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Rates of mental disorder for youth have increased substantially over recent years and this trend, coupled with persistent barriers to community-based care, has led researchers and others toward a “where they are” approach that emphasizes preventative and health promotion practices within ecologically valid environments such as schools. A key mechanism of this approach involves multi-tiered systems of support (MTSS) models that allocate supports based on student need across multiple domains of functioning. MTSS models have been implemented with moderate success but students in rural districts may be underserved. This article introduces a blueprint for a sample MTSS approach in rural schools by initially presenting their challenges and advantages as well as implementation science frameworks, and particularly the School Implementation Strategies, Translating ERIC Resources (SISTER) project, geared toward educational settings. The blueprint incorporates SISTER pillars rated highest for importance and feasibility throughout linchpin strategies to set the basis for the MTSS model; readiness strategies to determine needs, structure, and feasibility; Tier 1 strategies to implement preventative practices and address emerging cases; Tier 2 strategies to provide early intervention services for acute cases; Tier 3 strategies to provide intensive intervention services for chronic and severe cases; and strategies to enhance sustainability (including fidelity) and expansion. The blueprint thus represents a blending of emerging implementation science ideas with real-world constraints often evident in rural schools to provide a practice perspective and one set of ideas to promote discussion and innovation for a key underserved student constituency.
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1 Introduction

Rates of mental disorder for children and adolescents have increased substantially over recent decades and particularly in the post-pandemic era (World Health Organization, 2023). The prevalence of mental disorder has been estimated to be 12.7% among youths in high-income counties, 13.4% among youths worldwide, and likely higher among youths in low- and middle-income countries (Barican et al., 2022; Kieling et al., 2011; Polanczyk et al., 2015). Unfortunately, the combined treatment rate for any child or adolescent mental disorder is only 38% (Wang et al., 2023). This is partly due to substantial and persistent barriers to community-based care, especially for underserved youths, that include inaccessible and too few care providers, mistrust of care providers, dearth of specialized care options, cultural and language differences, lack of insurance, discontinuity of care, limited mental health literacy and knowledge of help-seeking processes, transportation vulnerability, competing family priorities and time poverty, excessive cost, stigma, and protracted wait times (Castro-Ramirez et al., 2021; Gage et al., 2025; Radez et al., 2022). In addition, many children and adolescents are placed in juvenile justice, child protective services, residential, or related supervisory agencies where mental health care options may be quite underdeveloped (Scott C. K. et al., 2019).

In response, advocates of mental health care for children and adolescents have gravitated toward a “where they are” approach that emphasizes preventative and health promotion practices within the context of ecologically valid environments such as schools (Weist et al., 2023). Indeed, mental health and other key services for youths worldwide often occur within the context of educational settings (Margaretha et al., 2023). In the United States, schools are sometimes referred to as a de facto mental health system (Burns et al., 1995) given that up to 80% of youths who receive such care do so to some extent in these settings (Lyon et al., 2019). Schools are the most common location for mental health service utilization for youths, and more so for those with elevated symptomatology or clinical diagnoses (Duong et al., 2021). This process has been driven partly by legislative and policy directions that emphasize school-based mental and behavioral health services, mental health awareness training, and crisis intervention and safety procedures as well as school-based reimbursement for mental health services or physical, speech, and occupational therapy (e.g., via Individuals with Disabilities Education Act funding or Medicaid) (Ali et al., 2019). In addition, a key advantage of utilizing schools in this regard is that they can serve as “soft entry” points for care via centralized access to multiple avenues of resources, partnerships with external support agencies, and greater family engagement due to less stigma and financial and transportation challenges (McGorry et al., 2022).



2 Multi-tiered systems of support

An emerging mechanism for service delivery within schools involves multi-tiered models or continua of supports based on student need across multiple domains of functioning (Benner et al., 2013). These models, embedded in various pieces of federal legislation, are designed to help school officials and other stakeholders move away from a “wait to fail” approach and instead more proactively identify and ameliorate student performance challenges (Splett et al., 2018; Zirkel, 2017). Main components of these models thus often include regular screening and progress monitoring; evidence-based assessment, intervention, and decision-making practices; implementation fidelity; and incorporation with existing school-based improvement plans and health services (Collins et al., 2019). Partnerships with external entities such as researchers, universities, professional development entities, or community practice or government agencies are common as well (Goldstein et al., 2019).

Multi-tiered models of school-based service delivery are typically trichotomous in nature and emphasize universal or primary prevention practices to promote adaptive behavior and address emerging problems (Tier 1); early, selective intervention or secondary prevention practices to address acute and less severe problems (Tier 2); and intensive intervention or tertiary prevention practices to address chronic and severe problems (Tier 3) (Stoiber and Gettinger, 2016). Tier 1 supports often represent school-wide practices to prevent a particular condition from emerging. Tier 2 supports often represent targeted initial interventions for emerging cases of a condition as well as a focus on at-risk youth who have yet to display serious symptomatology. Tier 3 supports often represent indicated interventions for youth with a particular condition in order to lessen or ameliorate the effects of the condition (McIntosh and Goodman, 2016). A particular student could receive one or more tiers of support (Morse, 2024).

Some multi-tiered models have been designed to address a particular domain of student performance such as academic (e.g., Response to Intervention; Fletcher and Vaughn, 2009) or behavioral (e.g., Positive Behavioral Interventions and Supports; Bradshaw et al., 2015) functioning. Other multi-tiered models have been designed to address multiple domains of functioning (e.g., Integrated Multi-Tiered Systems of Support; Thomas et al., 2023); to enhance other, existing multi-tiered models by improving social and emotional functioning (e.g., Social–Emotional Learning in a Multi-tiered System; Olson et al., 2022); and to merge with school mental health, community, and family partners toward a synergistic ecological approach for complex, multifaceted problems such as school climate/student discipline (e.g., Interconnected Systems Framework; Weist et al., 2023). These approaches are collectively referred to in this article as multi-tiered systems of support (MTSS) (Loftus-Rattan et al., 2023).

MTSS approaches have been used to address broad school as well as specific student issues. MTSS approaches have been used to enhance school safety and engagement, boost literacy and academic performance, reduce school violence, and ameliorate inequities in access to student services and supports on a districtwide scale (Bohnenkamp et al., 2023; Bradshaw et al., 2021). In addition, MTSS approaches have been adapted for specific student challenges such as aggression and defiance (Waschbusch et al., 2019), anxiety (Jones et al., 2019), attention-deficit/hyperactivity disorder (Fabiano and Pyle, 2019), autism (Leytham et al., 2021), depression (Arora et al., 2019), suicide prevention (Singer et al., 2019), trauma (Reinbergs and Fefer, 2018; Smith et al., 2025), and mental health needs among homeless youth (Sulkowski and Michael, 2014). Multidimensional MTSS approaches have also been designed for various domains relevant to heterogeneous problems such as school absenteeism (Kearney and Graczyk, 2020, 2022). Multi-tiered frameworks including MTSS approaches have been found to be moderately effective for cultivating the organizational health of schools and educational districts and for improving student outcomes, though evidence continues to emerge (Lee and Gage, 2020; Nitz et al., 2023).

