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Preface

This book, entitled Family Engagement in Mental Health Interventions for Young
Children, focuses on effective and equitable approaches to family engagement in
mental health interventions for young children, from infancy to early elementary
school (birth to 8 years of age). Young children can and do experience mental health
problems and, as a population, are exposed to multiple adversities that increase their
risk for developing mental disorders (Dalsgaard et al., 2020). In our view, this book
adds to the literature by concentrating on the critical nature of family engagement in
the context of reviewing evidence-based treatments and promising interventions
and their impact on outcomes for children and families participating in mental
health services. The chapter authors take a critical look at the evidence on engaging
families from diverse racial, ethnic, and socioeconomic backgrounds. They also
present key data on evidence-based interventions to improve the engagement of
families with children who have special needs, highlighting interventions for autism
spectrum disorder and children with chronic illnesses. Additionally, chapters review
family engagement interventions for young children who have experienced trauma,
providing critical information to guide practitioners and researchers on maximizing
family engagement to help children heal. Another chapter presents innovative poli-
cies, theory, and research on the importance of engaging families in young chil-
dren’s mental health treatment as part of a larger systems of care to promote the
well-being of young children and their families.

The chapters in this volume also highlight inequities in access to infant and early
childhood mental health treatment and to equitable outcomes among families living
in poverty and families of color, along with strategies to reduce disparities. The
orientation of each chapter is to present and guide research in the field and its trans-
lation into effective policy and practice to promote young children’s psychological
well-being. Within this orientation, authors highlight the importance of diverse fam-
ily perspectives on family engagement in mental health interventions for their young
children (Posey-Maddox & Haley-Lock, 2020). They also emphasize the impor-
tance of culturally adapted care to successfully engage families with diverse beliefs,
values, and preferences related to the treatment of mental disorders in early child-
hood (Vasileva et al., 2021). In addition, chapters highlight the importance of
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relationship-based, two-generation (or multi-generation), trauma-informed, and
culturally grounded services.

The organization of this book highlights the importance of developmentally
appropriate approaches with an emphasis on equity in engaging families in mental
health treatment, including meeting treatment needs and engagement approaches
that are appropriate for families with young children (ages birth to 8 years) across a
wide range of interventions to promote infant and early childhood mental health
(IECMH). An emphasis on young children’s development is essential to supporting
their long-term well-being, as young children have unique developmental needs and
their experiences with caregivers and in the world play a significant role in shaping
their rapidly developing brains and relatedly, their social and emotional functioning.
Moreover, at this young age, parents and other primary caregivers are critical to the
success of mental health interventions, making this an important arena to discuss
family engagement (Copple & Bredekamp, 2009; Sprenger, 2008).

D. W. Winnicott (1960) famously asserted that the infant (young child) must be
considered within the context of maternal (family) care. Thus, to be effective, treat-
ment of early childhood disorders must include a child’s primary caregivers. It is
also essential to account for the influence of the broader ecology in which young
children and their families are embedded, by identifying and addressing social
determinants of health that influence parenting quality and the family’s ability to
engage and remain in services for their young children (e.g., McKay & Bannon,
2004). Of course, a contemporary understanding of “maternal care” must be
expanded to include all parents and caregivers, including fathers, same-sex parents,
resource (foster) parents and kinship caregivers, adoptive parents, and other primary
caregivers. That is, to be effective, mental health practitioners and programs need to
engage a broad range of families in positive, respectful, and culturally and linguisti-
cally responsive partnerships that support each family’s progress toward their goals
(U.S. Department of Health and Human Services, Administration for Children and
Families, Office of Head Start, National Center on Parent, Family, and Community
Engagement, 2018). Relatedly, authors discuss the importance of incorporating
lived experience into all levels of decision-making in young children’s mental health
care to help providers and programs better understand and integrate the perspective
of individuals with first-hand knowledge of mental health and parenting challenges,
who can help guide decisions that affect families receiving services (National
Center on Substance Abuse and Child Welfare, n.d.).

In addition, this book presents a broad array of areas for research on family
engagement, including but not limited to: family-centered care, relationship-based
care, two-generation interventions, trauma-informed care, equitable care, factors
influencing engagement to therapist recommendations, and research on client-
centered (in this case child- and family-centered) change processes (King et al.,
2014). However, the most effective strategies for family engagement may vary
across cultural, developmental, and linguistic contexts (Fehrer & Tognozzi, 2018;
Halgunseth, 2009). This book offers an in-depth look at family engagement across
different theoretical orientations, contexts, conditions for the child, cultures, and-
family members, which we believe will be helpful to researchers, policymakers, and
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practitioners alike. Our aim is to review the latest research and key concepts in dif-
ferent areas and offer recommendations for future work to support mental health
and health professionals’ efforts to enhance family engagement in mental health
treatment for young children.

Taken together, the chapters in this book offer a critical analysis of extant research
on family engagement in mental health treatment for young children (birth — 8 years)
and their families and how it applies to future research, policy, and practice. The
authors of each chapter emphasize a particular age group, service setting, or
approach, including interventions for infants and toddlers, preschoolers, and school-
age children; children with disabilities and chronic illness; children who have expe-
rienced trauma; fathers; systems of care; and equity. The final chapter briefly
synthesizes their work and other literature to date on effective family engagement
practices, identifies lines of inquiry warranting further attention, and offers sugges-
tions for future research, policy, and practice.

Cincinnati, OH, USA Laura Nabors
West Newton, MA, USA Jessica Dym Bartlett
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Chapter 1
Family Engagement in Mental Health
Interventions for Infants and Toddlers

Check for
updates

Abigail Palmer Molina

It is important to first understand what is meant by “mental health” for infants and
toddlers before discussing the wide variety of programs and interventions that seek
to engage families and support mental health for young children. Infant and early
childhood mental health (IECMH) has been defined as the “young child’s capacity
to experience, regulate, and express emotions, form close and secure relationships,
and explore the environment and learn—all in the context of family, community,
and culture” (Zero to Three Infant Mental Health Taskforce Steering Committee,
2001). IECMH takes a holistic view of a child’s well-being and is therefore focused
on health promotion across a continuum, rather than just diagnosing and treating
deficits.

A closely related concept is the idea of “early relational health” (ERH), which
has emerged more recently in health and public health discourse (Willis & Eddy,
2022). ERH is defined as a “foundational, culturally embedded and developing of
positive, responsive, and reciprocal interactions from birth that nurture and build
emotional connections between caregivers, infants, and young children and result in
emerging confidence, competence, and emotional well-being for all” (Willis &
Eddy, 2022, p. 364). Both of these definitions are influenced by attachment theory,
which asserts that (a) young children have an innate need to develop close emo-
tional bonds with one or more primary caregivers, and (b) the quality of these bonds
during the early years of life has a strong influence on the child’s emotional health
and relationships over the lifespan (Bowlby et al., 1992). Therefore, both defini-
tions emphasize the importance of the relationship between infants toddlers and
their caregivers as a key building block for children’s well-being, exploration, learn-
ing, and growth. As such, IECMH is inextricably linked to the quality of young
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children’s attachment to their caregivers, which also influences other aspects of
well-being in the early years, including physical, cognitive, and language develop-
ment. Furthermore, interventions designed to promote the mental health of children
from birth to 3 must also focus on the well-being of their caregivers, families, and
communities.

Mental Health Interventions

Considering this broad definition of “mental health” for infants and toddlers, it
comes as no surprise that there is a wide array of programs and interventions that
target and promote mental health among our youngest children. In fact, IECMH
focuses not only on treating mental health concerns but on promoting mental health
for all children and preventing the development of future mental health problems.
First, there are several formal evidence-based mental health therapies that directly
target mental health concerns among infants and toddlers. Second, there are many
other services that promote IECMH in nontraditional mental health settings, like
home visiting, early care and education, health care, and child welfare. As such,
IECMH intervention is inherently interdisciplinary.

Family Engagement

Across multiple intervention types and settings, IECMH practitioners support
young children by partnering with their caregivers and family. Although IECMH
intervention has historically focused on working with the dyad—namely, the
mother-child relationship—recent efforts have focused on broadening this perspec-
tive to engage all important caregivers in a young child’s life. For example, cross-
cultural attachment research shows that a child’s overall sense of emotional security
can result from integrating multiple attachment relationships (Otto & Keller, 2014),
defined as relationships with caregivers' with whom a child consistently seeks com-
fort and proximity (Bowlby et al., 1992). Calls to move beyond the mother-infant
dyad help crystalize the importance of family engagement within any program or
effort aimed at supporting the mental health of infants and toddlers. Families should
not be viewed as barriers or as an afterthought but as the first place to begin when
seeking to support a young child, since they are the key to promoting child well-
being (Shonkoff & Fisher, 2013). The concept of family “engagement” moves
beyond mere involvement or participation and emphasizes that clinicians and

!“Caregiver” refers to anyone who regularly takes care of a child, including parents, early child-
hood educators, etc.
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practitioners should aim to help caregivers feel accepted, valued, and seen, since
research shows that children’s symptoms and functioning improve in mental health
treatment when their caregivers are engaged (Haine-Schlagel & Walsh, 2015). It is
also important to understand what types of support the families of young children
want and need, and how they vary for different groups of families, so that interven-
tion is most effective.

Mental Health Problems in Infancy and Toddlerhood

Infants and toddlers can experience mental health issues like regulatory problems
(e.g., sleeping and feeding issues, attachment difficulties; externalizing behaviors
like aggression and defiance; internalizing issues like depression and anxiety; and
posttraumatic stress symptoms Izett et al., 2021). These challenges can impact
many other aspects of the child’s development, and related behavioral difficulties
can also result in suspension and expulsion from early care and education centers
(Gilliam et al., 2016). Factors that precipitate IECMH problems include child risk
factors like health problems and a difficult temperament; family risk factors like
insensitive parenting, parental mental health concerns, and family violence; and
societal and community risk factors like poverty, lack of resources, and racism
(Berry et al., 2021; Izett et al., 2021). Research shows that 16—18% of children
between the ages of 1 and 5 years old experience mental health problems (von
Klitzing et al., 2015). If left untreated, mental health concerns in infancy and early
childhood can have lasting impacts on mental, cognitive, physical, and social func-
tioning in childhood, adolescence, and adulthood (Izett et al., 2021).

Mental Health Interventions for Infants and Young Children

This section provides an overview of [IECMH interventions for infants, toddlers, and
their families, with a focus on the breadth of approaches across the prevention-
intervention continuum. It describes evidence-informed and evidence-based
approaches that provide direct therapy intervention, as well as IECMH approaches
provided in nontraditional mental health settings like health care, home visiting,
early care and education, and child welfare.

Evidence-Based Mental Health Interventions for Infants
and Young Children

Evidence-based interventions (EBIs) are typically defined as interventions that have
evidence from rigorous research studies to show their effectiveness (Miller et al.,
2005). Traditionally, research evidence has been defined using a hierarchy in which
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randomized controlled trials (RCTs) are considered the highest level. In RCTs, par-
ticipants are randomized to a treatment condition. However, there is some debate
about what truly makes an intervention “evidence-based,” and for whom an inter-
vention is evidence-based. Conducting rigorous studies like RCTs requires signifi-
cant resources, and therefore the research base typically advantages Western, White
ways of thinking at the expense of other communities and ways of knowing, par-
ticularly for historically and currently marginalized groups (Adams et al., 2009).
Furthermore, many EBIs have not been extensively studied with marginalized
groups. So, while the next section of the chapter discusses EBIs, it will also consider
the limitations of EBIs, and discuss promising evidence-informed interventions
(i.e., those that may have research support from studies using less rigorous research
designs).

There are several evidence-based and evidence-informed mental health interven-
tions for infants and toddlers. In this chapter, the EBIs Child-Parent Psychotherapy,
Attachment and Biobehavioral Catch-Up, and Parent-Child Interaction Therapy
will be reviewed, as well as Circle of Security, Interaction Guidance, Video
Interaction Guidance, and Watch, Wait, and Wonder, which are evidence-informed.
Key details for each intervention are presented in Table 1.1. Family engagement is
emphasized in each model, but in very different ways as described below.

In Child-Parent Psychotherapy (CPP), treatment begins by building a relation-
ship with the caregiver during the assessment and engagement phase, before treat-
ment shifts to focus on intervening with the caregiver and child together (Lieberman
& Van Horn, 2015). This phase typically lasts for at least 4—6 sessions, though it can
sometimes last longer based on caregiver needs. CPP provides time not only to
develop trust and rapport with the caregiver, but also to assess the caregiver’s mental
health and trauma history and help the caregiver process difficulties or reactions that
impact their ability to respond to their young child. CPP is an EBI that is particu-
larly attuned to the needs of caregivers and the potential impact of the caregiver’s
history on the parent-child relationship and, ultimately, the child (Lieberman & Van
Horn, 2015). RCTs of CPP have been conducted with racially and ethnically diverse
families, showing effectiveness in improving maternal representations, maternal
distress, and children’s behavioral problems (Lieberman et al., 1991, 2006; Toth
et al., 2002), establishing it as an evidence-based treatment. Although CPP empha-
sizes caregiver engagement, particularly by providing caregivers with individual
sessions and addressing caregiver mental health issues, there is some evidence that
retention in the yearlong intervention is a challenge (Guild et al., 2021). This high-
lights the importance of considering how to better promote family engage-
ment in CPP.

In Attachment and Biobehavioral Catch-Up (ABC), home visitors meet weekly
with families for 10 weeks and target parenting to improve sensitive and nurturing
behaviors (Dozier & Bernard, 2019). They also coach caregivers to follow their
child’s lead and reduce harsh and frightening parental behavior. In the final weeks
of the model, caregivers are guided to think about their own early relational experi-
ences growing up and how these relate to current parenting issues. ABC is an
evidence-based treatment that has demonstrated efficacy in several clinical trials,
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Table 1.1 Evidence-based and evidence-informed mental health interventions for infants and

toddlers
Name of Qualifications of
intervention Age range Brief description providers
Child-Parent Prenatal-5 years | Intensive, psychodynamic | Master’s level or higher
Psychotherapy intervention focused on mental health
(CPP), Lieberman promoting healthy professional
and Van Horn (2015) attachment between

caregiver and child

Attachment and

Infancy version:

Short-term, manualized

No educational level

Biobehavioral 6-24 months; home visiting program that | requirement for parent
Catch-Up (ABC), Toddler version: addresses attachment coaches

Dozier and Bernard | 24-36 months difficulties by improving

(2019) parenting behaviors

Parent-Child 2-8 years Structured behavioral Master’s level or higher

Interaction Therapy

intervention that provides

mental health

(PCIT), Eyberg et al. intensive parent coaching | professional
(1995) sessions, developed for

children exhibiting

behavioral problems
Infant and Early Birth-5 years Capacity-building Mental health
Childhood Mental intervention that helps professionals, varies by
Health Consultation early childhood region and setting
(IECMHC) practitioners and families

build their reflective
capacity and foster
children’s social emotional
development

Circle of Security
(COS), Powell et al.
(2014)

Birth-5 years

Intervention provided in a
group or individual format
to help caregivers
understand their child’s
cues and alternating needs
for safety/comfort and
exploration

COS-Parenting can be
provided by anyone
with 4-day training,
COS-Intensive by
master’s level or higher
licensed mental health
clinician

Interaction Guidance
(IG)-Geneva Model,
McDonough (2004)

Birth-5 years

Short-term, family systems
intervention that promotes
nurturing relationships
between infants and
caregivers

Professionals trained in
IG (speech therapists,
therapists,
pediatricians)

Video Interaction
Guidance (VIG),
Kennedy et al.
(2010)

Birth—12 years

Short-term intervention
that uses video feedback to
build on family strengths
and promote sensitive and
nurturing parenting

Mental health
therapists, physicians,
nurses, etc. trained as
VIG “guiders”

Watch, Wait, and
Wonder (WWW),
Lojkasek et al.
(2008)

Birth—4 years

Unstructured intervention
that uses infant-led play to
promote attachment
between child and
caregiver

Mental health therapists

Note: Additional information about intervention adaptations for different populations, settings,
and age ranges is included in the text
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and showed positive impacts on children’s attachment, biological regulation,
impulse control, language, and brain development, as well as on parental sensitivity
and parental brain activity (Dozier & Bernard, 2019; Grube & Liming, 2018;
O’Byrne et al., 2023). ABC has been tested with racially and ethnically diverse
families, particularly Black families, and found to be effective (Grube & Liming,
2018; O’Byrne et al., 2023). ABC shows rates of attrition similar to other interven-
tions in community-based settings. One analysis found that caregivers who dropped
out of treatment showed similar improvements in parenting behavior as those who
completed treatment (Caron et al., 2016).

Parent-Child Interaction Therapy (PCIT) is an intensive evidence-based parent
coaching intervention that has been well-supported by empirical evidence (Eyberg
et al., 1995; Thomas et al., 2017). PCIT includes two phases of treatment; first,
caregivers are coached in relationship-building skills, and then they are coached in
setting appropriate limits using direct commands and implementing consequences
like time-out. An adaptation of PCIT, PCIT-Toddler (PCIT-T), is more appropriate
for younger children because it emphasizes attachment-based principles and devel-
oping self-regulation (Girard et al., 2018). In PCIT-T, caregivers are coached in the
“CARES” model, which stands for Come in, Assist, Reassure, Emotional Validation,
and Soothe when their toddlers are experiencing strong emotions. Caregivers are
also coached to discern the underlying reasons for the child’s behavior, rather than
ignoring those behaviors like in traditional PCIT. Studies examining the effective-
ness of the child-directed portion of PCIT-T show significant improvements in par-
enting skills, parental emotional availability and mental health, attachment security,
and child behavior (Kohlhoff et al., 2020, 2021; Kohlhoff & Morgan, 2014), and
adaptations of PCIT for children aged 12-24 months have been shown to be as
effective as PCIT for older children (Phillips & Mychailyszyn, 2022). Although
rates of attrition from community-based PCIT vary from 12 to 67%, one study
found a large effect size for families who completed just four PCIT sessions,
although gains were still greatest for families who completed treatment (Lieneman
etal., 2019). Additionally, PC-CARE is a promising seven-session intervention that
has been adapted to address the barriers that families often experience when partici-
pating in PCIT (Hawk et al., 2022). PCIT has also been adapted for specific cultural
groups, including “Honoring Children, Making Relatives,” which incorporates the
teachings and practices of American Indian and Native Alaskan communities
(BigFoot & Funderburk, 2018) and Guiando a Ninos Activos (Guiding Active
Children) for Mexican American families, which includes the incorporation of cul-
turally specific values and the incorporation of extended family members (McCabe
& Yeh, 2009). These adaptations would benefit from additional testing.

Circle of Security (COS)-Parenting aims to promote the parent-child attachment
relationship and caregiver reflective capacity, or the caregiver’s ability to understand
their own thoughts and feelings, as well as those of the child (Powell et al., 2014).
COS includes an intensive version and a shorter parenting program. The goal in any
COS intervention is to teach caregivers about two important functions they serve,
namely, acting a “safe haven” when a child is distressed and acting as a “secure
base” when the child is ready to explore. Caregivers are taught how to understand
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children’s cues, primarily by using video clips of child-caregiver interactions. COS
also encourages caregivers to process their own early childhood relationships and
identify how these experiences may cloud their ability to understand their child’s
needs. A COS adaptation for infants includes four individual sessions provided to
the caregiver-child dyad in a home-based setting (Cassidy et al., 2011). One meta-
analysis showed that COS was effective in improving children’s attachment security
and the quality of caregiving, and also reducing caregiver depression (Yaholkoski
et al., 2016), though RCTs have shown fewer impacts on parenting behavior and
child functioning (Cassidy et al., 2011, 2017; Ramsauer et al., 2020). Two of these
RCTs included predominantly ethnic minority samples (Cassidy et al., 2011, 2017).
Maxwell et al. (2021) and found that COS-Parenting practitioners and parents
reported some limitations of the program, including that some concepts are difficult
to understand, self-reflection is challenging, and some parents would prefer more
concrete strategies. Importantly, although COS predominantly focuses on the rela-
tionship between the primary caregiver and the child, adaptations have broadened
this focus to include co-parenting partners, like early education teachers (Powell
etal., 2014).

The Interaction Guidance (IG)-Geneva Model conceptualizes the interactions
between infant and caregiver as reflecting the representational worlds of both par-
ties, as well as the family’s structure (McDonough, 2004). In this model, primary
caregivers are encouraged to involve a “co-parenting partner,” which could include
a grandparent, friend, parent, sibling, or other relative of the child. Clinical work in
IG begins with engaging the family and then using video to reflect on family inter-
actions, and weekly sessions are typically held for 10-12 weeks. The IG therapist
begins by asking family members to play with the infant or young child as they
would at home for a short time, and these interactions are recorded. Subsequently,
the family reviews the recording, and the therapist elicits their reflections and
responses about what they see. The therapist also highlights strengths in terms of
how the caregivers respond to the child’s needs. Importantly, IG provides time for
the caregivers to reflect on their reactions to the video, and the developers note that
this often allows for a discussion of how past experiences impact current caregiving
interactions (McDonough, 2004). Studies have demonstrated the efficacy of IG in
improving interactions between caregivers and children and maternal representa-
tions of the child (Madigan et al., 2006; Robert-Tissot et al., 1996), though more
rigorous studies are needed to establish a strong evidence base, particularly those
that include racially and ethnically diverse populations.

In the Video Interaction Guidance (VIG)-UK intervention, a clinician first
engages the caregiver in identifying goals for treatment, which are referred to as
“helping questions” (Kennedy et al., 2010). Then, interactions between the child
and caregiver are filmed, and the clinician selects moments showing positive inter-
actions to review with the client. Then, the client and practitioner watch these clips
together and reflect on what the family is doing well together to reach their goals. A
recent meta-analysis found that VIG demonstrated increased attunement and attach-
ment in the parent-child relationship up to 20-month post-intervention (Dodsworth
et al., 2021), though additional RCTs are needed that include diverse samples.
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Watch, Wait, and Wonder (WWW) is an evidence-informed psychotherapeutic
approach that uses child-led play to help caregivers become more responsive and
attuned to their children’s experiences (Lojkasek et al., 2008). In contrast to some of
the other models discussed above, the focus in WWW is on the child as an active
agent or “initiator,” rather than focusing on the caregiver’s experiences and behav-
iors as the port of entry for intervention (Cohen et al., 1999). During sessions, the
caregiver is first instructed to put themselves in close physical proximity to the
infant and follows the infant’s activity and behavior as they play. In the second half
of the therapy session, the therapist asks the caregiver to share their experiences and
reflections of the play session. Caregiver and therapist then work together to iden-
tify the child’s relational needs and work through any problems or challenges that
arose. In one study, WWW decreased maternal depression, improved infant cogni-
tive development and emotion regulation, and improved infant-mother attachment
security (Cohen et al., 2002). However, to date no RCTs have been conducted.
Additional research is needed to determine whether WWW is effective in engaging
and retaining families.

IECMH Interventions in Nontraditional Mental Health Settings

As the IECMH field grows, it has become clear that IECMH interventions must
move beyond traditional mental health treatment settings to reach young children
and families where they are, including other systems like early care and education,
home visiting, pediatrics, and child welfare. This shift reflects the changing focus
from intervention to prevention of child mental health problems and overall promo-
tion of well-being, since promotion and prevention efforts are more successful and
cost-effective than intervening once symptoms worsen (Izett et al., 2021). This shift
places an increased emphasis on the importance of engaging families across settings
so that their children can benefit from services.

One promising evidence-informed approach is infant and early childhood mental
health consultation IECMHC), a capacity-building intervention that began in early
care and education and has since been adopted in home visiting and other fields. In
IECMHC, mental health professionals partner with early childhood practitioners
and families to build their reflective capacity? and foster children’s positive social
emotional development (Center of Excellence in Infant and Early Childhood Mental
Health Consultation, 2020a). IECMH consultants provide a warm and supportive
stance that allows early childhood professionals to reflect on their interactions with
young children and families and improve their skills. IECMHC has been imple-
mented in a range of settings, including early childhood education, home visiting,

2Reflective capacity refers to the caregiver’s ability to understand their own thoughts and feelings,
as well as those of the child (Powell et al., 2014).
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head start, early intervention for children with disabilities, child welfare, and health-
care systems.

