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The last decade has brought important advances in the area of children’s

mental health, including a concerted focus on building a scientific base for un-

derstanding the mental health difficulties that our most vulnerable members of

society experience and examining the impact of services that potentially reduce

child mental health needs [1,2]. Serious concern remains, however, as to whether

the current child mental health service delivery system can identify and reach

youth in need of care. The US Surgeon General identified meeting the mental

health needs of youth by ensuring the receipt of appropriate and relevant mental

health care as a national priority [2,3].

These calls to attend to children’s mental health needs are not new. In the early

1980s, Knitzer [4,5] severely criticized the child mental health service delivery

system as failing to respond to youths in serious need of mental health care. Two

decades later, rates of child mental health difficulties remain at alarming levels,

with an estimated 17% to 26% of youths in need of mental health care across the

United States [6–9]. Within low-income, urban communities, rates of child men-

tal health care need have been found to be even higher, with as many as 40% of

youths evidencing signs of mental health difficulties [10].

Numerous recent reports and research studies highlight the fact that most

children with mental health difficulties do not receive any type of mental health

care [2,3,8,11,12]. For example, a report by the National Institute of Mental

Health [13] concluded that approximately 75% of children with mental health

needs do not have any contact with the child mental health service system. This

disparity between need and use of services was found to be highest for minority

youth [13,14]. Unfortunately, these rates are identical to those reported in the
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mid-1980s by the Office of Technology Assessment [15], which indicates that the

level of need for services remains unchanged despite advances in developing

evidence-based assessments, treatments, and services for these children. There is

a significant need to understand and enhance the ability of the child mental health

care system to reach out effectively to youth and their families and engage them

in acceptable and effective child mental health care.

Addressing the mental health needs of minority youth who live in urban areas

has emerged as a most critical issue given the substantial evidence that these youth

are most deeply affected by the stressors that exist within inner-city communities,

notably poverty, community violence, inadequate child serving resources, under-

supported schools, substance abuse, and multiple health epidemics [16–20]. This

article pays specific attention to issues related to engaging urban youth of color

and their families in services and provides an overview of the larger body of

research on engagement of youth and their families in mental health care.
Defining child mental health service engagement

Multiple conceptualizations of the process of engagement of youth and

families in mental health care have been offered and tested. For example, in a

series of articles, engagement has been defined as a process that begins with a

child being identified as experiencing mental health difficulties and ending with

a child receiving mental health care [21–23]. More specifically, engagement in

care is described as beginning with the recognition of a child mental health prob-

lem by parents, teachers, or other adults within a child’s context. Next, there is a

process of addressing the unmet need by connecting a youth and the family with

a mental health resource, generally via a referral for care. The final phase of en-

gagement consists of a child being brought to a child mental health center or

being seen by a school-based mental health care provider.

Within the literature, engagement in child mental health services also has been

divided into two specific steps: initial attendance and ongoing engagement [24].

Each step is considered related to the other, but each one also emerges as a

distinct construct being independently related to characteristics of the child, the

family, and the service system. Rates of service engagement also differ at each of

the two steps and warrant specific consideration. For example, studies that fo-

cused on attendance at initial appointments for care within an urban child mental

health care center found that rates of failure to attend an initial intake appointment

can range from 62% [25] to 48% [26] of youth accepted for an evaluation. In

relation to ongoing urban service engagement, estimates of average length of care

can be as low as four sessions [27] or rates of as few as 9% of youth and their

families remaining in care after a 3-month period.

Researchers have suggested that a more precise definition of service engage-

ment may contribute to more reliable research findings and generalizability.

Kadzin et al [28–30] noted that grouping children and families who discontinue

services into one category (ie, dropouts) may contribute to inconsistent and biased
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findings. The authors noted distinct phases of ongoing engagement and observed

that children who exit treatment do so at diverse points, such as while waiting for

treatment, after one or two treatment sessions, or later in treatment. It was

hypothesized in a study conducted by this team involving youth with disruptive

behavioral difficulties at the Yale Child Study Center that the characteristics of

children and families who drop out of services vary in relation to the point in time

at which they exited services [29]. Subsequent findings supported this hypothesis.

