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Abstract

Based on a Response to Intervention framework, this study examines 
whether a clinical significance methodology is useful for placing children 
in Tier 2 interventions for school-based social-emotional learning. Data 
from INSIGHTS Into Children’s Temperament, a Tier-1 intervention, was 
analyzed to assess practical considerations and limitations inherent in 
the clinical significance methodology. Student academic and behavioral 
outcomes were analyzed using the Reliable Change Index (RCI) to assess 
recovery and reliability. Based on findings that demonstrate that the number 
of students appropriate for Tier 2 is consistent with prior research, the 
clinical significance methodology is discussed as a feasible and easy-to-
execute way for school personnel to determine student responsiveness to 
interventions.

Keywords: Response to intervention, social emotional learning inter-
vention, clinical significance, disruptive behaviors, academic achievement

Introduction

Children who are self-regulated are engaged in the learning process and 
exhibit fewer disruptive behaviors in the classroom (Diamond & Lee, 2011). 
To enhance children’s self-regulation, schools are increasingly implementing 
social-emotional learning (SEL) programs (Durlak, Weissberg, Dymnicki, 
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Taylor, & Schellinger, 2011). Although there are a number of evidence-
based SEL intervention programs, most are focused on the classroom level 
(Durlak et al., 2011; Korpershoek, Harms, de Boer, van Kuijk, & Doolaard, 
2016). As a result, they are limited in their ability to effectively meet the 
individual needs of students who require more intensive services (Kendziora 
& Yoder, 2016). Ten to 15% of students in general education classrooms fail 
to demonstrate adequate improvements post-intervention, and require more 
specialized instruction to better suit their needs (Fox, Carta, Strain, Dunlap, 
& Hemmeter, 2010). Multi-tiered models of prevention, alternatively, aim 
to reach all students with specialized levels of instruction (Bruhn, Lane, & 
Hirsch, 2014).

Response to Intervention (RtI) is a multi-tier framework for the early 
identification and support of students with varying learning needs. One of its 
aims is to differentiate students who are struggling because of low-quality 
instruction versus those with actual disability (Fuchs, Fuchs, & Compton, 
2004). Although the majority of the RtI literature and related discussion 
have focused on academic outcomes, specifically learning disorders (LDs) 
(Fuchs & Deshler, 2007; Fuchs, Mock, Morgan, & Young, 2003), research 
has emerged to support the application of this tiered model to social and 
behavioral goals (Cheney, Flower, & Templeton, 2008; Fairbanks, Sugai, 
Guardino, & Lathrop, 2007; McIntosh, Campbell, Carter, & Dickey, 2009). 

The RtI model is intended to monitor student progress and provide 
appropriate accommodations through the provision of multiple tiers of 
intervention (McIntosh et al., 2009). In Tier 1, students receive general 
education instruction. Those who do not respond adequately are deemed 
“non-responsive” and are placed into subsequent tiers to receive more 
specialized treatment (Fuchs & Fuchs, 2006). In an SEL context, Tier 1 
interventions provide core curriculum programming for all students in a 
classroom. Tier 2 is provided in addition to Tier 1 for students at higher 
risk for social emotional delays who require secondary interventions beyond 
the core curriculum. Tier 3 provides tertiary treatments that are highly 
individualized and more intensive for children with persistent challenges 
(Fox et al., 2010). 

An RtI framework supports a movement away from looking for within-
child deficits to an examination of the broader school context and structural 
problems that maybe preventing optimal student achievement (Harris-
Murri, King, & Rostenberg, 2006). Moreover, RtI models seek to ensure 
that students receive evidence-based interventions to prevent unnecessary 
referrals to special education. In many schools, however, the response to a 
student’s behavioral problems is often compounded by other factors. When 
teachers feel inadequately equipped to handle disruptive behaviors in the 
classroom, a referral to special education is often the remedy (Skiba et al., 
2006). 