The Center of Excellence for IECMHC has put forward a theory of change that
asserts that IECMHC positively impacts child and family outcomes and program
outcomes and reduces disparities by way of staff members’ active engagement in
the consultative relationship and participation in IECMHC activities (Tidus et al.,
2022). Although there is a range of IECMHC approaches in different settings, there
is some consensus on the essential activities of IECMH consultants. Activities that
consultants commonly engage in include developing shared goals with their con-
sultee, discussing how to establish rapport and trust with families, sharing knowl-
edge about how to support the mental health of very young children, promoting the
consultee’s ability to reflect on their interactions with families, promoting the
consultee’s ability to engage in self-care activities, and deepening consultees’
understanding of equity and the influence of cultural differences, bias, and discrimi-
nation (Center of Excellence in Infant and Early Childhood Mental Health
Consultation, 2022).

Research on the effectiveness of IECMHC has predominantly focused on the
early care and education sector, in which IECMH consultants partner with early
childhood teachers to help provide support in addressing children with emotional
and behavioral difficulties in the educational setting. In this setting, [IECMHC has
been found to reduce children’s behavioral problems and expulsion risk (Silver
et al., 2023). However, only one RCT has been conducted, and though it found that
IECMHC reduced ratings of children’s hyperactivity, restlessness, externalizing
behaviors, and problem behaviors, it did not reduce the likelihood of expulsion
(Gilliam et al., 2016). IECMHC in early care and education settings can also
improve teacher outcomes like job stress, knowledge, efficacy, and competence,
family outcomes like fewer days missed at work to address childcare issues, as well
as program outcomes like reductions in staff turnover and improvements in class-
room climate (Center of Excellence in Infant and Early Childhood Mental Health
Consultation, 2020b; Silver et al., 2023).

IECMHC in home visiting has also been found to be a promising strategy. Under
the federal Maternal, Infant, and Early Childhood Home Visiting (MIECHV) pro-
gram, there are currently 18 evidence-based home visiting models in the USA,
including Parents as Teachers, Nurse-Family Partnership, Family Connects, Child
First, and Healthy Families America, among others (National Home Visiting
Resource Center, 2022). Although evidence shows that some children who receive
home visiting services exhibit fewer emotional and behavioral problems later in life,
home visiting services alone are often not enough to effectively prevent and treat
these issues (Peacock et al., 2013). Embedding IECMHC in home visiting aims to
address IECMH concerns before they worsen, and has been found to improve home
visitors’ knowledge of children’s social emotional development and mental health
(Lambarth & Green, 2019). One study also showed that providing IECMHC in
home visiting significantly improved home visitor responsiveness to families
(Burkhardt et al., 2022), showing that IECMHC may be a key factor that can help
improve family engagement in home visiting programs generally. Furthermore,
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home visitors who received IECMHC promoted higher parenting self-efficacy, pos-
itive parenting behavior, and responsive-parent child reactions compared to those
who did not receive IECMHC (Burkhardt et al., 2022).

There has also been an increasing interest in embedding IECMHC within health-
care settings, particularly in pediatrics. This is because most young children will
interact with the pediatric health system and because caregivers and families typi-
cally seek out and trust information from their pediatrician, factors which help facil-
itate family engagement. Healthy Steps for Young Children (HS) is an example of a
program embedded within primary care that provides developmental and social-
emotional support to infants, toddlers, and their families. Families in HS are seen by
both a primary care physician and a developmental specialist, who is trained in child
development and well-being and the importance of the caregiver-child relationship.
A national evaluation of HS across 15 sites in the USA found that the program
improved child well-being, including perceptual, physical, and motor development,
as well as child social emotional development. HS also improved family health and
provider satisfaction (Guyer et al., 2003).

Strategies to Improve Family Engagement in Interventions
for Infants and Toddlers

There are several strategies that promote family engagement in mental health inter-
ventions for infants and toddlers. Some are components of the evidence-based and
evidence-informed mental health treatments described above, and others include
other therapeutic or systems-level innovations. Namely, these strategies and innova-
tions include the following: (a) centering the importance of the child’s attachment
relationship(s), (b) using in-the-moment feedback with families, (c) capitalizing on
strengths, (d) providing time for caregiver reflective work, (e) providing time for
practitioner reflective work, and (f) integrating IECMH services with other systems,
settings, and disciplines.

Focus on Relationships

Interventions with infants and toddlers typically center the importance of the child’s
attachment relationships (McLuckie et al., 2019). As Winnicott (1960) famously
said, “there is no such thing as an infant,” asserting that young children cannot be
understood in isolation because they are deeply embedded in their relationships and
sociocultural context. All of the targeted intervention approaches discussed above
include a focus on the importance of the attachment relationship between the young
child and their caregiver. Although this focus is emphasized in many models and
approaches, important caregivers like fathers, grandparents, and fictive kin are often



1 Family Engagement in Mental Health Interventions for Infants and Toddlers 11

left out of IECMH approaches. Additionally, any intervention focused on infancy
and toddlerhood must recognize that caregiver and family well-being affects the
well-being of the young child and should therefore provide holistic family support
(Shonkoff & Fisher, 2013). For example, studies show that economic pressure
resulting from poverty can lead to parental psychological distress, impeding parent-
ing and leading to children’s social emotional difficulties (Masarik & Conger,
2017). Holistic family support could include supports focused on the family’s basic
needs, such as housing, food, etc. and the caregiver’s mental health.

In-The-Moment Feedback

Next, it is important to consider in-the-moment feedback, or observations and
reflections clinicians provide to caregivers as they engage with their child. Although
there is a diverse array of targeted IECMH interventions, many of these interven-
tions focus on providing in-the-moment feedback to increase attunement and posi-
tive caregiver-child interactions. For example, Attachment and Biobehavioral
Catch-Up, Child-Parent Psychotherapy, Parent-Child Interaction Therapy-Toddler,
and Watch, Wait, and Wonder provide real-time feedback during sessions in which
the family is present in the room. In ABC, the focus is on the caregiver’s behavior
(Dozier & Bernard, 2019), whereas in CPP and PCIT-T, feedback might focus on
the child’s behavior or the parent’s behavior (Eyberg et al., 1995; Lieberman & Van
Horn, 2015), and in CPP practitioners may also focus on interpreting feelings and
experiences or providing reflective developmental guidance (Lieberman & Van
Horn, 2015). In WWW, the focus is on the child’s behavior as the port of entry
(Lojkasek et al., 2008). Typically, feedback is provided by first asking the caregiver
to reflect and notice an interaction, prompting them to engage in the moment.

Video Feedback

Several mental health interventions use video to capture the organic, spontaneous
interactions between caregivers and children in order to subsequently process these
interactions and identify areas of strength and growth. These interventions include
Circle of Security (Powell et al., 2014), Interaction Guidance (McDonough, 2004),
Video Interaction Guidance (Kennedy et al., 2010), and Attachment and
Biobehavioral Catch-Up (Dozier & Bernard, 2019), among others. Utilizing video
feedback has been conceptualized as helping to facilitate the therapeutic relation-
ship between the practitioner and the family, promote parental reflective function-
ing, and facilitate the processing of emotional and physiological reactions (Steele
et al., 2014). Importantly, interventions that use in-the-moment feedback invite the
caregiver-child relational dynamic into the space, literally or figuratively, and help
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caregivers become more present and mindful of these moments, which can improve
their attunement to their child.

Strengths-Based Approaches

Many of the IECMH approaches focus on highlighting or emphasizing the family’s
strengths and the strengths in the caregiver-child relationship(s). IECMH is
grounded in a strength-based perspective (Walsh et al., 2021) and is as interested in
understanding what is working as it is in what might not be working in family rela-
tionships. Although specific evidence-based and evidence-informed interventions
differ in their emphasis on strengths, most models recognize the strengths inherent
in the family and caregiver-child relationships and focus on helping families notice
these strengths and build upon them. For example, in the Video Interaction Guidance
(VIG) intervention, the practitioner focuses exclusively on positive moments and
moments of connection when working with the caregiver and young child (Kennedy
et al., 2010). This approach recognizes what the caregiver is already doing well,
which may help promote their engagement and the overall effectiveness of services.

Reflective Work

As mentioned previously in this section, many IECMH interventions promote care-
giver reflective functioning, which refers to the caregiver’s ability to understand
their own thoughts and feelings, as well as those of the child (Powell et al., 2014).
Models and programs differ in the space allowed for this processing, but many mod-
els explicitly address the impact of the caregiver’s own early life experiences. For
example, Child-Parent Psychotherapy (Lieberman & Van Horn, 2015), Attachment
and Biobehavioral Catch-Up (Dozier & Bernard, 2019), Circle of Security (Powell
et al., 2014), and Interaction Guidance (McDonough, 2004) provide time for care-
givers to make connections between their own upbringing and their current relation-
ship with their child, although models vary in the intensity of this focus. In CPP, this
connection is made explicit where there is a discussion of both “ghosts” and “angels”
in the nursery, referring to positive and negative early life experiences that may
impact the way caregivers see and interpret their child’s behaviors and needs
(Fraiberg et al., 2018). Similarly, in Circle of Security, preconscious defenses that
operate in the parent-child relationship are referred to as “shark music,” and care-
givers are coached to identify when their own shark music is playing, so to speak,
and how to challenge this music so it does not obscure their ability to see and attune
to their child (Powell et al., 2014).

Similarly, it is important for practitioners working in the IECMH field to engage
in their own reflective work. Reflective practice is a central focus of IECMH and a
core competency in training programs and across practice settings. Reflective
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practice has been defined as the capacity for self-awareness, curiosity, and critical
thinking and the ability to utilize this reflective process to guide decision-making in
the moment (Ringel, 2003). Ideally, IECMH practitioners should participate in reg-
ular reflective supervision to process interactions with families and understand their
reactions, particularly those that might be impeding their ability to engage with a
family. Reflective supervision in IECMH differs from regular clinical supervision
and is defined as “the shared exploration of the emotional content of work with
infants/toddlers and parents...within the context of a trusting supervisory relation-
ship” (Weatherston & Tableman, 2015, p. 370). The “Facilitating Attuned
Interactions” (FAN) is one approach that helps operationalize reflective practice by
matching four core processes to the kind of interaction the caregiver is most able to
use in the moment (Gilkerson & Imberger, 2016). For example, is the caregiver
focused on their feelings, or are they ready to problem-solve or even try out a new
behavior? This approach can be used as a reflective tool to promote family engage-
ment within any IECMH intervention, and it has also been adapted to support reflec-
tive practice and facilitate reflective supervision for clinicians.

Interdisciplinary Approach

Lastly, IECMH is, by its very nature, an interdisciplinary field, and integration
improves both child and family well-being (Shonkoff & Fisher, 2013). This includes
integration between IECMH and other disciplines and settings, as well as integra-
tion across siloed “parent” and “child” services. For example, as discussed above,
the majority of IECMH services provided in the USA are provided in nontraditional
settings, rather than primary mental health settings. These include settings like
home visiting, health services, early care and education, and child welfare, among
others. Although attempts at integration have grown in recent years, the USA still
lacks a coordinated early childhood system, and IECMH services are not fully inte-
grated into many early childhood service systems (Walter et al., 2019), not to men-
tion adult-focused service systems. Examples of innovative interdisciplinary
IECMH approaches include Minding the Baby, in which a social worker and nurse
are paired together, and Project BRIGHT (Building Resilience Through
Intervention), which provides a relationship-based intervention for caregivers with
substance use disorders within substance use treatment programs (Paris et al., 2017).

Critical Issues Related to Social Justice

Caregiver and family engagement is of paramount importance in promoting [ECMH,
but often families face many barriers to engaging in services. This is particularly
true for marginalized families and families of color. For example, studies show that
negative attitudes toward mental health, concerns about the relevance and
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acceptability of the intervention, caregiver mental health issues, a lack of culturally
appropriate services, a weak alliance between the caregiver and provider, lack of
culturally relevant services, and stressors like poverty, unemployment, transporta-
tion, insurance issues, racism and discrimination, and lack of child care can all
negatively impact engagement in mental health interventions for children (Finan
et al., 2018; Skale et al., 2020; Waid & Kelly, 2020). Furthermore, child and family
services remain largely siloed, and it is often difficult for families to participate in
child service sectors (Shonkoff & Fisher, 2013). Two-generation and whole-family
approaches aim to change this dynamic, which are defined as approaches that build
family well-being by intentionally and simultaneously working with children and
the adults in their lives together (Ascend at the Aspen Institute, 2023). However,
structural and financial barriers frequently prevent child-serving sectors from fully
embracing the wide range of needs of families (Shonkoff & Fisher, 2013).

The Diversity-Informed Tenets for Work with Infants, Children and Families
(2018) provide a foundational framework for all IECMH intervention as well as
important guidelines for promoting family engagement, particularly for oppressed
and marginalized groups (Irving Harris Foundation). For example, the Tenets
emphasize the importance of honoring diverse family structures and encourage the
IECMH field to “counter the historical bias toward idealizing (and conversely blam-
ing) biological mothers while overlooking the critical child-rearing contributions of
other parents and caregivers” (Irving Harris Foundation, 2018, p. 1). Similarly,
Stern et al. (2021) have called for researchers and practitioners to recognize and
measure the multiple sources of emotional support that young Black children ben-
efit from, including support from fathers, mentors, grandparents, spiritual commu-
nity members, and fictive kin (i.e., social ties not based on blood or marriage).
Similarly, the Tenets include a focus on acknowledging privilege and combatting
discrimination, recognizing and respecting nondominant bodies of knowledge, and
engaging with families in their preferred language (Irving Harris Foundation, 2018),
all of which may promote family engagement.

Although more work needs to be done to operationalize these principles within
IECMH interventions, one notable exemplar is the Early Relational Health
Conversations (ERH-C) approach. Specialists within the Healthy Steps model
developed ERH-C to engage African American families in conversations about the
importance of early caregiving relationships, and the approach may be applicable to
other groups impacted by structural racism (Charlot-Swilley et al., 2022; Condon
et al., 2022). ERH-C emphasizes eight components, including preparing and enter-
ing the ERH-C space, accessing strength and knowledge in a healing-centered
space, pausing and co-creating, storytelling, witnessing, mutual reflection, affirm-
ing, and claiming their relationship narrative, and mutual insight. The ERH-C
approach can be implemented in both targeted IECMH interventions and IECMH
support embedded in nontraditional mental health systems like home visiting, early
childhood education, and child welfare. To date, there are no outcome studies of
ERH-C, so future research should investigate the impact of ERH-C on both family
engagement and child outcomes.
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Directions for Future Research, Policy, and Practice

Research

First, the IECMH field would benefit from a more robust research base that exam-
ines how family engagement shapes outcomes for infants, toddlers, and their fami-
lies within mental health interventions to better inform practice on the ground.
Second, studies should explore the needs of diverse families, particularly in terms
of aspects of identity like socioeconomic status, gender, sexual orientation, cultural
background, ability, and race. This would help IECMH practitioners more effec-
tively engage caregivers from different backgrounds. Third, research should test not
only existing IECMH interventions with families of diverse backgrounds but also
privilege emerging IECMH intervention approaches from non-Western viewpoints,
which would center the needs and perspectives of families. Fourth, there should be
increased openness to nondominant ways of knowing as providing evidence of
effectiveness (e.g., moving beyond the RCT). We need more qualitative and mixed
methods work on families’ experiences to inform intervention development, testing,
and implementation so that our evidence-based interventions are most effective for
infants and toddlers. Furthermore, research studies should include advisory boards
that allow caregivers to actively co-construct intervention development, implemen-
tation, and testing (DuBois et al., 2011). The field as whole needs to move beyond
traditional research designs to truly honor family voice and address the structural
barriers related to engaging communities as partners in research (DuBois et al.,
2011). Lastly, although there has been a growing call for anti-racist and anti-
oppressive practice across the helping professions (Gebhard et al., 2022; Haeny
et al., 2021), more research is needed about how to infuse these approaches within
existing [IECMH models and across the IECMH intervention continuum.

Policy

There are a number of policy changes that would support the spread of IECMH
interventions and promote family engagement in services. First, sustainable financ-
ing is needed for a comprehensive, integrated [IECMH system for infants, toddlers,
and their families, and services need to be conceptualized as supporting the whole
family, rather than just the identified client of the child (Kaminski et al., 2022;
Zeanah et al., 2005). Two-generation and whole-family approaches align with
IECMH values and can help ensure that families get the resources they need
(Shonkoff & Fisher, 2013). Although many of the above models emphasize a two-
generation approach, impact can be limited by structural factors like policies and
funding requirements in local communities (Kaminski et al., 2022; Zeanah et al.,
2005). Critical policy changes needed include increasing reimbursement rates for
evidence-based IECMH services, allowing Medicaid billing for IECMH and adult
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mental health services across adult and child settings and practitioner roles, remov-
ing the requirement for a mental health diagnosis to bill for services, and allocating
funding for capacity building within the IECMH field broadly (Margolis et al.,
2020; Zeanah et al., 2005). All of these changes would promote the ability of fami-
lies to access and engage in services more easily.

Practice

There are several areas for growth in IECMH practice and workforce development.
First, all practitioners should engage in ongoing reflective supervision to overcome
potential barriers to engaging families. Second, the Diversity-Informed Tenets
(Irving Harris Foundation, 2018) provide a series of values to anchor IECMH work,
but all [IECMH practitioners should have the opportunity to be trained to utilize the
tenets. Science suggests that the tenets should be operationalized within existing
IECMH interventions that are widely disseminated to ensure that they are put into
practice. For example, across the board IECMH interventions need to actively
involve all important caregivers. In recent years there have been increasing calls for
a focus on father involvement, but a recent review found that there is a striking lack
of paternal engagement in IECMH interventions (McLuckie et al., 2019). Most
IECMH models covered in this chapter focus on the mother-child dyad, overlook-
ing family dynamics that influence infant and toddler mental health. Furthermore,
academic programs that train many IECMH practitioners, including social work,
marriage and family therapy, and psychology programs, can incorporate training on
IECMH interventions and family engagement into their degree programs, and ongo-
ing professional development should be provided on family engagement for the
current workforce. Professional development should be provided within the work
setting as well as by national training and technical assistance centers.
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Chapter 2
Family Engagement in Mental Health
Treatment for Young Children

Check for
updates

Jessica Dym Bartlett ), Laura Nabors @, and Alexandria Chase

Introduction

Mental health is a key determinant of individual development and well-being over
the life course (Substance Abuse and Mental Health Services Administration
[SAMHSA], 2014). The foundation for lifelong mental health is laid in early child-
hood, when young children’s experiences with parents, family, and the broader
environment have considerable influence on young children’s rapidly developing
brain (National Scientific Council on the Developing Child, 2007). Indeed, a strong
and growing body of research demonstrates that ““...the origins of disease are often
found among developmental and biological disruptions occurring during the early
years of life” (Shonkoff et al., 2009, p. 2252). Disturbances in children’s relation-
ships with their parents and other primary caregivers, such as child abuse and
neglect and parental mental illness, have particular salience to early childhood men-
tal health. Thus, engaging family members and other important adults in early iden-
tification and treatment of social, emotional, and behavioral challenges is essential
to promoting positive mental health outcomes for children over the lifespan (Haine-
Schlagel & Walsh, 2015; Ingolsby, 2010).

Young children can and do have mental health difficulties that can become more
severe disorders when left untreated. However, despite the fact that the majority of
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mental health disorders have their origins in childhood, children’s mental health —
especially young children’s mental health — has often been overlooked. Perhaps this
is due, in part, to pervasive myths that young children are “resilient” and relatively
unaffected by trauma and adversity, or due to limited public awareness that mental
health challenges can emerge very early in life. In fact, an estimated one in five
children, age 6 or younger, has a diagnosable mental health disorder (Vasileva et al.,
2021). In turn, young children are at elevated risk for developmental and behavioral
challenges; compromised stress response and immune systems; difficulties learn-
ing; poor physical and psychological health; and increased need for services later in
life (Shonkoff et al., 2009). Advances in neuroscience, epigenetics, and the behav-
ioral sciences have elucidated the processes underlying these associations, includ-
ing how early child-rearing environments influence the developing brain; how genes
and environmental conditions interact to influence development; how epigenetic
and metabolic processes affect children’s response to adversity; and how young
children’s relationships with their caregivers influence these processes (Boyce
et al., 2021).

The current chapter reviews extant research on family engagement in the treat-
ment of early childhood mental health disorders using an ecological lens that recog-
nizes the influence of parent-child relationships, family, and broader developmental
contexts on the social and emotional well-being of preschool children (i.e., mental
health). Specifically, this chapter focuses specifically on how early trauma influ-
ences parenting quality and family functioning, which in turn affect young chil-
dren’s mental health (Bronfenbrenner & Morris, 2006; Cicchetti & Valentino,
2006). We discuss the impact of mental health challenges on preschool-age children
(3—6 years), their families, and on mental health providers, highlighting socioeco-
nomic, racial, and ethnic inequities in early childhood mental health and related
services. We describe promising, evidence-based treatments, and we identify cen-
tral limitations of extant knowledge and offer recommendations for research, policy,
and practice in early childhood mental health.

Early Childhood Mental Health

Early childhood mental health (ECMH), often referred to as infant and early child-
hood mental health (IECMH) to be inclusive of infants and toddlers, is more than
the absence of psychological disorders. Rather, it represents the young child’s
developing social and emotional skills, including the ability to form healthy rela-
tionships with adults and peers, as well as to express and manage the full spectrum
of human emotions (World Health Organization [WHO], 2022; Zero to Three, 2017,
2023). ECMH also represents the continuum of services, from promotion to preven-
tion to treatment, which are needed to support young children’s development, pre-
vent mental health problems from emerging, and address social and emotional
challenges before they become more serious disorders (Zero to Three, 2017, 2023).
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A young child’s risk for developing a mental or behavioral disorder depends in
part on biological predispositions, but the environments in which children are
embedded also exert a particularly strong influence (National Scientific Council on
the Developing Child, 2004, 2023). For example, the quality of care children receive
from their parents and other primary caregivers (i.e., biological, foster, and adoptive
parents, foster and kinship caregivers, extended family, and others who care for the
child on a regular basis) is one of the most salient factors influencing young chil-
dren’s mental health (National Academies of Science, Engineering, and Medicine,
2016). In the USA, common mental health disorders diagnosed in children ages 3
and older include depression, anxiety, and trauma/post-traumatic stress disorder
(PTSD) (von Klitzing et al., 2015). Manifestations of ECMH challenges, includ-
ing young children’s level of distress, behavior, and overall adjustment, vary among
children and families (WHO, 2022). Preschoolers’ mental health also varies in rela-
tion to the nature of their experiences in the world, such as the type, severity, and
chronicity of exposure to trauma (National Child Traumatic Stress Network
[NCTSN], n.d.). In situations of extreme stress (e.g., separation from biological
parents and placement into foster care or orphanages), young children may develop
reactive attachment disorder (RAD), though the overall prevalence is low (one per-
cent) (von Klitzing et al., 2015). Behaviors commonly observed during the pre-
school years that may indicate early trauma or another mental health condition
include repeated reenactment of traumatic events or situations in play; avoidance of
or extreme separation anxiety in absence of caregivers; compulsive behaviors (e.g.,
repeated handwashing or use of the same words or phrases); severe tantrums; with-
drawal from or disinterest in social interactions; difficulties socializing with peers;
highly aggressive or impulsive behavior; limited language development or commu-
nication; regression after achievement of developmental milestones (e.g., using the
toilet, sleeping independently); and high levels of fear and anxiety (Zero to
Three, 2017).