At the same time, MTSS approaches carry significant logistical, instructional, structural, and financial challenges for many school districts (Durrance, 2023). In particular, a key predictor of better MTSS outcome is implementation with high fidelity, which can be especially difficult in educational settings with limited resources, considerable population, and large geographical size (Scott T. M. et al., 2019). In addition, MTSS approaches often must be tailored to the individual characteristics of a given school or educational level to enhance acceptability (Eagle et al., 2015), but such nuances in the literature remain sparse. MTSS approaches are also needed particularly for rural schools given that many youths worldwide are educated in rural districts (Echazarra and Radinger, 2019). In the United States, 28% of public schools are in rural areas and enroll 19% of all public-school students, and 53% of all school districts serve at least some rural students (National Center for Education Statistics, 2023).

MTSS approaches in rural schools are emerging, often in case study format (e.g., Shenoy et al., 2024; Vetter et al., 2024). Researchers and other stakeholders in this area have focused on key barriers to implementation in rural districts, including lack of data-based decision making, one-size-fits-all interventions, uncoordinated teams, low administrator support, and limited training (Olsen et al., 2023; Nygaard et al., 2025; Ormiston et al., 2025). Others, however, have posed new frameworks for developing MTSS approaches in rural schools with an eye toward further testing (Calvert et al., 2023; Turner et al., 2022). In addition, key mechanisms related to the success of MTSS approaches, such as collaborative and interdisciplinary leadership teams, are becoming better understood (Porter, 2022). At the same time, however, researchers and practitioners have called for greater integration of community school approaches and implementation guidelines vis-à-vis rural schools in particular (Knox et al., 2024; Santiago et al., 2025).

The primary purpose of this article is to offer a practice perspective for improving mental health care for underserved youths in rural schools via a multi-tiered systems of support mechanism supported by implementation guidelines. A practice perspective is emphasized for several reasons. First, as mentioned, empirical data on MTSS approaches continue to emerge in general, and less data are available with respect to rural educational settings. Second, many rural districts have very limited resources and no formalized school-based health or mental health centers, necessitating an almost no-added-cost approach (Graves et al., 2020). Indeed, multi-tiered approaches are often abandoned by school districts due to excessive expense, complexity, and burden (Kittelman et al., 2020). Third, the field of implementation science to advance multi-tiered systems of support mechanisms continues to evolve but can be overwhelming and confusing due to a plethora of frameworks and jargonistic and often murky terminology (Curran, 2020; Goldstein and Olswang, 2017). Implementation science has also been criticized for divestiture from real-world constraints and policy considerations, including the removal of harmful operations (Crable et al., 2022). A practice perspective for rural schools must therefore rely on appropriate implementation guidelines trimmed to the most valuable elements.

This article thus draws upon known challenges to rural schools and their communities, an implementation framework designed specifically for educational settings and evaluated for importance and feasibility, and a sample MTSS model based heavily on extant infrastructure to advance a practice perspective. A potential blueprint is provided for relying on existing yet high-value targets (available resources that are critical to achieve objectives) as well as an economical implementation framework to enhance sustainability. Although such a blueprint could be extended to care more broadly, such as to medical or developmental care, this article focuses on mental health care. About 85% of federally designated mental health professional shortage areas in the United States are in rural settings and about 60% of rural areas have been deemed underserved vis-à-vis mental health practice (Keeler et al., 2018). The article proceeds next with a discussion of challenges and advantages especially pertinent to rural schools and communities. The following sections then introduce implementation frameworks with an emphasis on one designed especially for educational settings. Subsequent sections detail a sample MTSS model for mental health care in rural schools within the context of key implementation pillars.



3 Challenges and advantages of rural schools and communities

Many rural schools and communities hold special challenges with respect to service care delivery compared to urban and suburban areas, and rural residents thus often experience significant disparities in mental health outcomes compared to metropolitan areas (Morales et al., 2020). A key challenge is extended physical distance between remote locations, meaning that rural communities often lack public transportation and broadband internet and require longer driving distances to services (Douthit et al., 2015). In related fashion, if urgent family or other services are needed at home, intervention delays can be substantial (Chung et al., 2016). Many rural communities experience a lack of qualified (e.g., Master’s/doctoral-level) mental health professionals, particularly with respect to demand for specialized services (Hoeft et al., 2018). Concerns about confidentiality and financial obligations due to greater poverty are especially pertinent in rural settings as well (Cheesmond et al., 2019). Others have noted that mental health challenges may be more stigmatizing in rural than urban communities (Polaha et al., 2015) and that such stigma may intersect with greater wariness of outside influences, psychological barriers to help-seeking, and cultural mismatches with providers who may lack familiarity with local customs (Hagen et al., 2022). These factors can contribute to less overall service utilization (Schultz et al., 2021).

Such challenges in rural schools and communities carry specific ramifications for MTSS approaches as well. Full-scale or formal implementation of a MTSS framework may be too costly, cumbersome, and labor-intensive for rural schools with limited resources (Yell, 2018). This applies particularly to training requirements and staff development as well as to specialized positions needed to support such a framework, such as program coordinators (Robinson et al., 2013). Rural schools also tend to have less class subject variability and specialized courses, which can limit curriculum-based MTSS intervention components, and greater challenges recruiting and training teachers (Wallender et al., 2020). Many parents in rural communities also have seasonal or other nonstandard work schedules (e.g., in agriculture, energy, mining) that require frequent relocation or time away from families, which can impact involvement in school-related activities (Katras et al., 2015). Economic pull factors also contribute to premature student departure from school prior to graduation (McDermott et al., 2018).

At the same time, rural schools and communities have unique advantages that could be leveraged to support MTSS approaches. More broadly, schools are often a central institutional and economic nexus point for rural communities (Frankland, 2021). Rural school settings are an important impetus for social cohesion and community identity, particularly via clubs, extracurricular activities, sports teams, and service initiatives (Hemming, 2018). Rural schools often serve multiple civic, business, and cultural functions in addition to their educational mandate (Schafft, 2016). In addition, children in rural communities often have greater access to extended family and kinship that frequently intersects with school officials at multigenerational levels (Vernon-Feagans and Swingler, 2020). All of these factors may help counterbalance barriers to, and increase engagement with, culturally responsive school-based mental health care in rural communities. In addition, frameworks to boost engagement in school-based mental health care in rural schools also emphasize the need to focus on cultural identity, insurance coverage, and community norms to develop interventions that best reduce mental health disparities (Morales et al., 2020).