However, the effect is not being seen across all students equally. Students 
of color are often largely overrepresented. Indeed the Nondiscriminatory 
Administration of School Discipline Policy of 2014 issued by the 
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Departments of Education and Justice brought to light the racial disparities 
that are evident in special education referrals and disciplinary actions (US 
Department of Justice & US Department of Education, 2014). Data regarding 
office discipline referrals in 364 elementary and middle schools nationwide 
revealed that students from African American families are 2.19 times as 
likely to be referred to the office for disruptive behavior as are their white 
counterparts in elementary school (Skiba et al., 2011). In middle school, 
African American students are 3.78 times more likely to be referred. Other 
factors in addition to race are associated with special education and discipline 
referrals. Students from low socio-economic families or who have academic 
problems are disproportionately punitively disciplined in schools or placed 
into special education. Children with more than one of these demographics 
are at even greater risk. A direct link has been heavily research between 
these exclusionary discipline tactics and entrance into the juvenile justice 
system; the link has been termed the “school-to-prison pipeline” (Fenning 
& Rose, 2007). 

Tiered social emotional interventions are needed to meet the varying 
needs of students, especially those from diverse backgrounds. Likewise, 
practical strategic methods are necessary for identifying children requiring 
different levels of SEL programming. This paper seeks to explore an applied 
methodology for designating students to tiers of SEL interventions that is 
easy for teachers to use.

Existing Methodological Challenges in the RtI Field 
Fuchs, Fuchs, and their colleagues have been candid in their 

acknowledgement that the RtI field has a long way to go. The RtI framework 
is a promising start for the identification of students at risk for learning, 
behavioral, or other related problems, but it is far from perfect. The greatest 
methodological challenge in the RtI field is identifying the most effective 
method to use for designating students to tiers of intervention (Fuchs & 
Fuchs 2006). In a related manner, there is a lack of clarity around the R in 
RtI – what constitutes responsiveness (Speece & Walker, 2007)? The current 
use of multiple methods for evaluating responsiveness is problematic in that 
it results in disparate categorizations of students and differing prevalence 
rates of students identified as non-responsive (Fuchs et al., 2004). 

The RtI literature describes several distinct methodologies to categorize 
students as responsive or non-responsive. These methods are frequently 
applied when identifying children with LDs, rather than for use in SEL 
programming. Two such methodologies use post-treatment status to 
evaluate responsiveness. The “final benchmark” (Fuchs & Dechsler, 2007) 
method compares raw scores on a measure against a criterion-referenced 
benchmark associated with future success; students whose scores exceed 
a particular threshold are designated as responsive. For example, Torgesen 
and colleagues (2001) used the “normalized” post-treatment standard score; 
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those who were at or above the 25th percentile at post-test were responsive 
while those below were deemed non-responsive. Similarly, Good, Simmons 
and Kame’enui (2001) looked at performance at the end of the intervention. 
Alternatively, Vellutino and others (1996) evaluated student performance 
several times throughout a multi-year program using hierarchical linear 
modeling to calculate the slope of improvement for each child on multiple 
measures. The slopes were then rank ordered, and by way of the “median 
split method” (Fuchs & Dechsler, 2007), the median was the point used for 
the cutoff between responsive and non-responsive. 

Another method developed by Fuchs and Fuchs (1998) and utilized 
by Speece and Case (2001) is termed the “dual discrepancy” method 
(Fuchs & Dechsler, 2007). Students are assessed in two ways: slope of 
improvement during intervention and performance level at the end of the 
intervention. Students designated as non-responsive scored more than one 
standard deviation below peers on both slope and performance level at the 
end of intervention. Lastly, a method used by Fuchs et al. (2004) based 
responsiveness on students’ slope of academic improvement. Students were 
measured over a period of time and their slopes were computed. Students 
who scored above a normative cut off point were responsive, and those 
below were non-responsive. 

Fuchs and Deshler (2007, p.134) conclude that there are “a handful of 
possibilities but no consensus about which are preferable.” Consensus may 
not be a feasible goal, however, given the different purposes an RtI framework 
is used to accommodate. The aforementioned methodologies were applied 
to educational interventions intended to produce academic improvement, 
usually reading. They may not prove useful in assessing individual-level 
change to SEL-focused interventions. The methodologies that are currently 
in practice also have a number of drawbacks that make them difficult to 
utilize in school settings. Many of these methods are highly time- and 
resource-heavy because they require the collection of data at multiple time 
points for analysis (Fuchs & Fuchs, 1998; Speece & Case, 2001). Relatedly, 
the methodologies often require knowledge of sophisticated statistical 
analyses that are outside the scope of a typical teacher’s training. In low-
income schools in particular, in which teachers are over-worked and under-
resourced (Selwyn, 2007), the expectation to use complex methodologies 
for student tier designation is unrealistic. 