There is widespread consensus that the etiology of early mental health disor-
ders is multidetermined — the product of a combination of biological and environ-
mental forces (Swanson & Wadhwa, 2008). A young child’s risk for developing a
mental or behavioral disorder depends in part on biological predispositions, but
the environments in which children are embedded exert a particularly strong influ-
ence (National Scientific Council on the Developing Child, 2004, 2023). The early
years are a sensitive period in which prolonged periods of severe stress, unmiti-
gated by positive experiences, can result in harmful impacts on early brain devel-
opment (Birnie & Baram, 2022). Deficits related to ECMH problems can persist
into young adulthood, with a trajectory of continuing educational, mental, and
physical problems (Schlack et al., 2021). Treatment for mental health problems
during this formative stage has been found to ameliorate many negative develop-
mental outcomes and ensure more positive mental health for future generations
(Kieling et al., 2011).
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Inequities in Early Childhood Mental Health

Rates of ECMH disorders are especially high among historically impoverished and
marginalized families (Jones et al., 2019). Poverty is an especially pernicious risk
factor for poor childhood mental health, with particularly high rates of ECMH dis-
orders observed among young children residing in low-income families (Zach et al.,
2016). Children living in poverty are two to three times more likely to have a diag-
nosable mental health condition than those who live in financially secure families
(Reiss, 2013).

Conversely, residing in positive caregiving environments has been found to
reduce behavioral, social, and emotional problems, and increase family resilience to
adversity and trauma (Council on the Developing Child, 2023). Racial and ethnic
disparities in ECMH impede child and family well-being (Annie E. Casey
Foundation, 2022). For example, children who are Native American, Black, and
Latinx have higher rates of mental health challenges compared to their White peers
(Annie E. Casey Foundation, 2022; Zach et al., 2016). These minoritized popula-
tions also have less access to high-quality treatment (across settings) due to factors
such as structural racism, limited service availability, lack of insurance coverage,
stigma, incongruence between the treatment approach and family culture, and lan-
guage barriers (Rodgers et al., 2022).

The COVID-19 pandemic exacerbated mental health problems among young
children and their families, as well as related racial and ethnic disparities in mental
health and access to related services and supports (Hawks, 2023). The number of
children ages 3 and older with anxiety and/or depression rose from approximately
5.8 to 7.3 million during the pandemic, with mental health challenges increasing
more among children of color than White children (Annie E. Casey Foundation,
2022). Racial disparities in ECMH services also grew during the transition to tele-
health and decrease in urban-based mental health treatment (Williams et al., 2023).
Improving equitable access to treatment among families of color is critical to pro-
moting ECMH, including working with families to increase their financial stability
and overcome barriers to treatment, such as historical and structural racism and
related distrust in public services, stigma, lack of child care and transportation, and
limited time off from work (Williams et al., 2008). In addition, mental health pro-
viders and programs can promote family engagement in treatment by offering ser-
vices in places that children already spend time (e.g., home, early childhood
education program, school, primary care) and at times they are available (Haine-
Schlagel & Walsh, 2015).

An Ecological Approach

There has been increasing consensus among experts in the field of ECMH that an
ecological approach is most appropriate for understanding risk and resilience in
the lives of young children (Cicchetti & Valentino, 2006). An ecological approach
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is rooted in the notion that environments influence human development
(Bronfenbrenner & Morris, 2006). From this perspective, the child is embedded in
multiple contexts in varying proximity to the child, such as the family, early child-
hood education, schools, communities, and sociopolitical contexts (e.g., federal,
state, and local policy, climate change, racism, and other forms of oppression),
with risk and protective factors interacting at every level over time. Individual
characteristics of children (e.g., biology, age, developmental stage) and parents/
caregivers (e.g., mental health, prior exposure to trauma), as well as environmental
stressors (e.g., unsafe or resource-poor neighborhoods, inadequate or overcrowded
housing) and supports (e.g., safe housing, access to mental health care, high-qual-
ity child care), all play an important role in ECMH, but the caregiving environment
has long been understood to be the most proximal and consequential for young
children’s mental health and development (Bronfenbrenner & Morris, 2006;
National Scientific Council on the Developing Child, 2004).

A Trauma-Informed Approach

A trauma-informed approach to engaging families in young children’s mental health
treatment is also central to successful treatment given that nearly half of children in
the USA — approximately 34 million — experience at least one potentially traumatic
experience in early childhood (Bethell et al., 2017). Young children are exposed to
a wide range of traumatic events and conditions, such as child abuse and neglect,
intimate partner violence, parental mental illness and substance misuse, separation
from or loss of a caregiver, unintentional injuries, discrimination, community vio-
lence, and natural disasters. A trauma-informed approach aims to “build on con-
sumer and family engagement, empowerment, and collaboration” (SAMHSA,
2014, p. 14), and thus, engaging families in treatment is a cornerstone of success-
ful care. Ames and Loebach (2023) emphasize that trauma-focused treatment and
other ECMHC approaches should be applied systemically, at every level of a pro-
gram, to reap maximum intervention benefits.

Engaging Families in Identifying and Treating Early
Childhood Mental Health Challenges

One key factor in effective mental health services for young children is utilizing a
two-generation approach that attends to the child, the parents/caregivers, and the
caregiver-child relationship (Lieberman & Van Horn, 2008). All children develop
bonds, or attachments, with their parents or other caregivers (Ainsworth & Bell,
1970; Bowlby, 1978). Thus, adults are “essential resources for children in manag-
ing emotional arousal, coping, and managing behavior” (National Academies of
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Sciences, Engineering, and Medicine [NASEM], 2016). On the other hand, limited
family engagement in treatment for young children poses serious problems for
families and programs alike, such as the reduction of treatment effectiveness and
families dropping out of treatment (Haine-Schlagel et al., 2022).

The consequences of poor family engagement in treatment are significant.
Treatment may be less effective, and certain groups of families may receive poor-
quality treatment or no treatment at all, including those with severe mental health
conditions and living in poverty, and historically marginalized families may not
receive adequate treatment. Further, mental health agencies incur considerable costs
associated with no-shows and cancelled appointments (Kazdin 1996). Families liv-
ing in poverty, minoritized families (e.g., families of color, LGTBQ families), and
families struggling with severe child or adult mental health conditions tend to have
particularly high rates of dropout, which warrants further attention from research-
ers, policymakers, and practitioners related to optimal methods of engaging families
facing such adversity in their lives (Snell-Johns et al., 2004).

Family engagement has been conceptualized in myriad ways, but a contempo-
rary view of family engagement is that it extends beyond parent participation in
services or compliance with treatment (Staudt, 2007a, b). Staudt (2007a, b) theo-
rized that both behavioral and attitudinal aspects of engagement are relevant to out-
comes, and introduced a five-component, empirically based, theoretical framework
for engagement of caregivers in treatment for at-risk children:

1. Treatment relevance and acceptability: parents need to feel that treatment is jus-
tified and palatable.

2. Cognitions and beliefs about treatment: parents must view the provider as car-

ing, authentic; and concerned for their well-being.

Daily stressors: difficulties of daily life are manageable.

4. External barriers to treatment: obstacles to treatment access and retention, such
as lack of health insurance, stigma, and other obstacles, must be addressed.

5. Cognitions and beliefs about treatment: negative perceptions of help-seeking
and mental health treatment interfere with engagement and warrant attention
from providers and programs.

(O8]

Staudt’s holistic framework serves as the working definition of family engagement
throughout this chapter.

Engaging Families in Treatment

Families are integral to early intervention in general and to services that address the
mental health needs of young children in particular (Lieberman et al., 2015). Family
members typically have extensive knowledge about their child; the quality of parent-
child relationships; family functioning; individual family members’ strengths and
needs; culture (e.g., values, beliefs, and preferences regarding mental health, and
parenting); and the social and physical environments in which they live — all
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essential information for treatment planning (Bartlett, 2020a, b; SAMHSA, 2014).
In addition, parents work collaboratively with mental health providers to provide
social, emotional, and concrete supports to the child outside of therapy sessions
(Lucksted et al., 2012). Strong family engagement also improves transmission of
knowledge to parents and enhances engagement of parents in interventions to
improve child functioning (Smith et al., 2020). Perhaps most importantly, young
children’s mental health is inextricably tied to the well-being of their parents and
other primary caregivers, and caregiver-child relationships are the primary mecha-
nism for improving young children’s mental health (Lieberman et al., 2015).

Effective strategies for enhancing family engagement included outreach to fami-
lies; telehealth and digital health (i.e., technology to facilitate communication
between providers and families, offer psychoeducation coordination of referrals and
follow-up, and deliver clinical services); and integrated care approaches, with the
strongest evidence found for outreach to families and integrated care. Including
extended family (e.g., grandparents, foster, kinship, and adoptive parents) and other
important adults (e.g., a friend who provides child care) as defined by the family in
early identification (i.e., screening) and treatment of ECMH challenges can enhance
information gathering and mobilize support for the child, which may be especially
important for families who rely most on natural supports in their own families and
communities (e.g., Falicov, 2007). Understanding, expressing curiosity about, and
being responsive to diverse family configurations, characteristics, beliefs, and pref-
erences are especially important strategies for engaging the diversity of families
who would benefit from ECMH treatment, particularly when the provider and fam-
ily are from different cultural backgrounds (Conroy et al., 2021).

Engaging Families in Early Identification

Early identification of symptoms and disorders is a crucial element of promotion,
prevention, and treatment of mental health problems that emerge among young chil-
dren. Accordingly, the central aim of early childhood mental health screening and
diagnosis is to prevent further suffering and reduce the chances that children develop
more severe disorders later in life by identifying and treating problems early
(Bartlett, 2020a, b; Cohen & Andujar, 2021).

Engaging families in the process of screening and diagnosis is essential to effec-
tive identification of mental health symptoms and conditions, particularly given that
parents are experts on their own children and have the most power to improve their
mental health. Thus, screening should take place in the context of a partnership with
parents and other caregivers. Not surprisingly, parent report is often used to assess
mental health symptoms in young children. And while parental report has some-
times been characterized as less subjective and informative than the “gold standard”
of assessing parent-child interactions, parents can supply information on their chil-
dren that others cannot, and they have been found to be especially attuned to the
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severity of the child’s symptoms and to conditions that are challenging to identify in
early childhood, such as depression (McGinnis et al., 2022).

To screen children effectively, the first author and colleagues (Bartlett, 2020a, b)
recommend a comprehensive, holistic approach to screening that includes the use of
a validated, trauma-informed developmentally appropriate, culturally responsive
mental health screening tool; assessment of parent child relationships, parent well-
being, family functioning, and social determinants of health; as well as identifica-
tion of child and family strengths. For additional information on early childhood
screening, see Halle and Darling-Churchill (2016) for a review of measures to
assess young children’s social and emotional measures and Bartlett (2020a, b) for a
review of screening and assessment of early trauma and adversity.

Following screening and any additional assessment needed, mental health and
developmental disorders during early childhood can be classified by licensed men-
tal health providers using the DC:0-5 Diagnostic Classification of Mental Health
and Developmental Disorders of Infancy and Early Childhood Version 2.0 (Zero to
Three, 2016). The DC:0-5 drew on empirical research and clinical practice to iden-
tify childhood disorders that are not otherwise covered in other diagnostic manuals,
such as the Diagnostic and Statistical Manual, Version 5 (DSM-5-TR; American
Psychological Association, 2022) or International Classification of Diseases, Tenth
Revision, Clinical Modification (ICD-10-CM; WHO, 1999), and also provide codes
for medical claims reporting. The DC:0-5 facilitates understanding of the young
child’s social and emotional development, as well as experience in the context of
family, community, and culture. The DSM and ICD focus on disorders in older
children and adults and do not address parent-child relationships; the DC:0-5 is a
nosology of infant and early childhood disorders that integrates relationships into
diagnosis (e.g., rating of the primary caregiving relationship(s) and caregiving envi-
ronment). The next step following early identification of emotional, behavioral, or
relational challenges is to support families in obtaining access to effective treatment.

Evidence-Based Early Childhood Mental Health Treatments
Child-Parent Psychotherapy

Child-parent psychotherapy (CPP; Lieberman et al., 2015) is a therapeutic treat-
ment for children from birth to 5 years who have experienced trauma and/or have
developed mental health, attachment, and/or behavioral problems and disorders.
Based on attachment, psychodynamic, trauma, social learning, cognitive-behavioral,
and developmental theories, all sessions include the child and parent or primary
caregiver. The primary aim of CPP is to repair and strengthen the relationship
between a child and caregiver to support the child’s cognitive, behavioral, and social
functioning. Weekly sessions are provided by master’s or doctoral-level therapists,
who facilitate weekly hour-long sessions with parents/caregivers and their young
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child for a period of 1 year. Caregiver participation is a required element of CPP, and
providers are encouraged to tailor their engagement strategies to each family.
Evidence from rigorous research with families from diverse backgrounds has shown
that CPP improves child behavior (e.g., decreasing child post-traumatic stress) and
reduces parental stress and improves their emotional functioning (e.g., Ghosh Ippen
etal., 2011).

Parent-Child Interaction Therapy

Parent-child interaction therapy (PCIT; Querido et al., 2002) is an empirically sup-
ported intervention, grounded in attachment theory, social learning theory, behavior
modification, and system theory, meant to treat behavior challenges in children.
During 14-25 weekly sessions, master’s level clinicians observe the parent and
child through a one-way mirror and provide guidance through a microphone in the
parent’s ear. Eyberg and Robinson (1982) proposed that identification of interaction
patterns in the family and promotion of positive interactions positively influenced
young child, parent, and family functioning. Parents and primary caretakers learn
child-directed interactions, and are asked to allow the child to direct the play, and
parents describe the play, reflect the child’s statements, and use praise appropriate
behavior. There is also parent-directed interaction, such as giving clear directions
for preferred behaviors (not using questions such as “Would you give me the doll
now?”) and initiating time-outs for inappropriate behaviors that cannot be ignored.
Results of a meta-analysis (23 studies) showed that children were more likely to
follow instructions, and parental stress decreased after participating in PCIT; this
occurred irrespective of length of sessions and type of child behavior problems
(Thomas et al., 2017). PCIT also has been found to reduce children’s externalizing
behavioral problems (e.g., aggression, hyperactivity), with stronger impacts found
among families who completed the full course of treatment compared to those who
terminated after the first of two phases (Thomas et al., 2017).

Trauma-Focused Cognitive-Behavioral Therapy

Trauma-focused cognitive-behavioral therapy (TF-CBT; Cohen et al., 2018) is an
evidence-based treatment model for children, ages 3—18 years, who have experienced
and remember at least one form of trauma. The master’s or doctoral-level mental
health provider facilitates 12-25 sessions, spending about 30 minutes with the child
and 30 minutes with the parent, adding conjoint child-parent sessions later in the
treatment process to support children-parent communication. This structure was cho-
sen over family sessions based on the belief that child trauma impacts both parents
and children and that each derives benefits from individually processing their trauma
responses. One of the central principles of TF-CBT is the importance of engaging
parents or other primary caregivers in treatment (Cohen & Mannarino, 2015).
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A review of two meta-analyses on ten randomized control trials of TF-CBT by de
Arellano et al. (2014) found positive outcomes and, notably, reductions in post-
traumatic stress disorder (PTSD).

Triple P

The Triple P Positive Parenting Program, is a multilevel, prevention-focused
approach to working with families whose children, ages birth to 16 years, have
severe behavioral, emotional, and developmental problems by increasing parental
knowledge, skills, and confidence (Sanders, 1999). Triple P implements five levels
of care with increasing intensity of services: universal prevention; selective and
primary care for parents who wish to address specific problems; standard Triple P
for children with severe behavior problems; and enhanced Triple P for children with
behavior problems and families exhibiting dysfunction. The Triple P program has
been studied extensively and found to be effective over time with a range of prob-
lems, ages, and settings, including efficacy in preventing child abuse and neglect
(Sanders & Mazzucchelli, 2018; Sanders et al., 2022). Research on the enhanced
Triple P’s group parenting program for mothers with depression shows the program
is related to decreases in maternal depression and decreases in children’s social,
emotional, and behavioral problems (Sanders et al., 2014).

Promising Early Childhood Mental Health Treatment Models
Attachment, Self-Regulation, and Competency (ARC) Model

The Attachment, Regulation, and Competency (ARC; Kinniburgh et al., 2005)
Framework is a flexible, component-based intervention for children and youth ages
3-21 who experience complex trauma, as well as their caregiving systems (any and
all adults who are primary caregivers for the child). The ARC Framework is an
individual practitioner and organization-wide approach with a clinical model
designed to treat the child based on the premise that secure attachments are critical
for positive development (Kinniburgh et al., 2005). The caregiver learns to respond
to consistent routines and establish a secure attachment, and the child learns to rec-
ognize, express, and moderate their emotions (Kinniburgh et al., 2005). The thera-
pist and caregiver assist the child in processing traumatic experiences in a
developmentally appropriate fashion. The therapist uses child-centered play to help
the child work through traumatic experiences. Children who complete ARC treat-
ment have shown reductions in PTSD symptoms and behavior problems in longitu-
dinal studies (e.g., Bartlett et al., 2016).
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Circle of Security

The Circle of Security Program is a program for parents of children ages 4 months
through 6 years based on attachment theory and three decades of clinical practice
(Hoffman et al., 2006). Circle of Security is a relationship-based early intervention
program designed to enhance attachment security between parents and children.
Parents or other caregivers explore their own attachment issues and also work to
establish a secure attachment relationship with their young child. Parents meet in
groups, watching videos with a trained facilitator to guide them through psychologi-
cal issues that can cause them to make negative attributions about attachment behav-
iors of their child when their child is interacting with them (https://guidebook.eif.
org.uk/programme/circle-of-security-parenting). There is a wealth of research and
practice evidence, including a randomized clinical trial in Head Start, supporting
this intervention (Cassidy et al., 2017; Huber et al., 2019).

Effective Black Parenting Program

The Effective Black Parenting Program (EBPP) is a parenting skill-building pro-
gram specifically designed for parents of African American children, ages birth to
18 years. It has been identified as a promising intervention in child welfare (Title
IV-E Prevention Services Clearinghouse, 2022). Parents select goals for their chil-
dren from a menu of interventions designed for Black American parents, termed a
“Pyramid of Success.” Parents learn through discussion of videos showing different
scenarios relevant to parenting young children. There typically are about 14 group
sessions for groups of 15-30 parents, and trained instructors are from the same cul-
tural group (https://www.hwcmn.org/EffectiveBlackParenting). Studies indicate
that this intervention improves secure and positive attachments with young children,
use of praise by parents, as well as reduces parental rejection of children and use
punishment (hitting and spanking) (Leathers et al., 2011).

Other Services and Supports to Promote Early Childhood
Mental Health

Infant and Early Childhood Mental Health Consultation

Infant and early childhood mental health consultation (IECMHC) is a service in
which mental health providers partner with early childhood programs (e.g., early
childhood education, Head Start, home visiting) to build their capacity to promote
healthy social and emotional development among young children before they need
more intensive intervention for mental health and behavioral problems (Center of
Excellence for Infant and Early Childhood Mental Health Consultation, n.d.).


https://guidebook.eif.org.uk/programme/circle-of-security-parenting
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IECMHC is a preventative approach in which early childhood service providers
gain the skills and knowledge they need to promote young children’s social and
emotional well-being through consultation with a mental health professional.
Typically, the mental health consultant works with staff to problem-solve about
children’s challenging behaviors; observes child behavior and provider-child inter-
actions; offers relevant training for staff and parents; collaborates with families; and
supports the referral of children and their families to other services in the commu-
nity, as needed (Cohen & Kaufmann, 2005). Consultants strive to be nonjudgmental
and reflective and express curiosity about individual, family, and broader environ-
mental influences on the psychological well-being of children and adults (Division
for Early Childhood of the Council for Exceptional Children, 2017). IECMHC is
associated with fewer child emotional and behavioral problems and improved social
skills, increased staff self-efficacy, competence in managing children’s challenging
behaviors, sensitive and less punitive interactions with children, as well as reduc-
tions in providers’ work-related stress (Silver et al., 2023). At the program level,
IECMHC is associated with reductions in staff turnover and improved quality of
care in early childhood education settings (Perry et al., 2010; Silver et al., 2023).

Home Visiting

Home visiting is a service strategy that connects young children (birth to age 5) and
expectant and parenting adults with a service provider to promote maternal and
child health; children’s health development and school readiness; family economic
self-sufficiency; and positive parent-child relationships, including preventing child
abuse and neglect (Kleinman et al., 2023). The federal Maternal, Infant, and Early
Childhood Home Visiting (MIECHV) Program is the main source of funding for
home visiting in the USA. The Health Resources and Services Administration
(HRSA, 2023b) oversees MIECHV and currently awards $400,000 million or more
annually to 56 states, territories, and nonprofit organizations. The Administration
for Children and Families’ Office of Early Childhood Development leads Tribal
MIECHYV and has provided $140 million to 36 tribal entities to date to implement
high-quality, culturally grounded programs in American Indian and Alaska Native
(AIAN) communities (ACF, n.d.). Both MIECHV programs require the develop-
ment and coordination of comprehensive early childhood systems of care, including
mental health (ACF, n.d.; HRSA, 2023a). MIECHV is not a mental health program
(nor is home visiting), but most local programs require screening for maternal men-
tal health issues and child health, mental health, and development, and three-quarters
of programs screen for maternal substance abuse, intimate partner violence, and
problematic parenting behaviors. However, home visitors report challenges engag-
ing mothers with mental health challenges, and in these instances, additional profes-
sional development on addressing mental health may be especially important (Duggan
et al., 2018). Nevertheless, rigorous evaluation of home visiting programs reveals
positive impacts, including preventing child abuse and neglect; improving birth out-
comes and children’s school readiness; and higher maternal high school graduation
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rates among racially diverse samples, which are empirically linked to positive men-
tal health outcomes for children (National Conference of State Legislatures, 2022).

Integration of Early Childhood Mental Health into Primary Care

Offering mental health services in the context of primary care has advantages, such
as the fact that families often go to pediatricians first to seek advice about concerns
related to their children’s social and emotional well-being; pediatricians follow
families over time, and pediatric care is less stigmatized than mental health care
(Hodgkinson et al., 2017). The field of pediatrics has increasingly turned attention
to its role in supporting children’s social and emotional health and through the pro-
motion of safe, stable, and nurturing relationships (SSNRs) that can buffer children
from adversity and support resilience in development (Garner & Yogman, 2021).

A family-centered pediatric medical home (FCPMH) is a mechanism for address-
ing young children’s relational and mental health needs (Garner & Yogman, 2021).
FCPMHs provide comprehensive, high-quality primary care, with a focus on part-
nering with families, mental health providers, early childhood professionals, com-
munity organizations, educational systems, and other key community resources
within a single system of care (American Academy of Pediatrics, 2021). FCPMH is
“a family-centered partnership within a community-based system that provides
uninterrupted care with appropriate payment to support and sustain optimal health
outcomes” (American Academy of Pediatrics, 2021).

One example of the FCPMH model is Zero to Three’s Healthy Steps, which
embeds a child development expert into primary care. Healthy Steps has eight core
components: child developmental, socio-emotional, and behavioral screenings;
screening for family needs; a child development support line; three consultation
sessions with parents on child development and behavior; interdisciplinary team
well-child visits; care coordination and system integration; positive parenting guid-
ance and information; and early learning resources (Valado et al., 2019).

A national multi-site evaluation indicated the program had positive outcomes for
children, families, and providers, including improved physician and caregiver satis-
faction and continuity of care; better compliance with recommended well-child vis-
its and vaccinations; and higher rates of developmental screening. There were also
modest reductions in parents’ use of severe physical discipline. Children were more
likely to remain in the practice, and parents were more satisfied with care than con-
trol group counterparts (Valado et al., 2019).

Barriers to Family Engagement in Mental Health Treatment
Jor Young Children

Some barriers to obtaining mental health treatment for young children pertain to the
logistics of accessing and attending therapy sessions, such as a lack of health-care
coverage, child care, transportation, time off from work, and geographically
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accessible services (Garvey et al., 2006; Stevens et al., 2006). Another obstacle
identified in the literature is a lack of alignment between a program/provider’s
approach and the family’s beliefs, values, and preferences related to mental health,
help-seeking, and parenting (Ingoldsby, 2010; Stevens et al., 2006). In addition,
there are not nearly enough treatment providers to meet the current need nor who
reflect the racial and ethnic backgrounds of those they serve (Buche et al., 2017).

