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Laila Abdulwahab Aljumah
TEACHERS’ REPORTED IMPLEMENTATION OF EFFECTIVE BEHAVIORAL
STRATEGIES FOR STUDENTS WITH ATTENTION-DEFICIT/HYPERACTIVITY
DISORDER
Teachers play a crucial role in positively influencing the behavior of students with

ADHD by implementing recommended behavioral strategies. However, there is limited research
on the factors that impact general education teachers' implementation of the recommended
behavioral strategies. Guided by an adapted theory of planned behavior, this study examined
factors that could predict teachers' implementation of behavioral strategies. I collected and
quantitatively analyzed online survey data. The results revealed that general education teachers
in my sample employed both effective and ineffective behavioral strategies. The findings suggest
that some of the theory's assumptions were supported. The results indicate that teachers’
appraisals of effectiveness of behavioral strategies predicted implementation of behavioral
strategies, regardless of whether research evidence supported their effectiveness. This suggests
that teachers’ misconceptions about the effectiveness of strategies may lead them to implement
strategies with little evidence of effectiveness. Confidence in applying the behavioral strategies
and perceiving facilitators could enhance teachers' implementation of behavioral strategies,
particularly those with stronger evidence of effectiveness, as it emerged as a significant predictor
of implementation across several strategies (e.g., stimulant medication and offering immediate
tangible rewards for engaging in positive behavior). Overall, there were differences in the factors
that predicted “how often” a strategy was implemented compared to “how well” they were

implemented.
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Chapter One: Introduction
Focus of Study

The present study focused on general education elementary school teachers of students
with Attention-Deficit/Hyperactivity Disorder (ADHD) in the United States. This study aimed to
explore general education elementary school teachers' implementation of behavioral strategies
for students with ADHD and what contributes to their implementation in most urban, least urban,
and rural areas.

Knowledge of ADHD can influence teachers’ use of behavioral strategies used for
students with this disorder. Elementary school teachers in general education appear to lack
adequate knowledge of ADHD treatment (Shroff et al., 2017). To assess teachers’ knowledge of
ADHD, studies often targeted general knowledge of ADHD, knowledge of symptoms and
diagnosis of ADHD, and ADHD treatment. Therefore, this study applied an adaptation of the
theory of planned behavior to explore the factors that predict use of behavioral strategies for
students with ADHD.

Behavioral interventions are one of the most common treatments used to support students
with ADHD. Several types of behavioral interventions have been documented to be effective for
students with ADHD, such as allowing students task choice, establishing token economies, and
reinforcement strategies (e.g., [rianjani & Rohmah, 2020; Schieltz et al., 2020, Dunlap et al.,
1994). However, there is a dearth of studies that assess teachers’ knowledge of a broad range of
behavioral strategies. In the extant research literature, current measures used to evaluate teachers'
knowledge of ADHD treatment do not encompass a wide range of behavioral strategies nor

examine teachers’ application of the behavioral strategies in the classroom. This study aimed to



develop a measurement tool for assessing teachers' implementation of various types of
behavioral strategies utilized for students with ADHD.
Theoretical Framework

The current study was guided by the Theory of Planned Behavior (TPB) which is an
extension of the Theory of Reasoned Action (TRA). The TRA assumes that humans’ intentions
are the strongest predictor of behavior (Montano & Kasprzyk, 2015). Behavioral intentions are
formed by an individual’s attitude toward the behavior, subjective norms regarding the behavior,
and perceived behavioral control (Montano & Kasprzyk, 2015). An individual's attitude is
influenced by their beliefs about the outcomes of a particular behavior and their evaluation of
whether those outcomes are likely to be negative or positive (Montano & Kasprzyk, 2015).
Subjective norms are determined by normative beliefs which are shaped by an individual’s
beliefs about whether important others will approve or disapprove of their behavior, as well as
their motivation to meet important other people’s expectations (Montano & Kasprzyk, 2015).
The TPB added perceived behavioral control to the TRA which involves control beliefs that are
shaped by the absence or presence of barriers and facilitators that impact performing the
behavior, as well as an individual’s self-efficacy in carrying out the behavior (Montano &
Kasprzyk, 2015). More detail on how the TPB was adapted and applied in this study appears in
Chapter Two.
Impact of Attention-Deficit/Hyperactivity Disorder

ADHD is a neurological disorder that emerges in childhood (Wender et al.,
2001). Students affected by ADHD can experience daily struggles due to the core
symptoms associated with this disorder. Three primary types of ADHD are currently recognized

including inattention, hyperactivity, and impulsivity (American Psychiatric Association, 2013).



The symptoms of inattention, hyperactivity, and impulsivity impact several aspects of an
individual’s life including behavior, emotions, education, and social interactions. According to
recent statistics, approximately 12% of children in the United States, totaling 7.1 million, have
received a diagnosis of ADHD. Nearly 11% of these children, equivalent to 6.5 million, had
current ADHD (Danielson et al., 2024). Among school-aged children, 9.6% have ever been
diagnosed with ADHD (Danielson et al., 2018). Boys are three times more likely than girls to
have ADHD (Barkley, 2006).

ADHD can co-occur with other disorders. In the United States, 63.8% of children with
ADHD have at least one co-occurring condition (Danielson et al., 2018). Among children with
ADHD, 51.5% have behavioral problems (Danielson et al., 2018). A review revealed that up to
45% of students with ADHD have learning disabilities (DuPaul et al., 2013). Nearly 33% of
children with ADHD have comorbidity with anxiety problems (Danielson et al., 2018). ADHD
can also be associated with emotional impairment, stemming from negative experiences like
academic failure and peer rejection, leading to adverse emotional consequences (Wehmeier et
al., 2010). These emotional problems may manifest as a persistent state of being worried,
frequent feelings of unhappiness, despondency, or tearfulness (Strine et al., 2006). It is worth
noting that over one-third of children diagnosed with ADHD in the USA exhibit elevated levels
of emotional and behavioral challenges (Strine et al., 2006). Another pervasive coexisting
difficulty among children with ADHD is impaired executive functioning, which compromises
self-regulation of behavior (Sinclair, 2018). Research indicates that ADHD can contribute to peer
rejection (Mrug, 2012). It can be challenging for individuals with ADHD to form positive

relationships (Barkley, 2006).



Scholars have documented that students with ADHD often have poor academic
achievement compared to typically developing peers (Barkley, 2006; Barry et al., 2002;
Hinshaw, 1992). Poor executive functioning negatively impacts inhibitory control, planning, task
shifting, working memory, and verbal fluency (Scheres et al., 2004). Deficits in executive
functioning can be related to academic struggles (Nigg et al., 2005). Further, ADHD was found
to be associated with high rates of detention and expulsion and low rates of graduation from high
school and tertiary education (Loe et al., 2007). Inattention, impulsivity, and behavioral
problems students with ADHD display result in the exhibition of off-task behavior which results
in incompletion of work (Barkley, 2006). Comparing predicted with actual achievement of
students with ADHD, greater discrepancy scores were observed in reading, writing, and math in
favor of students with ADHD compared to those with non-ADHD (Barry et al., 2002). Students
with ADHD can display underachievement in reading and math standardized test scores (Loe et
al., 2007; Barry et al., 2002). Almost 30% of students with ADHD receive failing grades, and
approximately 30% to 40% need special education services (Barkley, 2006). All in all, the main
symptoms of ADHD, comorbidities, and neuropsychological conditions can impact academic
success, especially when students with ADHD experience poor planning, organizing, and
working memory (Daley & Birchwood, 2010).

According to the Centers for Disease Control and Prevention (2022a), the majority of
children receive some special education services in school settings. In addition, most students
with ADHD learn in general education classrooms (Zentall & Javorsky, 2007; Gureasko-Moore
et al., 2006). DuPaul and colleagues (1998) reported that at least 80% of students with ADHD
are instructed in general education classrooms (as cited by Gureasko-Moore et al., 2006). This

means that general education teachers can play a critical role in addressing the needs of students



with ADHD. Teachers may often be the first to suspect a student has ADHD (Sax & Kautz,
2003). Teachers also have an essential role when referring students suspected of having ADHD
for ADHD assessment (Sciutto et al., 2000).

Teachers' characteristics can influence students' success (Sherman et al., 2008). For
instance, Sherman and colleagues (2008) revealed that the way teachers perceive and respond to
the behaviors displayed by students with ADHD, as well as recommended treatments, impacts
several outcomes among students including self-image, behavior, and social and academic
outcomes. Multiple teacher factors could influence the success of students with ADHD,
including teachers' level of tolerance in terms of ADHD behaviors displayed in classroom,
previous experience with students with ADHD, awareness of intervention techniques, and
attitude towards students with a disability (Sherman et al., 2008).

Significance of the Study

Delivering inappropriate treatments that do not meet students’ needs can worsen ADHD
symptoms (Thomas, 2017). US Department of Education (2006) asserts that teachers need to
enhance students' behavioral and academic skills. For instance, the Indiana Department of
Education standards expect teachers of students in PreK to 12 grades to “have a broad and
comprehensive understanding of student development and diversity and demonstrate the ability
to provide instruction that is responsive to student differences and that promotes development
and learning for all students... and have a broad and comprehensive understanding of
instructional planning and delivery and demonstrate the ability to plan and deliver standards-
based, data-driven differentiated instruction that engages students, makes effective use of

contemporary tools and technologies, and helps all students achieve learning goals ” (Indiana



Department of Education, n.d. p. 1). Therefore, this study explored general education elementary
school teachers’ use of effective behavioral strategies applied to students with ADHD.

Many studies have tested teachers’ beliefs or preferences in a limited number of behavioral
interventions (e.g., Schatz et al., 2021) or without specifying the type of behavioral strategies
(e.g., Havey et al., 2005, Glass & Wegar, 2000). Understanding teachers’ use of different types
of behavioral strategies could reveal some barriers to effective behavior management and point
to training needs. This study explored a wide range of behavioral strategies that were used by
teachers for managing behavior, including but not limited to the following: reinforcement (i.e.,
token economy and response cost), functional behavioral assessment (FBA), and self-regulation
and reported the most and least commonly used behavioral strategies for student with ADHD.

Some studies explored teachers’ perceptions of the efficacy of utilizing behavioral
interventions alone or combined with medication to enhance ADHD symptoms (e.g., Schatz et
al., 2021; Curtis et al., 2006; Havey, 2007; Glass & Wegar, 2000). However, these studies did
not explore the relationship between teachers' implementation of behavioral strategies and other
variables such as teacher characteristics (e.g., ethnicity, gender, race) and perceptions (e.g.,
teachers’ views about the role of general educators in working with students with ADHD), an
area that my study focused on.

Research Purpose and Questions

The current study aimed to predict general education elementary teachers’ use of a wide
variety of classroom-based behavioral interventions using variables suggested by the Theory of
Planned Behavior. These included teachers’ personal characteristics (e.g., gender, race),
professional attributes (e.g., training, self-efficacy as a general education teacher), and

perceptions (e.g., appraisals of strategy effectiveness). Study findings could be valuable for



identifying teacher training needs and developing programs and training materials. Guided by
this study’s adaptation of the TPB, this study explored five main research questions:

1) What do general education elementary school teachers know about ADHD and
effective behavioral strategies used for students with ADHD? How confident are
general education elementary school teachers in managing classroom behavior,
providing instruction, and engaging students, in general?

2) What do general education elementary school teachers report about their
implementation of behavioral strategies?

3) What are the relationships among teacher personal characteristics (i.e., gender,
race, ethnicity, geography), professional variables (i.e., education level, grades
taught, years of teaching experience, specialized ADHD training), and knowledge
of ADHD and effectiveness of behavioral strategies?

4) What are the relationships among general education elementary school teachers’
knowledge of ADHD, teachers’ appraisals of effectiveness of behavioral
strategies, views about general education teachers’ role, the perceived presence or
absence of barriers or facilitators to applying effective behavioral strategies, and
teachers’ self-efficacy to applying effective behavioral strategies?

5) To what extent do teacher perceptions (i.e., appraisals of effectiveness of
behavioral strategies, views about general education teachers’ role, perceived
barriers and facilitators, teachers’ self-efficacy related to applying effective

behavioral strategies) predict implementation of behavioral strategies?



Chapter Two: Review of the Literature

The current study was guided by an adaptation of the TPB, which is depicted in Figure 1.
According to the TPB, teachers' knowledge of ADHD and effective strategies are influenced by
demographic information (e.g., gender and race), education level, grade taught, years of teaching
experience, teachers’ general sense of self-efficacy, and where they taught. This assumption is
supported by Alabd and colleagues (2018) who found that teachers with more years of teaching
experience had greater knowledge of ADHD (Alabd et al., 2018). Additionally, a positive
correlation was observed between self-efficacy and knowledge of ADHD (Latouche and
Gascoigne, 2019). All the demographic variables mentioned were tested in my study.

The integrated model presumes that the reception of ADHD-focused training is
associated with teachers’ knowledge of ADHD and perhaps knowledge of effective behavioral
strategies for ADHD. Khalil and colleagues (2019) found that participating in an ADHD training
program improved overall knowledge of ADHD, and the teachers reported their willingness to
implement various interventions after receiving training. Training could also increase self-
efficacy (Latouche & Gascoigne, 2019). Teachers’ knowledge about ADHD and receiving
training related to ADHD were examine din my study.

Based on the TPB, attitudes, subjective norms, and perceived control are associated with
individuals’ intentions to apply behavioral strategies for students with ADHD, and intention was
directly linked to the enacted behavior (Montano & Kasprzyk, 2015), which in this study
included the implementation of behavioral strategies. However, intentions and actual application
of behavioral strategies for students with ADHD are not examined. Instead, this study examines
teachers’ self-reported implementation of behavioral strategies to assist students with ADHD

along with the most related variables to the implementation including teachers’ appraisals of the



behavioral strategies, sense of roles in serving students with ADHD, barriers and facilitators, and
self-confidence in using the behavioral strategies. This could provide insight into the actual
application of these strategies in the classroom.

The TPB depicts that teachers’ attitude towards behavioral strategies used for ADHD was
determined by beliefs of teachers about the nature of ADHD and teachers’ evaluation of the
effectiveness of behavioral strategies. Glass and Wegar (2000) found that teachers who believed
that ADHD was not biological were more likely to agree with using behavioral strategies and
medication to support students with ADHD. One teacher who did not see ADHD as a biological
condition believed that no treatment should be provided (Glass & Wegar, 2000). Teachers’
evaluation of the efficacy of behavioral strategies was examined in this study.

According to the TPB, subjective norm was determined by teachers’ views of the role of
general educators in serving students with ADHD and the extent to which they were motivated to
meet the needs of students with ADHD. Some general education teachers might feel that serving
children with ADHD should not be their responsibility because they are not trained as special
educators. This belief can impact how they assist students with ADHD. Conversely, teachers
who believe in supporting their students no matter their disabilities, are more likely to be
motivated to work with and assist their students. In this study, the component of teachers’ views
about their role as general education teachers in serving students with ADHD was examined.

According to the TPB, the ability of teachers to effectively apply behavioral strategies for
students with ADHD depends on their perceived control of the situation. Perceived control is
influenced by self-efficacy to effectively work with students with ADHD, and the presence or
absence of factors that facilitate or obstruct their efforts. This model acknowledges that both

challenges and opportunities can either promote or hinder the use of effective behavioral



strategies. According to Tschannen-Moran and Hoy's study (2001), self-efficacy played a crucial
role in shaping the performance of teachers. Research has also shown that teachers with high
self-efficacy were better able to implement effective strategies (Allinder, 1994). The presence or
absence of facilitators and barriers and teachers’ self-efficacy in implementing strategies to

manage behavior of students with ADHD were measured in this study.
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Figure 1

Adapted Theory of Planned Behavior Model
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Attention-Deficit Hyperactivity Disorder

Based on the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, there
are three primary ADHD types. One is classified as predominantly inattentive, which
encompasses poor attention to detail, difficulty with attention sustainability, and distractibility
(American Psychiatric Association, 2013). The second is defined as the predominantly
hyperactive-impulsive type (American Psychiatric Association, 2013). Fidgeting and inability to
sit still are examples of hyperactivity, whereas interrupting others and having difficulty waiting
to take turns are characteristics of impulsivity (American Psychiatric Association, 2013). The
third type of ADHD contains a combination of type 1 and type 2 (American Psychiatric
Association, 2013).
Causes of ADHD

No one cause for ADHD has been identified (Thapar et al., 2013; Biederman, 2005).
ADHD is considered a neurological disorder involving central nervous system abnormalities
(Nufiez-Jaramillo et al., 2021). Studies indicate that hereditary can be another potential risk
factor for ADHD (Elia & Devoto, 2007). However, the way ADHD is inherited is not attributed
to a single ADHD gene (Elia & Devoto, 2007). Instead, the link between multiple genes and
ADHD has been indicated by scholars (Elia & Devoto, 2007). The cases of ADHD heritability
among twins are high across different countries (Nikolas & Burt, 2010; Faraone et al., 2005, as
cited in Thapar et al., 2013). Some studies show that environmental factors such as toxins can be
a risk factor for ADHD (Nigg, 2008; Thapar et al., 2013). The impact of toxins is greater in early
life, as evidence indicates a high lead level in the blood of some children with ADHD (Nigg et
al., 2010). In addition, some medical factors are risk factors for ADHD, such as prematurity, low

birth weight, and brain injury (Centers for Disease Control and Prevention, 2022b).
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Characteristics of Students with ADHD

The core signs of ADHD include inattention, hyperactivity, and impulsivity. For those
with inattention symptoms, focusing on and committing to a given task or maintaining attention
is challenging (National Institute of Mental Health, 2022). Teachers reported that students with
inattention struggle to work independently, concentrate, and complete tasks (Barkley et al.,
1990). Individuals with inattention symptoms also forget details and make careless errors
(National Institute of Mental Health, 2022; Barkley, 2006). Some also struggle with working on
assignments or activities in school (National Institute of Mental Health, 2022). Students with
ADHD can have difficulty following instructions, especially because they easily get distracted
(National Institute of Mental Health, 2022). Therefore, teachers often reported a high rate of
distractibility among children with ADHD (Barkley, 2006). Students with ADHD do not like to
engage in tasks requiring sustained attention, such as homework (National Institute of Mental
Health, 2022). They also tend to select tasks requiring less effort and time (Barkley, 2006). Also,
they are forgetful in a way that impacts the completion of school tasks (i.e., forgetting or losing
supplies required for completing a task or an activity) (National Institute of Mental Health,
2022). Due to poor organizing and time management skills, they find it hard to adhere to tasks or
activities’ deadlines (National Institute of Mental Health, 2022). Individuals with impulsivity
tend to act without thinking due to a lack of self-control (National Institute of Mental Health,
2022). Impulsivity is defined by Barkley (2006) as “behavioral disinhibition” (p. 80). According
to the National Institute of Mental Health (2022), people with hyperactivity are restless, move
persistently, fidget, and talk excessively. Students with hyperactivity-impulsivity symptoms

misbehave. In school, for example, they cannot sit still, so they leave their seats when it is not
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expected, answer questions without permission, cannot wait for turns, and interrupt others
(National Institute of Mental Health, 2022; Barkley, 2006).

Executive functioning and working memory are often impaired in individuals with
ADHD (Coghill et al., 2018). Individuals with executive dysfunction frequently display "low
impulse control, inability to plan and follow through with essential activities, and problems
abiding by the rules of social interaction" (Rinsky & Hinshaw, 2011. p. 368). Baddeley (2012)
perceives storage and manipulation as elements of working memory. Working memory refers to
one's ability to temporarily hold information and manipulate task-related information (Baddeley,
2012). Daley and Birchwood (2010) emphasize that working memory problems can negatively
influence academic performance in school. For instance, poor working memory skills, such as
the inability to recall instructions and their consequences, lack students from completing certain
activities (Gathercole & Alloway, 2013).

Evidence of social impairment among individuals with ADHD is well documented.
Difficulties with building positive relationships, maintaining relationships, and acting out are
observed in children with ADHD and sometimes continue till adulthood (Children and Adults
with Attention-Deficit/Hyperactivity Disorder, 2022). Students with ADHD were more rejected
by peers than typically developing students (de Boer & Pijl, 2016). Daley and Birchwood (2010)
consider social skills one of the other important skills for academic success (Daley &
Birchwood, 2010). A study revealed the correlation between social skills and academic
performance and confirms that peer acceptance, especially in the first school years, was critical

for academic success (e.g., Parke et al., 1998).
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Recommended Class-wide Behavioral Interventions for Students with ADHD

Behavioral interventions are known as behavior modifications (DuPaul et al., 2011) and
are defined as techniques used to increase or reduce the occurrence of a particular behavior
(Vijayalakshmi, 2019). Behavior modifications refer to “assessing and modifying the current
environmental events that are functionally related to the behavior” (Miltenberger, 2015. p. 5).
Various antecedent- and consequence-based behavior strategies have been used to manage the
behaviors of students with ADHD. Antecedent-based strategy refers to "interventions that
involve manipulation of events that precede target behavior in an attempt to prevent problematic
behavior from occurring" (DuPaul & Weyandt, 2006. p. 163). For instance, choice-making is one
of the antecedent behavioral strategies found to be effective (DuPaul et al., 2011). It allows
students to select from two or more classroom activities that occurred simultaneously (DuPaul &
Weyandt, 2006). It also enables teachers to reduce the likelihood of disruptive behavior a student
manifests while working independently on specific subject tasks (DuPaul & Weyandt, 2006).
With the Choice-making strategy, students with ADHD must keep working on the selected task
within the assigned time frame (DuPaul & Weyandt, 2006). In a single-subject study, the
influence of task choice intervention was tested between two students; one displayed aggressive
and inappropriate behavior, and the other student was diagnosed with ADHD (Dunlap et al.,
1994). The results demonstrated a consistent positive influence of choice-making on reducing
disruptive behavior and increasing on-task behavior of both students (Dunlap et al., 1994).

Reinforcement can be effective for some children with behavioral problems. Positive
reinforcement refers to the use of pleasant reinforcers to encourage the occurrence of desired
behavior (Sigler & Aamidor, 2005). In contrast, negative reinforcement is defined by Crosbie

(1998) as increasing or maintaining the desired behavior by removing aversive stimuli. An
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experimental study was conducted in multiple phases to evaluate the effectiveness of several
strategies, including contingent positive and negative reinforcement (Schieltz et al., 2020). A
concurrent schedules design was combined with a multielement and reversal design to assess the
influence of contingent positive reinforcement (i.e., increasing a preferred activity time) on
academic accuracy, academic performance, and behavioral problems (Schieltz et al., 2020). A
reversal design was applied for contingent negative reinforcement (i.e., leaving the clinic and
going home) for one student who did not respond to the alternative strategies (Schieltz et al.,
2020). Considering only behavioral problems, contingent positive reinforcement effectively
decreased one participant’s problem behavior. The second participant displayed fewer behavioral
problems attributed to contingent negative reinforcement and instructional strategies (Schieltz et
al., 2020).

Response cost is a consequence-based strategy used when the rules are broken/unwanted
behavior occurs (i.e., disruptive behavior) by removing token reinforcers already gained by the
student (DuPaul et al., 2011). A study that applied a single-subject withdrawal design
investigated the effects of using a token economy system and response cost among four children
with ADHD (McGoey & DuPaul, 2000). The findings of this study indicated that both
interventions were effective in reducing the disruptive behavior of children with ADHD
(McGoey & DuPaul, 2000).

A common strategy applied for students with challenging behaviors is Functional
Behavioral Assessment (FBA). FBA is defined as “a collection of methods for gathering
information about antecedents, behaviors, and consequences to determine the reason (function)
of behavior.” (Gresham et al., 2001. p.158). FBA is used to “identify environmental conditions

that are associated with the occurrence and nonoccurrence of problem behaviors” (Gresham et
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al., 2001. p.158). In other words, FBA addresses the antecedents, setting events, and
consequences to maintain positive behaviors (Horner & Carr, 1997). In a single case-reversal
design, functional analysis within an FBA was applied to three elementary school students who
displayed disruptive behavior (Broussard & Northup, 1995). Different contingency reversal
condition was considered for each student and resulted in a reduction in disruptive behavior
(Broussard & Northup, 1995). During the contingency reversal conditions, no disruptive
behavior was displayed by two out of three students, and the third student demonstrated a clear
decrease in disruptive behavior (Broussard & Northup, 1995).

The daily report card system is one of the most common behavioral interventions applied
in schools to enhance students with ADHD (Pyle & Fabiano, 2017). Daily report cards can
provide consistent feedback to parents on a wide range of behaviors the child displays in the
classroom setting (DuPaul et al., 2011). The effectiveness of daily report cards is well supported.
For instance, a meta-analysis of 14 single-case research design studies evaluated the
effectiveness of the daily report card system for improving behavior of students with ADHD
(Pyle & Fabiano, 2017). The overall results confirmed that using daily report cards alone without
being combined with other treatments effectively enhanced behavior of students with ADHD,
with large effect sizes ranging from 0.59 to 0.94 (Pyle & Fabiano, 2017).

Students who develop self-regulation skills can monitor, appraise, and reinforce their
own behavior (DuPaul et al., 2011). Self-regulation includes several forms, such as self-
monitoring, self-monitoring accompanied with reinforcement, self-reinforcement, and self-
management (Reid et al., 2005). An ABAB withdrawal design was implemented to evaluate the
impact of using a self-monitoring application on disruptive and on-task behavior of two students;

one was diagnosed with ADHD, and the other had a learning disability (Wills & Mason, 2014).
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The visual analysis demonstrated a clear improvement in the participants’ behavior, especially in
the on-task behavior (Wills & Mason, 2014).

DuPaul and colleagues (2011) described that consequence-based strategies referred to
manipulating setting events immediately after the target behavior to reduce the behavior
recurrence. The token economy system is a well-documented effective strategy for students with
ADHD. Token economy is “a system for providing positive reinforcement to a child or children
by giving them tokens for completing tasks or behaving in desired ways” (Nasako, 2016. p. 39).
With this system, students can gain tokens immediately after the occurrence of the desired
behavior and can redeem the tokens later with a preferred reward (Nasako, 2016). Reitman and
colleagues (2001) investigated the impact of using a stimulant medication and token economy on
ADHD symptoms, including inattention and disruptive behavior over 30 min of a kickball game.
Tokens were provided once the children paid attention to the game (Reitman et al., 2001). In a
multielement reversal design, the findings revealed that each intervention independently
demonstrated a positive effect on the children's attention and behavior (Reitman et al., 2001).
Token economy, however, was more effective for improving disruptive behavior and attention
than medication. The token economy system augmented the influence of stimulant medication
(Reitman et al., 2001). In a different single pretest-posttest study, token economy was applied for
two weeks to examine its influence on the attention span of a student with ADHD (Irianjani &
Rohmah, 2020). It was reported that the token economy system was associated with increased
concentration time of the child (Irianjani & Rohmah, 2020).

The efficacy of stimulant medications such as methylphenidate (i.e., Ritalin) in
improving behavioral outcomes for children with ADHD has been a main focus in numerous

experimental studies and meta-analyses. For instance, a randomized controlled trial conducted by

18



the Multimodal Treatment Study of Children with ADHD (1999) reported that methylphenidate
significantly improved behavior in children with ADHD. Children who received stimulant
medications showed reduced disruptive behaviors, such as impulsivity and hyperactivity, which
positively impacted classroom engagement and academic performance (MTA Cooperative
Group, 1999). In a meta-analysis, Faraone, Biederman, and Spencer (2000) found that stimulant
medications such as methylphenidate were effective in reducing unwanted classroom behaviors,
with improvements observed in peer relationships. Stimulant medications, including
methylphenidate, have been shown to significantly improve behavioral outcomes in children
with ADHD, especially in reducing impulsivity, hyperactivity, and classroom disruptions, as
demonstrated by various randomized controlled trials (Pelham & Fabiano, 2008). Multiple
studies have found non-stimulant medications to be effective for treating ADHD, particularly
when individuals do not respond to stimulant medications (e.g., Budur et al., 2005). A meta-
analysis examined the efficacy of atomoxetine in treating ADHD in children and adolescents
(Cheng et al., 2007). The findings indicated that atomoxetine is an effective treatment option for
managing ADHD symptoms (Cheng et al., 2007). This analysis also suggested that atomoxetine
is particularly beneficial for children with co-occurring conditions, such as anxiety and mood
disorders (Cheng et al., 2007).
Strategies with Limited Efficacy for Students with ADHD

Punishment-based strategies have been commonly used to manage undesired behaviors in
children with ADHD. Furukawa et al. (2011) examined different types of punishments, including
isolation, such as timeouts, taking away privileges, and using verbal reprimands for managing
disruptive behaviors in children with ADHD. While this quasi-experimental study found that

these punishments might work in the short term and might temporarily control disruptive
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behaviors, they did not lead to lasting improvements in behavior or help with the core challenges
associated with ADHD, such as impulsivity, hyperactivity, and inattention (Furukawa et al.,
2011).