Another method, thus far untested in the RtI context, is proposed as a 
feasible way for teachers to assess students’ post-intervention change. The 
authors borrow a method from clinical psychology and the broader medical 
fields to assess individual response to intervention. The clinical significance 
methodology, as it will be referred to as, represents a movement away from 
traditional methods of evaluating change by examining data on an individual 
level. It allows post-hoc exploration into why some individuals did or did 
not improve post-intervention and may be helpful in addressing factors that 
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mediate and moderate improvement (Gerdes, Haack, & Schneider, 2012). 
The clinical significance methodology is not resource-intensive and lends 
itself to school adaptation past the pilot phase of an intervention.

Clinical Significance Methodology
When applying the clinical significance methodology, clinically significant 

change must meet two essential criteria: recovery and reliability (Jacobson & 
Truax, 1991). Individuals are recovered if they initially score in a clinical, or 
dysfunctional, range on a particular measure, and then score in a normative, 
functional range during a post-treatment assessment of the same outcome. 
Clinically meaningful change is concluded when a change has been made 
from the dysfunctional to the functional range when this change is reliable, 
or unlikely to be the product of error. Testing for reliability safeguards 
against the possibility of an individual’s post-test score crossing the cutoff 
point but not to an extent that is statistically significant. 

This methodology groups individuals into one of several categories: a) if 
the individual shows statistically reliable change post-treatment but remains 
in the dysfunctional range, the individual is "improved but not recovered," b) 
if the individual is in the functional range post-treatment, but the magnitude 
of change is not statistically reliable, then the methodology is not able to 
determine if this change was clinically significant, a random fluctuation, or a 
measurement error, and c) if the individual demonstrates change that is both 
statistically reliable and puts the individual within a functional range, the 
individual is "recovered" (Jacobson, Roberts, Berns, & McGlinchey, 1999). 
The clinical significance methodology allows a student to be compared to 
him or herself at an earlier time point, thus reducing bias by not comparing 
diverse groups of students against each other. 

The terminology in the clinical significance literature requires some 
adaptation for a school context. Jacobson and Truax (1991) and others use 
the term “functional” to refer to clients who score in the normative range on 
a particular measure and “dysfunctional” for those who score outside of the 
normative range. In the current paper, we make the case that those individuals 
who score as functional on behavioral and academic outcomes based on the 
clinical significance methodology are “responsive” to intervention while 
those identified as dysfunctional are “non-responsive.”

 Current Study
The purpose of this study was to explore whether calculating the clinical 

significance of student outcomes from an efficacious Tier 1 intervention 
could inform the creation of multiple tiers as recommended by RtI. We focus 
specifically on identifying students who need Tier 2 services because 10-
15% of the student population are hypothesized to need these secondary 
supports in an RtI context (Bruhn et al., 2014). To achieve this aim, the data 
from a randomized clinical trial of a Tier 1 intervention, INSIGHTS Into 
Children’s Temperament (INSIGHTS), was examined. 
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INSIGHTS is a comprehensive school-based universal intervention that 

aims to foster social and emotional learning competencies in children in 
order to promote their self-regulation and academic achievement (McClowry, 
2014). INSIGHTS includes classroom, teacher, and parent programs intended 
to support children’s ability to self-regulate by improving their attentional 
and behavioral capacities.

In a group randomized trial, INSIGHTS was compared to a supplemental 
reading program in enhancing the academic learning context (O'Connor, 
Cappella, McCormick, & McClowry, 2014). Two level individual growth-
modeling demonstrated that children in INSIGHTS had a 1.23-point increase 
in math scores (ES = .31) and a 3.15-point increase in reading scores (ES 
= .55) on the Woodcock-Johnson III Tests of Achievement. In addition, 
children in INSIGHTS exhibited reductions in behavior problems over time 
(ES = .54) compared with children in the supplemental program who showed 
increased disruptive behavior over this same time period.  

