problem areas in youth across 8 empirically-derived
“narrow-band” subscales: (a) Anxious/Depressed (13 items; e.g., “Cries a lot"), (b) Withdrawn/Depressed (eight
items; e.g., “Very little he/she enjoys"”), (c) Somatic Complaints (11 items; e.g., “Feels dizzy or lightheaded"), (d)
Social Problems (11 items; e.g., “Clings on adults or too dependent”), (e) Thought Problems (15 items; e.g.,
“Can't get his or her mind of certain thoughts”), (f) Attention Problems (10 items; e.g., “Can’t sit still, restless,
or hyperactive”), (g) Rule-Breaking Behavior (17 items; e.g., “Doesn’t seem to feel guilty after misbehaving”),
and (h) Aggressive Behavior (18 items; e.g., “Argues a lot"). In addition, the CBCL produces two “broad-band”
scales: Internalizing Problem scores (Anxious/ Depressed, Withdrawn/Depressed, and Somatic Complaints)
and Externalizing Problem scores (Rule-Breaking Behavior and Aggressive Behavior).

Procedures

Study procedures were approved by the Institutional Review Board at the University of Washington.
Informed consent was obtained from parents/caregivers and study assent was received from students.
Students completed YTPA and symptom measures via interviews at baseline, 2, and 6 months; however, only
baseline measures were used in the current study.

Coding

We developed a coding manual based on a manual developed by the authors of the YTPA. The original
coding manual (Yeh et al., 2011) assigns student open-ended descriptions of problems to one or more of 112
CBCL items. For example, a student who states their top problem is “I am always nervous about talking to
people” would be coded as the CBCL item “Too fearful or anxious”. The original manual also includes 23
additional codes corresponding to problems reported by youth in earlier studies that do not correspond to
CBCL items (e.g., “Time management/procrastination”).

A team of three coders (29, 8, 9t authors) supervised by the third author iteratively coded a total of 80
randomly selected top problems in batches of 20 using this manual. Coders assigned each problem to up to
three codes. During this process, we revised the coding manual by adding, revisiting and revising the coding
manual by adding examples, clarifying look-alike codes, developing 9 new codes for emergent themes, and 8
school-specific problem subcodes to provide more insight on this frequently surfaced problem area.
Combining the 112 CBCL items with additional codes from the original manual plus those developed by our
coding team, the final coding manual included 152 possible codes.

Because of the length of the coding manual and the complexity of codes, we took a combined double-coding
and consensus-based approach. After removing the 80 training codes, a total of N=1,212 “top problems"” for
N=455 youths enrolled in the study were double coded by pairs of coders who were masked to all other
corresponding data including study condition and participant demographics. A match was obtained for
N=983 (81.1%) of top problems coded, while N=229 (18.9%) did not match. Most coding disagreements were
the result of coding top problems to CBCL items that are similar, such as “unhappy, sad, or depressed” versus
“feels worthless or inferior.”
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Coder inter-rater reliability. Inter-rater reliability was found to be “moderate” (Cohen's Kappa = .614) by
conventional standards (Cyr & Francis, 1992); however, given the very large number of possible codes and
the high degree of similarity among many of the codes from the CBCL, we considered this level of agreement
to be quite good. Moreover, even when not achieving a perfect match, nearly all top problems for which
there was a disagreement in CBCL-derived item-level codes aggregate to the same broad-band scales and
narrow-band syndrome subscales. Regardless, to ensure perfect agreement, after interrater reliability was
assessed any items without perfect coder agreement were assigned a final code via consensus dialogue
including all coders and the third author.

Validity of coding assignments. Convergent and divergent validity of coding assignments was tested by
comparing our coded YTPA results against scores on four commonly used and validated measures of youth
emotions and behaviors: the BPC (Chorpita et al., 2010), GAD-7 (Spitzer et al., 2006), PHQ-9 (Richardson et al.,
2010), and CIS (Singer et al., 2011). To do this, we categorized youth into four groups aligned with the CBCL
symptom taxonomy: (1) internalizing-only, (2) externalizing-only, (3) both, or (4) neither. We then computed
ANOVAs examining the mean scores on the BPC total, BPC internalizing, BPC externalizing, GAD-7, PHQ-9,
and CIS (see Table 2). All ANOVAs were statistically significant; youth categorized into the “internalizing only”
group based on reported top problems showed significantly higher scores on internalizing scales (e.g., PHQ-
9, GAD-7) and subscales (e.g., BPC internalizing) and lower scores on the BPC externalizing scale, thus
demonstrating convergent and divergent validity. Furthermore, youth with both internalizing and
externalizing problems from the YTPA showed significantly higher mean scores on measures such as the BPC
and CIS; youth whose problems corresponded to neither broad-band scale demonstrated the lowest mean
scores on these measures.