More specifically, the study sample was divided into three groups: early drop-

outs (attended �6 weeks of treatment), late dropouts (attended 7–14 weeks of

treatment), and individuals who completed therapy (approximately 7–8 months).

Children and families who dropped out early in the treatment process averaged

3.8 sessions, whereas later dropouts averaged 10.8 sessions of treatment. Analyses

indicated that child, parent, and family characteristics differed significantly be-

tween the overall group of families who terminated treatment prematurely and

completed treatment. Most of the domains and measures that predicted early ter-

mination from treatment in analyses did not predict late termination from treatment,

however. In comparison to completers, families that dropped out of treatment early

were significantly more likely to belong to a minority group, have greater stress,

and be headed by a single parent. Children in families that dropped out early

were characterized by more severe child impairment in relation to conduct disorder

and delinquency, academic functioning, and social behavior problems. When com-

paring late terminators versus completers, late terminators differed by nonbiologic

head of household, child antisocial history, and poor adaptive functioning at school.

A direct comparison between early and late terminators revealed that the two

groups differed significantly by minority status, family income, poor living ac-

commodations, adverse family child-rearing practices, child contact with antiso-

cial peers, and poor adaptive functioning at school. The authors noted that the

literature is often at odds, reporting inconsistent findings of which families drop

out of treatment prematurely. This study identified that a reason for these con-

flicting findings may be that combining all dropouts into a single group is poten-

tially misleading and can obscure our understanding of the process of families

prematurely exiting services. A more precise definition and conceptualization of

different categories of dropouts may be needed by the child attrition literature.

These findings also potentially can guide specific engagement interventions by

helping to identify and target risk factors associated with families that drop out at

different points of the treatment process.
Characteristics of youth and families that influence service engagement

Past research that examined engagement in child mental health services fo-

cused largely on child and family social, demographic, and clinical mental health

characteristics and their association with engagement. These data are often re-

trieved from administrative sources and related to service engagement patterns.

Commonly examined child characteristics include demographic and clinical
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status variables. In terms of child characteristics, findings regularly reveal that

male children are more likely to be referred and use mental health services in

comparison to female children [31,32], and they tend to use more services when

involved in treatment [33,34]. As children get older, the disparity between rates

of service use by gender tends to decrease [31,35]. Findings that relate a child’s

age and rates of engagement are mixed, however, with some studies indicating an

inverse relationship [31,35] and others noting a positive association [34,36].

In terms of child mental health need and engagement, prior research has

identified a clear association between the presence or diagnosis of a child mental

health disorder [37–40] or impaired functioning [41] and a greater likelihood of

service engagement. The relationship between the severity of impairment and

service use is somewhat less identifiable, however [42,43]. Findings indicate a

positive relationship between need and engagement [44,45], no relationship [37],

and counterintuitive findings such that the more serious the level of child mental

health care need, the less likely the child is to receive treatment [28,46–48].

In relation to the impact of family characteristics on child mental health ser-

vice engagement, poverty status has been linked with an underuse of child men-

tal health services [49]. Prior studies also have found that minority families are

less likely to be engaged in services in comparison to white families [30,50–54].

Less studied examples of family characteristics that have been associated with

reduced service engagement include higher levels of parent and family stress,

single parent status [55–58], higher levels of discipline effectiveness [26,59,60],

parents receiving their preferred form of child services [61], and family cohesion

and organization [62,63].

Although significant findings are summarized earlier, the relationships between

these typically studied variables and service use patterns are often unclear. Reviews

of these studies frequently reported conflicting findings and cited failures to replicate

findings [56,58,64]. It is difficult to compare findings because most studies only

focus on one or two variables at a time [56]. It seems evident that no single char-

acteristic was, by itself, necessary or sufficient to explain child mental health care

service engagement [28,29,65]. It is not surprising that it has been difficult to use

these findings to inform specifically targeted engagement interventions [66–68].