Interventions such as INSIGHTS demonstrate efficacy in improving 
academic and behavioral outcomes on the group level, but do not identify 
which students require additional services. Making use of RtI can help to 
ensure that individual students in general education classrooms receive a 
level of intervention that is matched to his or her level of need (Fox et al., 
2010).

Method

Participants and Setting
The randomized clinical trial of INSIGHTS was conducted in 22 

under-resourced urban schools (see O’Connor et al., 2014 for a full study 
description). The participants included 435 children and their parents or 
caretakers as well as 122 teachers from their kindergarten and first grade 
classrooms. Eleven of the schools were randomly assigned to INSIGHTS. 
The remaining schools participated in a supplemental reading program, 
which will be referred to as the control group. 

At baseline, the children ranged in age from 4 to 7 years (M=5.38 years, 
SD=0.61). Fifty-two percent of the children were boys, and the remaining 
48% were girls. Eighty-seven percent of the children qualified for free or 
reduced-price lunch programs. Approximately 75% of the children were 
Black, non-Hispanic; 16% were Hispanic, non-Black; and the remaining 
children were biracial.  

Data Collection
Researchers and associated staff received training on all measures that 

were administered prior to the five data collection time points. Data collectors 
had no knowledge of school study condition. For this analysis in the current 
study, we use data collected at baseline in the winter of the kindergarten 
year.  Then the intervention was conducted in the Spring during kindergarten 
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Variable

Category 1 
Functional 
to Functional 

n (%)

Category 2 
Functional 
to Non-
Functional 
n (%)

Category 3 
Non-Functional 
to Non-
Functional 
n (%)

Category 4 
Non-Functional 
to Functional 

n (%)

Category 5 
Non-Reliable
Change 

n (%)

Child 
Behavior 
Problems

79 (74.5) 13 (12.3) 8 (7.6) 6 (5.7) 0 (0.0)

Applied
Problems 97 (80.2) 2 (1.7) 8 (6.6) 3 (2.5) 11 (9.1)

Letter-Word
Identification 106 (87.6) 2 (1.7) 7 (5.8) 2 (1.7) 4 (3.3)

and repeated during the following Fall when the children were in first grade. 
The post-intervention data was collected in the winter of the following year, 
immediately following the first grade intervention. 

Measures
Multiple measures were administered in the third randomized clinical 

trial of INSIGHTS (O’Connor et al., 2014). For the purposes of this paper, 
outcomes in student’s behavioral problems and academic achievement 
were examined. These areas were chosen because INSIGHTS is designed to 
increase students’ abilities to self-regulate which acts to improve academic 
and behavioral outcomes. Making use of both behavioral and academic 
data is useful in providing a more comprehensive assessment of the student 
because behavior and academic performance mutually influence each other 
(Lane, Menzies, Kalberg, & Oakes, 2012; Lane & Wehby, 2002).

Child behavior problems. Disruptive behavior problems were measured 
with the 36-item Intesity Scale of the Sutter-Eyberg Student Behavior 
Inventory (SESBI) (Eyberg & Pincus, 1999). On a frequency scale ranging 
from 1-7 (1=never, 3=seldom, 5=sometimes, 7=always), teachers report 
the frequency that a student engages in a variety of disruptive behaviors, 
such as “acts defiant when told to do something,” and “verbally fights with 
other students.” An aggregate score was calculated by adding the number of 
individual items to create a total frequency score.  Cronbach’s alpha was .96 
for the Intensity Scale. 

Child academic achievement. Reading and math achievement were 
assessed using the Letter-Word Identification (LWID) and Applied Problems 
(AP) subtests of the Woodcock-Johnson III (WJ-III) (Woodcock, McGrew, & 
Mather, 2001). The Letter-Word Identification subtest assesses letter naming 
and word decoding skills by asking children to identify a series of letters and 
words. The Applied Problems subtest assesses children’s simple counting 
skills and the ability to analyze and solve mathematical word problems. 
Their average reliabilities in this study were .88 and .84 respectively. 

Analytic Approach
A clinical significance score was calculated to determine individual 

student’s progress from baseline to immediate post-intervention in first 
grade. Students who did not have both baseline and post-intervention data 
(i.e. students who received the intervention only in first grade or who had 
missing data for other reasons) were not included in analyses. 