More specifically, rural educational settings often involve smaller school-based teams and networks, including within and between schools in a district as well as with parents and central administrators. Communications may be more efficient because team members often assume multiple roles, meaning less need for frequent data collection and fewer scheduled meetings, and can align MTSS approaches more readily across a smaller and more compact K-12 system (Bailey, 2014). Rural schools also tend to be less bureaucratic and potentially more receptive to external sources of support, assuming low cost and burden (Lakin et al., 2021). Smaller class sizes, more personalized approaches to student need, and less violence are also characteristic of rural schools, which can facilitate an increased focus on mental health care (Johnson et al., 2021). Rural schools often benefit from considerable community support and ethos as well, meaning potentially greater buy-in and enthusiasm for school-based services (Seelig and McCabe, 2021). This may be especially the case if such services are culturally and linguistically responsive to the surrounding community, including Indigenous, BIPOC, migrant, and undocumented communities (Hoover and Soltero-González, 2018; Jongen et al., 2023). Practical recommendations in this regard can include adoption of strengths-based perspectives, shared decision-making with youth and families, reliance on trusted community partners vis-à-vis minoritized populations, use of accessible family-school communication processes, and providing educator support with respect to professional development, accountability, and social and emotional capacities (Beason et al., 2024).



4 Implementation science frameworks

The field of implementation science involves the scientific study of methods to promote the systematic uptake of evidence-based practices into routine settings to improve the quality and effectiveness of health services (Eccles and Mittman, 2006). Implementation science often focuses on strategies to overcome barriers to, and enhance facilitators of, such uptake (Bauer and Kirchner, 2020). Some of these efforts are targeted toward specific settings to sustain improvements in health and related outcomes among the setting’s constituents as well as the setting’s organizational context (Lobb and Colditz, 2013). Frameworks to organize and define the main pillars and prescriptive steps associated with implementation science, the components of which are briefly described next, are designed to better facilitate the adoption of evidence-based procedures into routine general practice (Bauer et al., 2015). The field of implementation science is also evolving toward a greater understanding of the key mechanisms of how these strategies work to influence service care delivery (Lewis et al., 2018). Part of this latter approach involves evaluating different implementation strategies along key metrics related to importance and feasibility (Hull et al., 2019).

Implementation frameworks have been designed for many different clinical and health care contexts (see, in particular, Damschroder et al., 2022; Glasgow et al., 2019; Meyers et al., 2012; Moullin et al., 2019). Nilsen and Bernhardsson (2019) identified four key contextual dimensions across these frameworks. The micro level of health care dimension included individual characteristics of the target population that could affect implementation, including attitudes, knowledge, and specific needs, among others. The meso level of health care dimension included organizational characteristics such as climate, readiness for change, support, and available structures. The macro level of health care dimension included wider, exogeneous influences such as policies and legislative mandates. The multiple levels of health care dimension included important supportive aspects related to social relations, financial resources, leadership, time availability, feedback, and the physical environment. Nilsen (2020) further noted that the complexity of dimensions within the implementation science framework literature means that combining the merits of multiple approaches in this regard may be desirable, with an added dose of “common sense” to adapt theories to specific contexts and across ecological levels.

One implementation framework partly adapted for mental health care, the Expert Recommendations for Implementing Change (ERIC) project, involved a compilation of 73 consensus-based strategies across nine main categories (Powell et al., 2015). These categories included engage consumers (e.g., patients and family members); use evaluative and iterative strategies (e.g., feedback); change infrastructure (e.g., record systems); adapt and tailor to the context (e.g., use data experts); develop stakeholder interrelationships (e.g., academic partnerships); utilize financial strategies (e.g., alter incentive structures); support clinicians (e.g., create new teams); provide interactive assistance (e.g., local technical support); and train and educate stakeholders (e.g., provide ongoing consultation). A key advantage of this approach is that the strategies were also evaluated for importance and feasibility. As such, decision-makers were equipped with a prioritization method for planning implementation initiatives (Waltz et al., 2015).

The ERIC implementation framework was further adapted to specific contexts and across ecological levels via the School Implementation Strategies, Translating ERIC Resources (SISTER) project that focused on the educational sector (Cook et al., 2019). This project resulted in 75 unique school-based implementation strategies that were arranged into the nine ERIC categories. Lyon et al. (2019) subsequently asked evaluators to rate each strategy for importance and feasibility (i.e., 1 = relatively unimportant/not at all feasible; 5 = extremely important/extremely feasible) and derived 33 that were deemed to be most valuable (Table 1). These 33 SISTER strategies form the basis and guide for the practice perspective guidelines presented in the next sections for the sample MTSS model for rural schools. Lyon and Bruns (2019) noted that these strategies for program implementation in school-based settings should be supplemented with a consideration of determinants (e.g., barriers, facilitators), mechanisms of action (e.g., skill development), and outcomes (e.g., student wellness). Larson and Cook (2023) further added recommendations for these strategies vis-à-vis feasible fidelity measurement (e.g., adherence to a data collection process), penetration (e.g., number of students who actually receive a service), and sustainability (e.g., ongoing efforts to provide services despite staff turnover).



TABLE 1 SISTER-based implementation strategies deemed most important and feasible.
[image: Table1]



5 Sample MTSS model for rural schools

The next sections outline key components of a sample, practice perspective-based MTSS model for mental health services for rural school youths. SISTER implementation strategies (Table 1) are included in each section to illustrate their incorporation into the sample MTSS model. These sections include: linchpin strategies to set the basis for the model; readiness strategies to determine needs, structure, and feasibility; Tier 1 strategies to implement preventative practices and address emerging cases; Tier 2 strategies to provide early intervention services for acute cases; Tier 3 strategies to provide intensive intervention services for chronic and severe cases; and strategies to enhance sustainability (including fidelity) and expansion for continuity purposes. These sections were chosen in accordance with stages common to implementation completion, which generally include pre-implementation (linchpin and readiness strategies), implementation (Tier 1, Tier 2, and Tier 3 strategies), and sustainability (continuation strategies) (Moore et al., 2017; Saldana, 2014). Note that linchpin and readiness strategies in rural districts typically involve a lengthy process, at least two years (Frankland, 2021; Webb and Michalopoulou, 2021). Linchpin and readiness strategies must be fully established and in place prior to any formal implementation.


5.1 Linchpin strategies

Several key SISTER strategies important for setting the basis for the sample MTSS model involve promoting adaptability and making implementation easier by removing burdensome documentation tasks. These involve to an extent easing the implementation process by utilizing procedures that already represent a best fit with a particular school context, that minimize or reject extra workload for existing staff, that maximize cost-effectiveness, that are relatively straightforward and realistic, that do not require added infrastructure, and that leverage extant or easily repurposed infrastructure. These strategies also focus on methods that best meet local needs, ease fidelity assessment, and remove procedures (e.g., data forms, rubrics, reports) that have little added or less significant value to making informed decisions (Lyon et al., 2019). In essence, these implementation strategies focus on existing systems that can be capitalized for maximum value within contexts with limited resources such as rural school districts. Three primary linchpin strategies undergird the sample MTSS model proposed here: partnerships, school attendance, and school-based teams. These strategies are discussed next.