Table 2 Association of YTPA Item Correspondence with Mean Scores on CBCL Broadband Scales and other Measures of Functioning

In ternalizing Externalizing only Internalizing Neither M(SD) Grand mean F p
only M(SD) M(SD) and Externalizing n=98 (SD)
n=154 n=110 M(SD)
11=92
Brief Problem Checklist
Internalizi nga, c, ct 1.01 (0.51) 0.68 (0.53) 1.05 (0.52) 0.72 (0.48) 0.88 (0.53) 1527 <.001
Externalizing,, p e ¢ 0.46 (0.33) 0.68 (0.43) 0.70 (0.38) 0.50 (0.34) 0.56 (0.38) 13.09 <.001
Total scorey , ctf 0.73 (0.35) 0.68 (0.40) 0.88 (0.35) 0.61 (0.35) 0.72 (0.37) 9.18 <.001
GAD-7 Totala,c,, ctt 10.81 (5.27) 8.79 (5.20) 12.04 (5.33) 8.84 (5.48) 10.15 (5.45) 9.10 <.001
PHQ-8 Tota, lac, , ctt 11.43 (6.02) 9.41 (6.27) 12.41 (6.21) 9.19 (5.92) 10.65 (6.21) 6.81 <.001
CIS Tota, Ib ctr, 15.82 (8.25) 16.64 (10.05) 20.49 (9.48) 14.80 (8.63) 16.75 (9.24) 7.31 <.001

Pairwise comparisons using Bonferroni correction are significant at p < .OS for: =internalizing only vs. externalizing only,® internalizing only vs.
internalizing and externalizing, “internalizing only vs. neither,  externalizing only vs. internalizing and externalizing ,°externalizing only vs. neither,
finternalizing and externalizing vs. neither

Subscale assighment. As described above, the CBCL provides an empirically-based taxonomy whereby
items correspond to broad-band scales (Externalizing/Internalizing) and narrow-band syndrome subscales
(e.g., “attention problems") (Achenbach et al., 2001). Based on data collected from youth using the YTPA, the
YTPA developers added additional subscales corresponding to items that were not among existing CBCL
items or scales. We used this information to create new subscales (e.g., “environmental stressors/family
problems” and “problems with daily living”).
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Analyses

All analyses were conducted using SPSS version 19. Descriptive analyses were conducted to identify the
frequency and percentage for every YTPA code, and these were stratified by male and female identified
youth. Crosstabulations with chi-square tests were computed to explore racial differences by the CBCL
broadband scale scores, CBCL narrow-band syndrome scales, non-CBCL code clusters, and school-specific
problem subcodes. For each omnibus test, we computed Benjamini-Hochberg False Discovery Rate (FDR)
statistics to avoid Type | errors, setting the FDR at 10%. All statistically significant (p < .05) analyses reported
here remained significant after this adjustment.

For codes that were omnibus significant, we computed adjusted standardized residuals for each cell to
identify which groups had significantly higher or lower proportions than expected by chance, based on
scores greater than 1.96 or less than -1.96. To better understand racial differences, statistically significant
subscale scores were examined with post-hoc crosstabulations of race by item endorsement using chi-
square tests. Because smaller differences on each item can aggregate to large differences on the overall
scale, we report on all items with p-values < .15 for broader exploration. Crosstabulations with chi-square
tests were computed to explore race x gender interactions on categorized broadband scale scores. For this
analysis we inferred significance when the adjusted standardized residuals for individual cells were larger
than absolute value of 1.96.

Results

All data were collected at baseline; since baseline data collection was a requirement for participation in the
study, there were no missing data. Among the 455 participants, 385 (84.8%) endorsed three top problems, 59
(12.8%) endorsed two, and 11 (2.4%) endorsed one, for a total of 1,284 top problems. These 1,284
endorsements were coded into 1,292 individual problem codes (eight endorsements received two separate
codes each).

Types of Problems Reported by Students

As shown in Table 3, eight types of problems were reported by 10% or more of youth: “poor schoolwork” (n =
190, 43% of all students), “family problems” (n = 90, 20.4%), “too fearful or anxious” (n=89, 20.1%), “tantrums
or hot temper” (n = 66, 14.9%), “does not get along with other kids” (n = 52, 11.8%), “unhappy, sad or
depressed” (n =52, 11.8%), “coping, self-regulation, controlling emotions” (n = 46, 10.4%), and “feels worthless
or inferior” (n = 44, 10.0%). Eleven additional problems were identified by at least 5% of youth, and 61 items
were identified by at least one youth.
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Table 3 Youth Top Problem Assessment Codes Aligned with All CBCL Items, Sorted by Frequency