The most recent research on engagement of children and their families in care

attempted to examine this important phenomenon by emphasizing the role that

adult caregivers play in helping a child to obtain care [69] and the influence of

family interactional patterns on engagement [70]. Research that examines how

these unique family influences relate to service engagement has presented a new

way to understand the reasons why families do or do not enter services and a way

to design interventions to increase the continuity of service use.
Research findings guiding service engagement interventions

A growing set of studies that inform engagement interventions has required

researchers to go beyond identifying child and family characteristics and relating
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these factors to service use. These research studies survey family members di-

rectly to reveal the inner workings of the family unit to identify influences on the

complex decision to seek care for a child. For example, through child and care-

giver reports, studies have identified several concrete obstacles (eg, insufficient

time, lack of transportation), contextual obstacles (eg, community violence), and

agency obstacles (eg, time spent on a waiting list) experienced by the family

[29,47,50,71–74] that interfere with use of services. Recent research has

extended these investigations to include consideration of not only logistical

barriers to service use but also perceptual barriers.

An innovative series of studies has been conducted that examines the impact

of adult caregivers’ perceived barriers. Recent findings support the influence of

perceptual barriers as being significantly more salient to understanding engage-

ment in services than logistical barriers [30,75,76]. For example, Kazdin et al

[30,77–81] published a series of articles that specifically examined the effects of

perceived barriers to child mental health treatment. A barrier to treatment

participation scale also was developed by this group. Although findings linked

logistical barriers to treatment dropout, evidence also emerged that parental per-

ceptions of barriers to treatment (eg, alliance with the therapist, perceived need

for treatment) predicted engagement significantly beyond the variation explained

by logistical barriers [30].

Later research findings replicated these results with studies that significantly

linked family perceptions of aspects of the therapeutic relationship (eg, the degree

to which they are involved in service planning) and service use [82–84]. For

example, Garcia and Weisz [82] examined factors that distinguished treatment

completers from treatment dropouts. The factor that accounted for the largest

variance and distinguished dropouts from completers was therapeutic relationship

problems. MacNaughton and Rodrigue [75] examined predictors of parents’

adherence to recommendations made by psychologists after the evaluation of

clinic-referred children. Parental perceived barriers were the most salient predic-

tor of adherence to recommendations. The implication is that continuity of care

may be compromised seriously if the perception of barriers by families is high.

This body of research findings focused engagement intervention researchers on

the need to impact perceptions of barriers, attitudes regarding help seeking,

perceptions of relevance, and potential helpfulness of care.

Despite these advances, authors note limited usefulness of data concerning

barriers as a means of enhancing child mental health care treatment engagement

[79]. More specifically, logistic and parent-perceived barriers are often assessed

after treatment has begun and may not provide any opportunity to identify

families at risk of dropout during the pretreatment phase. Consequently, inves-

tigations of pretreatment indicators of which families are at risk of treatment

dropout have been conducted. More specifically, Nock and Kazdin [79] found

that parents with high expectations for child therapy perceived fewer barriers to

treatment. Parents who did not expect therapy to be effective and who had nega-

tive beliefs about the therapeutic process reported significantly more barriers to

treatment participation. This new series of engagement research studies suggests
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the possibility of being able to identify and support families at risk of treatment

dropout even before treatment begins.