A review of the research on family engagement in children’s mental health treat-
ment by Ingolsby (2010) found that providers were most successful engaging fami-
lies when they communicated in-depth with the family about the treatment process,
such as its potential benefits, realistic expectations for the treatment process and
outcomes, and practical and psychological barriers to obtaining treatment for their
child. When providers do not address such potential mismatches, families are more
likely to drop out of treatment (Miller & Prinz, 2003). Successful strategies for
engaging families also include tailoring treatment to each family’s needs using a
range of approaches engaging multiple family members, and integrating family
engagement strategies throughout the program.

Systems of Care for Supporting the Mental Health of Young
Children and Their Families

Families often interact with multiple services systems, such as mental health and
substance use treatment; health care; early childhood education; housing and finan-
cial assistance programs; and others. Typically, service systems do not coordinate
services for families with young children, who are burdened by different eligibility
requirements, geographical locations, service providers, and organizational policies
and practices. Conversely, embedding early childhood mental health treatment
within comprehensive systems of care that connect families to the wide range of
supports and services they need has been hypothesized to reduce barriers to access
and improve child and family outcomes (Stroul et al., 2021). Common components
of an early childhood system include interdependent policies, programs, services,
and infrastructure among child- and family-serving systems, and the linkages
among all elements (BUILD, 2023).

Several federal programs have sought to address service silos and provide com-
prehensive and coordinated systems of care, such as HRSA’s Early Childhood
Comprehensive Systems (ECCS) program. The program requires grantees to
develop integrated maternal and early childhood systems of care (prenatally to age
3) that promote early developmental health and family well-being using a preven-
tion lens and cross-system collaboration (HRSA, 2023b). More relevant to
preschool-age children, the Substance Abuse and Mental Health Services
Administration (SAMHSA) developed Project LAUNCH (Linking Actions for
Unmet Needs in Children’s Health) to promote the social and emotional wellness of
young children, birth to 8, by building infrastructure, improving coordination across
child-serving systems, and increasing families’ access to high-quality services
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(SAMHSA, 2023). Grantees (states, tribes, and territories) seek to improve indi-
vidual, family, and community outcomes by bringing together local child-serving
organizations to implement five mental health prevention and promotion strategies:
(1) screening and assessment in a variety of child-serving settings, (2) enhanced
home visiting through increased focus on social and emotional well-being, (3) men-
tal health consultation in early care and education programs, (4) family strengthen-
ing and parent skills training, and (5) integration of behavioral health into primary
care settings, although the specific strategies change from year to year. This work is
guided by a Young Child Wellness Council, a cross-sector advisory group that
requires parent engagement. A cross-site evaluation by Goodson et al. (2014) found
that LAUNCH providers in each of the program strategies had increased knowledge
of children’s socio-emotional development and appropriate service options for chil-
dren with behavioral concerns, and they used mental health consultation more often;
parents reported LAUNCH helped improve their parenting and their child’s growth
and development.

Caring for the Caregivers

Engaging families is an essential component of effective mental health treatment,
but the work can be stressful for providers. Burnout among mental health providers
is a common and ongoing phenomenon related to working with families who have
experienced trauma (NCTSN, Secondary Traumatic Stress Committee, 2011).
Through repeated exposure to children and families who have experienced trauma,
mental health providers may develop post-traumatic stress symptoms and become
overwhelmed by their clients’ difficult experiences, leading to negative conse-
quences for both their personal and professional functioning (Weiss-Dagan et al.,
2022). The symptoms of secondary traumatic stress (STS), sometimes referred to as
compassion fatigue, develop as professionals learn about the trauma of these fami-
lies and continuously draw on their own empathy toward their clients (Figley, 2002).
Providers may develop detached, negative attitudes toward treatment, leading them
to turn that dissatisfaction toward themselves as they feel unhappy in their work
(Key & Rider, 2018). Alternatively, providers may need to draw on their emotional
memory to express the empathy they display to families. Emotional distress from
exposure to firsthand experiences of child and family trauma can trigger their own
experience of these emotions (e.g., concern, regret, empathy, post-traumatic stress)
and lead to over-involvement in their clients’ treatment (Morse et al., 2012). STS
symptoms also affect the day-to-day mental state of the provider, leading to feelings
of anxiety, depression, fear, withdrawal from personal or work activities, and intru-
sive thoughts and images (Oginska-Bulik et al., 2021).

Research indicates that there are multiple protective factors that can promote the
psychological well-being of mental health providers (Key & Rider, 2018), which
programs and staff can employ to mitigate risk for STS. Self-care through social
support is one powerful predictor of compassion satisfaction in mental health
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professionals (Weiss-Dagan et al., 2015). For example, Killian (2008) found that
when therapists felt connected to members of their community and could ask for
help from their social network when needed, they reported lower levels of compas-
sion fatigue and higher satisfaction with the client work they performed. Further, the
Office of Head Start (OHS, 2021) recommends that programs collect and analyze
data on staff wellness to better understand what supports are needed (OHS, 2021).
Programs can also determine which positions have high turnover rates, and what
resources they can allocate to reduce staff burnout and turnover and increase indi-
vidual wellness. Programs can also implement strategies in the workplace to sup-
port self-care at the system level and show the value in providers’ health and
well-being. For example, utilizing online platforms for mindfulness and resilience
workshops, as well as physical spaces purely for relaxation purposes (soft, calming
music, dimmed lighting, etc.), can be restorative for providers’ emotional needs
(National Child Welfare Work Institute, 2021). When programs communicate with
employees about their wellness needs, they can create a work environment built on
mutual respect, trust, and collaboration, in turn leading to higher self-efficacy and
feelings of support from their employer (OHS, 2021).

Clinician attitudes toward their organization are also related to their experience
of burnout (Boyas et al., 2010). The more they feel connected to their employer
through the provision of support systems and encouragement, the less emotional
exhaustion and detachment they feel (Schmidt, 2007). Staff education about self-
care practices, burnout, and STS, especially early on in their work with children and
families, can prepare them for trauma exposure, equip them with skills to manage
emotional exhaustion, and increase their emotional self-awareness (National Child
Welfare Workforce Institute, 2021; OHS, 2021; Killian, 2008). Further, designating
time for reflective supervision, where staff meet with their supervisors to discuss
challenging cases and emotions that arise as they are supporting families, can be
effective at improving care quality, staff retention, and family outcomes (West et al.,
2022). When clinicians are empowered to address their own emotional and support
needs and struggle less with traumatic stress at work, they better engage with the
families and children they seek to help (Key & Rider, 2018; Weiss-Dagan
et al., 2022).

Limitations of Current Knowledge

A “robust research agenda on cost-effectiveness, strategy coordination, and cultural
challenges should be mounted and drawn upon to inform the next generation of
strategies to promote the mental, emotional and behavioral health of children and
youth” (Yoshikawa et al., 2012, p. 282). While the field of ECMH has expanded
considerably in recent years, research is still needed to identify effective strategies
for engaging families from different racial, ethnic, and socioeconomic backgrounds,
as well as LGBTQ families and other marginalized groups who often encounter
daunting barriers to accessing the services their child needs (Hodgkinson et al.,
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2017). Because rigorous research is expensive, is time-consuming, and requires
specific research expertise, and thus is not feasible for many smaller, community-
developed, culturally grounded ECMH treatment model developers, support from
federal, state, and local stakeholders is essential to identifying, testing, and scaling
culturally grounded ECMH services, as well as identifying the contextual factors
that influence its effectiveness (Goodkind et al., 2017; Lifsey et al., 2015). Increasing
the evidence for early intervention to promote ECMH among children from low-
income and minoritized backgrounds is particularly important given high levels of
exposure to social risk factors associated with poor parental and child mental health;
elevated rates of ECMH disorders among Black, Hispanic, and AIAN families com-
pared to non-Hispanic White children; and the lack of access to high-quality, cultur-
ally grounded evidence-based treatment (Hodgkinson et al., 2017; Rodgers
et al., 2022).

Extant studies suggest that motivational interviewing, family systems work, and
support for coping with stress throughout treatment are strategies associated with
improved engagement of parents and families, but the wide variation in how they
are implemented warrants attention from researchers and practitioners to establish
fidelity so they can be replicated and scaled successfully (Ingolsby, 2010). Research
is also needed to determine the value-added of tools and frameworks designed to
improve parent and family engagement across service sectors. For example,
Facilitating Attuned Interaction (FAN; Gilkerson, n.d.) is an “add-on” tool that
helps practitioners across disciplines to develop stronger, more respectful, and trust-
ing relationships with families based on the understanding that attunement facili-
tates a sense of connection and being understood, creating openings for change.
Studies of FAN have shown promising results for improving provider attunement
and responsiveness to family needs, increasing parental agency, and enhancing col-
laboration between parents and providers to promote positive parenting (Spielberger
et al., 2016). Another example is the Parent, Family, and Community Engagement
(PFCE) Framework developed by the Office of Head Start’s National Center on
PFCE (US Department of Health and Human Services, 2018), which has never been
tested empirically yet guides Head Start’s family engagement efforts.

Finally, study of the ECMH workforce and evaluation of initiatives aimed at
increasing the cadre of well-trained mental health providers in the USA who work
across the promotion-prevention-treatment continuum will be vital to developing
sufficient capacity to support the mental health and well-being of all families who
would benefit from ECMH services (Bartlett & Stratford, 2021). Currently, the
shortage of mental health providers, rising rates of mental illness, and scarcity of
providers in rural and economically stressed areas are undermining families’ ability
to access treatment, especially families who are coping with poverty, historical
trauma, structural racism, and other serious adversities (Bipartisan Policy Center,
2023). Researchers from the Brookings Institution (Glied & Aguilar, 2023) ana-
lyzed 2022 HRSA data and found that HRSA had designated 2774 of the 3144
counties in the country as mental health service shortage areas. Relatedly, increas-
ing knowledge is needed to identify effective organizational staff wellness policies
and practices for preventing and addressing secondary traumatic stress to increase
retention rates among ECMH providers. A small body of literature suggests that
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infant and early childhood mental health consultation IECMHC) and use of evi-
dence-based mental health treatments for children, for example, can have protective
effects against job-related provider stress, emotional exhaustion, and turnover
(Silver et al., 2023).

Future Directions

Together, the increasing numbers of young children, parents, and providers who
develop mental health challenges and disorders, along with the vast unmet need for
ECMH services, are cause for alarm. The stigma of mental health treatment along
with the traditional approach used by many community mental health agencies
(e.g., maintaining traditional work hours, long waitlists, requiring multiple intake
visits prior to treatment) can be serious deterrents to families, who in turn may not
be able to prioritize their child’s or family’s mental and physical wellness (Goodman
et al. 2013).

In a brief co-authored by this chapter’s first author, A National Agenda for
Children’s Mental Health, Bartlett and Stratford (2021) discuss the urgent need to
address children’s worsening mental health in the USA and related inequities. They
recommend adopting a multipronged approach, particularly given the deleterious
psychological impacts of the COVID-19 pandemic on children, parents, and service
providers alike; the shortage of mental health providers; and inequities in the devel-
opment of ECMH disorders, access to services, service quality, and outcomes
achieved for families experiencing poverty, families of color, LGTBQ families, and
those living in rural and other resource-poor geographical areas (Hodgkinson et al.,
2017; Rathod et al., 2018). Accordingly, Bartlett and Stratford (2021, pp. 6-11)
propose five overarching strategies to promote children’s mental health:

1. Establish systems for coordinating mental health with other services that support
children, youth, and families, including health care, child welfare, the legal sys-
tem, home visiting, child care, and education.

2. Develop more flexible and equitable federal, tribal, state, and local funding
streams that expand access to mental health promotion, prevention, early inter-
vention, and treatment services.

3. Establish a national, cross-disciplinary initiative to increase workforce capacity
in children’s mental health.

4. Invest in innovative technology to increase access to mental health supports.

5. Increase children’s well-being by reducing family poverty.

The National Academies of Science, Medicine, and Engineering (2023) examined
the literature on the impact of the COVID-19 pandemic on child and family well-
being and identified support for children’s mental health as a high priority. Among
the recommendations were developing a task force to address the pandemic’s
impacts and to focus on families who suffered the worst burdens (i.e., Black, Latino,
and Native American children and families, and those living in poverty). They also



2 Family Engagement in Mental Health Treatment for Young Children 41

called for strengthening and expanding Medicaid coverage at the federal level “so
that all children and families have consistent access to high-quality, continuous, and
affordable physical and mental health services” (p. 8), as well as increasing federal
investments to improve access to high-quality treatment and preventive services in
clinical settings, communities, and schools. To address the role of poverty in mental
health, NASEM asserted that additional efforts are needed to ensure parity across
states and to mitigate the economic impacts of the pandemic (e.g., through cash
transfers to families).

Ultimately, successful identification and treatment of mental health disorders in
early childhood relies heavily on the extent to which providers, programs, and ser-
vice models promote family engagement among diverse groups of young children.
Research, practice, and policy on family engagement in ECMH services are still in
the early stages, most services continue to exist in silos, and despite mounting evi-
dence that coordinated and comprehensive systems of care are more likely to
achieve the intended outcomes of early interventions, families who are already cop-
ing with stress of parenting young children with mental health problems are still
required to negotiate the complexity of working with multiple service systems, and
our most vulnerable families continue to face the most significant barriers to treat-
ment. Expanded efforts are needed now to successfully engage and retain parents,
families, and providers in services to promote the mental health and well-being of
young children and their families.
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Chapter 3

Family Engagement in Mental Health
Interventions in the Early Elementary
School Years

Check for
updates

Jeffrey Waid

Background

The early elementary school years are an important period for children’s mental
health and well-being. Defined as the time between kindergarten and third grade,
the early elementary school years help shape the architecture of children’s brain
development and provide the foundation for mental health later in life (Center on
the Developing Child, 2023). During these years children become increasingly
aware of the world around them, begin to show interest in the thoughts and feelings
of others, and build capacity for seeing things from another’s point of view. During
this time children also begin to develop friendships, interact with other children and
adults, and begin to develop a sense of identity (McClean, 2020). For some children,
this period is also marked by the onset of certain mood, behavioral, and develop-
mental disorders. Common mental health conditions which emerge during the ele-
mentary school years include depression, anxiety, attention-deficit/hyperactivity
disorder, oppositional defiant disorder, conduct disorder, obsessive-compulsive dis-
order, eating disorder, post-traumatic stress disorder, Tourette syndrome, and autism
spectrum disorder (National Institute of Mental Health, 2021). Prevalence estimates
from the United States indicate one in six children aged 2—8 years of age are diag-
nosed with one or more of these mental health conditions (Perou et al., 2013).
Global prevalence estimates for mental illness among children ages 5 and above
range from 4 to 16.1%, although these estimates exclude some low- and

A Chapter Submitted to Family Engagement in Mental Health Interventions for Young Children

J. Waid (B<)

School of Social Work, College of Education and Human Development, University of
Minnesota — Twin Cities, Saint Paul, MN, USA

e-mail: jdwaid @umn.edu

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 49
L. Nabors, J. D. Bartlett (eds.), Family Engagement in Mental Health

Interventions for Young Children, Springer Series on Child and Family Studies,
https://doi.org/10.1007/978-3-031-47917-5_3


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-47917-5_3&domain=pdf
mailto:jdwaid@umn.edu
https://doi.org/10.1007/978-3-031-47917-5_3

50 J. Waid

middle-income countries where epidemiological data does not exist or is of poor
quality (Erskine et al., 2017).

There are a number of risk and protective factors associated with the develop-
ment of mental illness during the elementary school years. Risk factors vary by
mental health condition, but typically include child, family, community, economic,
structural, and historical contributors. Gene-environment interaction, cumulative
risk exposure, and social determinants of health are particularly helpful frameworks
for understanding the multitude of ways children can develop mental illness (Alegria
et al., 2018; Assary et al., 2018; Evans et al., 2013). Protective factors on the other
hand can buffer risk processes and promote children’s mental health and well-being
(Wille et al., 2008). Protective factors are family specific and include individual
(e.g., temperament, problem-solving), family (parent-child attachment, nurturing,
and support), and extrafamilial processes (e.g., community supports and connec-
tions) (Fraser et al., 1999). It is also generally agreed that early engagement with
mental health services is an important protective factor which may help reduce the
severity and trajectory of mental illness and, in some instances, may help prevent
the development of some mental health disorders altogether (McGorry & Mei,
2018; Minnis et al., 2022).

There are currently a range of efficacious and effective practices available to treat
and resolve symptoms of mental illness during the early elementary school years
(Hoagwood et al., 2001; Ribeiro et al., 2023). Unfortunately, engaging with chil-
dren’s mental health services can be difficult for many families. Prevalence esti-
mates from the United States suggest 18-50% of children with a known mental
health condition experience unmet mental health-care needs (Graaf et al., 2022;
Merikangas et al., 2010). In low- and middle-income countries, the prevalence of
untreated childhood mental health conditions is estimated to be much higher (Patel
et al., 2013).

Barriers to accessing and engaging with children’s mental health care are com-
plex and multidimensional. A recent review of mental health services research iden-
tified a set of common factors which impede engagement with children’s mental
health care, which include family, provider, community, and health-care system
contributors (Waid & Kelly, 2020). At the family level, common barriers to mental
health service engagement include individual and family attitudes toward mental
illness and help seeking, lack of awareness of available treatment options, concerns
related to the logistics scheduling and attending appointments (i.e., transportation,
day care, time away from work), negative attitudes toward mental health providers,
and concerns for the mental health provider’s ability to meet their needs. At the
provider level, barriers include long waiting lists and delays to first appointments;
limited evening and weekend options; inflexible policies for cancellation and
rescheduling; lack of linguistically, culturally, and developmental responsive ser-
vices; and limited specialist availability. At the community level, lack of services
within a family’s geographic area, cultural stigma toward mental illness and mental
health help seeking, and lack of anonymity in the help seeking process limit access
to mental health care. Health-care system barriers include mental health-care costs
(i.e., inadequate funding, complex insurance authorization, out-of-pocket expenses),



3 Family Engagement in Mental Health Interventions in the Early Elementary School... 51

lack of coordination across child-serving systems, and qualified workforce short-
ages. Families may experience multiple barriers to mental health care concurrently,
within and across family, provider, community, and health-care system domains
(Waid & Kelly, 2020).

Early and well-timed connection to mental health care can improve the mental
health and well-being of children during the early elementary school years. Barriers
to mental health care are multidimensional and can delay or inhibit access to effec-
tive services, which can be detrimental to children’s health and development over
time. To meaningfully address the mental health needs of children during the ele-
mentary school years, it is important for practitioners, providers, and systems of
care to be adept at engaging families, identifying and resolving barriers to care, and
facilitating connection to needed services.

Approaches to Intervention

A number of promotive factors and strategies exist to support timely connection to
children’s mental health care. At the family level, mental health awareness, family
resources, support for mental health help seeking, and caregiver-initiated referrals
can promote access to children’s mental health care. At the provider level, flexibil-
ity, culturally centered, and child-friendly services can attract families and facilitate
connection and engagement during the treatment process. Mental health services
must also be accessible and suitable to the communities being served. At the sys-
tems level, embedding services within primary health-care and educational settings,
and a commitment to sustained community engagement and relationship develop-
ment can foster trust between communities and care providers and facilitate engage-
ment with children’s mental health care (Waid & Kelly, 2020).

Recently, evidence-informed service navigation strategies have also emerged to
support child and family engagement with children’s mental health care (Waid
etal., 2021). These interventions are diverse with respect to their duration, intensity,
and method of delivery, but share a common goal of assisting families in navigating
the health-care system and facilitating connection to mental health services. Broadly,
strategies to support connection to mental health care include practitioner-mediated,
technology-mediated, and integrated care approaches (Waid & Kelly, 2020).

Practitioner-Mediated Interventions

Interventions that are delivered by practitioners and service providers represent the
majority of approaches currently available to support family engagement with chil-
dren’s mental health services. These programs typically require sustained engage-
ment with the family and the provision of emotional (i.e., empathy and compassion)
and instrumental support (i.e., arranging transportation, sharing information,
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mediating conversations) to resolve barriers and facilitate access to mental health
care. Approaches are diverse and can be delivered in person, remotely, or in combi-
nation by peers, paraprofessionals, social workers, nurses, and clinicians (Waid
et al., 2021). Common elements of effective programs include engagement, assess-
ment, psychoeducation, empowerment and advocacy, fostering self-efficacy, man-
aging expectations, and encouraging family support (Hoagwood, 2005). To keep
families engaged during the service navigation process, it is recommended practi-
tioners continually include family members in the treatment planning process, focus
on strengthening coping skills, increasing mental health literacy, and destigmatizing
mental illness. For clinician led-programs, cognitive-behavioral strategies targeting
negative attributions about mental health treatment and engagement are also indi-
cated (Becker et al., 2015; Ingoldsby, 2010; Lindsey et al., 2014; Xu et al., 2018).

Technology-Mediated Interventions

Technology-mediated strategies such as websites and smartphone applications have
also been developed to support family engagement with children’s mental health
care. These strategies typically are self-guided, with drop-down menus and options
for the user to custom-tailor their search for services, email and text reminders for
upcoming appointments, and direct message communication with the mental health
treatment provider. Research on technology-mediated strategies are inconclusive,
but common elements of promising programs include accessibility, ease and effi-
ciency of use, and potential for personalization (Hollis et al., 2017). Technology-
mediated strategies are particularly helpful for collaboration and coordination of
care (e.g., identification of potential services, scheduling appointments, between-
session communication, and reminders) and may be particularly valuable when
combined with practitioner-mediated provision of emotional and instrumental sup-
ports (McGrath et al., 2011; Peters et al., 2018).

Integrated Care Approaches

Integrating mental health care into other child-serving systems, such as primary
care and school settings, can promote service engagement and improve clinical and
functional outcomes. Integrated care is achieved by co-locating mental health ser-
vices within other general medical and specialty care settings (Friedberg &
Paternastro, 2019; Yonek et al., 2020). Providers and families engage in intentional
collaboration to promote the integration of referrals, assessment, treatment, and
progress monitoring. Integrated care in pediatric settings has been shown to improve
children’s behavioral health outcomes, with a more pronounced treatment effect for
intervention- versus prevention-oriented mental health services (Asarnow et al.,
2015). Similar treatment effects are observed in school-based mental health
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programs, again with a more pronounced treatment effect for intervention- versus
prevention-oriented programs (Sanchez et al., 2018). Larger effects were also noted
for mental health services that were integrated into the child’s academic instruction,
employed contingency management principles, and were delivered multiple times
per week (Sanchez et al., 2018).

Engagement Strategies

A range of evidence-informed strategies exist to support family engagement with
children’s mental health care during the elementary school years. These strategies
can be deployed as a combination of strategies or as part of a larger continuum of
integrated care. Engaging in these strategies can help facilitate connection to care
and promote child and family well-being.

Rapport

For practitioners, the ability to develop and maintain rapport is foundational to
working with families and children in need of mental health care. Broadly, rapport
refers to a relationship characterized by mutual understanding, connection, and
cooperation (Leach, 2005). Rapport is co-constructed and continually renegotiated
over the course of the working relationship. High levels of rapport can build trust,
which can lead to more authentic interactions and improved child and family out-
comes. Lack of rapport on the other hand can lead to mistrust and disagreement and
is disruptive to the helping process. Practitioners can build rapport by centralizing
the working relationship, establishing a shared sense of purpose, listening carefully,
and prioritizing the family’s needs and preferences at each step in the helping pro-
cess. When rapport is disrupted, practitioners should validate family members’
experiences and work intentionally to repair the working relationship before con-
tinuing with service navigation activities.

Because rapport is co-constructed, practitioners must also balance the personal
and professional dimensions of their practice to create and maintain rapport with
families. This can be achieved by creating and maintaining appropriate boundaries,
building emotional intelligence (i.e., knowledge and awareness of one’s own emo-
tions, ability, and motivation to understand the emotions of others), and creating and
sustaining reflexive (e.g., insight-oriented) practices. Approaching families from a
strengths-based and solution-focused orientation can help practitioners to build rap-
port and sustain meaningful working relationships with families over time (DeJong
& Miller, 1995; Ingram, 2013).