Total N=455 Male Female
n= 148 n=304
CBCL N % N % N %
Poor schoolwork Yes 190  43.0 71 48.C 131 431
Family problems No 90 20.4 23 155 69 22.7
Too fearful or anxious Yes 89 20.1 18 12z 72 23.7
Tantrums or hot temper Yes 66 14.9 25 16.5 44 14.5
Does not get along with other kids Yes 52 11.8 15 101 42 13.8
Unhappy, sad, or depressed Yes 52 11.8 17 115 36 11.8
Coping, self-reg ul ation, emotions No 46 10.4 8 54 38 12.5
Feels worthless or inferior Yes 44 10.0 12 8.1 31 10.2
Cannot concentrate or pay attention Yes 38 8.6 16 10.8 25 8.2
Time management/procrastination No 38 8.6 10 6.8 27 8.9
Worries Yes 36 8.1 9 6.1 27 8.9
Nervous, high strung, or tense Yes 33 7.5 10 6.6 26 8.6
Stubborn, sullen, or irritable Yes 33 7.5 8 54 26 8.6
Underactive, slow moving, lacks energy Yes 30 6.8 8 54 25 8.2
Disobedient at school Yes 29 6.6 1 74 17 5.6
Relationships No 28 6.3 6 41 23 7.6
Disobedient at home Yes 24 54 13 8.& 13 43
Argues a lot Yes 23 52 11 74 13 43
Problems in the child's envi ronme nt No 23 5.2 7 4.7 16 53
Impulsive or acts without thinking Yes 21 4.8 10 6.& 12 3.9
Refuses to talk Yes 21 48 4 27 20 6.6
Truancy/skips school Yes 20 4.5 9 6.1 13 43
Cannot get mind off certain thoughts Yes 18 4.1 2 14 16 53
Secretive, keeps things to self Yes 15 3.4 2 14 14 4.6
Trouble sleeping Yes 14 32 8 54 7 23
Sudden changes in mood or feelings Yes 12 2.7 3 20 11 3.6
Withdrawn, not involved with others Yes 12 2.7 3 2.0 1 3.6
Acquire/ continue skill/hobby/activity No 11 2.5 7 47 4 1.3
Self-conscious or easily embarrassed Yes 10 23 3 20 7 23
Post-secondary options No 10 23 5 34 6 2.0
Loss or death of someone/somet hing No 9 2.0 2 14 7 23
Work/job issues No 9 2.0 6 41 3 1.0
Accepting and reaching out for help No 9 2.0 2 14 8 2.6
Shy or timid Yes 8 1.8 4 27 5 1.6
Suspicious Yes 8 1.8 0.7 7 2.3
Monetary/financial concern No 8 1.8 2 14 6 2.0
Maladapted, have/has problems No 8 1.8 3 20 6 2.0
General physical health No 8 1.8 0.7 7 23
Inattentive or easily distracted Yes 7 1.6 3 20 4 1.3
Complains of loneliness Yes 6 1.4 1 07 5 1.6
Swearing or obscene language Yes 6 1.4 3 20 3 1.0
Does not eat well Yes 5 1.1 3 20 2 0.7
Sleeps more than most kids Yes 5 1.1 0 00 5 1.6
Wants/needs something tangible or material goods No 5 1.1 3 20 2 0.7
Feels he/she has to be perfect Yes 4 0.9 0 00 4 1.3
Gets in many fights Yes 4 0.9 07 3 1.0
Sleeps less than most kids Yes 4 0.9 0.7 3 1.0
Uses drugs for non-me dical purposes Yes 4 0.9 2 1.4 2 0.7
Trauma No 4 0.9 0.7 3 1.0




Table 3 (continued)

Total N=455 Male Female
n=148 n= 3k
CBCL N % N % N %
Therapy mediators No 4 0.9 2 14 2 0.7
Cannot sit still, restless, or hyperactive Yes 3 0.7 0.7 2 0.7
Cruelty, bullying, or meanness to others Yes 3 0.7 0.7 2 0.7
Gets teased a lot Yes 3 07% 1 0.7 2 0.7
Hangs around with others get in trouble Yes 3 0.7% 2 14 2 0.7
Fee Is too guilty Yes 3 0.7 0 00 2 0.7
Overweight Yes 3 0.7 0 00 3 1.0
Molested, raped, abused No 3 0.7 07 2 0.7
Deliberately harms self/attempt suicide Yes 2 0.5 0.7 0.3
Demands a lot of attention Yes 2 0.5 1 0.7 2 0.7
Screams a lot Yes 2 0.5 0 00 2 0.7
Medication, needs medical attention No 2 0.5 2 14 0 0.0
Uncodable No 2 0.5 2 1.4 0 0.0
Sexuality No 2 0.5 07 1 0.3
Fails to finish things Yes 0.2 0 00 O 0.0
Cries a lot Yes 0.2 0 00 1 0.3
Would rather be alone than with others Yes 0.2 1 07 0 0.0
Overeating Yes 0.2 0 0.0 0.3
Physical problems wo known med cause Yes 0.2 0 0.0 0.3
Physically attacks people Yes 0.2 0 0.0 0.3
Sexual problems Yes 0.2 0 0.0 0.3
Speech problem Yes 0.2 0 0.0 0.3
Talks too much Yes 0.2 07 0 0.0
Smokes, chews, or sniffs tobacco Yes 0.2 1 0.7 0 0.0
Wishes to be of opposite sex Yes 0.2 0 0.0 1 0.3
Not understanding /know my problems No 0.2 0.7 0 0.0
Asked for treatment/therapy/counseling No 0.2 1 07 0 0.0
Social media No 0.2 0 0.0 2 0.7
Body image No 0.2 0 0.0 0.3