Past research also emphasized the need to address the cultural background of

families when attempting to identify the influence of parent attitudes on service

use [84,85]. McCabe [84] found that among a sample of Mexican-American

children in outpatient psychotherapy, premature termination was predicted by

parental perceptions that they should be able to overcome their child’s mental

health problems on their own and emotional and behavioral problems should be

handled by increasing discipline. Adult caregiver expectations and beliefs

concerning child mental health care are significantly related to a greater risk of

premature termination of services. McCabe suggested that more culturally sen-

sitive interventions are needed to improve retention and prevent dropout. In sum,

it has been suggested that engagement of families in child mental health services

rests on parental attitudes about professional services and providers, their

receptivity to involvement in services, and their previous experiences with the

mental health care system [59]. Attitudes and expectations may influence not

only parents’ decision to seek mental health care for their child but also their

interest in ongoing involvement with the child mental health care system. These

factors could offer targets for specific engagement interventions [86].
Overview of existing interventions to increase engagement

Strong evidence exists that intensive engagement interventions implemented

during initial contacts with youth and their families can boost service use subs-

tantially. For example, supplying simple reminders to adult caregivers of upcoming

sessions has proved to be an effective method of increasing attendance at initial

appointments. Shivack and Sullivan [87] reported a 32% increase in attendance

when clients were reminded of their appointment through a telephone prompt.

Kourany et al [88] found significant differences in attendance at initial appoint-

ments between adult caregivers who received a reminder letter, phone call, or

both compared with caretakers who received neither reminder. Similarly, MacLean

et al [89] found rates of no shows between families that received a reminder letter

(6.8%) to be significantly lower when compared with families that did not

(20.6%). Results of these studies consistently indicated that reminding families

of upcoming sessions is a basic but useful tool to increase attendance at initial

appointments. Limitations of using these methods identified in past research

include applying these techniques in inner-city settings, in which many low-

income families may not be reached by phone or may change residences fre-

quently and fail to have a reliable mailing address [87].

Several studies have shown that telephone intake procedures that go beyond

information gathering and focus on the complex array of potential barriers to

service involvement can increase substantially the attendance at initial appoint-

ments and ongoing service involvement. Some of the most important work

conducted in the area of developing and testing engagement interventions has
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been conducted by Szapocznik et al [90]. This investigative team has achieved

significant success engaging adolescent substance abusers and their families

through use of an intensive, family-focused engagement intervention delivered

via the telephone and then throughout the treatment process. More specifically, an

intervention—strategic structural systems engagement, which is based on family

therapy concepts and guided by family systems theory—was developed to over-

come resistance to involvement in care and address patterns of interaction that

were hypothesized to interfere with engagement into treatment [70].

Details of the engagement intervention tested by this team are provided in

three journal articles [70,90,91]. Briefly, the initial contact with the adult

caregiver of the youth is viewed as the beginning of service provision. The

provider attempts to establish a working alliance with the caregiver and develop

strategies that will help all family members attend an intake appointment. The

strategies include strengthening parents’ confidence in their ability to bring the

adolescent to an initial mental health appointment and enhancing their percep-

tions of potential impact on their child. The provider often reaches out to other

family members who are defined as critical to successful involvement in services.

In one study, 108 Latino families of youth suspected of or observed using

drugs were randomly assigned to a strategic structural systems engagement ex-

perimental engagement intervention condition or an ‘‘engagement as usual’’ arm

of the study [90]. Participants in the experimental condition were engaged at a

rate of 93%, compared with an engagement rate of 42% for persons assigned to

the control condition. There were also indications that the engagement method

had impact beyond attendance at an initial intake appointment. In the comparison

condition, 41% of families that were engaged eventually dropped out of treatment

prematurely, whereas only 17% of families intensively engaged later dropped out

of care. In a second study, conducted by the same team of investigators, these

impressive results were replicated. With an even larger sample of ‘‘hard to reach’’

families, the strategic structural systems engagement strategy was associated with

an engagement rate of 81%, compared with a 60% involvement rate for youth and

families in the control condition [90]. Significant findings that replicate the

strength of strategic structural systems engagement in involving families in

treatment continue to be published [91].