These findings suggest that punishment by itself is not a good long-term fix for managing
ADHD-related behaviors. Since children with ADHD face deeper neurological challenges, they
need approaches that address the root of the problem. Instead of focusing on punishments,
using positive reinforcement, teaching new skills, and using behavioral strategies that target
ADHD’s underlying causes are probably much more effective in helping children with ADHD
thrive. These findings suggest that punishment alone is not a good long-term solution for
managing behaviors of students with ADHD. Since ADHD is caused by neurological challenges,
children need strategies that address the root of the problem. Instead of punishment-based
strategies, using positive reinforcement, teaching new skills such as self-regulation skills, and
using behavioral strategies that tackle underlying challenges associated with ADHD, are likely
more effective in supporting students with ADHD and helping them succeed.

Pelsser et al. (2011) conducted a systematic review of meta-analyses to examine the
efficacy of diet interventions, including the elimination of certain foods (e.g., sugar and food
additives) and supplementation with specific nutrients, in improving the behavior of children
diagnosed with ADHD. The findings of this review were mixed, as some results suggested that
dietary interventions might have a modest effect on reducing ADHD symptoms, especially when
foods and additives were eliminated from children's diets (Pelsser et al., 2011). However, this
review also reported that this effect was not consistent across studies, as not all children with

ADHD responded the same way to diet interventions (Pelsser et al., 2011).
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The review by Pelsser et al. (2011) indicates that dietary interventions, particularly food
elimination diets, may offer some short-term benefits for certain children with ADHD. However,
the overall efficacy of these strategies remains inconclusive (Pelsser et al., 2011). As with
punishment-based strategies, the review emphasizes that dietary-based interventions alone may
not be sufficient to address the complex, underlying neurological challenges of ADHD.

Given the growing concerns and ethical considerations surrounding corporal punishment
in educational settings, I did not find experimental studies specifically testing corporal
punishment or physical consequences on students with ADHD. However, there is now
widespread consensus among researchers, psychologists, and educators that strategies associated
with corporal punishment are ineffective in managing behavior in children, particularly those
with ADHD and they can lead to short- and long-term negative consequences (e.g., Altourah et
al., 2021; Farmer, 2009)

Teachers’ Knowledge of ADHD

Knowledge of ADHD among elementary school teachers has been tested extensively
worldwide. Research has shown that teachers have inadequate knowledge about ADHD (e.g.,
Shroff et al., 2017; Shetty & Rai, 2014; Alkahtani, 2013; Perold et al., 2010). Using the KADDS,
which measures misperceptions and knowledge of teachers in three areas related to ADHD,
teachers appeared to be most knowledgeable about the symptoms and diagnosis of ADHD
compared to their knowledge of ADHD treatment and ADHD general knowledge (e.g., Perold et
al., 2010; Sciutto et al., 2000). Some studies found that teachers scored higher in general ADHD
knowledge and diagnosis on the KADDS than in the ADHD treatment subscale (e.g.,
Abouammoh et al., 2023; Topkin & Roman, 2015). This indicates a gap in elementary school

teachers’ knowledge of ADHD, especially in ADHD treatment. As a result, general education
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teachers in elementary schools should increase their knowledge of effective treatment to
successfully serve students with ADHD.
Self-Efficacy of Teachers to Serve Students with ADHD

Self-efficacy referred to “how teachers perceive their ability to work successfully with
students with ADHD (i.e., their confidence or self-efficacy) and what problems teachers perceive
as major barriers to the effective education of these students” (Bussing et al., 2002. p.328).
Latouche and Gascoigne (2019) found that knowledge and self-efficacy among elementary
school teachers increased after attending a single ADHD workshop that lasted 2 hours and 15
minutes. However, numerous studies found that teachers of students with ADHD had inadequate
knowledge about ADHD (e.g., Srignanasoundari et al., 2016; Guerra et al., 2012). Teachers with
low self-efficacy reported stress when instructing students with ADHD (Bussing et al., 2002).
High self-confidence was associated with a willingness to explore different approaches to meet
the unique needs of students (Stein & Wang, 1988 as cited in Latouche & Gascoigne, 2019. p. 2).
Research indicated that teachers with high self-efficacy could implement effective strategies
(Allinder, 1994), which positively reflected on students’ outcomes (Tschannen-Moran & Hoy,
2001) and achievement (Ross, 1992). Therefore, improving teachers’ self-efficacy through
ongoing professional development is crucial for enhancing their ability to serve students which
can positively impact students' behavior and overall success.
Teachers’ Perspectives on Supporting Students with ADHD

Elementary school teachers in the US tended to believe in the efficacy of using
medications or behavior modification or combining both treatments for students with ADHD
(Schatz et al., 2021; Bussing et al., 2012; Barkley, 2006, as cited in DuPaul et al., 2011, p. 36.;

Curtis et al., 2006; Havey, 2007; Havey et al., 2005; Glass & Wegar, 2000). According to
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Bussing et al. (2012), many teachers recognized the importance of behavioral modification and
agreed on combining short-acting medication with other types of interventions, including
behavior modification, classroom accommodations, or coping skills instruction. In 1999 and
2019, a study compared teachers’ responses to a survey that highlighted opinions of evidence-
based practices for students with ADHD. The study revealed that teachers generally agreed upon
classroom-based behavioral management, medications alone, and the use of both treatments and
considered them effective for students with ADHD (Schatz et al., 2021). However, this study
found that teachers’ endorsement of behavioral management declined over time (Schatz et al.,
2021).

Further, Glass and Wegar (2000) reported that many elementary school teachers in
general education who did not see ADHD as biological recognized the importance of medication
to manage ADHD behaviors. In this study, the majority of teachers believed that the use of
medication and behavior modification was more effective, and only a few teachers in this study
believed that the use of behavior modification alone was appropriate (Glass & Wegar, 2000).
One teacher believed that using no treatment at all was best (Glass & Wegar, 2000). Compared
to the teachers who believed that ADHD has a biological basis, teachers who considered ADHD
as normative development were more likely to endorse the use of medication and behavior
modification to control behavior; few teachers endorsed the use of behavior modification alone
(Glass & Wegar, 2000). In compliance with Glass and Wegar (2000), Havey and colleagues
(2005) reported teachers’ preference for combining medication and behavior modification to
manage ADHD behavior.

In Pisecco et al.’s study (2001), elementary school teachers were asked to rate their

preferences among daily report cards, response cost technique, medication, and student
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classroom lottery. Teachers preferred the daily report card as they believed it took less time to
achieve results than the other strategies (Pisecco, et al., 2001). Response cost technique and
medication were rated less acceptable than daily report cards (Pisecco, et al., 2001). Compared to
the response cost technique, medication and classroom lottery were less preferred by teachers.
(Pisecco et al., 2001). Wood and colleagues (2009) asked elementary and middle school teachers
to select four common interventions after reading a scenario of a student with ADHD with a
representation of this student’s gender and ethnicity. The findings revealed that teachers were
more likely to suggest interventions that did not require parents’ involvement for non-Caucasian
students (Wood et al., 2009). Also, empirically supported interventions were more likely to be
suggested by elementary and special education teachers compared to middle school teachers
(Wood et al., 2009).

Harvey (2007) revealed that US and Dutch teachers perceived the combination of
medication and behavioral interventions as the most effective treatment for ADHD. Also, the
results of Curtis and colleagues’ study (2006) showed that general and special education teachers
from the U.S. were more open to behavioral and pharmacological interventions. The US teachers
considered behavioral and pharmacological interventions more acceptable compared to the New
Zealand teachers (Curtis et al., 2006).

The current research provides valuable insights into teacher views about strategies used
for managing the behavior of students with ADHD. However, more studies are needed to better
understand the variables that can be associated with teachers’ perceptions regarding these
behavioral strategies. By addressing this gap, future research can help identify ways to support
teachers in using the recommended behavioral strategies, ensuring better outcomes for students

with ADHD.
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Knowledge, Perceptions Regarding Effective Strategies, and Self-efficacy Across

Geographic Areas

Considering where teachers teach, knowledge of ADHD among teachers in different
locations was studied by researchers. In an urban school setting, teachers demonstrated low
scores in knowledge of ADHD (Poznanski et al., 2021). Another study compared teachers in
urban and semi-rural settings and found that after receiving training in ADHD, rural teachers
showed greater improvement in knowledge compared to urban teachers, with no significant
differences between the two groups (Jongh & Wium, 2021).

Power and colleagues (1995) examined the acceptability of behavioral interventions and
psychostimulant medication among elementary and middle school teachers in suburban districts
after reading vignettes described using daily reports and response cost. Results indicated that
compared to response cost and stimulant medication, a daily report was rated as the most
acceptable treatment for ADHD by elementary and middle school teachers, and both of which
rated medication as more acceptable when combined with behavioral interventions (Power et al.,
1995). Among teachers in urban school districts, Davison and Ford (2001) revealed the tendency
of teachers not to use stimulant medication for ADHD treatment.

Vereb and DiPerna (2004) targeted teachers in three different districts," urban, suburban,
and rural," and examined the relationship among teachers' knowledge of ADHD, knowledge of
common treatment for ADHD, and their acceptability of behavioral management and medication
(Vereb & DiPerna, 2004). The results revealed that teachers' knowledge of ADHD, years of
teaching experience, and training were positively correlated with teachers’ acceptability of
medication (Vereb & DiPerna, 2004). Self-confidence among elementary school teachers in

urban districts was found by Graczyk and colleagues (2005) to be positively correlated with
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teachers’ effectiveness ratings for classroom interventions. However, knowledge of ADHD
among teachers was negatively associated with their perceptions of the effectiveness of
classroom interventions (i.e., school-home-based daily reports and individual and group reward
systems) (Graczyk et al., 2005). All setting groups displayed significant improvement in their
sense of efficacy after teaching students (Knoblauch & Chase, 2015). However, teachers in urban
schools demonstrated a small significant sense of efficacy based on their scores in the teachers'
sense of efficacy scale compared to teachers in rural and suburban districts (Knoblauch & Chase,
2015).

Some of these studies focus on teachers' attitudes toward various behavioral strategies in
different locations but do not examine the behavioral interventions teachers implement in the
classroom to support students with ADHD. Additionally, few studies have explored the potential
relationships between factors that may influence teachers' perceptions and the adoption of these
interventions, such as their knowledge of ADHD, self-efficacy, and experience teaching students
with ADHD. This highlights the need for further research that goes beyond teachers' perceptions
to investigate teachers’ use of behavioral strategies in the classroom, the relationships between
these practices and other influencing factors that can shape how and why teachers use these

strategies.
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Chapter Three: Methodology

This chapter describes the research design and methodological approach of the study.

This cross-sectional study explored general education elementary school teachers’ use of

behavioral strategies for students with ADHD and investigated factors that contribute to

applying these behavioral strategies. The study was conducted with the approval and

oversight of the Indiana University Bloomington and Institutional Review Board (IRB),

and the study addressed the following questions:

1)

2)

3)

4)

What do general education elementary school teachers know about ADHD and
effective behavioral strategies used for students with ADHD? How confident are
general education elementary school teachers in managing classroom behavior,
providing instruction, and engaging students, in general?

What do general education elementary school teachers report about their
implementation of behavioral strategies?

What are the relationships among teacher personal characteristics (i.e., gender,
race, ethnicity, geography), professional variables (i.e., education level, grades
taught, years of teaching experience, specialized ADHD training), and knowledge
of ADHD and effectiveness of behavioral strategies? Are there mean differences
by specialized training related to ADHD, gender, race, and type of training
received?

What are the relationships among general education elementary school teachers’
knowledge of ADHD and effectiveness of behavioral strategies and teachers’
appraisals of effectiveness of behavioral strategies, views about general education

teachers’ role, the perceived presence or absence of barriers or facilitators to
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applying effective behavioral strategies, and teachers’ self-efficacy to applying
effective behavioral strategies?
5) To what extent do teacher perceptions (i.e., appraisals of effectiveness of
behavioral strategies, views about general education teachers’ role, perceived
barriers and facilitators, teachers’ self-efficacy related to applying effective
behavioral strategies) predict implementation of behavioral strategies?
Recruitment and Data Collection

Participant recruitment and data collection were conducted through Amazon's
Mechanical Turk (MTurk) which is an online platform researchers use to distribute
surveys and gather responses from a large and diverse group of participants. Potential
participants (known as “workers”) already had an established relationship with MTurk
and had provided personal information to the platform. An online survey was
administered to MTurk workers during the fall of 2023, with data collected over
approximately four weeks. I created the survey using Qualtrics, a widely used survey
tool, and then connected it to MTurk through their requester interface. As the researcher,
I did not have access to any personal identifying information, and all responses were
collected anonymously. The survey was designed to take about 20 minutes to complete.
Participants

Participants were eligible for the study if, in the past 12 months, they taught in a
general education elementary classroom in the United States. They also needed to have
taught at least one student with ADHD during that timeframe.

In this study, the number of participants included in the regression analyses

ranged from 181 to 192. This reduction in sample size was due to missing data,
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particularly for key outcome variables, such as responses to the questions "how well"
certain strategies were used. In addition, the inclusion of an "I don't know" option for
certain questions, including those related to the effectiveness of the strategies, contributed
to this reduction. Power analyses for the regression analyses indicated that with a sample
size of at least 181 participants, the study should predict effects of 0.16 or larger (i.e.,
based on models with 17 predictors, a p-value < 0.01, and a power of 80%). Based on the
range of R’ 1 found in my regression analyses, any models with an R? lower than .14 were
considered underpowered, suggesting that their results should not be reported.

To investigate potential demographic differences between the included and
excluded cases in the regression analyses, I created a binary variable to compare included
cases with complete data to those excluded from regression analyses due to missing data.
I conducted an independent samples t-test and Chi-square tests to determine whether
respondents with certain characteristics were more likely to be excluded from regression
analyses. The demographic variables of interest were gender, race, ethnicity, and
geography. I did not find significant differences across gender, race, or geography.
However, the results of the Chi-square test (y* (1, N =259) = 7.38, p =. 01) showed that a
significantly higher proportion of Hispanic teachers (62.9%) were excluded from
regression analyses compared to non-Hispanic teachers (43.1%).

Respondents were paid $2 to complete the survey. Before MTurk paid
respondents, the investigator approved the payment based on whether the respondent met
inclusion criteria and completed a sufficient proportion of the survey. I anticipated at

least a 30% response rate. This estimate was based on the report of a recent meta-analysis
p p y
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which showed that the average response rate of an online survey in the field of education
was 44% (Wu et al., 2022).

In total, 770 respondents participated in the survey. Many respondents, however,
did not meet inclusion criteria and/or did not provide sufficient data. Based on this
preliminary review of data submitted, 547 of the participants were paid and included in
the dataset. During the data cleaning process, I identified additional respondents who
provided suspicious data. Cases were eliminated if they reported not having a general
education license. I rejected cases that reported teaching more than 30 students with
ADHD in the past 12 months. Considering years of teaching experience, I rejected cases
that did not report how many years they have been teaching or reported teaching 30 years
or more. The years I approved ranged from 1 — 27. Respondents who did not report
teaching elementary students were eliminated. Additionally, I rejected cases where the
responses provided did not make sense. For instance, respondents were asked, "How
many students are/were in the most recent class that you teach/taught all or most of each
school day?" I rejected cases that reported serving more than 50 students. Participants
were also asked, "How many students with an IEP or 504 plan are/were in the most
recent class that you teach/taught all or most of each school day?" I removed cases that
reported serving more than 45 students with an IEP or 504. I chose this fairly large
number by taking into consideration that some teachers may serve multiple classes,
especially in the higher grades. I rejected cases that provided lengthy text instead of
answering the number-entry questions. For example, to the question "How many students
are/were in the most recent class that you teach/taught all or most of each school day?,”

one respondent entered “Average class size in public schools by class type and state...”. |
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found that some responses to open-ended questions were identical across participants,
while others did not address the question. Those submissions were also eliminated from
the sample. In one open-ended response, the respondent reported being artificial
intelligence; that case was rejected. Ultimately, 283 cases were rejected resulting in a
sample of 264 respondents.

The demographic characteristics of the sample are summarized in Table 1.
Approximately 93% of the respondents were White and 43% of the sample reported
being female. Most teachers identified themselves as non-Hispanic ethnicity (i.e., 76.1%).
For most teachers (i.e. 67.8%) the highest degree earned was a bachelor's. Among the
grades taught by the teachers in the last 12 months, third grade was the highest grade
taught at 19.8%. Teaching experience ranged from 1 to 27 years with an average of 6.06,
a standard deviation of 4.23, and a median of 5.

Geographically, the areas where the teachers taught ranged from 1 to 9, with 1
representing the highest urbanicity and 9 referring to the least urbanity areas. The average
geography rating was 1.93, indicating that this is a relatively urban and suburban sample,
on average. The number of students with ADHD taught in the past year ranged from 2 to
30, with a mean of approximately 13. The number of students with an IEP or 504 plan

taught recently for most of the day ranged from 0 to 45, with an average of 10.
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Table 1

Participants Demographic Information

Characteristic N %
Race
White 245 92.8
Other racial category 19 7.2
Gender
Male 151 57.2
Female 112 424
Missing 1 4
Ethnicity
Hispanic 62 23.5
Non-Hispanic 197 74.6
Missing 5 1.9
Education level
High school 1 4
Bachelor’s degree 179 67.8
Master’s degree 78 29.5
Higher than master’s degree 6 23
Highest Grade Taught in Past Year
Kindergarten 26 9.8
1% grade 27 10.2
2M grade 35 13.3
3t grade 52 19.7
4™ grade 49 18.6
5t grade 28 10.6
6 grade 46 17.4
Missing 1 4
Training related to ADHD
Received training 253 95.8
Did not receive training 10 3.8
Missing 1 4
M SD
Years as a teacher (range= 1-27, 6.06 4.23

median= 5.00)
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Urbanicity of most recent school 1.93 1.74
(range= 1 — 9, median= 1.00

Number of students with ADHD 12.51 8.48
taught in the past 12 months (range=
2-30, median=10.00)

Number of students with an IEP or 10.17 8.17
504 plan taught recently for most of

each school day (range= 0-45,

median=7.00)

Measures

The data collection instruments were selected and developed to assess key aspects
of the conceptual model. A copy of the instrument package is provided in Appendix A.
Demographics and Professional Information

Participants reported if, in the previous 12 months, they taught in an elementary
school, the grade(s) they taught, the number of students with ADHD they taught and the
number of students with IEPs or 504 plans they served, any professional training related
to ADHD they received and its type (i.e., in-school training, webinar, completed a college
course, etc.), and number of students in the most recent class they taught all of most of
each school day. Participants also reported their gender, race, ethnicity, level of
education, type of teaching license(s) they obtained, and years of teaching experience.
They also provided the zip codes of the school where they taught. I used the zip code to
determine how rural or urban the community was based on Rural-Urban Continuum

Codes (RUCC) (USDA, 2020).
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The Knowledge of Attention Deficit Disorders Scale (KADDS)

The KADDS was used to measure teachers’ knowledge of ADHD (Sciutto et al.,
2000). The KADDS had 36 items that covered the following three areas: 1) causes,
nature, and outcomes of ADHD (general knowledge of ADHD); 2) symptoms/diagnosis
of ADHD; and 3) treatment of ADHD (Sciutto et al., 2000). Each item was a statement
about ADHD with three response options including true, false and don’t know format
(Sciutto et al., 2000). The first subscale included 15 statements on general knowledge
about the nature, causes, and outcomes of ADHD (e.g., Most estimates suggest that
ADHD occurs in approximately 15% of school-age children). The second subscale
contained 9 items that included statements related to symptoms/ diagnosis of ADHD
(e.g., ADHD children are frequently distracted by extraneous stimuli; ADHD children
often fidget or squirm in their seats). The third domain covered in the KADDS was
related to the treatment of ADHD, which included 12 items (e.g.,
Behavioral/psychological interventions for children with ADHD focus primarily on the
child's problems with inattention).

An effort was made to avoid assessment bias as the scale was developed to
measure both knowledge and misperceptions about ADHD (Sciutto et al., 2000). Sciutto
and colleagues (2000) reported that the KADDS was internally consistent with Cronbach
alpha coefficients for the three subscales ranging between r=0.85 to r=0.91. A
Cronbach’s alpha coefficient of .86 indicated high internal consistency of the KADDS’
total score (Bender, 1996). Evidence of criterion validity was demonstrated through
statistically significantly higher scores on the KADDS for teachers who had experience

with teaching children with ADHD (Bender, 1996).
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In scoring the KADDS, 1 point was given for correct answers and 0 for incorrect
and “don’t know” responses. Scores were the percentage of the items answered correctly
in each subscale. The sum of correct answers was divided by the number of questions
answered by each participant. For the subscales and the total score, scores were only
calculated if 85% of the relevant questions were answered (i.e., not missing).

Teachers’ Sense of Efficacy Scale (TSES)

The short form of the Teachers’ Sense of Efficacy Scale (TSES) was used to
assess teachers’ general self-efficacy related to working with students. Teachers rated
what they perceived they could accomplish in these areas on a Likert-type scale ranging
from 1= Nothing to 9 = A Great Deal. TSES covered three domains. One domain
assessed self-efficacy to engage students using four items (e.g., How much can you do to
foster student creativity?). The second domain included four items that addressed efficacy
providing instruction (e.g., How well can you implement alternative strategies in your
classroom?). The third domain assessed efficacy in classroom management by asking
four questions (e.g., How much can you do to control disruptive behavior in the
classroom?).

Evidence of reliability was provided with acceptable measures of internal
consistency. The overall alpha coefficient of the 12 items included in the short form was
.90. Alpha coefficients for the subscales ranged from .81 to .86 (Tschannen-Moran,
2001). Construct validity was demonstrated through positive correlations between TSES
short form and two subscales (i.e., personal teaching efficacy and general teaching
efficacy) of Teacher Efficacy Scale developed by Gibson and Dembo (1984) (as reported

in Tschannen-Moran & Hoy, 2001).
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The subscales (i.e., engagement, instruction, and management) and overall score
were calculated as the mean of the relevant items. Scores were only calculated if 85% of
the relevant items were answered.

Teacher’s Appraisals of Behavioral Strategies Implementation Scale (TABSIS)

To assess the remaining components of the adapted TPB, I developed the
Teacher’s Appraisal of Behavioral Strategies Implementation Scale (TABIS). (See
Appendix A for the full instrument). The goal of developing the TABSIS was to explore
and measure teachers' reported implementation of various behavioral strategies. The
TABSIS includes seven sections. I included 19 behavioral strategies to explore their use
among general education teachers and predict how often and how well teachers in my
sample use them. Table 2 summarizes these strategies, along with brief descriptions of
each.

Table 2

Summary of Behavioral Strategies Explored by the TABSIS

Strategy 1 | Removal of desired items (e.g., favorite toy) or activities (e.g., recess, special
classes)

Strategy 2 | Physical consequences (e.g., having children hold heavy objects, standing for
long periods, spanking)

Strategy 3 | Requiring the child to isolate for some period of time within classroom (e.g.,
"time-out”)

Strategy 4 | Offering tangible rewards at the time the child engages in positive behavior

Strategy 5 | Offering tangible rewards to the classroom for reaching classroom-wide
behavior goals

Strategy 6 | Use of stimulant medications (e.g., Ritalin)

Strategy 7 | Use of non-stimulant medications (e.g., Strattera)

Strategy 8 | Peer support

vice-principal)

Strategy 9 | Sending the student to the office to meet with an administrator (e.g., principal or

classroom)

Strategy 10| Sending the child out of the classroom for a period of time (e.g., hall or another

Strategy 11| Working with the child to develop a behavioral contract and monitoring
performance
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Strategy 12| Working with parents to identify which approaches work best with their child

Strategy 13| Controlling diet (e.g., eliminating sugars)

Strategy 14| Allowing children to earn tangible rewards through positive behavior over time

Strategy 15| Helping the student learn to assess and control their own behavior (e.g., Check-
in/Check-out, behavior contracts, meditation)

Strategy 16| Strong verbal reprimands or criticism

Strategy 17| Understanding how the consequence of behavior (e.g., reaction of adults or
peers) serves the student and teaching an alternative behavior that serves the
student in a similar way (i.e., functional behavioral analysis)

Strategy 18| Identifying and reducing the conditions that trigger negative behavior

Strategy 19| Combining medication with behavioral strategies

The first section of the TABSIS contains seven statements about teachers’
knowledge about the nature of ADHD that were not covered in the KADDS (e.g., Most
authorities believe that ADHD is a biological/neurologic condition; ADHD is a natural
part of development). Teachers reported whether they thought the statement was true or
false, or that they didn’t know. Correct answers were given 1 point whereas incorrect and
“don’t know” responses were given 0 points. Scores were calculated as the percentage of
correct answers. Scores were not calculated if 15% or more of the questions were not
answered (i.e., missing).

The second section of the TABSIS asks respondents to report on the efficacy of
19 different behavioral strategies (i.e., Thinking about the overall effectiveness of this
strategy (i.e., peer support) across the population of students with ADHD, how effective
do you think this strategy for managing the behavior of most children with ADHD?).
Some of the listed strategies have been demonstrated to be effective in the research
literature (e.g., functional behavioral analysis, helping students learn to assess and control
their own behavior). Some behavioral strategies listed are considered less effective for
improving long term outcomes (e.g., physical consequences, placing child in the

hallway). The responses to the appraisal questions range from “1=Very ineffective” to
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“4= Very effective”. Option five was added (5= Don’t Know) for teachers who do not
know about the efficacy of the listed behavioral strategies. These “effectiveness”
questions were entered individually in analyses (i.e., no scale scores were calculated).

No scale scores were calculated. Respondents who reported “Don’t know” were excluded
from analyses involving this question.

The third and fourth sections asked teachers to report their implementation of behavioral
strategies. One set of questions asked teachers to report how often they applied specific
behavioral strategies in the past 12 months on a scale from “1= Never” to “4= Often.” A parallel
set of questions asked teachers how well they applied those strategies on a scale from “1= Very
poorly” to “4= Very well.” For the “how well” questions, option 5 is included (5=1 don’t use
this strategy) for teachers who do not use the behavioral strategy. I did not calculate scale scores;
each implementation question was analyzed individually. For analyses involving “how well”
strategies were implemented, I excluded respondents who reported not using that strategy.

In the fifth section, teachers reported how confident the teachers felt applying
these behavioral strategies for students with ADHD. On a 4-point scale, the options of
this question range from “4= Very confident” to “1= Not at all confident”. I did not
calculate scale scores. Instead, I analyzed each confidence question for each strategy
individually.

The sixth section includes 9 statements related to teachers’ views about general education
teachers’ role in working with students with ADHD (e.g., Children with ADHD who behave
poorly should not be educated in general education classrooms; Managing the behavior of
children in the general education classrooms is the responsibility of special educators). Teachers

reported how much they agreed with these statements on a 4-point scale with options ranging
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from “1= Strongly disagree” to “4= Strongly agree”. I reverse-coded the negative statements
(i.e., statements #1, 3, 5, 7, and 9) (See Appendix A). The overall scale score was calculated as
the mean of the nine items with higher scores indicating more positive views about general
education teachers’ role (e.g., more supportive of students with behavioral challenges). For the
scale score to be calculated, the respondent could be missing no more than 2 of the 9 questions.
The seventh section assesses the extent to which teachers encounter barriers (e.g.,
insufficient training; not enough time) and facilitators (e.g., training/professional
development; para-professional support) that impact their ability to effectively serve
students with ADHD. Response options for barriers and facilitators range from “1= Very
small extent” to “4= Very large extent”. The reported score was a sum. Some cases were
missing some of the barriers and facilitators questions. This was handled by using a mean
imputation technique. Specifically, for each case with missing responses within barriers
or facilitators, I calculated the mean of the available responses for each case. Three items
were needed for the barriers questions and four items were required for the facilitators'
questions to calculate the summary score. For cases that met that criterion, the mean
values were used to replace the missing responses. After completing the imputation, I
summed the values across each item to create a sum score.
Developing and Validating the TABSIS. The reliability and validity of the
TABSIS were tested. To ensure content validity, I developed a concept map to identify
the behavioral strategies to be included in the TABSIS. The concept map was created
based on findings from previously conducted studies and a comprehensive review of the
broader literature on behavioral strategies used for students with ADHD. This step helped

ensure that the TABSIS covers the relevant and comprehensive range of behavioral
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strategies. After developing the first draft of the TABSIS, the survey was reviewed and
approved by two researchers with expertise in ADHD. Both had extensive expertise in
the development of instrumentation used in behavioral services research. One of the
reviewers also had experience as a teacher in K-12 settings. Feedback from the experts
helped identify areas where some questions might be unclear or overly complex.

