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Abstract 

Title of Dissertation:  Parents’ Experiences and Perspectives of Early Childhood 

Mental Health Services and Child Welfare 

Daniel Robert Keyser 

Dissertation directed by: Haksoon Ahn, PhD, Associate Professor, School of Social 

Work, University of Maryland, Baltimore 

Children birth to five in the child welfare system often experience trauma and are 

at risk for mental health problems and developmental delays (Barth, Scarborough et al., 

2007; Cooper, Banghart & Aratani, 2010; Painter & Scannapieco, 2013; Whitaker, 2015). 

However, despite the high need for services, few children in child welfare receive them 

(Horwitz et al., 2012; Stahmer et al., 2005). Qualitative studies have used interviews with 

service providers to identify themes related to mental health service barriers (Hoffman, 

2016). However, a gap remains in understanding birth parents’ experience accessing 

mental health services for children birth to five involved in child welfare.  

The purpose of this dissertation is to understand the experiences and perspectives 

of parents of toddlers and preschoolers in child welfare accessing mental health services. 

A mixed-methods study using qualitative methods as the primary method was conducted. 

Ten African American birth parents participated. Participants had children 1.5 to 5 years 

old and involved in child welfare when accessing mental health services. The qualitative 

data explored parents’ experiences and perspectives of mental health and child welfare 

services. The quantitative data provided descriptive statistics to assess child behavior, 

parent stress, parent psychological distress, and mental health service satisfaction 



 
 

compared to national norms. The qualitative data and the quantitative data were 

integrated to understand parents’ experience with early childhood mental health and child 

welfare services. 

The qualitative results of this study showed three major qualitative themes; 

complex mental health needs, navigating systems: child welfare and mental health, and 

equity and understanding. Quantitative results suggested most participants had their 

children placed in foster care, a high level of mental health need for participants’ 

children, participants had lower psychological distress, but had elevated levels of 

parenting stress. The integrated data showed participants referred to early childhood 

mental health services did not immediately seek services, but when they did, they often 

navigated through several barriers before receiving services. Some participants did not 

seek services until a major traumatic incident. A conceptual model was developed for 

early childhood mental health service utilization. Implications for practice, policy, and 

future research are discussed. 
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CHAPTER 1: Introduction 

The purpose of this study is to describe the experience and perspective of birth 

parents accessing mental health services for their child welfare-involved toddlers and 

preschoolers aged 1.5 to 5 years. In 2018, children birth to five years old represented 46% 

of the 677,529 child maltreatment victims in the United States (U.S. Department of 

Health and Human Services [U.S. DHHS], 2020). Seventy percent of all fatalities 

resulting from maltreatment and abuse occur among children younger than 3 years old 

(U.S. DHHS, 2020).  Children under 3 represent approximately 28% of maltreatment 

victims and infants are the fastest growing category to enter foster care (Groves, 2009; 

U.S. DHHS, 2020). The first five years of life build the foundation of a lifetime of social 

and emotional well-being. Children exposed to maltreatment in early childhood often 

experience trauma and are at risk for mental health problems and developmental delays 

(Barth, Scarborough et al., 2007; Cooper, Banghart & Aratani, 2010; Painter & 

Scannapieco, 2013; Whitaker, 2015). More than half (55%) of children under 3 in child 

welfare have at least five risk factors associated with poor developmental outcomes such 

as speech delays and hyperarousal to negative emotions (Cooper et al., 2010). Mental 

health and developmental services can help to reduce the traumatic effects of 

maltreatment in early childhood. Yet, despite the high need for these services, few 

children in child welfare receive them (Horwitz et al., 2012; Stahmer et al., 2005).  

Early childhood is an important time of cognitive and physical development. 

For example, in the first few years of life over 1 million new neuro connections are 

formed every second by an infant’s interaction with the environment (Center on the 
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Developing Child, 2009; National Scientific Council on the Developing Child, 2020), 

at 18 months children are walking independently and at 3 years of age children run 

easily (Centers for Disease Control and Prevention, 2017). However, trauma 

experienced during this time has significant impacts on the brain. Brain abnormalities 

or neurodevelopmental deficits along with possible dissociation from the trauma 

experience put children at risk of post-traumatic stress disorder (PTSD; Painter & 

Scannapieco, 2013; Whitaker, 2015). Maltreatment in early childhood can have an 

immediate impact on cognitive and social emotional development (Font & Berger, 

2015) and the physical health of individuals, causing problems in cardiovascular, 

muscular, and respiratory systems (Painter & Scannapieco, 2013). The impacts of 

child maltreatment on young children are significant and long lasting, making early 

intervention vital to reduce the risk of mental illness and medical problems 

throughout the lifespan (Kaplow & Widom, 2007; National Scientific Council on the 

Developing Child, 2020).  

However, many young children never receive services to meet these needs: 41% 

of toddlers and 68% of preschoolers in child welfare have a developmental or behavioral 

need, but only 22% receive any type of service to meet those needs (Stahmer et al., 

2005). Further, a national study of child welfare-involved children found that 42% of 

children scored at a clinical level (≥64), indicating a significant level of challenging 

behavior, but only 28% of children had received mental health services (Hurlburt et al., 

2004). Ali, Teich, Lynch and Mutter (2018) examined mental health service utilization 

among preschool children with a mental health diagnosis and private health insurance. 

They found 31% of children did not receive any mental health services or medication. 
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Similarly, only 24% of toddlers investigated by child welfare with an identified social 

and emotion problem received any type of mental health service (Horwitz et al., 2013). 

This discrepancy between need and services received, highlights the potential that 

children in child welfare with mental health and developmental needs may not be 

receiving appropriate services, or any services at all to meet these needs. 

This dissertation focuses on early childhood because infants, toddlers, and 

preschool-aged children express their mental health problems related to maltreatment 

differently than school-aged children (Painter & Scannapieco, 2013), often making it 

difficult to assess. For example, toddlers without verbal expression will not articulate 

their problems as direct as an adolescent verbalizing feelings. Therefore, provider and 

caregiver knowledge of early childhood mental health is important to mental health 

service utilization. However, caseworkers and caregivers may lack an understanding of 

typically developing behavior versus non-typically developing behavior among toddlers 

and preschoolers (Barth, Scarborough et al., 2007; Godinet, Li, & Berg, 2014; Hoffman, 

Bunger, Robertson, Cao, & West, 2016; Moxley, Squires, & Lindstrom, 2012). 

Caseworkers may assess mental health need only in the context of child safety without 

regard to child wellbeing, leaving children and parents without appropriate referrals to 

needed mental health services (Hoffman et al., 2016; Osofsky & Lieberman, 2011). 

Additionally, child welfare caseworkers, mental health providers, and caregivers may not 

be trained to identify the manifestation of mental health and developmental problems in 

early childhood (Hoffman et al., 2016). Therefore, it is important to address this gap in 

knowledge of atypical social and emotional development in early childhood and the 

services available. Unidentified mental health problems in children birth to five are 
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missed opportunities for intervention and may set the child on a course of behavior 

problems throughout life. 

The ability to access mental health services is related to what household a child 

resides. Child welfare policies impact where children are placed after an investigation of 

child abuse. Child welfare trends in the past decade indicate the percentage of children 

having a goal of reunification with their birth parents has increased and the number of 

children in out-of-home care continues to decrease (U.S. DHHS, 2020). If this is a 

continuing trend, an increasing number of children will live with their birth parents after 

a child welfare investigation. Despite child welfare policies supporting in-home services 

to allow children to remain safely placed in their birth parents’ home (U.S. DHHS, 2020), 

children staying in their homes who have a mental health need are less likely to receive 

mental health services than children in out-of-home placements (Horwitz et al., 2012; 

Hurlburt et al., 2004; Ringeisen et al., 2009). Children with a mental health need living 

with a birth parent have lower odds of receiving mental health services compared to 

children living in out-of-home care (Horwitz et al., 2012, OR = 1.84, 95% CI 1.07, 3.16; 

Ringeisen et al., 2009, OR = 4.39, CI 1.05, 18.35).  

Racism drives racial disparities in service use. Ben, Cormack, Harris and Paradies 

(2017) conducted a meta-analysis and found racism was associated with more negative 

patient experiences of services including lower levels of trust, satisfaction and 

communication.  African American caregivers have reported cultural mistrust of mental 

health services because of previous experiences of racism and bias by White mental 

health providers (Murry et al., 2011; Planey, Smith, Moore & Walker, 2019). Studies 

have found racial disparities exist in service utilization by children in child welfare 
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reporting African American children have 56% reduced odds (Stahmer et al., 2005) to 

69% reduced odds (Horwitz et al., 2012); and Latinx children have 18% (Stahmer et al., 

2005) to 68% reduced odds (Horwitz et al., 2012) to receive services compared to White 

children. A recent study continues to show racial disparities with African American 

children involved with child welfare having 60% reduced odds of being referred by 

caseworkers to mental health services (Fong, Alegria, Bair-Merritt & Beardslee, 2018).  

Parents referred to seek mental health services for their children often must 

address complex relationships between their children’s mental health needs and their own 

history with child welfare and mental health services. Half of the violence children 

witness occurs at home where toddlers and preschoolers spend much of their time 

(Fantuzzo & Fusco, 2007). Ninety one percent of perpetrators of child maltreatment were 

parents of the victim (U.S. DHHS, 2020). Children experience trauma in the form of 

physical, emotional, and sexual abuse, and neglect in their birth parents’ homes, which 

creates a complex emotional overlay with parents’ relationships with their children 

(Compier de Block et al., 2017). Intergenerational transmission of child abuse indicates 

parents of children involved with child welfare had child welfare involvement when they 

were children (Fusco & Cahalane, 2014). Understanding the emotional overlay of 

parents’ experience allows for more insight into knowing how social workers can 

effectively use trauma-informed care with parents navigating services.  

Conceptual models (e.g., Stiffman, Pescosolido, & Cabassa, 2004) support 

caregivers and providers as gatekeepers to children’s mental health services for older 

children, but children birth to five and parents have not been included in previous studies. 

However, conceptual models such as the Gateway Provider Model (Stiffman et al., 2004) 
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have been used in qualitative studies to understand the role of child welfare caseworkers 

in early childhood mental health service utilization. Caseworkers were interviewed to 

understand the barriers to delivery of early childhood mental health services (Hoffman et 

al., 2016). Without parents’ perspective in the research, a gap exists in understanding the 

factors involved with birth parents’ engaging in formal mental health services for their 

children and their experience with these services.  

Defining Early Childhood Mental Health and Service Use 

The child-caregiver relationship is the secure base that allows children to explore 

(Bowlby, 1988). The understanding of the mental health needs of maltreated toddlers and 

preschoolers is rooted in relationships through the attachment between child and 

caregiver (Bowlby, 1988). It is through the child-caregiver lens that early childhood 

mental health is conceptualized. 

It is important to define early childhood mental health in the context of early 

childhood development. Research studies have focused their efforts on describing 

positive social and emotional development and mental health problems experienced in 

early childhood with no mention of a standardized definition of early childhood mental 

health (Horwitz et al., 2012; National Scientific Council on the Developing Child, 2012; 

Shonkoff & Garner, 2012; Shonkoff & Phillips, 2000). Zero to Three, a national 

program for infants, toddlers and families, developed a specific definition for early 

childhood mental health using three components of the developing capacity of infants, 

toddlers, and young children to: (1) experience, manage, and express emotion; (2) form 

close, secure relationships; and (3) actively explore the environment and learn within the 

context of family and cultural expectations (Parlakian & Seibel, 2002; Zero to Three, 
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2016, p 6). This definition has been met with widespread acceptance by professionals in 

the early childhood mental health discipline (Zeanah, Gleason, & Zeanah, 2008).  

Other definitions of early childhood mental health put the infant-caregiver 

relationship at the core of the definition. According to the Infant Mental Health Services 

Feasibility Study conducted by the Center for Early Education Development (1998), 

“Infant mental health is the optimal growth and social-emotional, behavioral, and 

cognitive development of the infant in the context of the unfolding relationship between 

infant and parent” (p. 3). Infant development is conceptualized as always embedded 

within emergent, active systems of relationships. This definition describes the infant 

being born into a social world (Paller & Zubrzycki, 2009) where the parent-child 

relationship is necessary for all aspects of early childhood mental health, making the 

parent-child dyad the focal point for improving mental health functioning in early 

childhood mental health interventions (Osofsky & Lieberman, 2011).  

Underlying the definition of early childhood mental health is the social and 

emotional health of toddlers and preschoolers in the context of their caregivers. The 

emphasis on the caregiver-child dyad reflects the impact of caregivers’ mental health on 

children’s social and emotional wellbeing (Osofsky & Lieberman, 2011). Early childhood 

mental health is also defined as a multi-disciplinary professional field of inquiry, practice, 

and policy focused on simultaneously reducing suffering and enhancing the social and 

emotional wellbeing of young children (Zeanah, 2009).  

For this dissertation, the definition of early childhood mental health developed by 

the Center for Early Education and Development (Paller & Zubrzycki, 2009) is used 

focusing on children’s (1) social-emotional, (2) behavioral, and (3) cognitive 
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development in the context of the unfolding relationship between children ages birth to 

five years and caregiver. Social-emotional development in early childhood involves the 

child meeting the important milestones in developing emotional regulation, emotional 

expression, sensitivity to others’ emotional signals, and reciprocating back and forth 

exchanges with others (Rosenblum, Dayton, & Muzik, 2008). Social-emotional 

development in early childhood is reliant on parental influences such as caregiving 

sensitivity with the parent providing warmth, attunement, and acceptance needed for 

healthy development (Rosenblum, Dayton, & Muzik, 2008). Mental representations are 

created internally by parents and children, then used in guiding behaviors and 

expectations in other relationships (Rosenblum, Dayton, & Muzik, 2008). Behavioral 

development in early childhood mental health is defined as the intensity, frequency, and 

severity of child behaviors compared to expected behavioral challenges associated with 

typical early childhood development (Shulman, 2016). For example, tantrums are part of 

normal toddler development, but when exposed to trauma, a toddler can exhibit intense 

and frequent tantrums putting the child at risk for harm (Schulman, 2016).  

Cognitive development is brain development in early childhood mental health 

demonstrated by language and speech development and the child’s ability to learn. 

However, exposure to trauma can impair cognitive development and create toxic stress. 

Toxic stress is the prolonged activation of stress response systems in the absence of 

protective relationships (Toxic Stress, 2020). Toxic stress is a result of strong, frequent, 

or prolonged activation of the body’s stress response systems in the absence of the 

buffering protection of a supportive, adult relationship (Shonkoff & Garner, 2012). 

Exposure to toxic stress can impair all domains of social-emotional and behavioral 
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functioning (Schore, 2001). For example, toddlers experiencing chronic violence in their 

home have high levels of toxic stress and are at risk for delayed speech and motor skills 

(Thompson, 2016). 

Classification of early childhood mental health disorders has evolved in the past 

25 years. The Diagnostic Classification of Mental Health and Developmental Disorders 

of Infancy and Early Childhood (DC: 0-3) was developed in 1994 (Zero to Three, 1994). 

It was revised in 2005 and renamed in 2016 as the Diagnostic Classification of Mental 

Health and Developmental Disorders of Infancy and Early Childhood (DC: 0-5; Zero to 

Three, 2016). The major contribution of the DC: 0-3 and DC: 0-5 was to identify 

disorders unique to early childhood that were not described in the Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM-V; American Psychiatric 

Association, 2013) and the International Statistical Classification of Diseases-10 (ICD-

10; World Health Organization, 1992). Specifically, this meant a shift in thinking about 

mental health from within an individual to between the parent and child, highlighting the 

importance of a healthy relationship to early childhood mental health (Zeanah & 

Lieberman, 2016). Disorders in the DC: 0-5 can be classified on five Axes as follows: (I) 

relationship specific disorders such as reactive attachment disorder; (II) infant or toddler 

adaptions with attachment relationships and the caregiving environment; (III) physical 

health; (IV) as psychosocial stressors, such as housing stressors; and (V) as 

developmental competence of the child compared to typical development (Zeanah & 

Lieberman, 2016; Zero to Three, 2016).  

Despite the clinical relevance of the DC 0-5 in classifying mental health disorders 

in early childhood, they are not recognized for reimbursement through Medicaid 
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insurance (Egger & Emde, 2011). Mental health clinics providing mental health services 

to children birth to five use a “cross-walk” technique identifying a clinical diagnosis 

using the DC 0-5 and pairing it with a similar diagnosis using the DSM-V and ICD-10 

codes, which are used for mental health insurance reimbursement (Egger & Emde, 2011). 

The differential process of early childhood mental health disorders being recognized only 

in the context of DSM-5 and ICD-10 codes created for school-age children and older, 

suggests the challenges that remain in addressing early childhood mental health on a 

systemic level. 

Early childhood services supporting children’s social emotional development can 

be provided in various settings including mental health, behavioral health, educational, 

and developmental service contexts. The Children’s Bureau (U.S. DHHS, 2017) defines 

mental health services as “Activities that aim to overcome issues involving emotional 

disturbance or maladaptive behavior adversely affecting socialization, learning, or 

development. Usually provided by public or private mental health agencies and includes 

both residential and nonresidential activities” (p. 104). For this dissertation, the term 

mental health services is used to describe services that address a child’s mental health 

need in any context or setting. 

Study Purpose 

The purpose of this mixed-methods study is to identify and explore the 

experiences and perceptions of parents of children 1.5 to 5 years old involved in the child 

welfare system and receiving mental health services. Mixed methods were chosen 

because using both qualitative and quantitative data integration will allow for answering 

the research questions and understanding the complex factors that parents experience 
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accessing mental health and child welfare services. The age eligibility for this dissertation 

was chosen because at 18 months important milestones are measured and disparities 

become apparent in the size of a children’s vocabulary (Hart & Risley, 1995). 

Additionally, the Child Behavior Checklist 1.5-5 (CBCL 1.5-5), a measure used in this 

study, assesses behavior problems for children beginning at 18 months. Child welfare 

agencies have focused on reunification of children with their parents, but research has not 

addressed the processes parents experience when accessing mental health services. The 

outcomes of this study contribute to filling gaps in the research of understanding parents’ 

experiences and perspectives of the mental health needs of their children and what 

mechanisms and processes in service utilization facilitate and hinder effective service 

use.  

This study is based on six main findings of research unique to early childhood, 

mental health services, and child welfare to understand parent perspectives: (1) Toddlers 

and preschoolers involved in child welfare are at risk for mental health problems (Burns, 

et al., 2004; Horwitz et al., 2012; McCrae, Chapman, & Christ, 2006); (2) Early 

childhood mental health is often misunderstood (Hoffman et al., 2016; Larrieu & Zeanah, 

2004; Osofsky & Lieberman, 2011); (3) Services to address the complex mental health 

needs of toddlers and preschoolers are often inadequate (Hoffman et al., 2016; Williams, 

Perrigo, Banda, Matic, & Goldfarb, 2013); (4) Federal policy directs child welfare 

agencies to emphasize reunification, keeping children with their birth parents when 

possible using family-centered practice (U.S.DHHS, 2012); (5) Parents can be mandated 

by child welfare to attend services to address their children’s mental health needs (Hyeck 

et al., 2014; P. L.112-34, 2011); and (6) Birth parents experience complex strengths and 
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challenges engaging in and attending mental health services (Ayon, 2009; Moxley et al., 

2012; Osofsky & Lieberman, 2011).  

Significance of Study 

The impact of trauma in early childhood is established in research, but research on 

parent perspectives of early childhood mental health service use for children involved in 

child welfare is largely unknown (Barth, Scarborough et al., 2007; Cooper, Banghart & 

Aratani, 2010; Painter & Scannapieco, 2013; Whitaker, 2015). This dissertation fills the 

gap in research on toddlers and preschoolers involved in child welfare and their mental 

health service needs and provides a conceptual model for their service utilization. The 

qualitative component of this study builds the research knowledge on parents’ 

perspectives of early childhood mental health and allow for additional exploration of why 

parents of toddlers and preschoolers involved in child welfare continue to seek mental 

health services or terminate services. The quantitative measures assessing parent and 

child demographic information, child behavior, and parent service satisfaction is 

exploratory and allows for further development of parental mental health service 

utilization and satisfaction surveys. An important contribution is to improve mental 

health service utilization research by understanding the experiences of the parents’ using 

them. These contributions are lacking in child welfare and mental health service research 

for toddlers and preschoolers. 

Most of the research on early childhood service utilization are done through 

secondary analysis (Ali, Teich, Lynch, & Mutter, 2018; Burns et al, 2004; Casanueva, 

Cross, & Ringeisen; Horwitz et al., 2012; Johnson-Motoyama et al., 2016; Ringeisen et 

al., 2009; Robinson & Rosenberg, 2004; Scarborough & McCrae, 2008; Stahmer et al., 
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2005). This study uses primary data collection to understand the perspectives of parents. 

To my knowledge there are no studies examining parent perspectives of early childhood 

mental health service utilization for children involved in child welfare. Parents’ 

perspectives of mental health service use and help-seeking behavior have been studied for 

school-aged children (Reardon et al., 2017), but not toddlers or preschool-aged children. 

African American perspectives and experiences of mental health use for their school-

aged children have been examined (Jon-Ubabuco & Champion, 2019; Lindsey et al., 

2006; Lindsey et al., 2013; Graves, 2017). This study is unique by including the 

perspectives of African American parents of toddlers and preschoolers involved in early 

childhood mental health services and child welfare. 

Relevance to Social Work Research, Policy, and Practice  

Early childhood mental health in the context of child welfare is a 

multidisciplinary process involving psychologists, psychiatrists, nurses, doctors, law 

enforcement, child welfare workers, mental health counselors, and social workers. Many 

of the leading national researchers and practitioners in early childhood mental health are 

psychologists. However, social workers are the largest group of clinically trained mental 

health providers in the country (National Association of Social Workers [NASW], 2018). 

This provides an opportunity for social workers to be partners in the multidisciplinary 

teams that are developing state systems of care for early childhood. Social workers 

promote social justice (NASW, 2018) and need to be part of the policy development that 

creates new service delivery systems and the evaluation of early childhood mental health 

interventions that benefit the most vulnerable people. This dissertation developed themes 
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from parents’ experiences and perspectives that can help guide effective policy changes 

to improve service delivery in child welfare and mental health.  

Social workers have an important role in the multidisciplinary process with 

specialized training in collaboration, coordination, and intervention with young children 

exposed to environmental stressors (NASW, 2018). Specifically, social workers are the 

administrators and front-line providers of child welfare services, forensic interviewing, 

home visiting, and early childhood interventions (NASW, 2018). This dissertation 

focuses on the experiences of parents of toddlers and preschoolers involved in the child 

welfare system accessing mental health services, providing social workers with a parent 

and child-centered approach to engaging and delivering services to this vulnerable and 

often misunderstood population. Knowing parents’ perspectives develops an 

understanding of not only the facilitators and barriers to service use, but also how 

parents’ view their children’s behavior and need for services.   
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CHAPTER 2: Conceptual Models and Literature Review 

 Theoretical models such as the Gateway Provider Model (Stiffman et al., 2004) 

and the Unified Theory of Behavior (UTB; Jaccard et al., 1999, 2002) provide a 

conceptual framework for understanding parents’ experience using mental health services 

with toddlers and preschoolers involved in the child welfare system. This chapter 

provides a working conceptual model combining concepts from the Gateway Provider 

Model and the UTB to explain early childhood mental health service utilization, followed 

by the literature review, organized by the constructs in the working conceptual model.  

Conceptual Models  

Gateway provider model. Stiffman, Pescosolido, and Cabassa (2004) developed 

the Gateway Provider Model (Figure 1) as an addition to the children’s Network-Episode 

Model (NEM; Pescosolido, 1991) to explain the importance of school-age children’s first 

contact in the pathways to mental health services. The NEM incorporates a health service 

use model designed for people with mental illness using social support systems and the 

illness career as constructs (defined below). Pescosolido (1992) further developed the 

NEM to include the social organizational strategy framework that shifted the focus of 

decision making from the individual to socially constructed patterns of decision-making 

primarily in consultation with others. The NEM was developed to understand how people 

with mental illness use their social support system throughout their lives or “illness 

careers” to access formal and informal services for symptom relief. The social support 

system has three components, including the network structure (size, density, duration, 

reciprocity), network content (beliefs and attitudes towards health and professional care), 

and network functions (information, advise, regulation and expressive support). The 
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illness career consists of key entrances (sick role, patient role, chronic role), key exits 

(from sick role, termination of care, recovery, and death), and key timing and sequencing.  

 

Figure 1. Gateway Provider Model 

 

Gateway Provider Model (Stiffman et al., 2004). From “Building a model to understand 
youth service access: The gateway provider model”, by Stiffman et al., 2004, Mental 
Health Services Research, 6(4), 189-198. Copyright 2004 by Springer Publishing. 
Reprinted with permission. 

 

The Gateway Provider Model (Stiffman et al., 2004) incorporates the NEM with 

decision and organizational theory to explain the child’s pathways to mental health 

services. The gateway provider is the central construct of the model, emphasizing the 

importance of service providers, parents, and caregivers as a major factor in explaining 
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children’s mental health service utilization (Stiffman et al., 2004). Children do not seek 

mental health services on their own, and the knowledge and experience of gateway 

providers can determine the children’s pathways to mental health services (Stiffman et 

al., 2004). The model adds the impact of organizational and process-based explanations 

to individual factors to explain children’s mental health service utilization. Empirical 

research has supported the constructs of the Gateway Provider Model with up to 55% of 

the variance in mental health service utilization explained by the constructs of the model 

(Stiffman et al., 2000, 2001, 2004).  

The model is designed to explain school-aged children’s mental health service 

utilization but does not explicitly include factors associated with early childhood mental 

health. However, it is expected that the model would generalize well to the unique mental 

health needs of younger children because the Gateway Provider Model is adaptable to 

conceptualize mental health service utilization for toddlers and preschoolers. Parents, 

caregivers, and service providers are at the center of the model, representing the 

dependency of toddlers and preschoolers on adults to not only provide child welfare and 

mental health services, but for parents and caregivers to engage in relationship-based 

dyadic treatment (Girio-Herrera, Owens, & Langberg 2013).  

Unified Theory of Behavior. The Gateway Provider Model creates a framework 

for understanding the service provider’s perspective and importance in children’s service 

utilization. However, the gateway provider model is limited in its use of the caregiver as 

a gatekeeper of services and does not focus on social and emotional factors affecting 

caregiver’s service use (Stiffman et al., 2004). For example, the Gateway Provider Model 

describes the service providers perspective using “decision to provide services” as a 
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construct in the model, omitting the parents’ decision to access or attend services. Health 

behavior theorists did not agree on the core elements that influence behavior change 

during discussions describing theories of health behavior change (Fishbein et al., 2001; 

NIMH Workshop Report, 1991). However, the UTB (Figure 2; Jaccard et al., 1999, 

2002;) was developed from the workgroup discussing health behavior theories and 

decision-making theories explaining the prevention of HIV (Fishbein et al., 2001; NIMH 

Workshop Report, 1991).  

Figure 2. Unified Theory of Behavior 

 

Unified Theory of Behavior (UTB; (Jaccard et al., 1999, 2002). From “Understanding the 
Behavioral Determinants of Mental Health Service Use by Urban, Under-Resourced 
Black Youth: Adolescent and Caregiver Perspectives,” by Lindsey, et al., 2013, Journal 
of Child and Family Studies, 22, 107-121. Copyright 2013 by Springer Publishing. 
Reprinted with permission. 
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The UTB is a comprehensive, multivariate framework that combines individual 

and system level factors from several evidence-based theories of health behaviors and 

health-related decision making (Breitkopf et al., 2004; Guilamo-Ramos et al., 

2008; Jaccard et al., 2002; Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013). The 

UTB is used in qualitative and quantitative studies to measure caregiver and child factors 

related to mental health service utilization (Lindsey et al., 2013; Rodriguez et al., 2011). 

Like the Gateway Provider Model, the UTB has been used with school-aged populations 

of children to explain service utilization. The constructs are not limited to school-age 

populations and can be adapted for toddlers and preschoolers by measuring the constructs 

using the context of early childhood mental health service utilization. The UTB is an 

adaptable framework with constructs specific to the parents’ perspective of mental health 

services such as social norms and expectancies that are not explicitly described in the 

Gateway Provider Model.  