This body of work by Szapocznik et al was highly influential in the design of

another series of engagement interventions, which takes place either during the

initial telephone intake call or at the point of first face-to-face contact between

provider and families, within inner-city mental health settings. A series of tests

has been conducted to examine the use and effectiveness of these engagement

strategies in outpatient clinical centers for urban youth. First, in a study meant to

test systematically, a telephone intervention strategy focused on increasing

attendance at intake appointments at urban child mental health clinics was con-

ducted [92]. This engagement intervention aimed to help the primary adult

caregiver of a child invest in the help-seeking process and systematically problem

solve barriers to help seeking. More specifically, the telephone initial telephone

exchange was meant to (1) clarify the need for child mental health care for the
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caregiver and the provider, (2) maximize the caregiver’s investment and efficacy

in relation to help seeking, (3) identify attitudes about and previous experiences

with mental health care that might dissuade the adult from bringing the child for

services, and (4) develop strategies to overcome concrete obstacles, such as lack

of time, transportation, child care, and issues.

The initial show rates of a sample of 27 urban families that received the tele-

phone intervention were compared with a match sample within a quasi-experi-

mental study. Results revealed that the engagement strategy increased initial

attendance by 29% in comparison to the more traditional telephone intake

procedures (x2 = 5.08; P < .05).

To address some of the methodologic limitations of the previous study related

to sample size and design, the investigator tested the telephone intervention

strategy by randomly assigning 108 new requests for inner-city child mental

health services to one of two study conditions. In the first condition, 55 telephone

intakes were assigned to an intensive engagement and problem-solving interven-

tion. The second condition consisted of a routine telephone intake assessment that

consisted of obtaining typically obtained information related to presenting

problem of child and appropriate fit for agency. Of the 55 families that received

the telephone intervention, 72.7% (n = 40) came to the first appointment or called

at least a day before the interview to reschedule. Of the families that were as-

signed to the more traditional screening, only 45.3% came to the appointment or

called independently (x2 = 8.42; P < .01).

McKay et al [93] also conducted a study to determine if additional training

related to engaging families in the first interview could improve return rate for a

second appointment and ongoing rate of engagement. This first interview engage-

ment strategy consisted of working on the following tasks during the first face-

to-face contact between provider and youth and family: (1) clarifying the roles of

the worker, agency, intake process, and possible service options, (2) setting the

foundation for a collaborative working relationship, (3) identifying concrete, prac-

tical issues that could be addressed immediately, and (4) developing a plan to

overcome barriers to ongoing involvement with the agency.

In this study, 107 new cases at an urban child mental health center were ran-

domly assigned to trained first interviewers or a comparison group of therapists

who did not receive specific engagement training. Of the 33 children assigned to

first interviewers, 29 (88%) came for a first appointment and 28 (97%) returned

for a second appointment. In comparison, of the 74 clients assigned to the routine

first interview condition, 47 (64%) came for an initial appointment and only 83%

(n = 39) returned for a second appointment. The average length of treatment

during the 18-week study period for experimental participants was 7.1 sessions,

as opposed to an average of 5.4 sessions for the comparison group. First inter-

viewers lost only five cases between assignment and the third interview, com-

pared with therapists without specific engagement training, who lost 35 families

between assignment and the third session.

The next study conducted by this team tested the combined effects of a

telephone and a first interview engagement intervention on initial attendance and
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ongoing retention in services in comparison to the impact of the telephone

intervention alone and a no-treatment comparison group (n = 100) [94]. The

combined condition and the telephone-alone condition were associated with

significant increases in attendance at intake appointments in comparison to the

control group (P < .01). There was not a significant effect for the telephone

engagement intervention alone in relation to ongoing use of services, however.

On average, families assigned to the combined condition attended 7.3 sessions

during the 18-week study period. Families that were seen by comparison

therapists averaged between 5 and 5.9 sessions attended during this same time

period (t = 9.07; P < .01). Families that received the combined engagement

intervention attended 74% of the sessions scheduled, which represents a 25%

increase over the telephone intervention alone and a 16% increase above the

clinic comparison families [94].