CBCL = Child Behavior Checklist

CBCL items that did not receive a single corresponding youth top problem include: Acts too young for age; Drinks alcohol without parents'
approval; Little s/he enjoys; Bowel movements outside toilet; Bragging/boasting; Clings to adults or too dependent; Confused or in a fog;
Cruel to animals; Day-dreams or gets lost in thoughts; Destroys own thing s; Destroys things belonging to family or others; Does not
seem to feel guilty after misbehaving; Easily jealous; Breaks rules at home, school, or elsewhere; Fears certain animals, situations, or places
outside school; Fears going to school; Fears he/she might think or do some- thing bad; Feels no one loves hi m/her; Feel others are out to
get me; Gets hurt a lot, accident prone; Hears sounds or voices that are not there; Lying or cheating; Bites fingernails; Nervous movements
or twitching; Nightmares; Not liked by other kids; Constipated, doesn't move bowels; Feels dizzy; Overtired; Picks nose, skin, or other parts
of body; Plays with own sex parts in public; Plays with own sex parts too much; Poorly coordinated or clumsy; Prefers being with older
kids; Prefers being with young er kids; Repeats certain acts over and over; compulsions; Runs away from home; Sees things that are not
there; Sets fires; Showing off or clowning; Stares blankly; Steals at home; Seals outside the home; Stores up things he/she does not need;
Strange behavior; Strange ideas; Sulks a lot; Talks about killing self; Talks or walks in sleep; Teases a lot; Thinks about sex too much;
Threatens people; Thumb-sucking; Unusually loud; Vandalism; Wets self during the day; Wets the bed; Whining

n = 3 participants who identified as something other than male or female were excluded from the gender columns due to small sample
size. They endorsed problems consistent with "Disobedient at school" (n= 1), "Feels worthless or inferior" (n = 2), "Nervous, high strung,
or tense" (n=1), "Too fearful or anxious" (n= 1), "Feels to o guilty" (n= 1), "Unhappy, sad, or depressed" (n= 1), "Worries" (n= 1), and
"Coping, self-regulation, controlling emotions" (n = 1)
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Degree to which Top Problems Align with CBCL

Table 3 presents the 54 CBCL items (out of 112; 48.2%) represented by at least one coded problem.
The Note in Table 3 presents the 58 CBCL items (51.8%) that were not reported by any participants.
CBCL items that were not captured included (1) items unlikely to be self-reported by adolescents
(e.g., wets the bed, thumb-sucking); (2) very specific symptoms that seem unlikely to be reported as
a reason for therapy (e.g., bites fingernails, constipated); or (3) very severe and low occurrence
problems (e.g., sets fires, talks about killing self).

An additional 24 codes not among the CBCL items were endorsed by at least one participant. Fifteen
of these codes had been added by the developers of the YTPA and 9 added by the current team.
Added codes provide additional details on (1) schoolwork problems; (2) family problems; (3) coping,
self-regulation, and controlling emotions; (4) time management/procrastination; (5) relationship
problems; and (6) problems in the youth's environment. Two of these codes (coping with
emotions/self-regulation and procrastination/time management) were among the 10 most
frequently identified problems.

Variations in youth-identified problems by student race, ethnicity, and gender
Differences in broadband scores by race/ethnicity

Table 4 includes an overview of differences in broadband scores by the 5 racial/ethnic categories
with at least 20 students in the sample. For overall broadband scores, Latinx and White students
were significantly more likely to report problems that coded to internalizing only and Black students
were less likely. White students were less likely and Black students more likely to report problems
that were coded to externalizing only. A summary is provided in Figure 1.

Table 4 Number and Percent of Students Endorsing YTPA Problems Aligned with CBCL Narrow-band and Broadband Sub scales, by
Race/ Ethnicity

Total Asian Black White Latinx Multira-
N=442 n=21 n=I128 n=170 n=61 cial n=54

N % N % N % N % N % N % Chi-s quare p-value

School- related Subcodes

Academic achievement 100 22.6 48b 33 258 34 200 22 361" 10 185 11.84 .019
Homework and class assignments 57 129 3 143 10 7.8 26 153 8 13.1 10 185 5.27 261
Motivation, procrastination, time management 45 10.2 4 190 10 7.8 19 112 4 56 8 14.8 4.82 306
Specific subjects or extracurriculars 27 61 0 00 11 86 7 41 3 19 6 111 6.31 177
Knowledge and skill s 17 38 2 95 6 47 7 41 O 00 2 3.7 447 .346
Test taking 6 14 o 00 2 16 4 24 0 00 0 00 3.11 .539
Othe r 6 14 0 00 0 00 2 12 3 19 1 19 78 .098
School culture N .1 0 00 4 31 0 0.0 1.6 0 00 736 .18
CBCL Syndrome Scales

Attention Problems Syndrome 236 534 11 524 69 539 92 541 33 541 31 574 25 993
Aggressive Behavior syndrome 172 389 6 28.6 63 492" 54 31.8b 24 393 25 463 11.39 .022
Anxious/Depressed Syndrome 168 38.0 6 286 36 281b 83 488" 28 459 15 27.8 1833 .001

Withdrawn Depressed Syndrome 122 27.6 6 286 26 203 52 30.6 19 311 19 352 599 .200
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Social Problems Syndrome 61 138 3 143 16 125 29 171 6 2.8 7  13.0 2.48 .648
Thought Problems Syndrome 36 81 § 238" 6 47 18 106 1 1.6b 6 11.1 14.13 .007
Rule-Breaking Syndrome 3579 1 48 10 7.8 13 76 8 13.1 3 5.6 292 572
Somatic Complaints Syndrome 02 0 00 0 0.0 06 O JO 0 0.0 1.56 817
Broadband scale score categorized 26.96 .008
Internalizing only 146 33.0 7 333 25 195b 72 424" 27 443" 15 278
Externalizing only 106 240 4 190 43 33.6" 33 194b 13 213 13 24.1
Neither Internalizing nor Externalizing 95 218 17 333 33 258 35 206 8 13.1 12 222
Internalizing and Externalizing 87 19.7 3 143 27 21.1 30 176 13 213 14 259