Construct validity was preliminarily assessed by testing the association between
certain TABSIS subscale scores and other established measures in the field. Specifically,
I tested the correlation between the TABSIS knowledge subscale percent correct with the
KADDS. I found a statistically significant positive correlation between KADDS and
TABSIS scores on knowledge questions (7= .27, p<.001). Teachers with high scores on
the KADDS were more likely to achieve high scores on the TABSIS knowledge
questions. This suggests that the TABSIS appropriately captures teachers' knowledge of
ADHD. I also assessed the construct validity of the TABSIS section that measures
teachers' confidence in using behavioral strategies. To do this, I tested the correlation
between the teachers' overall mean score on the TSES and their self-confidence in using
each behavioral strategy as measured with the TABSIS. However, no statistically
significant association was found between teachers’ confidence in their behavioral
strategies and their TSES scores. This result indicates that the TABSIS measures a
distinct aspect of confidence that is tailored to specific behavioral strategy use, whereas
TSES is designed specifically to measure general self-efficacy among teachers.
Data Analyses

The analyses for the study were performed using IBM SPSS Statistics 29. The

first research question asked, “What do general education elementary school teachers
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know about ADHD and effective behavioral strategies used for students with ADHD?
How confident are general education elementary school teachers in managing classroom
behavior, providing instruction, and engaging students, in general?”” To address this
question, I reported descriptive statistics for the TABSIS knowledge scores and the
KADDS total and subscale. I also reported descriptive statistics for the TSES total and
subscale scores.

The second research question asked, “What do general education elementary
school teachers report about their implementation of behavioral strategies?” I reported
descriptive statistics on how often and how well respondents implemented all the
behavioral strategies included in the survey. Although I examined 19 strategies, |
reported the results related to the five most commonly used and least commonly used
behavioral strategies.

The third research question asked, “What are the relationships among teacher personal
characteristics (i.e., gender, race, ethnicity, geography), professional variables (i.e., education
level, grades taught, years of teaching experience, specialized ADHD training), and knowledge
of ADHD and effectiveness of behavioral strategies?” I conducted independent-sample t-tests to
explore if there were statistically significant differences in teachers’ knowledge as measured
with the KADDS and TABSIS across gender, race, and receipt of specialized training. Bivariate
correlation analyses were conducted to test the relationships between teachers’ knowledge of
ADHD (as measured with the KADDS and the TABSIS knowledge questions) and teachers’
education level, highest grades taught, general self-efficacy as measured with TSES, years of

teaching, and geography.
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Bivariate correlation analysis was performed to test the fourth research question
(i.e., What are the relationships among general education elementary school teachers’
knowledge of ADHD and effectiveness of behavioral strategies and teachers’ beliefs
about the nature of ADHD, appraisals of effectiveness of behavioral strategies, views
about general education teachers’ role, the perceived presence or absence of barriers or
facilitators to applying effective behavioral strategies, and teachers’ self-efficacy to
applying effective behavioral strategies?). Here, I distinguished between more and less
effective strategies, a distinction that would be further contextualized in Chapter Four.
This exploration would help clarify how these perceptions influenced the actual
implementation of strategies in the classroom.

I conducted hierarchical regression analyses to address the last research question,
which was, To what extent do teacher perceptions (i.e., appraisals of effectiveness of
behavioral strategies, views about general education teachers’ role, perceived barriers and
facilitators, teachers’ self-efficacy related to applying effective behavioral strategies)
predict implementation of behavioral strategies?. The outcome variables were “how
well” and “how often” teachers used each of the selected behavioral strategies including
the most and least often used behavioral strategies as reported by teachers. I ran two
regression analyses for each of the 19 behavioral strategy in the survey (i.e., one for “how
often” and one for “how well” teachers used the behavioral strategy). This resulted in 38
regression analyses. However, I reported and discussed the results of predicting the 5
most and least often used behavioral strategies. In the regression analyses, listwise
deletion was applied to handle missing data. Cases with missing values on any of the

variables included in the analysis were excluded from the analysis.
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I decided to focus on the five most used and five least used behavioral strategies. By
focusing on the five most and five least used strategies, I could represent the extremes of
practice, which are often the most informative. The most used strategies offer insights into
current dominant practices, while the least used strategies highlight possible gaps or overlooked
behavioral strategies.

I utilized a model-building approach to identify which variables predicted the
tested outcome variables, based on the adaptation of the theory of planned behavior (see
Figure 1). I constructed three different models for each outcome variable, progressively
adding more predictors in each block. The order of variables in each step was also
determined by the adapted model. In Step 1, I commenced with the most directly related
variables (those most closely linked to the outcome variable based on the theory). These
included teachers' appraisals, teachers' sense of their roles in serving students with
ADHD, perception of barriers and facilitators, and teachers' confidence in applying those
behavioral strategies. In Step 2, I included the Step 1 variables and added professional
variables, such as teachers' general self-efficacy (i.e., TSES subscales), knowledge of
ADHD (measured with KADDS and TABSIS), and whether the teacher received
professional training related to ADHD. In Step 3, I incorporated the variables from Steps
1 and 2 and added demographic variables (i.e., race, gender, ethnicity, and geography) to
control for potential influences on teachers' implementation of behavioral strategies. I
reported standardized coefficients (f) and standard errors. Selection of the best fitting
model was based on whether the change in R? associated with each step was statistically

significant.

43



In this study, I conducted 38 separate regression analyses. This large number of
tests increases the risk of Type I errors. I chose not to correct for multiple comparisons to
avoid increasing Type II errors for true associations (see Rothman, 1990). A primary goal
of this study is to explore the extent to which the Theory of Planned Behavior explains
teachers’ use of specific behavioral strategies. Toward that end, I present results for a
broad range of strategies and report actual p-values. As recommended by Rothman
(1990), I considered the impact of multiple tests in the interpretation of findings.

When reporting the results of the study, I followed recommendations suggested
by Rothman (1990) for researchers who choose not to correct for multiple comparisons.
First, I acknowledged the increased risk of Type 1 errors in my study. Further, I did not
rely solely on reporting significant values when presenting the results of my study, as |
also reported effect sizes such as standardized coefficients (f), which indicate the
magnitude of the relationship between the predictor variable and the outcome variables.
Additionally, I reported the actual p-values, which can help the reader make their own
judgment regarding the findings. I also avoided drawing conclusions based on individual
tests and looked for consistency in my findings. Finally, I suggested further testing for the

adapted model and replicating the results of my study.
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Chapter Four: Results

This chapter summarizes the results of this study. The presentation of the results
was based on statistical methods and aligned with research questions and reporting the
conceptual model’s statistically significant relationships.

Knowledge of ADHD Among Participating Teachers

In terms of the KADDS subscales, teachers had inadequate knowledge about
symptoms/diagnosis of ADHD (i.e., average percentage correct was 45.01 (SD=16.93),
followed by treatment of ADHD (M= 44.06, SD=14.64), and then general knowledge
about the nature, causes and outcomes of ADHD (M=42.04, SD=11.67) (Table 3). This
suggests that general education elementary school teachers in this sample need to
improve their knowledge about ADHD, as the mean percentage correct indicates that
they answered more than half of the questions incorrectly.

Considering the KADDS questions, Table B1 (i.e., first table in Appendix B)
shows that item #15 (i.e., Side effects of stimulant drugs used for treatment of ADHD
may include mild insomnia and appetite reduction) was the item that was answered
correctly most often (60.6%). On the other hand, item #1 (i.e., Most estimates suggest
that ADHD occurs in approximately 15% of school-age children) was the answered
correctly by the fewest respondents; only 23.1% of teachers in the sample responded to
this statement correctly.

In terms of TABSIS knowledge questions, 60.2% of teachers answered item #8
(i.e., Early intervention is important for improving functioning among children with
ADHD.) correctly, whereas 29.5% of teachers answered item #3 (ADHD is a natural part

of development.) correctly (Table B1). Teachers’ scores in the remaining items indicate
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that general education teachers lack adequate knowledge about different aspects of
ADHD including nature, causes, symptoms, and treatment of ADHD. According to Table
3, teachers answered an average of 39.58% of TABSIS knowledge questions correctly
(SD = 18.57).

Table 3

Descriptive Statistics for KADDS and TABSIS

Mean of Percent Correct N M SD
KADDS — Nature, causes, and outcome of 246 42.04 11.67
ADHD

KADDS — Symptoms/diagnosis of ADHD 254 45.01 16.93
KADDS — Treatment of ADHD 247 44.06 14.64
KADDS - Overall mean 43.44 10.01
TABSIS — Overall mean 39.58 18.57

Teachers’ Sense of Efficacy

TSES subscale scores were continuous ranging from 1 to 9 (Table B2). Table 4
summarizes the descriptive statistics (e.g., mean, standard deviation, and range) of TSES
subscales. The mean scores of teachers’ sense of efficacy in using instructional strategies,
managing classroom, and engaging students were 6.4 (SD= 1.46), 6.3 (SD=1.36), and 6.4
(SD=1.53), respectively, indicating “quite a bit” of confidence. The overall mean of the
items of instructional strategies, classroom management, and student engagement
subscales was 6.4 (SD=1.38). General education teachers on average, had relatively the

same scores in instructing students, managing classroom, and engaging students.
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Table 4

Descriptive Statistics for TSES Subscales

Subscales N M SD Range
Instructional Strategies 262 6.38 1.46 7.50
Classroom Management 263 6.29 1.36 7.50
Student Engagement 257 6.41 1.53 7.25
Total Score 6.36 1.38 6.58

Identifying the Most and Least Used Behavioral Strategies

I aimed to understand if teachers used the behavioral strategies with the best evidence for
effectiveness. The initial step was to check the descriptive statistics for teacher implementation
of behavioral strategies, which showed little variation, as the mean was similar across all the
behavioral strategies (see Table B3). Thus, I categorized the responses to the questions about
how often teachers implemented the behavioral strategies into binominal variables. Responses
indicating sometimes or often were coded as 1, and never or seldom were coded as 0. This
allowed me to identify the behavioral strategies that were used most frequently (highest
percentage of use) and least frequently (lowest percentage of use). In Table B4, the strategies are
listed from highest to lowest frequency.

After reviewing the most often used strategies, it was clear that teachers primarily used
strategies that have been demonstrated in the research literature to be more effective. These
included use of stimulant medications (e.g., Ritalin) (M=2.94, SD=.599), offering tangible
rewards to the classroom for reaching classroom-wide behavior goals (M=2.90, SD=.67), and
helping the student learn to assess and control their own behavior (e.g., Check-in/Check-out,

behavior contracts, meditation) (M= 2.91, SD=.65). Physical consequences such as corporal
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punishment (e.g., having children hold heavy objects, spanking, or standing for long periods),
considered to be an ineffective strategy, also appeared among the more frequently used
strategies (M=2.92, SD= .65) (Table B3).

I also identified the least often used behavioral strategies, which included strategies
supported by research as effective for students with ADHD, as well as strategies with limited
evidence of effectiveness. The strategies with demonstrated effectiveness that were least used
included understanding how the consequence of behavior (e.g., reaction of adults or peers)
serves the student and teaching an alternative behavior that serves the student in a similar way
(i.e., functional behavioral analysis) (M=2.80, SD= .66) and offering tangible rewards at the time
the child engages in positive behavior (M=2.81, SD= .65). The strategies with less evidence of
effectiveness that were least used include controlling diet (e.g., eliminating sugars) (M=2.78,
SD= .67), strong verbal reprimands or criticism (M= 2.79, SD= .69), and requiring the child to
isolate for some period of time within classroom (e.g., "time-out”) (M= 2.81, SD=.72) (Table
B4).

How Well Teachers Implemented the Behavioral Strategies

In analyzing the data presented in Table B5, which details the implementation quality of
most and least used behavioral strategies, the mean scores of the most used behavioral strategies
showed that physical consequences was reported to be applied very well for students with
ADHD, with the highest mean of 3.47 (SD=.77), whereas the quality of implementing helping
students learn to assess and control their behavior had the lowest men of 3.28 (SD=.76). A
relatively similar mean of how well teachers used the remaining most used behavioral strategies
was observed (e.g., removal of desired items or activities (M = 3.39, SD = .73, administration of

stimulant medications (M = 3.35, SD = .72), and offering tangible rewards to class (M = 3.38, SD
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=.75). This may suggest that helping students develop self-regulation skills, such as evaluating
and controlling their own behavior, can be challenging for teachers to implement effectively. In
contrast, using physical consequences may be a more straightforward approach due to its
immediate and visible results that are easier for teachers to apply. Considering the least used
behavioral strategies, immediate tangible rewards for positive behavior had the highest mean
score (M = 3.42, SD = .74). However, controlling diet (e.g., eliminating sugars) (M = 3.32, SD =
.78) had the lowest mean scores. Diet-related interventions may be harder for teachers to apply
within the classroom setting, as they may require more coordination with parents, and adherence
to specific health guidelines and may not have immediate and visible results like other strategies,
including tangible rewards.
Teachers’ Confidence in Applying the Behavioral Strategies

The data in Table B6 provide insights into teachers’ confidence levels in applying various
behavioral strategies. Teachers report the highest confidence in using removal of desired items or
activities (M= 2.41, SD= .73). In contrast, the lowest confidence is observed in requiring the
child to isolate for some period of time within the classroom (M=1.82, SD=1.16). The remaining
strategies fall within a similar range of confidence levels. While both removal of desired items
and isolation can have negative impacts on students (Furukawa et al., 2011), teachers appear
more comfortable with removing privileges, perhaps due to its more immediate effectiveness in
reducing unwanted behavior. In contrast, teachers show greater hesitation with isolation, likely

because they believe it may be more harmful, particularly for students with ADHD.
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Differences in Knowledge About ADHD and Implementation across Teacher
Characteristics

Regarding knowledge of symptoms/diagnosis of ADHD, there was a statistically
significant difference between females (M= 47.76, SD= 18.27) and males (M= 43.02, SD=
15.68), ¢ (217) = -2.21, p =.03. The effect size was small according to Cohen’s d (1988)
guidelines, g = -.3 (Table 5). Table B7 and Table B8 represent differences in how often and how
well behavioral strategies were used across genders. These tables show that there were no
significant differences in how often and how well teachers used the behavioral strategies based
on gender.
Table S

Differences in Knowledge of ADHD by Gender

Teachers’ gender

Knowledge about Male Female p-value

ADHD N= 151 N=112
M (SD) M (SD)

KADDS symptoms/ 43.02 47.76 .03
Diagnosis (15.68) (18.27)

KADDS general 41.69 42.39 .63
knowledge (12.39) (10.63)

KADDS Treatment 43.52 4481 A48
(14.93) (14.34)

TABSIS Knowledge 38.11 41.67 13
(17.13) (20.298)
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Ethnicity, Geography, Grade Taught, Education Level, Years of Teaching Experience,
Knowledge of ADHD, and Implementation of Behavioral Strategies

In terms of teachers’ ethnicity and knowledge of symptoms/diagnosis of ADHD, there
was a statistically significant difference between Hispanics (M= 39.94, SD= 15.91) and non-
Hispanics (M= 46.81, SD=16.89), t (257) = 2.83, p =.01. The effect size was small according to
Cohen’s d (1988) guidelines, g = .4 (Table 6).

I found a statistically significant difference between Hispanics (M= 3.15, SD= .65) and
non-Hispanics (M= 2.82, SD=.66), ¢ (257) = -3.43, p<.001, in terms of how often teachers
offered tangible rewards to class. The effect size was small according to Cohen’s d (1988)
guidelines, g = -.5. Considering how often teachers helped students learn to assess and control
their own behavior, I found a statistically significant difference between Hispanics (M=3.11,
SD=.70) and non-Hispanics (M= 2.85, SD= .62), t (254) = -2.87, p=.004, in terms of how often
teachers offered tangible rewards to class. The effect size was small according to Cohen’s d
(1988) guidelines, g = -.4. For how often teachers offered immediate tangible rewards when
students engage in positive behavior, I found a statistically significant difference between
Hispanics (M= 3.00, SD= .68) and non-Hispanics (M= 2.75, SD= .62), t (257) = -2.75, p=.006.
The effect size was small according to Cohen’s d (1988) guidelines, g = -.4. For how often
teachers used criticism, there was a statistically significant difference between Hispanic (M=
3.03, SD=.70) and non-Hispanics (M= 2.71, SD= .67), t (256) = -3.29, p=.001. The effect size
was small according to Cohen’s d (1988) guidelines, g = -.5. In terms of how often teachers used
strategies associated with FBA, I found a statistically significant difference between Hispanic
teachers (M= 3.02, SD= .65) and non-Hispanics (M= 2.72, SD= .64), ¢ (99.47) = -3.11, p=.002.

The effect size was small according to Cohen’s d (1988) guidelines, g = -.5. In terms of how
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often teachers used controlling diet as a behavioral strategy, I found a statistically significant
difference between Hispanic teachers (M= 2.99, SD= .76) and non-Hispanic teachers (M= 2.71,
SD=.62), t (256) = -2.88, p=.004. The effect size was small according to Cohen’s d (1988)
guidelines, g = -.4. Considering how often teachers used isolation, there was a statistically
significant difference between teachers of Hispanic ethnicity (M= 3.00, SD=.77) compared to
the non-Hispanics (M= 2.73, SD=.69), ¢t (255) = -2.58, p=.01. The effect size was small
according to Cohen’s d (1988) guidelines, g = -.4 (Table 6).

In terms of how well teachers used removal of desired items/activities, I found a
statistically significant difference between teachers of Hispanic ethnicity (M= 3.46, SD=.57)
compared to the non-Hispanics (M= 3.22, SD= .61), ¢ (240) = -2.64, p=.001. The effect size was
small according to Cohen’s d (1988) guidelines, g = -.4 (Table 6).

I also found a statistically significant correlation between where teachers taught and how
often teachers reported using removal of desired items/activities for students with ADHD (7=.16,
p=-01, N=250). Teachers in rural schools were more likely to use removal of desire items for
their students. However, I failed to find a statistically significant association between highest
grade taught by teachers in the last 12 months and knowledge of ADHD (as measured with the
KADDS and TABSIS) and implementation of behavioral strategies. I did not find a statistically
significant correlation between teachers’ highest level of education they completed and
knowledge as measured with the KADDS and TABSIS and how often and how well they
implemented the ten selected behavioral strategies. Similarly, with years of teaching experience
and knowledge of ADHD (KADDS and TABSIS) and how often and how well teachers used the

selected behavioral strategies, no statistically significant correlation was observed.
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Table 6

Differences in Knowledge of ADHD and Implementation by Ethnicity

Knowledge about Teachers’ ethnicity
ADHD and
Implementation Hispanic Non-Hispanic p-value
N N
M (SD) M (SD)

KADDS symptoms/ 62 197
Diagnosis 39.94 (15.91) 46.81 (16.89) .01
Offering tangible 62 197
rewards to class/ 3.15(.65) 2.82 (.66) <.001
How often
Helped students 62 194
assess and control 3.11 (.70) 2.85(.62) .004
their behavior/ how
often
Immediate tangible 62 197
rewards for engaging 3.00 (.68) 2.75(.62) .006
in positive behavior
Criticism/ How often 62 196

3.03 (.70) 2.71 (.67) .001
FBA/ How often 61 195

3.02 (.65) 2.72 (.64) .002
Controlling diet/ 62 196
How often 2.99 (.76) 2.71 (.62) .004

62 195 .01

Isolation/ How often 3.00 (.77) 2.73 (.69)
Removal of desired 56 186
items/ activities 3.46 (.57) 3.22 (.61) .001
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The Relationship Between Knowledge about ADHD and the Variables Most Directly
Related to Implementation and Implementation of Behavioral Staretgies

I did not find a statistically significant correlation between knowledge of ADHD
as measured with the TABSIS and KADDS (i.e., general knowledge of ADHD,
symptoms/diagnosis of ADHD, and ADHD treatment) and teachers’ views, barriers, and
facilitators. However, I did find a statistically significant correlation between knowledge
of treatment (KADDS) and teachers’ appraisals for physical consequences (7= -.13, p=
.05, N=245). This indicates that teachers with higher knowledge about ADHD treatment
were less likely to report physical consequences as effective for students with ADHD. A
statistically significant correlation was found between knowledge about ADHD treatment
and efficacy of isolation (r=-.17, p= .01, N=251). Teachers with higher knowledge about
ADHD treatment tended to appraise this strategy as ineffective. I found a statistically
significant correlation between knowledge of symptoms and diagnosis about ADHD and
efficacy of using immediate tangible rewards for students engaging in positive behavior
(r=".16, p= .02, N=250). Teachers with higher knowledge about ADHD symptoms and
diagnosis were likely to report this strategy as effective.

Additionally, I found a statistically significant correlation between knowledge
about symptoms and diagnosis of ADHD (i.e., KADDS subscale) and teachers'
confidence in offering tangible rewards immediately after students engage in positive
behavior (=21, p < .00, N=263). Teachers with greater knowledge about ADHD
symptoms and diagnosis tended to be more confident in applying this behavioral strategy.

Considering the relationships between teachers’ knowledge of ADHD and their

use of the behavioral strategies, I found a statistically significant negative association

54



between knowledge about ADHD as measured with the TABSIS and how well teachers
helped students learn to assess and control their behavior (r=.14, p=.03, N=252).
Teachers with better knowledge about ADHD tended to use this strategy well for students
with ADHD. I also observed a statistically significant association between knowledge
about ADHD as measured with the TABSIS and use of isolation (r=-.14, p=.03, N=249).
Teachers who demonstrated better knowledge about ADHD reported using isolation
poorly. I found a statistically significant association between general knowledge about
ADHD as measured with the KADDS and the frequent use of stimulant medication (7= -
.13, p=.03, N=263). Teachers with high general knowledge ADHD were likely to use
stimulant medication less often. Statistically significant associations were found between
knowledge about symptoms/diagnosis of ADHD and how often teachers helped students
build self-regulation skills (i.e., helping students learn to assess and control their
behavior) (r=-.14, p=.02, N=261) and how often they used stimulant medication (r=-.13,
p=-04, N=262). Teachers with better knowledge about symptoms and diagnoses related to
ADHD were highly likely to use these strategies less often. I also found statistically
significant correlations between teachers’ knowledge about ADHD treatment and how
often they used physical consequences (r=-.13, p=.04, N=164), frequent use of
controlling diet (r=-.14, p=.04, N=263), how often isolation was used (r=-.15, p=.02,
N=262), how well teachers used simulant medication (r=-.15, p=.02, N=250) and how
well they used criticism (7=-.17, p=.01, N=245). Teachers with more knowledge about
ADHD tended to use strategies with less research evidence of effectiveness (i.e., physical
consequences, controlling diet, criticism, and isolation) less often and were likely to

report using them poorly. Overall, the results indicate that general knowledge about
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ADHD, knowledge about ADHD symptoms, and diagnosis are not consistently
associated with better implementation or frequent use of effective behavioral strategies.
However, knowledge about ADHD treatment was found to be associated with less
frequent use and poorer implementation of behavioral strategies that are not
recommended for managing behavior of students with ADHD. The finding that teachers
with higher knowledge scores reported implementing stimulant medication less well may
be related to teachers’ limited role in prescribing medication.
Relationship Between the Behavioral Strategies and Appraisals, Confidence and
Implementation

The purpose of these correlation analyses was to identify significant relationships
between the implementation of the most and least used behavioral strategies and teachers'
appraisals, and confidence. This helped to provide a preliminary understanding of how
these variables interact before conducting the overall regression analyses. I found a
statistically significant correlation between how well and how often teachers
implemented offering tangible rewards to the classroom (= .16, p=.01), how well and
how often teachers helped students learn to assess and control their behavior (7= .14,
p=.03), isolation (r=.15, p=.02), and understanding how the consequence of behavior
(e.g., reaction of adults or peers) serves the student and teaching an alternative behavior
that serves the student in a similar way (i.e., functional behavioral analysis) (r= .14,
p=.03). Frequent use of these behavioral strategies was associated with better
implementation of the same behavioral strategies. On the other hand, I found a
statistically significant negative correlation between how well and how often teachers

implemented strong verbal reprimands or criticism (7= -.13, p=.04) and controlling diet
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(e.g., eliminating sugars) (r=-.23, p<.001). This indicates that teachers using these
behavioral strategies less often reported implementing them well when they used them
(see Table 7).

In my assessment of teachers’ perceptions of the efficacy of these behavioral
strategies, I discovered statistically significant correlations between their appraisals and
how often they utilized the behavioral strategies. For example, physical consequences
had a correlation of (= .27, p<.001), a correlation existed between appraisals and use of
stimulant medication (= .17, p=.01), and removal of desired items/activities and how
teachers appraised it (7= .22, p<.001). Offering tangible rewards to the classroom showed
a correlation of (7= .19, p=.003). Additionally, helping students assess and control their
behavior was found to be correlated with teachers’ appraisals (= .27, p<.001), and
isolation was also correlated with teachers’ appraisals of its efficacy (r= .32, p<.001).
Strong verbal reprimands or criticism was correlated at (r=.26, p<.001), and
understanding how the consequence of behavior (e.g., reaction of adults or peers) serves
the student and teaching an alternative behavior that serves the student in a similar way
(i.e., functional behavioral analysis) was associated with teachers’ appraisals of this
strategy (r=.159, p=.002). Controlling diet (e.g., eliminating sugars) was correlated with
teachers’ appraisals (7=.28, p<.001) (see Table 7). Teachers who rated these behavioral
strategies as effective reported using them more frequently.

I also found several statistically significant positive associations between
teachers’ appraisals and how well teachers used various behavioral strategies. For
physical consequences, the correlation was (7= .28, p<.001). For stimulant medications

(e.g., Ritalin), it was observed to be correlated with teachers’ appraisals (= .29, p<.00).
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The use of removal of desired items showed a correlation of (r= .33, p<.001) with
teachers’ appraisals. Offering tangible rewards to the classroom was associated with
teachers’ appraisals of its efficacy (= .41, p<.001). Assisting students in learning to
assess and control their behavior was correlated with teachers’ appraisals at (=48,
p<.001). In addition, the use of isolation (i.e., time-out) correlated with how teachers
appraised it (r=.34, p<.001). Offering tangible rewards at the time the child engages in
positive behavior was correlated with its appraisals by teachers (r=.30, p<.001). Strong
verbal reprimands or criticism was correlated with appraisals (r=.42, p<.001).
Understanding how the consequence of behavior (e.g., reaction of adults or peers) serves
the student and teaching an alternative behavior that serves the student in a similar way
(i.e., functional behavioral analysis) correlated with teachers’ appraisals (r=.43, p<.001).
A statistically significant correlation was found between how well teachers use
controlling diet (e.g., eliminating sugars) and how they appraised it (r=.44, p<.001) (see
Table 7). Teachers who considered these behavioral strategies as effective were highly
likely to utilize them very well for students with ADHD.

I found a statistically significant association between how often teachers
implemented the removing desired items/activities and how confident they were in using
that strategy (r=.18, p=.00). Teachers with higher confidence in applying this strategy
tended to use it more often. Additionally, there was a significant association between how
confident and how well teachers were in implementing the following behavioral
strategies: removal of desired items/activities (=.28, p<.001), offering tangible rewards
to the classroom (7=.19, p=.003), helping students learn to evaluate and control their own

behavior (r=.13, p=.04), offering tangible rewards to the student right after engaging in
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positive behavior (r=.15, p=.02), and controlling diet (r=.14, p=.03). Teachers who were

highly confident in applying these strategies were more likely to apply them well for

students with ADHD. (Table 7).