Alternative approaches that address parental concerns and barriers during the

course of treatment also have evidenced greater treatment retention [95,96]. For

example, in the comprehensive referral pursuit and maintenance approach, the

referral source, the client, and the therapist meet to collaborate in identifying

needed resources (eg, transportation, housing) that may impact engaging families

in services [96]. Results of studies of this intervention revealed that at the tenth

week of treatment, 46% of families in the traditional services had dropped out,

compared to only 26% in the comprehensive referral pursuit and maintenance

approach group. Printz and Miller [95] used a method known as the enhanced

family treatment, which examined and attempted to address parental concerns or

barriers not directly related to the parent-child interaction, but in a larger context

of their lives. One hundred forty-seven families were randomly assigned to either

a standard family treatment that focused exclusively on parental management or

an enhanced family treatment that also promoted frequent discussions of adult

issues (eg, attitudes toward therapy, financial concerns, marital relations, and

work concerns). Enhanced family treatment produced a significantly lower drop-

out rate in comparison to standard family treatment overall (29% versus 46.7%)

but particularly for high adversity families (29.6% versus 58.8%).

More recent interventions also have been conducted that focus not only on

addressing specific barriers that parents present but also on reducing the sheer

number of barriers to treatment reported by parents as a means of increasing

service engagement. Kadzin and Whitley [81] tested a parent problem-solving

intervention that built on their prior research findings that perceptions of barriers

by parents negatively impacted service engagement [29,77]. In this intervention,

127 children and families referred to treatment for aggressive and antisocial

behavior were randomly assigned to receive or not receive an additional

component (parent problem solving) that addressed parental stress over the

course of treatment. The parent problem-solving intervention successfully re-

duced the barriers that parents reported experiencing during treatment.

An essential component of successful models of engagement interventions is

the identification of treatment barriers across multiple levels [25]. This ecologic

approach to understanding service engagement is either explicitly or implicitly
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stated in all of the effective interventions. Interventions of this type are associated

not only with initial involvement in child mental health care but also treatment

retention and completion.

This ecologic approach is supported by the program of research on multi-

systemic therapy. Henggeler et al [97] identified that families of delinquent or

substance-abusing youth who received multisystemic therapy had a higher rate of

treatment completion compared to families that received usual services. Multi-

systemic therapy includes a comprehensive assessment of barriers to engagement

and subsequent problem solving that focuses on the ecology of children and

families. These problem-solving approaches are used throughout the course of

treatment [98]. Although it seems evident that a broad consideration of factors

that influence engagement is most effective in enhancing attendance at initial

appointments and treatment retention, it is not entirely clear which components of

these ecologically based approaches are the most salient factors that affect ser-

vice engagement.
Adding case managers and paraprofessionals to the child mental health

service delivery system to enhance engagement

Although the engagement interventions described previously seem promising

in their ability to impact service involvement for youth and their families, al-

ternative strategies to increase service use also merit attention. For example, there

is a growing tradition of collaborating closely with family members, particularly

as a means of overcoming barriers to help seeking. An important example of the

critical role that family members can play is provided by Koroloff et al [99] in

their tests of family associates as links to services for youth and families in need.

The family associate engagement strategy was designed to provide outreach to

low-income families whose children were identified as needing mental health

care. The family associate was trained to encourage and enable families to enroll

their children in mental health services and assist families in continuing with

services that were recommended for the child. Family associates were parapro-

fessionals who served as ‘‘system guides’’ and provided families with information,

emotional support, and help with specific barriers, such as lack of transportation or

child care. In a study of 239 families with a child (4–18 years of age) referred for

mental health care, the presence of a family associate was significantly associated

with families initiating and continuing contact with the child mental health service

delivery system [100,101].

In addition to considering a family associate model of engagement, Burns et al

[102] conducted a test of the impact of the addition of a case manager on en-

gagement of youth with serious emotional disturbance and their families in care.