When working with children during the early elementary school years, it is
important to integrate developmental and family systems considerations into the
rapport-building process. Because of the younger age of the children, caregivers
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should be included in all aspects of the navigation planning process. Child-friendly
and developmentally appropriate language, vocal tone, and body posture are also
important. Children should be engaged authentically, with care taken by the practi-
tioner not to exaggerate or lead the child’s communication. If the practitioner is
working with the child independently of the caregiver at any time, such as in a
school setting, it is important to establish ground rules for what can be expected
during the encounters, as well as limits to confidentiality and expectations surround-
ing communication between the practitioner, child, and parents. If meeting with the
child in a clinic or office setting, taking time to ensure the built environment is
child-friendly (e.g., child-size furniture, art, games, etc.) can strengthen rapport by
signaling to the child the space is designed with them in mind (Cameron, 2005;
O’Reilly & Dolan, 2016).

Empathy

The ability to convey and display empathy is a critical skill for practitioners who
wish to engage families with children who are experiencing difficulties accessing
and engaging mental health services. Broadly, empathy refers to the ability to sense,
understand, and imagine what others are experiencing. Like rapport, empathy is
critical to establishing trust and authenticity in the helping relationship (Moudatsou
et al., 2020). Empathy includes cognitive, affective, and behavioral components.
Cognitive empathy involves identifying and understanding another’s experiences,
from their perspective. Affective empathy involves identifying the emotional state
of another and to feel the same way as that person (Watson, 2016). In the helping
relationship, behavioral empathy is the compassionate actions taken by the profes-
sional to assist the client in resolving the presenting challenges (Gladstein, 1983).

To empathically engage children and families, practitioners must be capable of
creating shared representations of the families’ lived experience. This requires prac-
titioners to pay careful attention to all aspects of verbal and nonverbal communica-
tion from an open and nonjudgmental position. Practitioners must also have a strong
sense of self-awareness that allows them to disentangle their own emotions and
experiences from the emotions and experiences of the child and family, and an abil-
ity to flexibly alternate between empathic engagement and self-regulation in the
helping process (Gerdes & Segal, 2011).

The empathy-building process has been described by various scholars and prac-
titioners as a practice which unfolds in a series of steps. The first step requires
practitioners to explore the family’s situation from a position of openness and curi-
osity. This allows the practitioner to become familiar with family members’
thoughts, feelings, and experiences. Then, there is a deliberate step wherein the
practitioner imagines what it is like to have these thoughts, feelings, and experi-
ences personally. The practitioner communicates their sense of the experience to the
family to connect with them and to receive feedback. Then, the practitioner decen-
tralizes their personal experiences to continue the helping process. This conscious
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and cyclical process is undertaken by the practitioner over the course of the helping
relationship (Gladstein, 1983).

Family-Centered Care

Family-centered care is an approach to care coordination and service delivery that
aligns health-care practices with the family’s needs, values, and preferences. In a
family-centered framework, care providers work collaboratively with families to
address their needs using a whole-person approach which integrates physical, men-
tal health, and social care needs. Services are also coordinated and delivered in ways
that are collaborative and responsive to the family’s goals (Kokorelias et al., 2019).

There are a number of strategies available to assist practitioners in working with
families from a family-centered perspective. First, providers must listen to the fam-
ily’s needs and cultivate two-way communication that is found in mutual respect.
This involves actively listening to their needs, values, and goals, attending to non-
verbal cues, and asking questions to help clarify concerns and understanding of the
service navigation process. Practitioners also must provide families with all the
information that is necessary to make informed decisions about their children’s care
plan, and engage in ongoing discussions to clarify questions and gain consensus.
Person-centered care has been shown to improve patients’ experiences of the health-
care system and improve clinical and functional outcomes (Santana et al., 2018). In
the context of children’s mental health help-seeking and service engagement, per-
son- and family-centered care helps assure risk and protective factors salient to the
development of mental illness are considered and that treatment planning is aligned
with the families’ values, beliefs, and preferences (Waid et al., 2022, 2023).

Flexibility

Families of elementary school-age children often must manage competing respon-
sibilities, which can result in no-shows and cancellations of appointments and dis-
connection from the help-seeking process. Practitioner flexibility and intentional
consideration of the logistical barrier’s families experience can help maintain rap-
port and keep families connected to the help-seeking process. Offering appoint-
ments at times that are convenient for the family, including evenings and weekends,
helps reduce the burden of help seeking and time it takes away from other family
obligations such as work and school. The ability to flexibly pivot the format of ser-
vice delivery from in-person navigation to telephone or text message can also help
maintain open lines of communication around service needs, barriers and facilita-
tors, and progress toward mental health service access and engagement (Waid
et al., 2023).
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Collaborative Goal Planning

Collaborative planning and clear articulation of the intended goals of service navi-
gation are essential to promoting children’s engagement with mental health care.
The process of goal planning provides families and practitioners with a shared
vision of the future and what things will look and be like when the barriers to care
have been resolved. Typically, the goals of service access are articulated by the fam-
ily and recorded by the practitioner. Goals are intended to be revisited routinely
during the course of service navigation and accompanied by systematic and ongo-
ing evaluation of progress (Poulsen et al., 2015). Goals can be written for individu-
als (e.g., my child will receive an assessment and begin mental health treatment by
a specific date), families (e.g., parents will alternate work shifts to ensure reliable
transportation of children to and from appointments), and systems (e.g., family and
practitioner will coordinate recommendations from the assessment and mental
health-care plan with the child’s health-care and school-based providers). Goals
should describe how things will be when the presenting problems are resolved, and
the course of intervention has been successful. Therefore, goals should be written in
strengths-based and solution-focused language. To keep goal planning manageable,
practitioners should work with clients to identify the most important things they
wish to accomplish (e.g., 3-5 goals).

Once the family has identified, clarified, and prioritized their goals, the practi-
tioner should assist the family in breaking down the goals into objectives and
tasks. While goals are the broad, long-term outcomes of intervention (e.g., my
child will receive culturally appropriate mental health services from a provider we
trust), the objectives are medium-term benchmarks or milestones that, when
accomplished, help move the family toward goal completion (e.g., I will identify
a provider whose therapeutic approach and cultural orientation are the best-fit
provider to my family’s needs). Tasks are the behavioral activities and sequential
steps taken over days and weeks to accomplish plan objectives (e.g., I will create
a list of mental health-care providers who share my culture, work with children,
accept my insurance, and have favorable online reviews and ratings). Objectives
and tasks should be specific, measurable, attainable, relevant to the goal, and time
bound. They should describe who will be involved, what will be done, how fre-
quently the activity will occur, and how long the activity will need to take place for
the goal to be accomplished (Bailey, 2017; Centers for Disease Control and
Prevention, 2022). Routine and ongoing monitoring of service navigation plans
can promote effective mental health service navigation by providing families and
practitioners with information about working and what needs to change during the
navigation process.
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Education and Problem-Solving

Working collaboratively with families to identify and resolve problems that come
up is an important part of the service navigation process. The first step in the
problem-solving process involves helping families clarify the situation and context
surrounding the presenting issues. This requires exploration of circumstances sur-
rounding the problem and its relationship to mental health service engagement.
Oftentimes, it can be helpful for practitioners to provide education to address mis-
interpretation and misunderstanding of mental illness and mental health care during
this process (Hoagwood et al., 2010; Miklowitz et al., 2020).

Once awareness of the problem and its context has been clarified, the practitioner
explores the families’ motivations to address and resolve it. If the family is ambiva-
lent, the practitioner should explore the families’ understandings and perceptions in
greater detail, and work to uncover the intrinsic and extrinsic factors which motivate
them to either resolve the problem or continue with things as they are currently.
Once family motivations are clarified, potential solutions can be explored and con-
sidered. Potential solutions consider the family’s perceptions and understanding of
the problem, its antecedents, and contributing factors. Parameters are drawn around
potential solutions to determine what is feasible and acceptable to the family. Then,
the specific steps required to resolve the problem are clarified in an action plan. This
includes specifying what needs to occur, who will be involved, what will happen,
and how long specific activities will need to occur to achieve problem resolution
(Bagassi & Macchi, 2020; Dostal, 2015).

Self-Efficacy

The process of connecting and engaging with children’s mental health care can
require sustained efforts on the part of families and practitioners. To maintain moti-
vation and improve the potential for families to resolve barriers independently in the
future, it can be helpful to work to promote and strengthen caregiver and family
self-efficacy. Self-efficacy is an important driver of health behavior and family well-
ness (Albanese et al., 2019; Strecher et al., 1986) and, when strengthened, may
support engagement and sustained commitment to the help-seeking process
(Sheeran et al., 2016). To build and maintain motivation and assist families in
resolving barriers to care, practitioners should work to identify, promote, and
strengthen family members’ self-efficacy.

Self-efficacy refers to an individual’s belief in their ability to learn and perform
at an expected level (Schunk & DiBenedetto, 2021). In the context of mental health
service navigation, self-efficacy refers to the family’s expectation that they can
access the services they need and that accessing needed services will resolve or
ameliorate their child’s mental health challenges. Self-efficacy is influenced by per-
sonal, social/environmental, and behavior factors (Glatz et al., 2023). Personal
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factors include one’s sense of agency and belief they can access care that will be
helpful to them; an ability to consider, plan, and problem-solve barriers to care; and
an ability to manage frustration and remain committed in the face of persistent bar-
riers. Social and environmental factors include cues and feedback that signal the
family is on the right track, like receiving positive encouragement, learning that
others in similar situations have successfully resolved similar challenges, or check-
ing an objective or goal off of their service access plan. Behavioral factors refer to
the effort and persistence required to achieve the service goals and objectives.

To strengthen self-efficacy, practitioners should work with families to clarify
their expectations for change. If there is little expectation the situation will improve,
the practitioner should seek to understand what the family attributes to these expec-
tations. This can be accomplished by exploring the families’ previous experiences
and efforts to change to the problem, clarifying what happened, and identifying
what needs to be happen differently for the problem to be resolved. This can be done
during the assessment process, when goals are set and broken down into objectives
and tasks. Providing education and demonstration of the skills required to accom-
plish the plan goals and supporting families as they engage in service navigation
activities can build competence and confidence, which can lead to higher feelings of
self-efficacy. This can increase family motivation and strengthen their capacity to
resolve future barriers independently in the future.

Resilience

Lack of access to children’s mental health care can cause stress in the family system
and contribute to children’s mental health challenges. Promoting and strengthening
family resilience can help offset these stressors and promote child and family men-
tal health and well-being. Broadly, resilience refers to the ability to adapt, respond,
and thrive despite exposure to significant or persistent adversity (Fraser et al., 1999).
Resilience is not a trait or characteristic but instead a dynamic and multisystem
process which involves a high degree of interaction between protective and promo-
tive factors within and between individuals, family, and community (Ungar et al.,
2013). Personal and interpersonal skills, social support, positive peer and parent-
child relationships, family problem-solving, parental resilience, and goal orienta-
tion are associated with higher levels of resilience and are associated with fewer
mental health problems in childhood and adolescence (Mesman et al., 2021).
Working to illuminate and strengthen resilience during the navigation process can
improve child and family well-being (Waid et al., 2022).

Practitioners can strengthen child, caregiver, and family resilience by educating
families about the nature of resilience, teaching coping and stress management, and
reframing difficult situations from a strength’s perspective (Walsh 2003, 2016). This
can help family members call upon internal and external resources to cope with
stressors and address presenting challenges. Helping caregivers learn to identify and
manage the sources of stress and response to adversity in healthy and appropriate
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ways can improve caregiver well-being, which better positions them to help their
child. To strengthen family resilience, practitioners should establish a strong rap-
port, display empathy, and role model problem-solving skills. Practitioners can
empower families to call upon internal and external resources by teaching coping
and self-care strategies, reframing negative attributions, encouraging connection to
their community, and facilitating caregiver connection to their own mental health
services (Patterson, 1995; Waid et al., 2022).

Critical Issues, Considerations, and Limitations
of Current Knowledge

There are a number of structural factors which limit family access to children’s
mental health care which are difficult to resolve through family- and organization-
level interventions. Lack of transportation, qualified workforce shortages, and men-
tal health care costs are common barriers that require policy solutions. Social and
socioeconomic conditions such as poverty, food insecurity, and housing instability
are common social determinants of health which are associated with underutiliza-
tion of children’s mental health care (Alegria et al., 2015). To address these issues,
practitioners should plan to assess the family’s social determinants of mental health
and assist them in navigating to basic needs, as part of navigating to children’s men-
tal health care.

Social and cultural factors also affect the service navigation process. Racism and
mistreatment by the health-care system have affected community trust in mental
health services. This, along with cultural and language barriers and a lack of cultur-
ally qualified providers, can affect efforts to support family engagement with chil-
dren’s mental health care (Paradies et al., 2015; Silva et al., 2016). To address these
issues, it is important to provide information to families that is culturally relevant,
including materials that are printed in the family’s language, and to assist families
in connecting to culturally relevant care. Navigation support can also be provided by
a member of the cultural community who can act as a cultural broker and liaison to
health-care systems.

Conclusion

The care engagement strategies discussed in this chapter are promising with respect
to children’s mental health-care access and engagement. Practitioners and care
organizations can deploy these practices in part or as a combination of strategies to
support family access to children’s mental health care. Additional research investi-
gating these strategies across settings, contexts, and populations can strengthen the
evidence for children’s mental health service navigation approaches. In addition,
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policy solutions to address social determinants of mental health, qualified work-
force shortages, mental health-care costs, and barriers to cross-sector collaboration
can help to address systemic barriers to care, promote children’s mental health-care
access, and improve child and family well-being.
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Chapter 4

Family Engagement in Mental Health
Interventions for Children

with Developmental Disabilities

Check for
updates

Kayla M. Malone, Lee Anne Smith, Kelly W. Cosby,
and Jonathan M. Campbell

Children and youth with intellectual and/or developmental disabilities (I/DD),
including autistic children and youth, experience mental health challenges at ele-
vated rates compared to general populations. In this chapter, we use the term mental
health conditions to include formal psychiatric diagnoses, such as those identified
in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text
Revision (DSM-5-TR; American Psychiatric Association, 2022), as well as other
behavioral difficulties, such as aggression and self-injury, which may or may not be
formally diagnosed. We discuss prevalence of mental health conditions in I/DD
populations; identify evidence-informed practices involving parents or caregivers as
interventionists; and outline potential barriers experienced by parents and youth
who may be underserved due to social or structural factors like racism and financial
barriers. We include a case study illustrating an evidence-informed model for
authentic caregiver involvement in interventions and conclude with possibilities for
future research and practice.
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I/DD and Co-occurring Mental Health Conditions

Mental health conditions and I/DD can frequently co-occur, even in early child-
hood. Many children and adolescents with I/DD experience difficulties with anxiety
and depression, executive functioning, attentional regulation, and externalizing or
internalizing behaviors that may be perceived as oppositional, defiant, or challeng-
ing. Formal diagnosis of mental health conditions is reported to be as high as 36%
for you with I/DD (Emerson & Hatton, 2007). Rosen et al. (2018) found that up to
70% of autistic individuals meet formal diagnostic criteria for a psychiatric disor-
der, including among autistic children and youth: approximately 40% experience
anxiety disorders and nearly 30% develop clinically significant depression.

Many autistic children and youth present with externalizing behaviors or develop
disorders, such as oppositional defiant disorder (ODD) and conduct disorder (CD).
Lai et al. (2019) report that up to 28% of autistic children and youth meet criteria for
attention-deficit hyperactivity disorder (ADHD), and disruptive behavior, impulse-
control disorders, and CD occur for roughly 12%. Mental health conditions differ
across age, sex, and gender, with younger individuals showing higher rates of ADHD
and older individuals showing higher rates of depressive and affective disorders, with
a higher prevalence of depressive disorders among females (Lai et al., 2019).

Behavioral difficulties not formally diagnosed as psychiatric or mental health
conditions also occur for many children and youth with I/DD. Common examples
include self-injury, aggression, and property destruction. A 2020 meta-analysis
(Steenfeldt-Kristensen et al., 2020) found that up to 42% of autistic individuals
engage in self-injurious behavior. For autistic children and adolescents, aggression
may present as a concern for slightly over half (i.e., 53%; Mazurek et al., 2013), and
caregivers frequently end up on the receiving end of aggressive behaviors.

Parents of children and youth with I/DD are critical in clinical planning and care
and may engage in various ways in intervention, such as providing information on
onset, frequency, duration, and intensity of mental health concerns; supporting the
efforts of professionals; or intervening directly with their child.

Evidence-Informed Practices

Parent Implemented Interventions

There has been a steady and growing interest in the identification, dissemination,
and implementation of evidence-informed practices (EIPs) for autistic children and
youth. Arguably the most well-known efforts are those from the Frank Porter
Graham Child Development Institute (FPG), which has published several compre-
hensive reviews of EIPs over the past 15 years. As of this publication, the identified
parent implemented interventions (PIIs) as an EIP for targeting mental health for
autistic children and youth, with a PII defined as, “Parent delivery of an intervention
to their child that promotes their social communication or other skills or decreases
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their challenging behavior” (Hume et al., 2021, p. 4024). For PII, “Practitioners
teach parents in individual or group formats in home or community settings...The
parent’s role is to use the intervention practice...Once parents are trained, they
implement all or part of the intervention(s) with their child” (Steinbrenner et al.,
2020, p. 95). Parents may receive training in PIIs through instruction, therapist
modeling, coaching, and feedback within clinic, school, or home settings.

PIIs are identified as EIPs for mental health outcomes from toddlerhood (i.e., ages
0-2) through middle school (i.e., 12—14 years; Steinbrenner et al., 2020). A meta-
analysis of randomized controlled trials of PIIs documented moderate effects across
varied outcomes, such as language, communication, adaptive behavior, and maladap-
tive behavior (Cheng et al., 2022). Various PII approaches—such as behavioral parent
training, functional communication training, and parent-child interaction therapy
(PCIT)—have resulted in statistically significant reductions in maladaptive behavior
for young autistic children (M age = 5.5 years) (PCIT; Cheng et al., 2022). Here, we
highlight two examples of manualized PIIs targeting mental health outcomes for
autistic children and those with I/DD: Stepping Stones Triple P (SSTP) and PCIT.

Stepping Stones Triple P (SSTP)

SSTP is a modified version of the Triple P parenting protocol for children with I/
DD. Triple-P uses a public health intervention model designed for large-scale imple-
mentation of general parent guidance. Delivered within a public health framework,
Triple-P and SSTP consist of five intervention levels with each step increasing in inten-
sity and focus (Tellegen & Sanders, 2013). Level 1, for example, involves media and
communications strategy; Level 2 delivers intervention via brief large-group seminar;
Level 5 consists of intensive intervention for individual families (Tellegen & Sanders,
2013). For children with autism and other I/DD (ages range from 2 to 17 years), SSTP
yields significant reductions in child’s maladaptive behavior as reported by parents, and
improvements in children’s behavioral adjustment via behavioral observation (Tellegen
& Sanders, 2013). An abbreviated four-session version of SSTP resulted in reduced
behavior challenges for young autistic children (Tellegen & Sanders, 2014).

Parent-Child Interaction Therapy

Parent-child interaction therapy (PCIT) is a manualized intervention targeting
reduction of children’s maladaptive behavior through parent training and enhance-
ment of parent-child interactions. PCIT promotes effective parent behavior manage-
ment skills in response to children’s disruptive behavior and increased positive
parent-child interaction. The PCIT protocol involves didactic instruction for parents
as well as direct observation, feedback, and coaching by the therapist. PCIT was
developed for use with young children without I/DD but has been evaluated with
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autistic children and children with I/DD and found to be effective in reducing mal-
adaptive behavior with both groups (e.g., Vess & Campbell, 2022).

Many PIIs also address parent functioning through EIPs such as increasing parent-
ing self-efficacy, reducing parenting stress, and improving parents’ mental health.
Some interventions, such as SSTP and PCIT, target improvements in parent-child rela-
tionship quality. Tellegen and Sanders (2013) found that SSTP improved parenting
self-efficacy, parental adjustment, and parent-child relationship. Similarly, Vess and
Campbell (2022) found that PCIT improved relationship quality between caregivers
and young autistic children. Although PIIs have an established and growing evidence
base to support child and parent outcomes, effective implementation is more likely to
occur within the context of family-professional partnerships (Turnbull et al., 2021).

Models of Family-Professional Partnership

Collaboration between families and professionals is a critical element of supporting
children with I/DD. Family engagement in collaboration has conceptually evolved
over time by shifting from parent counseling to collective empowerment; approaches
to interprofessional collaboration can be linked to these models. Professional orga-
nizations, like the Council for Exceptional Children (CEC) and the Division of
Early Childhood (DEC), support professionals by identifying collaborative prac-
tices to engage families in their children’s development and to establish successful
family-professional partnerships. Even with identification of these practices, col-
laboration is not easy, and barriers remain.

This section reviews family-professional partnership models, links them to inter-
professional collaboration approaches, and discusses elements of building success-
ful family-professional partnerships in early childhood special education. A case
study is integrated throughout this section to illustrate the development of strong
family-professional partnerships for children with I/DD. Current research in family-
professional relationships in early childhood special education replaces the word
engagement with partnership (Turnbull et al., 2021). We use the term partnership in
this section as a way to recognize power shifts within collaborative groups, and the
key role of families throughout the process.

Arjun and Shreya have been married for 5 years and immigrated to the
United States from India shortly after their wedding. Arjun works as a com-
puter scientist for a technology company, and Shreya is an accountant at a
local bank. They live with their 3-year-old daughter, Aahna, in a small com-
munity with other Indian families. They are active in their community and
local church. After Aahna turned 2, they noticed some changes in her behav-
ior: frustration in certain physical environments, challenges during social
gatherings, and delays in responding to familiar adults. After talking with
some of their community members and Aahna’s pediatrician, they contacted
early intervention services to ask about an evaluation.
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Questions to consider:
* What values seem to be important to Arjun and Shreya?

»  What might be a positive way to approach Arjun and Shreya to facilitate
a partnership?

o What might facilitate further community support for Aahna and
her family?

Family-Professional Partnership Models

In early childhood special education, recommended practices encourage profes-
sionals to view and value families as active contributors and decision-makers
throughout assessment and planning processes and to provide support and resources
to families for goals within their home and community (DEC, 2014). Collaboration
among professionals and families extends beyond formal meetings to consistent
communication where information is exchanged to support child and family suc-
cess. When reviewing models of family-professional partnerships, however, it is
evident the relationship between family and professional is not always
collaborative.

In this section, we discuss five family-professional partnership models: (a) par-
ent counseling/psychotherapy, (b) parent involvement, (c) family-centered services,
(d) collective empowerment, and (e) the Sunshine Model of Trusting Family-
Professional Partnerships (Sunshine Model). Each model is described by family
roles and responsibilities, power dynamics within the model, and intended outcomes
of the model’s collaborative process.

Parent Counseling Model

During the 1950s and 1960s, the prevailing family-professional partnership
approach in early childhood special education was the parent counseling model
(Turnbull et al., 2000). This unidirectional model is characterized by de-emphasized,
or complete lack of, collaboration between professionals and families, as many pro-
fessionals did not believe children with I/DD could learn and contribute to society
(Turnbull et al., 2000). Consequently, children with I/DD were often institutional-
ized post-diagnosis, and interventions primarily focused on supporting mothers.
Support was primarily provided by medical professionals and often referred to as
treatment, which establishes a power differential where professionals are seen as the
only experts (Haines et al., 2017). The aim of this family-professional model was to
help mothers accept the circumstances around their child’s differences (Turnbull
et al., 2000).
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Parent Involvement Model

The parent involvement model emerged in the 1960s and remained popular through
the 1970s (Turnbull et al., 2000). Professionals began to recognize that parents
(again mostly mothers) can influence their child’s development; therefore, they
needed to receive training on how to support their child at home (Bishop et al.,
1993). Parents were encouraged to be extensions of their child’s teacher.
Professionals realized the importance of parent involvement in decision-making
processes, but opportunities for input were limited based on how well families were
able and willing to implement suggested interventions at home (Hornby, 2011).
Professionals continued to be viewed as the sole experts who kept power within
their control (Haines et al., 2017). With professionals and parents focusing on the
same goals and using the same interventions at school and home, the intention of the
parent involvement model was to increase achievement on developmental goals and
future outcomes (Turnbull et al., 2000).