Table 7

Correlation of Behavioral Strategies Implementation, Appraisals, and Confidence

Behavioral Often x Often x Well x Often x Well x
Strategy Well Appraisals  Appraisals Confidence Confidence
Physical r=.05 r=27%% r=28%* r=.09 r=.08
consequences p =45 p <.001 p<.001 p=.14 p=22
N=245 N=245 N=234 N=262 N=243
Use of stimulant r=.06 r=17% r=.20%* r=.05 r=.02
medications (e.g., p =36 p=.01 p <.001 p=41 p=11
Ritalin) N=249 N=246 N=241 N=263 N=250
Removal of desired r=.01 p=22%% r=33%* r=.18* r=.28%*
items p =88 p <.001 p <.001 p =004 p <.001
N=247 N=251 N=238 N=263 N=246
Offering tangible r=.16%* r=.19%* r=41%* r=.08 r=.19%*
rewards to the p=.01 p=.003 p <.001 p=21 p=.003
classroom N=248 N=248 N=239 N=263 N=247
Helping the student r=.14%* r=27%% r=48%* r=.03 r=.13%
learn to assess and p=.03 p <.001 p <.001 p =64 p=.04
control their own N=251 N=250 N=243 N=259 N=250
behavior
Requiring the child r=.15% r=32%* r=.34%* r=.096 r=.08
to isolate for some p=.02 p <.001 p <.00 p=12 p=23
period of time N=247 N=250 N=242 N=262 N=249
within classroom
(e.g., "time-out”).
Offering tangible r=.10 r=.07 r=30%* r=-.02 r=.15%
rewards at the time p=11 p=29 p <.001 p=72 p=.02
the child engages in ~ N=247 N=250 N=239 N=263 N=246

positive behavior
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Strong verbal r=-.13% r=.26%* r=42%% r=-.08 r=-.00

reprimands or p=.04 p <.001 p <.001 p=.169 p =95
criticism N=245 N=250 N=239 N=262 N=244
Understanding how r=.14%* r=.159%* r=.43%% r=-.07 r=.02
the consequence of p=.03 p=.002 p <.001 p =28 p=.81
behavior (e.g., N=247 N=243 N=239 N=257 N=245

reaction of adults or
peers) serves the
student and teaching
an alternative
behavior that serves
the student in a
similar way (i.e.,
functional
behavioral analysis)

Controlling diet r=-23%* r=.28%* r=.44%%* r=-.04 r=.14*
(e.g., eliminating p <.001 p <.001 p <.001 p=.52 p=.03
sugars) N=248 N=249 N=239 N=262 N=247

I found statistically significant negative associations between teachers’ sense of
roles and how often teachers reported using physical consequences (r=-.25, p<.001).
Teachers with positive views about the roles of general education teachers in serving
students with ADHD were less likely to apply this behavioral strategy more often. I also
found statistically significant correlations between teachers’ views and how well teachers
implemented removal of desired items/activities (+= .15, p=.03) (Table 8). Teachers who
had a positive sense of roles about working with students with ADHD were highly likely
to use this strategy well.

I found statistically significant correlations between barriers and how often teachers
implemented the following strategies: removal of desired items/activities (r=.19, p=.004),
tangible rewards to class for reaching classroom-wide behavior goals (r=.24, p<.001), helping

students build self-regulation skills by helping them learn to assess and control their behavior
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(=23, p<.001), criticism (r=.15, p=.03), understanding how the consequence of behavior (e.g.,
reaction of adults or peers) serves the student and teaching an alternative behavior that serves the
student in a similar way (i.e., functional behavioral analysis) (=.20, p=.002), and controlling
diet (e.g., eliminating sugars) (r=.25, p<.001) (Table 8). More barriers encountered by teachers
in implementing the behavioral strategies was associated with frequent use of those behavioral
strategies.

Statistically significant correlations were observed between the report of barriers and how
well teachers implemented physical consequences (7= .19, p=.01), stimulant medication (r=.22,
p=.002), tangible rewards to the classroom (r=.24, p<.001), helping students gain self-regulation
skills by helping them assess and control their own behavior (r=.21, p=.002), isolation (»= .29,
p<.001), strong verbal reprimands or criticism (7=.21, p=.002), understanding how the
consequence of behavior (e.g., reaction of adults or peers) serves the student and teaching an
alternative behavior that serves the student in a similar way (i.e., functional behavioral analysis)
(=.18, p=.01), and controlling diet (e.g., eliminating sugars) (+=.20, p=.003) (Table 8). Teachers
with more barriers reported were likely to apply these strategies well for their students.

I found statistically significant correlations between facilitators and how often teachers
implemented the following strategies: stimulant medication (r=.22, p<.001), removal of desired
items/activities (r=.16, p=.02), tangible rewards to the classroom (+=.23, p<.001), helping
students gain self-regulation skills (=.19, p=.01), isolation (+=.23, p<.001), offering tangible
rewards at the time the child engages in positive behavior (=.20, p=.003), strong verbal
reprimands or criticism (7=.22, p=.001), understanding how the consequence of behavior (e.g.,
reaction of adults or peers) serves the student and teaching an alternative behavior that serves the

student in a similar way (i.e., functional behavioral analysis) (r=.26, p<.001), and controlling
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diet (e.g., eliminating sugars) (+=.296, p<.001) (Table 8). Teachers who reported more
facilitators were highly likely to use these behavioral strategies for their students.

I also found statistically significant correlations between facilitators and how well
teachers used all the behavioral strategies. The correlations were as follows: physical
consequences (» = 0.23, p <.001), stimulant medication (» = 0.29, p <.001), removal of desired
items/activities (» = 0.32, p <.001), tangible rewards (r = 0.26, p <.001), helping students learn
to assess and control their behavior ( = 0.28, p <.001), and isolation (» = 0.29, p <.001).
Additionally, offering tangible rewards at the time the child engages in positive behavior (r =
0.27, p <.001), strong verbal reprimands or criticism (r = 0.25, p <.001), understanding how the
consequence of behavior (e.g., reaction of adults or peers) serves the student, and teaching an
alternative behavior that serves the student in a similar way (i.e., functional behavioral analysis)
(r=0.25, p <.001), and controlling diet (e.g., eliminating sugars) (» = 0.26, p <.001) were also
significantly correlated (Table 8). Overall, teachers who reported the presence of facilitators
were more likely to apply behavioral strategies well for managing behavior of students with
ADHD.

Table 8

Correlation of the Five Most and Least Used Behavioral Strategies in Terms of How Well,
How Often, and Views, Barriers, and Facilitator

Behavioral Often x Well x Often x Well x Often x Well x
Views Views Barriers Barriers Facilitators Facilitators
Strategy
Physical r=-25%% =006 r=.096 r=.19% r=.07 r=23%*
consequences p <.00 p=.36 p=.15 p=.01 p=.32 p <.001
N=225 N=211 N=225 N=211 N=222 N=208
Use of stimulant r=-.05 r=-.095 =.08 r=.22% r=22%% 7=20%%*
medications (e.g., p=45 p=17 p=25 p=.002 p <.001 p <.001
Ritalin) N=212 N=224 N=212 N=221 N=210
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N=224

Removal of r=-.10 r=.15% r=.19% r=.13 r=.16%* r=.32%*
desired items p=13 p=.03 p=.004 p=.07 p=.02 p <.001
N=225 N=212 N=225 N=212 N=222 N=209
Offering tangible  =.04 r=.08 r=.24%* r=24%* r=23%% r=.26%**
rewards to the p=.55 p=27 p <.001 p <.00 p <.001 p <.001
classroom N=225 N=210 N=225 N=210 N=222 N=207
Helping the r=.03 r=-.03 r=23%* r=21% r=.19% r=.28%*
student learn to p=.66 p =.68 p <.001 p=.002 p=.01 p <.001
assess and N=222 N=215 N=222 N=215 N=219 N=212
control their own
behavior
Requiring the r=-.02 r=.04 r=.11 r=.20%* r=23%* r=.20%*
child to isolate p=17 p=.55 p=.09 p <.001 p <.001 p <.001
for some period N=223 N=212 N=223 N=212 N=220 N=209
of time within
classroom (e.g.,
"time-out”).
Offering tangible  =.08 r=-.08 r=.09 r=.11 r=.20% r=27%%
rewards at the p=.22 p=27 p=.20 p=.098 p=.003 p <.001
time the child N=225 N=211 N=225 N=211 N=222 N=208
engages in
positive behavior
Strong verbal r=.04 r=.06 r=.15% r=21% r=.22% r=25%%
reprimands or p=.60 p=2395 p=.03 p=.002 p=.001 p <.001
criticism N=224 N=208 N=224 N=208 N=221 N=205
Understanding r=-.01 r=.07 r=.20%* r=.18% r=.26%** r=25%%
how the =90 p=29 p=.002 p=.01 p <.001 p <.001
consequence of N=223 N=213 N=223 N=213 N=220 N=210

behavior (e.g.,
reaction of adults
Or PEErs) serves
the student and
teaching an
alternative
behavior that

serves the student

in a similar way
(i.e., functional
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behavioral
analysis)

Controlling diet r=.02 r=-.03 r=25%* r=.20% r=.296%* r=.26%**
(e.g., eliminating  p=.82 p=.65 p <.001 p=.003 p <.001 p <.001
sugars) N=224 N=212 N=224 N=212 N=221 N=209

Regression Analyses

Multiple hierarchical linear regression analyses were conducted to explore the
impact of the predictors (output available in Table B9) on how often and how well
teachers used the behavioral strategies for students with ADHD. I employed a model-
building approach to predict the outcome variables. Specifically, I considered the adapted
model to inform the selection and sequencing of predictor variables. Each analysis was
conducted in three distinct steps or blocks, with each block including variables that were
expected to contribute progressively to explaining the variance in the outcome variable.
The first step of each regression analysis included the appraisals of efficacy of the target
behavioral strategy, teachers’ views regarding general educators’ roles in serving students
with ADHD, barriers and facilitators to implementing the behavioral strategies, and
teachers’ confidence in applying the intended behavioral strategies. In the second block,
the predictors included teachers’ sense of efficacy in engaging students, using
instructional strategies, and managing classrooms, and teachers’ general knowledge of
ADHD, symptoms/diagnosis of ADHD, and treatment of ADHD as measured with the
KADDS and knowledge of ADHD as measured with the TABSIS, and obtaining
professional training related to ADHD. The predictors in the third step included
demographic variables in the following order: Race (White), gender, ethnicity (Hispanic),

and geography.
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Predicting How Often and Well Teachers Used Removal of Desired Items

Regarding the prediction of how often teachers used removal of desired items,
Step 2 provided the best fit ' (13,178) = 3.39 and explained approximately 20% of the
variance of how often teachers used this strategy (R’=.198). However, none of the
predictors significantly accounted for the variance in predicting how often teachers
utilized the removal of desired items. Considering how well teachers used removal of
desired items, Step 3 provided the best fit ' (17,166) = 5.28, R> = .35; p <.00). The
model explained 35% of the variance of how well teachers used this strategy. Rating this
behavioral strategy as effective was related to using it well for students with ADHD (5 =
.19, p =.01). More barriers to implementing behavioral strategies was related to poorer
implementation of removal of desired items (f = -.18, p = .04), whereas more facilitators
was related to better implementation of this strategy (5 = .29, p =.001). Higher
confidence in using this strategy was related to using this strategy well (5 = .23, p <.00).
Higher knowledge about ADHD as measured with the TABSIS was related to poorer
implementation of this strategy (f = -.15, p = .03). Receiving training related to ADHD
was associated with using removal of desired items poorly (£ =-.18, p =.01). Being
White (8 =.196, p = .004), and Hispanic (f = .17, p = .01) were related to using this
strategy better. (See Table A9). Among those predictors, facilitators had the strongest
relationship with how well teachers used removal of desired items/activities, as indicated
by the highest standardized coefficient (f = .29).
Predicting How Often and Well Teachers Used Physical Consequences

Considering how often teachers reported using physical consequences for students

with ADHD, Step3 significantly predicted the frequent use of physical consequences F'
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(17,171) = 2.78, p <.001, and explained 22% of the variance (R’ = .22) of the outcome
variable. Higher positive sense of roles in terms of serving students with ADHD was
associated with less often use of physical consequences (5 = -.26, p <.001). Being White
(B =.196, p=.01), and Hispanic (f = .18, p = .02) were related to using this strategy
more often. While self-efficacy in student engagement demonstrated the strongest
relative contribution to the outcome variable (f = .32), its unstandardized coefficient was
not statistically significant, suggesting that this relationship may lack robustness or
requires further investigation. Step 1 provided the best fit to the data in predicting how
well teachers used physical consequences, F (5, 176) = 4.81 but explained 12% of the
variance (R?=.12) of the outcome variable. Although this model was statistically
significant, it is important to note that, based on the range of R* found in the regression
analyses, any model with an R? lower than .14 was considered underpowered (Table A9).
Predicting How Often and Well Teachers Used Stimulant Medication

Regarding the prediction of how often teachers used stimulant medication, Step 3
provided the best fit 7' (17,170) = 3.37; p<.001 and explained 25% of the variance of
how often teachers used this strategy (R’=.25). Reporting more facilitators was related to
using this strategy more often (5 = .22, p=.03). Higher sense of efficacy in managing
classroom as measured with the TSES was related to frequent use of stimulant
medication (f = .295, p=.05). Greater general knowledge about ADHD as measured with
the KADDS was associated with less frequent use of this strategy (5 = -.15, p=.05).
Receiving professional training related to ADHD was associated with less often use of
stimulant medication (5 = -.14, p=.05). However, being White (f = .22, p=.004) and

Hispanic (§ = .17, p= .03) was associated with frequent use of this strategy. Self-efficacy
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in managing classroom demonstrated the strongest relative contribution to the outcome
variable (f = .295). In terms of predicting how well teachers used stimulant medication,
Step 1 provided the best fit ' (5,179) = 5.94, p<.001, and explained 14% of the variance
of the outcome variable. Considering this behavioral strategy as effective was related to
using it well for students with ADHD (5 = .19, p=.01). Holding positive views about
serving students with ADHD was associated with using this strategy poorly (f = -.14, p=
.04). Reporting more facilitators for implementing the behavioral strategies was
associated with well implementation of stimulant medication (f = .28, p=.004) (Table
A9). Among those predictors, facilitators was the strongest relative influence (5 = .28),
indicating that this is an important factor in understanding teachers’ well implementation
of this strategy.
Predicting How Often and Well Teachers Used Tangible Rewards to the class

Step 3 provided the best fit to the data in the prediction of how often teachers used
tangible rewards to the classroom for reaching classroom-wide behavioral goals F'
(17,171) = 2.63; p<.001. This model explained 21% of the variance of the outcome
variable. Higher knowledge about ADHD treatment as measured with the KADDS was
associated with frequent use of this strategy (f = .18, p =.01). Being Hispanic was
related to using this behavioral strategy more often for students with ADHD (8= .24, p =
.002). Considering these predictors, ethnicity/ being Hispanic appeared as the strongest
relative influence on how often teachers used this strategy (f = .24). Step 1 represented
the best fit for predicting how well teachers provided tangible rewards to the classroom
for achieving a common behavioral goal F (15,177) = 10.13. This model explained 22%

of the outcome variable’s variance. Perceiving this strategy as effective significantly
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enhanced the prediction of how well teachers used this behavioral strategy (5 = .37, p <
.001). Greater confidence in applying it for students with ADHD was related to using this
strategy well (f = .14, p = .04) (Table A9). Considering these predictors, teachers’
appraisals of this strategy appeared to have the strongest relative association with the
outcome variable (f = .37).
Predicting How Often and Well Teachers Helped Students Assess and Control their Behavior

Step 1 provided the best fit for predicting how often teachers helped students
learn to assess and control their behavior, F' (5, 183) = 5.66, p <.001, explaining 13% of
the variance (R?=.13) of the outcome variable. Although this model was statistically
significant, it is important to note that, based on the range of R? observed in the
regression analyses, any model with an R* below .14 was considered underpowered.
Regarding the prediction of how well teachers use this behavioral strategy, Step 1 was
also the best fitting F' (5,180) = 11.34; p<.001 and explained 24% a portion of the
variance of the outcome variable than did the models for the other outcomes. The more
teachers rated this strategy as effective, the more they used it well (5 = .36, p <.001).
High confidence in applying this strategy was related to using it well (f = .15, p =.02)
(Table A9). Among the predictors, teachers’ appraisals of the effectiveness of this
strategy had the highest relationship with how well teachers used it (8 = .36).
Predicting How Often and Well Teachers Used Isolation

Concerning using isolation, the best fitting was provided by Step 2 F'(13,178) =
3.37, p<.001, and explained approximately 20% of the variance of the outcome variable.
Reporting this strategy as effective was related to using it often (5 = .22, p = .003).

Greater confidence in using isolation was associated with using it frequently (5= .18, p =
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.01). The greater sense of efficacy in engaging students was also associated with frequent
use of isolation (f = .36, p = .03). Self-efficacy in engaging students has the strongest
relationship with the outcome variable (5 = .36). For how well teachers used this strategy,
Step 3 provided the best fit /' (17,168) = 3.25, p<.001, and explained 25% of the
variance of the outcome variable. Being White emerged as a highly significant predictor
for the outcome variable. Being White was related to using this strategy well for students
with ADHD (f = .24, p = .002) (Table A9). Being White had the strongest relationship
with the outcome variable as it had the highest standardized coefficient (§ = .24).
Predicting How Often and Well Teachers Used Immediate Tangible Rewards for Positive
Behavior

Considering how often teachers reported offering tangible rewards at the time the
child engages in positive behavior, Step 3 (including all the variables) provided the best
fit £ (17,173) = 2.43, p = .002, and explained 19% of the variance of how often teachers
used this behavioral strategy. Having more facilitators was associated with the frequent
use of this strategy (f = .22, p = .03). Being Hispanic was also related to the frequent use
of this behavioral strategy (f = .20, p=.01). While self-efficacy in student engagement
demonstrated the strongest relative contribution to the outcome variable (5 = -.28), its
unstandardized coefficient was not statistically significant, suggesting that this
relationship may lack robustness or requires further investigation. In terms of how well
teachers reporting using it, Step 3 also provided the best fit ' (17,165) = 3.64, p<.001,
and explained 27% of the variance of the outcome variable. Rating this strategy as
effective was associated with using it well (5 = .21, p =.003). More facilitators reported

was related to using the strategy well (f = .32, p =.001). Being more confident about
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using this behavioral strategy was associated with using it well (f = .18, p = .01). Further,
being White was associated with well implementation of this strategy (f = .24, p = .002)
(Table A9). Among those predictors, facilitators emerged as the predictor with the

highest relationship with the outcome variable (f = .32).

Predicting How Often and Well Teachers Helped Students Understand the consequence of
behavior (FBA)

In terms of how often teachers helped students understand the consequence of
behavior serves the student and teaching an alternative behavior that serves the student in
a similar way as a behavioral (i.e., FBA), Step 3 provided the best fit /' (17,166) =2.27, p
=.004, and explained 19% of the variance of the outcome variable. Reporting this
behavioral strategy as effective was associated with applying it often (f = .18, p = .02),
and being Hispanic was also related to frequent use of this strategy (= .19, p = .01).
Although self-efficacy in engaging students demonstrated the strongest relative
contribution to the outcome variable (f = -.25), its unstandardized coefficient was not
statistically significant, suggesting that this relationship may lack robustness or requires
further investigation. For how well teachers used this behavioral strategy, Step 1 provided
the best fit F'(5,176) = 12.06, p< .001, and explained 26% of the variance of the outcome
variable. Considering this strategy as effective was correlated with using it well for
students with ADHD (f = .44, p <.001). More facilitators was related to well
implementation of this behavioral strategy (5 =.196, p =.03). (Table A9). Teachers’
appraisals had the strongest relationship with the outcome variable as it had the highest

standardized coefficient (f = .44).
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Predicting How Often and Well Teachers Used Criticism

Step 1 provided the best fit for predicting how often teachers used reprimands and
criticism, F (5, 186) = 3.55, p = .004, explaining 9% of the variance (R* = .09) of the
outcome variable. Although statistically significant, it is important to note that, based on
the range of R? values observed in the regression analyses, models with an R? below .14
were considered underpowered. For how well teachers used it, Step 2 provided the best
fit £ (13,171) = 4.01 and explained 23% of the variance of the outcome variable.
Reporting this strategy as effective was associated with using it well (f = .33, p <.001).
A higher sense of efficacy in managing classroom as measured with TSES was related to
using the strategy well (f =.397, p = .01). However, higher knowledge about ADHD
treatment as measured with the KADDS was associated with using the strategy poorly (f
=-.19, p=.01) (Table A9). Self-efficacy in managing classroom had the strongest
relationship with the outcome variable as it had the highest standardized coefficient (5 =
397).
Predicting How Often and Well Teachers Used Controlling Diet

For how often teachers used controlling diet, Step 1 provided the best fit ' (5,187)
=6.60, p <.001, and explained 15% of the variance of the outcome variable. Rating this
strategy as effective was related to using it more often (5 = .21, p = .003). Reporting more
facilitators was associated with using this strategy more often (f =.199, p = .04).
Teachers’ appraisals had the strongest relationship with the outcome variable as it had the
highest standardized coefficient (f =.21). For how well teachers used this strategy, Step
2 provided the best fit ' (12,172) = 6.39, p <.001, and explained 33% of the variance of

the outcome variable. Rating this strategy as effective was related to using it well (8 =
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.38, p <.001). On one hand, a higher sense of efficacy in managing classroom was
associated with using this strategy well (5 = .49, p <.001). On the other hand, a higher
sense of efficacy in using instructional strategies was associated with poor
implementation for this strategy (8 = -.50, p =.002) (Table A9). Self-efficacy in
managing classroom had the strongest relationship with the outcome variable as it had the
highest standardized coefficient (5 = .49).

Summary of Regression Findings

Looking at Table 9 and Table 10, variables differentially predicted how often versus how
well teachers used these behavioral strategies. Considering the most directly linked variables to
teachers’ implementation, teachers’ appraisals was the primary predictor of how often and how
well teachers implemented the behavioral strategies. However, it was more consistently a
predictor of how well teachers implemented the behavioral strategies. Teachers’ confidence did
not appear to be a strong predictor of how often teachers used the majority of the behavioral
strategies. However, it was a strong predictor of how well teachers used three effective
behavioral strategies (i.e., offering tangible rewards to the class, helping students learn to assess
and control their behavior, and offering tangible rewards to students immediately after engaging
in positive behavior) and one strategy with weak evidence of effectiveness (i.e., removal of
items/activities).

Facilitators were found to be a strong predictor of how frequently and well teachers
implemented behavioral strategies. Unexpectedly, facilitators predicted the frequent use of two
strategies with weak evidence of efficacy (i.e., criticism and controlling diet) and two strategies
with strong empirical support (i.e., stimulant medication and offering immediate tangible

rewards for positive behavior). Facilitators predicted how well teachers used three behavioral
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strategies with strong evidence to be effective (e.g., stimulant medication, immediate rewards to
students engaging in positive behavior, and FBA) and one strategy with weak evidence for
efficacy (i.e., removal of desired items). Barriers and views did not appear to be strong predictors
of teachers' implementation of most behavioral strategies.

Considering the professional variables, general self-efficacy in managing classrooms
sometimes predicted of how well teachers used the behavioral strategies that did not seem
effective for students with ADHD (i.e., criticism and controlling diet). On the other hand, this
professional variable predicted the more frequent use of one behavioral strategy recommended
for students with ADHD (i.e., stimulant medications).

For demographic variables, Hispanic ethnicity was more consistently a predictor for how
often teachers used the behavioral strategies. In particular, being Hispanic was a strong predictor
of how often teachers used four effective behavioral strategies (i.e., medications, rewards to
class, rewards for positive behavior engagement, and FBA) and one strategy with less evidence
for effectiveness (i.e., physical consequences). Although being White was associated with
implementation of several strategies, those findings should not be considered stable because so

few participants (i.e., 8.3%) reported being from any other race.
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Table 9

Summary of Predictors of How Often a Behavioral Strategy Was Used (Regression Analyses)

How Often Behavioral Strategies Were Used

Predictors Removal PC Meds Reward] SM Isolation Reward FBA |Criticism Diet
R=20 R=22 R’=25 Class- |[R=13 R’=20 Good R’=.19 R*=09 R-=.15

wide Beh

R*=21 R’=.19

Best- Step2 Step3 Step3 Step3  Stepl Step2 Step3 Step3| Stepl | Step 1
fitting
model

Appraisals + + + + +

Views -

Barriers +

Facilitators + + + +

Confidence +

TSES SE i

TSES IS

TSES CM 4

KADDS (] -

KADDS
S/D

KADDS T +

TABSIS K

Training -

White + +

Gender

Hispanic + + + + +

Geography

+ = Statistically significant pesitive findings relationship from best-fitting model
- = Statistically significant negative findings relationship from best-fitting model.
[ ] Underpowered models with R below .14 or the predictors lack a unique
explanation of the variance of the outcome variables.
:l The results of these predictors are too unstable due to uneven distributions between
their categories (e.g., trained vs non-trained teachers, and White vs non-White teachers).
4 The predictor variables with the highest 4.

PC= Physical consequences
SM= Self-monitoring
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Table 10

Summary of Predictors of How Well a Behavioral Strategy Was Used (Regression Analyses)

How Well Behavioral Strategies Were Used

Predictors Removal PC Meds Reward SM Isolation Reward FBA Criticism Diet
R=35 | R*=22 R’=.14 Class- R’=24 R’=25 Good R’=26 R=.14 R=33

wide Beh

R=22 R’=27

Best- Step3 | Stepl Stepl Stepl Stepl Step3 Step3 Stepl Step2 Step2
fitting
model

Appraisals + a4 + “F + + + + +

Views -

Barriers -

Facilitators  + + + +

Confidence + + + +

TSES SE

TSES IS -

TSES CM + +

KADDS
GK

KADDS
S/D

KADDS T +

TABSIS K -

Training -

White + + +

Gender

Hispanic +

Geography

+ = Statistically significant pesitive findings relationship from best-fitting model
- = Statistically significant negative findings relationship from best-fitting model.
Underpowered models with R? below .14 or the predictors lack a unique
explanation of the variance of the outcome variables.
:l The results of these predictors are too unstable due to uneven distributions between
their categories (e.g., trained vs non-trained teachers, and White vs non-White teachers).
4 The predictor variables with the highest 4.

PC= Physical consequences
SM= Self-monitoring
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Chapter Five: Discussion and Conclusion
Overview of the Study
This chapter provides a detailed reflection of the study's findings, reviews the five main
research questions, presents the study's conclusion, and discusses the limitations and implications
to consider. This study describes teachers’ self-reported application of the behavioral strategies
used with students with ADHD in elementary school settings in the United States. It also
explored what factors predicted the implementation of those strategies.
Testing the Theoretical Model
The study was guided by an adaptation of the theory of planned behavior. Findings from
the regression analyses suggest that the data partially supported relationships depicted in the
theoretical model as I found some associations among teachers’ demographic and professional
variables and teacher perceptions. Some variables were more salient predictors, in general.
Predictors varied in their ability to predict frequency of use of strategies compared to quality of
the implementation (i.e., how well they were implemented). There were also differences in
predictors across different types of behavioral strategies (Results discussed in detail below).
Major Findings and Implications
Predictors of Using Behavioral Strategies
The regression analyses revealed that while the models explained 14% to 35% of the
variance in most behavioral strategies implementation. Three models were underpowered, with
R’ values below .14 (i.e., how well teachers used physical consequences and how often they
helped students assess and control their behavior and used criticism). These underpowered
results may be due to a small sample size, potentially missing key outcome and predictor

variables such as responses to the questions "how well" certain strategies were used and how
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effective teachers think behavioral strategies for managing the behavior of most students with
ADHD. While the model examining the removal of desired items showed significance, no strong
predictors were identified. This underscores the need for further studies to examine additional
variables that could influence teachers’ implementation of this strategy.

In terms of how strongly the most directly linked predictor variables predicted how often
teachers reported using the behavioral strategies, teachers’ views about the roles of general
educators in serving students with ADHD was a strong predictor of how frequently teachers used
physical consequences. For how often teachers used stimulant medication, facilitators observed
as a strong predictor in explaining variance. For how often teachers used isolation, teachers’
appraisals of its effectiveness provided a unique explanation of the variance of using this
strategy. Facilitators was a strong predictor of how often teachers reported offering immediate
tangible rewards for students engaging in positive behavior. The frequent use of using strategies
associated with FBA was predicted by teachers’ appraisals of the efficacy of this strategy. Lastly,
how often teachers reported using controlling diet as a behavioral strategy for students with
ADHD was predicted by teachers’ appraisals of the efficacy of this strategy and facilitators.