A Reliable Change Index (RCI) was calculated for each individual student 
(Christensen & Mendoza, 1986; Jacobson, Follette, & Revenstorf, 1984). The 
RCI assesses the reliability of change an individual demonstrates over time 
in order to demonstrate that the change was not merely a random fluctuation 
or measurement error (Jacobson & Truax, 1991). Using the Reliable & 
Clinical Changer Generator for Windows, version 4 (Devilly, 2004), the RCI 
was calculated by dividing the pre-post-intervention score difference by the 
standard error of the difference between these two scores for each measure. 
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An RCI > 1.96 indicates reliable change (p < 0.05). Recovery was defined 
by clinical cutoff scores based on the midpoint between the mean of the 
functional population and the mean of the dysfunctional population. The 
midpoint calculation takes into account the unequal variances of functional 
and dysfunctional populations (Jacobson & Truax, 1991). 

Students were then classified into one of four reliable categories post-
intervention: Category 1) functional at baseline and remained functional 
post-intervention; Category 2) functional at baseline and reliably moved 
to non-functional range at post-intervention; Category 3) non-functional 
at baseline and remained non-functional at post-intervention; Category 4) 
non-functional at baseline and reliably recovered to functional range at 
post-intervention (clinically significant change). Participants who did not 
change reliably, but who did cross the threshold from either functional to 
non-functional or from non-functional to functional were in Category 5. 

Results

The frequencies and percentages of student functionality both pre- 
and post-intervention are reported for student behavior problems, math 
achievement, and reading achievement, and are shown in Table 1. Figure 1 
(next page) provides a visual representation of Tier 2 designation based on 
student functional status and responsiveness to intervention. 

The number of students who were in INSIGHTS and reliably completed the 
intervention in the functional range (Categories 1 and 4) was high across all 
three variables. These children were deemed responsive to the intervention. 
They included 80% of the children whose behavior was functional based 
on the SESBI. On the WJ III AP, 83% scored in the functional range in 
their counting and skill in solving mathematical word problems. Regarding 
the WJ III LWID, 89.3% scored in the functional range on their ability to 
identify letters and read words of increasing difficulty at post-intervention. 

Variable

Category 1 
Functional 
to Functional 

n (%)

Category 2 
Functional 
to Non-
Functional 
n (%)

Category 3 
Non-Functional 
to Non-
Functional 
n (%)

Category 4 
Non-Functional 
to Functional 

n (%)

Category 5 
Non-Reliable
Change 

n (%)

Child 
Behavior 
Problems

79 (74.5) 13 (12.3) 8 (7.6) 6 (5.7) 0 (0.0)

Applied
Problems 97 (80.2) 2 (1.7) 8 (6.6) 3 (2.5) 11 (9.1)

Letter-Word
Identification 106 (87.6) 2 (1.7) 7 (5.8) 2 (1.7) 4 (3.3)

Frequency of Clinical Significance of Child Behavior Problems and 
Academic Achievement

Table 1

Note: Child Behavior Problems (n=106), Applied Problems and Letter-Word Identification (n=121)
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Figure 1. Student Responsiveness to Intervention and Tier Placement 
Decision Model

Functional

Non-Functional

Non-Functional

Non-Functional

Functional

Functional

Responsive to
Intervention

Tier 1

Tier 1

Tier 2
Placement

Responsive to
Intervention

Non-Responsive to
Intervention

Non-Responsive to
Intervention

Baseline Post-Intervention Results RtI Decision

Note: Students who demonstrated non-reliable change was not included in Figure 1.

Students who reliably scored in the non-functional range (Categories 2 
and 3) were non-responsiveness to intervention and qualified for a referral 
to a Tier 2 level SEL program. Approximately 20% of children ended the 
intervention in the non-functional range in terms of behavioral problems on 
the SESBI. Because social emotional behavior is interrelated with academic 
skills (Lane et al., 2012), non-functional scores on the WJ III were also 
considered.  Eight percent of the children were reliably in non-functional 
range on Applied Problems post-intervention and 7% were reliably non-
functional on Letter-Word Identification.