All other race categories excluded due to small sample sizes. All Chi-square df = 4, except Broadband scale score categorized which
df = 12. Benjamini- Hochberg False Discovery Rate (FDR) statistics were computed with the FDR at 10%. All statistically significant (p
<.0S ) analyses reported here remained significant after this adjustment. "Standardized Adjusted Residual > 1.96, indicating the
group was overrepresented. "Standardized Adjusted Residual < -1.96, indicating the group was underrepresented

50.0%
45.0% 44.3%
.0%
42.4%
40.0%
35.0% 33.0% 33.3% 33.3% 33.6%
30.0% 27.8%
25.8% 25.9%
25.0% 4.0% M 4.1%
9
21.5% 1.1% 56 5 1.3% 21.3% 22'_2
—_— 19.7% 9.0 19.5% 9.4%
s 7.6%
o

15.0% 4.3% 3.1
10.0%

5.0%

0.0%

All Youth (N=442) Asian (n=21) Black (n=128) White (n=170) Latinx (n=61) Multiracial (n=54)
B Internalizing Only Externalizing Only O Neither Int nor Ext M Both Int and Ext

Fig. 1 Types of top problems reported by youth by CBCL broadband scale and race

Table 4 also provides a summary of the number and percent of students who reported top
problems that aligned with all CBCL scales or school-specific subcodes. Significant differences by
race/ethnicity were found for four categories: (1) academic problems (Asian students were less likely
to report, Latinx students were more likely to report); (2) anxious-depressed (Black students less
likely; White students more likely); (3) aggressive behavior (White students less likely, Black students
more likely) and (4) thought problems (Latinx students less likely, Asian students more likely).
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Differences in individual items by race/ethnicity

Table 5 presents post hoc analyses that illustrate the items within these subscales that made the
strongest contributions to the subscale differences. For the anxious-depressed subscale, Black
students were less likely to report problems with being “too fearful or anxious” and White students
were more likely to report problems with being “too fearful or anxious” and “self-conscious or easily
embarrassed”. Nine other items had no differences or were not reported by any youth. Fourteen
other items had no significant differences or were not reported by any youth. For the aggression
subscale, Black students were more likely to report problems with “tantrums or hot temper” and
“stubborn, sullen, or irritable,” White students were less likely to report problems with “tantrums or
hot temper,” and Latinx students were more likely to report problems with “disobedient at school".
Nine other items had no differences or were not reported by any youth. Though they are presented

in Table 5, results of Asian students were not interpreted given extremely low ns in each cell.

Table 5 Race by Item Crosstabulations for Significant Syndrome Subscales

Total N=442 Asian Black White Latinx Multi- Chi-square p-value
n=21 n=128 n=170 n=61 racial
n=>54

N % N % N % N % N % N %
Anxious/Depressed subscalec
Cries a lot I 0.2 I 48 0 0 0 o0 0o 0 0o 0 19.71 <.001
Too fearful or anxious 89 20.5 3 143 16 12.5b 48 282%" 12 19.7 10 18.5 1192 .018
Nervous, high strung, or tense 33 7.6 0 0 8 6.3 17 10.0 7 115 1 1.9 7.30 121
Self-conscious or easily embarrassed 10 2.3 0 0 0.8 8 47" 1.6 0 O 7.56 .109
Thought problems subscaled
Cannot get mind off certain thoughts 18 4.1 3 143a 2 1.6 10 59 0 0 3 56 11.78 .019
Aggression subscalee
Tantrums or hot temper 66 152 4 19.0 28 21.9° 19 112b 6 98 9 167 825 .083
Stubborn, sulle n, or irrit able 33 7.6 1 4.8 15 11.72 8 4.7 3 49 6 11.1  6.93 .140
Disobedient at schoo] 29 6.7 0 0 11 86 7 4.1 8 13.1a 3 5.6 8.21 .084

Benjamini-Hochberg False Discovery Rate (FDR) statistics were computed with the FDR at 10%. All statistically significant (p <.05)
analyses reported here remained significant after this adjustment. aStandardized Adjusted Residual> 1.96, indicating the group was

overrepresented. PStandardized Adjusted Residual<-1.96, indicating the group was underrepresented. ¢ltemsthat were not

significantly different by race at p<.15 or not endorsed by anyone include feels worthless or inferior; feels too guilty; talks about
killing self ; worries; feels s/he has to be perfect; fears certain animals, situations, or places; fears going to school; fears s/he might
do or think something bad; feels no one loves him/her. dltems that were not significantly different by race at p < .15 or not endorsed
by anyone include trouble sleeping; deliberately harms self or attempts suicide; sleeps less than most kids; hears sounds or voices
that are not there; nervous movements or twitching; picks nose, skin, or other parts of body; plays with own sex parts in public;
plays with own sex parts too much; repeats certain acts over and over; sees things that are not there; stores up things s/he does not
need; strange behavior; strange ideas; talks or walks in sleep. ¢ltems that were not significantly different by race at p < .15 or not
endorsed by anyone include disobedient at home; argues a lot; sudden changes in mood or feelings; suspicious; gets in many
fights; cruelty, bullying, or meanness to others; demands a lot of attention; screams a lot; physically attacks people; destroys own

things; destroys things belonging to family or others; sulks a lot; teases a lot; threatens people; unusually loud
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Differences in broadband scores by race/ethnicity and gender