Several factors emerged as strong predictors for predicting how well teachers reported
using these behavioral strategies in light of the most directly linked variables. Teachers’
appraisals, perceived barriers and facilitators, and confidence were all strong predictors of how
well teachers applied removal of desired items/activities. For how well teachers reported using
stimulant medication, teachers’ appraisals of the strategy’s efficacy, their views about their role
in working with students with ADHD, and facilitators were significant predictors. For how well
teachers reported offering tangible rewards to the class for reaching a common goal and helping

students learn to assess and control their behavior, teachers’ appraisals of the efficacy of these
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strategies and their confidence in using them were strong predictors. How well teachers offered
immediate tangible rewards for engaging in positive behavior was predicted by teachers’
appraisals about its efficacy, facilitators, and confidence in using it. For how well teachers
helped students understand the consequences of their behavior (FBA), teachers’ appraisals and
facilitators emerged to be strong predictors of how well the strategy was used. For how well
teachers used criticism and controlled diet by eliminating sugar, teachers’ appraisals of these
strategies’ effectiveness was the strongest predictor.

These findings support the hypothesized relationships in the adapted Theory of Planned
Behavior model which presumes the existence of relationships between the most directly linked
variables and teachers’ implementation of behavioral strategies. However, it is important to note
that this phenomenon was not consistent across the implementation of each behavioral strategy.
The study’s findings emphasize the critical role that teachers’ appraisals of the effectiveness of
behavioral strategies play in predicting their use of these strategies, particularly for students with
ADHD. Teachers who believed a strategy to be effective, even in the absence of strong
supporting evidence, were more likely to use it with their students. Facilitators may enhance
teachers’ implementation of behavioral strategies, especially those with stronger evidence of
effectiveness. It emerged as a significant predictor across several strategies (e.g., stimulant
medication, helping students learn to assess and control their behavior, and offering immediate
rewards for positive behavior). This finding underscores the potential impact of support-related
factors on teachers’ behavioral strategy use, which is essential for improving the outcomes of
students with ADHD. Findings also suggest that teachers’ confidence in applying behavioral
strategies can be a key factor in both how frequently (i.e., isolation) and how well they use these

strategies (i.e., removal of desired items, offering tangible rewards to class for reaching a goal
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and offering immediate tangible rewards for engaging in positive behavior, and helping students
learn to evaluate and control their behavior). These positive relationships highlight the
importance of fostering teachers' self-efficacy. Increasing confidence may help improve both the
frequency and quality of their implementation of effective behavioral strategies for students with
ADHD. The role of views and barriers in predicting implementation requires further
investigation. Barriers did not consistently appear as a strong predictor for teachers’ use of
behavioral strategies. When barriers served as a strong predictor for two behavioral strategies, it
showed a negative correlation with how well teachers used removal of desired items and a
positive correlation with how often teachers helped students learn to assess and control their
behavior. However, the model that identified helping students control and evaluate their behavior
as a strong predictor was underpowered, meaning it lacked sufficient statistical power to
confidently support this finding. Teachers’ views was treated as a scale, but [ was not sure if this
was a good measure as the results of internal consistency demonstrated a low Cronbach’s alpha.
Therefore, Teachers’ views and barriers’ association with the use of behavioral strategies require
further investigation.

In terms of how strongly the professional variables predicted how often teachers reported
using the behavioral strategies, I found significantly fewer predictors compared to the most
directly linked variables. I did not emphasize results related to received training as nearly 96% of
participants reported receiving training while approximately 4% of teachers reported being
trained. These findings are too unstable to provide meaningful interpretation.

Self-efficacy in managing classroom and general knowledge about ADHD significantly
predicted how often teachers used stimulant medication. Knowledge about ADHD treatment was

a strong predictor of how often teachers offered tangible rewards to class for reaching a common
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goal. Self-confidence in engaging students was a strong predictor of how often teachers reported
using isolation. Considering the professional variables in predicting how well teachers use the
behavioral strategies, knowledge about ADHD as measured with the TABSIS, and professional
training related to ADHD were strong predictors for how well teachers used removal of desired
items/activities. Self-efficacy in managing classroom and knowledge about ADHD treatment
were strong predictors of how well teachers used criticism. Self-efficacy in instructing students
and managing classroom significantly predicted how well teachers used controlling diet. These
results indicate that teachers’ self-efficacy, especially in managing classroom can uniquely
explain how well and how often teachers implement specific behavioral strategies. However,
general self-efficacy among teachers and teachers’ knowledge about ADHD are not always
associated with better and frequent use of recommended behavioral strategies for students with
ADHD. Further exploration of how specialized training related to ADHD contributes to teachers'
implementation of behavioral strategies is encouraged.

Considering demographic information related to teachers, I de-emphasized results related
to race. Race included two racial categories: one included White teachers, representing
approximately 93% of the sample, and the other category included Black, American Indian,
Asian, Native Hawaiian or other Pacific Islander, and other races, representing 8.3%. These
findings are too unstable to yield meaningful interpretations. Being Hispanic strongly predicted
how often teachers used physical consequences, and stimulant medication. Being Hispanic was
also a strong predictor for how often teachers reported using offering tangible rewards to class,
offering immediate tangible rewards once a student engages in positive behavior, and helping
students understand the consequences of behavior and teaching them alternative behaviors (i.e.,

FBA). Being Hispanic appeared to be a strong predictor for predicting how well teachers used
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removal of desired items/activities. Geography and gender did not uniquely explain the variance
of how often and how well teachers used the behavioral strategies. The results show how
teachers’ characteristics, including ethnicity shape teachers’ approaches to managing behavior of
students with ADHD. Being Hispanic was significantly associated with the frequency and
quality of implementing behavioral strategies. Specifically, Hispanic teachers were more likely
to frequently use physical consequences, stimulant medication, offering rewards to class and
immediate rewards for engaging in positive behavior, and strategies associated with FBA, and
well implementation of removal of desired items. These results suggest that ethnicity may play a
key role in how teachers support the behavior of students with ADHD, which indicates
differences in training, cultural perspectives, or individual preferences. However, further
investigation is necessary regarding the contribution of race, gender, and geography to teachers’
use of behavioral strategies.
Teachers’ Knowledge of ADHD

Findings from this study indicate that teachers in this survey lacked adequate knowledge
about ADHD (i.e., mean percent scores below 50%). This is consistent with previous studies that
found that elementary school teachers do not always have sufficient knowledge about ADHD
(e.g., Shroff et al., 2017; Shetty & Rai, 2014). In this sample, the highest mean score was
observed on the symptoms/diagnosis of ADHD subscale. The lowest scores were found for
treatment of ADHD and general knowledge, which includes knowledge about the nature, causes,
and outcome of ADHD. Previous studies that used the same measure for evaluating teachers’
knowledge of ADHD found that teachers scored lower in the ADHD treatment subscale (e.g.,
Abouammoh et al., 2023; Topkin & Roman, 2015). The findings of this study align with the

results of studies that reported better knowledge about symptoms of ADHD subscale among
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teachers (e.g., Perold et al., 2010; Sciutto et al., 2000). Overall, these findings suggest a need for
professional development and targeted training programs to enhance teachers' knowledge,
particularly regarding the treatment and management of ADHD, as well as a deeper
understanding of its causes and long-term outcomes. Addressing these gaps is crucial for
ensuring that teachers are fully equipped to support students with ADHD effectively.
Teachers' Overall Self-efficacy

Teachers’general self-efficacy was similar across the subscales of the TSES. In line with
this, a study found that teachers of students with ADHD displayed similar mean scores
concerning their general self-efficacy in the same areas (Vlah et al., 2021). This suggests that
teachers tend to have a consistent sense of confidence in their ability to manage classroom,
engage students, and apply instructional strategies effectively, without significant variation
across these areas.
Teachers’ Reported Implementation of Behavioral Strategies for Students with ADHD

The data indicates that teachers employed a broad spectrum of behavioral strategies for
students with ADHD. However, the analysis revealed that, on average, teachers' implementation
of the most and least used behavioral strategies was similar, with no big variation. The research
findings of this study show that general education teachers used both effective and ineffective
behavioral strategies when working with children with ADHD. However, they tended to use
behavioral strategies with evidence to be effective more often. Accordingly, various studies
indicated that teachers used several effective strategies for managing undesired behaviors, such
as teaching self-regulation skills, providing physical breaks, and repeating instructions (e.g.,

Geng, 2001; Mulligan, 2001).
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Teachers might rely on behavioral strategies they believe to be effective and they may
have personal preferences for certain strategies that are not based on scientific evidence. A study
has shown that some teachers prefer strategies that do not involve parents (Wood et al., 2009),
which may cast doubt on the use of effective behavioral strategies that require parental
involvement. Furthermore, some teachers favor using daily report cards because this behavioral
strategy has shown desired results in less time compared to other strategies (Pisecco et al., 2001).

I see physical consequences as a behavioral strategy that can be detrimental to the long-
term development of children. Examples of physical consequences include having children hold
heavy objects, standing for long periods, and spanking. In this study, I found teachers reported
using this strategy frequently and applying it well for students with ADHD, and White and
Hispanic teachers were more likely to use this strategy more often for managing behavior.

It is important to mention that this study involved teachers from various states in the
United States. According to Gershoff and Font (2016), corporal punishment is allowed in 19
states, particularly in Alabama, Arkansas, and Mississippi. The study reported that 163,333
students received corporal punishment from 2011 to 2012 across all states. The authors also
observed that students with disabilities are 50% more likely to experience corporal punishment
in school compared to their peers without disabilities, and they suggested that school staff often
respond to students’ challenging behaviors with harsh methods instead of positive ones (Gershoff
& Font, 2016).

The result of this study partially aligns with Vereb and DePerni’s (2024) results. Vereb
and DiPerna (2004) suggested that teachers' knowledge of ADHD, their training in working with
students with ADHD, and their years of experience could influence their acceptance of treatment

methods, including medication. Although I did not find a statistically significant correlation
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between years of teaching experience and the use of behavioral strategies, I did observe a
significant difference related to teachers' training. Specifically, teachers who had received
training on how to support students with ADHD demonstrated better implementation of certain
behavioral strategies, such as the removal of desired items, and used physical consequences more
frequently compared to their untrained peers. This may suggest that professional development
may be a key factor in enhancing teachers' ability to apply effective behavioral strategies. It is
important to note, however, that the cell sizes for the trained versus non-trained groups were
uneven, which may affect the generalizability of these results. Given this limitation, the findings
should be interpreted with caution.
Relationship Between Demographic and Professional Variables

The results revealed that female teachers were more knowledgeable about the symptoms
of ADHD compared to male teachers. This finding is consistent with another study cited by
Melhem (2020), which also showed a statistically significant difference in knowledge between
female and male teachers, with females being more knowledgeable. This suggests that male
teachers may have more misconceptions about ADHD symptoms and diagnosis of ADHD.

According to Wium (2021), no significant differences in knowledge of ADHD were
found between teachers in urban and rural areas. In this study, I did not test the difference in
mean across teachers' geography. Rather, I examined the correlation between knowledge and
geography, but I failed to find a statistically significant correlation between these two variables.
Relationship Between Knowledge of ADHD and Most Directly Related Variables

While knowledge about ADHD is a necessary component for understanding and
supporting students with this condition, it does not necessarily lead to a positive attitude

toward the role of educators in addressing the needs of these students. Teachers may
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possess the necessary knowledge but still lack confidence or belief in their ability to
effectively support students with ADHD. The study's findings showed that teachers with
better knowledge of ADHD symptoms had greater confidence in providing immediate
tangible rewards after students engage in positive behavior. These results align with
Legato’s study (2011), which emphasized a positive association between knowledge of
ADHD and self-efficacy. This result highlights the potential value of increasing teachers'
understanding of ADHD to enhance their confidence and application of evidence-based
strategies for managing students' behavior.

In terms of the relationships between teachers’ knowledge of ADHD and their
application of the behavioral strategies, the results indicate that general knowledge about
ADHD and its symptoms/diagnosis are not sufficient for ensuring that teachers would use
effective strategies to manage behavior of students with ADHD. Whereas knowledge
about treatment seemed to be more effective in quality of teachers’ use of behavioral
strategies compared to knowledge of symptoms/diagnosis and general knowledge, the
results also indicate that knowledge is not enough and what teachers do is not always
associated with their knowledge.

The results suggest that teachers' general knowledge of ADHD and its
symptoms/diagnosis is not enough to ensure effective implementation of behavioral
strategies for managing students' behavior. While knowledge of ADHD treatment
appeared to have a stronger influence on the quality of teachers' use of behavioral
strategies compared to knowledge of symptoms or diagnosis, causes, nature, and
outcomes, the findings also highlight that knowledge alone does not guarantee effective

practice. Teachers' actions are not always directly linked to their level of knowledge.
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Limitations of the study

One of the key limitations of the study was the approach I used to recruit the sample.
Studies have shown that the recruitment tool I used (AmazonMTurk) yields appropriate samples
(e.g., Hellas, 2020; Hunt & Scheetz, 2019; Follmer, Sperling, & Suen, 2017). The use of
screening measures and validation checks (e.g., attention checks and demographic filters) can
improve data quality (Hunt and Scheetz, 2019), which was one of the steps I considered during
data cleaning. However, more recent advancements, such as the proliferation of artificial
intelligence may compromise this approach. Indeed, one of my respondents identified itself as
artificial intelligence. It was not possible to ensure that the participants were truly general
education elementary teachers. I did my best to exclude suspicious cases based on responses.
However, I remained concerned that some cases in the included sample might not have truly met
the inclusion criteria.

One limitation of this study was the higher number of male teachers compared to female
participants. According to the National Center for Education Statistics (2020), 89% of public
elementary teachers in the United States were female, while only about 11% were male, based on
data from the 2017-2018 school year. However, the current study included more males. This
might indicate males’ tendency to participate in online surveys, such as those distributed via
Amazon Mechanical Turk (MTurk).

One of the initial purposes of developing TABSIS was to fully test the adapted model.
The TABSIS should have included questions about teachers' beliefs regarding ADHD. However,
the distinction between knowledge and beliefs about ADHD was difficult to distinguish. In terms
of teachers’ level of motivation to meet the needs of students with ADHD, I could not figure out

how to measure it among teachers.
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The validity of sections of the TABSIS remains unclear. There was some evidence of
validity for the TABSIS knowledge questions, evidenced by its significant positive correlation
with the KADDS. The section of the TABSIS that asked about confidence using behavioral
strategies demonstrated some construct validity. For 8 of the 19 behavioral strategies, the
TABSIS “confidence” measure positively correlated with the overall TSES score. Notably, the
TSES does not specifically assess self-efficacy when working with students with ADHD as the
KADDS does. This distinction may account for the observed correlation with the KADDS but
not with the TSES.

I did not assess teachers’ actual implementation of the behavioral strategies through
observation. Instead, I relied on teachers’ self-report of implementation. I believe that observing
teachers in classroom settings could yield more accurate assessments of practice, particularly
concerning the potential social desirability bias that may arise when teachers respond to surveys.

The present study was conducted using a cross-sectional design, which precluded
inferring causal relationships among the variables. While several variables predicted the
implementation of behavioral strategies, I cannot conclude that those variables were causal
agents. Future studies using longitudinal or experimental designs would be needed to examine
causal relationships among these variables more rigorously.

Implications for Practice and Future Research

The results of this study, in conjunction with previous research, underscore the need to
reform current ADHD training programs for general educators (e.g., Abouammoh et al., 2023;
Latouche & Gascoigne, 2019). Besides having adequate knowledge of ADHD, pre-service
teachers should receive more specialized training that focuses on refining their skills and

addressing challenges they encounter. While understanding ADHD concepts is important,

87



applying effective strategies in classroom settings has a more direct impact on student outcomes.
Pre-service teachers, in particular, should be introduced to classroom management strategies
through courses taken in college. Since pre-service teachers may not have much classroom
experience yet, they can benefit from role-playing or simulations that allow them to practice
using behavioral strategies before they use what they've learned in real classrooms.

In-service teachers, who are already in the classroom and have practical experience, will
likely need more advanced, targeted training, and ongoing assessment and support. Programs
should evaluate what teachers actually do in their classrooms, including how often and how well
they apply evidence-based practices when managing the behavior of students with ADHD. Such
an emphasis ensures that training leads to meaningful changes in teachers' practices, which can
positively reflect on students' behavior and outcomes. This approach aligns with research
indicating that practical application may have greater implications for student success than
theoretical understanding alone (Sanetti & Kratochwill, 2009).

In this process, school principals can play a critical role in ensuring that teachers use
effective strategies for students with ADHD. Principals should, themselves, be well-versed in
behavior management strategies. They should also have a list of evidence-based strategies to
share with teachers, guiding them on which approaches to implement in their classrooms.
Regular observations and encouragement from principals can help reinforce the consistent
application of these strategies. Additionally, collaboration between special education teachers
and general education teachers is key for enhancing the professional development of general
education teachers. Special education teachers should work one-on-one with the general
education teachers to provide targeted support, modeling, and coaching to strengthen teachers'

abilities to implement strategies effectively.
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Few studies have thoroughly examined teachers' use of a wide range of behavioral
strategies for managing the behavior of students with ADHD, and the current research highlights
the importance of addressing this gap. While many studies focus on teachers’ perceptions of
behavioral strategies, there remains a lack of comprehensive investigations into how often and
how well these strategies are applied in the classroom. Therefore, future studies should seek to
replicate the results of the current study, specifically in examining how teachers apply various
behavioral strategies. The findings of the current study suggest that it is not enough to rely on
teachers’ self-reported practices or their knowledge about effective behavioral strategies due to
the potential impact of social desirability on survey responses. Future research should place a
stronger emphasis on observing and evaluating the actual implementation of behavioral
strategies in classrooms. This shift from relying solely on teachers' reports to directly observing
and evaluating their implementation would allow for a deeper understanding of the challenges
teachers encounter when applying evidence-based practices and understanding the barriers to
successful implementation, which can yield more accurate assessments.

Based on the associated limitations, the next step I will consider is the further
development and testing of the TABSIS. This is crucial to enhance its reliability, validity, and
practical utility as a tool for evaluating teachers’ implementation of behavioral strategies. By
addressing these areas for refinement, future research can inform teacher practices, training, and
professional development needs in supporting students with ADHD. These improvements could
ensure that the TABSIS becomes a more effective tool for examining teacher practices and
informing teacher training. Once these refinements are made, I plan to conduct a follow-up study
to observe teachers’ actual implementation of behavioral strategies for students with ADHD in

the United States and compare the results with those from the current study.
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Conclusion

The study was guided by the Theory of Planned Behavior (TPB), which assumes that
multiple factors (e.g., knowledge of ADHD) and more proximal variables (e.g., teachers'
appraisals and confidence) influence teachers' implementation of behavioral strategies. This
study investigated the factors that predict the use of behavioral strategies by elementary school
teachers for students with ADHD in the United States, focusing on a wide range of strategies,
some of which have strong evidence of effectiveness and others with limited empirical support.
While the study found some evidence supporting the TPB’s assumptions, particularly in terms of
the relationships between teachers' knowledge, perceptions, and behavioral strategy
implementation, the theory was only partially tested. As such, a definitive conclusion about its
applicability to the current study cannot be made at this time.

KADDS is commonly used by researchers in the field of ADHD, but it does not assess
teachers' use of behavioral strategies. Instead, it primarily focuses on evaluating teachers'
understanding of ADHD and their misconceptions in three distinct domains. In contrast, TABSIS
offers a more comprehensive approach by measuring various factors related to teachers'
implementation of strategies. These include their knowledge of ADHD, appraisals of the
effectiveness of behavioral strategies, views on the role of general education in supporting
students with ADHD, self-confidence in applying strategies, and more. TABSIS can help
researchers explore the use of different behavioral strategies (including those with the least and
most evidence of being effective). Although there was some evidence of validity of the TABSIS
knowledge and confidence sections, more examination of the psychometric properties of the

TABSIS is needed.
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Teachers’ inappropriate responses to ADHD symptoms could exacerbate them (Thomas,
2017). I believe that using ineffective behavioral strategies can have negative short- or long-term
impacts on various aspects of students' development. The study results revealed the use of
inappropriate behavioral strategies among teachers. This could prompt stakeholders in teacher
preparation programs to put effort into ensuring that teachers are willing to use recommended
practices.

While teachers’ self-reported use of behavioral strategies provided valuable insight, it is
crucial that future studies move beyond these reports and incorporate direct observations of
teachers in action. By examining the fidelity and quality of strategy implementation in the
classroom, researchers can identify specific areas for improvement and ultimately provide better
support for teachers in managing the behaviors of students with ADHD. This approach would
not only contribute to the development of more effective training programs but also ensure that
the strategies taught in training are applied in ways that lead to tangible improvements in student
behavior.

In conclusion, the results show that teachers' perceptions of the effectiveness of
behavioral strategies, their confidence in using them, and perceived facilitators predicted the use
of strategies with strong and weak evidence of effectiveness. However, further research is
needed to explore the role of variables such as race, ethnicity, and specialized ADHD training in
influencing strategy implementation. These findings highlight the complexity of teachers'
decision-making in implementing behavioral strategies, underscoring the need for targeted

support and training.
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Appendix A

TABSIS Survey Questions

. Have you taught an elementary class (i.e., grades kindergarten to 6th grade) in the last 12
months?

1=Yes

2=No

. Please indicate your gender.
1=Male

2= Female

3= Non-binary

4= Prefer not to report

. Which of the following groups describes you? Select all that apply.
1= White

2= Black

3= American Indian or Alaskan Native

4= Asian

5= Native Hawaiian or Other Pacific Islander

6= Other "Specify"

. Are you of Hispanic origin?
1=Yes
2=No

. Please indicate the highest level of education you have completed?
1= Less than high school

2= High school diploma

3= Some college

4= Bachelor’s degree

5= Master’s degree

6= Higher than master’s degree

. Are you a licensed general education elementary teacher?
I=Yes

2=No

3= Other "Describe"

. Are you a licensed special education elementary teacher?
I=Yes

2=No

3= Other "Describe"

. How many years have you been a teacher?
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9.

10.

11.

12.

13.

14.

15.

Which grade level(s) have you taught within the last 12 months? Select all that apply.
1=K
2= 1st grade
3= 2nd grade
4= 3rd grade
5= 4th Grade
6= 5th grade
7= 6th grade
8= Other "Specify"

How many students with ADHD have you taught in the past 12 months?

Have you received any professional training in the past 12 months specifically related to
working with children with ADHD?

1=Yes

2=No

What type of professional ADHD-related training did you receive to serve students with
ADHD?

1= In-school training

2= Webinar

3= Completed a college course

4= Other "Describe"

How many students are/were in the most recent class that you teach/taught all or most of
each school day?
How many students with an IEP or 504 plan are/were in the most recent class that you

teach/taught all or most of each school day?
Please enter the zip code of the school you taught in most recently.

Please indicate whether the following statements about ADHD are true or false.

[tems

True False Don’t
Know

16-Most estimates 1 2 3
suggest that ADHD

occurs in approximately

15% of school age

children.

17- Current research 1 2 3
suggests that ADHD is

largely the result of

ineffective parenting

skills.
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18- ADHD children are
frequently distracted by
extraneous stimuli.

19- ADHD children are
typically more compliant
with their fathers than
with their mothers.

20- In order to be
diagnosed with ADHD,
the child's symptoms
must have been present
before age 7.

21- ADHD is more
common in the 1st degree
biological relatives (i.e.
mother, father) of
children with ADHD
than in the general
population.

22- One symptom of
ADHD children is that
they have been physically
cruel to other people.

23- Antidepressant drugs
have been effective in
reducing symptoms for
many ADHD children.
24- ADHD children often
fidget or squirm in their
seats.

25- Parent and teacher
training in managing an
ADHD child are
generally effective when
combined with
medication treatment.
26- It is common for
ADHD children to have
an inflated sense of self-
esteem or grandiosity.
27- When treatment of an
ADHD child is
terminated, it is rare for
the child's symptoms to
return.
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28- It is possible for an
adult to be diagnosed
with ADHD.

29- ADHD children often
have a history of stealing
or destroying other
people's things.

30- Side effects of
stimulant drugs used for
treatment of ADHD may
include mild insomnia
and appetite reduction.
31- Current wisdom
about ADHD suggests
two clusters of
symptoms: One of
inattention and another
consisting of
hyperactivity/impulsivity.
32-Symptoms of
depression are found
more frequently in
ADHD children than in
non-ADHD children.

33- Individual
psychotherapy is usually
sufficient for the
treatment of most ADHD
children.

34- Most ADHD children
"outgrow" their
symptoms by the onset of
puberty and subsequently
function normally in
adulthood.

35- In severe cases of
ADHD, medication is
often used before other
behavior modification
techniques are attempted.
36- In order to be
diagnosed as ADHD, a
child must exhibit
relevant symptoms in two
or more settings (e.g.,
home, school).
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37- If an ADHD child is
able to demonstrate
sustained attention to
video games or TV for
over an hour, that child is
also able to sustain
attention for at least an
hour of class or
homework.

38- Reducing dietary
intake of sugar or food
additives is generally
effective in reducing the
symptoms of ADHD.
39- A diagnosis of
ADHD by itself makes a
child eligible for
placement in special
education.

40- Stimulant drugs are
the most common type of
drug used to treat
children with ADHD.
41- ADHD children often
have difficulties
organizing tasks and
activities.

42- ADHD children
generally experience
more problems in novel
situations than in familiar
situations.

43- There are specific
physical features which
can be identified by
medical doctors (e.g.,
pediatrician) in making a
definitive diagnosis of
ADHD.

44- In school age
children, the prevalence
of ADHD in males and
females is equivalent.
45- In very young
children (less than 4
years old), the problem
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behaviors of ADHD

children (e.g.

hyperactivity,

inattention) are distinctly

different from age-

appropriate behaviors of

non-ADHD children.

46- Children with ADHD 1 2 3
are more distinguishable

from normal children in a

classroom setting than in

a free play situation.

47- The majority of 1 2 3
ADHD children evidence

some degree of poor

school performance in

the elementary school

years.

48- Symptoms of ADHD 1 2 3
are often seen in non-

ADHD children who

come from inadequate

and chaotic home

environments.

49- 1 2 3
Behavioral/Psychological

interventions for children

with ADHD focus

primarily on the child's

problems with

inattention.

50- Electroconvulsive 1 2 3
Therapy (i.e., shock

treatment) has been

found to be an effective

treatment for severe cases

of ADHD.

51- Treatments for 1 2 3
ADHD which focus

primarily on punishment

have been found to be the

most effective in

reducing the symptoms

of ADHD.

Note. From “The knowledge of Attention Deficit Disorders Scale (KADDS)-Test Manual, “by
M.J. Sciutto and E. Feldhamer, 2000. Unpublished test manual.
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Please indicate whether the following statements about ADHD are true or false

True False Don’t
Know
52- ADHD can be 1 2 3
caused by a child’s
diet.
53- Most authorities 1 2 3
believe that ADHD
isa
biological/neurologic
condition.
54- ADHD is a 1 2 3
natural part of
development.
55- ADHD can be 1 2 3
cured.
56- Medication 1 2 3
works very well for
almost all children
with ADHD.
57- Medication is the 1 2 3
only way to control
behavior in children
with ADHD.
58- Early 1 2 3
intervention is
important for
improving
functioning among
children with
ADHD.

Very Little

Nothing

Some Influence
Quite a Bit
A Great Deal

~
O
~

© (7)) (¥

~
(9]
~

59- How much canyoudo |(1) (2)
to control disruptive
behavior in the classroom?
60- How much canyoudo (1) (2) (3) 4) (5) (6) (7) (8 9
to motivate students who
show low interest in school
work?

~
(O8]
~

4
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61- How much canyoudo | (1) (2) (3) 4) (5) (6) (7) (8 9
to get students to believe
they can do well in school
work?

62- How much canyoudo | (1) (2) (3) 4) (5) (6) (7) (8 9
to help your students value
learning?

63- To what extent canyou| (1) (2) (3) 4) ®)) (6) (7) (98 9
craft good questions for
your students?

64- How much canyoudo | (1) (2) (3) 4) (5) (6) (7) (8 9
to get children to follow
classroom rules?

65- How much canyoudo | (1) (2) (3) 4) (5) (6) (7) (8 )]
to calm a student who is
disruptive or noisy?

66- How well can you M 2 B @ 6 (v (7) (98 9)
establish a classroom
management system with
each group of students?
67- How much canyouuse| (1) (2) (3) 4) ®)) (6) (7) (98 9
a variety of assessment
strategies?

68- To what extent canyou| (1) (2) (3) 4) &) (6) (7) (98 9
provide an alternative
explanation or example
when students are
confused?

69- How much can you M 2 B @ 6 (v (7) (98 9)
assist families in helping
their children do well in
school?