Combined working conceptual model. The combined working conceptual model 

(Figure 3) shows the factors likely to influence mental health service utilization of 

toddlers and preschoolers. The Gateway Provider construct in the Gateway Provider 

Model emphasizes the child welfare worker or mental health worker as the important link 

to service utilization using “provision of mental health services” as a construct in the 

model before service utilization. Although parents are included in the original description 

of the Gateway Provider Model, most studies have included child welfare workers or 

mental health workers as the gatekeepers (Hoffman et al., 2016; Stiffman et al., 2004; 

Stoudt, 2003). This dissertation uses “decision to access services” to make this construct 

relevant to parents and caregivers. The parent is the focus of this study and is considered 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3551580/#R6
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3551580/#R31
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3551580/#R31
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3551580/#R35
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the primary gateway provider making the ultimate decision to attend mental health 

services. The decision by the parent about attending mental health services for toddlers 

and preschoolers is especially important because children at this age are completely 

dependent on their caregiver to make decisions. The parents decision is influenced by 

factors identified in the Gateway Provider Model including enabling, need, and 

predisposing factors, and structural characteristics.  

Figure 3. Conceptual Model of Early Childhood Mental Health Service Utilization 

 

Blue = Gateway Provider Model (Stiffman et al., 2004), Green = Unified Theory of 
Behavior (UTB; (Jaccard et al., 1999, 2002). 

 

Two constructs from the UTB, social norms and expectancies, were added to the 

working conceptual model to explicitly identify the social factors impacting service use, 
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parents’ expectations of services, and social factors impacting service use. The social 

norms include the normative procedures and routines about using services based on the 

social networks of the parent. Expectancies address the advantages and disadvantages of 

mental health service use. The influence of child welfare in the mental health service 

utilization process is explored in this study and is discussed in the structural 

characteristics section. 

The UTB includes additional constructs such as attitudes, self-concept, emotions, 

and self-efficacy impacting the decision making process to seek services. However, these 

constructs were not used in the conceptual model for this study because the broad scope 

of this study with parents’ experiences in mental health and child welfare systems 

required a focus on major constructs related to mental health service use. Previous 

research highlighted negative expectancies or social norms as a factor in parents 

accessing mental health services for their adolescents (Girio-Herrera, Owens & 

Langberg, 2013;  Lindsey, et al., 2013).  

The working conceptual model describes factors impacting service utilization 

including enabling, need, predisposing, structural characteristics, social norms, 

expectancies, and gateway providers. These definitions are derived from the Gateway 

Provider Model (Stiffman et al., 2004) and the UTB (Jaccard et al., 1999, 2002) and 

adapted for toddlers and preschoolers in the child welfare system. Enabling factors 

describe the availability of mental health services for toddlers and preschoolers in the 

community, the accessibility of mental health services, and the affordability of mental 

health services. Need factors describe the prevalence of mental health disorders in early 

childhood among children involved in child welfare and how these disorders can impair 
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all aspects of children’s functioning. Predisposing factors include family income, race, 

and gender. Structural characteristics identify the role child welfare and mental health 

policy have in shaping mental health service delivery for toddlers and preschoolers. 

Gateway providers are the parents, caregivers, child welfare workers, and service 

providers who influence children’s mental health service utilization. Social norms 

examine how the parents social network may factor into the decision to use mental health 

services. Parent expectancies of mental health services describe what parents are 

considering before beginning mental health services.   

Literature Review 

The literature review on mental health service utilization of children birth to five 

involved with child welfare was conducted by using a systematic review (Keyser & Ahn, 

2017). The purpose of the systematic review was to identify studies on early childhood 

mental health and the variables predicting service utilization across studies. The initial 

search for the articles in the systematic review included only “mental health” in the 

eligibility criteria, however “development” was added after only three articles were 

identified for mental health service utilization. The systematic review used four databases 

including PsycINFO, Medline, SocINDEX, and Social Work Abstracts using key search 

terms. Key search terms in the systematic review used in all databases included ("early 

childhood" OR "young children" OR preschool* OR infant* OR toddler*) AND ("child 

welfare" OR "foster care") AND (development* OR behavior* OR "mental health" OR 

"social emotional") AND (service*). The search was limited to peer reviewed articles 

published in English from January 2001 to June 2016.  
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Results from the systematic review literature search conducted in June 2016 

included a total of 1,147 articles to screen titles and abstracts with 39 articles retained for 

a full review and 8 articles meeting inclusion criteria for the systematic review (Figure 4 

shows the PRISMA diagram). Inclusion criteria identified quantitative studies using a 

separate model for mental health service use for children birth to five and using statistics 

that could be converted into effect sizes. Of the 8 articles used in the 2016 systematic 

review, only 3 articles examined mental health service utilization defined as having 

outpatient mental health services (Burns et al., 2004; Horwitz, et al., 2012; Ringeisen et 

al. 2009). Five articles examined developmental service utilization, defined as having 

Part B (IEP) or Part C (IFSP) services under IDEA (Casanueva, Cross & Ringeisen, 

2008; Johnson-Motoyama, Moses, Conrad-Hiebner, & Mariscal, 2016; Ringeisen et al., 

2009; Robinson & Rosenberg, 2004; Scarborough & McCrae, 2008; Stahmer et al., 

2005). The dearth of empirical research using separate models to identify predictors of 

mental health service utilization for children birth to five indicates a major gap in the 

research knowledge.  

 Articles used in the 2016 systematic review were included in the literature review 

for this dissertation. Although only eight studies met eligibility criteria for the systematic 

review, studies I found during the systematic review relevant to early childhood mental 

health service utilization but did not meet the eligibility are discussed in this literature 

review. Additional journal articles and book chapters were identified through individual 

searches using varying search terms developed around mental health service utilization. 

There were no quantitative or qualitative systematic reviews of mental health services for 
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children birth to five found in the literature. Three journal articles using multivariate 

analysis to predict mental health service utilization for children birth to five (Burns et al.,  

Figure 4. PRISMA Diagram 

 

2004; Horwitz et al., 2012; Ringeisen et al., 2009) were discovered in the literature 

search.  One quantitative study analyzed data from 1996 on birth parents, relative 

caregivers, and foster parents’ perspectives of service utilization with no focus on the 

children’s age group (Villagrana, 2010). One qualitative study interviewed caseworkers 
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specifically focused on early childhood mental health service utilization (Hoffman et al., 

2016). Individual literature searches were conducted from 2017 to 2021 to include the 

most recent relevant literature not captured in the systematic review. 

This dissertation is an attempt to fill this gap in the literature on parent 

experiences and perspectives of mental health service utilization for toddlers and 

preschoolers. The literature review is structured using the conceptual model of mental 

health service utilization for toddlers and preschoolers in child welfare (Figure 3). The 

literature is focused on the factors impacting mental health service utilization including 

enabling, need, predisposing structural characteristics, gateway providers, social norms, 

and expectancies. 

Enabling Factors of Early Childhood Mental Health Service Utilization 

Availability, accessibility and affordability of mental health services are important 

enabling factors. However, research on enabling factors of mental health services used by 

toddlers and preschoolers in child welfare is limited (Staudt & Williams, 2011).  

Availability. The availability of mental health services for toddlers and 

preschoolers is an enabling factor in mental health service utilization. Children are at risk 

of not receiving needed mental health services when there is no one trained to identify 

and advocate for appropriate mental health services (Kerker & Dore, 2006). Caregivers 

and families of children in child welfare enter a complex and often fragmented early 

childhood service delivery system. Caseworkers have reported limited availability of 

evidence-based services relevant for children birth to five involved in the child welfare 

system, however rates of early childhood mental health service providers in the 

community have not been studied (Hoffman et al., 2016). This evidence suggests 
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identifying mental health problems in early childhood may not be enough if there is no 

intervention available in the community developed to address the mental health needs of 

complex trauma and early childhood development. Policymakers and service providers 

report early childhood intervention services were isolated, including having separate 

funding streams making accessing multiple programs difficult for families (Wayne, 

Alkon, & Buchannon, 2007). Developmentally tailored services for very young children 

are limited, which may partially explain the gaps between service need and receipt 

(Hoffman et al., 2016).  

Availability of mental health services can vary by state. States have some 

flexibility implementing policies that govern their mental health systems. This has 

resulted in geographic differences in mental health service use between states. In a 

national survey of 45,247 children in 13 states, Sturm, Ringel, and Andreyeva (2003) 

found California, Florida, and Texas to have the highest rates of unmet mental health 

needs. In California and Texas children from high-income families are more likely to 

receive some mental health services than children from low-income families (Sturm et 

al., 2003).  

When services are available, they may not be appropriate to address the primary 

mental health concern identified in the assessment. Research conducted on trauma-

focused interventions is limited to Parent Child Interaction Therapy (PCIT) and Trauma-

Focused Cognitive Behavioral Therapy (TF-CBT), which have only begun to be 

researched with children of color, who are also overrepresented in child welfare services 

(Whitaker, 2015). This suggests more studies are needed with participants from racial and 
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ethnic minority and underrepresented backgrounds to assess the effectiveness of 

evidence-based interventions for children with complex mental health needs. 

One study by Staudt and Williams (2011) of child advocacy centers in one 

southern state found TF-CBT to be the most prevalent among the general child welfare 

population seeking mental health services. Within early childhood mental health 

interventions, Child Parent Psychotherapy, PCIT, and Parent Child and Infant Parent 

Psychotherapy are among some of the most commonly listed interventions to address 

early childhood trauma for children in child welfare (Cooper et al., 2010). However, 

research on the availability of evidence-based interventions in early childhood is limited. 

Early intervention for toddlers and preschoolers who experienced 

maltreatment is needed to reduce the impact of trauma and to strengthen children’s 

relationships with primary caregivers (Cooper, et al., 2010; Kelly & Barnard, 2000). 

However, finding effective services to meet these needs can prove difficult. When 

children experience mental health and behavior problems after complex trauma, there 

is often a lack of providers experienced in using evidence-based interventions to 

address their needs (Ko et al., 2008). 

Accessibility. Accessibility of services is an important enabling factor in 

accessing mental health services. There is limited research on the accessibility of mental 

health services for toddlers and preschoolers. Examining accessibility factors of mental 

health service utilization among school-aged children, Kerns et al. (2014) found 

geographic isolation from the needed services. School-aged children attending school-

based mental health services had higher rates of utilization than children referred outside 

of school (So, McCord & Kaminsky, 2019). Having flexibility in treatment options such 
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as providing mental health service in the children’s home can increase accessibility to 

services (Kerns et al., 2014). Parent interviews have identified more nuanced issues 

regarding the accessibility of mental health services. Staudt and Massengale (2015) 

interviewed parents and found parents described transportation barriers to services, such 

as owning cars with multiple mechanical issues and parents using public transportation 

were traveling hours to an appointment lasting 45 minutes.  

Accessibility to early childhood mental health services is challenging even with 

the passage in 1978 and the latest reauthorization in 2010 of the Child Abuse and 

Protection Treatment Act (CAPTA; P.L. 111-320). There are several barriers to accessing 

Part C services funded since 1997 through the reauthorization of the Individuals with 

Disabilities Education Act (IDEA; P.L. 94-142) and mandated under CAPTA, including a 

fragmented child find service, inconsistent screening and assessment, problems with data 

sharing, lack of parental engagement in services, and inadequate professional 

development for child welfare workers and early intervention specialists (Moxley et al., 

2012). Part C providers may not be familiar with the unique challenges associated with 

providing services to child welfare-involved families, such as the impacts of trauma on 

children’s ability to engage with a provider, being mandated to attend treatment, and the 

differing purpose of child welfare workers promoting child safety and Part C service 

providers’ direct services to children with disabilities and their families (Barth, 

Scarborough et al., 2007). Despite the intention of CAPTA and Part C to identify and 

serve the developmental and mental health needs of children birth to five in the child 

welfare system, there continues to be a significant number of children who need services 

but do not receive them (Burns et al., 2004; Horowitz et al., 2012; Ringeisen et al., 2009).  
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Wayne et al. (2007) conducted a statewide study to assess the early childhood 

system in California with 122 interviews and 24 focus groups consisting of 

administrators, service providers, policy makers, and parents. The results suggest that 

multiple problem families require concurrent services from multiple providers. 

Recommendations to better serve families with complex needs suggest having a single 

point of entry into the early childhood intervention systems of care, removing separate 

funding sources, and locating multidisciplinary teams together (Wayne et al., 2007).  

Affordability. Affordability is another enabling factor impacting mental health 

service utilization. A systematic review of barriers to seeking mental health services 

among school-aged African American youth identified affordability as a barrier to 

services in half of the included studies (Planey et al., 2019). A focus group of African 

American caregivers identified the need to focus on immediate financial needs, such as 

housing, as a barrier to paying for mental health services (Lindsey et al, 2013). African 

American youth reported concerns about formal mental health services being too 

expensive (Murry et al., 2011). Providers refusing to accept Medicaid and low Medicaid 

reimbursements for mental health services was also identified as a barrier to services 

(Mukoolo & Heflinger, 2011). 

Having health insurance helped reduce costs of the therapy and even improved 

mental health among parents. Parents with access to expanded Medicaid under the 

Affordable Care Act reported reduced psychological distress (McMorrow, Gates, Long & 

Kenney, 2017). However, for some children with health insurance, the cost of attending 

treatment related to transportation and caregivers missed time from work can prevent 

successful completion of treatment (Ruff, Aguilar, & Clausen, 2016). Smithgall et al. 
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(2009) found mental health therapists identified caregiver’s transportation and medical 

issues as barriers to attending mental health services. Coleman and Wu (2016) conducted 

a systematic review of factors impacting kinship caregivers accessing services for the 

school-aged children in their care. They concluded that a lack of personal resources was a 

barrier to services. These gaps in availability, accessibility, and affordability may 

contribute to the low rates of mental health service utilization for toddlers and 

preschoolers.  

Need Factors of Early Childhood Mental Health and Mental Health Service Use 

The presence of mental health problems in toddlers and preschoolers in child 

welfare is prevalent, potentially severe, and can impair functioning across the lifespan. 

Child welfare services are tasked with protecting the safety and permanency of the 

dependent children in their care from further harm and making referrals to appropriate 

services to improve child wellbeing after maltreatment is experienced (Stahmer, Sutton, 

Fox & Leslie, 2008).  

Presence of disorder. When a need for mental health service is identified as the 

presence of a mental health problem, it can be a major indicator of service utilization. 

Several studies examining early childhood mental health service utilization have 

identified mental health need as a predictor of service utilization. Burns et al. (2004) 

found children with a mental health need had greater odds of receiving mental health 

services than children without an identified mental health need (OR = 3.5, p < .01, CI = 

1.3, 9.5) with Horwitz et al. (2012; 2.97, p < .01, CI = 1.49, 5.91) and Ringeisen et al. 

(2009; OR = 5.21, p < .001, CI = 2.94-9.22) reporting similar findings. The studies by 

Burns et al. (2004) and Ringeisen (2009) had large sample sizes over 800, suggesting the 
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wide-ranging confidence intervals may be from a large range in CBCL scores among 

children receiving mental health services. In a study of 4-6-year olds, McCrae, Guo, and 

Barth (2010) found the likelihood of children receiving mental health services increased 

by 1.12 for each 1 point increase in CBCL score (p < .001). This suggests the presence of 

a mental health problem identified by a professional child welfare worker or mental 

health provider increases the odds of receiving mental health services compared to having 

no identified mental health need.  

The presence of a mental health problem is prevalent across child welfare 

placements. Leslie et al. (2005) examined the physical, developmental, and mental health 

needs of children involved in child welfare from ages 3 months to 5 years in a large urban 

county. Leslie et al. (2005) found 87% of children demonstrated a physical, 

developmental, or mental health need. Children placed with their birth parents had similar 

mental health needs as children placed in foster or kinship care (Leslie et al., 2005). 

Within early childhood, the presence of a mental health problem can vary by age group. 

Je et al. (2010) found preschool children had greater odds of having a mental health 

problem than infants or toddlers (OR = 3.4, p < .05, CI = 1.1, 10.8). These results suggest 

that mental health problems in preschool-age children become more complex over time 

and preschool children are more likely to have experienced multiple traumatic 

experiences compared to infants (Je et al., 2010). 

For many children birth to five a mental health disorder may be present but is not 

identified. Atypical emotional dysregulation in early childhood is a risk factor for mental 

disorders later in childhood (Ryan, O’Farrelly, & Ramchandani, 2017; Wakschlag, et al., 

2019). However, child welfare caseworkers and mental health providers may not be 
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trained to identify mental health and developmental problems in early childhood 

(Hoffman et al., 2016). Missed opportunities in early childhood to identify the presence 

of a mental health disorder ensures children to not get the services they need. 

Severity of disorder and impairment. The presence and severity of a mental 

health disorder may vary as children remain involved with child welfare services. For 

example, children can experience continuous placement disruptions resulting in 

additional overlaying negative impacts on their wellbeing (Speiker, Oxford, & Flemming, 

2014). Placement moves are related to children’s mental health and behavior problems 

(Barth, Lloyd et al., 2007). Children in out-of-home placements that had a CBCL score at 

a clinical level were more likely to change placement than their peers who scored below 

clinical levels (Barth, Lloyd et al., 2007). This evidence suggests that children receiving 

mental health services would be more likely to change placement than those not needing 

mental health services. For children entering child welfare services, their traumatic 

experiences may endure, creating ongoing mental health and developmental needs and 

the resulting need for ongoing assessments and referrals to early intervention services.  

Toddlers and preschoolers involved with child welfare services having a 

persistent mental health problem are not receiving the services they need. Horwitz et al. 

(2013) examined a national sample of children and found an elevated mental health need 

with children 12- to 18-months old predicted continuing mental health problems 18 

months later (OR = 9.18, p < .05, CI = 1.49, 56.64). Despite the high rate of mental 

health problems continuing into the preschool years, only 24% of children or their 

caregiver with a mental health problem received services (Horwitz et al., 2013). The 
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findings suggest mental health needs that are not addressed early in a child’s life continue 

without appropriate intervention. 

Predisposing Factors of Mental Health Service Utilization 

 For toddlers and preschoolers, predisposing factors are linked to mental health 

service utilization. The research on racial disparities in mental health service utilization 

for toddlers and preschoolers involved in the child welfare system is mixed. Horwitz et 

al. (2012) and Hurlburt et al. (2004) found race was a significant predictor with African 

American and Latinx children having lower odds of receiving mental health services than 

White children. However, Burns et al. (2004) and Ringeisen (2009) did not find race to 

be a significant predictor of mental health service utilization. This discrepancy between 

findings suggests mediating factors such as agency collaboration may impact racial 

disparities for children accessing mental health services. Hurlburt et al. (2004) found 

child welfare agencies with greater integration with mental health agencies experienced 

fewer racial disparities among African American children, but not Latinx children. There 

remains insufficient understanding of the causal pathways including individual, social, 

and organizational factors responsible for racial disparities in mental health service 

utilization (Garcia, Pecora, Harachi, & Aisenberg, 2012). 

  Age is a factor in mental health service utilization. Children aged 2 to 5 years old 

had lower odds of mental health service use (OR = 0.26, p < .01, CI = 0.16-0.44) 

compared to children 6 years and older (Hurlburt et al., 2004). Children 0-2 years old had 

lower rates of mental health service use (9%) compared to children 3-5 years old (29%) 

and this difference was significant (χ2 = 22.9, p < .001; Stahmer et al., 2005). Infants and 

toddlers receive fewer mental health services because providers may lack the specialized 
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training needed to identify mental health problems in early childhood (Williams et al., 

2012). Placement and placement change can impact mental health service utilization. 

Horwitz et al. (2012) found children in out-of-home placements such as foster care and 

kinship care had greater odds of receiving mental health services than those placed in 

their birth parents’ home (OR = 1.84, p < .001, CI = 1.07, 3.16) with Ringeisen et al. 

(2009) reporting similar findings (OR = 4.39, p < .001, CI = 1.05, 18.35). 

 Children placed with their birth parent may have been removed and placed in an 

out-of-home placement before reunification. For this reason, it is important to identify the 

impact of placement change and mental health services on children when examining 

mental health services with parents and children. Approximately 25% to 50% of children 

experience more than two placements while in out-of-home care (Barth, Lloyd et al., 

2007). Children with multiple placements while involved with child welfare may affect 

children’s mental health service utilization. 

Structural Characteristics of Mental Health Service Utilization 

Structural characteristics identify the role federal, state and local policy has in 

shaping child welfare and mental health services. For this dissertation, structural 

characteristics focus on child welfare and mental health policies and regulations 

impacting service use. Child welfare and early childhood mental health policies were 

developed by generations of advocates dedicated to helping infants, toddlers and 

preschoolers. Early childhood mental health has evolved from the identification of mental 

health need through home visiting services to a comprehensive array of evidence-based 

interventions. In 1973, Selma Fraiberg and colleagues identified the need for home-based 

interventions to address the mental health needs of children birth to three (Weatherston, 
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2000). The battered child syndrome was conceptualized by Henry Kempe in 1963 after 

evidence was published regarding the severe physical consequences of children being 

abused by their overstressed parents (U.S. DHHS, 2011). This led to political action 

demanding federal legislation detailing child abuse regulations, and ultimately, the 

passing of CAPTA (P.L. 93-247) in 1974 (U.S. DHHS, 2011). Early childhood home 

visiting programs have been developed and research awards from the Affordable Health 

Care Act have attempted to fund research evaluating the effectiveness of these programs 

(U.S. DHHS, 2011). Mental health interventions for toddlers and preschoolers in child 

welfare emerged from these origins into 11 interventions supported or well supported by 

research evidence according to the California Evidence Based Clearinghouse (2017). 

However, their availability and affordability to children in child welfare remains limited 

(Hoffman et al., 2016). 

Mental health policies. Several major laws have passed mandating services for 

eligible toddlers and preschoolers. The Medicaid provisions of the Social Security Act 

(Title XIX) were designed to improve the quality and accessibility of medical services for 

people living in poverty (Shonkoff & Meisles, 2000). The Medicaid provision provided 

for the Early and Periodic Screening, Diagnosis and Treatment Program (EPSDT), which 

mandates the early and periodic medical, dental, vision, and developmental screening, 

diagnosis, and treatment of children with Medicaid under age 21 (Shonkoff & Meisles, 

2000). For toddlers and preschoolers living in poverty and qualifying for Medicaid, 

EPSDT requires screening for developmental and behavioral problems in relation to the 

context of the caregiver relationship and provides funding for children to receive mental 

health and developmental services to address these problems (U.S. DHHS, 2017). 
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EPSDT funding can be limited to interventions for individuals with established 

psychiatric conditions, but many early childhood mental health interventions are focused 

on the relationship between parent and child (Ash & Williams, 2016). EPSDT funding 

varies between states and families seeking services with multiple service providers may 

have to navigate different eligibility criteria for each service (Wishmann, Kates, & 

Kaufmann, 2001). In a survey of early childhood mental health services in 46 states, 34 

reported Medicaid coverage of 6 out of 8 evidence-based interventions (Smith, Granja, 

Ekono, Robbins, & Nagarur, 2016). This suggests funding gaps between states leaving 

some families without funding to access needed interventions. 

 The State Children’s Health Insurance Program (SCHIP) was created in 1997 

under Title XXI of the Social Security Act and expanded coverage for mental health 

services for children living in low-income working households (Shonkoff & Meisles, 

2000). Between 2013 and 2015, 1.7 million children gained medical insurance coverage 

because of Medicaid/SCHIP program expansions related to the Affordable Care Act 

implementation (Alker & Chester, 2016). Despite the advances in early childhood mental 

health services created by EPSDT and SCHIP, the availability and accessibility of 

services remains insufficient because of the funding gaps (Alker & Chester, 2016). 

Child welfare policies. Major child welfare legislation has also attempted to 

address the mental health needs of toddlers and preschoolers involved with child welfare. 

The reauthorization of the CAPTA (P.L. 108-36) in 2003 and the most recent 

reauthorization of CAPTA in 2010 (P.L. 111-320) required mandatory referrals to Part C 

services to assess children under three years old and in child welfare for behavioral and 

developmental needs (Moxley, Squires, & Lindstrom, 2012; U.S. DHHS, 2011). The 
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passage of CAPTA however did not significantly increase enrollment in Part C services 

for children in child welfare services, suggesting children with mental health needs are 

not receiving services for which they may be eligible (Ward, 2009).   

Federal mental health policies vary at the state level and county level. This 

dissertation involves participants in the State of Maryland. Although no state-specific 

definitions of early childhood mental health are provided within Maryland’s child welfare 

regulations, there is general guidance for children involved with child welfare and placed 

in out-of-home care (COMAR 10.09.65.13). The State specifies collaboration between 

the Department of Human Resources (operating child welfare services) and the 

Department of Health and Mental Hygiene (operating state mental health services). The 

State requires dependent children have access to mental health services if eligible and 

that coordination of services between child welfare and mental health occur to provide 

continuous services if the child moves to a different level of child welfare placement or 

moves to a different geographic area (Maryland Social Services Administration, 2014). 

However, how continuous mental health services is operationalized in each jurisdiction is 

not clear and may vary by the availability and accessibility of early childhood mental 

health services in each child welfare jurisdiction. Additional case management for all 

eligible children in child welfare provides a range of mental health care coordination 

from 3 hours to 15 hours per month (COMAR 10.09.90). The State of Maryland also 

allows for Medicaid coverage for assessment of early childhood mental health, early 

childhood mental health consultation, and early childhood mental health services 

provided in the child’s home (Smith et al., 2016). Under Part C of IDEA, the State of 

Maryland provides early intervention services, called the Maryland Infant and Toddlers 
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Program, at no cost to eligible children birth through 2 years of age. The Maryland Infant 

and Toddlers Program is implemented by the Maryland State Department of Education 

through local school districts to provide implementation and coordination of early 

intervention services (Maryland State Department of Education, 2018). 

Child welfare policies require parents to be an active participant in service as part 

of family-centered practice (Mischen, 2010). Parents involved in child welfare are often 

mandated to attend an array of therapeutic services to address their own as well as their 

children’s mental health needs (Estefan, Coulter, VandeWeerd, Armstrong, & Gorski, 

2012). Mandated services are not always available or accessible, leading parents and 

children to struggle in meeting their complex mental health needs within the mandated 

timeline for service utilization (Alpert, 2005). Parental cooperation even with mandated 

services is a fundamental factor affecting mental health interventions, treatment, and 

decision-making (Platt, 2012). However, parents’ perspectives of this process are rarely 

captured in research. Estefan et al. (2012) interviewed parents attending a therapeutic 

parenting program for parents with child welfare-involved children. Although parents 

feel the therapeutic parenting intervention met their needs for parenting support, many 

parents reported not feeling empowered in developing their service plans that led to the 

services received. Parents also reported their service plans were not flexible to include the 

additional complex stressors that occur during mandated services. This challenge 

indicates a need for more flexible service plans to address the changing stressors of 

families mandated to attend therapeutic services.  

Child welfare and mental health policy changes affect organizational level factors 

impacting mental health service utilization. Training child welfare caseworkers has been 
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linked to an increase in knowledge of children’s mental health issues and identifying 

children’s mental health problems (He et al., 2015; Fitzgerald et al., 2015). Bai, Wells, 

and Hillemeier (2009) found increased collaboration between caseworkers and other 

providers increased mental health service utilization.  

Organizational practices. Policies encouraging collaboration between child 

welfare and mental health agencies can impact mental health service utilization. The lack 

of collaboration between caseworkers and mental health providers contribute to a 

situation where children often fail to receive the mental health services they need (Kerns 

et al., 2014). When children receive early childhood mental health interventions, they 

often involve multiple providers with little coordination (Wayne et al., 2007). This lack 

of coordination across multiple agencies such as mental health, developmental, medical, 

and child welfare can result in children not receiving services to address children’s often 

complex needs and child welfare agencies’ failure to provide legally mandated mental 

health services (He et al., 2015). Inadequate organizational resources, confidentiality 

restrictions, gaps in agency-level processes, having different theoretical frameworks at 

the organizational level, and unrealistic expectations of what can be accomplished acted 

as barriers to collaboration (Darlington, Feeney, & Rixon, 2005).  

Gateway Providers and Mental Health Service Utilization 

Child welfare caseworkers, mental health providers and parents are the 

gatekeepers or brokers of services for dependent children. Child welfare caseworkers 

connect children and their caregivers to needed mental health and developmental services 

through contacting providers, navigating waitlists, and providing transportation 

(Fitzgerald et al., 2015). However, child welfare caseworkers may also serve as barriers 
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in some cases. Ethnic bias among professionals working with families can also create 

mistrust between a family and provider. Ayon (2009) found negative perceptions among 

caseworkers towards immigrant Latinx families who advocated for resources. Parents’ 

communicating in Spanish and requesting child welfare documents in Spanish were 

perceived by child welfare workers as being non-cooperative (Ayon, 2009). This finding 

suggests ethnic bias also needs to be assessed in studies on service utilization. 

Dependent children rely on caregivers and caseworkers to guide them into and 

through mental health treatment. However, child welfare caseworkers or caregivers 

without prior knowledge of the mental health service system are less likely to be able to 

connect children to the mental health services they need (Ayon, 2009; Kerns et al., 2014). 