Table 6 provides the number and percent of students reporting at least one problem aligned with
CBCL broadband scale scores, by race/ethnicity and gender categories with n > 20. Problems
reported by Black males were significantly less likely to be internalizing and more likely to be
externalizing. Problems reported by Black females were less likely to be internalizing. Problems
reported by White males were less likely to be both internalizing and externalizing and more likely to
be neither internalizing nor externalizing. Problems reported by White females were more likely to
be internalizing, less likely to be externalizing, and less likely to be neither internalizing nor
externalizing. Finally, problems reported by Latinx females were less likely to be neither internalizing
nor externalizing

Table 6 Race by Gender by CBCL Broadband Scale Aligned with Youth Top Problem Assessment-ldentified Problem

Total Black White Latinx
Label Male (n=50) Female Male (n=52) Female Male Female
(n="78) (n=116) (n=20) (n=60)
N % N % N % N % N % N % N %
Broadband scale score categorized
Internalizing only 122 343 6 1200 19 244b 18 346 S2 448 6 300 21 528"
Externalizing only 89 256 28 S0.0" 18 231 12 231 21 18.1b 4 200 9 15.0
Internalizing and Externalizing 69 194 8 16.0 19 244 5 9.6b 25 216 5 250 7 11.7
Neither Internalizing or Externalizing 76 213 11 220 22 282 17 327a 18 155b 5 250 3 5.0b

All other race categories excluded due to small sample sizes. x2(Is)=47.38, p<.001. *Standardized Adjusted Residual> 1.96,
indicating the group was overrepresented. *Standardized Adjusted Residual< -1.96, indicating the group was underrepresented

Discussion

Recent surveys have found that educators believe social media-driven bullying and body image
concerns are the greatest causes of mental health distress in high school students, while student
surveys identify stress related to schoolwork, homework, and grades (Prothero, 2023). The current
study reinforces students’ reports from broad-based surveys and contradicts educators’
perceptions, finding that the CBCL item “poor schoolwork” was used to describe one or more
problems for 43.0% of all students seeking SMH services. This code was by far the most frequently
assigned of all codes used in the study. Within this category, subcodes for “achievement” issues such
as grades (22.6%), “homework and assignments” (12.9%), and “motivation, procrastination or time
management” (10.2%) were most common. After school problems, “family problems” was found to
be the second most common problem type, and “too fearful or anxious” a close third.

These findings are similar to self-reported problems of youth receiving clinic-based mental health
treatment, where schoolwork was found to be the first and third most common goal for therapy by
Hawley & Weisz (2003) and Cairns et al. (2019), respectively. These studies, and one by Bradley et al
(2013), also all found relationship issues to be among the top three problems for clinic-based
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treatment. However, the reported rate of school and relationship problems for school services in the
current study was far greater than for studies of clinic-based care.

The pattern is further reinforced by findings from a study that analyzed data from the 2012-15
National Survey on Drug Use and Health. Ali and colleagues (2019) found that youth who received
mental health services in school were 3-6 times more likely to seek help for relationship or school
issues than youth who received services in non-educational (e.g., medical or clinic) settings. By
contrast, youth who received treatment in non-educational settings were significantly more likely to
present with suicidal ideation and/or to be diagnosed with a mental health disorder.

Mental Health Symptoms

Of the problems that could be categorized on CBCL symptom scales, the current study found that
internalizing symptoms - alone (33.0%) or in combination with externalizing disorders (19.7%) -
were the most common psychological concerns among students seeking services in schools, with
CBCL items related to depression such as “unhappy, sad, or depressed” and “feels worthless or
inferior” being commonly endorsed, along with anxiety items such as “too fearful or anxious” and
“worries.” These results also align somewhat with those of Ali et al. (2019), who found that, among
13 categories, feeling depressed (20% of all youth) was the most common problem of youth
receiving services in schools, with school problems second (14% of all youth). Thus, although the
specific problems differed across these studies, the prominence of internalizing problems is
consistent.

At the same time, 43.7% of all students reported at least one problem coded as “Externalizing” using
the rubric of the CBCL. Among codes used in the study, “hot temper” was the most common
externalizing problem, followed by problems that coded to “stubborn, sullen, or irritable” and
“disobedient at school.” Among the relevant narrow-band subscales of the CBCL, youth problems
were far more likely to load on the “Aggressive Problems” syndrome (38.9% of all students) as
opposed the “Rule-breaking” syndrome (7.9%). Within the rule-breaking syndrome, the most
common problem was “Truancy or skips school” (4.5% of all students).