70- How well can you M 2 B @& 6 (v (7) (98 9)
implement alternative
strategies in your
classroom?

Q71- If you have read this question, choose “strongly agree.”
1= Strongly disagree
2= Disagree
3= Agree Strongly
4= Agree

In the following section of the survey, we list several behavioral strategies and ask four
questions about each strategy.

118



Strategy #1: Removal of desired items (e.g., favorite toy) or activities (e.g., recess, special
classes).
72- How often do you use removal of desired items/activities as a behavioral strategy for
students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

73- How well do you use removal of desired items/activities as a behavioral strategy for students
with ADHD?

1=Very poorly

2= Poorly

3=Well

4=Very well

5=1don't use this strategy

74- How confident are you with using removal of desired items/activities as a behavioral
strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

75-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think removal of desired items/activities is for managing the
behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #2: Physical consequences (e.g., having children hold heavy objects, standing for long
periods, spanking).
76- How often do you use physical consequences as a behavioral strategy for students with
ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

77- How well do you use physical consequences as a behavioral strategy for students with
ADHD?

1=Very poorly

2= Poorly
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3=Well
4=Very well
5=1don't use this strategy

78- How confident are you with using physical consequences as a behavioral strategy for
students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

79- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think physical consequences are for managing the behavior of
most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know
Strategy #3 Requiring the child to isolate for some period of time within classroom (e.g., "time-
out”).

80- How often do you use requiring the child to isolate for some period of time as a behavioral
strategy for students
with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

81- How well do you use requiring the child to isolate for some period of time as a behavioral
strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

82- How confident are you with using requiring the child to isolate for some period of time as a
behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident
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83- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think requiring the child to isolate for some period of time for
managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #4: Offering tangible rewards at the time the child engages in positive behavior.
84 How often do you use offering tangible rewards at the time the child engages in positive
behavior as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

85- How well do you use offering tangible rewards at the time the child engages in positive
behavior as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

86- How confident are you with using offering tangible rewards at the time the child engages in
positive behavior as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

87- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think offering tangible rewards at the time the child engages
in positive behavior for managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #5: Offering tangible rewards to the classroom for reaching classroom-wide behavior
goals.

88- How often do you use offering tangible rewards to the classroom for reaching classroom-
wide behavior goals as a behavioral strategy for students with ADHD?

121



1= Never

2= Seldom

3= Sometimes
4= Often

89- How well do you use offering tangible rewards to the classroom for reaching classroom-
wide behavior goals as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

90- How confident are you with using offering tangible rewards to the classroom for reaching
classroom-wide behavior goals as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

91- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think offering tangible rewards to the classroom for reaching
classroom-wide behavior goals for managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

92- If you have read this question, choose “strongly agree.”
1=Strongly disagree
2=Disagree
3=Agree
4= Strongly agree

Strategy #6: Use of stimulant medications (e.g., Ritalin).
93- How often do you use stimulant medications (e.g., Ritalin) as a behavioral strategy for
students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

94- How well do you use stimulant medications (e.g., Ritalin) as a behavioral strategy for

students with ADHD?
1=Very poorly
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2= Poorly

3=Well

4=Very well

5=1don't use this strategy

95- How confident are you with using stimulant medications (e.g., Ritalin) as a behavioral
strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

96- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think use of stimulant medications (e.g., Ritalin) for
managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #7: Use of non-stimulant medications (e.g., Strattera).
97- How often do you use non-stimulant medications (e.g., Strattera) as a behavioral strategy for
students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

98- How well do you use non-stimulant medications (e.g., Strattera) as a behavioral strategy for
students with ADHD?

1=Very poorly

2= Poorly

3=Well

4=Very well

5=1don't use this strategy

99- How confident are you with using non-stimulant medications (e.g., Strattera) as a behavioral
strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident
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100- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think use non-stimulant medications (e.g., Strattera) for
managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

strategy #8: Peer support
101- How often do you use peer support as a behavioral strategy for students with ADHD?
1= Never
2= Seldom
3= Sometimes
4= Often

102- How well do you use peer support as a behavioral strategy for students with ADHD?
1=Very poorly
2= Poorly
3= Well
4=Very well
5=1don't use this strategy

103- How confident are you with using peer support as a behavioral strategy for students with
ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

104- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think peer support for managing the behavior of most
children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

strategy #9: Sending the student to the office to meet with an administrator (e.g., principal or
vice-principal).
105- How often do you use sending the student to the office to meet with an administrator (e.g.,
principal or vice-principal) as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes
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4= Often

106- How well do you use sending the student to the office to meet with an administrator (e.g.,
principal or vice-principal) as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

107- How confident are you with sending the student to the office to meet with an administrator
(e.g., principal or vice-principal) as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

108- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think sending the student to the office to meet with an
administrator (e.g., principal or vice-principal) for managing the behavior of most children with
ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

strategy #10: Sending the child out of the classroom for a period of time (e.g., hall or another
classroom).
109- How often do you use sending the child out of the classroom for a period of time (e.g., hall
or another classroom) as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

110- How well do you use sending the child out of the classroom for a period of time (e.g., hall
or another classroom) as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

111- How confident are you with sending the child out of the classroom for a period of time
(e.g., hall or another classroom) as a behavioral strategy for students with ADHD?
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4= Very confident

3= Confident

2= Somewhat confident
1= Not at all confident

112-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think sending the child out of the classroom for a period of
time (e.g., hall or another classroom) for managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #11: Working with the child to develop a behavioral contract and monitoring
performance.
113- How often do you use working with the child to develop a behavioral contract and
monitoring performance as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

114- How well do you use working with the child to develop a behavioral contract and
monitoring performance as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

115-How confident are you with working with the child to develop a behavioral contract and
monitoring performance as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

116- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think working with the child to develop a behavioral contract
and monitoring performance for managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know
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Strategy 12: Working with parents to identify which approaches work best with their child.
117- How often do you use working with parents to identify which approaches work best with
their child as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

118- How well do you use working with parents to identify which approaches work best with
their child as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

119- How confident are you with working with parents to identify which approaches work best
with their child as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

120- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think working with parents to identify which approaches
work best with their child for managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

strategy #13: Controlling diet (e.g., eliminating sugars).
121- How often do you use controlling diet (e.g., eliminating sugars) as a behavioral strategy for
students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

122- How well do you use controlling diet (e.g., eliminating sugars) as a behavioral strategy for
students with ADHD?

1=Very poorly

2= Poorly

3= Well
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4=Very well
5=1don't use this strategy

123-How confident are you with controlling diet (e.g., eliminating sugars) as a behavioral
strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

124-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think controlling diet (e.g., eliminating sugars) for managing
the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #14: Allowing children to earn tangible rewards through positive behavior over time.
125-How often do you use allowing children to earn tangible rewards through positive behavior
over time as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

126- How well do you use allowing children to earn tangible rewards through positive behavior
over time as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

127- How confident are you with allowing children to earn tangible rewards through positive
behavior over time as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

128-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think allowing children to earn tangible rewards through
positive behavior over time for managing the behavior of most children with ADHD?

1= Very ineffective
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2= Ineffective

3= Effective

4= Very effective
5= Don't know

Strategy #15: Helping the student learn to assess and control their own behavior (e.g., Check-
in/Check-out, behavior contracts, meditation).
129- How often do you use helping the student learn to assess and control their own behavior
(e.g., Check-in/Check-out, behavior contracts, meditation) as a behavioral strategy for students
with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

130- How well do you use helping the student learn to assess and control their own behavior
(e.g., Check-in/Check-out, behavior contracts, meditation) as a behavioral strategy for students
with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

131- How confident are you with helping the student learn to assess and control their own
behavior (e.g., Check-in/Check-out, behavior contracts, meditation) as a behavioral strategy for
students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

132-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think helping the student learn to assess and control their
own behavior (e.g., Check-in/Check-out, behavior contracts, meditation) for managing the
behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #16: Strong verbal reprimands or criticism.
133-How often do you use strong verbal reprimands or criticism as a behavioral strategy for
students with ADHD?

1= Never
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2= Seldom
3= Sometimes
4= Often

134-How well do you use strong verbal reprimands or criticism as a behavioral strategy for
students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

135- How confident are you with strong verbal reprimands or criticism as a behavioral strategy
for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

136- Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think strong verbal reprimands or criticism for managing the
behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #17: Understanding how the consequence of behavior (e.g., reaction of adults or peers)
serves the student and teaching an alternative behavior that serves the student in a similar way
(i.e., functional behavioral analysis).
137- How often do you use understanding how the consequence of behavior serves the student
and teaching an alternative behavior that serves the student in a similar way as a behavioral
strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

138-How well do you use understanding how the consequence of behavior serves the student
and teaching an alternative behavior that serves the student in a similar way as a behavioral
strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well
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5=1don't use this strategy

139-How confident are you with understanding how the consequence of behavior serves the
student and teaching an alternative behavior that serves the student in a similar way as a
behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

140-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think understanding how the consequence of behavior serves
the student and teaching an alternative behavior that serves the student in a similar way for
managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

Strategy #18: Identifying and reducing the conditions that trigger negative behavior.
141- How often do you use identifying and reducing the conditions that trigger negative
behavior as a behavioral strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

142-How well do you use identifying and reducing the conditions that trigger negative behavior
as a behavioral strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

143-How confident are you with identifying and reducing the conditions that trigger negative
behavior as a behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

144-Thinking about the overall effectiveness of this strategy across the population of students

with ADHD, how effective do you think identifying and reducing the conditions that trigger
negative behavior for managing the behavior of most children with ADHD?
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1= Very ineffective
2= Ineffective

3= Effective

4= Very effective
5= Don't know

Strategy #19: Combining medication with behavioral strategies.
145- How often do you use combining medication with behavioral strategies as a behavioral
strategy for students with ADHD?

1= Never

2= Seldom

3= Sometimes

4= Often

146-How well do you use combining medication with behavioral strategies as a behavioral
strategy for students with ADHD?

1=Very poorly

2= Poorly

3= Well

4=Very well

5=1don't use this strategy

147-How confident are you with combining medication with behavioral strategies as a
behavioral strategy for students with ADHD?

4= Very confident

3= Confident

2= Somewhat confident

1= Not at all confident

148-Thinking about the overall effectiveness of this strategy across the population of students
with ADHD, how effective do you think combining medication with behavioral strategies for
managing the behavior of most children with ADHD?

1= Very ineffective

2= Ineffective

3= Effective

4= Very effective

5= Don't know

149-If you have read this question, choose “strongly agree.”
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

How much do you agree with each of the following statements?
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150- Children with ADHD who behave poorly should not be educated in general education

classrooms.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

151- General education teachers should attend workshops related to ADHD.

1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

152- Managing the behavior of children in the general education classrooms is the responsibility

of special educators.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

153- General education teachers should use effective behavioral strategies for students with

ADHD.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

154-Parents have the primary responsibility for ensuring that students with ADHD behave well

in classroom.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

155-General educators should work to fully include students in general education classrooms
(i.e., creating opportunities for student to work closely with typically developing children).

1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

156-General education teachers are not responsible for the behavior of students with ADHD in

the classroom.
1= Strongly disagree
2= Disagree
3= Agree
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4= Strongly agree

157-General education teachers should find individualized ways to support learning among
students with ADHD.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

158- Managing the behavior of children with ADHD should not be the responsibility of a general
education teacher.
1= Strongly disagree
2= Disagree
3= Agree
4= Strongly agree

To what extent do you encounter the following barriers to implementing behavioral strategies for
students with ADHD?

159- Lack of specialized training/professional development.
1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

160-Insufficient time.
1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

161- Inadequate materials and resources.
1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

162-Need to address needs of other students.
1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

To what extent have the following resources or conditions facilitated your use of effective
behavioral strategies for students with ADHD?
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163-Administrative/principal support.
1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

164- Fewer students in your classroom.

1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

165- Para-professional support.

1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

166- Support from special educators.

1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

167-Opportunity to consult with experts.

1= Very small extent
2= Small extent
3= Large extent
4= Very large extent

168- If you would like to add other facilitators or barriers that were not listed above, please
describe them here.

169- Is there anything else you would like us to know about your perspective on, and experience
with, teaching children with ADHD?

Participants will receive a payment of $2 for their participation. The researcher pays in advance
for your participation and any associated fees. You will get paid after the researcher approves
your participation in the survey. To get paid for your participation, select the option of
Dashboard and Earnings displayed on your Amazon Mechanical Turk account. You will have the
choice to transfer your earnings to either your U.S. Bank account or an Amazon.com gift card.
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Appendix B
Table B1

Percentage of Respondents Who Answered KADDS Items Correctly (in Descending
Order)

KADDS Question Answered Correctly
Item # N (%)

15  Side effects of stimulant drugs used for treatment of ADHD 160 60.6
may include mild insomnia and appetite reduction.

10 Parent and teacher training in managing an ADHD child are 159 60.2
generally effective when combined with medication treatment.

33 Symptoms of ADHD are often seen in non-ADHD children 159 60.2
who come from inadequate and chaotic home environments.

3 ADHD children are frequently distracted by extraneous 156 59.1
stimuli.

31  Children with ADHD are more distinguishable from normal 156 59.1
children in a classroom setting than in a free play situation.

26  ADHD children often have difficulties organizing tasks and 155 58.7
activities.

6  ADHD is more common in the 1st degree biological relatives 154 58.3

(i.e. mother, father) of children with ADHD than in the
general population.

16  Current wisdom about ADHD suggests two clusters of 153 58.0
symptoms: One of inattention and another consisting of
hyperactivity/impulsivity.

9  ADHD children often fidget or squirm in their seats. 150 56.8

13 It is possible for an adult to be diagnosed with ADHD. 150 56.8

20 In severe cases of ADHD, medication is often used before 147 55.7
other behavior modification techniques are attempted.

4 ADHD children are typically more compliant with their 143 54.2
fathers than with their mothers.

32 The majority of ADHD children evidence some degree of 143 54.2
poor school performance in the elementary school years.

25  Stimulant drugs are the most common type of drug used to 138 52.3
treat children with ADHD.

8  Antidepressant drugs have been effective in reducing 135 51.1
symptoms for many ADHD children.

18  Individual psychotherapy is usually sufficient for the 104 39.4
treatment of most ADHD children.

12 When treatment of an ADHD child is terminated, it is rare for 101 38.3
the child's symptoms to return.

2 Current research suggests that ADHD is largely the result of 99 37.5

ineffective parenting skills.
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14 ADHD children often have a history of stealing or destroying 99 37.5
other people's things.

28  There are specific physical features which can be identified by 97 36.7
medical doctors (e.g., pediatrician) in making a definitive
diagnosis of ADHD.

30 In very young children (less than 4 years old), the problem 93 35.2

behaviors of ADHD children (e.g. hyperactivity, inattention)
are distinctly different from age-appropriate behaviors of non-
ADHD children.

34  Behavioral/Psychological interventions for children with 92 34.8
ADHD focus primarily on the child's problems with
inattention.

5  Inorder to be diagnosed with ADHD, the child's symptoms 91 34.5
must have been present before age 7.

11 Itis common for ADHD children to have an inflated sense of 89 33.7
self-esteem or grandiosity.

7  One symptom of ADHD children is that they have been 88 333
physically cruel to other people.

24 A diagnosis of ADHD by itself makes a child eligible for 88 333
placement in special education.

27  ADHD children generally experience more problems in novel 87 33
situations than in familiar situations.

36  Treatments for ADHD which focus primarily on punishment 85 32.2
have been found to be the most effective in reducing the
symptoms of ADHD.

29  In school age children, the prevalence of ADHD in males and 84 31.8
females is equivalent.

35  Electroconvulsive Therapy (i.e., shock treatment) has been 84 31.8
found to be an effective treatment for severe cases of ADHD.

21  In order to be diagnosed as ADHD, a child must exhibit 83 31.4
relevant symptoms in two or more settings (e.g., home,
school).

22 If an ADHD child is able to demonstrate sustained attention to 82 31.1
video games or TV for over an hour, that child is also able to
sustain attention for at least an hour of class or homework.

23 Reducing dietary intake of sugar or food additives is generally 82 31.1
effective in reducing the symptoms of ADHD.

17  Symptoms of depression are found more frequently in ADHD 80 30.3
children than in non-ADHD children.

19  Most ADHD children "outgrow" their symptoms by the onset 79 29.9
of puberty and subsequently function normally in adulthood.

1  Most estimates suggest that ADHD occurs in approximately 61 23.1
15% of school age children.

TABSIS Question Answered Correctly
Item # N (%)
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7  Early intervention is important for improving functioning 159 60.2%
among children with ADHD.

2 Most authorities believe that ADHD is a biological/neurologic 133 50.4%
condition.

4 ADHD can be cured. 35.6%

5  Medication works very well for almost all children with 34.8%
ADHD.

1 ADHD can be caused by a child’s diet. 33%
Medication is the only way to control behavior in children 32.6%
with ADHD.

3 ADHD is a natural part of development. 29.5%

Table B2

Descriptive Statistics of TSES Subscales

TSES Items N M SD Range
How much can you....

How much can you do to control disruptive 264 6.03 1.72 8
behavior in the classroom?

How much can you do to motivate students 263 6.37 1.72 8
who show low interest in school work?

How much can you do to get students to 262 6.39 1.84 8
believe they can do well in school work?

How much can you do to help your students 262 6.60 1.83 8
value learning?

To what extent can you craft good questions 263 6.42 1.69 7
for your students?

How much can you do to get children to 264 6.42 1.78 8
follow classroom rules?

How much can you do to calm a student 263 6.33 1.78 8
who is disruptive or noisy?

How well can you establish a classroom 264 6.38 1.62 8

management system with each group of
students?
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How much can you use a variety of 264 6.39 1.79
assessment strategies?

To what extent can you provide an 264 6.33 1.81
alternative explanation or example when
students are confused?

How much can you assist families in 262 6.32 1.88
helping their children do well in school?

How well can you implement alternative 263 6.40 1.63
strategies in your classroom?

Table B3

Descriptive Statistics on Used Behavioral Strategies

Behavioral Strategy N M SD
Peer support 264 2.90 71
Offering tangible rewards to the classroom for 264 2.90 .67

reaching classroom-wide behavior goals

Sending the student to the office to meet with an 264 2.86 .68
administrator (e.g., principal or vice-principal)

Working with parents to identify which approaches 264 2.88 .67
work best with their child

Sending the child out of the classroom for a period 264 2.87 .66
of time (e.g., hall or another classroom)

Working with the child to develop a behavioral 264 2.85 .67
contract and monitoring performance

Allowing children to earn tangible rewards through 264 2.84 .65
positive behavior over time

Offering tangible rewards at the time the child 264 2.81 .65
engages in positive behavior

Removal of desired items (e.g., favorite toy) or 264 2.88 .60
activities (e.g., recess, special classes)

Use of stimulant medications (e.g., Ritalin) 263 2.94 .599
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Identifying and reducing the conditions that trigger 263 2.88 .61
negative behavior

Strong verbal reprimands or criticism 263 2.79 .69
Controlling diet (e.g., eliminating sugars) 263 2.78 .67
Combining medication with behavioral strategies 263 2.84 597
Physical consequences (e.g., having children hold 262 2.92 .65
heavy objects, standing for long periods, spanking)

Use of non-stimulant medications (e.g., Strattera) 262 2.85 .67
Requiring the child to isolate for some period of time 262 2.81 T2

within classroom (e.g., "time-out™)

Helping the student learn to assess and control their 261 291 .65
own behavior (e.g., Check-in/Check-out, behavior
contracts, meditation)

Understanding how the consequence of behavior 261 2.80 .66
(e.g., reaction of adults or peers) serves the student

and teaching an alternative behavior that serves the

student in a similar way (i.e., functional behavioral

analysis)

Table B4

Respondents Who Reported Using Behavioral Strategies Sometimes or Often (Listed from
Highest to Lowest Frequency)

Behavioral Strategy N %

Removal of desired items (e.g., favorite toy) or activities (e.g., 209 97.2
recess, special classes).

Physical consequences (e.g., having children hold heavy objects, 214 81.1
standing for long periods, spanking)

Use of stimulant medication (e.g., Ritalin) 213 80.7
Offering tangible rewards to the classroom for reaching 204 77.3

classroom-wide behavior goals
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Helping the student learn to assess and control their own
behavior (e.g., Check-in/Check-out, behavior contracts,
meditation)

Identifying and reducing the conditions that trigger negative
behavior

Working with parents to identify which approaches work best
with their child

Sending the child out of the classroom for a period of time (e.g.,
hall or another classroom)

Peer support

Sending the student to the office to meet with an administrator
(e.g., principal or vice-principal)

Combining medication with behavioral strategies
Use of non-stimulant medications (e.g., Strattera)

Working with the child to develop a behavioral contract and
monitoring performance

Allowing children to earn tangible rewards through positive
behavior over time

Requiring the child to isolate for some period of time within
classroom (e.g., "time-out”)

Offering tangible rewards at the time the child engages in
positive behavior

Understanding how the consequence of behavior (e.g., reaction
of adults or peers) serves the student and teaching an alternative
behavior that serves the student in a similar way (i.e., functional
behavioral analysis)

Strong verbal reprimands or criticism

Controlling diet (e.g., eliminating sugars)

204

201

199

198

198

198

196

194

192

192

191

186

186

186

183

77.3

76.4

75.4

75

75

75

74.2

73.5

72.7

72.7

72.3

70.5

70.5

70.5

69.3
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Table BS

Descriptive Statistics of How Well Teachers Implemented the Behavioral Strategies

How well teachers report using the behavioral strategy N M SD

Removal of desired items (e.g., favorite toy) or activities 264 3.39 73
(e.g., recess, special classes)

Physical consequences (e.g., having children hold heavy 263 3.47 77
objects, standing for long periods, spanking)

Use of stimulant medication (e.g., Ritalin) 264 3.35 72
Offering tangible rewards to the classroom for reaching 264 3.38 75

classroom-wide behavior goals

Helping the student learn to assess and control their own 262 3.28 .76
behavior (e.g., Check-in/Check-out, behavior contracts,

meditation)

Identifying and reducing the conditions that trigger 263 3.32 81
negative behavior

Working with parents to identify which approaches work 263 3.40 .82
best with their child

Sending the child out of the classroom for a period of 264 3.35 .76
time (e.g., hall or another classroom)

Peer support 264 3.46 .85
Sending the student to the office to meet with an 263 3.35 .76

administrator (e.g., principal or vice-principal)

Combining medication with behavioral strategies 260 3.34 .79
Use of non-stimulant medications (e.g., Strattera) 262 3.46 74
Working with the child to develop a behavioral contract 264 3.43 73

and monitoring performance

Allowing children to earn tangible rewards through 263 3.35 77
positive behavior over time

Requiring the child to isolate for some period of time 263 3.38 77
within classroom (e.g., "time-out™)
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Offering tangible rewards at the time the child engages in 262 342 74
positive behavior
Understanding how the consequence of behavior (e.g., 261 3.37 75
reaction of adults or peers) serves the student and
teaching an alternative behavior that serves the student in
a similar way (i.e., functional behavioral analysis)
Strong verbal reprimands or criticism 262 3.37 .79
Controlling diet (e.g., eliminating sugars) 262 3.32 78
Table B6
Descriptive Statistics of Teachers’ Confidence in Applying the Behavioral Strategies
Requiring the child to isolate for some period 264 1.82 1.16
of time within classroom (e.g., "time-out”)
Offering tangible rewards at the time the child 263 2.37 72
engages in positive behavior
Understanding how the consequence of 259 2.43 .65
behavior (e.g., reaction of adults or peers)
serves the student and teaching an alternative
behavior that serves the student in a similar
way (i.e., functional behavioral analysis)
Strong verbal reprimands or criticism 262 2.39 .695
Controlling diet (e.g., eliminating sugars) 263 2.34 1
Table B7
Differences in Frequency of Using Behavioral Strategies by Gender
Teachers’ gender
Implementation of behavioral strategies/ how Male Female p-value
often N=151 N=112
M (SD) M (SD)
Physical consequences 2.93 (.64) 2.92 (.63) 93
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Stimulant medication 2.96 (.60) 2.91 (.59) S1
Removal of desired items 2.83 (.59) 2.96 (.61) A1
Offering tangible rewards to classroom 2.93 (.68) 2.86 (.66) .36
Assessing own behavior 2.93 (.65) 2.89 (.64) .61
Requiring the child to isolate for some period 2.84 (.76) 2.78 (.65) 49
of time within classroom (e.g., "time-out™)
Table B8
Differences in Implementing Behavioral Strategies by Gender
Teachers’ gender
Implementation of behavioral strategies/ how well Male Female p-
N=151 N=112 value
M (SD) M (SD)
Physical consequences 1.65 (.69) | 1.64 (.65) .96
Stimulant medication 3.21 (.64) | 3.30(.59) 26
Removal of desired items 3.28 (.64) | 3.27(.59) .89
Offering tangible rewards to classroom 3.29 (.61) | 3.25(.68) .61
Assessing own behavior 3.17 (.72) | 3.25(.68) 44
Requiring the child to isolate for some period of 3.30 (.68) 3.26 .61
time within classroom (e.g., "time-out”) (.699)
Offering tangible rewards at the time the child 3.30 (.66) | 3.35(.63) .52
engages in positive behavior
Strong verbal reprimands or criticism 1.76 (.66) | 1.74 (.70) .85
Understanding how the consequence of behavior 3.31(.72) | 3.27(.62) .61
(e.g., reaction of adults or peers) serves the student
and teaching an alternative behavior that serves
the student in a similar way (i.e., functional
behavioral analysis)
Controlling diet (e.g., eliminating sugars) 1.81 (.70) | 1.74 (.66) | .399

Table B9

Regressions Analyses Predicting Teachers’ Implementation of How Often and How Well They
Applied Behavioral Strategies for Students with ADHD
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Removal of desired items/how often N= 191

Predictor ARz B SE b

Step 1 Appraisals .067 .065 .076
Views -.143 159 -.064
Barriers .044 .028 .149
Facilitators .015 .024 .060
Confidence .149* 056 .189
Fit estimates .097* F (5,186) =3.99
for Step 1 R’=.097; p=.002

Step 2 Appraisals .024 .064 .028
Views -.196 159 -.088
Barriers .024 .028 .083
Facilitators .000 .024 .001
Confidence .103 .056 131
TSES SE .099 .067 253
TSES IS -.092 .070 -.226
TSES CM 115 .065 271
KADDS GK .000 .004 -.007
KADDS S/D .000 .003 -.005
KADDS T .005 .003 124
TABSIS K -.003 .002 -.102
Training .099 205 .034
Fit estimates 101* F(13,178)=3.39
for Step 2 R?’=.198; p< .001
Appraisals .032 .066 .037

Step 3 Views -.153 163 -.069
Barriers .021 .028 .072
Facilitators -.001 .024 -.003
Confidence .097 .057 123
TSES SE .100 .068 256
TSES IS -.095 071 -.233
TSES CM 117 .066 276
KADDS GK -.001 .004 -.011
KADDS S/D -.001 .003 -.021
KADDS T .005 .003 120
TABSIS K -.003 .002 -.103
Training .104 208 .035
Race .066 162 .029
Gender .095 .085 .080
Hispanic -.015 .109 -.010
Geography .016 .024 .050
Fit estimates .009 F(17,174)=2.68

for Step 3 R’= 21; p <.001
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Table B9 (Continued)

Removal of desired items /how well N= 183

2

Predictor AR B SE b

Step 1 Appraisals 226%* .064 247
Views 181 156 .078
Barriers -.039 .028 -.124
Facilitators .071%* .024 273
Confidence 215%* .055 259
Fit estimates 235%* F (5,178)=10.96
for Step 1 R’=24; p< .001

Step 2 Appraisals 207* .064 225%
Views .199 158 .086
Barriers -.052 .028 -.167
Facilitators .079 .024 304
Confidence 208%* .056 250
TSES SE .034 .066 .082
TSES IS 021 .069 .050
TSES CM -.048 .064 -.108
KADDS GK -.003 .004 -.052
KADDS S/D .001 .003 .028
KADDS T -.001 .003 -.031
TABSIS K -.005%* .002 -.160
Training -.522% 201 -.175
Fit estimates .067* F(13,170) = 5.67
for Step 2 R?=130; p<.001

