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Comprehensive assessment of youths' emotional and behavioral functioning includes obtaining data from mul-
tiple sources, such as parents and youth. Despite the shift in focus on youths' strengths and the increased avail-
ability of strength-based assessments, few studies have examined the cross-informant agreement between
multiple raters of youths' behavioral and emotional strengths. Thus, the purpose of this study was to evaluate
the cross-informant agreement between parent and youth ratings on the Behavioral and Emotional Rating
Scale-Second Edition (BERS-2). The current study extends previous cross-informant research by examining the
cross-informant agreement between parent and self-report ratings for youth served in communitymental health
centers and whether differences in cross-informant agreement exist between youth with and without a school-
identified disability. Results indicated that cross-informant agreement on youths' strengths was acceptable, as
most obtained correlations were greater than those typically reported on cross-informant agreement on
deficit-based instruments. Furthermore, small but significant differences in cross-informant agreement for
youth with and without a school-identified disability were observed for the BERS-2 Affective Strengths and
School Functioning subscales. Overall, findings provide support for the reliability of multiple informants' ratings
on the BERS-2 for measuring the strengths of youth referred for community mental health services.

© 2015 Elsevier Ltd. All rights reserved.

1. Introduction

Assessment of youths' behavioral and emotional functioning within
community mental health organizations typically involves the adminis-
tration of behavior ratings using multiple informants, such as parent

report and youth self-report (De Los Reyes & Kazdin, 2005; Renk,
2005). The benefit of having multiple perspectives is that clinicians
are able to obtain a holistic understanding of the youth's functioning,
as there is no one “gold standard” for measuring youths' emotional
and behavioral functioning (De Los Reyes & Kazdin, 2005). By having a
comprehensive view of the youth, assessment data can better inform
treatment decisions and better outcome evaluation (Renk, 2005). How-
ever, when clinicians use information from multiple perspectives they
must also consider the level of cross-informant agreement, or the simi-
larity between reports by individuals with different perspectives, expe-
riences, and information (Achenbach, 2006).

Research on the cross-informant agreement of deficit-based behavior
rating scales suggests that the degree to which multiple raters agree is
typically modest. In their seminal meta-analysis, Achenbach,
McConaughy, and Howell (1987) investigated the extent to whichmulti-
ple informants agreed in their ratings of youths' behavioral and emotional
problems. Their findings indicated that average agreement between self-
report and ratings by another individual (asmeasured byweighted corre-
lation coefficients) was .22. Furthermore, average agreement for raters
with similar roles (r= .60; e.g., two teachers) was higher than for ratings
between informants in different roles (r= .28; e.g., caregiver and youth).
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Thesefindings havebeen replicated in several studies, demonstrating that
there are more differences than similarities in informants' report of the
emotional and behavioral deficits of youth (e.g., Gresham, Elliott, Cook,
Vance, & Kettler, 2010; Rescorla et al., 2013; Salbach-Andrae, Lenz, &
Lehmkuhl, 2009; Youngstrom, Loeber, & Stouthamer-Loeber, 2000).

Despite that agreement among raters is modest, researchers have
concluded that this not due to the unreliability of the information raters
provide, but due to more substantively meaningful differences regard-
ing how informants process information and make decisions about rat-
ing items. Based on the Attribution Bias Context Model (De Los Reyes &
Kazdin, 2005), informant discrepancies arise from three main sources:
(a) the perceived cause of problematic behavior, (b) the threshold for
how severe a problem must become before intervention is warranted,
and (c) the context in which the informant observes the behavior of in-
terest. These underlying factors are highly likely to differ across youth
and caregiver informants, leading to themodest cross-informant agree-
ment repeatedly observed in the literature. Thus, informant discrepan-
cies may have an impact on the assessment and treatment of mental
health difficulties by influencing decisions concerning service eligibility,
progressmonitoring, and treatment efficacy (De Los Reyes, 2011).With-
in community mental health settings, youth and their caregiver(s) may
be the only informants to which providers have access. However, rely-
ing solely on one informant's ratings can lead to incomplete conclusions
about a youth's functioning (De Los Reyes & Kazdin, 2005). It is for this
reason that best clinical practice is to collect data from a multi-source,
multi-method, multi-setting approach in which self-report measures
completed by youth are an essential component of assessment
(Whitcomb & Merrell, 2013).

Although the cross-informant agreement of deficit-based measures
is widely studied, much less is known about multiple raters' agreement
of strength-based measures. Strength-based assessment refers to the
evaluation of the emotional and behavioral characteristics, skills, and
competencies that strengthen an individual's ability to manage stress
and adversity, foster valuable relationships with others, and develop
feelings of personal achievement (Epstein, 2004). A strength-based
approach is consistent with the belief that (a) youth with deficits also
have strengths, (b) youth and families may be more motivated
and empowered during treatment if strengths are incorporated, and
(c) the absence of a strength in an area is not indicative of a weakness
or deficit in that domain (Epstein, 2004). Furthermore, research indi-
cates that when youths' strengths are measured, clinicians can better
develop, implement, and monitor interventions (Tedeschi & Kilmer,
2005). For example, the results of a strength-based assessment can be
used to inform an approach to treatment wherein youth are taught
strategies to use their strengths to cope with difficult situations
(Rashid & Ostermann, 2009).