5.1.1 Partnerships

A crucial SISTER implementation pillar is building partnerships to support implementation, or developing benevolent relationships with entities internal and external to a school setting (Lyon et al., 2019). Key internal partners include central administrators and district-wide personnel who can help coordinate implemented components across schools, provide developmental support for the components, draw chronic and severe cases into a central catchment mechanism (see later Tier 3 section), and interface with influential community partners about the implementation. Key external partners include state departments of education and higher education institutions (below), both of which are considered indispensable for new implementation in rural schools (Gagnon and Mattingly, 2015). State education agency partnerships are particularly vital for coaching, financial and technical assistance, policy alignment, professional development opportunities, stakeholder engagement, and workforce capacity (Greenwald et al., 2018). Other potential external partners include local businesses, preschools, and those mentioned throughout this article (e.g., faith settings, primary care centers).

A more specific SISTER strategy, developing academic partnerships, refers to accessing training and research skills for an implementation project (Lyon et al., 2019). Academic partnerships are instrumental for even more specific SISTER strategies involving modeling or simulating the change that is sought prior to formal implementation, developing resource sharing agreements to supply expertise, and conducting educational outreach visits and conducting educational meetings with specific stakeholders to educate school personnel and others about the new practices (Lyon et al., 2019). For the purposes of the sample MTSS model vis-à-vis these strategies, academic partnerships would be especially useful for conducting root cause analyses and developing decision-making algorithms for moving cases across tiers, constructing information dashboards, providing consultation for Tier 2 treatments, instituting culturally responsive practices, and establishing telemental health practices (e.g., Hoover et al., 2020; see later preparedness and tiers sections for greater detail). Other crucial aspects include developing a community asset map to coordinate adjunct, local systems of care (e.g., medical, legal, developmental) as well as shared alliances across key entities (e.g., a particular school and housing/public assistance agencies) to better track students separated from the educational process and address multilayered problems in more timely fashion (e.g., Fenelon et al., 2021). Academic partnerships are also important for supplying graduate, practicum, and internship students for professional development, consultation, therapy, and data collection and dissemination purposes (Capps et al., 2019).



5.1.2 School attendance

School attendance is a metric commonly used by districts to satisfy state and federal education accountability reporting mandates and to receive funding (Bauer et al., 2018). School attendance is a multifaceted construct but most educational agencies focus on simple presence or absence from a regular classroom or virtual learning/hybrid setting. School attendance data may be recorded manually by staff and/or electronically via software programs and mobile apps. School attendance data have several advantages, including availability, equitability, comparability and communicability across jurisdictions, and utility in detecting problems, though caveats apply with respect to quality (Kearney and Childs, 2023a; Moodley et al., 2020). Still, school attendance data are a feasible and valuable benchmark for schools with limited assessment resources. Other basic metrics also readily available to districts include course grades and office disciplinary referrals (ODRs); indeed, attendance, grades, and ODRs are often used in statistical models to predict later school dropout (Balfanz and Byrnes, 2019).

School attendance data are an important marker or early warning signal for instability and transition to unhealthy states across academic, social–emotional, family, school, and community domains of functioning (see Kearney et al., 2023 for review). School attendance and its problems are also closely associated with student mental health functioning. School attendance relates to improved wellbeing by connecting students to social and academic competence supports as well as to more specific mental health and other supports at school (Weare, 2017). School attendance problems, however, are closely associated with emotional, disruptive behavior, substance use, developmental, and traumatic disorders (Lawrence et al., 2019). Examples of key mechanisms that link these constructs include school-based stimuli (including victimization) that provoke emotional distress; psychological symptoms and risky behaviors that interfere with social and academic competence; and sleep problems and lower self-efficacy, self-esteem, and perceived self-competence that affect concentration, motivation, coping abilities, participation in school activities, expectations of negative evaluations, and disengagement (e.g., Askeland et al., 2020). As such, school attendance problems can be a cost-effective, simple, and readily available means to help initially screen for mental health functioning.



5.1.3 School-based teams

School-based teams are frequently utilized to implement and sustain new programs because their key focal areas include problem identification, progress-monitoring data, intervention recommendations, and teacher support (Brendle, 2015). More specifically, school-based teams are often already in place (or easily amenable to development) to generate accommodation and academic plans, counsel students about career paths, and conduct assessment and intervention practices, among many other tasks (Markle et al., 2014). In addition, school-based team members are prime candidates for identifying local champions to advocate for a particular implemented program (next section). School-based team members in rural settings typically collect from available in-house support personnel (e.g., school-based social worker, psychologist, nurse, counselor, speech and language pathologist, attendance officer), administrators (e.g., principal, vice principal, dean), school board members, general and special education teachers, and/or other staff employees (Nichols et al., 2017).

In rural districts, as mentioned, school-based teams tend to be small in size and its members often adopt multiple roles (Fitzgerald et al., 2014). Team members often must serve as generalists as opposed to specialists, cover various domains of student functioning simultaneously, be adept at addressing elevated rates of adverse child experiences and trauma, and be competent in cultural and poverty issues (Michael et al., 2023). Teams need to be more collaborative in nature, with an emphasis on shared data and expertise and fundamental progress-monitoring assessments. School-based team meetings and interventions in these settings typically must be highly efficient, often with a focus more on skill development rather than on targeted treatments. As such, only the most necessary and convenient MTSS components and data collection sources may be implementable, and perhaps only in specific locations or via online mechanisms (McDaniel et al., 2021; Pierce and Mueller, 2018). In related fashion, successful tiered approaches in rural settings are often better viewed by teams as a general education initiative or schoolwide vision for improvement rather than as a special implementation (Shepherd and Salembier, 2011). More specific duties of school-based teams for the sample MTSS model are described in greater detail in the later Tier 1, Tier 2, and Tier 3 sections.




5.2 Readiness strategies

Readiness strategies refer here to assessments of needs, structure, and feasibility to determine if a new program such as a MTSS framework, in this case for a rural school district, is indeed essential, supportable, and realistically workable. Aspects of the readiness process include preparedness, installation, and implementation plan, each of which relate to various SISTER strategies. These aspects are discussed next.


5.2.1 Preparedness

The first readiness aspect refers to preparedness, or an exploration of measurable needs, evidence that a new program produces highly valued outcomes related to the needs, practicality of the new program, and the program’s whole-school value (Sugai and Horner, 2020). Key SISTER strategies in this regard include conducting a local needs assessment to determine whether new practices are imperative and assessing for readiness and identifying barriers and facilitators. The advent of large data sets within educational settings and the development of machine learning and other sophisticated data analytic strategies mean that school districts can pinpoint causes and patterns of constructs such as school absenteeism in a particular community, school, student group, or classroom (Kearney and Childs, 2023b).