Family-Centered Services Model

In the 1980s, family-centered service was the primary family-professional part-
nership model used in early childhood special education (Turnbull et al., 2000).
Focus shifted from the child’s mother or parents to inclusion of immediate and
extended family and community members (Haines et al., 2017). Families are
empowered to make choices throughout special education processes for their
child and seen as final decision-makers (Winton & DiVenere, 1995). Professionals
focus on family strengths and provide guidance, support, and resources in utiliz-
ing those strengths to facilitate their child’s development (Douglas et al., 2022).
Families are encouraged to access and leverage community assets to support their
child, and professionals helped to locate resources within communities (Seeley,
1993). The power dynamic in family-centered services models changed from pro-
fessionals having power over families to sharing power with families (Haines
et al., 2017). Power is exchanged between families and professionals, and the
family is identified as the expert in terms of their own child. This model estab-
lishes family-professional collaboration in early childhood special education with
the intention to meet child and family needs together (Turnbull et al., 2000).
Although family is central to this model, their identified needs are child-focused,
which can limit collaboration and support for individual family needs (Turnbull
et al., 2000).
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Collective Empowerment Model

From the 1990s into the twenty-first century, family-professional partnerships in
early childhood special education have emphasized collective empowerment
(Turnbull et al., 2000). This model focuses on ensuring that all members of collab-
orative teams, both family and professionals, have access to the necessary resources
for successfully achieving their goals (Haines et al., 2017). Families are no longer
viewed as the sole team members lacking resources, and there is a recognition that
all team members require support. The power dynamic is different from prior mod-
els, with emphasis on capacity building generated through collaboration (Haines
etal., 2017). The intended outcome of collective empowerment is for all team mem-
bers to benefit from the collaboration and to progress together in ways that are pos-
sible only through the contributions of every team member (Turnbull et al., 2000).

The Sunshine Model of Trusting Family-Professional
Partnerships (Sunshine Model)

The Sunshine Model provides a framework for building capacity within a partner-
ship. Trust is at the core of the sun or partnership (Turnbull et al., 2021). The core
contains five dimensions of trusting family-professional partnerships: equity,
respect, communication, advocacy, and commitment (Turnbull et al., 2021). These
dimensions provide the framework for strengthening trust within the partnership.
There are seven opportunities for families and professionals to utilize the five
dimensions as they build trust together: academic learning, social-emotional learn-
ing, behavior, student assessment, special meetings, student transitions, and school
capacity enhancement (Turnbull et al., 2021).

The Sunshine Model follows a family-systems framework for identifying part-
nership members. Parents, siblings, partners, and extended family are vital to the
child’s success and the partnership as a whole; the model recognizes that members
will shift and change over time according to the child and family’s needs (Turnbull
& Turnbull, 2022). The power dynamic is comparable to the collective empower-
ment model. All members of the partnership share decision-making power, and the
group co-generates power and builds individual and collective capacity together
(Haines et al., 2017). This model does not explicitly focus on early childhood spe-
cial education but on all children and individuals across their education trajectories
(Turnbull & Turnbull, 2022). The Sunshine Model’s primary intended outcome is to
co-construct trusting partnerships among families and professionals that support the
individual child to grow, develop, and achieve educational goals across their lifes-
pan (Turnbull et al., 2021).
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Approaches to Interprofessional Collaboration

Many professional collaborations identify as some sort of disciplinary team. There
are three main approaches to interprofessional collaboration: multi-, inter-, and
transdisciplinary. Interdisciplinary collaboration is often emphasized for profes-
sionals working in the early childhood special education field (Mitsch et al., 2023).
Teacher preparation program coursework for future educators and professional
development for working teachers both provide guidance on interdisciplinary col-
laboration; recommended practices encourage families and professionals to utilize
this approach (Winton & DiVenere, 1995). Next, we describe three interprofes-
sional collaborative approaches and align them with family-professional partner-
ship models.

Multidisciplinary Approach

When early childhood special education teams use a multidisciplinary approach to
collaboration, families and professionals work independent of one another
(Hernandez, 2013). For a child with I/DD receiving special education services, their
goals are categorized into areas of identified need, and professionals are responsible
for goals related to their own discipline. For example, a classroom teacher may
solely work on academic related goals, or a speech-language pathologist would only
work on communication goals. Team meetings are often an opportunity for profes-
sionals to share the child’s progress from their discipline’s perspective, and family
needs or desires for their child are supported by the professional who can best
address them (Mortier & Aramburo, 2022). There is little to no overlap in the col-
laboration. The multidisciplinary interprofessional collaboration approach aligns
with parent counseling/psychotherapy and parent involvement models where pro-
fessionals are siloed within their own discipline and often viewed as specialized
experts.

Interdisciplinary Approach

The interdisciplinary approach emphasizes coordination and cooperative opportuni-
ties where family and professionals actively collaborate on assessments and plan-
ning (Hernandez, 2013). Professionals still primarily work within their disciplines,
but there is more opportunity to communicate with other team members for support
and input throughout assessment and planning processes (Mortier & Aramburo,
2022). Families are actively engaged when an interdisciplinary approach is used in
an educational environment, and resources are shared to support the child and fam-
ily in their home and community (Winton & DiVenere, 1995). For example, in early
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childhood special education, a child may demonstrate the ability to use a skill in one
environment but not in another. The family and professionals work together and
design a plan for how the child will generalize the skill in different environments.
The interdisciplinary approach aligns with family-centered services as families are
integrated into decision-making processes and power is distributed among team
members.

Transdisciplinary Approach

The final interprofessional collaboration approach is transdisciplinary; it empha-
sizes service integration so all team members share responsibility for the child’s
development and progress (Hernandez, 2013). While team members are from vary-
ing fields, the transdisciplinary approach does not separate professionals. The
expectation is that all team members develop capacities for supporting the child
across all their areas of need (Mortier & Aramburo, 2022). Team meetings have
clear and deliberate communication where families and professionals exchange
information to support the child’s progress (Hernandez, 2013). This approach aligns
with collective empowerment and the Sunshine Model; it is designed to generate
power through partnership so all collaboration members can benefit and build
capacity (Turnbull et al., 2000).

The evaluation process was overwhelming for Arjun, Shreya, and Aahna.
After 3 days in administrative offices, they met to discuss evaluation results
with a team of five people: a case manager, psychologist, speech-language
pathologist, occupational therapist, and social worker. Each practitioner pre-
sented their assessment results and documents; then Arjun and Shreya were
asked if they had any questions. Feeling uncertain, they quietly said, “No.”
They were then asked to sign paperwork. Just before leaving, Arjun and
Shreya were informed that, in 2 weeks, Aahna would begin attending a self-
contained pre-k class at a school 20 minutes from their home and that the
teacher would contact them soon with more information.

Questions to consider:

o Which (1) family-professional partnership model and (2) interprofes-
sional collaboration approach were implemented for Aahna and
her family?

* How might this process look different in other family-professional part-
nership models?

* How could the team have supported Aahna’s family through the evalua-
tion process?
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Building Effective Family-Professional Partnerships

Multiple elements can support families and professionals in building effective part-
nerships, but a clear blueprint does not exist as all partnerships are based on indi-
vidual strengths and needs of the collaborators. As discussed in the Sunshine Model,
trust is at the core of all successful collaboration (Turnbull et al., 2021). It is impor-
tant to nurture trust starting at the beginning of a partnership by focusing on the five
dimensions described in the Sunshine Model: equity, respect, communication,
advocacy, and commitment. Trust can take time to build, is easily broken, and ben-
efits from consistency throughout the partnership (Turnbull et al., 2021).

Another cornerstone of building effective family-professional partnerships is for
all team members to be treated with dignity (Haines et al., 2017). Dignity in partner-
ship is showing each team member they are worthy of honor and respect (Turnbull
& Turnbull, 2022). Team members can identify and build upon strengths that each
person brings to the partnership; work to ensure that everyone’s voice is heard and
understood; and provide a space free of judgement for open collaboration. These
efforts can support buy-in from families and professionals.

For children with I/DD, it is especially important that families and professionals
work together as consistently as possible through each step of the process. All team
members, especially families, should be involved in assessment processes, identify-
ing strengths and needs, writing appropriate goals, and deciding how to reach those
goals (DEC, 2014). The goal is for families to feel supported by the professionals
on the team and given resources to support their child at home and in their commu-
nity (Douglas et al., 2022). Most important, the child and their family need adequate
time to process and understand information (Mortier & Aramburo, 2022). It is
unethical for professionals to rush through evaluations or not fully explain docu-
mentation generated during special education processes. These processes can be
overwhelming for families, so teams need to plan for sufficient time and support for
full team engagement in the partnership.

Aahna’s new teacher called Arjun and Shreya the day after the evaluation
meeting. She introduced herself, asked how they were feeling after the evalu-
ation process, asked a few questions about Aahna, and scheduled a home
visit. She explained that the visit would give them an opportunity to review
more information together and discuss questions or concerns.

They spent the first hour of the home visit discussing next steps and address-
ing questions. The teacher accepted Arjun and Shreya’s invitation to stay for
lunch, so they had time to chat and continue getting to know one another. The
teacher observed Arjun and Shreya with their child and she spent some time
playing with Aahna in her playroom. After the home visit, Arjun and Shreya
still had some apprehension about transportation to and from school, and
about some of the services discussed at the evaluation meeting, but they also
felt some relief that Aahna would be in good hands with this teacher.
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Questions to consider:

*  What elements of facilitating effective partnerships are demonstrated in
this scenario?

* Which family-professional partnership model does the teacher imple-
ment in this scenario?

* What are some next partnership-building steps for Aahna’s teacher
and family?

In summary, the perspective of family engagement or partnership has changed
drastically from viewing professionals as experts over families to building power
through partnership to successfully achieve goals and reach outcomes. The models
of family partnership connect to interprofessional collaboration approaches, and the
Sunshine Model creates a framework that emphasizes the collective empowerment
model of partnership and the transdisciplinary approach to collaboration (Turnbull
et al., 2021). Equity, respect, communication, advocacy, and commitment are the
five dimensions in the Sunshine Model, and treating all team members with dignity
builds trust and leads to successful partnerships (Turnbull et al., 2021). Consistency
in collaboration and providing time and resources also supports effective partner-
ships. While challenges and barriers surely exist, establishing family-professional
partnerships in early childhood special education lays the foundation for and is
essential for success of the child with developmental disabilities and their family.

Critical Issues Related to Intersectionality, Justice,
and Disparities in I/DD Mental Health

Social justice and health disparities are central to this discussion as such disparities
pose significant challenges that can marginalize individuals, families, and commu-
nities, undermining their health and mental well-being. By identifying and directly
addressing these critical issues, we can co-create partnerships that are better
equipped to tackle healthcare inequalities and promote more equitable health and
life outcomes.

Families from all walks of life find that caring for children with I/DD has its fair
share of joys, celebrations, challenges, and obstacles—parents report that their chil-
dren have taught them unconditional love, compassion, and resilience and do not
desire their child to be neurotypical (Di Renzo et al., 2020). Families raising I/DD
children are also more likely to experience significant disparities such as economic
insecurity, social isolation, and limited access to high-quality education, support
services, and healthcare (Zuckerman et al., 2018). A study by Srinivasan et al.
(2021) surveyed 263 caregivers raising autistic children and youth; the authors
reported 63% of participant families had at least one unmet support need, such as
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behavioral support, communication aids, or therapies. These disparities can often be
exacerbated for racial, ethnic, and linguistically diverse families (e.g., English lan-
guage learners, ASL) and low-income, nonnuclear and families with an I/DD mem-
ber (Lovelace et al., 2018).

Disparities by Racial, Ethnic, and Linguistic Identity

Structural barriers in the health and education systems, such as implicit bias of pro-
viders, contribute to disparities experienced by families of color raising I/DD chil-
dren (Malone etal., 2022). Families of color report experiencing racial discrimination
such as denial of healthcare and educational services and feeling unsupported and
patronized by healthcare and educational service providers (Lovelace et al., 2018).
These experiences can cause families to be hesitant to engage with service provid-
ers, which can further exacerbate the challenges families face (Pearson et al., 2019).

A family’s knowledge and familiarity with I/DD and local service availability
impacts how they seek care for their child (Pearson et al., 2019; Zuckerman et al.,
2018). Pearson et al. (2019) reported that Black parents raising autistic children
were less likely to be aware of available support services in their community.
Zuckerman et al. (2018) reported that many Black and Latinx families say they do
not know anyone else with I/DD; and, for Hispanic parents, depth of knowledge
about autism is the most common barrier to an autism diagnosis (Pearson et al.,
2023; Zuckerman et al., 2018).

Students with limited English proficiency are disproportionally represented in
special education and are more likely to experience adverse outcomes such as
decreased academic achievement when compared to English proficient peers
(Counts et al., 2018; Morgan et al., 2015). The culmination of these, and other, bar-
riers for marginalized families has resulted in disparate outcomes for I/DD students
of color. I/DD students of color are more likely to be identified later, receive fewer
services, and are less likely to receive evidence-informed treatments when com-
pared to White I/DD children (Angell et al., 2018). As a result of these disparities,
family members may experience an increased likelihood of developing depression,
anxiety, and behavioral health concerns (Song et al., 2018).

Disparities by Socioeconomic Status (SES)

Families whose incomes are below the federal poverty threshold (i.e., low-SES),
who are also raising children with I/DD, often face a range of challenges in access-
ing healthcare, education, and social services. These may include financial con-
straints, lack of transportation, limited access to information of early developmental
milestones, and barriers related to cultural or linguistic mismatch (Campbell et al.,
2019; Zuckerman et al., 2018). Special education services can be particularly
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difficult to access and navigate, and families may not be aware of their rights to
these services (Braun, 2017). Low-SES families also face disparities in access to
mental health services, which can negatively impact their overall well-being and
quality of life (Chen et al., 2022). Few mental healthcare providers are trained to
work with I/DD individuals or low-SES families, and as a result are more likely to
experience missed diagnosis or misdiagnosis (Fadus et al., 2019). There are limited
numbers of culturally competent providers who are responsive to the various needs
associated with intersectional identities (Butler et al., 2016). Low-SES families
often face discrimination and institutional bias that can lead to increased interac-
tions with the legal system and cascading negative social, economic, health, and
functional outcomes (Hinton et al., 2018).

Disparities by Family Structure

Single-parent families often experience higher levels of exhaustion, stress, financial
insecurity, and decreased social support and services than two-parent households
(Lovelace et al., 2018). Fathers, in particular, report struggling with feelings of
inadequacy or guilt, believing they may not do enough for their I/DD child
(Thackeray & Eatough, 2016). Hillman and Anderson (2019) report that custodial
grandparents experience decreased financial security, social support, and support
services when caring for their autistic grandchildren. These challenges can be fur-
ther compounded for caregivers dealing with their own physical or mental
health issues.

There is only emerging research understanding Lesbian, Gay, Bisexual,
Transgender, Queer, Intersex, Asexual (LGBTQIA+) families’ experiences with
raising I/DD children (Hillier et al., 2019). O’Shea et al. (2020) reported that dis-
ability service providers often do not understand how inaccessible and inappropri-
ate their services may be to LGBTQIA+ people, while LGBTQIA+ services often
fail to provide services that are accessible and appropriate to people with disabili-
ties. Consistent with prior research on I/DD adult outcomes, the overall lack of
awareness or knowledge surrounding nonheterosexual orientation and nonbinary
gender identities can lead to significant isolation and reduced access to services
(e.g., Hillier et al., 2019).

Disparities by 1/DD Parenting

I/DD is not a reliable predictor of parenting performance. I/DD parents can demon-
strate and develop the skills required to meet their children’s needs when provided
with adequate support (Aunos et al., 2008). However, there is an overrepresentation
of I/DD parents in child protection systems internationally, with 50% more than
would be expected given their prevalence in the general population (LaLiberte et al.,
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2016). Researchers suggest this is due to ableism, socioeconomic disadvantage, and
limited social supports rather than I/DD itself (Feldman et al., 2002; Wade
etal., 2011).

I/DD caregivers also experience increased challenges to their mental health and
access to related health services compared to other parents, resulting in increased
adverse child outcomes (Meppelder et al., 2014). Little is known in the academic
literature about I/DD Hispanic and Black parents’ experiences (Malone et al., 2022).
Magaiia et al. (2016) reported that Black and Hispanic adults are more likely to
experience challenges in accessing healthcare and more likely to have overall
diminished physical and mental health compared to their White peers.

Directions for Future Research and Practice

I/DD and Family-Centered Practices in Mental Health Supports

Adoption of EIPs related to family-centered practices (FCPs) is crucial for families
raising children with I/DD due to their complex needs. However, the lack of knowl-
edge or understanding of EIPs among service providers poses a significant barrier
to EIP implementation (Dempsey & Keen, 2017). To effectively implement these
FCPs, service providers must engage in ongoing professional development that is
grounded in EIPs and strategies (Dempsey & Keen, 2017). Investment in profes-
sional development can ensure that practitioners have the necessary skills and
knowledge to implement FCPs effectively. Organizational culture and service pro-
vider values can act as barriers. Effective implementation of FCPs can be hindered
if service providers lack commitment to family partnership in service provision and
decision-making. It is crucial to explore ways to improve organizational culture
around FCPs through research. Service providers could benefit from developing
specialized skills and knowledge on effective team partnership and implementation
of evidence-informed FCPs to support mental health in children with I/DD.

I/DD and Lifespan Approaches to Mental Health Supports

It is essential to adopt a lifespan approach to gain comprehensive understanding of
the complex experiences of individuals with I/DD and their families (Kirby et al.,
2023). Only a small portion (~2.5%) of autism research funding is currently dedi-
cated to investigating autistic adults’ experiences (Harris et al., 2021). Lack of
attention to I/DD populations’ strengths, needs, and challenges across the lifespan
highlights a significant gap in our understanding. To address this gap, there is a need
for more longitudinal studies to track I/DD children and their families to better
understand their mental health trajectories and experiences over time, and leverage



4  Family Engagement in Mental Health Interventions for Children... 79

this information to enhance EIPs, supports, and services. A lifespan approach can
improve child outcomes and intrafamily relations, promote overall well-being of
individuals with I/DD and their families (Kirby et al., 2023), and facilitate develop-
ment of interventions tailored to specific needs of I/DD individuals across different
stages of life.

I/DD and Cultural Reciprocity in Mental Health Supports

Researchers and support providers must prioritize cultural reciprocity in their
approach to understanding and serving the complex intersectional needs of I/DD
children and families within diverse communities (Malone et al., 2022). Current
knowledge on experiences of families raising autistic children is largely based on
majority-white samples (Malone et al., 2022). Researchers and practitioners can
work toward increasing and demonstrating their own understanding and apprecia-
tion of cultural diversity to provide more effective, inclusive support and scholar-
ship. Collaboration is necessary for authentic cultural reciprocity in practice:
cross-cultural exchange, active demonstration of mutual respect, understanding,
and appreciation for collective diversity. Cultural reciprocity can actively inform all
aspects of research and practice: service providers and researchers can actively seek
and listen to perspectives, experiences, and needs of I/DD children and families
across diverse backgrounds and communities (Kalyanpur & Harry, 1997). By pri-
oritizing cultural reciprocity, collaborative partnerships in research and practice can
nurture positive, trusting relationships across diverse cultural backgrounds to ensure
that interventions and services are as culturally responsive, respectful, and effective
as possible (Kalyanpur & Harry, 1997).

I/DD, Identity Development, and Mental Health

Facilitating positive disability identity development and embracing neurodiversity
are essential for promoting the mental well-being of I/DD youth and adults (Botha
& Gillespie-Lynch, 2022). While further research is necessary to understand the
impact of masking or camouflaging neurodivergent traits on I/DD youth and adults,
current evidence suggests that these behaviors can have detrimental effects on the
mental health of non-I/DD autistic individuals (Ross et al., 2022). Therefore, it is
important to investigate whether similar negative consequences exist for individuals
with I/DD and to consider how existing interventions may exacerbate or encourage
masking. Furthermore, to promote the full inclusion and participation of people
with I/DD in society, it is crucial to acknowledge their strengths and interests, as
well as to eliminate ableism and stigma. This requires a shift in focus from solely
addressing I/DD persons to also addressing the broader social and cultural factors
that contribute to ableism and stigma.



80 K. M. Malone et al.
Toward Collective Care, Equity, and Inclusion

Future research, policies, practices, and collaborative partnerships can intentionally
move toward better supporting and advocating for children with I/DD and their
families to improve mental health outcomes and overall quality of life. Through
more holistically caring for I/DD children’s mental health, we can better support
and partner with I/DD individuals across the lifespan and promote a more equitable
and inclusive society for all.

Possible Answers to Case Study Questions

What values seem to be important to Arjun and Shreya?

The scenario indicates Arjun and Shreya value their community. This
would be a good question to add to a questionnaire or to ask a family to
build trust.

What might be a positive way to approach Arjun and Shreya to facilitate a

partnership?

Asking the family about the possibility of joining them during one of their
community or church events would show interest and effort in nurturing a
trusting partnership.

What might facilitate further community support for Aahna and her family?
Encouraging the family to ask trusted members of their community to join
meetings could expand supportive learning environments for Aahna.

Which (1) family-professional partnership model and (2) interprofessional

collaboration approach were implemented for Aahna and her family?

(1) Limited parent input in decision-making processes indicates a parent
involvement family-professional partnership model. (2) Individualization
while discussing evaluations indicates a multidisciplinary interprofes-
sional collaboration approach.

How might this process look different in other family-professional partner-

ship models?

From the Sunshine Models’ perspective, families should be actively
involved in every step of the process to ensure understanding and to
develop the most effective plan. Family should be given options, not
instructions, such as when deciding on classroom placement.

How could the team have supported Aahna’s family through the evaluation

process?

The team could have tried to get to know the family before evaluations and
offered to evaluate Aahna at home where she might be comfortable.

What elements of facilitating effective partnerships are demonstrated in this

scenario?
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The teacher began building rapport as she introduced herself and did not
overwhelm the family over the phone. She approached the family with
respect and dignity by following their lead during the home visit. The inter-
action flowed naturally, giving Arjun, Shreya, and Aahna time to feel more
comfortable and to begin developing mutual trust.
Which family-professional partnership model does the teacher implement
in this scenario?

The scenario indicates the teacher is utilizing Sunshine Model elements.
What are some next partnership-building steps for Aahna’s teacher
and family?

It is important for the teacher to establish consistent communication with

Arjun and Shreya to exchange information about Aahna’s progress and to

offer ongoing support.
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Chapter 5

Family Engagement in Mental Health
Interventions for Children with Chronic
Illnesses

Check for
updates

Laura Nabors (), Tabitha Naa Akuyea Addy, and Sachi Shukla

This chapter reviews approaches for parent and family engagement, specifically
focusing on parents of children with chronic illnesses, ages birth through 8 years of
age. These conditions may include problems related to premature birth (e.g., low
birthweight), asthma, developmental disabilities, type I diabetes, cystic fibrosis,
heart problems, overweight/obesity, malnutrition, and mental illnesses (Torpy et al.,
2010). Chronic illness is a medical condition often lasting a year or longer that lim-
its child activity and daily functioning, requires special medical care or healthcare
services, and impacts child development (Consolini, 2022; Kepreotes et al., 2010;
van der Lee et al., 2007; Wijlaars et al., 2016). Between 10% and 30% of children
suffer from chronic illnesses or health conditions (Consolini, 2022). Common ill-
nesses that carry significant risk for morbidity and mortality for young children
(ages 1 through 4 years) include neurological problems, heart conditions, cancer,
and respiratory conditions (Wijlaars et al., 2016).