Mental health services were accessed at a lower rate when considering children raised in 

a vulnerable family environment (Thompson et al., 2007), which is representative of 

children in child welfare. The reliance on caseworkers and parents to navigate needed 

services suggests interventions need to be targeted at these gatekeepers of services. 

The context of children’s behavior problems is important for identifying a need 

for mental health services. Williams et al. (2012) found child welfare staff exposed to a 

brief training on the impact of trauma on children birth to three increased rates of 

appropriate referrals to mental health services, with the most dramatic increases among 

children whose mothers used substances prenatally. Despite toddlers and preschoolers 

involved with child welfare being at risk for mental health problems, there remains a gap 

in child welfare and mental health providers’ knowledge about how mental health 

problems are experienced and how their symptoms are expressed.  
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Social Norms of Mental Health Service Utilization  

Social norms are like social pressure where a parent is motivated to participate in 

services depending on what he or she thinks others in their situation do and depending on 

the extent that important people in their lives (e.g., spouse, relatives, neighbors, friends) 

are supportive of it (Olin et al., 2010). These social norms of the parents’ social network 

can create a push towards services or a pull away from services (Costello et al., 1998).  

Lindsey et al. (2013) conducted focus groups with African American adolescents and 

caregivers to understand factors impacting mental health service utilization. The findings 

from Lindsey et al. (2013) suggest social norms such as what close family and friends 

feel one ought to do created a social stigma around attending mental health services. For 

example, one caregiver reported being criticized for sharing family information with 

mental health service providers. This finding is important to consider when applied to 

social norms of parents of toddlers and preschoolers seeking help outside the family.  

Parents’ Expectations of Mental Health Services 

The parents’ expectations of mental health services are informed by cultural 

factors and past experiences using mental health services. For African American and 

racial and ethnic minority parents, there exists a mistrust of mental health professionals 

(Molock et al., 2007), which results from past mistreatment in the mental health system 

(Breland-Noble, Bell, & Nicolas, 2006). The effects of this past mistreatment are passed 

down through generations to contribute to current negative expectations of mental health 

services (Lindsey et al., 2006). Lindsey et al. (2013) found caregivers reported 

apprehension about the effectiveness of therapy, with apprehension the most important 

factor in agreeing to services. Briggs and McBeath (2010) suggest mental health service 
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providers and parents discuss client expectations to effectively address ambivalence 

towards treatment, especially when negative expectations are present. Staudt and 

Massengale (2015) interviewed parents involved in child welfare about their expectations 

for mental health services, finding parents’ expectations of what therapy would do for 

them (e.g., help with housing and financial resources) were different than the services 

provided (e.g., counseling and medication). The research on parent expectations 

demonstrates possible negative factors that could impact mental health service use, 

especially among racial and ethnic minority families. 

Limitations of the Extant Research 

Current research on early childhood mental health service utilization is limited, 

creating an opportunity to study service delivery and improve children’s mental health 

outcomes. Initial studies on children of all ages involved with child welfare accessing 

mental health and developmental services focused on data sets available from the 

National Survey on Child and Adolescent Wellbeing (NSCAW; Burns et al., 2004; 

Hurlburt et al., 2004; Leslie et al., 2000; Martinez, Guido, & Lau, 2013). This provided 

the needed national samples of children involved in child welfare and mental health. 

Hurlburt et al. (2004) reported mental health need among children in foster care ranged 

from 35% to 85% as indicated by the Child Behavior Checklist (CBCL) score with 42% 

of all children across child welfare settings having a mental health need. These studies 

also helped to establish empirical evidence suggesting children in child welfare have 

significant mental health needs, but often do not receive the needed mental health 

services (Hurlburt et al., 2004; Leslie et al., 2000; Martinez, Guido, & Lau, 2013). 
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However, none of these studies used separate multivariate models for toddlers and 

preschoolers when analyzing the odds of mental health service utilization. 

To address the research gap in mental health service utilization among toddlers 

and preschoolers in child welfare, several studies used the NSCAW data in separate 

models focused on early childhood (Burns et al., 2004; Horwitz et al., 2012; Ringeisen et 

al., 2009). County-level studies have tested education and screening interventions to 

address early childhood mental health problems among children involved with child 

welfare services (Williams et al., 2012). However, despite empirical evidence suggesting 

children placed with their birth parents are less likely to receive services (Burns et al., 

2004; Horwitz et al., 2012; Ringeisen et al., 2009), no studies have asked the parents how 

they experience mental health services for toddlers and preschoolers while working with 

the child welfare system. 

Qualitative literature examining mental health service utilization focused on 

toddlers and preschoolers in the child welfare system is extremely limited. Hoffman et al. 

(2016) interviewed child welfare caseworkers regarding facilitators and barriers to mental 

health services for toddlers and preschoolers on their caseload. However, no known 

qualitative or mixed-methods studies exist exploring the experiences of parents of 

toddlers and preschoolers accessing mental health services. This is a large gap that is 

missing from the literature. This dissertation addresses this gap in the literature using a 

mixed-methods approach to understand parents’ experiences accessing early childhood 

mental health services. 
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Research Questions  

 Toddlers and preschoolers involved in child welfare and placed with their birth 

parents have lower odds of receiving mental health services then children in other 

placements (Burns et al., 2004; Horwitz et al., 2012; Ringeisen et al., 2009) despite 

having a mental health need. However, there remains a gap in the research on children 

placed with their birth parents and mental health service utilization. This study seeks to 

expand the research knowledge to understand the experiences and perspectives of parents 

of toddlers and preschoolers when accessing mental health services.  

The primary research question is: What are the overall experiences and 

perspectives of parents when accessing services for mental health problems for their child 

welfare-involved toddlers and preschoolers?  

Specific research questions are:  

(1) What are the current levels of parent stress and child behavioral needs? 

(2) How were the child’s mental health needs identified before using services?  

(3) How do parents perceive the role of their child’s mental health need, race, 

income, legal system, service system, and service providers related to their service 

utilization experience?  

(4) What are the parents’ experiences with service providers such as caseworkers, 

mental health providers, developmental providers, and education providers?  
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CHAPTER 3: Method 

Overview 

This study used a mixed-methods approach to collect and analyze data to describe 

the experiences and perspectives of parents of children 1.5 to 5 years old involved in 

child welfare and accessing mental health services. Primary studies of parents’ 

experiences and perspectives when accessing mental health services are needed to 

advance the conceptual framework of health behavior models and to improve child 

welfare and mental health services for children and families (Babitsch, Gohl, & 

Lengerke, 2012).  

Study Design  

This study used a QUAL + quant mixed-methods approach. Qualitative semi-

structured interviews were used as the primary method, while quantitative demographic 

and standardized measures were used as the secondary method (see Figure 5). A mixed-

methods approach was needed in this study because using one method would be 

insufficient to answer the research questions (Creswell & Plano Clark, 2017). Using a 

primarily qualitative research approach to mixed methods is effective in understanding 

phenomenon where research is limited, such as participants’ experiences and perceptions 

of early childhood mental health service utilization (Creswell & Plano Clark, 2017). 

Integrating qualitative and quantitative data allows for a more comprehensive 

understanding of participants’ experience with mental health services for toddlers and 

preschoolers than just using one method (Wisdom, Calavari, Onwuegbuzie, & Green, 

2012). Semi-structured interviews collected in-depth data on participants’ perceptions 

and experiences in accessing mental health services. Semi-structured interview questions 
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focus on participants’ experiences with the systems they interact with, such as child 

welfare and mental health, as well as participants’ own perspectives of children’s mental 

health during early childhood. Specifically, the semi-structured interview questions aim 

to engage participants to discuss factors impacting their decision to access mental health 

services including: (1) Enabling, (2) Need, (3) Predisposing, (4) Structural, (5) Social 

norms, and (6) Expectancy of services. Demographic data and measures collected 

participant information, current child behavior problems, and participant stress levels. 

Using a concurrent mixed method design, the qualitative and quantitative data was 

collected at the same stage (Creswell, Plano Clark, Gutmann, & Hanson, 2003). The 

results of the qualitative and quantitative data were triangulated to describe participants’ 

experience of children's mental health problems and the services provided to address 

these problems. 

Figure 5. Study Design 
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 All study procedures were reviewed and approved by the University of Maryland, 

Baltimore, Institutional Review Board in September 2017 with subsequent approval for 

study modifications. The Maryland Department of Human Services (MD DHS) Social 

Services Administration (SSA), MD DHS Research Review Board approved the study for 

participant recruitment within local departments of social services (DSS) in December 

2017 with a Memorandum of Understanding from MD DHS approved in March 2018. I 

received a dissertation grant from the University of Maryland to fund the $25 payments 

to participants, study cell phone, and printing costs for study flyers. 

Study Sites 

Community Mental Health Center. This center is in an urban area and offers a 

broad array of services to prevent and treat child maltreatment.  Services include: (1) 

Circle of Security, (2) Parent Child Interaction Therapy, (3) Trauma-Focused Cognitive 

Behavioral Therapy, (4) Home visiting, (5) Parent leadership and support groups, (6) 

Community education, (7) Outreach and training, and (8) Public policy and advocacy.  

DSS.  MD DHS is the statewide regulatory agency for all local DSS jurisdictions 

providing oversight of Federal and State policies, and technical assistance. Four local 

DSS jurisdictions were partners for participant recruitment. One DSS jurisdiction is in an 

urban area and three located in surrounding suburban counties. Each local DSS 

jurisdiction is responsible for providing financial assistance, child support, child and 

adult protective services, in-home services, foster care and adoption to its residents. 

Recruitment and Sample 

  Recruitment. This study recruited participants from one community mental health 

center and four local DSS jurisdictions. Two different recruitment methods were used for 
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each type of study site. Recruitment procedures at the community mental health center 

were developed to ensure participants involvement in the study was confidential. 

Participants were only self-referred to the researcher. Study flyers (Appendix A) were 

distributed to program managers of outpatient services such as mental health services and 

parenting services. Additionally, flyers were posted in the agency welcome area, where 

clients of the agency could view the flyer. Potential participants interested in the study 

contacted the researcher using the phone number listed on the flyer. The phone number 

and phone were used only for the current study and accessed by the researcher. 

Participants could call or text the researcher on the study phone. The researcher 

conducted eligibility screening of potential participants by phone and if eligible, the 

research briefly described the procedures for the in-person interview.  

Recruitment procedures at the local DSS agencies were developed with Maryland 

DHS to follow required research protocols for recruiting participants receiving services 

from Maryland DHS. At local DSS sites, staff identified potential participants, handing 

them a flyer developed for use at local DSS sites (Appendix B). Interested participants 

completed a consent to be contacted form (Appendix C) and gave the form to DSS staff. 

DSS staff sent the consent to be contacted for to the researcher. The researcher contacted 

potential participants, assessing eligibility and finding a location to meet for the 

interview.  

Sample. The current study used purposeful sampling to identify 10  birth parents 

as participants. All ten participants in the study identified as African American for their 

primary racial group with one participant identified as Japanese for their secondary racial 

group. Eligibility criteria includes birth parents who have accessed mental health services 
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in the past 6 months or are currently engaged in mental health services with their child 

1.5 to 5 years old (18 months to 71 months) and involved with child welfare in the past 

12 months. Children can be six years old at the time participants consented for the study 

as long as they were under six years old when the child began mental health treatment. 

For the community mental health center, mental health service utilization and child 

welfare involvement was measured by parent self-report during the phone eligibility 

screening and during the in-person interview. For participants from local DSS sites, 

involvement in mental health service utilization was measured by participant self-report 

and child welfare involvement was measured by participant-self report and the selection 

of participants by child welfare staff. Participants have been involved in the child welfare 

system in the past 12 months when accessing mental health services to ensure recent 

child welfare involvement of participants. Exclusion criteria included parents of children 

who have not been referred to or participated in mental health services, and parents not 

comfortable communicating in English.  

Participants had circumstances that required a variable, structured inclusion 

criteria for the semi-structured interviews and the measures section of the study. For the 

current study mental health services were defined as any supportive service addressing 

the identified child’s social emotional, mental health or behavioral need which involved 

the child individually or the parent and child together. Child welfare involvement is 

defined as any type of contact by the local DSS agency to investigate or provide services 

related to a child maltreatment report or concern. Although only one birth parent is 

required for the semi-structured interview, families with two birth parents attending 

mental health services for their children had both birth parents, when applicable, invited 
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for the semi-structured interview. For this study only one parent for each child attended 

the semi-structured interview. However, if two parents were available, both parents 

would have provided more in-depth description of their experience and perspectives, thus 

outweighing the negative implications of a heterogeneous sample in qualitative research 

(Robinson, 2014). If two parents participated in semi structured interviews, the parent 

with the most involvement in their child’s mental health service use would be asked to 

complete the parent survey and the measures. This would have helped to reduce 

participant burden by completing only one set of measures and avoid challenges of 

consistency to inter-rater reliability by having only one parent complete all the measures. 

Participants with more than one child 1.5 to 5 years old, involved with child welfare, and 

attending mental health services were asked to select one child whose experiences 

accessing and using mental health services allowed parents to provide in-depth responses 

during the semi-structured interviews. During the measures stage of the study, 

participants were asked to respond to the questions based on the child discussed in the 

semi-structured interviews.  

Procedures 

The interviews took place from February 2018 to November 2019 in a 

confidential space convenient to participants such as public libraries, a university, and a 

restaurant. Once participants consented to be in the study, semi-structured interviews 

were conducted to obtain qualitative and quantitative data. Participant consent was also 

obtained to have the semi-structured interviews audio recorded. Semi-structured 

interviews (see Appendix D for interview guide) lasted between 28 minutes and 72 

minutes. Questions during the interview followed an open-ended format for each question 



51 
 

along with follow-up prompts to explore participants’ responses. Following the semi-

structured interviews, participants were asked to complete a demographic survey, the 

Child Behavior Checklist (CBCL), and the Youth Services Survey for Families (YSS-F). 

The measures took participants approximately 30 minutes to complete. The measures 

were either completed directly by participants or by the researcher reading the questions 

to participants and recording participants verbal responses to each question. Reasons for 

the researcher recording a participant answer on the quantitative measures were due to 

participant request, often when multiple children were in the room. This allowed the 

participant to focus on answering the questions being asked by the researcher. Following 

the completion of the demographics survey and measures, participation in the study was 

complete. The total duration of each interview and completion of paperwork for the study 

was approximately two hours. There was no direct follow up with participants to share 

interview transcripts. I did share concepts discussed in the interview with participants at 

the end of each interview. For example, some participants wanted to clarify their 

experience to emphasize significant barriers or facilitators in their path to services. With 

other participants, I reviewed what I perceived to be their significant experiences 

accessing services. Participants confirmed or clarified my description of their experience. 

Participants consenting to participate in the study received $25 cash. Cash was 

given when participants completed the interviews; if participants terminated the study 

prior to completing the interview or the measures they still received the $25 cash. This 

reduced harm and participant burden to participants voluntarily deciding to terminate the 

interview or measures. In addition, I provided each participant with an information sheet 

containing resources for early childhood mental health and related supports. This 
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resource information sheet was developed with the agencies participating in this study to 

provide relevant referral information to participants. 

Quantitative Measures 

Several scales were used in this study to provide answers to the research 

questions. The Youth Services Survey for Families (YSS-F) was used to answer the 

following research questions:  

• Primary research question: What are the experiences and perspectives of parents 

when accessing services for mental health problems among their child welfare-

involved toddlers and preschoolers. 

• Specific research question 3: How do parents perceive the role of their child’s 

mental health need, race, income, legal system, service system, and service 

providers related to their service utilization experience?   

The Parent Stress Scale, Psychological Distress Scale, and the Child Behavior 

Checklist 0-5 (CBCL) was used to answer the following research question: 

• Specific research question 1: What is the current level of parent stress and child 

behavioral need? Specific research question 1 is related to parent stress and parent 

psychological distress.  

The parent survey was used to answer the following research question: 

• Specific research question 4: What is the parents’ experience with service 

providers such as caseworkers, mental health providers, developmental providers, 

and education providers? The parent survey provides answers to specific research 
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question 4 including participants child’s time in an out-of-home placement and 

the services used by the participants’ child. 

Parental satisfaction with mental health services is measured with the Youth 

Services Survey for Families (YSS-F; Appendix F). The YSS-F is a 26-item validated 

measure in the public domain developed from a task force of mental health 

administrators, consumers of mental health, and providers of mental health services 

(Shafter & Temple, 2013). The YSS-F measures five specific domains of parental 

satisfaction with mental health services including outcomes of services, satisfaction, 

cultural sensitivity, participation, and access to services (Shafter & Temple, 2013). The 

responses are based on caregiver report of service experiences over the past 6 months, 

and responses indicate the caregiver’s level of agreement with statements about the 

family’s service experiences. Caregivers are asked about their agreement (Strongly 

disagree = 1 to Strongly agree = 5) with statements related to mental health services 

such as “I helped to choose my child’s services,” “The location of services was 

convenient for us,” “Staff were sensitive to my cultural and ethnic background,” “My 

child is better at handling daily life” and “I have people whom I am comfortable talking 

with about my child’s problems”. Responses are scored on a continuous scale with higher 

scores indicating higher level of satisfaction of services. All responses were summed for 

a total score on the YSS-F. Responses for items within a domain were summed providing 

a total score for each of the five domains. Psychometric properties of the YSS-F suggest 

good internal consistency with a coefficient alpha of 0.86 for the entire scale with 

subscale alpha's ranging from 0.73 for access to 0.93 for outcomes and satisfaction 

(Shafter & Temple, 2013). 
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Parent stress is measured by using the Parent Stress Scale, composed of four 

questions adapted from the Child Development Supplement of the Panel Study of Income 

Dynamics and the Fragile Families and Child Wellbeing Study (Appendix E, item 20; 

Hofferth, Davis-Kean, Davis, & Finkelstein, 1997; Reickman, 2001). Participants were 

asked to indicate agreement (0 = strongly disagree to 3 = strongly agree) with the 

following four statements: “Being a parent is harder than I thought it would be,” “I feel 

trapped by my responsibilities as a parent,” “I find that taking care of my child(ren) is 

much more work than pleasure,” and “I often feel tired, worn out, or exhausted from 

raising a family.” Totals for each item were used to describe the level of parent stress. 

The sum of the four items were used as a total mean score to measure parenting stress 

with a higher mean score indicating more parenting stress with a possible score ranging 

from 0-12.  The Cronbach’s alpha for the four items adapted for this study have ranged 

from 0.66 (Cooper, McLanahan, Meadows & Brooks-Gunn, 2009) to 0.69 (Hofferth, 

Davis-Kean, Davis, & Finkelstein, 1997).  

Parent psychological distress is measured by using the Kessler-6 Psychological 

Distress Scale, a scale composed of 6 questions (Kessler et al., 2002). Participants were 

asked to indicate agreement (1 = all of the time to 5 = none of the time) with the 

following six statements: “During the past 30 days, about how often did you feel…”, 

“nervous?”, “hopeless?”, “restless or fidgety?”, “so depressed that nothing could cheer 

you up?”, “that everything was an effort?”, and “worthless?”. For this study responses to 

the six questions were recoded (0 = none of the time to 4 = all of the time) and to allow 

for higher scores indicating more parent psychological distress and the sum of the 6 items 

were used as a continuous scale (0-24) to measure parent psychological distress. Levels 



55 
 

of distress were added to the analysis of the total score for each participant (no 

psychological distress = 0, low psychological distress = 1-5, medium psychological 

distress = 6-10, high psychological distress = 11-24; Forman-Hoffman et al. 2014).  

Child need for mental health services is measured with the Child Behavior 

Checklist 1.5-5 (CBCL; Appendix G), which is used in service delivery research as a 

measure to indicate the need for mental health services and identify the level of behavior 

problems (Hurlbert et al., 2004). It consists of an omnibus scale and several subscales 

that measure specific behavior constructs (Achenbach & Rescorla, 2000). The total 

problem behavior subscale sums the responses to the problem behavior items; the 

internalizing subscale consists of 32 questions related to internalizing behavior items; and 

the externalizing subscale consists of 45 questions related to externalizing behaviors 

identified on the CBCL. Caregivers report on 99 problem items by indicating the degree 

(not true = 0 to very true or often true = 2) to which each statement describes their child 

such as “Destroys his/her own things” and “Disturbed by any change in routine.” The 

Cronbach’s alpha for the CBCL indicated a high level of internal consistency across 

subscales including total problem behavior (.95), internalizing (.89) and externalizing 

(.92; Achenbach & Rescorla, 2000). Sensitivity for the CBCL has ranged from .79 to .97 

with specificity ranging from .70 to .92, suggesting the CBCL has adequate ability to 

detect children with mental health problems and children who do not when assessing for 

clinical need (Briggs-Gowan et al., 2013). This dissertation used the sum of participants 

responses on the CBCL to calculate the total, internalizing and externalizing subscale 

scores. The higher the total, internalizing, and externalizing scores on the CBCL, the 

greater the mental health need. Raw scores were used to identify the level of clinical need 
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of participants’ children, with a raw score in the borderline clinical range and clinical 

range to indicate a mental health need. Mean CBCL scores for the total score and nine 

sub scales were coded as a dichotomous variable to indicate mental health need in the 

clinical range or not in the clinical range (0 = no clinical need, 1 = clinical need). Mean 

CBCL scores were calculated to compare participants mean scores with the national 

normative sample. The CBCL is not a diagnostic tool to determine the presence or 

absence of a mental illness, but rather used to describe children’s behavior.  

Parent demographics is measured using the parent survey. The parent survey 

was constructed for this study to ask questions specific to parenting children in early 

childhood and mental health service utilization. The parent survey (Appendix E, items 1-

19) consists of descriptive information of the participants each participant such as their 

age; race; gender; marital status; employment/income status; education; if child was 

removed from parents’ home and if yes, duration of removal; age of child receiving 

services; number of children; method of transportation for appointments; and housing 

status. The parent survey was constructed for this study and does not have previous tests 

for reliability and validity.  

Data Analysis 

The qualitative analysis was conducted using NVivo12 (QSR International, 2020) 

and the descriptive quantitative analysis used Stata 14.2 (Statacorp, 2015). The research 

questions are addressed through an integration of the data from the semi-structured 

interviews, parent survey, parental stress questions, YSS-F, and the CBCL (see Table 1).   

Qualitative data analysis. The semi-structured interviews consisted of one-time 

interviews that were audio recorded and transcribed. Data from the semi-structured 
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interviews were analyzed using a pragmatic realist approach (Miles, Huberman, & 

Saldana, 2014). The pragmatic realist approach identifies regularities and sequences that 

link together phenomenon, and from these patterns, constructs are created that underlie 

individual and social life (Miles et al., 2014). The approach described by Miles et al. 

(2014) uses simultaneous data collection and analysis to inform each other, having the 

researcher remaining open to varied explanations or understandings of the data.   

For this dissertation, each interview was audio recorded after participant consent, 

and sent to a professional transcriptionist. Based on prior theory, research, and the 

conceptual model for this study a provisional “start list” of codes (Miles et al., 2014) 

associated with mental health service utilization such as access, availability, mental 

health need, race/ethnicity, social norms, expectations and structural characteristics were 

developed before semi-structured interviews. However, these codes were either kept, 

transformed into new codes, or deleted when compared to the data from the semi-

structured interviews. The first cycle of coding consisted of mostly in vivo (using 

participants words or phrases as codes), descriptive (summarizing participants words into 

a single word), emotional (labels the emotion participant is experiencing), and process 

coding (labels process participant is describing; Miles et al., 2014). During the second 

cycle, coding patterns were labeled and identified and then categorized through grouping 

first cycle codes together that represent similar phenomena. From these categories, 

constructs were identified describing participants’ experience with mental health service 

utilization. Following the first and second cycle of coding, I used three distinct cycles of 

coding using focusing strategies and focused coding (Saldana, 2015) allowing for the 

qualitative themes and subthemes to tell the participants’ story accessing mental health 
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services and child welfare involvement. In addition to the codes and themes from the 

interviews, participant quotes were used to provide deeper context of participants 

experience with mental health services. 

All participants were asked for feedback on the questions in the semi-structured 

interview and the interview transcripts were analyzed for the potential to revise the 

questions in future interviews if needed. This process corrected questions that may be 

irrelevant to participants or do not elicit a deep exploration by participants. In the first 

interview, the participant found the questions about child welfare and mental health 

services overlapping and was confused about the question asking about child welfare or 

mental health. After the first interview, a phrase was added to the beginning of the 

interview questions that stated the questions are about child welfare services.  A second 

phrase was added to state the next set of questions were about mental health services. 

After updating the language for clarity on the semi-structured interview guide, future 

participants did not report any confusion about a question being related to mental health 

or child welfare services.  

Data saturation in qualitative research is "data adequacy" or collecting data until 

no new information is obtained (Morse, 1995; Saunders et al., 2017). I used this 

definition of saturation to determine when there were no new development of themes or 

subthemes in the analysis to add to the parents’ experience accessing mental health 

services. I operationalized saturation to be consistent with the research questions, and the 

working theoretical model (Saunders et al., 2017). For example, after the 9th interview, 

the data showed no new themes emerging and the existing data collected sufficiently 

answered the research question to understand parents’ experiences. I began a process to 
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determine if data saturation was reached. I consulted with committee members and peers 

not affiliated with the study to determine the adequacy and depth of the data to add a 

significant contribution to the literature (Morse, 2015). The decision of saturation 

involved analyzing the context of the study. The data collection phase of this study was 

determined to be completed because of the adequacy of data saturation (Morse, 1995; 

Saunders et al., 2017) and the contribution to conceptualizing early childhood mental 

health services (Thorne, 2020).  

Researcher bias. Eliminating researcher bias in a primarily qualitative study is 

impossible so the goal is to understand researcher bias and use it productively (Maxwell, 

2005). Being aware of researcher values and expectations can reduce the negative 

impacts researcher bias may have on the conduct and conclusions of this dissertation 

(Maxwell, 2013). Having clinical experience with a similar population participating in 

this dissertation, I was aware of my role as a researcher. I was also mindful to understand 

every parent has a unique story to share and it is my purpose as a researcher to be able to 

provide a positive and trusting environment for this sharing to be possible. I am a White 

male conducting semi-structured interviews with all participants identifying as African 

American and mostly female.  

Using reflexivity, such as memoing, during the research process identified how 

these factors may affect my interaction with participants.  The setting for the interview 

provided the initial context for the level of trust between me and participants. For 

example, after writing about my experience interviewing at the university, I realized 

participants may not feel comfortable having to sign in at a security desk with a 

uniformed police officer. Participants were questioned regarding why they were at the 
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university. Being questioned may have developed some mistrust before beginning the 

interview process. Participants meeting at a community library felt more comfortable 

with the setting. After interviewing one participant in a community library, they went to 

an appointment with the local department of social services, located down the hallway in 

the same library.  

One example of how bias impacted the interview occurred with an interview the 

participant chose to have at a local fast food restaurant. After setting up in a semi-private 

corner of the restaurant I discovered a sign on the wall stating this area was used as a 

local police interviewing area. This may have inadvertently created an environment 

where African American participants may not feel comfortable to speak openly about 

their experience or associate me with the authority of the police. My role as a White male 

interviewer asking questions of an African American participant also reinforced this 

perceived authority.  I asked participants about how the child welfare worker or mental 

health provider “understood or respected your family’s culture” and followed up with 

direct questions about race if needed. African American participants may not feel 

comfortable describing racism to a White male researcher whom they are meeting for the 

first time. Participants may have experienced racist interactions with White males. We 

lacked the time needed to build trust. I assigned pseudonyms to participants and my bias 

and assumptions about what pseudonyms fit with each participant may have impacted my 

interpretation of the results. 

Strategies to reduce researcher bias and reactivity in qualitative and mixed 

methods research aim to test the validity of conclusions made by the researcher 

(Maxwell, 2013). Creswell (2007) suggests several strategies to address threats to the 
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validity of research including data triangulation, member checking, debriefing, and thick 

description. This dissertation used data triangulation by comparing the qualitative data on 

parents’ perception of children’s behavior with scores on the CBCL, parenting stress, and 

YSS-F.  Member checking with participants occurred at the end of each interview.  

Themes and concepts discussed during the interview were shared with participants.  

Participants were also asked about the interview questions and process including how this 

study could be improved.  Participants reported a need to make clear whether a question 

was related to mental health or child welfare services. Prompts were added to the semi-

structured interview guide to clarify questions in relation to mental health or child 

welfare.  