Partnerships with universities and researchers with expertise in algorithm- and model-based analyses are especially helpful with respect to measurable needs. A particularly valuable process involves root cause analysis of local conditions that act as barriers and facilitators of a new program. Root cause analysis with respect to school attendance, for example, can illuminate policy and practice changes that may be needed, such as improved transportation, reduced use of exclusionary discipline, school-based meals and mentoring, and increased use of emotional competency enhancement and trauma-informed classrooms (e.g., Shamblin et al., 2016). Such partnerships must also emphasize data literacy training, however, to ensure that school staff can more easily understand and utilize such information. Key components of data literacy training, and especially for learning analytic methods, include understanding data structure and sources, visualizing data, drawing insights and making decisions based on data, and engaging in real-world applications, among others (Mandinach and Abrams, 2022).

Evidence that a new program produces highly valued outcomes related to the needs can come in the form of examining functional impairment as a result of school absences. Functional impairment refers to how certain actions interfere with a child’s ability to operate adequately across multiple domains such as social and academic performance (Rapee et al., 2012). School absences carry different impacts for different students depending on available support systems, meaning that not all absences are necessarily problematic. Rural schools can leverage school attendance data monitoring to focus specifically on those absences that carry greater negative impact. This includes absences that occur early in an academic year, during critical evaluation periods, and/or in higher-impact grades (e.g., first semester of middle school); that interfere with academic competence (e.g., grades, homework completion); that trigger an administrative or disciplinary action that produces further absences; and that interfere with social competence and interpersonal relationships (e.g., loss of friendships) (Kearney, 2022). Over time and with academic data support, a rural school-based team can become adept at isolating instances of school absences that create functional impairment, that may be more predictive of mental health problems and thus additional screening, and that promote highly valued outcomes by more proactively and efficiently linking students to necessary support systems.

The practicality of a new program refers in part to the ease with which the established system can be administered. Readiness in this case means that any new system must leverage an extant practice toward greater utility. The creation of an information dashboard, for example, can involve entry of local and easily interpreted variables such as attendance, grades, and screening data in real time to serve as an early warning system and enhance efficient data-based decision making by a school-based team (Childs and Grooms, 2018). Such a dashboard should be pragmatic and constructive vis-à-vis effortless or autoscored data entry, production of straightforward reports, and amenability to disaggregation to isolate students and student groups in greatest need of resources (Leverson et al., 2016). Such a dashboard could also be linked with interagency data systems within government services agencies and state departments of education (shared alliances) to better track students and coordinate available services (Chang and Balfanz, 2016). Dashboards can also be utilized by researchers via sophisticated learning analytic techniques to develop practical risk classification algorithms (such as for root cause analyses) to support school-based teams (Sahin and Ifenthaler, 2021). A key example of this approach involves data-based individualization, or an iterative process of collecting and analyzing progress monitoring information to identify when a particular student should move from Tier 1 to Tier 2/3 or from Tier 2 to Tier 3 supports (Sussman et al., 2022).

Finally, whole-school value can refer to collective understanding and buy-in from multiple parties with respect to the rationale for the proposed program. Indeed, enthusiasm among teachers and coaches for a particular program, particularly in rural areas, is considered critical for successful implementation (Shepherd and Salembier, 2011). Readiness in this case can involve whole staff participation in at least one key element of the implementation plan. An example is training all school staff to monitor and report to a school-based team key early warning signs of attendance and social and academic problems, and thus possibly internalizing and other mental health problems. Such signs can include student difficulties attending specialized classes, entering the school building, eating lunch with others, or transitioning from class to class. Other signs may include frequent visits to a non-classroom space, persistent distress in the classroom or upon separation from caregivers, sudden declines in grades or quality of completed work, and abrupt emotional or behavioral changes, among others (Kearney, 2016). Collective action also serves to boost sustainability of an implemented program (Herlitz et al., 2020).



5.2.2 Installation

The second readiness aspect refers to installation by district and school leadership teams that identify clear outcomes and develop policies and structures to support the implemented program (Sugai and Horner, 2020). Often this means identifying leadership, competency, and organizational drivers that promote system-level changes and pinpoint infrastructure elements that support strong fidelity, effectiveness, and sustainability (Bertram et al., 2015). Leadership drivers include trailblazers that understand the overall context of a given setting and its challenges and that involve other agencies to resolve the challenges (Fixsen et al., 2018). One set of SISTER strategies in this regard refers to identifying and preparing champions and providing practice-specific supervision (Lyon et al., 2019). Champions refer to those who support, market, and drive an implementation process, including overcoming resistance that a new program can provoke among stakeholders. In rural school settings in particular, principals often have outsized influence and have been shown to be essential in implementation efforts (Klar et al., 2020). Principals in particular are well-positioned to provide practice-specific supervision, or authoritative support for those delivering new services, by organizing assessment protocols, designing leadership roles, mentoring teachers and others, securing materials, spearheading professional development efforts, and arranging technical assistance from government, academic, and other agencies (Shepherd and Salembier, 2011).

Competency drivers include elements that promote confidence among those providing and receiving services and that enhance sustainability (Fixsen et al., 2018). A key component of this process is staff selection, particularly with respect to staff with knowledge and aptitude regarding a target population (Bertram et al., 2015). In a rural setting, such selection is imperative and must emphasize utilizing school-based team members most familiar with the surrounding community, culture, and language to engender greater trust and understanding (Schultz et al., 2021). Researchers have also noted the importance of school-based teams that understand and address the culture of poverty affecting many students in rural schools, particularly less access to health resources and greater food insecurity (Michael et al., 2023). In addition, valuable school-based team members would be those active in local operations that most draw rural populations together, including faith settings, community and sporting events, primary care settings, business and social cooperatives, agricultural and county gatherings, and other insider mechanisms (Preston and Barnes, 2017).

Organization drivers refers to elements that reshape system culture and enhance a hospitable environment for intended services (Fixsen et al., 2018). This relates to the SISTER strategy of creating a professional learning collaborative or forming groups within or between schools to foster a joint learning environment to enhance implementation of new practices (Lyon et al., 2019). Key aspects in this regard include (a) adopting a proactive approach, (b) reviewing existing policies and procedures, (c) reducing caseload size, (d) making decisions to target limited resources to areas of greatest need, and (e) aligning federal, state, organization, and community systems (Bertram et al., 2015). The MTSS blueprint provided here relies on school-based teams to (a) eschew a “wait to fail” approach in favor of a more proactive screening and early intervention approach; (b) minimize exclusionary discipline and zero tolerance policies that deter future school attendance and linkage to school-based mental health supports; (c) reduce caseload size by developing a central catchment mechanism for chronic and severe cases (later Tier 3 section); (d) target resources by identifying student groups in most need of services; and (e) align various care systems via the community asset mapping and shared alliance process described earlier (Scott T. M. et al., 2019).



5.2.3 Implementation plan

The third readiness aspect refers to the development and initiation of the implementation plan, complete with identifying its primary components and developing assessments in support of the plan (Sugai and Horner, 2020). A key SISTER strategy in this regard, developing a detailed implementation plan or blueprint, refers to delineating the primary aim of the implementation, scope of the change, goals or outcomes to be achieved, timeframe and milestones, appropriate performance/progress measures, and specific strategies to attain the goals or outcomes (Lyon et al., 2019). The blueprint is designed to propose what is most feasible to enhance student outcomes along these facets.