Alignment of Problems to CBCL Items and Taxonomy

While most youth generated problems could be coded into CBCL items, over one-fifth (21.3%) of
youth-identified problems did not fit the taxonomy of problems assessed by the CBCL. Family
problems (20.4% of all students), coping and self-regulation (10.4%), and relationship problems
(6.3%) were all frequently reported problems that did not correspond to a relevant item on the CBCL
and required creation of separate codes. Additionally, because high-frequency CBCL items such as
“poor schoolwork” load onto narrow-band subscales such as “attention problems,” results raise
questions about the appropriateness of use of CBCL narrow-band subscales for summarizing youth
described problems.

Thus, while the CBCL was a useful method for organizing youth-described problems related to
mental health symptoms, many additional codes were needed to accommodate the full range of
problems for which youth seek mental health care in schools. This finding raises the practical
guestion of whether symptom measures are likely to be most useful to schools as they seek to
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screen students for mental health concerns, as well as whether reports from external observers
(e.g., teachers) are likely to accurately identify students in need of help - and the kind of help from
which they will benefit. These findings contribute to the ongoing quest on the part of scholars and
practitioners to improve schools’ approaches to universal school-based mental health screening
(Connors et al., 2022; Moore et al., 2015).

Differences in Problems by Race, Ethnicity, and Gender

Comparison of problems and subscale scores showed substantial consistency across the five racial
and ethnic categories for which there was adequate sample size. Analysis of problem codes found
some difference; for example, 36% of Latinx students reported problems related to academic
achievement, a higher percentage than for any other race/ethnicity. White and Latinx students were
more likely to only report problems coded as internalizing, and Black students were more likely to
report problems that were coded as externalizing. White and Latina girls were more likely to report
problems on the internalizing scale; Black boys were more likely to report problems coded as
externalizing.

At first blush, these findings seem generally consistent with prior research. For example, prior
studies have found academic higher rates of academic challenges and internalizing symptoms for
Latinx students (Clarke et al., 2017), and over-identification of externalizing disorders among Black
youth (American Academy of Child and Adolescent Psychiatry, 2022). Closer inspection, however,
revealed that differences by race/ethnicity were observed only for three CBCL subscales. Black
students' higher rates of externalizing problems were driven by higher endorsement of just two
items: “tantrums or hot temper” (21.9% vs. 15.2% for all youth) and “stubborn, sullen, or irritable”
(11.7% vs. 7.6%).

Such results led the research team to return to students’ verbatim reports, which revealed that Black
students who coded to CBCL items in the “Aggression” subscale included problems such as “arguing
with teachers,” “getting along with teachers,” and “talking back to authority.” Recognizing that none
of these items describe overtly “aggressive” behavior - and extensive research showing Black
students are subject to disproportionally more school discipline (Skiba et al., 2012; U.S. Department
of Education, Office of Civil Rights, 2016) - such findings prompt questions about whether Black
students’ reported problems with authority may actually be descriptions of reasons for referral from
teachers for perceived oppositionality, or expressions of anger in the face of unfair treatment or
discrimination.

Black students may also be seeking help for problems such as or “hot temper” or being “irritable” of
their own accord. Exposure to discrimination can perpetuate distress and lead to internalizing
problems such as depression as well as risky behaviors (Forster et al., 2022; Meza & Bath, 2021).
Given Black students’ greater rates of traumatic events, poverty, parental incarceration, and other
adverse events (Osofsky & Groves, 2018), such behaviors may also be part of the expected sequalae
of chronic stress related to systemic racism.

Finally, higher rates of self-reported externalizing problems among Black youth may stem from
cultural differences in expression of internalizing problems. As described above, a primary driver of
differences in externalizing behaviors were problems (e.g., “a bad tone in my voice” coded to the
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CBCL item “stubborn, sullen, or irritable.” Research shows that African American youth report
greater expression of anger and irritability with depression (Anderson & Mayes, 2010; Choi & Pak,
2006; Lu et al., 2017), and that Black youth referred to mental health services are often diagnosed
with behavioral problems rather than other mental health conditions (American Academy of Child
and Adolescent Psychiatry, 2022). Thus, well-established assessments like the CBCL may contribute
to health inequities, such as via under-identification of internalizing and over-diagnosis of
externalizing disorders.

Due to the small subsample of Asian American students (21 students; 4.6% of overall sample), we
did not interpret subgroup findings, beyond noting that Asian American students reported similar
rates of internalizing problems to other groups. Prior research has found that, while 14% of Asian
American students self-reported elevated symptoms, only 3% were referred to care, compared, for
example, to 20% and 13%, respectively, for Latinx students (Guo et al., 2014). Thus it is worth noting
that even if Asian American students report similar levels of internalizing problems, these students
may experience inequities in both access to and retention in care (Whitaker et al., 2018).

Limitations and Needs for Further Research

A key limitation of the current study is the applicability of CBCL items and scales to coding and
characterizing diverse youths' self-reported problems. While the manual developed by Yeh et al.
(2009) served as a useful way to reduce a wide range of self-identified problems to symptom
categories, it was clear that some youth-reported problems were not well matched to items. For
example, the coding of “my mom always tells me | have an attitude at home” to “stubborn, sullen, or
irritable” obscures the complexity of this problem as reported by the student in their own words.
This mismatch was further exaggerated when the coded items were analyzed with their narrow-
band subscale. For example, while youth-reported problems coded to “stubborn, sullen, or irritable”
were assigned to the CBCL “Aggression” subscale, these problems may actually be driven by
depression or anxiety.