Herzer et al. (2010) reported that, irrespective of the type of chronic illness,
about one quarter of families had difficulty functioning as they normally would dur-
ing a child’s chronic illness. These families may feel a lack of engagement in the
child’s care and are simultaneously coping with disruptions in family functioning
(e.g., family separation due to child hospitalization, financial burden related to med-
ical expenses). The behavior of parents and other family members — and functioning
of the family unit — has an impact on the child with a chronic illness or medical
condition and vice versa. Knafl et al. (2017) proposed that the bidirectional (we
prefer the notion of mutual or shared influence among multiple family members)
nature of child and family functioning, with the child and parent/family influencing
each other, and well-being of the child and family make it critical to study
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interventions that involve the parents and family when an infant or young child has
a chronic illness.

Parent and family engagement is critical when children are young because par-
ents have a more significant caregiving role and young children with chronic ill-
nesses are vulnerable and in need of extra care (Balling & McCubbin, 2001). Young
children, ages birth through 8 years of age, benefit from significant parent and fam-
ily involvement in their care. Young children are mastering developmental mile-
stones from infancy through 8 years. For instance, infants are learning to engage the
world with their senses. Toddlers are learning to walk and talk, and preschoolers
often are learning their first stages of independence. Kindergarteners are learning
more academic skills and independence, and these skills increase in the first years
of elementary school. There are a host of other tasks, with parents and primary care-
givers bridging young children’s physical, cognitive, social, emotional, and educa-
tional development (see Berk & Meyers, 2016). Children with chronic illnesses can
face disruption of these milestones (e.g., Maurice-Stam et al., 2019). Parents, care-
givers, and family benefit from support and information sharing from the healthcare
team when a young child faces illness, to help them foster child development and
engage them in medical care of the child.

Support of the child and the family unit through improved family engagement is
a protective factor associated with resilient family functioning and supporting par-
ents (Knafl et al., 2017). Family engagement, involving family contributions to
patient care, is defined along a continuum, “...moving from passive (e.g., physical
presence at the bedside and receiving and having needs met) to more active activi-
ties (e.g., sharing and receiving information, inclusion in decision-making, and
making contributions to the care of the patient)” (McAndrew et al., 2022, p. 297).
Studies often have a variety of ages in the sample (Lappalainen et al., 2021; Mitchell
et al., 2020), and focusing on engagement for families of young children will
improve the knowledge base for this vulnerable group. Rolland (1984) emphasized
the collaborative, shared nature of family members’ influence on each other as the
child copes with illness. Consequently, their interactions are integral to child and
family adaptation and resilience when a child has a chronic illness. This chapter
highlights factors that support the engagement of parents and other family members
based on the notion that parent/family engagement will improve family members’
abilities to cope with the child’s illness, which, in turn, influences the child’s adapta-
tion and development as they cope with a chronic disease (Segers et al., 2019).

Consideration of the Family System and Needs
of the Young Child

Family systems theory has emphasized the interconnections among family mem-
bers, which echoes the mutual or shared relationship between child and family,
which may contribute to positive adjustment to illness and coping of both the child
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and family (Knafl et al., 2017). Healthcare providers need to consider the child,
parents, and other family members as intertwined, and provide recommendations
that will educate and involve parents or guardians in childcare and partner with
them to promote child development and well-being. Understanding and providing
recommendations to meet parent needs for support and information about medical
procedures also is important, because parent confidence and support will strengthen
the child’s coping. Walsh (2014) posited the essential nature of family relationships
and interactions, which promote resilience among children, engage parents and
family in care, and bolster a child’s emotional functioning, courage, and hope as
they cope with stresses and isolation related to dealing with a chronic illness. Balling
and McCubbin (2001), family systems theorists, underscored the role of communi-
cation among family members and other systems as critical to child and family
adjustment. Facilitating communication between the healthcare system and parents
or guardians, extended family members, and the child might enhance engagement
of the family in helping administer treatments and in supporting the child as he or
she copes with multiple medical appointments, invasive medical procedures, and
repeated hospitalizations.

Figure 5.1 presents, in broad-brush strokes, our team’s ideas of building blocks
for promoting parent and family engagement for families of young children with
chronic illness. We believe that education has the potential to improve health liter-
acy and health outcomes, thereby reducing morbidities and mortality for young
children. Shared decision-making and communication with the parents, family
members, and the child can build the resilience of and provide support to the family.
Affording healthcare professionals time to communicate and have team meetings to
consider engagement is one way to help them foster engagement skills. Having a
hospital climate (and policies) in support of engagement can support the family and
the healthcare team as they work to develop an alliance and offer coordinated care
for the child. The child, parent, and family can engage with the healthcare team and
share information to create wraparound care and a long-term relationship to provide
child development creating a medical home for the young child (Homer et al.,
2008). Hence, support of the healthcare team, the parents and family unit, and the
child and a focus on education, communication, and shared decision-making may
promote parent and family engagement. Their inclusion and care can, in turn,
encourage child well-being and child and family resilience.
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Engaging Families Through Information Sharing

Healthcare professionals promote parent and family member engagement and
health literacy when they discuss information about development and healthcare
with the parents, and, as needed, family members (Sanders et al., 2009). For exam-
ple, if the child is not thriving or their growth is faltering, parents and caregivers
may benefit from instruction on feeding practices, as well as instruction on ways to
foster adequate sleep (Craig et al., 2015; Tang et al., 2021). Alternately, if the home
is food insecure, social workers on staff at the hospital may need to help parents find
resources for formula, baby food, or healthy meals for a toddler or preschooler
(Tang et al., 2021). They may need to learn new ways to respond to stress, maintain
skin-to-skin contact with, and keep their young child safe — ensuring a secure attach-
ment bond between mother and child (Scher et al., 2009; van Der Voort et al., 2014,
Widstrom et al., 2019). Moreover, parents or caregivers may need instructions for
operating complex medical equipment or for administering complex treatments at
home or for adapting the home for the care of a child with special medical needs
(e.g., an infant with respiratory issues) or developmental disabilities (Powell et al.,
2019). If the child needs additional therapeutic support, parents may need referrals
for care coordination and help locating and accessing specialty services, such as
speech, physical, and occupational therapy (Kerber et al., 2007; McManus et al.,
2020). Assessment of pain for infants and toddlers should engage parents or care-
givers, to understand their perspectives, as part of a multicomponent assessment
that also involves behavioral observations (Franck et al., 2000). When involving
parents and caregivers in assessing pain, healthcare professionals create opportuni-
ties to share information about pain and child distress, such as signs of their child’s
pain (e.g., grimacing, flinching) as well as ways to assess level of pain, using a facial
recognition scale, for example (Franck et al., 2000). It also is important for clini-
cians to evaluate whether parents need counseling for grief related to their child’s
condition (e.g., coping with the loss of ideal development for their child; Craig
et al., 2015).

Recommendations for Promoting Engagement
and Child Functioning

After reviewing the literature on critical care for adults with illnesses (some studies
included pregnant women as participants), Mackintosh et al. (2020) proposed rec-
ommendations that are appropriate for fostering parent and family engagement
when a young child faces a critical illness. Mackintosh et al. (2020) recommended
the following approaches, which center on education and coaching so families can
secure care for a loved one:

helping patients and their families to notice changes in a patient’s condition and tell health-
care staff about them; (2) empowering patients and families to feel confident about arranging
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for urgent or emergency care; (3) healthcare staff giving patients and families a chance to
talk about their concerns, and actively listening to them during an emergency consultation;
and (4) training healthcare staff to respond appropriately when patients and their families
raise concerns about a patient’s condition. (p. 3)

If parents/family members are engaged in care, they may become advocates for a
patient, having opportunities to interact with staff, share information, and learn
about medical care for their loved one. Healthcare staff need opportunities for train-
ing to learn this “listening” and “empowering” mode of care, and the staff may need
support as they remain open to giving this type of support to families. Mackintosh
et al. (2020) reported that seven of the nine studies they reviewed involved direct
instruction to families, while two included staff instruction and support. Engaging
families and allowing for shared decision-making take time, expertise, and patience.
Ensuring time for team meetings to discuss ideas for family engagement will allow
the medical team to plan how to involve parents, and when appropriate young chil-
dren. Trainings about ways to promote engagement may be another avenue for sup-
porting staff so that they are knowledgeable about ways to engage parents and
family members in supporting the medical care and health needs of young children.
Mackintosh et al. (2020) stated that more research is needed to determine the effec-
tiveness of interventions, especially what works for whom, in terms of type of ill-
ness for the child and family characteristics.

Interventions in Neonatal Intensive Care Units (NICUs)
and Critical-Care Units

McAndrew et al. (2022) reviewed interventions to improve family engagement for
NICUs and critical-care units for children. Theory and practice of facilitating family
learning about medical care, fostering child development, and supporting family
voice and engagement in the patient’s medical care often guided studies and the
development of interventions. For studies conducted in NICUs and hospital-based
interventions for young children, a focus on educating parents about care and tech-
niques for helping the child cope (e.g., regulate emotions, understand medical
course of treatment) was common. Nurses were typically the chief facilitators of
engagement and sharing information about developmentally appropriate healthcare
practices to parents/family. The NICU interventions also taught parents how to
facilitate sensory and neural development of the infant (McAndrew et al., 2022).
Sharing information about or encouraging parents to build infant skills and com-
municate with staff was positive and could engage and promote the resilience of
parents. Behavior-change strategies for parents (e.g., how to care for their child)
were presented through role-modeling, and many programs supplied informational
pamphlets for parent education. McAndrew et al. (2022) mentioned that interven-
tions decreased parent stress and improved interactions with children and could
decrease hospital stays. They cautioned that some of the interventions they reviewed
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were new, there was variability in outcomes across studies, interventions involved
multiple components, specifics on the delivery of interventions were not clear, and
the quality of studies was from moderate to low, and thus further research is needed
to more fully understand interventions to facilitate engagement.

McAndrew et al. (2022) reported that several of the studies they reviewed exam-
ined parental stress as an outcome variable, with mixed results, as sometimes stress
levels did not improve over the course of the intervention. Parent emotional func-
tioning and family member/staff satisfaction were other outcomes assessed. Some
interventions positively impacted emotional functioning, reducing anxiety and
depression for parents by reducing stress. More research will improve understand-
ing of which interventions work better for parents and why this is the case. However,
both healthcare staff and family members (namely parents) were satisfied with the
interventions, although McAndrew et al. (2022) did recommend that simply assess-
ing satisfaction may not fully capture the impact of interventions to improve engage-
ment. There were not significant changes in physiologic outcomes (e.g., heart rate)
for infants, although those families participating in interventions typically had
shortened lengths of stay. McAndrew et al. (2022) concluded that results indicated
positive outcomes for children and parents; it is important to interpret findings with
caution, as several studies were quasi-experimental and only one study was of high
quality.

Segers et al. (2019) reviewed parent perceptions of family-centered care inter-
ventions and length of stay on pediatric and neonatal and intensive care units. These
researchers provided the following definition, “Family centered care emphasizes the
importance of a family as a fundamental source of support and it considers involve-
ment of family members in all aspects of the patient’s health care” (Segers et al.,
2019, p. 63). They found most parents reported satisfaction with interventions.
However, they noted satisfaction is difficult to define, making measurement of this
variable challenging. Importantly, Segers et al. (2019) reported that some studies
they reviewed found reduced hospital stays for children. We recommend continued
assessment of hospital stays and health outcomes for the child. Qualitative methods,
such as in-depth interviews, may be useful in evaluating the impact of family-
centered care on parent and family perceptions of care, emotional functioning, sat-
isfaction, and perceptions of support of the child and family unit.

Approaches to Improve Engagement

Literature reveals approaches that have been successful for improving parent and
family engagement. Education is key, either in-person or using informational pam-
phlets or websites (online support groups) as tools to enhance discussion, to share
and talk about medical information with parents or family members (Gurung et al.,
2020). Involving parents in sharing what they know and need to know may engage
them in the educational process and allow them to ask questions to increase their
knowledge about their child’s healthcare, allowing them to gain information that
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will help them in their decision-making regarding their child’s medical care.
Encouraging communication between the medical team and parents/family also
could connect parents and family members and facilitate their engagement as team
members (Gurung et al., 2020). Knudsen et al. (2021) recommend that health pro-
fessionals provide tools for parents (e.g., activities to assist them in caring for their
child or building their child’s skills/fostering development), to help them care for
their child. For example, for premature infants and other infants who have been in
the NICU, these tools could include recommendations for child-rearing to optimize
child physical, neural, sensory social, and emotional development.

Knafl et al. (2017) conducted a review of 70 family interventions that used a
range of approaches to engage the family. Many interventions provided education
and involved family members (typically the parent and child) in disease manage-
ment or presented education about the child’s chronic illness (55 of the interven-
tions). Fifteen of the interventions addressed improving family relationships,
through a variety of interventions designed to improve family functioning, improve
communication, or reduce family conflict. Their findings indicated that engaging
the family in disease management improved family engagement as well as child
functioning. Knafl et al. (2017) found that other interventions aimed to improve
family interaction patterns, and these interventions also could improve both family
and child coping. Most interventions were disease-specific (addressing coping with
one type of illness, n = 61), while seven of the interventions involved assisting fami-
lies of children with different medical conditions. Interestingly, parents helped to
define and determine interventions (e.g., deciding on what problems to address or
what skills they wanted to learn) in eight of the interventions. Knafl et al. (2017)
noted that to move the field forward, considering the family system or context in
design of interventions as well as including parents in the design of interventions
would be important. It was surprising that several of the interventions Knafl et al.
(2017) reviewed were for parents only or worked with children and parents sepa-
rately. However, if the influence of the child and parent/family members is mutual
or shared, then interventions that address child and parent or family members’ needs
will be important to improving functioning for the family as a unit.

Roles of Healthcare Providers

Healthcare Team

The team needs to be committed to family engagement and support, and key drivers
of engagement may be the behaviors and “stance” of the healthcare team. Misak
et al. (2021), authors who have lived experiences coping with critical care of family
members, proposed that ideas from critical-care medicine, primarily caring and
compassion, are key components for family engagement. Care and compassion can
connect the child, parent, and family, especially during “switches” between doctors
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and medical teams as a child moves in and out of the hospital and goes through dif-
ferent medical experiences. Connecting medical providers (i.e., multiple providers)
to each other can promote communication and more “seamless” care, with teams
knowing the recommendations of other teams, which can further promote a feeling
of connection for the family. Perhaps having a team lead to facilitate communica-
tion about multiple health issues could ease communication burdens for parents
(Misak et al., 2021). Ensuring that healthcare professionals and teams have oppor-
tunities to discuss ways to promote family engagement may optimize chances for
promoting family engagement during healthcare appointments and interactions dur-
ing medical crises.

Pediatricians

Understanding pediatrician’s’ beliefs about a young child’s abilities and social/
emotional functioning at different ages (e.g., infancy, toddlerhood, preschool, and
early elementary years) will assist research teams and healthcare professionals in
designing interventions that consider pediatricians’ knowledge about child develop-
ment (Gabe et al., 2004). It may be that pediatricians need education about social
and emotional functioning of young children, so they can help parents understand
the importance of improving their connection with their child. They also may need
training on communication about sensitive medical issues, such as explaining child
discomfort and talking about diagnoses, to improve parent/family engagement
(Balling & McCubbin, 2001). Similarly, it may be helpful for pediatricians to think
about “readiness” of the parents/family to engage in shared decision-making and
take on responsibilities for their child’s medical care, and then understand how their
readiness might be related to their level of engagement with the doctors and medical
team. Medical recommendations and action steps for care that are “user-friendly”
and at a level consistent with parent health literacy, cultural and family perspectives
and values, knowledge, and readiness to help with care may engage parents and help
them understand medical protocols to care for their child (Gurung et al., 2020).

Communication, Decision-Making, and Family-Centered Care

Communication

Establishing effective communication between healthcare professionals, parents,
and children may lead to improved health literacy of the child and parents and con-
sequently improved family engagement. On the other hand, poor communication
has been associated with lower satisfaction with care, lower levels of adherence to
recommendations, and poor health (Porr et al., 2006; Zarcadoolas et al., 2006). Low
health literacy can negatively influence patient-provider communication and
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adherence to recommendations and engagement with the medical team (Bernhardt
& Cameron, 2003). A parent with low health literacy may have difficulty communi-
cating the child’s problem to the doctor and may not be able to understand questions
about the child’s health history. If the doctor decides to prescribe medication or a
treatment regimen, a parent with low health literacy may not understand how to fol-
low through with recommendations, give medications, and contact the pediatrician
if the child’s health worsens.

Developing communication programs to share information with patients about
the importance of communicating with the doctor about illness, and if they misun-
derstand treatment recommendations, can foster health literacy (Bernhardt &
Cameron, 2003). Health professionals should develop communication programs for
parents and family members. When the medical team respects parent expertise and
knowledge of their child, they may build a relationship with parents that can foster
communication. Communication between the doctor/healthcare professionals, par-
ent, and child is related to mother and child satisfaction with the visit and trust in the
doctor, memory of recommendations, self-efficacy for adhering to recommenda-
tions, follow-through with recommendations, and recovery to good health for the
child (Nutbeam, 2000; Porr et al., 2006). Gurung et al. (2020) also reported that
various forms of communication increased family engagement. Results of their
review suggested that advisory groups for parents and children, and online com-
munication, such as patient portals (with critical information for healthcare) and
online support groups, could engage parents, and other families, in healthcare of
child patients.

Family as Decision-Makers

Throughout these changes and the course of the illness, engaging the parents or
primary caregiver(s), child, and, as appropriate, the family in decision-making can
promote family-centered decision-making and communication, fostering engage-
ment (Segers et al., 2019). Segers et al. (2019) defined family-centered healthcare
as care that views family support and engagement as fundamental to healthcare.
Additionally, education about options, medical care, and health issues may enhance
the child, parent, and family’s ability to help “care” for the child and promote better
quality of life for the child and further enhance family engagement. Promoting par-
ent knowledge and encouraging their abilities to communicate and make decisions
will increase their engagement (Balling & McCubbin, 2001).

Family-Centered Care

One aspect of family-centered care is shared decision-making, where the family
and, if possible, the patient share in medical decisions. Critical elements of shared
decision-making include common goals for doctors and families (e.g., the patient as
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well), an absence of a hierarchy in decision-making for the doctor and family to
make decisions together, and mutual respect between doctors and parents/children
(Coulter, 2002). Describing health issues and effective communication are impor-
tant to assist parents and children in understanding medical issues (Gabe et al.,
2004). This shift can be more challenging in complex, emergent, and serious medi-
cal situations. Hence, there must be a readiness on the part of the parents and child
to be involved and “take on” decision-making. Health professionals need to have the
ability to determine the “readiness” and “willingness” of the parents, family mem-
bers (if applicable), and child to engage in shared decision-making (Gabe et al.,
2004). Parents may want an alliance with health professionals to gain and share
knowledge about the care of their child, and it is critical for professionals to work to
explain complex health information so that family members can understand medical
terms and steps in medical procedures and interventions (Balling & McCubbin,
2001; Nutbeam, 2000).

Health professionals who “partner” with family members can facilitate engage-
ment and shared decision-making (Charles & DeMaio, 1993; Gabe et al., 2004).
Misak et al. (2021) discussed shared decision-making in intensive care units (ICUs),
where family care and input can be fundamental to care (Segers et al., 2019). Shared
decision-making in the ICU is on a continuum, typically occurring with differing
levels of family leadership and engagement, and we believe the notion of levels and
meeting the parent and family members at the right level is important for engaging
families of young children with chronic illnesses. Understanding that the illness,
and its waxing and waning course, is a series of traumatic experiences for the family
and patient also will help professionals connect with patients and families. Family
engagement and education about medical concerns may enhance their ability to
engage in conversations about their child’s health and well-being, which, in turn,
may result in plans that improve quality of life for the child or patient (Misak
et al., 2021).

Impact of Trauma

Children and parents facing critical care related to the child’s chronic illness may
experience medical trauma. Medical trauma is threatening in terms of an injury or a
physical or psychological trauma experience and is related to the child’s medical
condition or experiences related to the child’s medical condition (see De Young
et al., 2021). Parents, the child, and potentially siblings and other family members
(e.g., grandparents) may benefit from participating in therapy with a pediatric psy-
chologist or counselor and receiving guidance from health professionals with exper-
tise in trauma-informed care. In addition to trauma, repeated medical treatments can
result in emotional issues for the child. Balling and McCubbin (2001) recommended
that health professionals be sensitive to the potential negative impact of repeated
hospitalizations on the child, which could result in feelings of depression. Keeping
in mind the trauma of multiple emergent care visits and hospitalizations for the
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child and family will help health professionals provide nurturing and understand-
ing, maximizing family engagement in care and inclusion in the care process for
their child, which can be cornerstones of engagement. Misak et al. (2021) recom-
mended a trauma-informed perspective for healthcare providers, which would
facilitate “...ensuring safety, establishing trustworthiness, maximizing choice,
maximizing collaboration, and prioritizing empowerment” (p. 1397). When health
providers can address trauma, ensure a feeling of safety and trust for patients, and
develop a stepped model of care (with levels of early intervention to support fami-
lies to crisis care) that provides the level of care necessary given child medical needs
and family values and needs, they may maximize the potential to engage parents
and children in care (De Young et al., 2021). Parents of young children with chronic
illness may also be facing anxiety and depression, and potential health problems
related to stress, related to their child’s trauma (Cohn et al., 2020), and healthcare
providers should consider their mental health needs when presenting them with
information. Moreover, referral may be necessary, if mental health concerns are
limiting parent/family member abilities to be engaged in their child’s disease man-
agement or limiting their abilities to engage in shared decision-making.

Need for More Evidence-Based Approaches

Tailoring approaches to family culture, beliefs, preferences, and needs is an “art”
involving care and attention to family “engagement style” and will help healthcare
team members to connect with the child, parents, and family members (Misak et al.,
2021). To facilitate connection, we recommend an orientation of “putting the family
“first’” and encourage healthcare professionals to recognize that “...the family is the
constant in the child’s life, whereas the service systems and personnel within those
systems fluctuate” (Johnson et al., 1992, p. 3). Thus, there remains a continued need
for research on engaging parents and family members to promote child and family
functioning. This research also needs to focus on understanding ways to engage
families facing health disparities. This type of research will generate interventions
that can be disseminated in a variety of settings with children of different ages, who
have different chronic illnesses, and with families facing health disparities — which
is imperative in promoting social justice.

Critical Issues Related to Social Justice and Health Disparities

Successful parent and family engagement may vary across cultures. We recommend
a strengths-based approach to engaging parents and family members. McLendon
(2013) mentioned that learning their service provision needs and preferences and
considering them as experts on their and their child’s lives can provide a starting
point for assessment. We recommend asking about and then incorporating family
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strengths in engagement plans for the family. It also is important to address and try
to overcome language and cultural barriers, which may impede understanding of
valuable information about the child and family (Isaac et al., 2020; Lambert et al.,
2021; Linton et al., 2019). Although their focus was on adults, Lambert et al. (2021)
presented points for consideration for working with families from a culture different
than that of the provider/health professional. They recommended considering mul-
tiple factors, including health perceptions and beliefs, awareness of the course and
nature of the illness, awareness of the “acute” nature of the illness, and the parent/
family members’ and child’s ability to express wants and needs. Notably, Lambert
et al. (2021) also mentioned that for pamphlets, those parents from different coun-
tries may be trying to find words in dictionaries. They may have difficulty under-
standing terms and information in pamphlets. Consequently, it is important to
consider the language in pamphlets and the health literacy levels of parents/family
members when presenting them with written information. Talking over written
information with families from a different culture while understanding their views
about healthcare can assist the healthcare provider in engaging parents and family
and improve optimization of the healthcare plan for the child.