The primary aim of the implementation plan proposed here is to establish an organized, school team-based process to proactively monitor and respond to school absences, screen for mental health and related difficulties, and link students to appropriate mental health support options. The scope of change of the implementation plan proposed here (who and what settings) focuses on students and their families and initially on a pilot process designed for later elementary school grades (e.g., 4–5) and the first semester of middle school (e.g., grade 6). A focus on only two schools initially is done to maximize limited resources toward educational time periods that involve substantial social and academic development, students with enhanced cognitive development, and the transition to middle school, which is a high-risk period for school maladjustment (Ryan et al., 2013). Lessons from the pilot process can then inform modifications and possible expansion to other grades and schools. Note that an alternative high-impact pilot would involve a pre-kindergarten-kindergarten-first grade focus.

The goals or outcomes of the implementation plan proposed here are to improve student mental health functioning/wellbeing via enhanced school attendance and mental health services utilization. The timeframe of the implementation plan proposed here involves the beginning to the end of the academic year (e.g., September to May), whereas milestones involve biweekly attendance data review, main grading periods, and end of semester points. Each of these represent typical extant meeting times for school-based teams. The appropriate performance/progress measures of the implementation plan proposed here include school attendance, functional impairment data (grades, ODRs, screening), and type and frequency of mental health services utilization (e.g., Tier 2 school-based intervention, telehealth, outpatient, inpatient, emergency department). The specific strategies to attain the goals or outcomes of the implementation plan proposed here are described in the following tier-based sections.





6 Tier 1

Recall that Tier 1 strategies include universal or school-wide practices to promote adaptive behavior and deter maladaptive behavior. The primary purpose of the proposed school-based team at Tier 1 is to engage consumers, review school attendance and impairment data, manage emerging cases, and implement preventative tactics. With respect to engaging consumers, key SISTER strategies include intervening and communicating with students, families, and other staff to enhance uptake and fidelity and involving students, family members, and other staff (Lyon et al., 2019). These strategies focus on attracting stakeholders who may not be directly involved in a new implemented program but who can help problem solve toward greater adoption and fidelity. In a rural setting, efforts to draw caregivers and extended family members into the MTSS approach must be prioritized at Tier 1. Such engagement would facilitate consultations to resolve school attendance problems and link students to appropriate mental health service options. Engagement examples include linking informal school events (e.g., performances, fairs, parties) that often attract family members to consultation opportunities, events scheduled at flexible and staggered times, caregiver recruitment efforts to assist school-based tasks, campus-based (and community satellite if feasible) resource rooms devoted specifically to caregiver assistance (including non-academic resources), transportation assistance, and use of social media and other communication platforms (Hamlin and Flessa, 2018). Family members can also be recruited to report early warning signs as noted earlier.

With respect to reviewing school attendance/impairment data and managing emerging cases, key SISTER strategies include developing and distributing educational materials that support the implemented program (Lyon et al., 2019). In the sample MTSS model proposed here, such materials would include in-print and online handbooks for caregivers with contact information and availability for school staff (especially team members), school policies regarding attendance, transportation options, and progress reports. In addition, information would be provided on the implemented program and a community asset map of resources (Werch and Runyons-Hiers, 2020). In related fashion, the school-based team would actively monitor school attendance data as an early warning signal. This should occur at least once every 2 weeks, and ideally weekly, to identify students who have missed at least 25% of school time (Kearney, 2016). Such identification would then be linked to further screening with respect to functional impairment (interference with social and/or academic competence; e.g., Brann et al., 2021), other readily available school-based metrics (e.g., ODRs), and no-cost but culturally responsive and equitable mental health symptom screening and targeted measures (e.g., National Center for School Mental Health; School Health and Performance Evaluation; Gonzálvez et al., 2021).

A Tier 1 school-based team would then efficiently determine, via the academic partnership algorithms described earlier, if school absences and any related impairment are temporary and nonproblematic or emerging and thus in need of early intervention. A key SISTER strategy in this regard, facilitation/problem-solving, involves interactive efforts to support students and their families with respect to the implemented program within the context of a non-evaluative interpersonal relationship (Lyon et al., 2019). In a rural setting in particular, this requires an emphasis on additional qualitative data and ecological decision-making to identify interventions best tailored to home and community circumstances (Hoover and Soltero-González, 2018). Examples include adjustments for students with hybrid or home-based learning formats, families with nontraditional work schedules, and very remote areas with particularly sparse community resources (Garbacz et al., 2022).

With respect to preventative tactics, key SISTER strategies include conducting ongoing training and facilitating relay of intervention fidelity and student data to school personnel (Lyon et al., 2019). These refer to engaging in the implemented practices in an ongoing fashion and providing real-time data about student outcomes using various channels of communication. In the Tier 1 phase proposed here, this can involve extensive use of teachers to engage in specific curriculum-based interventions, provide a welcoming and destigmatizing culture, and monitor school attendance in real time to support the school-based team. Essential aspects of a curriculum-based intervention shown to promote mental health and academic success could be emphasized, such as a cost-effective focus on classroom-based social and emotional learning or psychoeducation (Gueldner et al., 2020). Teachers can also focus on regular praise and encouragement to students who are in class and emphasize that their attendance is valued. In addition, the use of first period or homeroom teachers, or a primary teacher in elementary school, could involve immediate reporting of a school absence to the team, which could spur efforts to minimize the absences and their effects via texts, apps, or other contact methods with caregivers (Cook et al., 2017). Teacher, peer, and community mentoring and advocacy programs are also helpful in this regard as low-cost options (Hart et al., 2021).



7 Tier 2

Recall that Tier 2 interventions refer to early, selective intervention or secondary prevention practices to address acute problems. The role of the school-based team at Tier 2 is to address acute cases of school attendance and mental health problems identified via Tier 1 decision-making procedures. Key SISTER strategies in this regard include making training dynamic and providing ongoing consultation/coaching (Lyon et al., 2019). These refer broadly to varying delivery methods in an implemented program according to different student and professional development needs, with an emphasis on interactive and experiential practices. Although this refers in part to the initial training and development process, these strategies are also important for direct service delivery. In this context, the interventions to be implemented must focus on what is most feasible, valuable, and cost-effective while at the same time empirically supported. As such, the focus in this section is on methods to provide interventions in formats that reach a wider audience as well as the use of school-based treatments to provide maximum coverage. In addition, the providers of such interventions in rural schools may need to more intensely involve teachers given limited personnel and could involve training in the practices described next to promote task-sharing and help bridge staffing gaps (Hoeft et al., 2018).