I used debriefing with peers and committee members to further analyze bias and 

assumptions. Memos and codes were discussed throughout the research process.  Having 

a peer unaffiliated with the study independently review transcripts and identify themes 

and subthemes to help identify potential researcher bias in coding of the semi-structured 

interviews. The peer debriefing and coding resulted in the consolidating of codes and 

themes especially around parent mental health. Using thick description of the context of 

mental health services and child welfare along with the multilayered problems 

experienced by families using these services provided an in-depth description of parents’ 

experiences and perceptions. An audit trail was created throughout the research process 

using raw data, transcriptions, memos and journaling. Decisions were made transparent 

during this study by documentation through memos and journaling (Padgett, 2017) 

Quantitative data analysis. The quantitative data from the parent survey, CBCL, 

parenting stress scale, and the YSS-F measures were scored. Descriptive demographic 
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data on parents and their children include race, age of parent and child, gender, marital 

status, income, employment, and level of education. Additional questions from the parent 

survey include child welfare information such as children removed from home and how 

long children were in an out-of-home placement, and mental health information such as 

type of intervention, and transportation used to attend appointments. The total scores and 

subscale scores on the CBCL, parenting stress scale, and the YSS-F are included in the 

descriptive analysis. The sample size estimated for saturation was 12-20 participants, 

however, saturation of qualitative themes was reached with nine participants completing 

the semi-structured interview and 10 participants completing the quantitative measures. 

This sample size allowed for descriptive statistics including one sample t-tests to be used 

in this study to compare sample means with the CBCL and YSS-F to national and state 

norms. Data analysis was conducted using STATA 14.  

Integration of qualitative and quantitative findings. A QUAL-quant mixed methods 

approach with a concurrent model of data collection was used to compare the quantitative 

results from the CBCL, Parent Stress Scale, Psychological Distress Scale, and the YSS-F 

with the results from the qualitative analysis. This comparison was completed at the end 

of data collection. The qualitative themes developed around parents’ experiences and 

perceptions accessing mental health services were compared to the quantitative results.  

For example, themes developed from the semi-structured interviews about the parents’ 

perceptions of children's behavior were compared to the scores on the CBCL. This 

provided a deeper context for each theme in the study to assess if parents’ perceptions are 

supported with quantitative measures of child behavior. The themes were compared to 
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the working conceptual model for this dissertation for possible adaptation into a new 

conceptual model for toddlers and preschoolers accessing mental health services.  

Table 1. Sources of Data and Analysis of Research Questions 

Research Question Source of Data Method of Analysis 

Primary Research Question: 
What are the experiences and 
perspectives of parents’ when 
accessing services for mental 
health problems among their child 
welfare involved toddlers and 
preschoolers?  

Qualitative:  
Semi-Structured 
Interview 
Quantitative: 
Parent Stress Scale  
YSS-F 
CBCL 

Qualitative coding of themes and 
patterns (Miles, Huberman & 
Saldana, 2014) 

One sample T Test 

Specific Research Question 1: 
What is the current level of parent 
stress and child behavioral need? 

Qualitative: 
Semi-Structured 
Interview 
Quantitative: 
Parent Stress Scale 
CBCL 

Qualitative coding of themes and 
patterns (Miles, Huberman & 
Saldana, 2014) 

One sample T Test 

 

Specific Research Question 2: 
How was the child’s mental 
health need identified before 
using services? 

Qualitative: 
Semi-Structured 
Interview 

Qualitative coding of themes and 
patterns (Miles, Huberman & 
Saldana, 2014) 

Specific Research Question 3: 
How do parents perceive the role 
of their child’s mental health 
need, race, income, legal system, 
service system, and service 
providers related to their service 
utilization experience?  

Qualitative: 
Semi-Structured 
Interview 
Quantitative: 
YSS-F 

Qualitative coding of themes and 
patterns (Miles, Huberman & 
Saldana, 2014) 

One sample T Test 

Specific Research Question 4: 
What is the parents’ experience 
with service providers such as 
caseworkers, mental health 
providers, developmental 
providers, and education 
providers?  

 

Qualitative: 
Semi-Structured 
Interview 
Quantitative: 
YSS-F 

Qualitative coding of themes and 
patterns (Miles, Huberman & 
Saldana, 2014) 

One sample T Test 

 

Researcher background. I am a licensed clinical social worker with nine years of 

experience providing psychotherapy to children and families. During this time, I have 

worked at the Chadwick Center in San Diego providing evidence-based psychotherapy 
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interventions for toddlers and preschoolers and their caregivers involved with child 

welfare services. At Chadwick, I learned of the struggles faced by parents and formed a 

focus group of parents and caregivers to provide feedback to the county mental health 

administrators on the barriers parents encountered when accessing services with their 

children. During a portion of data collection for this study, I worked as a school social 

worker. This clinical background has informed my research trajectory as a doctoral 

student and this dissertation. I recognize the complex struggles families encounter when 

accessing mental health services and being involved with child welfare. I am a skilled 

interviewer with parents and I used this skill to develop a deeper understanding of 

parents’ experiences accessing mental health services. I also have clinical experience 

administering and interpreting scores of the CBCL and working with families to complete 

the YSS-F.  

During my doctoral program, I completed a course in qualitative research and 

participated in participant observational research and semi-structured interviews. During 

my graduate research assistantship, I was part of the child welfare continuous quality 

improvement project and participated in site visits with the Maryland Department of 

Human Resources evaluating child welfare jurisdictions across the state. As part of this 

process I participated in focus groups of parents’ receiving child welfare services and 

various stakeholders including mental health providers. I also gained experience 

analyzing qualitative data from the site visit interviews using NVivo 12.  

I researched theories related to mental health service utilization of toddlers and 

preschoolers during the research integrative seminar. Concurrently, I completed a health 

behavior theory course, building on multiple service use theories to explain parents’ 
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health behaviors. After building my understanding of mental health service utilization 

theory, I completed my comprehensive exam by conducting a systematic review of 

mental health service utilization for children birth to five involved with child welfare. 

Although the purpose of the systematic review was to examine effect sizes across studies 

using quantitative methods, I learned of the dearth of research involving children birth to 

five accessing mental health services. I also found through the systematic review children 

placed with their birth parents have lower odds of mental health service use compared to 

children in out-of-home placements (Keyser & Ahn, 2017). This finding led me to this 

dissertation topic to understand the experiences and perspectives of parents’ when 

accessing mental health service to identify a theory of service use for this population and 

inform ways to better engage parents’ attending mental health services. 
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CHAPTER 4: Results 

Overview  

Results for the study begin with the quantitative results followed by the 

qualitative results, the integration of both quantitative and qualitative data to answer to 

each research question and end with the final working conceptual model. Ten participants 

completed the quantitative measures and nine participants completed the qualitative 

interview. One participant completed the quantitative measures but chose not to 

participate in the interview. I assigned pseudonyms to participants. Descriptive statistics 

for the parent survey, Parent Stress Scale, Psychological Distress Scale, CBCL, and YSS-

F are presented for all participants (N=10). One sample T Tests were used to compare the 

means of the study population with normative scores for the CBCL and YSS-F. 

Qualitative results begin with a brief description of the nine interview participants who 

share their experiences of child welfare and mental health services for their children. The 

qualitative data analysis is organized around themes that emerged from the nine 

interviews. Results from the quantitative and qualitative data are compared for deeper 

meaning of participants’ experience with child welfare and mental health services. 

Results conclude with a final conceptual model for accessing early childhood mental 

health services. The final conceptual model builds on the working conceptual model 

presented in Chapter 2 using the quantitative and qualitative data from this study. 

Quantitative Data 

Description of research participants. Ten participants completed the parent 

survey (Table 2). Results from the parent survey suggest the average participant was 

African American, female, 33 years old, never married, not employed, and had some 
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college experience. All 10 participants identified their primary race/ethnicity as African 

American and one participant identified  as multiracial. Nine participants identified as 

female and one participant as male. Participants ages ranged from 20 to 49 and most 

participants were young adults (X=33.6, SD = 7.98). Two participants had children 6 

years of age at the time they participated in the study, however, their child was under six 

when they began mental health services. Most participants were not employed (n = 6, 

60%). Household income was spread across the income spectrum. Participants had an 

annual income less than $10,000 annually (n = 3, 30%), between $10,001 and $30,000 (n 

= 3, 30%), between $40,001 and $80,000 (n = 2, 20%) and more than $80,000 (n = 2, 

20%). One participant was homeless, with most participant renting their home or 

apartment (n = 7, 70%).  

Table 2. Sample Demographics 

Variable N(%) X(SD) 
Gender 

Female 
Male 

 
9 (90%) 
1 (10%) 

 

   
Race/Ethnicity  

African American 
African American & Japanese  
 

 
9 (90%) 
1 (10%) 
 

 

Parent age (years) 
20-26 
27-33 
34-40 
41-46 
47-53 

 

 
1 (10%) 
5 (50%) 
2 (20%) 
1 (10%) 
1 (10%) 

33.6 (7.98) 

Child age (months) 
36-42 
43-49 
50-56 
57-63 
64-70 
71-77 
78-84 

 
2 (20%) 
1 (10%) 
1 (10%) 
1 (10%) 
0 (0%) 
2 (20%) 
1 (10%) 

4.73 (1.13) 
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Table 2. (continued)  

   
Number of children in home 

1-2 
3-4 
5-6 
7-8 
9-10 
 

 
5 (50%) 
3 (30%) 
1 (10%) 
0 (0%) 
1 (10%) 
 

3.4 (2.50) 

Number of adults in home 
1 
2 
3 

 
5 (50%) 
4 (40%) 
1 (10%) 
 

1.6 (0.69) 

Parent living arrangement 
Own home/apartment 
Rent home/apartment 
Homeless 

 

 
2 (20%) 
7 (70%) 
1 (10%) 
 

 

Marital status 
Married 
Never married 
Partnered 

 

 
3 (30%) 
5 (50%) 
2 (20%) 

 

Household annual income 
Less than $10,000 
$10,001 to $20,000 
$20,001 to $30,000 
$30,001 to $40,000 
$40,001 to $50,000 
$60,001 to $80,000 

               More than $80,000 

 
3 (30%) 
1 (10%) 
2 (20%) 
0 (0%) 
1 (10%) 
1 (10%) 
2 (20%) 
 

 

Employment status 
Employed Full-Time 
Not employed, looking for work 
Not employed, not looking for work  
Not able to work due to disability 

 

 
4 (40%) 
4 (40%) 
1 (10%) 
1 (10%) 

 

Highest level of education 
Some High School (no degree): 9-12 grade  
High School degree/GED 
Vocational/technical training program 
Some college, no degree 
Bachelor’s degree 
Master’s degree or higher 

 
 
 

 
1 (10%) 
2 (20%) 
1 (10%) 
3 (30%) 
1 (10%) 
2 (20%) 
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Table 2. (continued) 
 
Child removed from home by child welfare 

Yes 
No 
 

 
7 (70%) 
3 (30%) 
 

 

Number of months child in out of home care 
0-5 months 
6-12 months 
12-18 months 
Not Applicable 

 

 
5 (50%) 
1 (10%) 
1 (10%) 
3 (30%) 

 

Transportation to mental health appointments 
Have my own car 
Ride in someone else’s car 
Bus 
Taxi 
Mental health agency provides  

 

 
5 (50%) 
1 (10%) 
2 (20%) 
1 (10%) 
1 (10%) 

 

Child welfare or mental health provided transportation 
Yes 
No 

 
3 (30%) 
7 (70%) 

 

   
Services child has received in past 12 months* 

Speech 
Mental health  
General developmental services 
Behavior therapy 
Home visiting 

 
3 (30%) 
7 (70%) 
1 (10%) 
5 (50%) 
7 (70%) 

 

   
Education or daycare child has received in past 12 months 

Head Start 
Early Head Start 
Preschool 
None 

 

 
3 (30%) 
1 (10%) 
4 (40%) 
2 (20%) 
 

 

Child expelled from school or daycare due to behavior 
Yes 
No 

 
0 (0%) 
10 (100%) 

 

   
At time of interview CBCL score indicated clinical need** 

Yes 
No 
 

   

 
5 (50%) 
5 (50%) 
 

 

* Totals exceed the number of participants for “Services child has received in past 12 months” 
because participants answered all that apply. Mental health and behavior therapy were 
considered qualifying services for participants to be eligible for this study. 
** ≥ 14 on raw score for total internalizing behavior problems, ≥ 21 on raw score for total 
externalizing behavior problems. 
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The typical participant had their child removed from their care by child welfare (n = 7, 

70%) and most children were removed for zero to five months (n = 5, 50%) but some had 

their children removed between 6 to 18 months (n = 2, 20%). Participants describe the 

services their child was involved with in the past 12 months with most identifying home 

visiting (n = 7, 70%), mental health (n = 7, 70%), and behavior therapy (n = 5, 50%). 

Mental health and behavior therapy were considered the qualifying services for 

participants eligibility for this study. Most parents relied on someone else such as 

someone’s car, bus, taxi or agency ride service to get to mental health appointments (n = 

7, 70%). Most participants had their children in education or daycare settings in the past 

12 months (n = 8, 80%) 

Parental Satisfaction with Mental Health Services. Participants reported their 

satisfaction with the mental health services their child received. The mean scores in each 

subscale for all participants are reported and compared with the YSS-F scores for 520 

respondents from Maryland in 2017 (Maryland Department of Health, 2017). The scores 

from the state sample includes youth from all ages. The mean comparison is presented in 

Table 3. The participants’ higher mean score for social connectedness was statistically 

significant when compared to the Maryland population (X=4.45 SD = 0.45, t = 1.81 

p<.05; X =4.19, SD = 0.90). Participants reported higher mean scores for two additional 

subscales including functioning (+.06) and outcomes (+0.01). Participants mean scores 

were lower than the Maryland normative sample for four subscales on the YSS including 

access (-0.52), participation (-0.53), satisfaction (-0.34), and cultural sensitivity (-0.37). 

Compared to the Maryland normative sample, participants in this study felt they had less 
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access, fewer opportunities to participate in their child’s mental health services, less 

satisfied with services, and services were less sensitive to participants’ culture. 

Table 3. YSS Scores: Study Sample and Normative Sample 

 Study 
Sample 
N=10 

Maryland Normative Sample 
N=520 

Difference 
+/- 

t value 

Access 3.65(1.20) 4.17(1.04) -0.52 -1.36 
Participation 3.76(1.14) 4.29(.81) -0.53 -1.44 
Outcomes 3.66(.64) 3.65(1.03) +0.01 0.08 
Satisfaction 3.75(.86) 4.09(1.01) -0.34 -1.24 
Cultural Sensitivity 4.12(1.01) 4.49(.70) -0.37 -1.13 
Social Connectedness 4.45(.45) 4.19(.90) +0.26 1.81* 
Functioning 3.73(.64) 3.67(1.01) +0.06 0.31 
Note: Means from Maryland sample were recoded to reflect a higher mean 
associated with higher satisfaction. 
*p<05 
 

 

Parent Stress.  Parent stress was measured by using the Parent Stress Scale. 

(Table 4). Most parents reported parenting was harder than they thought (n = 7, 70%) and 

were split agreeing with feeling tired raising a family (n = 5, 50%). Most participants 

disagreed with negative statements describing parenting as feeling trapped (n = 6, 60%) 

and more work than pleasure (n = 7, 70%). The mean total score of 2.32 suggests the 

overall sample reporting a moderate amount of parent stress. 

Table 4. Parent Stress: Parent Stress Scale (N=10) 

   N  X(SD) 

Being a parent is harder than I thought it would be 

Strongly Agree 
Somewhat Agree 
Somewhat Disagree 
Strongly Disagree 

5 (50%) 
2 (20%) 
1 (10%) 
2 (20%) 

3 (1.24) 

    

I feel trapped by my responsibilities as a parent 

Strongly Agree 
Somewhat Agree 
Somewhat Disagree 
Strongly Disagree 

1 (10%) 
3 (30%) 
1 (10%) 
5 (50%) 

2 (1.15) 
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Table 4. (continued) 
    

I find that taking care of my child(ren) is much more 
work than pleasure 
 

Strongly Agree 
Somewhat Agree 
Somewhat Disagree 
Strongly Disagree 

3 (30%) 
0 (0%) 
2 (20%) 
5 (50%) 

1.8 (.91) 

    

I often feel tired, worn out, or exhausted from raising a 
family 
 

Strongly Agree 
Somewhat Agree 
Somewhat Disagree 
Strongly Disagree 

3 (30%) 
2 (20%) 
2 (20%) 
3 (30%) 

2.5 (1.26) 

Total    2.32 (.97) 
 

Parent Mental Health Need.  Participants responses to the Psychological Distress 

Scale are presented in Table 5. Results show overall parents had a low level of mental 

health need (X = 0.88, SD = .70) at the time of the interview. The item with the highest 

score was feeling nervous with most participants feeling nervous at least some of the time 

(n = 6, 60%). Overall most participants reported feeling psychological distress a little of 

the time or none of the time for hopeless (n = 7, 70%), restless or fidgety (n = 7, 70%), 

depressed (n = 8, 80%), everything was an effort (n = 8, 80%), and worthlessness (n = 9, 

90%). 

Table 5. Parent Psychological Distress: Kessler-6 

(N=10)  N(%) X(SD) 
During the past 30 days, about 
how often did you feel… 

   

…nervous? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

0 (0%) 
2 (0%) 
4 (40) 
2 (20) 
2 (20) 
 

1.6 (1.07) 

…hopeless? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

0 (0) 
0 (0) 
3 (30) 
2 (20) 
5 (50) 

0.8 (.91) 
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Table 5. (continued)    

…restless or fidgety? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

1 (10) 
0 (0) 
1 (0) 
5 (50) 
3 (30) 

1.1 (1.19) 

    

…so depressed that nothing could 
cheer you up? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

1 (10) 
1 (10) 
1 (10) 
3 (30) 
5 (50) 

0.8 (1.03) 

    

…everything was an effort? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

1 (10) 
0 (0) 
0 (0) 
5 (50) 
4 (40) 

0.9 (1.19) 

    

…worthless? 

All of the time 
Most of the time 
Some of the time 
A little of the time 
None of the time 

0 (0) 
0 (0) 
0 (0) 
1 (10) 
9 (90) 

0.1 (.31) 

Total   0.88 (.70) 
Note. The scale for the Kessler 6 scale (0 = None of the time, 1 = A little of the time, 2 = Some 
of the time, 3 = Most of the time, 4 = All of the time) 

 

Child Need for Mental Health Services.  Child need for mental health services 

was measured by the CBCL to indicate the needs for mental health services and identify 

the level of behavior problems. Participant’s children scoring at or above the borderline 

clinical score (≥ 14 on raw score for total internalizing behavior problems,  ≥ 21 on raw 

score for total externalizing behavior problems)  indicted a need for mental health 

services and a clinical level of behavior problems. Half of participants’ children (n = 5, 

50%) scored in the clinical or borderline clinical range for having an externalizing or 

internalizing mental health need. The mean scores in each subscale for all participants are 

reported and compared with the CBCL national normative sample. The CBCL normative 

sample used the same aged children as this study. The results are presented in Table 6. 
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The participants in this study reported statistically significant higher mean scores for the 

subscale anxious/depressed (X = 5.50, SD = 4.35, t = 1.88, p= .04). Higher mean scores 

were reported by participants in this study compared to the national normative sample for 

seven subscales measuring somatic complaints, attention problems, aggressive behavior, 

anxious/depressed, emotionally reactive, externalizing behavior, and internalizing 

behavior. Aggressive behavior (+3.1), externalizing behavior (+3.5), and internalizing 

behavior (+5.4) had the largest mean differences between the participant and normative 

samples. The participants total mean score measuring overall child behavior problems 

was 12.5 points higher than the national normative sample, but this difference was not 

statistically significant. The participants mean scores were lower than the national 

normative sample for the two subscales measuring withdrawn behavior and sleep 

problems. However, these differences were not statistically significant except 

anxious/depressed scores (t=1.88, p<.05). Participants completed the CBCL after having 

some form of mental health service completion, suggesting participants children had high 

levels of mental health need even after receiving mental health services. 

Table 6. CBCL Scores between Study Sample and Normative Sample 

CBCL Subscale Study 
Sample 
X (SD) 

National 
Normative Sample 
X (SD) 

Difference +/- t value 

Somatic complaints 3.00 (3.77) 1.8 (1.9) +1.2 1.00 
Sleep problems 2.6 (0.94) 2.8 (2.4) -0.2 -0.25 
Attention problems 2.9 (1.85) 2.5 (1.9) +0.4 0.68 
Aggressive behavior 13.5 (8.99) 10.4 (6.4) +3.1 1.08 
Anxious/depressed 5.5 (4.35) 2.9 (2.3) +2.6 1.88* 
Emotionally reactive 4.1 (4.45) 2.4 (2.2) +1.7 1.20 
Withdrawn 1.4 (1.77) 1.5 (1.7) -0.1 -0.17 
Externalizing behavior 16.4 (10.21) 12.9 (7.7) +3.5 1.08 
Internalizing 14 (13.11) 8.6 (6.2) +5.4 1.30 
Total Problems 45.8 (33.24) 33.3 (18.7) +12.5 1.18 
*p<.05     
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Qualitative Data 

Semi-structured interviews using the interview guide (Appendix D) were 

conducted with nine participants. The semi-structured interview time ranged from 28 

minutes to 72 minutes. Participants answered questions on their experience with child 

welfare and mental health services. During the qualitative interviews themes emerged 

from the participants experience allowing for deeper analysis.  The qualitative coding 

process is presented in Figure 6.  The semi-structured interviews provide context for the 

primary research question: What are the experiences and perspectives of parents’ when 

accessing services for mental health problems among their child welfare involved 

toddlers and preschoolers? The overall themes in the qualitative analysis include: (1) 

Complex mental health needs, (2) Navigating Two Systems: Child Welfare and Mental 

Health, and (3) Equity. Within each theme were subthemes. The themes and subthemes 

are presented in Table 7.  

Overview of Data Analysis Coding 

 The qualitative data analysis occurred in five distinct phases. Transcripts from the 

semi-structured interviews were imported into NVivo 12.  During the first cycle of 

coding, I read through the transcripts line by line and used open coding. I used mostly in-

vivo quotes from the transcripts to identify related concepts. Using NVivo 12 as my 

qualitative data analysis software, I created codes, called Nodes in NVivo 12. My coding 

reflected my understanding of the concepts of mental health service use, child welfare 

and focusing on understanding the story each participant was sharing. The first cycle of 

coding yielded 1263 open codes.  During the first cycle of coding, I chose words, phrases 

and sentences that matched the starter codes, or which seemed to connect or relate to 
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categories.   However, starter codes may divide up the phenomenon differently than the 

phenomenon appears empirically (Miles & Huberman, 2014). 

Figure 6. Qualitative Coding Process 

 

 Second cycle coding groups patterns or summaries into a smaller number of 

categories, themes, or concepts (Saldana, 2015). During the second cycle of coding I 

analyzed the qualitative data using NVivo 12 to further developing the codes identified in 

the first cycle of coding into patterns. I identified patterns among the codes grouping 

similar codes together and further developing the wording of the patterns to reflect a 

deeper context for participants responses. The second cycle coding and development of 

patterns created 119 themes. 

After the initial 2nd cycle of coding, I continued with three distinct focusing 

exercises. The first focusing exercise further condensed codes identified in the initial 2nd 

cycle of coding by analyzing the patterns and comparing the patterns and codes to the 
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research questions.  Based on this more focused technique, I created a map using NVivo 

12 to graphically display the data and created a hierarchy of how closely each theme 

related to the focus of the study about parents experiences accessing mental health 

services for their toddler or preschooler and being involved with child welfare.  The 

visual data display in NVivo 12 resulted in 35 separate codes and patterns including more 

distinction between larger themes and subthemes.  

I used focusing strategies (Saldana, 2015) with the patterns developed from the 

coding process. I exported the codes and their corresponding participant quotes from 

NVivo 12 into a word document. With all my data on one document, I read through 

participants quotes and continued developing codes into patterns of data. Six overall 

themes were developed along with 36 subthemes relating to parents’ experiences 

accessing mental health services for their child and their involvement with child welfare. 

Developing the participants’ story and highlighting the important examples from their 

story in relation to mental health and child welfare services became the goal of the final 

focused coding exercise. I used reflexive strategies such as writing about the main 

impactful points of the study and reading memoing notes from the interview and data 

analysis process. The focusing strategies helped develop a cohesive thread connecting 

participant experiences in navigating mental health and child welfare services, with a 

high level of child and parent mental health need. The focusing strategies evolved the 

data into three overall themes and 22 subthemes. 
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Table 7. Qualitative Themes  

Theme Sub-theme Parent Responses* 

I. Complex Mental 
Health Needs  

  

 1. Child mental health need 9 

 2. Intimate partner violence 5 

 3. Parent mental health 6 

 4. Parent support 9 

 5. Parent/child relationship impacted by 
child welfare involvement 

8 

II. Navigating Systems: 
Child Welfare & 
Mental Health 

  

 Child Welfare   

 1. First contact with child welfare 9 

 2. The role and relationship with the 
caseworker 

9 

 3. Child welfare helpfulness to parents 8 

 4. Child welfare history 7 

 5. Services and supports offered to 
parents by child welfare 

7 

 Mental Health Services  

 1. Mental health referral 9 

 2. Decision to seek services 6 

 3. Barriers 9 

 4. Facilitators 6 

 5. Make you stop coming 5 

 6. Social norms 5 

 7. Expectations 8 

 8. Parent involvement in mental health 
services 

8 

 9. Relationships with mental health 
provider 

8 
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Table 7. (continued) 

III. Equity and 
Understanding 

  

 1. Child welfare understanding family 8 

 2. Mental health provider understanding 
family 

8 

 3. Experiences of racism 2 

* Frequencies of subthemes in this study are intended to show the number of interviews a subtheme 
originated from. A higher frequency is not an indication of the importance hierarchy of a subtheme. 
Some subthemes may have lower frequency of occurrence but have strong relevancy to the research 
questions. 

Complex Mental Health Needs 

“It's felt like one big game I never wanted to play and it's constant”  

 Complex mental health needs was a major theme discussed by participants.  

Mental health needs of children and parents provided a complex layer of challenges 

parents attempted to address through formal mental health services. Six subthemes during 

the semi structured interview were developed through coding: (1) Child mental health 

need, (2) Intimate partner violence, (3) Parent mental health, (4) Parent support, and (5) 

Parent/child relationship impacted by child welfare involvement.  

Child mental health need.  The mental health need of participants children was 

discussed throughout the participant interviews. Participants described concerns related to 

their child witnessing intimate partner violence, suicidal ideation, grunting, yelling, 

aggression and attention deficit hyperactivity disorder. Some parents were able to identify 

behaviors as atypical and concerning, and other participants were able to identify their 

child’s need for mental health services because of an exposure to a traumatic situation. 

Jasmine describes her concern for her child’s behavior, “All in his behavior, like how he 

was acting, what he was doing, what he was saying. I just started noticing stuff and then 
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the doctors started noticing stuff.” Some participants feared their child may have a severe 

mental illness driving their behavior. Adi reported “The biggest concern was his mood 

swings 'cause I thought it was something like schizophrenia.” Some participants 

described their parenting instinct in knowing their child needed help. Sheila shared, “I 

can see in their bodies and their little faces. You kind of just know that they're not them. 

If you really know your child.”  

Mental health need was identified by children’s expression of their emotional pain 

and aggression. Natasha noticed “She would just make remarks that I thought were kind 

of concerning…Like, I feel really sad and I wish I was dead and say things like that.” 

Alexis describes the severity of her child’s aggression, “She screams, and she yells, and 

she throws stuff. With her sister she likes to fight on her sister, so it's really ... I had to 

remind her who I was for her to snap out of it.” Sheila described how her separation from 

her children caused additional concerns for her children’s mental health “I don't know 

how I think is, because they're confused a little bit. They don't really understand why 

they're not at home with me.” Jade had a violent partner and is also being physically hurt 

by her child. Jade describes her challenge when her child uses aggression towards her: 

My son beats ...well, he didn't beat me up. One day I was laying in the bed and I 

was just picking him. I was just picking and he said, "Grr! Boom! Boom! Boom!" 

And he was beating me up and was pulling my hair. Yup. I said, "Oh, no!" I did 

hit him. I pulled his little Pamper down, pop, pop, pop on his tushy. I said, "I'm 

the adult. You needs to check.” 

Participants described their child’s mental health need by comparing their social 

emotional learning, socialization, and academic progress to their classroom peers. 
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Jasmine described how her child’s group for speech was a “little preschool for him, it 

prepared him for school.  Melanie describes how having her child in preschool allowed 

her to see her child’s ability compared to similar aged peers and learn new academic 

skills: “They went around the room asking them, to say, "What words start with D?" I 

was like, "Shoot. He doesn't know that right now. That class knows it. That's the type of 

class I wanted you to be in." Jade described her involvement in her child’s school that 

allowed her to develop a bond with her child, “I stayed the whole day. I just let him play 

with other children there, but I was allowed to stay there.” 