It should be noted that we identify an area of ambiguity inherent to the 
clinical significance method that will be further addressed in the Discussion 
section: not all students demonstrated reliable change at post-test. Category 
5 includes some students whose post-intervention score was in the non-
functional range, but who demonstrated a degree of change from baseline to 
post-intervention that was not statistically reliable.

Discussion

To our knowledge, this is the first study that assesses clinical significance 
(both reliable change and recovery) as a methodology for creating tiers in 
school-based SEL interventions. Categories of responsiveness are useful if 
they have accurate ability to predict students who are “on track” to meet 
designated benchmarks (Silberglitt & Hintze, 2005). The ultimate purpose 
in determining cut off points is to identify children who are likely to exhibit 
disruptive behavior in the future that will preclude them from participating 
effectively within the classroom setting and may manifest in a host of 
negative later-life outcomes (Becker & Luthar, 2002; Fuchs et al., 2004). 

Despite the fact that several methods have been utilized to assess student 
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responsiveness to intervention, the lack of consensus amongst practitioners 
on a preferred method speaks to the limitations inherent to the existing 
methods (Fuchs & Dechsler, 2007; Fuchs & Fuchs, 2006). The gap also 
highlights the limitations in currently used methods in their applicability in 
schools. 

One of the greatest strengths of the clinical significance methodology 
is its simplicity: the method requires assessment at only two time-points, 
rudimentary statistical knowledge and analysis, and an unspecified sample 
size because data is examined on an individual level. In contrast, currently 
existent methodologies may not be feasible for use in schools after an 
intervention because of their need for strict adherence to multiple time-
consuming guidelines, their requirements of large sample sizes, as well as 
an excessive amount of additional work for already over-worked teachers. 
These findings all point to the need for an efficient, simple-to-execute, 
and most importantly, realistic to sustain, method of determining student 
eligibility for specific tier services, which clinical significance lends itself 
to well. 

Results of this study have implications for utilizing this particular method 
in school-based intervention work. The clinical significance methodology 
in this study produced results that are consistent with previous literature’s 
indication of the proportion of students that qualify for Tier 2 services (Fox 
et al., 2010). Based on the results, approximately 20% of students would be 
referred to a Tier 2 SEL program. This data is congruent with, albeit slightly 
higher than the 10-15% of children that research indicates are not optimally 
responsive to universal interventions (Bruhn et al., 2014; Fox et al., 2010).

The high-risk nature of the sample also may account for the slightly 
elevated frequencies of students that were not optimally responsive to 
intervention; 10.7% WJ LWID, 15.7% WJ AP, 19.9% SESBI. The study 
is unique in the demographic make-up of its sample: urban, low-income, 
minority students. This high-risk population is likely a large referral source 
to RtI, and yet they are largely understudied in the RtI field (Graham & 
Perin, 2007; Reynolds & Shaywitz, 2009). 

Relatedly, this examination of the clinical significance methodology 
for tier designation in this study makes an important contribution to the 
RtI field because it includes a predominantly black and Hispanic sample 
of urban students from low socioeconomic backgrounds. This population 
is overrepresented in school disciplinary and special education referrals 
compared to their white counterparts (Skiba et al., 2011). As schools face 
pressures to have students meet academic benchmarks in order to receive 
funding and to remain open (Bassok, Latham, & Rorem, 2016; Skiba et 
al., 2006), there has been greater use of exclusionary discipline practices 
that populate the school-to-prison pipeline with students of color (Fenning 
& Rose, 2007). RtI models seek to ensure that students receive intensive 
evidence-based intervention before a referral to special education is made as 
a means of combatting the inequality seen in the racial make-up of students 
with special education and discipline referrals (Cramer, 2015).
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Despite the potential for this methodology to prove immensely useful 

in evaluating and creating tiers within SEL interventions, there are several 
limitations to consider when using the clinical significance strategy. First, of 
the utmost importance, is to recognize the drawback inherent to designating 
a student as having achieved clinically significant change: the student must 
have begun in a non-functional range at baseline. A majority of the students 
in regular education classrooms begin at a functional level, as opposed to 
students in special needs classes, therefore precluding them from making 
clinically significant change by definition of being unable to recover. If 
educators are interested in gauging responsiveness in the context of RtI as 
opposed to post-intervention functionality, we advise that practitioners focus 
solely on students who were in the non-functional range on the outcome 
at baseline to investigate this group’s responsiveness to intervention in 
employing the clinical significance definition.   