Several assessments are available to measure youths' strengths;
however, one of the most commonly used standardized measures
(Nickerson & Fishman, 2013) is the Behavioral and Emotional Rating
Scale-Second Edition (BERS-2; Epstein, 2004). The BERS-2 is a na-
tionally normed rating scale that measures the emotional and behav-
ioral strengths of youth. The BERS-2 can be completed by teachers,
parents, and youth ages 11–18 years in approximately 10 min.
There are 52 positively worded items that measure youths' Interper-
sonal Strengths (ability to interact with others), Family Involvement
(relationships with family members), Intrapersonal Strengths
(youths' perception of his/her accomplishments), Affective Strengths
(ability to give and receive affection), and School Functioning (com-
petence in school). Scores from the five subscales combine to pro-
duce the Total Strength Index, which is an estimate of the youth's
overall emotional and behavioral strengths. The psychometric prop-
erties of the BERS-2 scores are well established (Benner, Beaudoin,
Mooney, Uhing, & Pierce, 2008; Epstein, 2004; Walrath, Mandell,
Holden, & Santiago, 2004). However, few studies have investigated
the cross-informant agreement of the BERS-2, and those that do
exist only included youth within school settings.

The cross-informant agreement research on the BERS-2 has general-
ly revealed greater levels of agreement thanwhat is typically foundwith
deficit-basedmeasures. For instance, correlation coefficients measuring
the degree of agreement betweenparents and teachers of 20 youthwith
school-identified serious emotional disturbance were .54 to .67 for all
subscales except Intrapersonal Strengths (r = .20, ns; Friedman,
Leone, & Friedman, 1999). Similarly, correlation coefficients measuring
the extent of agreement between parents and self-report ratings for
youth in general education were .50 to .63 for all BERS-2 scales
(Synhorst, Buckley, Reid, Epstein, & Ryser, 2005). Findings from two
studies evaluating the cross-informant agreement of the Finnish version
of the BERS-2 revealed most agreement coefficients were in themoder-
ate to large range for parent–teacher, parent–youth, and teacher–youth
dyads in elementary school settings (Sointu, Savolainen, Lappalainen, &
Epstein, 2012a, 2012b). However, researchhas yet to evaluate the cross-
informant agreement between parent and self-report ratings for youth
with identifiedmental health problems servedwithin communitymen-
tal health settings. Furthermore, the BERS-2was normed on a represen-
tative sample drawn from the United States (US) school population,
which consisted of primarily typically-developing youth and a much
smaller percentage of youth with school-identified disabilities. Well-
accepted test standards established by professional organizations indi-
cate that when an instrument is used with a population not included
in the original standardization, its reliability and validity need to be
re-established (American Educational Research Association, American
Psychological Association, & National Council on Measurement in Edu-
cation, 1999).

Extant research suggests greater agreement on the majority of the
Finnish BERS-2 subscales when informants rated youth who received
special education services and supports than for those youth who did
not receive special education supports (Sointu et al., 2012b). The poten-
tial moderating role of a youth's special education disability status may
have implications for the interpretation of assessment data gathered by
mental health practitioners. However, there are no studies evaluating
differences in cross-informant agreement youth referred for communi-
ty mental health services based on the presence or absence of a school-
identified disability in the US.

The purpose of the current study was to evaluate the cross-
informant agreement of the BERS-2 for youth in community mental
health settings. More specifically, we investigated the degree to which
parent ratings and youth self-report ratings were similar. A second pur-
pose of this study was to examine potential differences in cross-
informant agreement on the BERS-2 based on whether youth received
special education services due to a school-identified disability.

2. Methods

2.1. Data source

A secondary analysis of data gathered by the Comprehensive Com-
munityMental Health Services for Children and Their Families Program,
which is also known as the Children's Mental Health Initiative (CMHI),
was conducted for the present study. The CMHI is administered by the
Substance Abuse andMental Health Services Administration (SAMHSA)
and provides funding to community organizations for the development
and implementation mental health services for infants and youth up to
age 21. The CMHI aims to improve the lives of children and youth with
serious mental health conditions and their families. Data were drawn
from 77 communities from three phases of funding cycle (initially
funded in FY 2002 and 2004, FY 2005 and 2006, and FY 2008) that in-
cluded youth from 45U.S. states, territories, and districts. Participant re-
cruitment during each of phase was ongoing. Grantees conducted
structured interviews with parents and youth at intake (baseline),
Time 1 (6 months), Time 2 (12 months), and Time 3 (18 months), and
Time 4 (24 months). Only intake data were used in the current study.
Detailed information regarding the data collection procedures and
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