Adi felt his child’s preschool and daycare helped with allowing his child to go 

from being behind academically to thriving, Adi described: “Little things that he picked 

up from daycare and early preschool that helped him go right into pre-k and be able to 

function because he was kind of behind.” Participants children struggled with mental 

health needs and participants worked to make sense of atypical behaviors by listening, 

observing, and comparing their child’s behavior to the behavior of their same-age-peers. 

Intimate partner violence.  The complex mental health needs of participants and 

their children are rooted in their shared exposure to violence and loss. Five participants 

described their experiences around intimate partner violence including protecting their 

children from the violence, relationship expectations, child welfare and mental health. 

Two participants were hospitalized because of the violence. Participants describe their 

violent experiences that impacted their own mental health along with their children. 

Melanie reported on her process of understanding her relationship after experiencing 

intimate partner violence. 
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It's hard to think, "That's my husband. He didn't really meant to do that." You 

know? I never thought I'd be the one to say that. Because, from the outside 

looking in, it's like, "This person did that to you? Just kick him out. Get away." 

But then, our family. We created the family together. I don't understand why ... 

"Why did you mess up? Let me give you second chance." But then it's really a 

risk, because you're not really sure what people are thinking. 

Jade’s experience with intimate partner violence led to the death of her first child. 

Participants suggested their partners violence was not initially known but was revealed as 

the relationship progressed. Jade describes her experience: 

I hated the fact that the guy that I was with before him was fine. I was doing the 

same old things that I was doing, and we dated and I got pregnant. He was a beast 

though. I didn't know that. I would be watching TV and I would say somebody on 

TV was cute, he would punch me. Boom. All the multiple punches damaged me. 

Then he punched me there, and I was a few months pregnant. I was just about to 

go see was it healthy and how far along I was. I was just ready to go to my second 

appointment to see how far along I was, how healthy I was, the weight of the 

baby, the size, just a normal check of the heart, and he punched me here. 

Alexis describes her path to leaving a violent relationship: 

I left my abusive situation alone because I didn't want my child to keep seeing me 

get beat up every day by the hands of her father. And you don't know what these 

kids out here going through and it makes them mentally disturbed. 
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Participants exposed to intimate partner violence experienced the violence along 

with their children. Melanie debriefed with her child about the violence they both 

experienced: 

He turned around, he said to me, "Daddy did something to me." Then I said, 

"What did he do?" He said ... I was like, "How did you feel?" He was like, "I 

didn't feel anything." I was like, "Why didn't you feel anything?" He was like, 

"Because you were there, and you stopped him." I said, "Oh, okay." 

 Participants were brave in escaping intimate partner violence. They survived their 

brutal encounters with their partners and left them to protect themselves and their 

children. However, the impact and severity of violence led to mental health challenges. 

        Parent mental health. Intimate partner violence was one of many psychological 

stressors faced by participants. The layers of emotional stress impaired some participants 

ability to function. Amina shared her perspective stating, “It was just too much at once.” 

Participants identified stress, post-traumatic stress syndrome, depression, substance use, 

and barriers to services for their own mental health services. Natasha described how her 

own stress impacts her ability to be there for her child, “Sometimes when you're filled 

with emotion and just your mind is clouded with how hurt you are, you're missing other 

sides of the story…, they have emotions you have to be able to help the child rationalize 

sometimes.”  

    Natasha reports, “I'm going through my own kind of trauma work with her…Post 

Traumatic Stress Disorder is what I have, so.” Jade shared how her trauma from intimate 

partner violence continued to come back when her partner called child welfare on her, 
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“I'm kinda scared because he's out there. He's aggressive. He's abusive. When they sit 

there and say, "That guy," I panic, 'cause I'm like, "Okay, so he's watching me still?"  

Adi described his mental health challenges and an important personal realization: 

Then with the drugs and what, it was just ... The depression came, the hardship, 

the days where you feel hopeless sometime, going back and forth with my mom 

and dad, when they was right the whole time, but you know, I think it was a 

process. But the one thing I did learn is that I am important. 

Parent mental health was described by participants as a combination of constant 

stressors that can be overwhelming when they all peak around the same time. Participants 

reported feeling excluded from society not feeling a sense of belonging. Adi stated, “I 

actually feel excluded from society, but you know, going to NA and seeing that other 

people have the same problems and seeing that other people that got their kids took.” Not 

being able to feel belonging added to participants stress around being present for their 

child. Sheila describes her process of her stress level and challenges navigating the 

mental health and child welfare systems: 

It's been very, very stressful kind of just feeling like it's been one big game to 

them [child welfare] and I've been trying to, it's a game I never wanted to enter 

into, but I'm just trying my best to just live my life through it and still be there for 

my children at the end of the day. So I feel like I've been excluded just because 

it's felt like one big game I never wanted to play and it's constant. It's constantly 

going in. I'm always having to either find a way around it or just walk through it 

and pray I come out the other side okay 
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 Parenting was stressful and tiring for many parents. Jasmine was tired during the 

interview and fell asleep at one point. Jasmine described her situation “I'm just so tired. 

It's not easy being a mother of two. A mother of six total, but a mother of two infants.” 

Melanie was looking for employment and needed to be at the library to complete online 

applications. However, she reported there were times her child’s behavior demanded her 

attention and she was unable to finish an application. Melanie stated: 

When I take him and the baby to sit in the library to do it, he's asking me to 

change his diaper. This one wants to eat. This one is, "We're going to go down 

and get a book." What are they talking about? The last time I went to the library, 

he had a fit. He fell on the floor screaming in the library. 

Jade reflected on the sacrifice she made when becoming a parent: 

I have things I wanted to do other than ... but I made time for those things to be in 

my past and my future for my children. My children are my future, so I gave them 

my future. I left my past. I was a beautiful girl. I enjoyed what I done, but now 

I'm here and I have a child so I have to look focused for my child. 

 Alexis described a common dilemma of being a parent, loving her children but 

feeling overwhelmed and stressed by their behavior “Being a parent period is 

challenging. I would say the most challenging thing for me as a parent with her, my six 

year old, is definitely her attitude.” Alexis further described her feelings as a parent, “it's 

frustrating. Sometimes it's like, I love my kids, I love them all, but sometimes it's really 

frustrating and very overwhelming dealing with all girls, and kids period.”   
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Routines are important and in early childhood require significant parent 

involvement to be successful. Learning how to use the toilet independently is an 

important development milestone for children but may be stressful for parents because it 

requires constant supervision and cleaning. Melanie described how her child’s toilet 

training was related to the structure of school “I'm trying to get him to be a little more 

independent with using the potty, because he stopped after he came out of school.” 

Sometimes participants were too overwhelmed to help their child with learning toilet 

training. Jade described having to “watch” because her child needed help. Jade continued: 

I said, "Where did you hide the Pamper?" I go in the bathroom, I look underneath 

the cabinets, I look in the kitchen, I cannot find it. I look underneath the chair, I 

look into the chair, there's no Pamper, so why does it smell like poop? I went to 

the window. I opened it. It was poop smeared. 

Participants encountered behavior challenges throughout a typical day. Jade 

described her active child’s behavior in the house “Climbing on his table, jumping from 

his table to the couch.” and “He spins, so he's sitting upside down on his head and he's 

spinning like this on his head. You know how the tops spin? That's how he do on his 

head.” Jade summarized her child’s behavior, “He's just a regular toddler which he runs, 

rips, runs, talk, play, laugh, joke, and for instance, something would go boom!” Amina 

stated, “He's hyperactive, he always ... he have anger issues, somewhat. He can't sit still.” 

Alexis reported her child gets “emotional. It's like one minute she's happy, and then the 

next minute she's crying.”  

 Participants’ experience parenting and parent classes helped parents feel more 

confident in their parenting roles. Parents did share the stressful aspects of being a parent 
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and how that constant interaction in the absence of respite from their children impacts 

their ability to address issues such as employment. Participants struggled with the 

challenging task of addressing their own significant mental health needs and the mental 

health and daily needs of their child. 

Parent support. Participants needed support to help them function adequately 

during stressful times. All participants described supportive relationships in their life 

helping them along their journey in child welfare and mental health services. Most 

participants were single parents and sought outside support. Family was mentioned by 

seven participants as being supportive. Jasmine described her child’s godparents as 

supportive through providing respite “They will come and get him sometimes which 

gives him space from the rest of the kids and they'll talk to me over the phone.” Melanie 

tries to visit her parents on weekends and involve her child’s father, saying “I try to get 

his father to support me, because he listens when his father talks to him.” Family also 

provided structure for participants and children. Adi shared how his family supports 

them:  

My mom, she's a real food robot, fixing dinner and all that stuff, so she do dinner 

every day at a certain time. He'll eat dinner and play with his cousins 'cause he has 

some other kids over there to play with, my nieces and nephews 

Family allowed participants to continue a social life with other adults while the 

children were supervised. Jade reported her experience, “You come pick him up when 

you're ready to go home or when you're done partying." My family is very understanding. 

I'm glad that I have a good outlook with my family.” Amina described how her sister was 

able to be at home for her child’s mental health home visit sessions when she was not 



88 
 

available, “I thought it was easier for them to come to my house so even though I don't be 

home, my sister be home to answer the door”.  

 Church was mentioned by four participants as supportive.  Church was 

socialization for children and support for participants. Alexis reported her involvement in 

church, “Sometimes we all go to church on Sunday's, they help her at church. The pastor, 

the ministers and the church members there.”  

Melanie stated: 

 We go to church every Saturday. I try to get him to be more involved with the 

[Sunday school]. Then they have a daycare during service, so now I'm trying to 

get him to play with other kids so he can be more social 

Other supports described by participants included friends, social services non-

profits, and library programs. Adi described how he thought having multiple supports 

contributed to his child’s positive development:  

He got people in his life that seen what we was going through that was more than 

willing to help and go above and beyond. I think, he's a smart kid, and once he 

started seeing that other people cared and it wasn't just me and his mom all the 

time. 

Adi described his experience in parenting and where he received support. He had 

past parenting experience helping his partner raise her children. Adi describes his process 

of being a parent and using his previous experience: 
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When I had my own kid, it kinda rolled off. Those experiences rolled off and I 

said, "Well, oh, I've been in this situation before," so it wasn't that hard for me to 

not conform, but to do what I had to do once the situation presented itself. 

Natasha described how she and her child’s father were getting help on parenting 

very young children, “We're going to parenting courses now, and he also was part of a 

support group like a fatherhood program…make sure there was nothing going on or that 

we were okay as far as our parenting was concerned.”  

Parent/Child Relationship impacted by child welfare involvement.  Child 

welfare involvement had mostly negative impacts on each participants’ relationship with 

their child. Seven participants had their children removed from their care by child welfare 

services after experiencing trauma. Eight participants described how their involvement 

with child welfare impacts their relationships with their children. One participant 

described a positive impact on their relationship with their child as a result of child 

welfare services. Melanie reported: 

I think it brought some normalcy to our situation. It was weird for him to have to 

meet with the social worker, but it gave us something to do, to get out of the 

house…which is also helpful with your mind. It did provide us with a little bit 

more structure to get up and go meet with a social worker, because we were in the 

shelter. 

Seven participants described the stress on their relationship with their child. Adi 

described being “bitter” about having his child removed from his care “it's basically you 

do this and get yourself together or you lose your son forever and I'm not looking to do 
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that. You know what I mean?” Alexis described her situation where she felt her child 

might have negative feelings towards her for the time spent out of her care: 

Took my kids away. I think that when they took my kids away that broke me 

mentally, physically and emotionally. I felt like if I ain't get my kids back that 

day, I'd have been worse than what I was when I was younger. I would have been 

a monster and nobody could do nothing to stop me. That was the worst thing I 

think they could have ever done to me…And when they told her she can go home 

with me, when I say she was so happy, she was so happy. I felt like if they would 

have kept her longer, she probably would of hate me. 

Sheila describes her child’s confusion of being in out-of-home care: 

They're confused a little bit. They don't really understand why they're not at home 

with me. And I think in the beginning I felt like maybe they were, at least my 

youngest two felt very angry and I don't know if they were directly angry at me, 

but just angry in general… I can still see when I'm with them, it's really hard. 

Shawanda had to navigate her role with visiting her children and trying to maintain a 

sense of normalcy in their relationship despite her children living out-of-home.  

We would still go pick them up from school, and sometimes we had dinner with 

them, or take them to softball practice, or baseball practice. So I still saw them 

every day. It just, at nighttime it would just kind of get upset when my six year 

old was say, "I want to go home." Like, "Why can't I go home?" That kind of 

thing. 
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Participants navigated their relationships with their child when in out-of-home care and 

recognized the challenges their children faced.  

 Participants and their children in this study experienced high levels of mental 

health need. Participants discussed the mental health needs of their children and in the 

process, their own significant mental health needs were identified. Participants felt child 

welfare involvement negatively impacted their relationship with their child, adding 

another layer of stress on top of complex mental health needs. Participants relied on 

family and community supports to help meeting challenges associated with their families 

mental health needs. This support lead to success in accessing mental health services. 

Parents without family and community support may not be able to access mental health 

services. Participants described the trauma experienced and the significant mental health 

needs for themselves and their children.  

Navigating Systems: Child Welfare and Mental Health 

“It's like crabs in a barrel holding you down. You got all these obstacles to hop over, but 

if you hop over those obstacles, get out of the barrel or whatever you want to call it, then 

you'll be fine.” 

 Participants in this study managed high levels of mental health stress and 

navigated child welfare and mental health systems. Many participants encountered 

negative interactions with child welfare workers as they were trying to manage their own 

mental health needs. Most participants described themselves as single parents and sought 

parenting support from friends, family, and community. Many of the participants who 

were single parents left violent relationships but still had to contend with their child’s 

aggressive behavior. Participants journey to mental health services for their child took 



92 
 

many paths where barriers were encountered and eventually overcome by facilitators 

getting them to services. Some participants were referred for mental health services but 

did not attempt to get the services until another major traumatic incident occurred such as 

intimate partner violence. Child welfare mandated some participants receive mental 

health services for their children but did not help participants navigate the mental health 

system. At times the two systems worked together to facilitate participants receiving 

mental health services for their children, but for many each system set up barriers that 

prevented participants from getting to services. Early childhood education often co-

located with mental health services allowed for participants to have trusting relationships 

and a collaborative process with school staff to identify children’s mental health need, 

attempt classroom behavior interventions, and refer to mental health services when 

interventions were not successful. Participants experience navigating child welfare and 

mental health services is discussed in this section. 

Child Welfare 

Child welfare agencies became involved in participants lives at a time when many 

were experiencing complex mental health needs. All 10 participants were involved in 

child welfare services (7 participants with out-of-home services and 3 participants with 

in-home services). From the first contact with child welfare, participants shared their 

experiences in the system. When exploring participants experiences in child welfare six 

sub-themes emerged: (1) First contact with child welfare, (2) Parent perspective on the 

role of social worker/caseworker, (3) Child welfare helpfulness to parent, (4) Child abuse 

reporting, (5) Child welfare history, and (6) Child welfare offered services.  
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First contact with child welfare.  Participants described their first contact with 

child welfare and the circumstances around the encounter. Intimate partner violence was 

a frequent reason for child welfare involvement. Participants were being exposed to 

physical violence and threats that brought the attention of child welfare. Amina stated, “I 

first got involved with DSS cause I was staying with her father and he kind of was like 

abusive so, DSS got involved.” Jade described her experience at the hospital:                                              

At that time, the hospital thought that my first baby father was my new baby's 

father. He was quite aggressive, so they called CPS, and CPS involved ever 

since…He was aggressive towards my doctor, yeah. I told him he had to leave. 

He would get upset. "I don't gotta leave, bitch!" 

Participants described how conflict with roommates and neighbors led them to 

call  CPS to report child abuse. Adi stated, “I get into it with somebody and they see that 

I'm wrong and because I have a child and they call on me”. Jasmine described her 

roommate conflict: 

What happened was, somebody said that I wasn't doing something with my twins. 

My twins I just had. But once it's out on one of your children, it's out on all of 

them. Even though it was talking about the twins, they still had to investigate all 

of the kids. I was dealing with a lot. Then I was living with somebody that I didn’t 

want to live with, and I knew that they had called. This has been the person who 

has called up on me this time, and the last time. It’s the same person. 

Participants were able to describe the events leading up to child welfare 

involvement. Once participants became involved with child welfare, it was often a long 

lasting reluctant relationship. However, many participants accepted this relationship, 
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though imperfect and at times unjust, and put their efforts into making it work for their 

families.  

The role and relationship with the caseworker.  Participants described the 

perceptions of the role of the caseworker and how this affected their relationship. Many 

participants understood the need for caseworkers to ask questions and investigate child 

abuse claims even if the parent knew they were false. Natasha explained, “I believe 

personally that a big mistake was made, but they need to cover their backs as far as 

making sure that certain things took place, make sure that the children were okay.” 

However, after the investigation, the role of the caseworker and the participants next 

steps with child welfare were confusing to participants. Absent a clear description of the 

child welfare process, parents relied on their fears and preconceptions of child welfare for 

meaning. Melanie described her confusion about the role of her caseworker : 

I think ... social worker has been good for us to gain some more structure, to also 

have me watch the kids a little bit more, because I wasn't sure what their role was. 

Because, for them to have to see my kids, I didn't know if that meant that they're 

now in the system. I don't want people to take my children. I wasn't really sure 

what their goal was. I think I was more vigilant with making sure I was doing 

whatever they needed me to do, and then I realized they're trying to do stuff for 

me. I'm like, "Oh. I need this."…On television, the social workers, then they 

come, they usually eventually try to take your kids.  

Child welfare workers involved with participants in this study were mandated to 

interact with participants to address child safety concerns. Three participants viewed 

child welfare workers positively and as trustworthy when they felt listened to and 
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connected to resources needed to strengthen their families. Melanie described her positive 

relationship with her child welfare worker: 

To have a guy that says, "I get it. I understand what you're going through," or say 

to me, "Have you considered this? You might need to do this," or whatever, it 

really made me feel at ease that I was working with a team member, a team 

player…He set the trust really early. There was a couple times I did some 

questioning of him, like, "What's really your intention?" Then he was like, "Wait 

a minute now. I'm paying your mortgage. I'm paying your light bill. That's my 

intention, that the kids are okay, and that you're okay, and that you guys are safe." 

Jade added her positive experience: “They're very understandable. They care. 

They do. They really do… I feel respected”. Feeling understood and respected were two 

important factors for participants. For Amina it was open and positive communication by 

her child welfare worker: “She contacted me about anything and... if I didn't have 

transportation to my kids' doctor appointments, she helped me out with it, By trying to 

help me out with the situation, by supporting me, you know.”  

 Five participants described their relationship with their child welfare worker as 

negative. Participants described the child welfare worker “was not trying to work with 

me”, “misrepresentation” and using “sarcasm”.  Jasmine described her relationship with 

the child welfare worker as “them not regarding me” and stated, “It was supposed to be 

for reunification, because that's their first goal, apparently, but it didn't feel like it. It felt 

like the DSS was not trying to work with me.” Natasha described feeling “Like there was 

that misrepresentation going on. Lot of lies…I think that they didn't have a proper 

perspective of who my husband was, and that, that was hurtful.” Adi shared some 
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specific comments from the child welfare worker he thought invalidated his role as 

father: 

She was kinda disrespectful. She made a couple of remarks that I found 

disrespectful. One being that we coached my son into saying that I wasn't using 

drugs. Another one was that I'll never be equipped. She can look at me and tell 

that I'll never be able to take care of my son adequately. I don't talk to her. She 

didn't even show up to the court dates. 

Alexis described the absence of a relationship with her child welfare worker: “Not 

really a relationship. It was like, okay she's here, I'm here let's get this over with and done 

with. But we never built a relationship, no.” Participants recalled major events in their 

interactions with child welfare, such as when Alexis described the removal of her child 

and her impression of the child welfare worker:  

I remember when they had took my three year old, they had to snatch her away 

from me at that time. I just remember seeing the look on my social workers face 

like, like that. Like here we go again with this. It was kind of like that. I felt like 

she didn't have no compassion for her work, at all. 

Jasmine referred to a lack of trust and described caseworkers as “sneaky”. Jade 

reported “I'm saying, not sneaky, but they got their moves where they gotta watch you 

and they gotta observe you, 'cause they go to school for it.”  

Most participants understood the need to be investigated to make sure their 

children were safe. However, a negative relationship with their child welfare worker 

made this process exhausting for participants. Sheila described feeling like the child 
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welfare worker “Was working against me” and the process working with the child 

welfare worker as “More of a set up and being a rigged game”.  Participants often felt the 

negative relationship they had with their child welfare worker was getting in the way of 

reuniting with their child. Sheila stated: “I honestly feel like I would have had my 

children back a very long time ago.”  

Shawanda reported having a mixed experience in her relationship with child 

welfare workers. Having two different child welfare workers one having a positive 

relationship and the other having a negative relationship.  Shawanda described the 

positive relationship with a child welfare caseworker they had previously but did not take 

the case initially because the caseworker was out of the office for the initial investigation, 

“She was basically like, "I know that you guys are good parents, and that you wouldn't do 

anything to harm your kids or put them in harm's way." So she was working on our side.” 

The child welfare worker Shawanda had a negative experience worked with filled in for 

their regular child welfare worker. This child welfare worker left Shawanda feeling 

disrespected and defensive. Shawanda described her relationship as “terrible” because 

“It's not even like she came to the house to meet with us or had a conversation with 

myself or my husband. She was just looking at what happened. It was like, "Okay, they 

got to leave the house." The child welfare workers relationship had an impact the 

participants experience, but also possibly impacted how long their child was in out-of-

home care. Participants entered child welfare services with histories of abusive and 

traumatic relationships and some child welfare workers perpetuated negative 

relationships. Participants mistrust of some child welfare workers extended to the role of 
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the child welfare worker when the “next steps” in the child welfare process was unknown 

to participants. 

Child welfare helpfulness to parent.  When participants were asked about child 

welfare being helpful or not helpful, three participants reported positive experiences, 

three reported their experiences as negative and two reported a mixed experience. 

Shawanda identified having free counseling services as helpful and Amina appreciated 

the help from child welfare “Even though I was stressed at the time.” Alexis described 

her negative experiences, “I still remember to this day. Yeah it was terrible. Don't knock 

me because I don't have a place to go for my kids. But DSS, no. They did not help me as 

far as that, I helped myself.” Natasha described her experience: 

I've never been a fan of child welfare, not really. Going through that, getting 

through that, just ... it's been a hard thing to deal with on every side, you know? I 

see the point of child welfare services; I think they are important, and a lot of 

families do actually need their services. Well main thing being that they weren't 

doing their due diligence on getting paperwork and talking to sources that were 

being provided, so, yeah. 

Some participants described experiences when they were helped and hurt by child 

welfare. Participants such as Jasmine had multiple experiences with child welfare. 

Jasmine identified the power of a caseworker to make the experience positive or negative. 

Jasmine describe her mixed experiences with child welfare.  

It's good and bad. The good thing is if your case workers want to be for 

you because you have case workers that's for their clients and that does the 
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right thing and you have case workers that's not for their clients and that 

don't do the right thing or they won't make the right decisions on their 

clients behalf.  

 Participants perceptions were influenced by their expectations to being treated 

with some understanding and empathy to their situation. Alexis described “It's like she 

just didn't care that they was about to get tooken, I'm all they have. It was like the 

carelessness in her face that I didn't like.” Participants already experiencing complex 

mental health needs were challenged with absorbing additional stressors such as the 

removal of their child from their care.  

Child welfare history. Participants with a previous history with child welfare 

described their experience as feeling like a never-ending series of case openings and 

closings. Some participants were able to have the same social worker in their current case 

as they had from previous cases. Shawanda reported, “They came to our house one time 

before. So actually, so when this case was referred to them, they actually sent the same 

social worker.” Jade had an ongoing child welfare case when she became pregnant and 

had her second child. Her new baby brought further involvement with child welfare 

“cause they're trying to get to the bottom of it, why my first baby passed away.” Alexis 

was in foster care as a child and her lifelong relationship with child welfare highlights the 

agency strengths and shortcomings.  

I actually put myself in foster care actually because I couldn't deal with my 

mother and my father for too long. I was in foster care from 15 to 21. Foster care, 

this is what they did. I remember when I first turned 21, it was August the second, 

and they gave me, they made sure I had an apartment. They paid my first month’s 
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rent security deposit, helped me get furniture and stuff like that. I lost my 

apartment because they didn't teach me how to keep a job. They didn't teach me 

how to pay my rent and my bills on time. I had to pay water, BGE, cable, I didn't 

know how to do that. I didn't know how to establish credit. I didn't know how to 

pay bills; I didn't know how to budget. I didn't know how to go shopping or 

anything because they never taught me that.  

Services and supports offered to parents by child welfare. Participants were 

involved in child welfare during a time of great mental health need. Support from child 

welfare helped stabilize families financially by providing essential items needed to raise 

children. Seven participants discussed supports they were offered directly from child 

welfare services.  Four participants discussed how child welfare supported their families 

with gift cards, baby supplies and other sources of support. Melanie described her 

happiness to be ask by the social worker "Do you need some money for this? You need to 

do that. Do you need to pay your mortgage? Do you need to pay your water and 

electricity bills?" These questions led to services Melanie did not knew existed, helping 

her stabilize housing and finances. Melanie explains: 

They gave me money for gas, to put gas in my car. They gave me money for 

groceries. they had me sign up for different services like food stamps and 

temporary cash assistance, and childcare. Things that I just didn't know existed. I 

don't really know. 

In some cases, providing specific services that addressed participants needs allowed 

participants to reduce mistrust with child welfare and allowed for a more positive 

relationship.  
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They've started offering this service for homeless people. We going into 

transitional housing, so all this is being done through DSS and it's if they were so 

bad, they wouldn't be helping us trying to get back on our feet. You know what I 

mean? 

Three participants did not report receiving any services from child welfare. Sheila stated, 

“I probably had to reach out for my own resources,” Alexis said “No they didn't connect 

us anywhere. They just made sure I had a stable place for me.” Natasha reported: 

Not really. I mean, that's the thing I felt that they would kind of be there to help, 

or whatever they call helping. They had a whole bunch of ideas as far as what 

they think that we should be doing. 

 When child welfare provided participants with services and financial assistance, 

participants seemed more trusting of child welfare. Participants not receiving any 

assistance from child welfare felt confirmed in their belief that child welfare was out to 

get them and untrustworthy. Participants were left to continue the journey of addressing 

their complex mental health needs and working to comply with child welfare directives. 

However, accessing mental health services was a way for participants to receive 

professional help to reduce the burden of toxic stress. 

Mental Health Services 

 Although participants and their children had a high level of mental health need, 

participants had to focus on keeping their family functioning. Most participants were 

concerned about their child’s behavior. However, accessing services was not often an 

immediate next step for participants but rather a process. Accessing mental health 

services was a theme from participant interviews and describes participants experience 
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navigating mental health services and having child welfare involvement under the main 

qualitative data thread of Navigating Systems. This section describes Participants 

responses expressed a complex and multilayered understanding for how participants 

accessed mental health services including the forces driving them to services. Nine sub-

themes emerged when participants discussed accessing mental health services (1) Mental 

health referral, (2) Decision to seek services, (3) Barriers, (4) Facilitators, (5) Make you 

stop coming, (6) Social Norms, (7) Expectations, (8) Parent involvement in mental health 

services, and (9) Relationship with mental health provider. 

Mental health referral.  The mental health referral subtheme provides an 

understanding of how participants were referred to mental health services. Nine 

participants described their experience being referred to mental health services. 

Participants’ journey to get referred to a mental health service required advocacy, 

persistence, and consultation with mental health professionals and school staff. Jasmine 

reported on doing a “self-referral” to get her child into the Infants and Toddlers Program, 

saying, “It was me and the doctors talking with the ‘doctors putting a referral in’.” Once 

Jasmine’s child participated in Infants and Toddlers, she was able to connect to needed 

specialty mental health services. Jasmine reflected on her child’s participation in the 

Infants and Toddlers Program: “When he was in Infants and Toddlers I told them about 

his behavior and the trauma and they referred him to his therapist.”  

Four participants were referred by talking to teachers and social workers at their 

child’s school. Participants described getting a referral for mental health services but 

decided not to access services at the time of the referral. Natasha stated, “We had gotten 

it through the school. There was a social worker there and she made a suggestion, and 
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this is even before my son passed, so the referral came in, but I didn't take advantage of it 

right away.” Natasha was open to services and got an evaluation for her child and the 

provider “reinforced that it would be a good idea for her to have services”. However, 

Natasha did not follow up on this recommendation.  

For some participants, having children attending preschools with an onsite mental 

health provider helped participants connect to services. Without the school-based 

connection, participants often lacked knowledge of how the mental health system works 

to access services. School staff acted as a navigator from referral to service delivery. 