When classifying students at the end of the intervention in terms of 
responsiveness, it is important to bear in mind that students who did not 
demonstrate a clinically reliable degree of change cannot be left unclassified. 
Despite the ambiguity in scoring between the beginning and end of the 
intervention (i.e. Category 5, the score only just surpasses the threshold of 
responsiveness in either direction by a non-reliable amount), these students 
must ultimately be classified as either responsive or non-responsive based 
on their final score. In a research sense, these students may be left out of 
analyses, but in a practice sense, these students may not be simply left out 
of the intervention. 

Acknowledging the questionability of the confidence with which we can 
declare their final score to be accurate, practitioners must make a decision 
in terms of classifying these students as responsive or non-responsive to 
intervention. This leaves room for subjective educator input, and can 
potentially result in a student receiving specialized services he does not 
necessarily need or, worse, a student in need of specialized services not 
receiving them. Ideally, practitioners want to provide the appropriate level 
of intervention to each student, but the vagueness in tier designation presents 
the threat of either: a) students not getting the more intensive dosage of 
intervention they need because their score slightly exceeded the threshold 
into the responsiveness range, or b) students using costly, individualized 
resources in a higher level tier than they need for optimal responsiveness 
because their score just missed the designation of responsiveness. 

Missing data is another limitation that is encountered when using this 
method; clinical significance focuses on individuals, not group means. 
Missing data, therefore, cannot be imputed. This constraint reduces sample 
sizes that can be used for clinical significance studies when there is missing 
data. There also exists the strong possibility that individuals’ scores on 
various assessments will not unequivocally designate them as responsive 
or not; an individual may score in the functional range on a measure of 
word identification, but may score in the non-functional range on a measure 
of behavior problems. We therefore strongly encourage practitioners to be 
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mindful of the criteria they set for of Tier 2 and 3 services (Ogles, Lambert, 
& Sawyer, 1995). 

Effective and complete implementation of school-based interventions 
requires sustaining the intervention after the initial implementation by 
researchers (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005). While 
this may sound obvious, SEL programs are often not implemented in a way 
that fits in with the day-to-day structure of schools, thereby limiting their 
long-term sustainability and effectiveness (Jones & Bouffard, 2012). The 
feasibility of adapting interventions into the school culture is necessary for 
the success of the intervention. It is essential to consider the generalizability 
from research to practice, as well as the real-life administrative and logistical 
issues that may arise during the implementation phase that were absent 
during a research study (Backer, Liberman, & Kuehnel, 1986; Schoenwald 
& Hoagwood, 2001).  

Moving forward, it is imperative to test the long-term utility of the clinical 
significance method. In order to be a valid form of tier designation, the 
method should withstand the test of four diagnostic accuracy statistics, as 
outlined by Silberglitt and Hintze (2005): A) sensitivity: of all students who 
display future disruptive behavior problems, what percentage of them were 
accurately predicted to do so by earlier Tier 2 placement? B) specificity: of 
all students who do not display future disruptive behavior problems, what 
percentage of them were accurately predicted to do so by earlier Tier 1 
placement? C) positive predictive power: of all students who were predicted 
to display future disruptive behavior problems by earlier Tier 2 placement, 
what percentage of them actually displayed future behavior problems? D) 
negative predictive power: of all the students who were predicted to not 
display future disruptive behavior problems by earlier Tier 1 placement, 
what percentage of them actually do not display later disruptive behavior 
problems? 

This investigation highlights the need for future work to be done. There 
is still nowhere near a consensus on what operationalization of “non-
responsive” should be used in intervention work. Collaborative efforts on the 
part of researchers, policymakers, and educators should aim to select valid 
and reliable criteria that can be employed in school settings. RtI has been 
touted as an alternate approach that could help to reduce the discrepancy in 
school discipline referrals between white students and students of color. The 
field of RtI is burgeoning and holds much promise; used in tandem with the 
clinical significance methodology, there is potential for a useful framework 
for informing tiered interventions. ■
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