Intervention formats to maximize exposure and reach a wider audience can include in-person as well as novel modes of service delivery. In-person formats, particularly in rural settings, generally involve small groups (i.e., 2–6 members) that meet 1–4 times per week for 20–25 min per session (Guy et al., 2016). Settings could involve the school building as well as association with local primary care centers and other proximal task-sharing sites (Hoeft et al., 2018). Novel modes of service delivery include computer-assisted programs, digital device applications, games, portals, text messaging, videoconferencing, virtual reality, and wearable devices, among others (Hollis et al., 2017). Such modes can also be leveraged to inform caregivers in real time regarding school absences and mental health and other functioning concerns, to upload academic work and other resources to minimize impairment, and to provide mentoring and other support (Smythe-Leistico and Page, 2018). Novel modes of service delivery can also be used to support direct interventions, such as via peer-to-peer communications, reminders, skills development, and social networking (Liverpool et al., 2020). Access to such technology cannot necessarily be assumed in low-resource rural schools, however, necessitating technology readiness analyses, creative onboarding of new hardware, workarounds for bandwidth deficits, and reliance on more available devices such as smartphones (Wargo et al., 2021).

Tier 2 school-based treatments in rural settings must maximize feasibility, value, and coverage while addressing the most pressing mental health issues in these areas: emotional and substance use disorders, including aspects of trauma, suicidal ideation, anxiety, and depression (Schultz et al., 2021). Examples of two primary approaches to meet these requirements are described here. The first approach involves school-based transdiagnostic treatments that target multiple problems or disorders that share common features. Examples of common features include avoidance, cognitive biases, emotional dysregulation, exposure to traumatic life events, low self-esteem and self-efficacy, and social skill deficits (Fusar-Poli et al., 2019). School-based transdiagnostic treatments thus focus on intervention techniques that address multiple common features. Examples of such techniques include acceptance, behavioral activation, cognitive reappraisal, mindfulness, psychoeducation, relaxation, and various aspects of coping, interpersonal, problem-solving, self-supporting, and social skills training (Berryhill et al., 2022). Mechanisms for delivery can include readings, individual or group exercises and discussion, social performances, support, videotaped role-playing and feedback, and homework (Fernández-Martínez et al., 2020). Although some school-based transdiagnostic treatment protocols contain a parent component, most focus on students, which is of particular benefit in rural settings where extensive caregiver contact can be challenging. School-based transdiagnostic treatments have been found effective for symptom and impairment reduction (e.g., Martinsen et al., 2019). Fewer such treatments have focused on substance use per se, though many of the transdiagnostic features relevant to emotional problems, such as regulation and social skill deficits, also apply (Shadur and Lejuez, 2015).

The second approach involves school-based trauma-informed practices that are geared toward students with adverse child experiences that often precipitate impairment in multiple domains (Thomas et al., 2019). The overarching goal of these practices is to support impacted students via trauma-sensitive classroom and school-wide strategies as well as via the transdiagnostic techniques mentioned above. At a broader level, such practices often involve educating school staff about childhood trauma and its effects and signs; providing rationales and transparency with respect to expected student behavior; developing collaborative and trust-based student-teacher interactions via active listening, empathy, multiple forms of communication, and positive affirmations; utilizing supportive feedback within predictable and consistent classroom routines; and enhancing a sense of safety. Other trauma-informed practices can be targeted toward specific students, including extended compliance times, calming strategies, and competency development (Minahan, 2019). School-based trauma-informed practices are effective in individual and group formats but classroom-based and school-wide applications tend to enhance integration, access to services, and sustainability (Herrenkohl et al., 2019).

Tier 2 interventions can also be maximized for efficiency via a multidimensional MTSS approach that addresses multiple domain clusters simultaneously and thus in more nuanced fashion (Kearney and Graczyk, 2020). This involves tailoring a MTSS approach to better fit students and schools of various developmental levels, performance challenges, or ecological domains, among other clusters. For example, the Tier 2 interventions described above could be tailored more specifically for students at elementary and middle school levels and for students with different combinations of challenges as well as substantial family (e.g., divorce) and other inner and outer contextual variables impacting their mental health. In addition, a multidimensional approach would potentially include variation with respect to formats for information and treatment provision, inclusion of other broad intervention frameworks (e.g., anti-bullying), and parent-focused interventions (Weingarten et al., 2020).



8 Tier 3

Recall that Tier 3 interventions refer to intensive practices to address chronic and severe problems. As mentioned earlier, the proposed school-based team at Tier 3 would be a central catchment mechanism for student problems that require extensive case management efforts due to frequent absenteeism, academic disengagement, intense symptomatology, comorbid conditions, and multiple contributing contextual factors. This could involve a district-wide panel, task force, or review board process that coordinates efforts for these cases, thus reducing caseload for the Tier 1/2 school-based teams described earlier (Battal et al., 2020). Members could include district officials or central administrators and representatives from law enforcement/probation and community health and mental health, social service, and youth agencies, among others (Oyen and Wollersheim-Shervey, 2019). This centralized mechanism would be responsible for reviewing complex cases, gathering the extensive historical and clinical knowledge and special circumstances relevant to a particular case, examining school and district policies applicable to the case, and developing a multifaceted intervention plan (Kearney, 2016). Policy review would also include reconfiguration or removal of practices that are biased toward certain student groups and that paradoxically aggravate school attendance and mental health problems (Conry and Richards, 2018; Wilson and Cariola, 2020).

Intervention plans at Tier 3 would likely involve a combination of academic support, wraparound care, and more formal mental health services. Academic support could include accommodation plans (e.g., IEP, 504) to leverage available alternative educational settings or pathways, part-time attendance schedules, modifications in class schedule and academic work, mentoring or increased supervision at school, tutoring and homework assistance, assessment of previously undiagnosed learning and other disorders, student visits to school-based team members, and daily feedback to caregivers (Chaparro et al., 2022). Family and mental health support as described below can also be key aspects of these plans. Wraparound care in rural settings often involves linking families with available community supports as established by the asset map and shared alliances described earlier. A full description is beyond the scope of this article but common supports surround crisis care and outreach, employment, foster care, housing, independent living, legal services, nutrition, physical health, recreation, residential and respite care, self-help, and transportation (Olson et al., 2021). Another internal mechanism for Tier 3 support in rural schools includes fostering partnerships with community organizations, nonprofit agencies, and local businesses to provide mentorship opportunities (Kraft and Falken, 2021).

With respect to mental health support, a key mechanism at Tier 3 can be university-supported telehealth practices, often via videoconferencing but also potentially via the novel strategies mentioned earlier, that link students directly to psychiatric and psychological therapies (telemental or telebehavioral health; Michael et al., 2025; Patel et al., 2020; Sylvan et al., 2025). University-supported telehealth practices and telehealth consultation models for rural schools remain in development but could be integrated into the central catchment mechanism mentioned above to relieve caseload surrounding chronic and severe mental health problems (Calleja et al., 2022). Telemental health practices in rural settings commonly involve individual or group therapy, medication management, symptom monitoring, and substance use counseling, though screening procedures can be included as well (Emmett et al., 2022). Acceptance and satisfaction with telemental health practices is typically good, and video-based communication may be as effective as face-to-face formats, at least in the short term, though data continue to emerge (Barnett et al., 2021). The practices are less amenable to students with severe auditory, visual, or cognitive impairments or conditions such as psychotic symptoms, active suicidality, and addictions that may require specialized, crisis, or long-term treatment (Schlief et al., 2022). Other barriers to telemental health practices must also be addressed and include service reimbursement, technology, and facilitating acceptance among school staff and students and families (Fox et al., 2022). In addition, telemental health practices must be developmentally appropriate; for example, treatment for substance use in adolescents may include advanced cognitive-behavioral and motivational interviewing techniques but such treatment in elementary school children may need to focus more on psychoeducation about substances, coping skills development, and promoting healthy behaviors (Liu et al., 2023).