Step 3 Appraisals 175% .064 191
Views 157 158 .068
Barriers -.056* .028 -.180
Facilitators .078* .023 299
Confidence 191%* .056 230
TSES SE .008 .065 021
TSES IS .043 .068 102
TSES CM -.035 .063 -.079
KADDS GK -.003 .004 -.059
KADDS S/D .002 .003 .063
KADDS T -.001 .003 -.033
TABSIS K -.005%* .002 -.145
Training -.536%* 198 -.179
Race 450%* 154 196
Gender -.037 .082 -.030
Hispanic 265% 107 172
Geography -.020 .023 -.060
Fit estimates .048%* F(17,166) =5.28

for Step 3 R’= .35; p <.001
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Table B9 (Continued)

Physical consequences/how often N= 188

Predictor AR2 B SE b
Appraisals 178%* .065 .200
Views -.545% .166 -.234
Barriers .022 .030 .069
Facilitators -.008 .026 -.030
Confidence .085 .059 101
Fit estimates 120%* F(5,183)=5.42
for Step 1 R’=.13; p<.001
Appraisals .145% .067 163
Views -.590** 170 -.254
Barriers .003 .031 .010
Facilitators -.008 .027 -.031
Confidence .098 .060 A17
TSES SE .168 .073 400%*
TSES IS -.057 .074 -.134
TSES CM -.076 .071 -.162
KADDS GK .004 .004 .079
KADDS S/D -.001 .003 -.019
KADDS T -.002 .003 -.050
TABSIS K -.002 .002 -.050
Training -.244 238 -.074
Fit estimates F (13,175)=2.81
for Step 2 .044 R’=17;p=.001
Appraisals 120 .067 135
Views -.603** 173 -.260
Barriers -.004 .030 -.014
Facilitators -.009 .027 -.034
Confidence .093 .060 A11
TSES SE 134 .072 319
TSES IS -.053 .074 -.124
TSES CM -.045 .071 -.097
KADDS GK .004 .004 .078
KADDS S/D .000 .003 .005
KADDS T -.002 .003 -.051
TABSIS K -.001 .002 -.023
Training -.229 237 -.069
White 439%* .168 .196
Gender -.024 .091 -.019
Hispanic 278%* 116 182
Geography .005 .025 .014
Fit estimates .044* F((17,171)=2.78
for Step 3 R’=22; p<.001
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Table B9 (Continued)

Physical consequences/how well N= 181

Predictor ARZ B SE b

Step 1  Appraisals 234%* .076 233
Views 222 192 .084
Barriers .030 .034 .084
Facilitators .029 .030 .098
Confidence .093 .069 .098
Fit estimates F (5,176) =4.81
for Step 1 120%* R’=.12; p<.001

Step2  Appraisals 170% .078 170
Views .190 195 .072
Barriers .004 .035 .012
Facilitators .008 .030 .027
Confidence 115 .069 121
TSES SE 122 .082 257
TSES IS -.042 .085 -.087
TSES CM .065 .080 123
KADDS GK .000 .005 .007
KADDS S/D -.004 .003 -.094
KADDS T -.001 .004 -.025
TABSIS K .001 .003 .034
Training -.135 265 -.037
Fit estimates .063 F(12,169)=3.15
for Step 2 R’=.18; p< .001

Step3  Appraisals 174%* .079 173
Views 231 202 .088
Barriers .006 .036 .018
Facilitators .007 .031 .023
Confidence 112 .070 118
TSES SE 128 .084 270
TSES IS -.046 .086 -.095
TSES CM .069 .082 130
KADDS GK .000 .005 .004
KADDS S/D -.005 .004 -.109
KADDS T -.001 .004 -.021
TABSIS K .001 .003 .030
Training -.173 269 -.048
Race .019 192 .008
Gender .045 .105 .032
Hispanic -.143 134 -.084
Geography -.011 .030 -.029
Fit estimates .007 F (16,165)=12.41

for Step 3 R2=.19;p<=.003
Table B9 (Continued)

Stimulant medication/how often N= 187

Predictor ARZ B SE b
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Step1  Appraisals .080 .058 .104

Views -.147 152 -.069
Barriers -.028 .027 -.100
Facilitators .067* .023 284
Confidence .073 .054 .097
Fit estimates F (5,182)=3.84
for Step 1 .095%* R*=.095; p=.002

Step2  Appraisals .054 .057 .070
Views -.144 151 -.068
Barriers -.040 .026 -.142
Facilitators .056%* .023 235
Confidence .070 .052 .093
TSES SE -.069 .063 -.181
TSES IS .068 .065 172
TSES CM .097 .062 230
KADDS GK -.007* .004 -.149
KADDS S/D .003 .003 .080
KADDS T .001 .003 .020
TABSIS K -.005* .002 -.173
Training -.389 .196 -.141
Fit estimates 110%* F(13,174)=3.47
for Step 2 R’= 21; p<.001

Step3  Appraisals .052 .056 .067
Views -.118 151 -.055
Barriers -.044 .026 -.156
Facilitators .051%* .023 217
Confidence .078 .052 104
TSES SE -.102 .063 -.270
TSES IS .063 .064 161
TSES CM 125% .062 295
KADDS GK -.008* .004 -.151
KADDS S/D .004 .003 107
KADDS T .001 .003 .021
TABSIS K -.004 .002 -.137
Training -.385% .194 -.139
Race 453%* 153 220
Gender -.041 .079 -.036
Hispanic 230% 102 170
Geography .000 .025 .001
Fit estimates .064* F(17,170)=3.37

for Step 3 R’= 25; p<.001
Table B9 (Continued)

Stimulant medication/how well N= 184

Predictor ARz B SE b
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Step 1  Appraisals .159% .062 .188
Views -.334* .163 -.144
Barriers -.009 .029 -.029
Facilitators .072%* .025 278
Confidence -.013 .058 -.016
Fit estimates 142 F (5,179)=5.94

for Step 1 R’=.14; p< .001

Step2  Appraisals A57* .064 185
Views -.304 170 -.131
Barriers -.016 .030 -.051
Facilitators .064* .026 248
Confidence -.011 .059 -.013
TSES SE -.026 .071 -.062
TSES IS -.013 .074 -.030
TSES CM .096 .070 207
KADDS GK .004 .004 .076
KADDS S/D 5.008E-5 .003 .001
KADDS T -.004 .003 -.096
TABSIS K -.002 .002 -.051
Training 292 220 .097
Fit estimates .035 F(12,172)=3.03

for Step 2 R?’=.18; p<.001

Step3  Appraisals .154% .064 182
Views -.280 173 -.121
Barriers -.021 .030 -.066
Facilitators .059* .026 230
Confidence -.007 .060 -.008
TSES SE -.045 .073 -.109
TSES IS -.009 .075 -.021
TSES CM .108 .071 234
KADDS GK .004 .004 .081
KADDS S/D .001 .003 .014
KADDS T -.004 .003 -.097
TABSIS K -.001 .002 -.036
Training 307 221 102
Race 284 175 126
Gender .024 .090 .019
Hispanic 208 A17 138
Geography -.007 .029 -.019
Fit estimates .022 F(16,168) =2.59
for Step 3 R’=.199; p=.002

Table B9 (Continued)

Offering tangible rewards to the classroom/how often N= 188

Predictor

AR

2

B

SE
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Step 1 Appraisals 138 .075 134
Views 176 176 .072
Barriers .058 .032 172
Facilitators .028 .027 .100
Confidence .046 .065 .050
Fit estimates A10%* F (5,183)=4.51
for Step 1 R’=11; p< .001

Step2  Appraisals 129 077 126
Views 158 181 .064
Barriers .058 .033 172
Facilitators .026 .029 .094
Confidence .064 .067 .069
TSES SE -.017 .079 -.037
TSES IS .005 .083 .010
TSES CM .030 .077 .059
KADDS GK .000 .005 -.005
KADDS S/D -.001 .003 -.028
KADDS T .009* .003 178
TABSIS K -.001 .003 -.022
Training -.231 243 -.070
Fit estimates .035 F(13,175)=2.27
for Step 2 R’=14;p=.01

Step3  Appraisals .100 .075 .097
Views .086 183 .035
Barriers .054 .033 .160
Facilitators .021 .028 077
Confidence 077 .066 .084
TSES SE -.054 .078 -.120
TSES IS .026 .081 .055
TSES CM 051 .075 101
KADDS GK .001 .004 .016
KADDS S/D .001 .003 .017
KADDS T .009%* .003 181
TABSIS K -.001 .003 -.014
Training -.203 239 -.062
Race 312 183 127
Gender -.116 .098 -.086
Hispanic 379% 123 235
Geography -.035 .028 -.092
Fit estimates .063* F(17,171)=2.63

for Step 3 R’= 21; p<.001
Table B9 (Continued)
Offering tangible rewards to the classroom/how well N= 182
Predictor ARz B SE S
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Step 1 Appraisals 376%* 071 366

Views .168 .166 .069
Barriers .024 .030 .071
Facilitators .024 .025 .084
Confidence .134% .064 143
Fit estimates 222%% F(5,177)=10.13
for Step 1 R?=22; p<.001

Step2  Appraisals 345%* 071 336
Views .103 .168 .042
Barriers .011 .031 .031
Facilitators .000 .026 .001
Confidence .149%* .064 159
TSES SE 115 .073 249
TSES IS .014 077 .030
TSES CM -.018 .071 -.035
KADDS GK -.005 .004 -.080
KADDS S/D .000 .003 .006
KADDS T -.002 .003 -.046
TABSIS K .001 .003 .018
Training -.096 224 -.030
Fit estimates .056 F(13,169) =5.02
for Step 2 R?=28; p<.001

Step 3 Appraisals 341%* .072 332
Views 101 176 .041
Barriers .012 .031 .035
Facilitators .000 .027 .000
Confidence 154% .067 164
TSES SE 110 .075 237
TSES IS 011 .078 .024
TSES CM -.011 .073 -.021
KADDS GK -.005 .004 -.084
KADDS S/D .000 .003 .010
KADDS T -.002 .003 -.044
TABSIS K .001 .003 .028
Training -.114 229 -.035
Race 113 189 .045
Gender -.042 .095 -.031
Hispanic .003 123 .002
Geography -.004 .028 -.010
Fit estimates .003 F(17,165)=3.797

for Step 3 R’=28; p<.001
Table B9 (Continued)

Helping students assess and control their own behavior /how often N= 188

Predictor ARz B SE S
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Step 1 Appraisals 233%* .063 265

Views 141 170 .058
Barriers .073* .030 224
Facilitators -.014 .025 -.052
Confidence .029 .062 .033
Fit estimates 134 F (5,183)=5.66
for Step 1 R’=.13; p<.001

Step2  Appraisals 240%* .066 273
Views 128 178 .053
Barriers .068* .031 211
Facilitators -.022 .027 -.082
Confidence .020 .065 .022
TSES SE -.056 .075 -.134
TSES IS 077 077 175
TSES CM .024 .073 .051
KADDS GK .001 .004 .016
KADDS S/D -.001 .003 -.027
KADDS T .002 .003 .045
TABSIS K -.001 .003 -.026
Training -.126 230 -.040
Fit estimates .016 F(13,175)=2.38
for Step 2 R’=.15;P=.01

Step3  Appraisals 220% .067 250
Views .062 183 .026
Barriers .068* .031 210
Facilitators -.024 .027 -.091
Confidence .014 .065 .016
TSES SE -.042 .076 -.100
TSES IS .093 077 212
TSES CM .007 .073 .016
KADDS GK .002 .004 .032
KADDS S/D .000 .003 -.011
KADDS T .002 .003 .046
TABSIS K -.002 .003 -.046
Training -.094 230 -.030
Race -.147 170 -.066
Gender -.019 .095 -.015
Hispanic 165 120 .105
Geography -.038 .027 -.103
Fit estimates .031 F((17,171)=2.22

for Step 3 R’=.18; P=.01
Table B9 (Continued)

Helping students assess and control their own behavior /how well N= 185

Predictor ARz B SE S
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Step 1 Appraisals 354%* .067 .360

Views -.104 176 -.039
Barriers .006 .031 .018
Facilitators .049 .026 167
Confidence .153* .066 154
Fit estimates 240%* F(5,180)=11.34
for Step 1 R2=.24; p<.001

Step2  Appraisals 359%* .067 365
Views =217 178 -.082
Barriers .011 .032 .029
Facilitators .034 .027 118
Confidence .138%* .066 139
TSES SE .081 .076 .168
TSES IS 018 .078 .035
TSES CM -.055 .073 -.106
KADDS GK -.001 .004 -.020
KADDS S/D -.003 .003 -.059
KADDS T .010%* .003 .199
TABSIS K .002 .003 .064
Training .038 229 011
Fit estimates .058 F(13,172)=5.61
for Step 2 R2=.298; p<.001

Step3  Appraisals 366 .068 372
Views -.155 182 -.059
Barriers .003 .032 .007
Facilitators .036 .027 124
Confidence 162 .067 162
TSES SE .043 077 .090
TSES IS .013 .078 .025
TSES CM -.038 .074 -.074
KADDS GK -.002 .004 -.032
KADDS S/D -.002 .003 -.055
KADDS T .009 .003 182
TABSIS K .003 .003 .088
Training .073 229 .021
Race 286 A71 119
Gender .044 .094 .031
Hispanic 179 123 .102
Geography .047 .028 117
Fit estimates .026 F(17,168) =4.74

for Step 3 R2=.32; p<.001
Table B9 (Continued)

Requiring the child to isolate for some period of time within classroom (e.g., "time-out”)/
how well N= 185

Predictor ARz B SE S
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Step 1

Step 2

Step 3

Appraisals
Views
Barriers
Facilitators
Confidence
Fit estimates
for Step 1
Appraisals
Views
Barriers
Facilitators
Confidence
TSES SE
TSES IS
TSES CM
KADDS GK
KADDS S/D
KADDS T
TABSIS K
Training
Fit estimates
for Step 2
Appraisals
Views
Barriers
Facilitators
Confidence
TSES SE
TSES IS
TSES CM
KADDS GK
KADDS S/D
KADDS T
TABSIS K
Training
Race
Gender
Hispanic
Geography
Fit estimates
for Step 3

152%*

044

.051*

187* 071
027 178
061* 032
022 028
.086* 041
F(5,180)=7.48

R’=.15; p<.001

178% 073
.003 184
053 033
.009 029
072 042
097 .080
-.067 085
042 077
.001 .005
-.001 .003
-.001 .003
-.003 .003
445 258

F(13,172) = 3.24
R’=.197; p< .001

133
-.008
.051
.013
.074
.055
-.056
.063
.000
.000
-.001
-.001
419
582
-.077
.149
.018

.074
185
.033
.029
.042
.079
.084
.076
.005
.003
.003
.003
254
181
.098
126
.029

F(17,168) = 3.25
R?=25; p<.001

.194
011
175
.076
.144

.184
.001
153
.030
122
206
-.138
.083
.018
-.013
-.016
-.078
124

138
-.003
.145
.044
125
116
-.115
124
-.004
.009
-.015
-.032
117
.240
-.056
.089
.044
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Table B9 (Continued)

Offering tangible rewards at the time the child engages in positive behavior/ how often N=190

Predictor ARz B SE b

Step 1 Appraisals .046 .063 .052
Views 222 .169 .095
Barriers -.013 .030 -.041
Facilitators .071%* .025 268
Confidence .061 .063 .070
Fit estimates .083* F (5,185)=3.35
for Step 1 R’=.08; p= .01

Step 2 Appraisals .052 .063 .059
Views 221 173 .095
Barriers -.019 .031 -.059
Facilitators .061%* .027 231
Confidence .073 .063 .084
TSES SE -.084 .073 -.201
TSES IS 071 .075 .168
TSES CM .073 .070 .160
KADDS GK -.001 .004 -.014
KADDS S/D -.002 .003 -.043
KADDS T .006* .003 143
TABSIS K -.001 .002 -.044
Training -.384 225 -.125
Fit estimates .058 F(13,177)=2.23
for Step 2 R’=14; p= 01

Step 3 Appraisals .021 .064 .024
Views 128 175 .055
Barriers -.023 .030 -.071
Facilitators .058* .026 221
Confidence .057 .063 .066
TSES SE -.116 .073 -.278
TSES IS .093 .075 220
TSES CM .082 .069 180
KADDS GK .000 .004 -.009
KADDS S/D .000 .003 .010
KADDS T .006 .003 .140
TABSIS K -.001 .002 -.036
Training -.356 222 -.115
Race 265 .164 122
Gender -.119 .091 -.094
Hispanic 305% 113 204
Geography -.034 .027 -.094
Fit estimates .052% F(17,173)=2.43

for Step 3 R’=19; p=.002
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Table B9 (Continued)

Offering tangible rewards at the time the child engages in positive behavior how well

N=182
Predictor ARz B SE S

Step 1 Appraisals 208* .065 222
Views -.183 A71 -.074
Barriers -.025 .031 -.075
Facilitators .083* .026 294
Confidence 176%* .064 .190
Fit estimates 1971%* F(5,177)=18.35
for Step 1 R’=.19; p< .001

Step 2 Appraisals 220%* .066 235
Views -.115 179 -.047
Barriers -.031 .032 -.093
Facilitators 094 .028 335
Confidence .180* .066 195
TSES SE .031 .074 071
TSES IS -.057 .077 -.127
TSES CM -.011 .073 -.023
KADDS GK -.004 .004 -.073
KADDS S/D .000 .003 -.003
KADDS T -.002 .003 -.053
TABSIS K -.003 .002 -.081
Training -.146 224 -.046
Fit estimates .029 F(13,169) = 3.67
for Step 2 R?=22; p<.001

Step 3 Appraisals .200% .066 213
Views -.121 181 -.049
Barriers -.035 .031 -.104
Facilitators .091* .028 324
Confidence .163* .065 176
TSES SE -.004 .073 -.008
TSES IS -.052 .076 -.116
TSES CM .004 .072 .008
KADDS GK -.005 .004 -.088
KADDS S/D .001 .003 021
KADDS T -.002 .003 -.050
TABSIS K -.002 .002 -.049
Training -.140 221 -.044
Race S537* 168 235
Gender -.004 .093 -.003
Hispanic 222 116 142
Geography .022 .028 .055
Fit estimates .052% F (17,165)=3.64

for Step 3 R’= 27, p<.001
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Table B9 (Continued)

Understanding the consequence of behavior (FBA)/ how often N=183

Predictor ARz B SE S

Step 1 Appraisals .204* .069 213
Views -.043 175 -.018
Barriers .009 .030 .028
Facilitators .058* .025 224
Confidence 011 .070 011
Fit estimates 123%* F(5,178)=4.99
for Step 1 R’=.12; p<.001

Step 2 Appraisals 206%* .071 215
Views -.030 183 -.012
Barriers .010 .032 .031
Facilitators .055%* .027 212
Confidence .008 .072 .008
TSES SE -.099 .076 -.232
TSES IS .069 .078 .160
TSES CM .051 .076 A11
KADDS GK -.001 .005 -.026
KADDS S/D .003 .003 .066
KADDS T .001 .003 .030
TABSIS K -.001 .003 -.040
Training -.116 228 -.038
Fit estimates .017 F(13,170)=2.13
for Step 2 R’=.14,P=.02

Step 3 Appraisals 173%* .071 181
Views -.062 .186 -.026
Barriers .002 .031 .008
Facilitators .048 .027 185
Confidence .010 .072 .010
TSES SE -.109 .076 -.254
TSES IS 102 .078 235
TSES CM .043 .075 .094
KADDS GK .000 .004 -.007
KADDS S/D .004 .003 .091
KADDS T .001 .003 .031
TABSIS K -.002 .003 -.050
Training -.078 225 -.026
Race .069 167 .031
Gender .043 .094 .034
Hispanic .304* 122 193
Geography -.042 .029 -.113
Fit estimates .048* F(17,166) =2.27

for Step 3 R’= .19, p=.004
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Table B9 (Continued)

Understanding the consequence of behavior (FBA) /how well N= 181

Predictor ARz B SE S

Step 1 Appraisals A453%* .069 440
Views -.023 174 -.009
Barriers -.010 .030 -.029
Facilitators .055%* .025 .196
Confidence 011 .070 011
Fit estimates 255%* F (5,176) =12.06
for Step 1 R?= 26; p<.001

Step 2 Appraisals A456%* .070 442
Views -.013 178 -.005
Barriers -.019 .031 -.056
Facilitators .046 .026 .164
Confidence -.001 071 -.001
TSES SE 119 .075 259
TSES IS -.122 .076 -.261
TSES CM .058 .073 118
KADDS GK -.003 .004 -.048
KADDS S/D .000 .003 -.005
KADDS T .003 .003 .060
TABSIS K -.003 .002 -.077
Training -.086 222 -.026
Fit estimates .037 F(13,168)=5.33
for Step 2 R?’=29; p<.001

Step 3 Appraisals A47** .072 434
Views .005 183 .002
Barriers -.019 .031 -.055
Facilitators .043 .027 153
Confidence -.002 .072 -.002
TSES SE .103 .076 223
TSES IS -.121 077 -.259
TSES CM .072 .074 147
KADDS GK -.003 .004 -.054
KADDS S/D -1.298E-5 .003 .000
KADDS T .003 .003 .063
TABSIS K -.002 .003 -.062
Training -.116 224 -.035
Race 345% .166 .146
Gender -.011 .093 -.008
Hispanic .055 121 .032
Geography -.014 .028 -.035
Fit estimates .019 F(17,164) =436

for Step 3 R’= 31; p<.001
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Table B9 (Continued)

Strong verbal reprimands or criticism/ how often N=191

Predictor ARz B SE S

Step 1 Appraisals 219%* .072 231
Views .003 179 .001
Barriers .005 .033 .014
Facilitators .032 .027 114
Confidence -.058 .070 -.061
Fit estimates .087* F (5,186)=3.55
for Step 1 R’=.09; p=.004

Step 2 Appraisals .198* .074 209
Views .096 .184 .039
Barriers -.001 .033 -.002
Facilitators .045 .029 159
Confidence -.089 071 -.093
TSES SE -.002 .080 -.004
TSES IS - 178%* .082 -.391
TSES CM 170% .076 353
KADDS GK .003 .005 .048
KADDS S/D .001 .003 .029
KADDS T .001 .003 011
TABSIS K -.004 .003 -.121
Training -.019 244 -.006
Fit estimates .049 F(13,178)=2.16
for Step 2 R’=14;p=.01

Step 3 Appraisals .185% .075 195
Views .042 .188 .017
Barriers -.008 .033 -.023
Facilitators .045 .029 .160
Confidence -.099 .072 -.103
TSES SE -.018 .080 -.042
TSES IS -.166* .082 -.365
TSES CM 175% .076 363
KADDS GK .003 .005 .052
KADDS S/D .002 .003 .053
KADDS T .000 .003 .003
TABSIS K -.004 .003 -.119
Training .032 245 .010
Race .103 176 .044
Gender -.046 .099 -.034
Hispanic 301* 125 .184
Geography -.006 .029 -.015
Fit estimates .029 F(17,174)=2.03

for Step 3 R’= 17, p= .01
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Table B9 (Continued)

Strong verbal reprimands or criticism /how well N= 184

Predictor ARz B SE S

Step 1 Appraisals 334%* .075 330
Views .031 182 012
Barriers .026 .033 .075
Facilitators .022 .027 .078
Confidence -.017 071 -.017
Fit estimates 159%* F (5,179)=6.75
for Step 1 R’=.16; p< .001

Step 2 Appraisals 335%* .076 331
Views .082 181 .031
Barriers .014 .033 .040
Facilitators .017 .028 .058
Confidence -.055 071 -.055
TSES SE -.020 .078 -.044
TSES IS -.120 .081 -.253
TSES CM .198* .074 397
KADDS GK .001 .005 .019
KADDS S/D .001 .003 .023
KADDS T -.009* .003 -.192
TABSIS K -.001 .003 -.016
Training 354 237 .105
Fit estimates .075%* F(13,178)=2.16
for Step 2 R’=14;p=.01

Step 3 Appraisals 332%* .076 328
Views 136 185 .052
Barriers .011 .033 .031
Facilitators .010 .028 .035
Confidence -.048 071 -.048
TSES SE -.046 .078 -.100
TSES IS -.116 .081 -.244
TSES CM 217* .074 436
KADDS GK .001 .005 .013
KADDS S/D .001 .003 .028
KADDS T -.009* .003 -.185
TABSIS K .000 .003 .004
Training 327 237 .097
Race 474% A71 .200
Gender .066 .097 .048
Hispanic 137 123 .081
Geography -.006 .029 -.014
Fit estimates .037 F(17,167) =3.65

for Step 3 R’= .27, p<.001
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Table B9 (Continued)

Controlling diet (e.g., eliminating sugars)/ how

often N=192
2

Predictor AR B SE S

Step 1 Appraisals .204* .067 214
Views .020 171 .008
Barriers .028 .030 .085
Facilitators .055%* .026 .199
Confidence -.052 .060 -.059
Fit estimates 150%* F (5,187)=6.60
for Step 1 R’=15; p<.001

Step 2 Appraisals .208%* .067 219
Views -.081 174 -.033
Barriers .013 .031 .039
Facilitators .028 .026 .104
Confidence -.065 .060 -.074
TSES SE .108 .073 253
TSES IS .019 .075 .043
TSES CM -.012 071 -.026
KADDS GK .002 .004 .033
KADDS S/D .001 .003 .016
KADDS T -.002 .003 -.050
TABSIS K .004 .002 107
Training .014 228 .004
Fit estimates .066 F(13,179)=3.79
for Step 2 R?=22; p<.001

Step 3 Appraisals .180* .067 .189
Views -.125 177 -.051
Barriers .010 .031 .030
Facilitators .028 .027 .103
Confidence -.083 .061 -.095
TSES SE .087 .074 203
TSES IS .031 .075 .070
TSES CM -.004 071 -.009
KADDS GK .002 .004 .038
KADDS S/D .002 .003 .045
KADDS T -.002 .003 -.049
TABSIS K .004 .003 116
Training .039 229 .012
Race 285 172 120
Gender -.067 .092 -.050
Hispanic 255% 120 156
Geography -.012 .026 -.034
Fit estimates .027 F(17,175)=2.297

for Step 3 R’= 24; p<.001
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Table B9 (Continued)

Controlling diet (e.g., eliminating sugars) /how well N= 185

Predictor ARz B SE S

Step 1 Appraisals A414%* .069 408
Views .049 182 .018
Barriers -.008 .031 -.022
Facilitators .046 .026 155
Confidence .098 .065 102
Fit estimates 234 F (5,180)=10.99
for Step 1 R?=23; p<.001

Step 2 Appraisals 385%* .067 379
Views .095 180 .035
Barriers -.010 .031 -.029
Facilitators .040 .027 135
Confidence .103 .063 107
TSES SE .044 .073 .095
TSES IS -.242% .076 -.500
TSES CM 246%* .072 487
KADDS GK -.006 .004 -.096
KADDS S/D .005 .003 124
KADDS T .005 .003 .094
TABSIS K -.003 .003 -.089
Training 120 228 .035
Fit estimates .092%* F(13,172) =6.39
for Step 2 R’=33; p<.001

Step 3 Appraisals 370%* .068 365
Views .085 .184 .031
Barriers -.012 .032 -.034
Facilitators .034 .027 116
Confidence .084 .064 .088
TSES SE .044 .074 .095
TSES IS -.233%* 077 -.481
TSES CM 247** .072 487
KADDS GK -.006 .005 -.093
KADDS S/D .006 .003 127
KADDS T .005 .003 .106
TABSIS K -.003 .003 -.089
Training .097 230 .028
Race 279 .188 .105
Gender .047 .093 .033
Hispanic .070 126 .040
Geography -.032 .027 -.081
Fit estimates 429 F(17,168)=5.11

for Step 3 R’= 34; p<.001
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Table B9 (Continued)

Identifying triggers of negative behavior/how often N=195

Predictor ARz B SE S

Step 1 Appraisals 205%* .061 243
Views -.094 161 -.040
Barriers .021 .028 .069
Facilitators .050%* .025 192
Confidence -.036 .059 -.042
Fit estimates 163** F (5,190)=7.41
for Step 1 R’=.16; p< .001

Step 2 Appraisals .186%* .063 221
Views -.153 .166 -.066
Barriers .026 .029 .083
Facilitators .038 .026 .144
Confidence -.039 .060 -.045
TSES SE -.030 .070 -.073
TSES IS .061 .070 144
TSES CM .018 .067 .041
KADDS GK -.005 .004 -.086
KADDS S/D .004 .003 107
KADDS T .003 .003 .061
TABSIS K .001 .002 .031
Training -.029 217 -.009
Fit estimates .029 F(13,182)=3.34
for Step 2 R’=.19; p<.001