Amina’s caseworker told her to get “Any therapy, as long as you got insurance they 

should take it.” Amina was able to use her social network and resources by asking her 

child’s preschool teacher about seeking mental health services. Amina stated: “They was 

telling me about services they had and then that's when I signed up for them.”. Before 

Adi became involved with child welfare he was already trying to “seek out certain 

avenues to try and get him help.” The referral started with the IEP team from the school. 

Aldi stated,” They did the IEP and what came out was that they thought that he had 

ADHD.” Adi summarized, “It started with the school. It happened rather quickly because 

after he went to the doctors and they diagnosed him with ADHD, I would say about two 

weeks and a ton of paperwork.” Alexis was proud stating “She got first hand” to describe 

her child receiving mental health services at the same school she is a student after she 

told a social emotional support staff member her concerns about her child’s behavior.  

 Child welfare caseworkers referred four participants. Melanie shared, “The social 

worker at Social Services suggested it. I don't know, I felt like it was important anyway, 

because he saw some of it. I don't know what my resources are…That's why I'm happy 
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that the police officers referred me to the social worker,.” Sheila described her child’s 

referral to mental health services, “I think he did it not too long after he was put into care. 

Maybe a month…I signed the consent form.” Shawanda had her children separated in 

two different out-of-home placements until her child received a mental health evaluation:  

They said that he was fine, and they could live back together again with certain 

precautions… they also wanted the six-year old to receive treatment, just to make 

sure that he was okay after that happened. I mean, because he was a victim. 

 Referrals for mental health for most participants were suggestions that often came 

from participants talking to someone at school or an early childhood intervention 

program. Participants were often in close proximity to mental health services located at 

schools and hospitals. This proximity allowed for participants to connect to services 

located in a familiar environment.  

Decision to seek services.  Parents described their decision-making process 

evolving into the subtheme decision to seek services. For some participants, they did not 

have concerns about their child’s mental health until the family experienced a traumatic 

event. The tragic loss of one child often propelled participants to seek mental health for 

their children but not themselves even though participants experienced the same trauma. 

Natasha described her process: 

I didn't think I needed take action until my son passed, that's when I 

wanted to go ahead and make sure that she was okay…that kind of 

prompted me to take action for the whole entire family when it came to the 

mental health piece. Especially the kids at least. Maybe I didn't need a 
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professional to help me with this. I just need to parent my child. That's 

what I thought.  

Natasha talks about a specific program referred to her by someone she trusted as 

something that could help her family “that was kind of what have me more so persuaded 

to even go for referral.” Melanie stated: “We're going there because we had a domestic 

violence incident in our home. That's the first reason that I'm going there, because he saw 

some of it. I wanted to make sure that he was okay.” After her “domestic violence 

incident” Melanie sought treatment as a prevention for future behavior problems from 

early childhood trauma her child experienced “I know that prevention is key. I don't want 

him to go to school and just ... P-U-N-C-H somebody, or something like that, and then 

he'll be in trouble with the L-A-W.” Alexis also realized prevention of future problem 

behaviors as a reason for seeking mental health services:  “I didn't want her to grow up 

with the same anger problems that I had. That was my biggest motivator, I just didn't 

want her to be like me.” Some participants felt early childhood was a time children would 

be receptive to services and could get a benefit from receiving them. Similar to Melanie 

and Alexis, Jasmine stated, “it's best to get them help now than to wait for them to get the 

age I am to get help.”  

 Two participants reported they were mandated by child welfare to take their 

children to mental health services and were told their children would be removed if their 

children did not begin mental health services. However, participants were left on their 

own to navigate waitlists at mental health agencies.  
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Amina’s decision to seek services was influenced by her collaboration with the 

staff at her child’s school. Amina described her child’s teacher reviewing all the 

interventions everyone has tried with her child:  

Well, I actually I thought about it because his teachers kept saying, we're kind of 

doing this, we're kind of doing that and he get discipline at home and he do the 

same things. I'm like with y'all keep doing that maybe somethings wrong with the 

child. 

Adi reported his child’s birth mother was an important influence on his decision 

to seek mental health services even though he did not think the services would work. 

His birth mother, she was just, "We got to do something." You know, it would 

have kinda been selfish of me to say, "I don't think the treatment's going to work." 

And if it's free, not to let the boy get treatment, so, let's give a shot. Let's see what 

happens, kinda sarcastically,” 

Participants were initially reluctant to seek services despite child welfare having 

mandated attendance for mental health services for their child as part of their case plan. 

Shawanda’s process seeking mental health services was influenced by child welfare-

mandated mental health services and her persistence in navigating a long mental health 

waitlist: 

I guess initially I was resistant to what DSS wanted us to do, as far as going 

through the counseling program, but I think that it turned out to be good for both 

of the boys. It was like a pretty long waiting period to get an appointment, but I 

was persistent, and I called, and I talked to the director, and I was like, "We had to 
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send our younger kids away until they get this evaluation done. So we really need 

to meet with you as soon as possible. 

Barriers. Participants described the subtheme barriers to mental health services. 

Barriers were present before parents attend mental health services and some barriers were 

created by the mental health and child welfare system. Participants encountered conflict 

with daily schedules, transportation, waitlists, housing instability, professional missing 

mental health need, and myths of early childhood mental health. Three participants 

described difficulty with balancing their work or daily schedule with therapy as the most 

significant barrier. Natasha stated: “It's not something I was averse to, just I didn't see it 

fitting into the schedule and lifestyle right away.” Amina described her situation: “I can 

always make that appointment; I can't always start the job so I was like I'm gonna start 

my job.” 

Two participants described transportation as a barrier to mental health services. 

Transportation for therapy appointments was not designed for families with more than 

one child created additional barriers for families.  Jasmine stated, “Having a lot of kids 

behind each other, because everybody at the program say, We can transport you and your 

child for the services that's for you, or the services that's for your child, but it's not for 

your other kids." Sheila was not offered help with transportation by child welfare to 

participate in sessions with her child who was placed in foster care in a distant county, “I 

don't have a car of my own…that was probably the biggest barrier. And I did not get help 

with transportation from DSS with that.” 
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Two participants reported having to navigate a waitlist as a barrier to mental 

health services. Melanie describe a series of waitlists despite her involvement in child 

welfare. Melanie stated:  

From them, it was a couple of weeks, maybe three weeks, or so. I told them that 

Social Services referred us. Then they made it available. But there was a list of 

seven different therapists that I called. Most of them, it takes about two months, 

because they have a wait list.  

Alexis reported being content with finding her mental health provider but, “The 

disadvantage about that was is that they had a waiting list.”  

 Adi describes the challenges of unstable housing on their child getting mental 

health services  

The biggest barrier was finding out where I was going to live 'cause we was 

jumping from house to house to house and then my parents just said, “I'm going 

to let you all stay up here for a little while." That kinda got the ball rolling on the 

normalcy of getting him help... She [therapist] can't come see me at McDonald's 

every time for a session or can't come see me in a park or something, so I had to 

have a home. 

     Participants with persistence and knowledge of the mental health and child  

welfare system were able to overcome obstacles that may keep other parents from  

getting the help they need. Jasmine knew her child had mental health problems because  

her older children participated in mental health services. However, after an evaluation by  
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the Infants and Toddlers Program found her child did not need mental health services, 

Jasmine consulted a trusted doctor, “Me and my doctor was like no that's not true. So I 

took him to [a different county] Infants and Toddlers and they approved him.” It takes an 

experienced parent to navigate the system after being denied services after an evaluation 

and in this case Jasmine’s child may not have received treatment to address trauma had 

she not been connected to other professionals.  

Early childhood was a barrier to seeking mental health services for many 

participants. Some participants, mental health providers, and child welfare workers 

believed young children may not benefit from mental health interventions, despite 

evidence-based services available in the community. Participants provided their thoughts 

on the age a child could begin to benefit from mental health services. Alexis provided a 

nuanced perspective on early intervention “Not for two or three year olds, they're 

practically still babies. I think it should start when a child is four or five, that they should 

start having mental health services.” Alexis described her concerns about her child, “She 

hasn't been through nothing yet but I could see that she has those symptoms.” 

Sheila was not sure about mental health services for her child because of her 

young age, “With his age it's kind of hard to tell, and I'm pretty sure that's how DSS felt 

too. He was so young and they didn't really know what more could be done.” However, 

Sheila never minimized the impact a traumatic event had on her child even at a very 

young age stated: 

It’s a really big concern of mine, because I feel like, yeah, he's young, but because 

he's so young and this happened at age in his life where it's like he can't really talk 
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is something he's still going to remember, and it's still affecting them negatively. 

And I don't want this to linger in his life later. 

Barriers represented obstacles participants encounter when seeking mental health 

services. Housing, transportation, and waitlists were some of the major structural barriers. 

Professionals and participants lack of knowledge about early intervention services for 

young children possibly delayed treatment for some of the participants children in this 

study. 

Facilitators.  Participants discussed experiences that aided them in accessing 

mental health services and coded as the subtheme facilitators. Receiving services in 

settings families normally spend their day such as school and home were major 

facilitators. Other facilitators described by participants include having free mental health 

services and receiving services in a familiar setting broke down barriers of mistrust of the 

mental health and child welfare system.  

School was a major factor helping families get mental health services for their 

children. Preschool and pre-kindergarten embedded in comprehensive elementary schools 

allowed for participants children’s behavior to be observed by school staff and compared 

to their same age peers. Participants with children in preschool and pre-kindergarten 

programs were able to take advantage of social emotions learning supports leading to 

mental health services. School staff served as another professional able to identify mental 

health need for children and refer to services that were known to school staff because 

they were located in the school. At school, observing participants children’s challenging 

behaviors allowed school staff to open a conversation with participants about their 

concerns for their child’s behavior and implement classroom based interventions. When 
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classroom-based interventions did not significantly change behavior, teachers would refer 

to evaluations to determine their eligibility for special education services and or mental 

health services. Special education was described as a difficult process and once 

participants children were in special education services, it opened pathways to mental 

health and other services.  Jasmine was able to get special education services for her child 

described the process, “Like the IEP process, that was freaking hard.” Amina’s special 

education process allowed her to get mental health services concurrently as she was 

working with the preschool staff to get her child into special education.  

 Preschool helped facilitate access to special education services. Adi’s child was 

found to need special education services shortly after enrolling in school. Adi ascribed 

much of his child’s progress to being in special education, “As far his mind and the way 

he acts and how he talks to people, how he reacts to people, how he feel, everything 

changed 'cause of the IEP, I would say.” Sheila’s child also has special education services 

and has mental health services as part of her IEP. Special education for children of 

participants was a place for learning but also served as a school-based pathway to mental 

health services. 

Several participants reported home visiting services facilitated their access to 

mental health services by accommodating their busy schedule and maintaining services 

when participants moved out of an area. Natasha stated, “They come to the house which 

is why I participated, definitely.”  Amina stated: “ I thought it was easier for them to 

come to my house so even though I don't be home, my sister be home to answer the door 

when he be there so it be easier for me.” Even if home visiting was not available, two 

participants were able to have their child attend mental health services at their child’s 
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school. This practice removed waitlists and transportation as barriers. Alexis described: 

“She automatically got in first because she was a student at the school where she was 

actually doing the therapy.” 

         Two participants describe having their mental health services paid for by child 

welfare removed cost as a barrier. Shawanda stated: “They were asking for our health 

insurance information and stuff. But then I think just because of the circumstance, they 

ended up waiving, or DSS told them to waive it.”. Adi stated: “It was basically free, so I 

didn't have to pay for none of it, so it was yeah, I'm more than willing to get him therapy 

and get him whatever kind of training he needs or what kind of help he needs, basically.”        

       Involvement with child welfare brings up aspects of mistrust for participants. Having 

trust and familiarity around mental health services can help participant access mental 

health services. Jasmine suggested having a familiar location for services facilitated her 

accessing mental health, “I was familiar with that building, the school, because that's 

where I went to lower school. Some of the teachers that I had, they was familiar.”  

       Facilitators made mental health services easier to access by reducing the impact of 

barriers to services. Participants with children enrolled in a formal preschool or pre-

kindergarten were able to have access to education and mental health in one setting. 

Making mental health services easily available to participants was important because of 

complex mental health needs impacting their ability to navigate mental health services. 

 Make you stop coming. Five participants shared experiences resulting in the 

subtheme would make them stop coming to mental health services once services have 

begun. Two participants reported they would terminate therapy if their child was 
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retraumatized. Participants take their child to therapy after traumatic events and want 

safety. Natasha reported she would stop “If my kids said they were uncomfortable with 

the therapist.” Shawanda reported “I guess if I had've seen that my kids were being 

traumatized, or retraumatized, or if they hated going, then yeah, I probably would have 

stopped it,” Alexis described her frustration of getting a quick diagnosis and a 

recommendation for medication. “I say you didn't even diagnose her yet. You're just 

listening to what I'm telling you is wrong with her and you're just saying she has ADHD 

and she needs that?” Participants went to a therapist to feel understood and heard and if 

they do not feel this is happening, they are ready to leave treatment. Two participants 

were in the therapeutic process and would not stop coming for any reason. Jade stated: 

“Nothing would stop me from coming to services.” Adi suggested only “progress” would 

end therapy.  

 Social norms. Participants discussed their experience interacting with family, 

friends, and members of the community about their child attending mental health 

services. The subtheme social norms was represented in the interviews. Two participants 

describe supportive interactions or encouragement for their child to attend mental health 

services. Amina stated: “They think it's a good idea. They think it’s helpful if he need it. 

My mom, my sister, his grandma, saw he need help.” Natasha described her family’s 

response: 

No friends really, but family they know about it. They definitely encourage 

mental health, across the board. A good portion of my family suffer from some 

form of depression. A lot of us are receiving some help in family, so it's 

encouraged in my family. 
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 Three participants report negative experiences interacting with family, friends and 

community or they decided not to share with others their child was attending mental 

health services. Some in the participants social network questioned the need for young 

children to get therapy, standing in contrast to science supporting early intervention. 

Jasmine reported “My family don't like it because they want to say "how do you know he 

has a disability and he's only four.” Some participants mentioned vaguely about getting 

mental health services for their child without going into the specifics of treatment. 

Melanie stated, “I told my parents that he's being seen because of the incident, but I 

haven't really told them that he's being seen I don't think I've openly said, "We're going”. 

I didn't really have any negative preconceptions. I think the thing that was exciting to me 

was that they were doing it with play, because that's one thing that he loves being for 

behavioral therapy." I sort of, "We're seeing someone." 

Some participants described support from one social group in their social network 

to seek mental health services and another social group giving negative feedback about 

seeking mental health services. This led participants on a process of figuring out if 

therapy was worth going. Adi described his process: 

At first, the opinion was you can get over it yourself. Then [a friend] actually 

helped me see that no, you can take the help and don't feel bad about receiving 

help…You know, I thought I was a bad person if I would seek help out or always 

try to be the big and bad, People I knew was basically oh, that ain't gonna work. 

I've been there, done that. My son got this and it ain't work. But that's a lie, 

because it worked. It worked.  

 Expectations. Participants described what they expected before they attended 
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mental health services. From these participant experiences emerged the theme of 

expectations.  Three participants described positive expectations for their child’s mental 

health services. Participants with positive expectations Melanie stated: “I didn't really 

have any negative preconceptions. I think the thing that was exciting to me was that they 

were doing it with play, because that's one thing that he loves.” Sheila stated, “I kinda 

knew what it was because I had done it with my daughter when she was three” Sheila had 

a friend who was a foster parent who “helped me understand the way that it's all 

supposed to go, what to expect.” Having a friend help her navigate through the mental 

health and child welfare system allowed Sheila to be able to ask questions when unsure 

about the process. Sheila stated:  

I'll have certain questions about certain things that maybe I didn't understand. And 

she'll kind of clear it up for me,.. So she has a really good understanding of how 

the system goes and how foster parents and the biological parents are supposed to 

interact. 

Shawanda expected her child would talk more about “the incident that happened, 

but it really wasn't like that. He loved therapy.” Most participants with positive 

expectations had personal experience with mental health services or know someone with 

this experience. 

Three participants shared negative expectations about mental health services. Two 

participants shared their concern based on past negative experiences with mental health 

services. Jasmine stated: “I thought that I was going to go through all Holy Hell because 

he already got denied once so what made me think that he wasn't going to get denied this 

time”. Adi shared “I thought it was a bunch of hogwash. I thought it wasn't going to help. 
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Being arrogant, being biased to the treatments and the medications…Somebody who can 

actually back up what they're saying,”  

Amina was unsure what to expect from mental health services, “I heard that 

therapist do work good…It never really crossed my mind.” However, she was able to talk 

to someone she trusted who told her what to expect from services. Alexis was even less 

sure and stated: “I really didn't know to be honest; I really didn't know. I was just going 

with the flow, I didn't really know”. Having someone to talk to about what to expect with 

mental health services made a difference and many participants were able to have more 

positive expectations if they talked to someone they trusted who shared their positive 

experience or were able to relieve concerns of participants.  

Parent involvement in mental health services. Eight participants described their 

involvement in their child’s mental health services. Mental health providers engaged 

parents in services through positive rewards, meeting with the whole family, conducting 

home visits and access to a psychiatrist. Natasha described knowing the therapy process 

kept her involved in services: “Basically went over what his job was, or what he would 

be working with the family on, as far as our family goals, or family objectives I guess 

with the program.” Participants expressed the importance of providers being client 

centered in their approach to services and helping navigate related mental health 

providers. Alexis reported being engaged with services, “Because she gives me 

questionnaires like every so often”. Jasmine provided examples of what would keep her 

coming back for services:  

I always went. Whether I chose to come back to them is how I felt comfortable, or 

if my child felt comfortable. Or if I liked what was going on, or if I liked the 
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location, or if I liked their plan that they came up with. That would determine 

whether they would ever see me back again. I think some programs need to be 

more family oriented instead of one on one. 

Parents discussed how they participated in mental health services for their child. 

Parents were often included in the therapy sessions with their child for at least part of the 

session time. Participants talked to therapist during home visits to get suggestions for 

dealing with their child’s behavior. Natasha shared how her interactions with the therapist 

helped her make change: 

He asked me just kind of for any concerns that I had, just background, is there 

anything that's going on that I think might be affecting the baby adversely? He 

will give me ... I wouldn't say options, but he'll give me ideas of how to deal with 

those issues. So every time there was something discussed, he would bring it up 

that next week, that next time. Probably with me to say, hey how's this coming 

about, what's going on with this? And then we go into the session, so. It's helpful 

to keep me focused and remind me about making changes. 

Melanie participated in brief meetings with the provider, “She's going to sit down 

and talk with me on what she's been able to gather.” The participants meetings with the 

provider gave the participant a chance to hear a professional’s perspective on their child’s 

behavior. At times providers had a delicate balance between involving participants in 

their child’s therapy session and allowing the child to meet without their parent. Adi 

described this balance: 
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Some of the therapy sessions, I would be present, but for some of the activities 

within the therapy session, I would respect the therapist if she said something like, 

"Could you step out for a minute," or something like that. I didn't take no ill 

mindset towards her wanting to be with him by himself because I'm sure she's a 

professional and what she did worked. 

 The parent-child relationship was impacted by mental health service use. 

Participants simultaneously struggled with their own mental health and their child’s. 

Participants benefited from attending their child’s mental health services giving 

participants a better understanding of how to handle their child’s challenging behavior. 

However, when participants experienced a high level of stress, it impacted their ability to 

access mental health services. 

Relationship with mental health provider.  Participants relationship with their 

child’s mental health provider was supported as a subtheme. Six participants described a 

mostly positive relationship with their child mental health provider. One participant 

described a negative relationship and one participant described a mixed relationship with 

their child’s mental health provider.  

Natasha described her relationship as “cool” and “I appreciate the therapist 

putting that in place, because it used to be her feeling like she was out of control.” 

Melanie described a “rewarding” relationship with the mental health provider who is 

“professional.” Melanie elaborated “She's always on time. She communicates to me a 

brief summary of what she thinks she's accomplished in the session, or what she thinks 

she might want to work on in the next session. That's all I need.” Jade stated the mental 

health provider was “really smart” and Amina reported “We had like a relationship, we 
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always contacted each other. Communicate a lot.” Amina described the respectful 

interactions also extended to releasing information, “They got my permission before they 

just let anybody know like what we discuss.” Patience for the child’s behaviors was 

mentioned by two participants creating a positive relationship. Adi stated, “That patience 

there is probably the reason why he is the way he is now because she didn't give up.” 

 Having a positive, trusting relationship with open communication helped to ease 

participants fears about their child being retraumatized by the therapy. Shawanda 

described her experience: 

They sent multiple emails, and after every session with the boys, they would call 

us, and just debrief after talking about what they did. So it was a lot of open 

communication. So any fears or concerns I had, they definitely quickly went 

away. So I knew that they weren't going to be retraumatized. 

When participants do not feel listened to and disrespected, they often reported a 

negative experience. Jasmine discussed her feeling disrespected because of her disability: 

You should never talk to the next person about their child. Because I had a 

disability and she knew it, she would always turn to the godmother and be like, 

"Is this true?" Or, "What's going on?" Or, "Can I ask you a question?" Like I 

wasn't even in the room. 

Alexis had a mixed experience because she went to two different agencies. At the 

first agency, a large mental health provider, Alexis felt “I couldn't trust what they were 

saying… because they're so quick to say that they have ADHD.” However, when Alexis 

went to an agency she was familiar with, even knowing the mental health provider who 
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was “my worker when I was in foster care.” She described a “great relationship” with the 

mental health provider and could “trust them.” Participants often sought to find positive 

opening in their relationships with mental health providers but knew when they felt a 

mistrust of a provider, they needed to protect their children and find a mental health 

provider they can trust. 

Equity and Understanding 

“Our perception in the Black community is that they're aiming to destroy us.”  

 

 Participants often described their mistrust of the system in their journey seeking 

help for their child and family. Despite this mistrust, a high level of participant mental 

health need, and knowing the child welfare investigation was based on a false claim of 

child abuse, participants continued to work with child welfare and mental health services 

to preserve their family. However, some participants describe experiences when child 

welfare understood their family and culture. Within this context, participants discussed 

their experiences of equity including how the child welfare and mental health system 

understood or misunderstood their family’s culture. Participants also discussed how the 

African American community perceived child welfare and mental health. The theme of 

Equity and Understanding was developed from the semi-structured interviews with the 

following subthemes: (1) Child welfare understanding family, (2) Mental health provider 

understanding family, and (3) Racism. 

Child welfare understanding family. Three participants described experiences 

when their interaction with child welfare was not equitable and their needs not 

understood. Participants knowing their rights during their interactions with child welfare 
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was key to feeling empowered when interacting with the system. Jasmine reported she 

did not know her rights and “It turned up to a court situation, and the court's not knowing 

how to work with people with disabilities, or the attorney not knowing how to work with 

people with disabilities. It can make it harder.” Participants did not trust the system to 

extend them their rights, rather they had to demand their right were respected. Alexis told 

her child welfare worker after her children were removed “You will never understand 

how that felt until you have kids.” Alexis described how her family’s need to have the 

kids together in foster care was not respected “They separated my kids, they didn't stay in 

the same house…For the system as well, I feel like they shouldn't separate kids like that.”  

Participants often acknowledged their limited autonomy to make decisions for 

their child in child welfare custody. However, when participants voiced their strong 

preferences for decisions about their child in foster care, they felt unheard when their 

preferences were not acted on by child welfare workers or foster parents. Sheila felt her 

child did not need a medical procedure because the medical records child welfare had 

access to were not a complete history. Sheila stated, “So I tried to protest and say he 

doesn't need that, but my voice wasn't heard. So that really was one of the other times 

where I was just like, I really wanted to be heard for that one.” Adi described his mixed 

reaction about his family’s culture being understood. Adi discussed participants 

understanding of the challenges faced by child welfare to make quick decisions about 

families, but at the same time the need to see each family and parent individually. 

Yeah and no because when you put 'em in categories, it actually give you, like 

this research you're doing. It actually give you a general idea, but at the same 

time, we have individuality, you know what I mean? So it's good to approach 
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things from a different standpoint, I'd say, when you're dealing with different 

individuals, you know? You might have five people that use drugs, but all the five 

people probably don't use drugs the same way, if you know what I mean.  

Feeling understood by child welfare workers was important to participants. Four 

participants described how child welfare understood family culture and participants 

experiences. Melanie was looking for work and described her interaction with the child 

welfare worker, “I think he understood where I was coming from, because they were 

trying to see if I was applying for jobs.” Amina felt child welfare understood her family’s 

need for protection and safety “They made sure we was safe from…her father so, they 

kind of also helped protected us too.” Shawanda thought child welfare was investigating 

her after a false report. After child welfare worked with her family she felt the child 

welfare worker, “Understood that, "Okay, this was clearly a false report and nothing is 

going on." So yeah. So she was really nice after that. Like once she saw the situation”.  

Mental health provider understanding family. Participants described how mental 

health providers understood their family’s culture and experiences. Participants described 

mental health providers with similar backgrounds that made them feel understood and not 

judged. Natasha described her experience: 

He is from the inner city himself. Our backgrounds are somewhat similar culture 

wise. The thing that he does, he doesn't really access or judge what I'm saying, he 

just gives me a different way of looking at the situation. Or helps me to be more 

considerate of what the other side. That's something that's important. 
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During the time of the interviews, video of African Americans being killed and 

brutalized by police and violent racial attacks towards African Americans were circulated 

widely throughout social media and news outlets. In this context, Melanie felt it was 

important for her mental health provider to understand her African American child and 

having an African American mental health provider provided a deeper sense of 

understanding her child’s experiences and challenges. Melanie stated: 

She's African American, and a number of her staff is African American. It's a 

diverse staff. That alone to me was like, "Okay." When she got down on the floor, 

and she was talking to him in a professional way, but just connecting with him, I 

said, "Okay, she gets that he's a little Black boy." I just think culturally she 

probably is more aware than if she wasn't African American, the importance of 

this session for him. I keep thinking about Black Lives Matter, and all those 

things. 

Participants did not expect to be completely understood by mental health 

providers. When participants thought the mental health provider was trying to understand 

their family or experience, participants felt respected. Amina stated: 

They treated me with respect and stuff. Even if they probably didn't understood, 

…they understood, if you get what I'm saying. So they like, they ain't gonna tell 

me they don't understand but they try to understand, you know. Like if I ask them 

a question, they give me their best response. Which, I think they understand cause 

you know the response they give me back. It was all respect. 
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Racism. Participants described their perceptions of racism and how they 

experienced it during their interactions with both child welfare and mental health 

providers. Racism in child welfare was described as systematic and based on the 

intersection of living in a low-income area of the city, racist assumptions of the behavior 

of African American parents, and having low-income housing. Alexis stated, “Our 

perception in the Black community is that they're aiming to destroy us. Because when 

you take away a mother's child, that will destroy us very, very badly.” Sheila described 

racism as a factor in her involvement with child welfare: 

I feel like if I had not been a single Black mother in that building, I would not 

have been treated that way. Wouldn't have gone that same way. It kind of was 

something that I feel like was easily swept under the rug because of honestly my 

race, and because of me living in West Baltimore and living in low income 

housing is very easy to get swept under the rug because you look like more of a 

number than a person. And as kind of how it felt is like, I was more of just a 

statistic than just a person with a family and real feelings. And it's just the 

assumption that you must have been doing something wrong. And that really 

wasn't the case. So that really did play a very big part in it.  

Participants encountered racism within the mental health system. Participants 

describe racism in mental health providers seeing the behavior of African American 

children as severe when compared to White children’s behavior. Alexis described a 

situation where a White child with extreme behavior was viewed by the mental health 

agency as having “extreme emotional problems” but not medicated and her child with 
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less severe behavior needed medication. Alexis described her challenge of mental health 

providers bias towards certain diagnosis and medication for African American children: 

I feel like, not being biased or anything like that, but with the kids in our Black 

community they also just, she has ADHD or he has ADHD. Let's just get them on 

medication without really listening to what their needs are. Since I've been with 

[mental health agency] they've never mentioned nothing about medication so I 

love [mental health agency]. 

However not all participants identified racism within child welfare or mental 

health. It is important to consider the comfort level of participants talking about racism 

during the interview. When asked about experiencing racism from her child’s mental 

health provider, Shawanda stated, “Our culture is American so it wasn't any issue or 

anything.” Shawanda did not see racism as a problem for her because she identified with 

a mainstream American culture. It is possible during this interaction Shawanda was 

uncomfortable discussing her experiences of racism with me or she was responding to the 

question as related to broader cultural understanding. 