Two key SISTER strategies for these Tier 3 practices include changing or altering the environment and developing and organizing a quality monitoring system. Specific space will need to be identified or repurposed to accommodate telemental health practices and to maximize privacy, confidentiality, and security. In addition, such spaces must be well integrated into existing school processes (Fox et al., 2022). Facilities for virtual and related communications must also be established for Tier 3 school-based team members, community partners, and caregivers. Quality monitoring systems vis-à-vis telemental health practices can include measures of student engagement and safety, symptom change, technical complexity, provider and student experiences and satisfaction, adverse events, economic impact, treatment adherence, equitable access, and student outcomes (Demaerschalk et al., 2023).



9 Sustainability and expansion

To be clear, sustainability and expansion of MTSS approaches must rely on steady funding sources that often include federal and state grants, possible Medicaid reimbursement, community entities, private foundations, and other streams (Gozali-Lee et al., 2021). Mechanisms to enhance rural schools’ ability to access such funding are imperative. In addition, the development of pipelines to augment the number of qualified school mental health providers remains necessary. Mechanisms to strengthen these pipelines can include loan forgiveness and other incentives, internships with high school and college and other students, and reducing costs to school districts (Michael et al., 2023).

Several SISTER strategies are also important in the MTSS model proposed here to enhance sustainability and expansion. With respect to sustainability, these include auditing and providing feedback, developing instruments to monitor and evaluate core components of the innovation/new practice, obtaining and using student and family feedback, and monitoring the progress of the implementation effort (Lyon et al., 2019). These strategies collectively and broadly refer to methods to regularly monitor implementation components to determine their acceptability and thus sustainability. Sustainability constructs within implementation science relate to inner and outer contexts and include continued delivery, behavior change, adaptation, and continued benefits (Hall et al., 2022). Specific sustainability constructs for MTSS models remain in development but typically surround assessment of implementation fidelity, formative assessment of student performance, program annual evaluation, teacher buy-in and adjustment of traditional roles, involvement of all school personnel, adequate meeting time for coordination, strong administrative support at building and district levels, and ongoing professional development (Bahr et al., 2023). Measures in this regard can include checklists, observations, and interviews but must minimize burden in rural settings (Hoover et al., 2020; Santiago et al., 2025).

Assessment of implementation fidelity for the MTSS model proposed here could involve real-world measures such as adherence to regular school attendance/impairment data review, frequency of Tier 1 screening and problem-solving activities, latency of responding to absences and linking students to necessary supports, and student participation in Tier 2/3 mental health supports, among other constructs (Gage et al., 2022). Formative assessment of student performance could involve ongoing evaluations of academic, behavioral, social, and mental health functioning for youths receiving Tier 2 and 3 services. Program annual evaluation could involve a district-wide report of rates of school absenteeism and student functioning for pilot and non-pilot schools, as well as surveys of students and families regarding acceptability and reach of the interventions (Sanetti and Collier-Meek, 2019).

Teacher buy-in and adjustment of traditional roles could involve participation in the school-based team, student absenteeism reporting, curriculum delivery, and mentoring roles. Involvement of all school personnel could be evaluated by participation in reporting early warning signs to the school-based team. Adequate meeting time for coordination can be examined via documented schedules. Strong administrative support for the implemented program could be measured via resources, community intersection efforts, policy review and revision, and development of a Tier 3 team. Finally, ongoing professional development could involve online and university-based trainings to boost sustainability via problem-solving. A primary goal of these processes would be to derive organic, nuts-and-bolts data in real time about what works and what may be burdensome, extraneous, and subject to simplification or removal (Forman et al., 2017).

With respect to expansion, successful elements of the implemented program may be eventually pursued to other grade levels and schools in a rural district. The key SISTER strategies in this regard, capturing and sharing local knowledge, identifying early adopters, visiting other sites, and using train-the-trainer strategies, refer broadly and collectively to methods to disseminate information on effective aspects of the new program that could be implemented in different settings (e.g., student group, grade, school). Potential expansion would require a detailed assessment of available resources and particularly those at provider and organizational levels (Williams and Beidas, 2019). Examples include provider competence and perceptions/motivation surrounding the implemented program as well as strong leadership and available school-based teams in the new settings. Readers should note, however, that longitudinal studies examining the expansion of MTSS approaches in rural schools remain needed (Johnson et al., 2021).

Initial expansion would involve distribution strategies (e.g., interpersonal connections, websites) to promote the spread of effective implementations and new innovations. Subsequent stages of expansion include integration strategies, such as gradual forays into a new grade; capacity-building strategies, such as having a member of the original school-based team provide coaching; and scale-up strategies, such as infrastructure development and policy advocacy (Leeman et al., 2017). Such dissemination could be more active, utilizing continued engagement of academic partnerships, or more passive by diffusing naturally throughout a system (Rapport et al., 2018). In a rural setting, a strong connection of implementation agents with the local environment is especially important for expansion efforts, meaning that any generalizability must not necessarily assume whole system implementation but rather tenability at more specific levels (Braithwaite et al., 2018). Expansion could, for example, focus more on preschool and early grade efforts to address school attendance and academic and social–emotional skills that often set the stage for improved mental health functioning in later grades (e.g., Huber et al., 2019).



10 Conclusion

Rural schools and communities present significant challenges with respect to service delivery for mental health problems in children and adolescents, yet at the same time contain unique advantages that may be especially amenable to an implemented MTSS approach. More broadly, rural schools are fertile ground for examining overarching, futuristic trends in youth mental health care, including “where they are” interventions, innovative service delivery methods, cultural responsiveness, policy review, barrier removal, shared alliances, and ecological systemic (whole child) approaches, all within the context of an implementation science framework. These areas of focus can also help advance other key research areas such as how a newly implemented program affects long-term student performance metrics, the overall climate of a given school or district, and degree of community engagement. Such areas of focus also have ramifications for training new mental health professionals, particularly with respect to competencies in sophisticated data analysis, consultation, ethics, networking, interdisciplinary and multicultural practices, creative interventions, technology, telehealth provision, and program evaluation, among others. Indeed, rural schools are excellent laboratories for clarifying implementation guidelines and for developing practical, real-world solutions. The blueprint provided in this article is designed not as the final word but rather one set of ideas to promote discussion and innovation in this regard and help address an often overlooked and underserved set of youth.
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