Step 3 Appraisals 174%* .065 206
Views -218 171 -.093
Barriers .026 .029 .082
Facilitators .038 .026 145
Confidence -.053 .061 -.061
TSES SE -.016 071 -.040
TSES IS .075 .070 178
TSES CM .004 .067 .008
KADDS GK -.004 .004 -.068
KADDS S/D .005 .003 121
KADDS T .003 .003 .065
TABSIS K .000 .002 .007
Training -.003 218 -.001
Race -.262 159 -119
Gender -.014 .088 -.011
Hispanic .083 12 .055
Geography -.030 .025 -.085
Fit estimates .028 F(17,178)=2.97

for Step 3 R’=22; p<.001
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Table B9 (Continued)

Identifying triggers of negative behavior/how well N= 189

Predictor ARz B SE S

Step 1 Appraisals A439%* .072 430
Views .042 195 .015
Barriers -.024 .034 -.065
Facilitators .022 .029 .069
Confidence -.134 .072 -.128
Fit estimates 206%* F (5,184)=9.54
for Step 1 R’= 21; p<.001

Step 2 Appraisals A438%* .074 429
Views .025 198 .009
Barriers -.030 .034 -.079
Facilitators -.005 .031 -.016
Confidence -.119 071 -.114
TSES SE .073 .082 143
TSES IS -.037 .083 -.070
TSES CM .059 .080 .108
KADDS GK -.009 .005 -.129
KADDS S/D -.002 .003 -.040
KADDS T -.004 .004 -.081
TABSIS K .002 .003 .057
Training 159 250 .043
Fit estimates .054 F(13,176) =4.74
for Step 2 R’=26; p<.001

Step 3 Appraisals A402%* .076 393
Views -.008 202 -.003
Barriers -.026 .034 -.068
Facilitators -.010 .031 -.031
Confidence -.130 .072 -.123
TSES SE .084 .084 165
TSES IS -.021 .083 -.039
TSES CM .054 .080 .100
KADDS GK -.008 .005 -.114
KADDS S/D -.001 .003 -.027
KADDS T -.003 .004 -.061
TABSIS K .002 .003 .045
Training 120 253 .033
Race .064 187 .025
Gender .001 .103 .000
Hispanic .041 135 .022
Geography -.064* .031 -.146
Fit estimates .018 F(17,172)=3.89

for Step 3 R’=28; p<.001
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Table B9 (Continued)

Working with parents to identify which approaches work best with their child how often

N=190
Predictor ARz B SE S

Step 1 Appraisals .209%* .068 227
Views -.144 177 -.058
Barriers .046 .032 .140
Facilitators .015 .026 .055
Confidence -.021 .065 -.023
Fit estimates d11%* F (5,185)=4.61
for Step 1 R’=11; p< .001

Step 2 Appraisals .203* .069 220
Views -.237 180 -.096
Barriers .060 .032 .184
Facilitators .002 .027 .008
Confidence -.016 .066 -.018
TSES SE -.032 .076 -.075
TSES IS 071 .078 .164
TSES CM -.014 .074 -.030
KADDS GK -011* .004 -.181
KADDS S/D .005 .003 125
KADDS T .009* .003 192
TABSIS K .001 .003 .033
Training -.139 247 -.040
Fit estimates .068 F(13,177)=2.96
for Step 2 R’=.18; p<.001

Step 3 Appraisals Jd41* .068 153
Views -.270 176 -.109
Barriers .060* .030 184
Facilitators .000 .026 -.002
Confidence -.010 .063 -.011
TSES SE -.083 .073 -.194
TSES IS .083 .075 191
TSES CM .014 071 .030
KADDS GK -011* .004 -.190
KADDS S/D .007* .003 171
KADDS T .009 .003 197
TABSIS K .002 .002 .065
Training -.089 236 -.026
Race .619%* .166 266
Gender -.126 .090 -.096
Hispanic A443%* 116 273
Geography -.009 .025 -.026
Fit estimates 097** F(17,172)=3.89

for Step 3 R’=28; p<.001
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Table B9 (Continued)

Working with parents to identify which approaches work best with their child how well

N= 181
Predictor ARz B SE S

Step 1 Appraisals 369%* .076 357
Views 223 191 .082
Barriers -.012 .034 -.034
Facilitators .031 .028 105
Confidence .063 .075 .061
Fit estimates 166** F (5,176)=17.01
for Step 1 R’=17; p< .001

Step 2 Appraisals 370%* 077 357
Views 179 .196 .066
Barriers -.006 .035 -.018
Facilitators .023 .030 .078
Confidence .056 .076 .055
TSES SE -.086 .084 -.176
TSES IS .083 .087 168
TSES CM .037 .082 .070
KADDS GK .004 .005 .059
KADDS S/D .005 .003 116
KADDS T .000 .004 .004
TABSIS K .002 .003 .047
Training -.014 267 -.004
Fit estimates .039 F(13,168)=3.33
for Step 2 R’= 21; p<.001

Step 3 Appraisals 313%* .079 302
Views .249 198 .092
Barriers -.009 .035 -.024
Facilitators .013 .030 .044
Confidence .094 077 .091
TSES SE -.092 .084 -.188
TSES IS .081 .087 163
TSES CM .058 .081 110
KADDS GK .004 .005 .055
KADDS S/D .005 .003 116
KADDS T .001 .004 .022
TABSIS K .003 .003 .070
Training -.055 266 -.015
Race S17* .199 201
Gender .090 102 .063
Hispanic 110 138 .061
Geography -.044 .031 -.104
Fit estimates .043 F(17,164)=4.19

for Step 3 R’= 25; p<.001
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Table B9 (Continued)

Sending the child out of the classroom for a period of time/ how often N=188

Predictor ARz B SE S

Step 1 Appraisals 147 .063 172
Views -.181 162 -.079
Barriers -.026 .029 -.084
Facilitators .078* .024 307
Confidence .019 .065 .020
Fit estimates A19%* F (5,183)=4.96
for Step 1 R’=.12; p<.001

Step 2 Appraisals .129%* .065 151
Views -.202 167 -.088
Barriers -.033 .029 -.109
Facilitators .071%* .025 280
Confidence .013 .066 .014
TSES SE .084 .072 204
TSES IS -.025 .073 -.059
TSES CM -.017 .070 -.039
KADDS GK -.005 .004 -.100
KADDS S/D -.001 .003 -.015
KADDS T .002 .003 .050
TABSIS K -.001 .002 -.035
Training -.342 218 -.114
Fit estimates .034 F(13,175)=2.44
for Step 2 R’=15;p= 01

Step 3 Appraisals 120 .065 .140
Views -.243 170 -.106
Barriers -.037 .030 -.120
Facilitators .069* .026 270
Confidence .006 .066 .007
TSES SE .062 .073 150
TSES IS -.019 .073 -.045
TSES CM -.006 .070 -.013
KADDS GK -.006 .004 -.103
KADDS S/D .001 .003 .022
KADDS T .002 .003 .048
TABSIS K -.001 .002 -.025
Training -.315 219 -.105
Race 182 .163 .084
Gender -.059 .090 -.047
Hispanic 272% 113 182
Geography -.005 .027 -.014
Fit estimates .030 F(17,171)=2.27

for Step 3 R’= 18; p=.00
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Table B9 (Continued)

Sending the child out of the classroom for a period of time/ how well N=182

2

Predictor AR B SE S

Step 1 Appraisals 23% .07 25
Views .099 13 .06
Barriers .04 .03 A1
Facilitators -.01 .03 -.04
Confidence -.01 .07 -.01
Fit estimates .087* F(5,177)=3.36
for Step 1 R’=.09; p= .01

Step 2 Appraisals 219%* .073 237
Views .042 156 .025
Barriers .036 .033 107
Facilitators -.020 .028 -.073
Confidence -.026 .076 -.025
TSES SE -.014 .080 -.030
TSES IS .031 .084 .066
TSES CM .048 .078 .100
KADDS GK .004 .005 .067
KADDS S/D -.001 .003 -.021
KADDS T -.006 .004 -.133
TABSIS K .000 .003 .006
Training .390 244 122
Fit estimates .040 F(13,169) =1.89
for Step 2 R’=13; p=.04

Step 3 Appraisals 211%* .073 228
Views .031 156 .018
Barriers .031 .033 .093
Facilitators -.023 .028 -.083
Confidence -.037 .076 -.036
TSES SE -.041 .081 -.091
TSES IS .050 .084 .108
TSES CM .057 .078 119
KADDS GK .004 .005 .063
KADDS S/D .001 .003 .016
KADDS T -.007 .004 -.149
TABSIS K .000 .003 .006
Training 430 245 134
Race 148 191 .062
Gender -.043 .098 -.033
Hispanic 326%* 131 198
Geography -.009 .029 -.023
Fit estimates .033 F(17,165)=1.84

for Step 3 R’=16; p=.03
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Table B9 (Continued)

Peer support how often N=190

Predictor ARz B SE S

Step 1 Appraisals 107 .081 .098
Views -.139 201 -.050
Barriers .010 .035 .028
Facilitators .051 .030 .166
Confidence .104 .077 .099
Fit estimates .073* F (5,185)=2.93
for Step 1 R’=.07; p= .01

Step 2 Appraisals .089 .084 .081
Views -.235 207 -.085
Barriers .012 .036 .033
Facilitators .049 .031 159
Confidence .104 .078 .098
TSES SE .075 .086 152
TSES IS .002 .088 .004
TSES CM -.061 .085 -.112
KADDS GK -.004 .005 -.056
KADDS S/D .007 .004 148
KADDS T .007 .004 133
TABSIS K -.002 .003 -.048
Training -.183 275 -.051
Fit estimates .043 F(13,171)=4.33
for Step 2 R?=25; p<.001

Step 3 Appraisals .061 .084 .056
Views -.299 211 -.108
Barriers .016 .036 .043
Facilitators .044 .031 141
Confidence .096 .078 .091
TSES SE .088 .087 180
TSES IS .035 .089 .070
TSES CM -.085 .086 -.157
KADDS GK -.002 .005 -.026
KADDS S/D .007 .004 159
KADDS T .007* .004 135
TABSIS K -.003 .003 -.070
Training -.190 276 -.053
Race -.228 210 -.084
Gender .003 .109 .002
Hispanic .097 141 .054
Geography -.055 .031 -.135
Fit estimates .030 F(17,173)=1.74

for Step 3 R2=.15;p=.04
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Table B9 (Continued)

Peer support how well N=184

Predictor ARz B SE S

Step 1 Appraisals 288%* .070 294
Views .084 175 .033
Barriers .000 .030 .001
Facilitators .048 .026 172
Confidence .070 .069 .073
Fit estimates 158** F (5,179)=6.73
for Step 1 R’=.16; p< .001

Step 2 Appraisals 312%* 071 318
Views .038 175 .015
Barriers -.003 .030 -.010
Facilitators .029 .026 .104
Confidence .061 .068 .064
TSES SE -.068 .074 -.153
TSES IS 131 .074 .289
TSES CM .027 .073 .056
KADDS GK .009* .004 153
KADDS S/D -.004 .003 -.087
KADDS T .005 .003 .105
TABSIS K .002 .002 .053
Training 206 228 .064
Fit estimates .090* F(13,171)=4.33
for Step 2 R?=25; p<.001

Step 3 Appraisals 301%* .072 307
Views .064 180 .026
Barriers -.003 .030 -.010
Facilitators .023 .026 .083
Confidence .065 .068 .067
TSES SE -.075 .076 -.168
TSES IS 142 .074 311
TSES CM .037 .074 .076
KADDS GK .009* .004 .160
KADDS S/D -.003 .003 -.084
KADDS T .006 .003 117
TABSIS K .002 .002 .051
Training 171 230 .054
Race 220 178 .093
Gender .052 .092 .039
Hispanic .067 124 .041
Geography -.040 .027 -.106
Fit estimates .030 F(17,167)=3.56

for Step 3 R’= 27, p<.001
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Table B9 (Continued)

Sending the student to the office to meet with an administrator/ How often N=195

Predictor ARz B SE S

Step 1 Appraisals .180%* .075 178
Views -112 188 -.042
Barriers -.013 .033 -.038
Facilitators .045 .028 155
Confidence .078 .068 .081
Fit estimates .076%* F (5,190)=3.13
for Step 1 R’=.08; p= .01

Step 2 Appraisals .158%* .077 156
Views -.057 191 -.022
Barriers -.024 .033 -.069
Facilitators .034 .029 118
Confidence .075 .069 077
TSES SE -.061 .081 -.133
TSES IS .097 .082 204
TSES CM .042 .079 .085
KADDS GK .001 .005 .018
KADDS S/D -.002 .003 -.038
KADDS T .000 .004 .004
TABSIS K -.006* .003 -.160
Training -.115 251 -.033
Fit estimates .052 F(13,182) =2.05
for Step 2 R’=13; p= .02

Step 3 Appraisals 137 .078 135
Views -.129 .194 -.049
Barriers -.021 .033 -.060
Facilitators .031 .029 .106
Confidence .070 .069 .072
TSES SE -.060 .082 -.131
TSES IS 118 .082 248
TSES CM .035 .079 .070
KADDS GK .002 .005 .040
KADDS S/D .000 .003 -.009
KADDS T .001 .004 011
TABSIS K -.006* .003 -.173
Training -.096 252 -.028
Race -.034 184 -.014
Gender -.102 101 -.073
Hispanic 170 127 .102
Geography -.049 .028 -.129
Fit estimates .032 F(17,178)=1.99

for Step 3 R2=.16;p= .01
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Table B9 (Continued)

Sending the student to the office to meet with an administrator/ how well N=188

Predictor ARz B SE S

Step 1 Appraisals A415%* .068 429
Views -.060 .169 -.024
Barriers .010 .029 .030
Facilitators .014 .025 .050
Confidence -.048 .066 -.049
Fit estimates 202%* F (5,183)=9.26
for Step 1 R?=20; p<.001

Step 2 Appraisals A420%* 071 443
Views -.016 175 -.006
Barriers .005 .030 .016
Facilitators .021 .027 .074
Confidence -.065 .068 -.067
TSES SE -.024 .074 -.054
TSES IS -.046 .075 -.099
TSES CM .063 .072 131
KADDS GK .005 .004 .081
KADDS S/D -.003 .003 -.083
KADDS T .002 .003 .044
TABSIS K .000 .002 -.006
Training -.180 228 -.055
Fit estimates .021 F(13,175)=3.87
for Step 2 R?=22; p<.001

Step 3 Appraisals A420%* .073 434
Views -.022 179 -.009
Barriers .009 .031 .027
Facilitators .015 .027 .053
Confidence -.075 .068 -.078
TSES SE -.010 .075 -.023
TSES IS -.030 .076 -.064
TSES CM .054 .073 113
KADDS GK .006 .005 102
KADDS S/D -.003 .003 -.087
KADDS T .003 .003 .059
TABSIS K -.001 .003 -.027
Training -.188 231 -.057
Race -.102 178 -.043
Gender .047 .094 .036
Hispanic -.011 121 -.007
Geography -.044 .028 -.115
Fit estimates .014 F(17,171)=3.13

for Step 3 R’= 24; p<.001
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Table B9 (Continued)

Combining medication with behavioral strategies/ how often N=189

Predictor ARz B SE S

Step 1 Appraisals 296%* .059 367
Views .036 156 .016
Barriers -.026 .028 -.086
Facilitators .043 .024 167
Confidence .058 .059 .067
Fit estimates 182%* F (5,184)=18.21
for Step 1 R?=.18; p<.001

Step 2 Appraisals .204%* .059 363
Views -.006 158 -.003
Barriers -.030 .028 -.099
Facilitators .022 .025 .085
Confidence .054 .059 .062
TSES SE .053 .068 132
TSES IS -.073 .069 -.174
TSES CM .109 .066 245
KADDS GK -.005 .004 -.094
KADDS S/D .002 .003 .044
KADDS T .002 .003 .049
TABSIS K .002 .002 .064
Training .000 211 .000
Fit estimates .053 F(13,176) =4.17
for Step 2 R’=24; p<.001

Step 3 Appraisals 208%* .062 369
Views -.037 162 -.016
Barriers -.030 .029 -.098
Facilitators .024 .026 .095
Confidence .044 .061 .050
TSES SE .060 .070 147
TSES IS -.073 .070 -.175
TSES CM 102 .067 231
KADDS GK -.005 .004 -.091
KADDS S/D .002 .003 .047
KADDS T .002 .003 .047
TABSIS K .002 .002 .060
Training 011 214 .004
Race -.158 158 -.074
Gender -.047 .087 -.037
Hispanic -.011 12 -.007
Geography .002 .026 .005
Fit estimates .006 F(17,172)=3.22

for Step 3 R’= 24; p<.001
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Table B9 (Continued)

Combining medication with behavioral strategies/ how well N=180

2

Predictor AR B SE S

Step 1 Appraisals 245%* .068 270
Views -.081 172 -.033
Barriers .024 .031 .074
Facilitators .033 .027 119
Confidence 155% .069 157
Fit estimates A73%* F(5,175)=17.33
for Step 1 R’=17; p< .001

Step 2 Appraisals 241%* .069 265
Views -.173 175 -.070
Barriers .033 .032 .099
Facilitators .022 .028 .081
Confidence .182%* .070 .184
TSES SE .031 077 .068
TSES IS 122 .080 .269
TSES CM -.138 .074 -.286
KADDS GK -.005 .005 -.087
KADDS S/D .005 .003 122
KADDS T .005 .003 102
TABSIS K .000 .003 -.009
Training -.025 230 -.008
Fit estimates .052 F(13,167)=3.73
for Step 2 R?=23; p<.001

Step 3 Appraisals 234%* .072 258
Views -.199 181 -.081
Barriers .032 .032 .098
Facilitators .022 .029 .082
Confidence Jder* .073 163
TSES SE .044 .078 .098
TSES IS 128 .082 281
TSES CM -.146%* .075 -.302
KADDS GK -.004 .005 -.071
KADDS S/D .005 .003 124
KADDS T .005 .003 102
TABSIS K -.001 .003 -.024
Training -.013 233 -.004
Race -.187 174 -.082
Gender .008 .097 .006
Hispanic .019 126 .012
Geography -.018 .029 -.047
Fit estimates .009 F(17,163)=2.93

for Step 3 R’=23; p<.001
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Table B9 (Continued)

Use of non-stimulant medications (e.g., Strattera)/ how often N=187

Predictor ARz B SE S

Step 1 Appraisals 197* .073 201
Views -.129 181 -.051
Barriers -.019 .031 -.059
Facilitators .057* .027 208
Confidence .098 .070 .099
Fit estimates .103* F(5,182)=4.19
for Step 1 R’=.10; p=.001

Step 2 Appraisals .165% .076 .168
Views -.160 .186 -.064
Barriers -.041 .032 -.127
Facilitators .050 .028 182
Confidence .091 .073 .092
TSES SE .195%* .076 449
TSES IS -.137 .080 -.303
TSES CM .020 .074 .042
KADDS GK .000 .005 .008
KADDS S/D -.002 .003 -.048
KADDS T -.001 .003 -.024
TABSIS K -.002 .003 -.054
Training -.051 238 -.016
Fit estimates .058 F(13,174)=2.57
for Step 2 R’=.16; p=.003

Step 3 Appraisals 112 .076 114
Views -.189 .184 -.075
Barriers -.050 .031 -.153
Facilitators .045 .027 .163
Confidence .064 .072 .065
TSES SE 174%* .075 399
TSES IS -.101 .078 -.222
TSES CM .023 .072 .049
KADDS GK .002 .005 .038
KADDS S/D -.001 .003 -.020
KADDS T -.002 .003 -.039
TABSIS K -.003 .003 -.079
Training .010 232 .003
Race .044 175 .019
Gender .088 .095 .066
Hispanic 414%* 126 251
Geography -.040 .028 -.103
Fit estimates .074%* F(17,170) =3.06

for Step 3 R’=23; p<.001
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Table B9 (Continued)

Use of non-stimulant medications (e.g., Strattera)/ how well N=180

Predictor ARz B SE S

Step 1 Appraisals .189%* .072 203
Views 177 178 .074
Barriers .004 .031 .013
Facilitators .022 .027 .086
Confidence .080 071 .084
Fit estimates .074%* F (5,175)=2.798
for Step 1 R’=.07; p=.02

Step 2 Appraisals 154 .076 165
Views 130 .184 .054
Barriers -.013 .032 -.042
Facilitators .008 .028 .030
Confidence .086 .075 .090
TSES SE .093 077 222
TSES IS -.040 .082 -.091
TSES CM .046 .074 .100
KADDS GK -.001 .005 -.013
KADDS S/D -.001 .003 -.036
KADDS T -.001 .003 -.027
TABSIS K .002 .003 .054
Training -.058 236 -.019
Fit estimates .041 F(13,167)=1.67
for Step 2 R’=12; p=.07

Step 3 Appraisals 175% .079 .188
Views 122 .190 051
Barriers -.008 .033 -.027
Facilitators .008 .028 .029
Confidence .097 .076 102
TSES SE .106 .079 256
TSES IS -.041 .083 -.093
TSES CM .037 .075 .081
KADDS GK -.001 .005 -.014
KADDS S/D -.002 .003 -.049
KADDS T -.001 .004 -.013
TABSIS K .002 .003 .048
Training -.083 239 -.027
Race -.139 .189 -.061
Gender -.029 .098 -.022
Hispanic -.174 132 -111
Geography -.008 .029 -.022
Fit estimates 011 F (17,163)=1.38

for Step 3 R2=.13;p=.15
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Table B9 (Continued)

Working with the child to develop a behavioral contract how often N=189

Predictor ARz B SE S

Step 1 Appraisals 172% .070 182
Views -.169 175 -.069
Barriers .021 .031 .064
Facilitators .027 .027 .098
Confidence .076 .065 .084
Fit estimates .087* F (5,184)=3.50
for Step 1 R?’=.09; p=.01

Step 2 Appraisals 170% .072 180
Views -.250 178 -.102
Barriers .016 .031 .049
Facilitators .014 .027 .051
Confidence .052 .065 .057
TSES SE -.015 .075 -.034
TSES IS 127 .078 .280
TSES CM -.031 .073 -.065
KADDS GK .000 .005 .002
KADDS S/D .006* .003 159
KADDS T .003 .003 .059
TABSIS K -.003 .003 -.076
Training .033 233 .010
Fit estimates .067 F(13,176) =2.46
for Step 2 R’=15; p=.004

Step 3 Appraisals 144 .072 153
Views -.269 .180 -.110
Barriers .016 .031 .048
Facilitators .005 .027 .019
Confidence .049 .065 .054
TSES SE -.025 .075 -.058
TSES IS 146 .078 324
TSES CM -.023 .074 -.048
KADDS GK .001 .005 .020
KADDS S/D .007* .003 187
KADDS T .003 .003 .073
TABSIS K -.003 .003 -.088
Training .037 232 .012
Race 159 179 .068
Gender .027 .095 021
Hispanic 234 122 .148
Geography -.053 .028 -.139
Fit estimates .039 F(17,172)=2.41

for Step 3 R’= .19; p =.002
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Table B9 (Continued)

Working with the child to develop a behavioral contract how well N=183

Predictor ARz B SE S

Step 1 Appraisals A1H* .07 43
Views -.02 A2 -.01
Barriers -.02 .03 -.06
Facilitators .03 .03 .10
Confidence -.00 .07 -.00
Fit estimates 216%* F (5,178)=9.83
for Step 1 R?=22; p<.001

Step 2 Appraisals A1T** .070 429
Views -.035 141 -.020
Barriers -.016 .029 -.048
Facilitators .016 .026 .057
Confidence -.017 .066 -.018
TSES SE -.020 .071 -.045
TSES IS -.057 .078 -.118
TSES CM 128 .071 259
KADDS GK -.004 .004 -.061
KADDS S/D -.003 .003 -.074
KADDS T .003 .003 .053
TABSIS K .002 .003 .046
Training 443%* 224 138
Fit estimates .051 F(13,170)=4.78
for Step 2 R’= 27; p<.001

Step 3 Appraisals A01** .070 419
Views -.056 141 -.033
Barriers -.020 .030 -.061
Facilitators .015 .027 .053
Confidence -.035 .066 -.037
TSES SE -.031 .072 -.068
TSES IS -.046 .079 -.096
TSES CM 134 .072 270
KADDS GK -.004 .004 -.074
KADDS S/D -.003 .003 -.077
KADDS T .003 .003 .064
TABSIS K .003 .003 071
Training 414 226 129
Race .392% 194 154
Gender .100 .091 .075
Hispanic .055 122 .034
Geography .009 .027 .023
Fit estimates .021 F(17,166) =3.97

for Step 3 R’=29; p<.001
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Table B9 (Continued)

Allowing children to earn tangible rewards through positive behavior over time / how often

N=188
Predictor ARz B SE S

Step 1 Appraisals 317%* .064 350
Views -213 .166 -.088
Barriers -.009 .030 -.029
Facilitators .029 .025 .108
Confidence .042 .059 .049
Fit estimates 155%* F (5,183)=6.74
for Step 1 R’=.16; p< .001

Step 2 Appraisals 207** .066 296
Views -279 167 -.116
Barriers -.019 .030 -.059
Facilitators .001 .026 .002
Confidence .059 .059 .069
TSES SE .051 .074 123
TSES IS .054 .076 125
TSES CM .023 .069 .050
KADDS GK .001 .004 011
KADDS S/D -.001 .003 -.020
KADDS T -.001 .003 -.024
TABSIS K .003 .002 .079
Training -.261 219 -.083
Fit estimates .067 F(13,175)=3.86
for Step 2 R?=22; p<.001

Step 3 Appraisals 248%* .069 274
Views -.289 172 -.120
Barriers -.018 .031 -.055
Facilitators -.003 .026 -.011
Confidence .061 .060 .070
TSES SE .046 .076 110
TSES IS .059 .076 135
TSES CM .028 .069 .062
KADDS GK .001 .004 012
KADDS S/D .000 .003 .003
KADDS T -.001 .003 -.015
TABSIS K .003 .002 .080
Training -.270 222 -.086
Race 181 .166 .079
Gender -.026 .092 -.020
Hispanic 113 115 .073
Geography -.021 .026 -.060
Fit estimates 011 F(17,168)=3.29

for Step 3 R’= 25; p<.001
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Table B9 (Continued)

Allowing children to earn tangible rewards through positive behavior over time / how well

N=185
Predictor ARz B SE S

Step 1 Appraisals A422%* .069 415
Views 101 178 .037
Barriers .040 .032 110
Facilitators .017 .027 .058
Confidence -.068 .065 -.069
Fit estimates 232%* F (5,180)=10.88
for Step 1 R?=23; p<.001

Step 2 Appraisals A426%* .074 419
Views 134 187 .050
Barriers .039 .034 107
Facilitators .021 .029 .071
Confidence -.064 .067 -.065
TSES SE .001 .083 .001
TSES IS -.046 .085 -.094
TSES CM .032 .077 .063
KADDS GK -.001 .005 -.012
KADDS S/D .000 .003 -.007
KADDS T -.002 .004 -.030
TABSIS K -.001 .003 -.021
Training .102 244 .029
Fit estimates .005 F(13,172) =4.10
for Step 2 R’=24; p<.001

Step 3 Appraisals A409%* .077 402
Views .149 191 .055
Barriers .037 .034 102
Facilitators .018 .029 .062
Confidence -.065 .067 -.066
TSES SE -.012 .084 -.026
TSES IS -.042 .085 -.086
TSES CM .039 .077 077
KADDS GK -.001 .005 -.015
KADDS S/D .001 .003 012
KADDS T -.001 .004 -.027
TABSIS K -.001 .003 -.015
Training .105 247 .030
Race 274 185 .108
Gender .004 102 .003
Hispanic .164 130 .094
Geography -.003 .029 -.007
Fit estimates .013 F(17,168)=3.29

for Step 3 R’= 25; p<.001
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e Assisted with celebrating the 34th anniversary of the Americans with Disabilities
Act (ADA)

Service to the School of Education, Indiana University Bloomington
e Coordinated the 2022 Special Education Research Seminar 2022
e Provided free consultations to special education teachers 2022
e Volunteered for Curriculum and Instruction Research and Creative Action
2019 Symposium (CIRCAS): Assisted the Participant Hospitality Committee by

coordinating presentation materials, setting up the name tag table, and providing
directions and support to attendees during events.

e Volunteered for the 1-First International Conference on Literacy, Culture, 2019
and Language Education Conference:

AWARDS/RECOGNITIONS/VOLUNTEER WORK

Indiana University, Bloomington 2023
e Achasa Beechler Dissertation Proposal Fellowship

e Grant-In-Aid Award