Integration of Qualitative and Quantitative Data 

 The mixed method concurrent design allowed for the analysis of qualitative and 

quantitative data to provide a deeper meaning and context for participants’ experiences 

accessing mental health and child welfare services. The design also brings qualitative and 

quantitative data together to analyze the research questions more fully. The integration of 

findings are reported by the research question they sought to answer. The qualitative and 

quantitative findings are presented together in Table 8. 
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Primary Research Question: What are the experiences and perspectives of parents 

when accessing services for mental health problems among their child welfare involved 

toddlers and preschoolers?  

 The primary research question sought to understand participants’ overall 

experiences navigating the mental health and child welfare systems. Both qualitative and 

quantitative data were analyzed for the primary research question because both methods 

were needed to answer the overall question of parents’ experiences accessing services. 

Participants with mental health needs and stressors of their own struggled to meet the 

mental health needs of their children and the demands of child welfare mandates. The 

child welfare and mental health system sought to reduce barriers to mental health services 

for participants and created new barriers participants needed to overcome. Parents carried 

high levels of stress while working to overcome barriers between mental health and child 

welfare systems to get mental health services for their child. 

Referral does not mean service use: Journey to mental health services.  

Qualitative data showed many parents were referred for mental health services but 

decided to wait to seek services. Parents’ decision to access mental health was complex 

as parents with high levels of stress navigated waitlists for services among several 

barriers.  Parents felt they could help their child’s behavior by being a better parent or 

their child may be too young to benefit from mental health services. Participants were 

often aware of their child’s need for mental health services. Participants reported elevated 

scores on 8 of 9 scales and subscales of the CBCL for their child when compared to the 

national normative sample. Participants’ higher mean scores on the CBCL suggest the 

presence of a mental health need for their child even after attending at least one mental 
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health session. However, some participants did not take action to get mental health 

services until there was a major incident such as the loss of a child or intimate partner 

violence.  

Barriers to mental health services. All participants were able to successfully 

access mental health services and discussed barriers they overcame to get services. 

Participant’s YSS scores also indicated lower scores for access compared to the state 

normative sample. Five participants relied on transportation outside of their control such 

as a friend’s car or taxi. Participants described barriers related to employment because 

employers required participants to work with little notice or risk losing employment.  

Participants had to decide between missing a mental health appointment for their child or 

potentially losing income. Poor communication between child welfare workers and 

participants set up barriers for participants attempting to engage in their child’s mental 

health services. Participants described not being told where services for their child in 

foster care were occurring even when the child welfare goal was to reunify the child with 

their parent. Participants identified a waitlist for services as a barrier to access services 

and could have contributed to participants’ lower mean scores on the YSS for access. 

Facilitators to mental health services. Facilitators to improve access were rooted 

in the relationships participants built with school staff, mental health providers and child 

welfare workers. Participants developed relationships with school staff that were 

partnerships geared towards getting mental health services for their child. Participants 

were referred to or directly connected to mental health services through their child’s 

school. Many times, this service was co-located at the child’s school, making it 

convenient and trusted. Additional facilitators included home visiting, providing 
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transportation, child having special education services and having services at no-cost.  

Participants had higher mean scores for social connectedness compared to the state 

normative sample.  The qualitative data provided an in-depth description of participants 

relying on positive relationships between friends, family, church members and 

community organizations to help participants get to mental health services and learn how 

to navigate the sometimes unforgiving child welfare system to be reunified with their 

child. The most effective friend knew the child welfare system and coached participants 

on what to say and do to get their child reunified despite participants’ initial mistrust 

about complying with child welfare. 

Specific Research Question 1: What is the current level of parent stress and child 

behavioral needs? 

Two mental health needs: Parent and child.  Qualitative and quantitative 

methods were used to answer specific research question one because quantitative 

measures provided a baseline of child and parent psychological functioning and 

qualitative data provided context to understand how parent and child mental health 

impacted service use. Participants were carrying the burden of seeking help and 

managing both their own and their child’s mental health need. For many participants this 

meant carrying high levels of stress and navigating the large bureaucratic systems of 

child welfare and mental health to seek services. Five participants’ children scored in the 

borderline clinical or clinical range for internal or externalizing problems. Children’s 

mean CBCL scores were above the state means for most scales and subscales. 

Participants’ children had statistically significant higher levels of anxiety and depression 

compared to the national normative sample. Depression and anxiety presented in children 
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with significant behavior problems. Participants shared their children had suicidal 

thoughts, extreme tantrums and physical aggression.  

Participants’ mental health challenges were best described with both quantitative 

and qualitative results. The overall results of the K-6, measuring parent psychological 

distress, suggest participants had lower levels of mental health need at the time of the 

interview. However, most parents described significant stress and mental health 

challenges during the period of child welfare involvement and seeking mental health 

services for their child. Six participants’ responses to the question “In the past 30 days 

how often did you feel nervous” identified feeling nervous at least some of the time. 

Participants shared feeling nervous about having the partner who physically abused them 

coming back in their life. Jade stated: “I'm kinda scared because he's out there. He's 

aggressive. He's abusive. When they sit there and say, "That guy," I panic, 'cause I'm like, 

"Okay, so he's watching me still?"  

Participants also reported worry about housing, financial pressure, and having 

their children living with them. Participants responded to the question “Over the past 30 

days how often do you feel so depressed that nothing could cheer you up?” Participants 

struggling with depression described their experiences with post-traumatic stress 

disorder, depression, substance abuse. Having a child with a high mental health need 

allowed for participants to access services for their child, but their own mental health 

needs created barriers for participants, especially when multiple stressors occurred 

simultaneously. 
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Specific Research Question 2:  How was the child’s mental health need identified 

before using services?  

Identifying a child’s mental health need: A collaboration with family, friends, 

school, and professionals.  How children’s mental health need was identified was 

examined through the qualitative data by participants discussing their child’s mental 

health need.  Quantitative data was not used to answer specific research question two 

because in-depth responses were needed further explore ‘the how’ regarding children’s 

mental health need.  Participants identified a concern for their child after they showed a 

change in their behavior such as increased aggression and self-harm statements. For 

many participants, the change in behavior occurred after a significant traumatic event.

 However, participants needed additional collaboration with family and 

professionals to connect the concerning behavior to a need for more formal mental health 

services. For many participants, schools helped conceptualize children’s mental health 

need and discussed how formal mental health intervention could address this need.  

Teachers and school social workers discussed their concerns with the parent, often 

comparing the child’s behavior to peers in class. Participants discussed their concerns 

with doctors during their child’s regular well-child visits. The collaborative dialogue 

between school, pediatricians, and participants’ social network helped bring the 

children’s mental health need to a higher level of urgency, motivating participants to 

eventually seek services. 
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Specific Research Question 3:  How do parents perceive the role of their child’s mental 

health need, race, income, legal system, service system, and service providers related to 

their service utilization experience? 

System knowledge combats mistrust and racism. Quantitative data was used to 

measure participants income using the parent survey and the YSS measured the cultural 

sensitivity of mental health providers. Qualitative data described participants perceptions 

of how various factors had a role related to their child’s service utilization.  Cultural 

sensitivity scores reported by participants on the YSS were lower compared to the state 

normative sample.   

For some participants, achieving equity in mental health and child welfare 

services was a challenge. The use of participants race, income, and gender by child 

welfare and mental health providers as a way to create negative perceptions of 

participants,  put participants in a position of having to legitimize their standing as 

African American, living in a neighborhood with low income residents and being a single 

female. Participant’s income varied, but most participants lived in extreme poverty, out 

of work, and rented their home.  During semi-structured interviews some participants 

reported they would have been treated more fairly by child welfare workers had they not 

been a single African American female and living in a lower income neighborhood. Some 

participants reported their parenting towards their children was viewed more negatively 

by child welfare because of race and income.  One participant reported her child was 

quickly diagnosed and prescribed medication without being listened to and gave an 

example of a White client not given medication and considered to have emotional 

problems. Some participants feared for their child’s safety because of violence stemming 
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from racism but felt relieved when mental health providers connected with their child and 

tried to understand their background.   

 However, despite the mistrust felt by participants towards child welfare workers, 

some participants had a friend, family, or community member with knowledge of the 

child welfare and mental health system to help participants navigate toward a favorable 

outcome. Participants support from friends, family and community members allowed 

them to look towards the goal of reunification with their child and work past feelings of 

mistrust.  

Specific Research Question 4: What is the parents’ experience with service 

providers such as caseworkers, mental health providers, developmental providers, 

and education providers?  

Participants’ experience with service providers. Quantitative data was used to 

answer research question four because it provided the number of services participants 

accessed in the past year and allowed for the qualitative data to provide in-depth 

descriptions of participants experience with service providers. The integrated data 

highlighted the negative relationship and communication participants had with child 

welfare workers, and the mostly positive relationships with mental health providers and 

school staff. Participant’s children received several services in the past year including 

mental health (n=7), home visiting (n = 7), behavior therapy (n = 5) , speech services 

(n=3), and developmental services (n = 1). Participants experience with service providers 

is a key component to the quality and satisfaction of services. The parent survey 

identified seven participants having their child removed from their care by child welfare. 

The removal began a long and often stressful relationship resulting in an overall negative 
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experience. During semi-structured interviews, five participants described their 

interaction with child welfare workers as “sneaky”, “sarcastic” and “dishonest”. Only a 

couple of participants felt their interactions were positive describing child welfare 

workers as “trusting and “connecting to services”. Participants’ confusion with the role of 

the case worker led to further feelings of mistrust. Participants with negative or unclear 

communication with their child welfare worker often projected negative assumptions 

onto the children welfare process. Participants did not trust a process that was not treating 

them fairly. 

 Participants had mostly positive experiences with their mental health providers. 

Participant scores on the YSS were lower than the state normative sample, however, the 

scores still indicated a significant level of satisfaction with an overall mean score of 3.75. 

Six participants described their satisfaction with their mental health service providers as 

“feeling respected”, “good communication”, and “trusting”. Receiving mental health 

services from an agency that fits the family’s needs is important. One participant reported 

having a negative experience with their mental health provider who “did not listen” and 

“quick to diagnose”. However, after going to another agency, that participant reported a 

very positive relationship with their mental health provider. Another participant reported 

a negative experience because the mental health provider “disrespected” her by 

confirming answers the participant gave with a relative who was in the room.  

Participants described their relationships with mental health providers as an 

important part of continuing services. Six participants reported a positive relationship 

stating their child’s mental health provider was “respectful”, “had good communication” 

and “trusting”. The YSS results support participants positive experiences with their 
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child’s mental health service. However, when compared to the state normative sample, 

participants reported lower YSS scores for the participation (-0.53), access (-0.52), 

satisfaction (-0.34), and cultural sensitivity (-0.34) domains. Some participants described 

mental health providers as “being from the inner city” implying they felt understood. 

Feeling understood by their mental health provider may explain the reason participants 

were generally satisfied with their providers cultural sensitivity.  

 Eight participants had some type of Head Start or preschool. Participants reported 

their most positive relationships with school staff.  This positive trusting relationship led 

to a connection to mental health services.  School staff such as teachers and school social 

workers were able to develop relationships with participants and became collaborative 

partners, discussing behavior concerns and connecting to mental health services.   

Table 8. Quantitative and Qualitative Findings by Research Question 

Research Question Quantitative Qualitative 
Primary Research 
Question: What are 
the experiences and 
perspectives of 
parents’ when 
accessing services for 
mental health 
problems among their 
child welfare involved 
toddlers and 
preschoolers?  

• YSS-F: Compared to state 
normative sample, participants 
had lower satisfaction with 
mental health services for 
participation, access, 
satisfaction, cultural 
sensitivity. Participants had 
more social connectedness 
than state sample. 

• Referral to mental health 
services did not mean 
participants got services or 
even decided to go to 
services 

• Participants consulted 
trusted people about going 
to mental health (teachers, 
friends, family, pastors) 

• Child welfare and mental 
health helped to reduce 
barriers and created new 
barriers 

• Barriers included waitlists, 
scheduling conflicts, 
transportation, foster care, 
housing instability, not 
identifying needs of 
toddlers & preschoolers 

• Facilitators: Attending 
preschool, services located 
at child’s school, home- 
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Table 8. (continued)   
  based services, no cost 

treatment, participants 
familiar with place services 
occur 

   
Specific Research 
Question 1: What is 
the current level of 
parent stress and child 
behavioral need? 

• Participants reported a 
moderate amount of parenting 
stress (X=2.32, SD=.97) 

• Participant has a lower amount 
of psychological distress (X = 
0.8, SD = .70) with 60% 
feeling anxious at least some 
of the time. 

• CBCL scores of participants 
were higher for 
anxious/depressed, 
internalizing behavior, 
externalizing behavior & Total 
problems compared to national 
norms. 

• 50% of participants children 
had a clinical level mental 
health need even after 
receiving some mental health 
services. 
 

 

• Participants experienced 
intimate partner violence, 
financial distress, barriers 
to adult mental health 
services, stress of having 
child in foster care, & 
excluded from society 

• Stress was constant for 
participants and was worst 
when several stressors 
occurred at the same time 

• Post-traumatic stress 
syndrome, depression, & 
substance abuse were 
mental health challenges of 
participants 

• Parent stress strained 
parent/child relationships  

• Children’s behavior 
problems have decreased 
since participating in 
therapy 

• Behavior concerns include 
aggression towards parent 
and siblings 

• Parents report feeling more 
confident to address 
aggressive behavior 

   
Specific Research 
Question 2: How was 
the child’s mental 
health need identified 
before using services?  

N/A • Participants identified a 
change in their child’s 
behavior (increased 
aggression, suicidal 
statements) 

• Children were exposed to 
significant trauma 
(intimate partner violence) 

• Professionals such as 
doctors, teachers, school 
social workers shared 
concerns about child’s 
mental health with 
participants 
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Table 8. (continued)   
   
  • Participants shared 

concerns with school staff 
and medical providers to 
work collaboratively 
identifying mental health 
need 

Specific Research 
Question 3: How do 
parents perceive the 
role of their child’s 
mental health need, 
race, income, legal 
system, service 
system, and service 
providers related to 
their service utilization 
experience?  

• YSS score on cultural 
sensitivity is lower compared 
to state comparative sample 

• Mental health need 
increased perceived need 
for services but did not 
always make participants 
seek services 

• Racism created mistrust of 
child welfare and mental 
health services 

• Race, income and gender 
viewed by some as reasons 
not being treated fairly by 
child welfare  

• Knowing how the legal and 
child welfare system works 
helps to get children back 
and get supports.  

• Trusted friends with 
knowledge of systems 
helped participants 
successfully navigate legal, 
child welfare, and mental 
health system. 

   
Specific Research 
Question 4: What is 
the parents’ experience 
with service providers 
such as caseworkers, 
mental health 
providers, 
developmental 
providers, and 
education providers?  

• 7 participants had their 
children in out-of-home 
placements by child welfare 
ranging from 1 month to 18 
months 

• Participants children involved 
with services in past 12 month: 

• Speech (3) 
• Mental health (7) 
• Developmental (1) 
• Behavioral (5) 
• Home visiting (7) 
• Head Start (4) 
• Preschool (4) 

• Relationships with child 
welfare workers was 
mostly negative. 

• 3 participants reported 
caseworkers feeling trust 
and listening to needs of 
family 

• Most participants reported 
negative relationships with 
case workers describing 
them as distrustful, 
negative sarcasm, ignoring 
parent’s needs, 
disrespectful,  

• Having a negative 
relationship with child 
welfare worker was 
exhausting and kept 
children in care longer 
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Table 8. (continued)   
   
  • Role of child welfare 

worker and steps in the 
process was unclear to 
participants 

• Most had positive 
experience with mental 
health provider, describing 
them as positive, 
professional, open 
communication, patient, 
decreased worries about 
trauma 
One participant did not feel 
included in therapy due to 
a disability 

 

Working Conceptual Model for Early Childhood Mental Health 

 The working conceptual model for this study was influenced by the qualitative 

and quantitative data shared by participants. Early childhood education and equity were 

added to the model demonstrating the importance of early childhood education and equity 

as factors for parents accessing early childhood mental health services. The constructs 

included in the initial working conceptual model were represented in participants’ 

responses. School staff such as teachers and school social workers were added as 

Gateway Providers because they directly linked some parents in the study to mental 

health services. However, relationships between gateway providers (parents, child 

welfare workers, mental health provider and school staff), equity, and early childhood 

education emerged as meaningful constructs that were added to the final working 

conceptual model (Figure 7) to explain the process of parents accessing early childhood 

mental health services for their child and involved in child welfare services.  
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 Figure 7. Final Working Conceptual Model 

 

Relationships between gateway providers impacted parents decision to access 

mental health services. Child welfare workers with a positive or respectful relationship 

with the parent lead some parents to access mental health services, even suggesting a 

specific therapist for the child to work with. For child welfare workers with a negative 

relationship with the parent, the parent may need more support from others to be able to 

access mental health services. Parents sought support from family, friends, and school 

staff to help with their decision to access mental health services. One participant had a 

friend who was a foster parent and knew the system and how to interact with the mental 

health provider. Participants reluctant to seek mental health services demonstrated 

interactions with other gateway providers can impact a parent decision to seek services, 

Blue = Gateway Provider Model (Stiffman et al., 2004), Green = Unified Theory 
of Behavior (UTB; (Jaccard et al., 1999, 2002). Yellow = Based on results of this 
study 
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but ultimately it is the parent decision to access services for their child.  Parents can have 

clear access to services (e.g. referral to a no-fee mental health service near the 

participant) but may decide it is not a good fit for their child.   

 Equity in mental health services impacted participants access and quality of 

mental health services. One participant left a mental health provider because she felt 

because her child was African American, he was quickly diagnosed and put on 

medication. The participant did not feel heard by the mental health provider. Another 

participant described her lack of trust with the child welfare system and indirectly the 

mental health system because she felt the rules for her parenting behavior were different 

because she was African American living in a lower income neighborhood. Racism is 

present throughout society including mental health and child welfare systems. Recent 

research identifies how racism impact all aspects of service use including increasing 

mental health problems for African Americans (Alang, 2019; Condon et al., 2019; Trent, 

Dooley, & Douge, 2019). Including equity in the final working conceptual model 

acknowledges the clear role racism has in early childhood service use. 

 Early childhood education is a construct included in the working conceptual 

model because the experience participants shared were unique to parenting toddlers and 

preschoolers, and impacted their decision making process regarding accessing mental 

health services. Formal early childhood education involving preschool and Head Start 

provided an environment that helped connect some participants to mental health services. 

Participants consulted with teachers and school social workers who connected them with 

school-based mental health providers.  Participants children referred for special education 

assessments were also aided in receiving mental health services. The early intervention 
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services such as the Infants and Toddlers Program helped families get access to mental 

health services.  
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Chapter 5: Discussion 

The purpose of this dissertation was to understand the experiences and 

perspectives of parents accessing early childhood mental health services and involved 

with child welfare. The QUAL + Quant mixed methods approach used in this study 

allowed for a deeper understanding of participants experiences accessing mental health 

and child welfare services. Using only one method would lack the context of the other. 

This section discusses the main findings and provides context using prior research and 

theory. The strengths and limitations of this study are discussed, followed by the 

implications of this study for future research, policy, and practice, and ending with the 

conclusion. 

Mental Health Need 

Mental health need impacted participants’ service use experience. Participants 

described their own mental health needs and the needs of their child suggested parents are 

carrying high levels of stress as they navigate the mental health and child welfare systems 

to meet their child’s mental health needs. Participants described their own mental health 

diagnosis such as post-traumatic stress disorder and depression, however the overall 

mean score on the Parent Psychological Distress Scale indicated low levels of 

psychological distress. It is important to note the Kessler 6 is not aligned with specific 

diagnoses in the DSM V and it also measures psychological distress only in the past 4 

weeks (Chu & Lee, 2019; Kessler et al., 2002). It is possible participants felt lower 

psychological distress during the time of the interview than during their process of 

seeking mental health services and initial child welfare involvement. Social desirability 
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bias is also a factor with participants possibly underreporting their psychological distress 

during the semi-structured interview (Latkin et al., 2017).  

Participants reported their children had higher mean scores on the CBCL for 8 of 

10 scales and subscales and their own exposure to traumatic events leading to a struggle 

with mental health. Previous studies have endorsed a high level of mental health need 

among young children involved in child welfare (Barth, Scarborough et al., 2007; 

Cooper, Banghart & Aratani, 2010; Painter & Scannapieco, 2013; Whitaker, 2015). 

Results of this study suggested a high level of mental health need among participants’ 

children even after participating in some mental health services designed to address 

mental health issues. This may be explained by the majority of participants and their 

children were exposed to toxic stress through multiple traumatic experiences. Toxic stress 

exposure activates the body’s stress response system and impairs all domains of social-

emotional and behavioral functioning (Schore, 2001; Shonkoff & Garner, 2012).  

Referral and Decision to Seek Mental Health Services 

Participants’ journey to mental health services continued even after being referred 

to a specific service. This finding is consistent with previous qualitative research with 

adolescents (Hassett, Green & Zundel, 2018) where parents describe many factors in their 

decision to seek mental health services. Some participants experience a sequential 

process of beginning with the health care system and receiving a doctor’s referral to an 

early intervention, followed by a direct referral to specialty mental health services to 

address trauma. Parents in this study decided to seek mental health services when 

services were framed in the context of helping the whole family. Describing early 
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childhood mental health services as helping the whole family connected more directly 

with parents than just a focus on the child. 

Referrals were also collaborative between participants and school staff. Four 

participants shared concerns with their child’s teacher or school social worker. Having 

formed a relationship opened the communication between participants and school staff 

leading to classroom behavior interventions being put in place in school. When additional 

supports were needed, a referral to the on-site mental health provider was made. At the 

time of referral, participants had built a trusting relationship with the school and the 

mental health services were provided in the school setting, a familiar setting for 

participants. Research on school-based mental health services for older children and 

adolescents is extensive (Doll et al., 2017; Rones & Hoagwood, 2000; Sanchez et al., 

2018), however, there are no known large-scale studies examining school-based early 

childhood mental health services. Studies examining mental health service use by setting 

continue to show 33% to 45% of children and adolescents used only school-based mental 

health services (Ali et al., 2019; Mojtabai & Olfson, 2020). When controlling for race and 

income, African American students with public health insurance are more likely to use 

school-based mental health services than White students (Ali et al., 2019). Expanding 

school-based early childhood mental health services may help to address racial disparities 

in service use and serve a similar portion of students in need of services. 

Severity and stability appraisals by parents assess the child’s mental health 

problem and parents determine if it is severe enough to seek mental health services 

(Johnston & Burke, 2020). Previous studies examining help seeking behaviors of parents 

found parents believe they can handle the problem on their own or their child may be too 



144 
 

young to benefit from services (Johnston & Burke, 2020). The results of this study were 

similar with some participants not pursuing mental health services until a major traumatic 

event occurred. Many participants in this study experienced intimate partner violence but 

did not seek mental health services until becoming involved with child welfare. 

Participants referred by child welfare services had a clear mandate for services, but 

parents had to navigate waitlists for their child to receive mental health services. Some 

participants were unsuccessful seeking mental health services leading up to their 

involvement with child welfare services. Having mental health services prior to child 

welfare involvement could prevent traumatic exposure for their children. Some 

participants described their decision to not seek services because they just needed to be a 

better parent.  

Mental Health Access 

Mental health access is a process with factors that help people receive mental 

health services and factors that prohibit people from receiving mental health services. 

Child welfare and mental health agencies work to eliminate barriers to mental health 

services, but these systems also erect additional barriers the parent must navigate through 

to receive mental health services. The findings of this study identified factors that acted 

as a barrier for some participants (poor communication, lack of transportation) and a 

facilitator for other participants (positive communication, effective transportation).  

Early childhood was a facilitator for participants enrolled in an early intervention 

program such as the Infants and Toddlers Program. However, early childhood was a 

barrier when participants, child welfare, or mental health providers were unfamiliar with 

the impact of traumatic events on younger children and the existing resources available to 
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address it. Child welfare workers, mental health providers and parents may not have 

knowledge of early child mental health to be able to identify typical vs. atypical behavior 

or may not be aware of the impact trauma has on early childhood mental health (Hoffman 

et al., 2016; Larrieu & Zeanah, 2004; Osofsky & Lieberman, 2011). It is possible this 

belief delayed participants in seeking services for their child until another major 

traumatic event occurred or their child became an age they perceived could effectively 

participate in therapy. Participants with older preschool aged children in this study 

described the need to wait until children are older until they can address trauma and this 

view was held by some child welfare workers. This finding was also in the literature on 

early childhood mental health (Hoffman et al., 2016).  

Facilitators. Parents having a strong social network can use their relationships to 

help build knowledge of the mental health system and get help navigating to services 

(Planey, Smith, Moore, & Walker, 2019). Similar results occurred in this study with 

participants demonstrating statistically significant higher levels of social connection on 

the YSS and social support emerged as a sub-theme within the major theme of mental 

health. Developing a social network was especially important for participants without 

spouse or partner support. Home visiting services such as the Infants and Toddlers 

Program facilitated additional referrals to specialty mental health services (Champine, 

Shaker, Tsitaridis, Whitson & Kaufman, 2019). This study also identified home visiting 

as a facilitator but also additional facilitators such as school-based-therapy, waiving 

financial barriers to services, and providing transportation (Reardon, Harvey, 

Baranowska, O’Brien, Smith & Creswell, 2017). Having clear communication from 

providers is essential to mental health service use. Participants reported clear 
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communication, trustworthiness, being respectful and knowing what to expect in the 

mental health process was important to accessing mental health services and the 

continuation of those services. Albuquerque, Aguiar, and Magalhaes (2020) found a 

similar result with communication with mental health providers. 

Barriers. Participants reported barriers such as work schedule, transportation, 

poor communication, and waitlists. This finding is like previous research on accessing 

mental health services (Staudt and Massengale, 2015; Moxley et al., 2012). Differing 

eligibility criteria between similar programs is a barrier for parents and was also a finding 

in this study (Wishmann, Kates, & Kaufmann, 2001) and the difference may be a lack of 

training in early childhood mental health to accurately assess typical and atypical 

behaviors of infants and toddlers (Larrieu & Zeanah, 2004; Osofsky & Lieberman, 2011; 

Barth, Scarborough et al., 2007; Godinet, Li, & Berg, 2014; Hoffman, Bunger, 

Robertson, Cao, & West, 2016; Moxley, Squires, & Lindstrom, 2012). In this study a 

participant’s child did not meet eligibility criteria at one Infant and Toddlers Program in 

the city. This could have happened for several reasons such as the participants’ child did 

not display a significant level of mental health need when assessed or the professionals 

involved did not integrate the participants’ child’s trauma history to interpret the child’s 

behavior and mental health need. However, after consulting with her child’s physician, 

and moving to a different jurisdiction, the participant went to their Infants and Toddlers 

Program where her child was determined to be eligible for services. The participant 

advocated for her child to be in the program after he experienced direct trauma because 

the initial program where she was denied did not find the trauma sufficient enough for 
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services. The Infants and Toddlers Program was key for the participants’ child to access 

specialty mental health services to address the trauma.  

Ko et. al. (2008) found providers lacked knowledge on the impact of early 

childhood trauma on young children despite conclusive research on the harmful impacts 

of trauma in early childhood (CDC, 2014). In this study parents believed their preschool 

aged child could only benefit from early childhood mental health services at a preschool 

age and not as an infant or toddler despite their child experiencing trauma as an infant 

and toddler. Participants beliefs about trauma and early childhood was supported by child 

welfare workers despite evidence based interventions available in the service community 

to address the mental health needs of infants, toddlers and preschoolers as Cooper et al. 

(2010) described. This study showed the continued need for educating parents and 

providers around the mental health needs of children birth to five. 

Gateway Providers 

Gateway providers can act as facilitators and barriers to children’s mental health 

service use (Jang et al., 2016; Stiffman et al., 2004). Gateway providers in this study 

included traditional professional roles such as the child welfare case workers and mental 

health providers, but also parents, teachers, and school social workers. Parents were 

gateway providers for their children’s mental health service use (Stiffman et al., 2004). 

Heidi Ellis et al. (2011) added school as a gateway provider to mental health service use.  

Participants in this study identified specific school staff (teachers and school social 

workers) who facilitated their mental health service use. Participants trusted school staff 

enough to have a conversation about their concerns. For participants who were single 

parents, schools provided extra support to address their child’s behavior challenges. 



148 
 

Schools were also experimental spaces to assess students behavioral responses to 

interventions addressing concerns about behavior. After classroom interventions had 

limited effect, participants and school staff often referred to targeted mental health 

interventions, sometimes provided within the school setting.  

Collaboration between child welfare and mental health providers have been found 

to increase referrals for mental health services (Kerns et al., 2014) but this study found 

collaboration between the school and parents as a major factor in a referral to mental 

health services. This finding highlights the importance of preschools and mental health 

agencies in their role in facilitating access to early childhood mental health services. 