Indeed, many scholars have critiqued use of CBCL taxonomies for racially and ethnically diverse
populations given that normative samples included 80% Caucasian children and adolescents (Tabet
et al., 2021). With some exceptions (e.g., Gross et al., 2006), many studies have not supported the
measurement invariance of the CBCL among racial groups and cross-culturally, especially the
narrow-band syndrome scales (Al-Hendawi et al., 2016; Kang, 2004; Stevanovic et al., 2014; Tyson et
al., 2011). Given CBCL subscales were developed via factor analysis with a population that is unlikely
to generalize to students included in the current study, it is not entirely surprising that the coded
items do not roll up to the subscales in similarly meaningful ways. Thus, any results on subscale
group differences should be interpreted with great caution.

Another limitation was our inability to examine the possibility that students’ self-reported problems
may have been influenced by the reason for referral to SMH services, which may vary by youth race
and ethnicity. Unfortunately, the current study did not have access to data on reasons for student
referral. More broadly, it is known from research that youth are more accurate reporters of their
own internalizing symptoms than externalizing symptoms (Achenbach, McConaughy, & Howell,
1987) and that school staff are more likely to identify externalizing problems than internalizing
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(Bradshaw, Buckley, & lalongo, 2008). Future research may wish to examine the alignment between
reasons for referral to SMH services and youths' self-reported problems.

Finally, the current results were derived from a randomized trial of a school intervention. This may
reduce generalizability to other settings, especially given the study excluded youth with certain types
of symptoms (e.g., suicidal ideation). Furthermore, this study was collected in 2016-18, prior to the
COVID-19 pandemic. Effects of the pandemic and other historical changes since 2016-18, are likely
to have effected rates and types of youth self-reported problems and reasons students seek SMH
services.

Implications

Results from this and other studies suggest youth receiving mental health services in schools report
problems with schoolwork and relationship issues more than youth receiving services in
community-based clinics, where concerns such as suicidality and/or clinically indicated depression
are more common (Ali et al., 2019). This finding reinforces that SMH services should be tailored to
target a wide array of needs with the goal of preventing more serious mental health problems. The
study also reinforces the need for interconnected systems that blend resources, data, and practices
across school and community service sectors (Barrett et al., 2013). Such interconnected systems
would allow SMH practitioners to serve youth with a wide array of needs - including school issues -
while referring to more intensive or specialized treatment from community providers when needed.

SMH providers also should be prepared to address both academic and mental health problems
within a multi-tiered system of supports (MTSS; McIntosh & Goodman, 2016). Academic success and
youth mental health are highly interrelated (Suldo et al., 2014), and negative cognitions can mediate
the relationship between academic failure and depression. Thus, SMH interventions may use
problem-solving around academics as a starting point and employ cognitive-behavioral strategies
when needed.

Effectively addressing academic and relationship problems may be especially important for meeting
the needs of minoritized youth. Current and previous findings have found higher prevalence of
academic problems among Latinx youth, some of whom may be receiving instruction in a new or
second language, and/or have parents who struggle to connect with schools due to language and
culture issues. Meanwhile Black youth have been found to have a higher rate of co-occurrence
between relationship issues and depression (Lu et al., 2017).

SMH strategies also must accommodate the multiple problems being experienced by students.
Many youths described problems related to both depression and anxiety as well as both
internalizing and externalizing problems. Such findings underscore the need for SMH practitioners
to use strategies that allow students to report problems in their own words, identify their own
priorities for treatment, and facilitate skills-building using evidence-based strategies. Listening to
students’ own reported needs may be particularly important for youth of color, as these students
may be referred for behavior problems that mask depression or anxiety and/or due to bias among
professionals (Liu et al., 2022).
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Finally, differences in reported problems among students of different races and ethnicities
reinforces the need for culturally responsive SMH services. Latinx students were more likely than
other racial/ethnic groups to identify school and internalizing problems, consistent with previous
research (Anderson & Mayes, 2010). Such findings highlight the potential need for interventions for
Latinx students that address internalizing challenges interfering with learning (Becker & Luthar,
2002) and impact of academic problems on mental health(Clarke et al., 2017; Herrold & O'Donnell,
2008).

Black students, particularly boys, identified externalizing problems at higher rates; however, results
suggest that SMH practitioners must take care to evaluate the origins of the referral to services and
take care to manage the impact of highly accessible implicit stereotypes of black youth (Liu et al.,
2022) and perpetuate over-identification of behavior problems when depression and/or anxiety may
be present. Further upstream, systematic, universal screening may help identify student mental
health needs earlier - and more objectively - than teacher referrals (Raines et al., 2012).

Conclusion

Given this is the first study to present data on self-reported problems of youth referred to or seeking
SMH services, much work remains to better understand how we can build school-based systems
that best support the needs of all students. Nonetheless, patterns of differences in student mental
health needs found in the current study reinforce the importance of building systems of support
that are capable of meeting the diverse needs of an increasingly diverse student population. The
findings also underscore that community and school providers - as well as funders, policy-makers,
and decision-makers - must work together to provide a truly interconnected continuum of support.
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