Findings from a randomized control trial of 167 participants revealed that

involvement in the experimental case manager condition was associated with

significantly longer participation in services, use of a wider variety of services,

fewer inpatient hospitalization days, and use of more community-based services.
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Summary and implications

The continued presence of a substantial portion of youth experiencing sig-

nificant mental health issues calls for new models of child mental health services

and research that addresses these needs and specifically focuses on the issue of

engagement of youth and their families in care. The findings summarized in this

article point to potentially effective methods for decreasing no-shows at initial

appointments and increasing engagement in child mental health care across

diverse samples of youth and their families. Even with effective service en-

gagement interventions, rates of dropout and no-shows remain significant con-

cerns. More data are needed to identify families that are missed by the child

serving system.

It is important to note that this article largely examines engaging families in

child mental health services based on factors that impact a family’s use of ser-

vices. When one considers factors that influence engaging families in child

mental health services, however, one also must consider issues related to service

access. For example, families may not be engaged in child mental health services

simply because services may not be available. The sheer volume of children and

families estimated by large epidemiologic studies to be in need of child mental

health services far outstrips the number of available mental health care practi-

tioners [103]. The disparity between estimated need and available practitioners

alone speaks of problems in accessing services.

The problem of availability may be intensified depending on where a child and

family live. Research has shown that most mental health care professionals tend

to be concentrated in urban areas and are less likely to be found in the most rural

sections of the country [104]. Children and families in rural areas in need of

mental health care may not be able to locate appropriate services. Perhaps the

most significant issue in accessing services concerns the lack of family health

insurance to pay for child mental health care [14]. These problems may be in-

tensified for minority families. For example, approximately one fourth of Af-

rican-American families are uninsured [105], which is 1.5 times more than white

families. The issue of service access is often a significant influence on engaging

children and families in mental health services. A comprehensive survey of the

factors that influence engagement in child mental health services would need to

consider this important topic.

Another important issue to consider in reviewing research on engagement

is the underlying assumption that children and families that drop out of ser-

vices would have benefited from services if they had not terminated early.

Several studies have indicated a significant relationship between the number

of treatment sessions attended by children and families and better mental

health outcomes [29,106]. These investigations are far from comprehensive,

however. It is an unfortunate reality that over the past several decades many

children have received inappropriate mental health care that, at best, may

have been ineffective and, at worst, damaging [1]. Efforts to extend engage-

ment in these instances would not been desirable. Data must be gathered from
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families directly to identify more clearly their service preference and as-

sessments of outcomes in addition to their reasons for lack of engagement

in treatment.

Another confounding factor in examining engagement in child mental health

services is that many referrals are not made by the children and families

themselves but are mandated by schools courts or other agencies [2]. Many

children and families do not keep initial appointments or drop out because they

never desired or recognized a need for child mental health services in the first

place. It seems evident that the future of service engagement research involves an

increasing amount of direct inquiry of child, family, and provider perspectives

when attempting to account for service use.

Of note, collaborative research efforts between consumers and researchers

hold considerable promise for addressing these issues, particularly in urban

settings. Many impoverished urban communities evidence high rates of mental

health care need and low treatment participation. Often in these settings there is a

mistrust of outsiders, who may be the very people providing mental health ser-

vices or conducting research. In such instances, researchers may not be privy to

consumers’ views of services because of their choice not to share their perspec-

tive with outsiders. Collaborative research efforts between researchers and con-

sumers may have the advantage of creating alliances and increasing relevance of

services, however. These alliances may facilitate an understanding of the practical

realities families face and how problems related to engaging families in child

mental health services may be solved.

It is clear that mechanisms exist to increase the involvement of urban youth

and their families in needed mental health services. To accomplish this task,

however, child mental health agencies and providers might consider the follow-

ing: (1) Examine intake procedures and develop interventions to target specific

barriers to service use. (2) Provide training and supervision to providers to in-

crease a focus on engagement in the first face-to-face meetings with youth and

families. (3) Consider service delivery options with input from consumers re-

garding types of services offered. The most important theme that seems to run

through all the engagement research efforts reviewed in this article is that in-

volvement of youth and their families is a primary goal that must receive as much

attention as any other part of the service delivery process. It might be argued that

without youth and family participation, effective services will never be provided

to youth and families in need.
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