Chuang and Lucio (2011) found collaboration between child welfare services and schools 

improved mental health services use among school aged children. This study suggests the 

parent and schools as gateway providers open the pathways for their children’s early 

childhood mental health service use. All gateway providers have the opportunity to 

combat systemic racism and perceived mistrust by parents or may reinforce systemic 

racism and mistrust, creating a barrier to accessing services. 

Equity 

African American children are more likely than White children to experience 

traumatic stress but are less likely to be referred to and receive mental health services 

compared to White children (Fong, Alegria, Bair-Merritt & Beardslee, 2018; Garland et 

al., 2003; Gudino et al., 2012; Horwitz et al. 2012; Leslie et al. 2000; Morsy & Rothstein, 

2019). All participants in this study identified as African American. Participants children 

in this study received mental health services that many African American children 

involved in child welfare never get (Fong, Alegria, Bair-Merritt & Beardslee, 2018; 
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Horwitz et al., 2012; Stahmer et al., 2005). Participants described feeling understood by 

mental health providers who were African American and living in the city. Participants 

felt African American mental health providers could understand the needs of their 

African American child, keeping them safe, and acknowledge the racism they 

experienced. 

For some African Americans, avoiding mental health services reduced exposure 

to additional structures reinforcing racial oppression (Alang, 2019). Racism creates 

mental health stressors for children (Condon et al., 2019; Trent, Dooley, & Douge, 2019) 

and additional barriers accessing and remaining in mental health services (Alang, 2019). 

In 2016, Hoffman, Trawalter, Axt, and Oliver found half of medical providers endorsed 

racist biological beliefs about African American patients such as tolerating a higher level 

of pain then White patients and having thicker skin than Whites. These beliefs led to less 

accurate treatment recommendations for African American patients compared to White 

patients. In 2020, African American physician Susan Moore was being treated at a 

hospital for COVID-19 symptoms and complained she was not being prescribed 

appropriate medication and treated “Like a drug addict” by her attending physician who 

was White. She was discharged and died three weeks later (Maybank, Jones, Blackstock 

& Perry, 2020).  

In this study some participants felt negative judgement about being single parents 

and parenting skills, living environment and neighborhood but felt their concerns about 

their child’s behavior were sometimes dismissed.  One participant left a mental health 

agency because she felt they did not listen and were quick to put her African American 

child on medication and not address the child’s behavior issues. Racism experienced by 
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participants from child welfare workers impacted their perceptions of mental health 

service referrals. For example, one participant felt her parenting behavior was judged 

negatively by child welfare because they are African American and living in low-income 

housing. When participants feel mistrust of child welfare stemming from racist 

interactions and perceptions of child welfare being out to “destroy the black community”, 

referrals for mental health services from child welfare may be viewed with suspicion and 

mistrust. The results of this study and prior research suggest equity is a factor in 

participants accessing mental health services ranging from cultural competence as a 

facilitator of services to racism both current and past as a barrier for participants. 

Final Working Conceptual Model 

The final working conceptual model for parents accessing early childhood mental 

health and involved with child welfare services was proposed in this study based on the 

Gateway Provider Model (Stiffman et al., 2004) and the social norms and expectations 

concepts from the Unified Theory of Behavior (UTB; Jaccard et al., 1999, 2002). The 

working conceptual model was further developed to include relationships between 

gateway providers, equity and early childhood education. Early childhood impacts 

perceptions of mental health need and the availability of services unique to young 

children to address mental health needs (Hoffman et al., 2016; Wayne, Alkon, & 

Buchannon, 2007). Participants in this study described the perceptions of caseworkers, 

mental health providers and their own beliefs suggesting mental health services for 

infants and toddlers may not be as effective as for preschool aged children despite 

research and early intervention programs aimed to improve the social emotional 

functioning of infants and toddlers.  However, participants with a child attending early 
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child education were able to collaborate with professionals experienced in early 

childhood social emotional health. Participants described early childhood interventions 

such as the Infants and Toddlers Program for children birth to 2 years old as a facilitator 

to a referral for specialty mental health services. Early intervention services are unique to 

early childhood and can be a facilitator to accessing services.  

Race is a major predictor of accessing mental health services and is traditionally 

included in predisposing factors concept among other demographic characteristics. 

Having equity as a separate concept in the model allows exploration of racism as a factor 

impacting access to mental health services. Adding equity to the model can identify areas 

of effective anti-racist interventions (Kirmayer & Jarvis, 2019; Svatz, 2020). Participants 

described their experience with racism in mental health agencies and with their 

interactions with child welfare. Participants described how their circumstances and help 

seeking would be seen in a more positive strength-based perspective had they been 

White. Equity as a concept is needed if systemic racism in mental health and child 

welfare services are to begin to be addressed. 

Schools providing early child education are a major factor in all aspects of early 

childhood mental health services for participants in this study. Schools providing early 

childhood education have been found to lack the ability to adequately address trauma 

within the school setting (Bartlett & Smith, 2019). However, schools in this study helped 

to identify mental health need, developing trusting relationships with professionals, 

deciding to seek mental health services and providing mental health.  The impact of 

schools on children’s access to care was supported in a previous model, the Revised 

Network-Episode Model of Access to Care (Costello, Pescosolido, Angold, & Burns, 
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1998). School is a setting with the ability to effectively grow early childhood mental 

health. 

Strengths and Limitations 

This section describes the strengths and limitations of this study in terms of study 

design, sampling, and methods.  

Strengths  

A major strength of this study is adding parents’ perspectives to early childhood 

mental health research by exploring the parents’ experience accessing mental health 

services for children in birth to five involved with child welfare. To my knowledge, there 

have been no studies examining the parents’ perspectives on mental health service use for 

toddlers and preschoolers despite early childhood intervention being a focus of public 

policy (e.g. early childhood special education in 1986, expansion of part C services in 

1997; Shonkoff & Meisles, 2000).  

The mixed-methods design of this study allowed for an analysis of the complex 

process of parents navigating the large bureaucratic systems of child welfare and mental 

health.  The mixed methods analyzed both quantitative and qualitative data to provide in-

depth knowledge of parents’ experiences accessing services.  Most mental health service 

utilization studies focus on binary quantitative analysis to determine child mental health 

service utilization.  This study examines how children get to service and provides an in-

depth description of barriers and facilitators encountered by participants. 

This study is important in bringing the voices of African American parents to 

early childhood mental health service use and child welfare services. African American 
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parents have not been the focus of studies examining mental health service utilization 

despite research indicating African American children are over represented in child 

welfare (Dettlaff & Boyd, 2020) and are less likely to receive services than White 

children (Horwitz et al., 2012). During this study, the Black Live Matter movement grew 

awareness of systemic racism, white supremacy, racial violence, and policy brutality. 

Some participants in this study shared their experience of racism related to the child 

welfare and the mental health system. This study provides valuable perspectives on the 

impact of racism on service utilization at a time when child welfare and mental health 

agencies are beginning to publicly evaluate their role in perpetuating racism and white 

supremacy.  Lastly, this study developed a conceptual model describing major aspects of 

parents’ experience in mental health services, which can be used to improve services 

through parent-focused interventions in mental health and child welfare.  

Limitations 

As with all research, this study is not free from limitations. Having 10 participants 

limits the quantitative analysis to descriptive statistics and one-sample t tests and lacks 

the needed sample size for using predictor variables of child behavior problems and 

parent satisfaction with mental health services. The sample does not include parents’ who 

were referred for mental health services and did not attend mental health services or 

children with an unidentified mental health need. Having this limitation omits the 

experiences of parents’ not choosing to attend services and thus the decisions not to seek 

services remain unknown. Another limitation to this study is having the parents’ 

perspective without the perspectives of other stakeholders such as caseworkers, mental 

health providers, judges, and policy makers. Additionally, this study is not designed to 
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observe the parent-child relationship in a natural setting and relies on self-report 

measures to gauge mental health need and the parent-child relationship. All participants 

in this study were able to overcome obstacles to mental health services for their children. 

Their description of challenges may not represent that of parents who never made it to 

mental health services for their children. Participants in this study were able to 

successfully contact the researcher, arrange a time to meet and be available for an 

interview lasting up to 2 hours, something many parents involved in child welfare are 

unable to complete. My own bias also may have impacted the interpretation of 

participants’ experiences. I am a White male and have experience as a mental health 

provider of child welfare involved children. I have attempted to correct biased language, 

such as using child welfare system language when stating ‘children are removed for their 

safety’, but participants disputed the allegations made against them by child welfare. The 

sample included one male participant, limiting the ability to establish themes base on 

gender. 

Lastly, the four-question scale used to measure parent stress has a low Cronbach’s 

alpha that has varied from .66 to .69; therefore, this measure is interpreted with caution. 

This is below the cutoff considered to be an adequate alpha which ranges from .70 to .95 

(Tavakol & Dennick, 2011). A low alpha can be due to a small number of questions, poor 

interrelatedness between items, or heterogeneity of constructs (Tavakol & Dennick, 

2011).  

Implications 

 This study’s main findings offer implications for social work research, practice, 

and policy to improve early childhood mental health and child welfare services. Barriers 
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and facilitators to early childhood mental health services along with recommendations to 

improve service utilization are presented in Figure 8. This study showed the social work 

profession has a major influence in parents’ experiences as social workers are represented 

in the front line of services such as school social work, child welfare and mental health 

providers. Perhaps the most important implication requires social workers examining 

their role in creating or maintaining systemic barriers for families accessing early 

childhood mental health and child welfare services. Another is understanding the direct 

consumers of social work services when considering research designs, practice models 

and influencing policy. 

Social Work Research 

This study is unique because it provides the perspective of African American 

parents accessing early childhood mental health services for their children involved in 

child welfare. Race can no longer be used as just another controlling variable but needs to 

be part of the overall study design. Including study participants in the research design and 

analyzing data by racial groups can help contextualize the impacts of racism in social 

work research studies. Future research can build on this study by examining barriers to 

mental health services and to effective child welfare services. Specifically measuring how 

mechanisms in child welfare and early childhood mental health simultaneously dismantle 

and erect barriers for parents seeking mental health services. Parents in this study with 

positive relationships with their child welfare worker had positive experiences accessing 

mental health services and child welfare services. Relationships of child welfare case 

workers in medium and larger sample quantitative studies can be examined to test the 

association of relationship to case worker and access to mental health services and 
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effective child welfare supports. Examining the role and relationships of gateway 

providers, and young children’s access to early childhood mental health services is 

important. Conceptual models of early childhood mental health service including all 

constructs of the Unified Theory of Behavior (Jaccard et al., 1999, 2002) will allow for 

an understanding of parents decision to seek early childhood mental health services. 

Parents social network was a significant factor in service use in this study and in previous 

studies (Planey et al., 2019; Lindsey et al., 2013). Future research using models exploring 

the use of parents social network can identify social pathways parent take to get to 

services.   Including children birth to five in separate outcome variables for data analysis 

studies from large national samples, such as NSCAW, is crucial to documenting barriers 

to service use.   

Future studies are needed to identify the role schools and childhood education 

programs have in facilitating parent access to early childhood mental health services. 

With universal preschool becoming more common in the United States research on early 

intervention can provide support for evidence based interventions. Racism must be its 

own construct in future conceptual models of mental health service use to identify ways it 

impacts access and use. Studies testing anti-racist interventions among mental health and 

child welfare agencies are needed to begin to eliminating barriers created from past and 

present racist policies. 

Social Work Practice and Policy 

Social work practice in early childhood mental health services is essential for 

infants, toddlers, and preschoolers to heal from trauma. In this study participants and their 

children had significant mental health need. It is imperative for social workers in child 
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welfare and mental health services to understand children and their parents may have 

significant trauma and mental health needs. Positive engagement in services towards 

parents is needed to begin a successful professional relationship with parents leading to 

improved child outcomes.  

This study found barriers and facilitators parents experience and the important 

role social workers have towards successful engagement of the families they work with. 

Positive engagement with parents involved in early childhood mental health and child 

welfare impacts the success of the intervention with either agency. With some child 

welfare agencies hiring outside the social work profession, training on successful 

engagement with families will allow for more positive relationships between child 

welfare workers and families. Training mental health professionals on the child welfare 

process will allow for understanding of the family’s process and also the potential for 

collaboration. It was clear in this study several participants did not understand the role of 

the child welfare worker and the different steps in the child welfare process. Child 

welfare workers can make it part of their case planning to ensure families know the 

process and if not, they have a contact to explain it.  

Training in anti-racism is essential to both child welfare and mental health 

systems to reduce and eradicate racism as a barrier to treatment. Being “not a racist” will 

not eliminate racism, we must be anti-racist (Kendi, 2019). Police kill more than 300 

African Americans each year and these killings also negatively impact the mental health 

of African American indirectly impacted by the killings (Bor, Venkataramani, & Tsai, 

2018). Social workers need to understand the impact police killings anywhere can have 

on people they work with and especially African Americans. Policy makers need to 
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advocate for methods to reduce police violence and educate about the impact police 

killings have on the mental health of African Americans.  

Since 2015, an increase in the suicide of young African American children, 

specifically 5 to 11 years of age, is a concerning trend (Bridge et al., 2018; Congressional 

Black Caucus, 2019). This study had at least one parent report their child had made a 

suicidal reference even though the study interview questions did not directly ask about 

suicidal ideation.  During the Covid-19 pandemic, suicides by African Americans have 

increased while suicides by Whites has decreased (Bray et al., 2020). Suicide in the 

African American community needs to be addressed by assessing for suicidality in young 

children and having suicide prevention programs expanded to include young children.  

School settings in this study often served as early childhood education centers, 

and pre-kindergarten co-located within a public elementary school. However, for many 

school districts, pre-kindergarten is not always included in traditional elementary schools. 

National and state policies that expand preschool to more children open up opportunities 

for early childhood mental health assessments and intervention. This would increase 

access to services for the most vulnerable children. Several of the participants children 

received a referral for mental health services only after a traumatic event such as 

domestic violence. Increasing the number of children in Head Start and preschool can act 

as a prevention against early childhood trauma, allowing children and parents to receive 

social and emotional support before trauma occurs. For this to occur, staff need to be 

trained in talking to parents about behavior concerns and identifying possible trauma 

reactive behaviors. Co-locating early child mental health services was important to 
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reducing barriers to treatment because it was convenient but also because participants 

generally trusted and had positive relationships with school staff and social workers.  

Social workers working with children birth to five need specialized training on the 

social emotional development and the impact of trauma in early childhood. Specific 

training on typical vs. atypical behavior in early childhood, the need for a 

developmentally appropriate mental health screening, and the evidence based 

interventions available to improve early childhood mental health. Part C providers also 

need specialized training to create a system of providers skilled in identifying atypical 

behaviors related to early childhood trauma. Despite child welfare services placing 

children in out-of-home care for their perceived safety, it also brings new mental health 

challenges for both parents and children. Additional training for social workers on the 

trauma associated with removing a child from birth parents, engaging children birth to 

five and parents and understanding the parenting stress associated with this age group. 

This study found participants were familiar with public libraries and often visited 

libraries for employment support, enrichment programs for young children, and accessing 

social services. Library social workers need to continue engaging parents of children 

birth to five and support expansion for social work services in library settings (Soska & 

Navarro, 2020) 

Policies for state Medicaid programs should be reexamined to include 

transportation to services for all children and reduce the unneeded barrier to only 

transporting one child and parent at a time. An important part of reunification of child 

and parent is the dyadic relationship. However, participants in this study had challenges 

being invited to mental health services for their children to work on strengthening their 
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relationships because of transportation issues and poor communication about 

appointments. Child welfare agencies can make sure parents attend children’s therapy 

when reunification is a concurrent goal.  

Figure 8. Barriers and Facilitators to Mental Health Services and Recommendations 

 

Conclusion 

This study examined the perspectives and experiences of birth parents of children 

18 months to 5 years old involved in early childhood mental health and child welfare. A 

mixed methods approach was used to allow for a deeper understanding of parents 

perspectives and experiences accessing early childhood mental health and child welfare 

services. Integrating qualitative and quantitative data allows for a more comprehensive 

understanding of parents’ experience with mental health services for toddlers and 

preschoolers than just using one method of analysis. This study found several facilitators 

and barriers to early childhood mental health. Child serving systems including child 

welfare, mental health and children’s state Medicaid helped reduce barriers for 
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participants but created new barriers. A referral to mental health services did not ensure 

parents received service but rather a beginning which parents navigated barriers to 

services, encountered facilitators to get them services and wrestled mistrust of systems to 

ensure they tended to the wellbeing of their family. Some families sought mental health 

services after a specific major trauma related to intimate partner violence. Racism was a 

barrier to accessing mental health services creating mistrust of systems and impacting the 

relationships with child welfare workers and mental health providers.  

Training in child welfare and mental health is needed for caseworkers and mental 

health providers to build positive relationships with parents and implementing anti-racism 

into organizational culture. Additionally, child welfare can provide a more transparent 

understanding to families of what to expect during child welfare involvement. Child 

welfare can involve parents in early childhood mental health even when a child is placed 

in foster care by providing transportation or communicating appointment times. Mental 

health providers working with African American families need to respect traditions, build 

strong relationships, and address racism and mistrust to allow for effective treatment.  

 Children birth to five in the child welfare system often experience trauma and are 

likely to develop mental health problems and developmental delays if the trauma is not 

addressed. Mental health services can help reduce the traumatic effects of maltreatment 

in early childhood, however, few children receive needed mental health services. This 

study provided research evidence of parents’ experiences accessing early childhood 

mental health services and welfare involvement along with recommendations for 

improving services. Child welfare workers and mental health providers have the unique 
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position of reducing barriers to mental health services allowing children to get help in 

addressing traumatic events and preventing additional maltreatment.  
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Appendix A: Community Mental Health Study Flyer 
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Appendix B: DSS Study Recruitment Flyer 

 

 



165 
 

Appendix C: Consent To Be Contacted Form 
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Appendix D: Semi-structured Interview Guide 

Thank you for taking the time to meet with me today. This study is about understanding 

parents’ experiences and perspectives of mental health services. I am going to ask you 

some questions about your child and your experience with child welfare and mental 

health services. When thinking about the questions, if you have more than one child 1.5 

to 5 years of age in mental health services, please select one child whose experiences 

accessing and using mental health services will allow you to tell me the most important 

information you want to share. 

1.  How many children do you have receiving mental health services? 

a. What are their ages? 

2. Please tell me about a typical day you have with [child’s name]? 

a. How does [child’s name] behave during a typical day? 

b. How is [child’s name] developing compared to children his/her age?  

c. Please provide some examples. 

Probe: If behavioral or other mental health problems are not identified ask 

for parent to describe them 

3. When [child’s name] acts up/has tantrums/behavior problems, who do you turn to 

for help? 

Probe: Outside of child welfare services or mental health agencies?  

a. Where do you get help or tips on parenting? 

i. informal support like family, friends, neighbors, church, 

community social media? 
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b. What do others (family, friends, pastor) think about you coming to mental 

health services? 

i. How do they show approval or disapproval of your coming to 

mental health services? 

4. Why was [child’s name] referred to mental health services? 

a. Who referred them? 

b. What made you decide to go to services? 

c. What did you expect before going to mental health services? 

d. What concerns did you have about mental health services before deciding 

to go? 

e. What are the advantages and disadvantages to going to mental health 

services? 

5. What is your experience accessing mental health services for your child? 

a. How did you participate in [child’s name] mental health services? 

b. What type of services did you and [child’s name] receive? 

c. What services did you want but not get? 

6. What are some barriers you experienced or things that got in your way when: 

a. You tried to first access the services?  

b. When you were going to the services? 

c. Was there ever a time when you were referred for mental health services 

but did not go? If so, why? 

7. What policies or rules helped or got in your way of receiving mental health 

services? 
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8. What would make you stop coming to mental health services? 

9. How do you think the mental health services fit with your child’s age? 

10. How would you describe your relationship with your mental health provider? 

a. When did you feel like you were working with a mental health provider to 

develop a plan for your child?  

11. How respectfully did you feel the mental health staff treated you and your child 

when getting services? 

a. How did mental health providers show they understand or do not 

understand where you are coming from?  

b. How do they respect or disrespect your culture? 

12. Tell me about your experience with child welfare. 

a. What is your family’s history with child welfare? 

b. What is your understanding of why your child is/was involved with child 

welfare? 

c. What did child welfare do that was helpful to you or your child? 

d. What did child welfare do that was not helpful to you or your child? 

13. How did your involvement with child welfare affect your relationship with your 

child? 

a. Probe about placement changes in out-of-home care 

14. How would you describe your relationship with your child welfare caseworker 

and other child welfare staff? 

15. How respectfully did you feel child welfare staff treated you and your child when 

getting services? 
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a. How did child welfare workers show they understand or do not understand 

where you are coming from? 

b. When did you feel like you were working with a child welfare worker to 

develop a plan for your child?  

i. When did you feel excluded by a child welfare worker? 

16. Is there anything else you would like me to know about your experience with 

child welfare or mental health? 

17. What feedback do you have about this study? 

a. What did you think about the questions. 

i. Clear? confusing, helpful 

Thank you for your participation in this study! 
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Parent Survey 

QUESTIONS 1-11: Please circle or write in your response(s) for each of the following questions. 

1) What is your gender? Please circle all that apply. 

1. Male 
2. Female 
3. Transgender 
4. Other 

2) Do you describe yourself as Mexican, Hispanic, or Latino/a in origin? Please circle one. 

1. Yes 
2. No 

3) How do you describe yourself? Please circle all that apply. 

1. American Indian/Alaskan Native 
2. Native Hawaiian /Other Pacific Islander 
3. Black/ African American 
4. Asian 
5. White/Caucasian 
6. Other ____________ 

4) What is your age? Please write in response.    

 _________years 

5) What is your child’s age? Please write in response for child discussed in interview.   

__________ years      _____________ months 

6) How many children do you have? Please write in response  

 _________ 

7) How many:  

a. Adults are living in your home? Please write in response 

______________ Adult(s) 

b. Children are living in your home? Please write in response 

___________ Child/Children 
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8) Describe your current housing situation. Please circle only one response. 

1. Own home/apartment 
2. Rent home/apartment 
3. Live with family/relatives 
4. Live in shelter 
5. Live in residential treatment program 
6. Homeless 
7. Other__________________ 

9) What is your current marital status? Please circle only one response.  

1. Married 
2. Never married 
3. Divorced/Separated 
4. Widowed 
5. Partnered 

10) What was your total household income in 2016? Please circle only one response. 

1. Less than $10,000 
2. $10,001 to $20,000 
3. $20,001 to $30,000 
4. $30,001 to $40,000 
5. $40,001 to $50,000 
6. $50,001 to $60,000 
7. $60,001 to $80,000 
8. More than $80,000 

11) What is your employment status? Please circle only one response. 

1. Employed Full-Time 
2. Employed Part-Time 
3. Not employed, looking for work 
4. Not employed, not looking for work  
5. Not able to work due to illness  
6. Not able to work due to disability 

 

Questions 12-19: Please circle or write in your response(s) for each of the following questions. 
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12) What is your highest level of education? Please circle only one response. 

1. Middle school or less: 1-8 grade  
2. Some High School (no degree): 9-12 grade  
3. High School degree/GED 
4. Vocational/technical training program 
5. Some college, no degree 
6. Associate’s degree 
7. Bachelor’s degree 
8. Master’s degree or higher 

13) Was your child removed from your care by child welfare? 

1. Yes 
2. No 

If Yes to Question 13, answer question 14. If No to Question 13, skip to Question 15. 

14) How long was your child in out-of-home care? Please circle one. 

1. 0-5 months 
2. 6-12 months 
3. 12-18 months 
4. More than 18 months 

15) How do you get to mental health appointments? 

1. Have my own car 
2. Ride in someone else’s car 
3. Bus 
4. Subway 
5. Light Rail 
6. Taxi 
7. Other ______________________ 

16) Has child welfare or mental health provided any transportation? Please circle only one 

response. 

1. Yes 
2. No 
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17) What services has your child received in the past 12 months? Please circle all that apply. 

1. Speech 
2. Occupational therapy 
3. Mental health  
4. General developmental services 
5. Behavior therapy 
6. Home visiting 
7. Other ____________________ 

18) What education or daycare has your child received? Please circle all that apply. 

1. Head Start 
2. Early Head Start 
3. Preschool 
4. Daycare  
5. None 

 
If your child received education or daycare, please answer question 19. If you circled none for 
question 18, please skip to question 20.  
  
19) Has your child ever been expelled from preschool, head start, or daycare because of their 
behavior? 

1. Yes 
2. No 

 
20) Please indicate how much you agree or disagree with the following statements. Please provide only 
one response to each item, by circling the corresponding answer. 
 

 Strongly 
Disagree 

Somewhat  
Disagree 

Somewhat  
Agree  

 

Strongly 
Agree  

Being a parent is harder than I thought it would be 1 2 3 4 

I feel trapped by my responsibilities as a parent 1 2 3 4 

I find that taking care of my child(ren) is much more 
work than pleasure 
 

1 2 3 4 

I often feel tired, worn out, or exhausted from raising a 
family 
 

1 2 3 4 
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21) The following questions ask about how you have been feeling during the past 30 days. For each 
question, please circle the number that best describes how often you had this feeling. 

During the past 30 days, about how often did you 
feel… 

All of the 
time 

Most of 
the time 

Some of 
the time 

A little of 
the time 

 
None of 
the time
  

a. …nervous? 1 2 3 4 5 
b. …hopeless? 1 2 3 4 5 
c. …restless or fidgety? 1 2 3 4 5 
d. …so depressed that nothing could cheer you up? 1 2 3 4 5 
e. …that everything was an effort? 1 2 3 4 5 
f. …worthless? 1 2 3 4 5 
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Appendix F: Youth Service Survey-Family 

 

 

 

 

  

YOUTH SERVICES SURVEY FOR FAMILIES (YSS-F) 

 Please answer the following questions based on the last 6 months OR if services have not been received for 6 months, just 
give answers based on the services that have been received so far.  These services may include treatment received from a 
therapist or clinician such as individual, family or parent child therapy or support such as a therapist visiting you in your home.  

Indicate if you Strongly Disagree, Disagree, are Undecided, Agree, or Strongly Agree with each of the statements below.  
 If the question is about something you or your child have not experienced, fill in the circle for Not Applicable to indicate that 
this item does not apply. 

 Strongly 
disagree Disagree Undecided Agree Strongly 

Agree 

1. Overall, I am satisfied with the services my child received. 1 2 3 4 5 

2. I helped to choose my child’s services.  1 2 3 4 5 

3. I helped to choose my child’s treatment goals. 1 2 3 4 5 

4. The people helping my child stuck with us no matter what. 1 2 3 4 5 

5. I felt my child had someone to talk to when he/she was troubled. 1 2 3 4 5 

6. I participated in my child’s treatment. 1 2 3 4 5 

7. The services my child and/or family received were right for us. 1 2 3 4 5 

8. The location of services was convenient for us.  1 2 3 4 5 

9. Services were available at times that were convenient for us.  1 2 3 4 5 

10. My family got the help we wanted for my child.  1 2 3 4 5 

11. My family got as much help as we needed for my child.  1 2 3 4 5 

12. Staff treated me with respect.  1 2 3 4 5 

13. Staff respected my family’s religious and spiritual beliefs.  1 2 3 4 5 

14. Staff spoke with me in a way that I understood.  1 2 3 4 5 

15. Staff were sensitive to my cultural and ethnic background.  1 2 3 4 5 
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As a result of the services my child and/or family received: 

 Strongly 
disagree Disagree Undecided Agree Strongly Agree 

16. My child is better at handling daily life.  1 2 3 4 5 

17. My child gets along better with family members. 1 2 3 4 5 

18. My child gets along better with friends and other people.  1 2 3 4 5 

19. My child is doing better in school and/or work.  1 2 3 4 5 

20. My child is better able to cope when things go wrong.  1 2 3 4 5 

21. I am satisfied with our family life right now.  1 2 3 4 5 

22. My child is better able to do the things he/she wants to  
      do.  1 2 3 4 5 

 

 

As a result of the services my child and/or family received: please answer for relationships with persons 

other than your mental health or other provider(s) 

 Strongly 
disagree Disagree Undecided Agree Strongly Agree 

23. I know people who will listen and understand me when I 
need to talk.  1 2 3 4 5 

24. I have people whom I am comfortable talking with about 
my child’s problems.  1 2 3 4 5 

25. In a crisis, I would have the support I need from family 
and friends.  1 2 3 4 5 

26. I have people with whom I can do enjoyable things.  1 2 3 4 5 

 

27. What has been the most helpful thing about the services your child received over the past 6 months? 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

28.  What would improve services here? 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Thank you for taking the time to answer these questions!  
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Appendix G: Child Behavior Checklist 
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