Approaches for Engaging Parents and Family Members

We recommend the following steps for guiding professionals in connecting to par-
ents of children with chronic illnesses: (1) learn, discuss, and respect parent/family
health beliefs, (2) reflect on parent/family perceptions of the child’s illness and the
stage of the illness, (3) find out about and address cultural needs of different family
members, (4) understand and work through language barriers, and (5) develop an
engagement plan that is flexible to meet changing needs of the family. Having “cul-
tural humility” in understanding that all cultural mores and norms are valuable is an
essential tool for engagement (Isaac et al., 2020; Linton et al., 2019). In terms of
illness stage, it is important to consider the “acuteness” of the medical condition and
parent/family emotional reaction to this when communicating, as well as how the
parent/family culture might influence reactions of parents and family members.
Parent engagement needs differ when a child is extremely ill in the hospital versus
when parents attend the clinic for routine care. Hence, the nature of the illness and
“stage” is vital to consider for all families, including those facing cultural barriers.
Additionally, when providing written material, it may be best to review the material
with parents/family members and ensure they understand the material and are inter-
preting complex medical information and recommendations for care correctly.
Healthcare teams at children’s hospitals can use interpreters, which can significantly
help parents and family with “understanding” medical knowledge.

Considerations for engaging parents include developing strategies to overcome
language barriers and offering support to parents, including gaining permission for
other family members to come to medical appointments. The engagement plan
should be flexible to consider culture and parent health perceptions and knowledge
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of the illness. Health professionals should be knowledgeable about different dis-
eases and how they impact the child (Isaac et al., 2020; Linton et al., 2019).
Knowledge of the illness and its course/severity can help the professional connect
to parents and family. For instance, engagement may be different for a child with
cancer facing a bone marrow transplant versus a child with asthma. And the phase
of illness is important too — engagement approaches may be more critical at diagno-
sis and the first year after diagnosis compared to later in the course of the illness,
when the parent and family have established a secure relationship with the medical
team. A “stance” of caring and connection, as well as cultural competence and
humility, will help with engagement plans at all phases, and checking in to see how
the team’s or professional’s engagement plan is proceeding can keep engagement as
a critical healthcare goal (Linton et al., 2019). Our case study, below, presents the
case of a young preschool-age boy facing a bone marrow transplant and discusses
connecting the child’s mother to a therapist to help her as she navigates the com-
plexities of her child’s chronic illness.

Case Study

Denny is a 3-year-old boy with acute lymphoblastic leukemia (ALL). He has battled
his cancer for 2 years and received chemotherapy. Currently, he needs a bone mar-
row transplant. Although brave and involved in his care throughout the rounds of
chemotherapy, his mother is hesitant and worried about his bone marrow transplant.
She has been avoiding scheduling the hospital stay and talking about her fears and
beliefs with Denny’s pediatric oncologist. The nurses, with whom she usually easily
converses, have noted her hesitancy to speak and her withdrawn nature.

The team decides to consult with the pediatric psychologist to discuss ideas for
communicating with Denny’s mother to both promote her health literacy, let her
know about the procedure, and to find ways to allow her to express her feelings. The
pediatric psychologist recommended having a fact-finding meeting between the
oncologist and Denny’s mother in a more neutral setting than the clinic. They sug-
gest the family room, near the playroom, where Denny and his mother spent time
playing during his chemotherapy treatment. The oncologist, nurse, and pediatric
psychologist discuss asking Denny’s mother her opinion and asking her to direct the
session to improve her engagement.

At the meeting, the oncologist offers to answer questions and lets Denny’s
mother know that she is eager to hear her perspectives. In addition, the oncologist
says she hopes she can share any “research knowledge” to help Denny’s mother
consider medical information related to treatments to help Denny. Denny’s mother
immediately discusses her worries associated with a potential bone marrow trans-
plant. She is concerned about infection and that the treatment will not be successful.
The oncologist listens first and then offers information. She offers Denny’s mother
the opportunity to “room in” and stay in the hospital room with Denny before and
after the procedure. The oncologist adds that she can stay at the nearby Ronald
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McDonald House during Denny’s hospital stay. The oncologist explains that the
Ronald McDonald House is a place for parents of children to stay that is nearby the
hospital (Rubin & Franck, 2017). There is a minimal fee or no charge to stay there.
Also, Denny’s mother will be staying with other parents of children with illnesses,
in a supportive environment. Family members, such as Denny’s sibling, can stay at
the Ronald McDonald House as well. After recovery Denny and his mother could
remain at the Ronald McDonald House until he is able to return home. Denny’s
mother was enthusiastic about staying at the Ronald McDonald house, provided her
extended family or another caregiver take care of his older brother and ensure he
attends school and some extracurricular activities. Next, the oncologist honestly
discussed the pros and cons of the procedure and explains why this type of proce-
dure may be a necessary treatment.

After a few moments, Denny’s mother cries. She worries that she and Denny “we
can’t do through one more thing.” The oncologist replies that “I know you have been
through so much; I know that so much courage has been needed for you both to keep
going through the chemotherapy.” Denny’s mother mentions that Denny is a
“fighter,” and his “hope” bolsters her courage. However, she expresses grief over the
loss of her son’s normal childhood, stating, “He’s so young and has been through so
much.” The doctor recommends a referral to a pediatric psychologist for counseling.
The oncologist explains that a pediatric psychologist is a psychologist with experi-
ence with children with chronic illness, child development, child therapy, and fam-
ily therapy, and with working in medical settings, who can help her discuss her
concerns (Perricone, 2021). Denny’s mother agrees to try an appointment with the
pediatric psychologist. Although the oncologist mentioned that the pediatric psy-
chologist can work with Denny to prepare him for his medical procedures, his
mother decided that she did not want this option at this time.

During therapy, Denny’s mother had opportunities to express her emotions and
discuss her need for learning from, “Someone who has been through this.” Next, the
psychologist referred her to a support group. This group was comprised of parents
of children with cancer. After attending three counseling sessions and monthly sup-
port group meetings for about 6 months, Denny’s mother felt she had increased
emotional support and reduced stress. Another meeting with oncology nurses, rec-
ommended by another parent in her support group, resulted in her learning useful
methods for increasing Denny’s calorie intake (e.g., using supplements and a high-
protein diet) and helping him get adequate sleep. She was very relieved that she
could stay at a local Ronald McDonald House when Denny was in the hospital after
his procedure, so she could be close to him. She found a caregiver to stay with
Denny’s older brother — another referral from a mentor at her support group. His
older sibling could also visit and stay with her at the Ronald McDonald House, so
that she could remain close to the older child. Denny’s mother reported that she
could feel her fighting spirit return, so that she could, in turn, foster Denny’s
resilience.

There are positive steps to facilitate engagement in this case. The medical team
took time to discuss this case and think about the perspectives of the mother and
child and how to involve them in the healthcare process. The oncologist worked to
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enhance the mother’s health literacy and communicate with her. The doctor allowed
her to express feelings and past experiences, which was a positive experience for
Denny’s mother. The doctor met Denny’s mother in the playroom, minimizing the
power differential between them. The oncologist was open to hearing Denny’s
mother and learning about his emotions and empathizing with their perspectives,
while trying to improve health literacy, so she had the knowledge she needed to
understand the procedure. The oncologist respected Denny’s mother’s expertise and
requests (e.g., rooming in with Denny). Moreover, the doctor did not rush decision-
making and encouraged Denny’s mother to collaborate with a pediatric psycholo-
gist who in turn referred her to other parents with children with cancer. Denny’s
mother had time to reflect on her feelings, cope with distress over the loss of nor-
malcy for her son, and learn of options for being close to him and caring for her
other child, so she could feel more comfortable because she would be there to sup-
port Denny during his hospitalization, and that her older child would be supported.
His mother did decide to move forward with the bone marrow transplant. During
ongoing conversations throughout the process of care, the oncologist, the medical
team, and the pediatric psychologist worked to understand family culture and both
Denny and his mother’s perspectives, and then shared information and engaged
them in the decision-making process and recovery care after his bone marrow trans-
plant. This fostered engagement in care, contributing positively to Denny’s recovery
after the transplant.

Limitations of Current Knowledge

Studies often present multicomponent intervention packages or recommended mul-
ticomponent techniques to improve child or family functioning, and this makes it
difficult to determine what techniques were related to or drove change processes.
Our conclusions after reviewing research for children are consistent with those of a
recent Cochrane review for critical care and family engagement with adult patients —
high-quality clinical trials will determine how interventions impact family engage-
ment. Although there is information related to the importance of family engagement
and the importance of family involvement, more rigorous research will determine
the effectiveness of interventions designed to improve family engagement
(McAndrew et al., 2022). Gilliss et al. (2019) offered recommendations for improv-
ing research on family engagement for adults with chronic illnesses, and their rec-
ommendations extend to research for children and their families. Specifically,
Gilliss et al. (2019) recommended that researchers need to gain more knowledge
about which interventions work for specific diseases, as well as improve knowledge
of which types of interventions work for different family members. When consider-
ing engagement, it also is important to consider the child’s age and developmental
stage to understand information about physical, cognitive, social, and emotional
development to share with parents and caregivers.
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Furthermore, Gilliss et al. (2019) recommended that researchers better explain
family and patient change processes that will foster family and child resilience and
child development and carefully select outcomes for assessment related to positive
change processes. Also, studies have included a broad age range of children in the
sample (e.g., Balling & McCubbin, 2001), and therefore enhanced study of parent
engagement for young children (e.g., ages birth through 5) may yield information to
inform interventions. Studies have often centered on family-level interventions.
Policy studies — that investigate hospital and healthcare center policy and prac-
tice are needed. The impact of this orientation on family engagement may, in turn,
present added information about how systems-level change is related to family
engagement when a child has a chronic illness (Gurung et al., 2020).

Future Directions

We propose that, in addition to assessing how engagement impacts mortality and
health morbidities, researchers should examine relations among parent and family
engagement and quality of life, mental health, and social-emotional functioning for
children with chronic illnesses and their family members. Qualitative methods may
produce information about the perceptions of parents and the family to guide inter-
vention development. Segers et al. (2019) called for qualitative studies to under-
stand perceptions of care and family needs as well as randomized controlled trials
to discover “gaps” in family-centered care and variables that improve family
engagement and outcomes for children. Decision-making tools may enhance com-
munication between the medical team and parents (Clarke-Pounder et al., 2015).
Specifically, parents may benefit from decision-making tools to inform them about
medical developments and information for their children and ideas for promoting
healthcare and outcomes for their children (Clarke-Pounder et al., 2015).

McAndrew et al. (2022) recommended that researchers examine data on the
safety and efficiency of engaging family (such as parents) in care. Gurung et al.
(2020) noted that most studies focused on hospital settings and suggested that
researchers turn their lens to understanding family engagement in primary care and
community healthcare settings. This would provide information on whether the
same or different variables facilitated engagement across settings. Furthermore,
enhanced training on parent and family member engagement may improve health
professionals’ abilities to connect with and engage parents and families in the
child’s care (Isaac et al., 2020). We had mentioned a need for policy and the study
of policy as a direction for the future. Charles and DeMaio (1993) suggested a con-
ceptualization shift to accomplish this, which included having healthcare providers
be “accountable” to the communities they serve. Accountability or caring for the
family’s view and perspective may also ensure that healthcare professionals remain
oriented toward family engagement and shared decision-making to enhance health
outcomes and quality of life for young children with chronic illnesses.
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Chapter 6
Trauma-Informed Family Engagement

in Mental Health Interventions for Young
Children and Their Families

Jessica Dym Bartlett

Although the world is full of suffering, it is also full of the overcoming of it. (Helen Keller)

No child is too young to experience trauma. An extensive and growing body of
research has shown that infants and young children are exquisitely attuned to their
relationships and environments. They are also more susceptible to the deleterious
effects of trauma compared to older children, adolescents, and adults (National
Scientific Council on the Developing Child [NSCDC], 2004). While pervasive soci-
etal myths suggest infants do not perceive or suffer from trauma exposure, young
children can and do develop a wide range of social, emotional, and behavioral chal-
lenges and disorders in reaction to serious and prolonged adversity. Conservative
estimates suggest that 1 in 6 children between the ages of two and eight have at least
one diagnosed mental, behavioral, or developmental disorder (Centers for Disease
Control and Prevention [CDC], 2019; Cree et al., 2018).

Trauma that occurs the first years of life is especially detrimental to infants and
young children, as early childhood is a sensitive period of development during
which children’s experiences—both positive and negative—help shape young chil-
dren’s rapidly developing brain, setting the stage for health and development over
the life course (Bick & Nelson, 2016). Infants as young as 3 months of age have
been observed to exhibit symptoms of post-traumatic stress disorder (PTSD; Cordén
et al., 2004). Moreover, a considerable proportion of infants and young children
experience more than one form of adversity; over one third experience two or
more types of adversity before entering kindergarten (Scheeringa et al., 2011).
Overall, young children are disproportionately exposed to trauma. For example,
child abuse and neglect occur most often among infants and toddlers. In 2021, chil-
dren under age two made up 28 percent of all abused and neglected children in the
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USA, and infants under 1 year of age comprised over three quarters of maltreatment-
related deaths (U.S. Department of Health & Human Services [USDHHS], 2023).

Fortunately, therapeutic treatment for infant and early childhood trauma has
evolved substantially in recent years, and rigorous evaluation has yielded evidence
of their effectiveness across diverse groups of families and service settings (for
review, see VanDerBeek et al., 2018). The success of treatment, however, is largely
predicated on the capacity of infant and early childhood mental health (IECMH)
providers and organizations to engage families. As Lieberman and Van Horn (2008)
assert, “parents constitute the primary agents of the young child’s emotional well-
being” (p. 5). Thus, relationships within the family, especially attachment relation-
ships (i.e., with parents and other primary caregivers), play a prominent role in the
treatment of IECMH disorders. Engaging families in treatment, however, can be a
challenging endeavor. An estimated 80 percent of children in need of mental health
services never receive them, and families who begin treatment have a dropout rate
of 47 percent (Kataoka et al., 2002; Barrett et al., 2008).

This chapter describes trauma-informed family engagement (TFE) in mental
health (i.e., social and emotional development) treatment for infants, young chil-
dren, and their families. This chapter begins by defining trauma and describing
trauma and its effects, noting important distinctions among related concepts and
terms (e.g., adversity, adverse childhood experiences [ACEs], early childhood
trauma, complex trauma, intergenerational trauma, historical trauma) and describ-
ing a trauma-informed approach. A review of evidence-based and promising infant
and early childhood mental health trauma treatments follows, accompanied by a
discussion of the key components of trauma-informed family engagement in treat-
ment (TFE) with a proposed set of indicators for assessing organizational and pro-
vider progress toward TFE. This chapter concludes with a discussion of limitations
to current knowledge, such as the dearth of research with historically marginalized
groups of families and related implications for future research, policy, and practice.

Early Childhood Trauma

When parent-child bonds are strong, young children feel a sense of safety, love, and
predictability that they need to explore and learn from their environments, them-
selves, and their relationships. Infants and young children are also more likely to
recover and return to their typical functioning after experiencing trauma with sensi-
tive and responsive care from the adults in their lives (Lieberman & Van Horn,
2008). Conversely, when parents are unable to buffer children from the damaging
effects of trauma, or when they are the source of trauma, chronic overactivation of
young children’s stress response system, can become toxic (i.e., toxic stress), com-
promising brain development and increasing their vulnerability to mental and phys-
ical health disorders (National Scientific Council on the Developing Child, 2014).
Parents may be unable to protect their children for many reasons, whether due to
their own trauma history (e.g., childhood abuse and neglect), the presence of
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environmental stressors (e.g., poverty, community violence, discrimination), and/or
trauma that affects both parent and child (e.g., the loss of a loved one or a serious
motor vehicle accident). In other instances, parents are the source of early trauma
(e.g., abuse and neglect, parental substance misuse and mental health disorders,
intimate partner violence). Such early exposure to multiple adversities over
time beginning early in life, often referred to as complex trauma, has the most harm-
ful impacts on infants’ and young children’s brain development, self-concept, and
the formation of healthy relationships with peers and adults (National Child
Traumatic Stress Network [NCTSNa, b], n.d.).

Trauma has been defined in many ways, but the conceptualization of individual
traumadeveloped by the Substance Abuse and Mental Health Services Administration
(SAMHSA, 2014) has been used most widely:

Individual trauma results from an event, series of events, or set of circumstances that is
experienced by an individual as physically or emotionally harmful or life threatening and
that has lasting adverse effects on the individual’s functioning and mental, physical, social,
emotional, or spiritual well-being. (p. 7)

There are several aspects of this definition that are important to note regarding the
identification and treatment of early childhood trauma. First, determinations about
whether or not trauma has occurred depend on the young child’s subjective experi-
ence. Second, there is no distinction between the threat of harm and actual harm—
both can cause trauma. Third, early childhood trauma can be a physical experience,
emotional experience, or a combination of the two, with symptoms typically taking
the form of changes in behavior — the primary form of expression for young chil-
dren. Simply stated, early childhood trauma occurs when infants or young children
perceive adverse events or conditions as a threat to their emotional and/or physical
well-being (Bartlett et al., 2017; NCTSNb, n.d.). Common types of early adversity
associated with early childhood trauma in infants and young children include child
abuse and neglect, separation from a caregiver, exposure to intimate partner vio-
lence, unintentional injuries, painful medical procedures, and parental anxiety,
depression, and substance misuse. Young children have higher rates of exposure to
these and other forms of trauma compared to older children and youth (Enlow et al.,
2013; USDHHS, 2023).

Impact of Trauma on Infants and Young Children

An extensive body of research across multiple fields of practice, including IECMH
(IECMH), early relational health (ERH), maternal-child health (MCH), social-
emotional learning (SEL), child development, psychology, social work, and neuro-
science, among others, has demonstrated a strong link between early childhood
trauma and the development of serious mental health and developmental prob-
lems that can persist through adulthood. Common mental health disorders during
infancy and early childhood include post-traumatic stress disorder (PTSD), chal-
lenging behaviors, difficulties forming healthy relationships, depression, anxiety,
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attention deficit hyperactivity disorder (ADHD), poor academic achievement and
work performance, substance misuse, and physical illness (Woolgar et al., 2022).
And yet, almost half of parents believe that infants under 1 year of age are not
impacted by adversity and that the quality of care parents provide does not have a
long-term impact on infants prior to 6 months of age (Zero to Three, 2016).

The science is clear that infants and young children experience more unfavorable
outcomes from trauma than older children and adults, including alterations to brain
structure and functioning that compromise the stress response system and reduce
children’s ability to manage future stress (National Scientific Council on the
Developing Child, 2014). Practitioners and researchers have consistently docu-
mented that infants and young children are at particularly high risk for developing
mental health disorders following trauma. For example, a recent meta-analysis on
post-traumatic stress disorder (PTSD) among young children found the prevalence
of PTSD among preschoolers exposed to adversity was approximately 21.5 percent
(Woolgar et al., 2022). Unfortunately, traumatized young children may remain in a
state of hypervigilance and emotional reactivity that can impede the development of
foundational skills, such as the ability to form healthy relationships, control one’s
impulses, and learn (National Scientific Council on the Developing Child, 2014).

Importantly, every child reacts to trauma in their own way, and the nature of a
child’s trauma reaction is highly dependent on (a) their age and developmental
stage, (b) the severity and chronicity of the traumatic event or circumstances,
(c) prior trauma exposure, (d) the impact of the trauma on parents and family, if
parents are a source of trauma (e.g., child abuse and neglect, mental health prob-
lems, substance misuse), and (e) the extent to which parents and other significant
people in children’s life protect them psychologically and physically. Moreover, not
all children are traumatized in the presence of adversity (NCTSNb, n.d.). The dis-
tinction between adversity and trauma is important here because conflating these
terms implies that adversity inevitably traumatizes children. For example, the “ACE
score” developed by Felitti and colleagues (1998) in their seminal study on adverse
childhood experiences (ACEs) simply counts the number of adversities, without
accounting for whether or not the child was traumatized or the severity of the expo-
sure. Moreover, the ACEs score represents the total number of adversities a child
experiences in the home environment but does not account for child functioning or
the role of social determinants of health (e.g., discrimination, poverty, natural disas-
ters, school shootings) that disproportionality affect historically marginalized fami-
lies due to historical and structural racism and discrimination. Clearly stated, these
terms should not be used interchangeably (Murphey & Bartlett, 2019). See Table 6.1
for definition of key concepts.

Children also have an innate capacity for resilience in the face of trauma and
adversity (Masten, 2001; Luthar et al., 2000). As Masten explains, resilience is
“ordinary magic” that “usually arises from the normative functions of human
adaptational systems” and “offers a more positive outlook on human development
and adaptation” (p. 227). This is evidenced by a large body of literature showing
that most children return to their typical levels of functioning after a traumatic
experience, as long as they have needed supports, including treatment
(SAMHSA, 2014).
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Table 6.1 Definition of trauma and related concepts

Term Definition

Adverse childhood A subset of childhood adversities occurring in the child’s home that
experiences (ACEs) were assessed in the ACE study (Felitti et al., 1998) but which are
intended for population-level measurement and not for individual
screening (Anda et al., 2022, p. 294)

Childhood adversity | Any circumstance or event with the potential to cause trauma and to
interfere with a child’s physical or mental health and development
(SAMHSA, 2014, p. 8)

Complex trauma Trauma that results from exposure to multiple adversities that begin
early in life and typically involve disturbances in the parent-child
relationship (NCTSNa, n.d.)

Early childhood When an infant or young child perceives adverse events or

trauma circumstances as a threat to their psychological and/or physical
well-being (Bartlett et al., 2017)

Historical trauma A collective, multigenerational, and cumulative experience of

psychological injury in communities and in their descendants (Brave
Heart et al., 2012)

Intergenerational When a child of a parent who has been traumatized develops reactions
trauma that are similar to those of the parent (American Psychological
Association, n.d.)

Resilience A dynamic process of positive adaptation in the context of significant
risk or adversity, not a personal trait that one does or does not have
(Luthar et al., 2000)

Toxic stress Overactivation of a child’s stress response system due to severe and
chronic adversity in the absence of support from primary caregivers
(National Scientific Council on the Developing Child, 2015)

Trauma A potential outcome of exposure to adversity in which an individual
perceives an event or set of circumstances as extremely frightening,
harmful, or threatening—either emotionally, physically, or both
(NCTSNgc, n.d.)

Adapted from Bartlett and Sacks (2019)

Impact of Early Childhood Trauma on Parents and Families

When infants and young children are traumatized, parents and other primary care-
givers are usually their main source of support, and how parents respond to their
children can reduce or intensify their post-traumatic reactions. Both ends of care-
giving quality continuum—from lack of parental support to overprotection—are
associated with the development of PTSD in early childhood (Scheeringa & Zeanah,
2001). Caring for a traumatized child is challenging for most parents and other pri-
mary caregivers (e.g., foster and kinship caregivers, other relatives who care for the
child, adoptive parents) and can negatively impact caregiving quality. High levels of
anxiety among parents coping with children’s post-traumatic reactions (e.g., exter-
nalizing and internalizing behavior, developmental regression, severe separation
anxiety) can reduce a caregiver’s sensitivity, attunement, and responsiveness to the
child, thereby exacerbating the child’s distress (Nugent et al., 2007).
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In some instances, when a parent or family is exposed to the same traumatic
event (e.g., loss of a close family member, serious car accident, intimate partner
violence), emotional reactions among family members can intensify each other’s
reactions and undermine family support for the child (Scheeringa & Zeanah, 2001).
A child’s trauma also may trigger strong emotions in a parent with a history of
trauma (i.e., intergenerational trauma), leading the parent to prioritize personal
needs ahead of attending to the child and recovery process (Lieberman et al., 2015).
Given the strong influence of parents’ well-being on their young children, engaging
at least two generations in treatment for early childhood trauma is a basic tenet of
good practice. Further, a family’s culture is highly influential in shaping how indi-
vidual members perceive and react to trauma, and the success of trauma treatment
depends on “creating trusting relationships with families rooted in empathy and a
responsiveness to their diverse lived experiences and hopes and dreams for their
children” (Nicholson et al., 2022, p. 2).

Impact of Early Childhood Trauma on Mental Health Providers

Working with infants, young children, and families exposed to trauma considerably
increases the risk of poor mental health among the mental health providers with
whom they work. The chronic emotional stress of hearing about someone else’s
firsthand trauma experiences, often referred to as secondary traumatic stress (STS)/
compassion fatigue (CF), can leave mental health providers feeling hopeless, unmo-
tivated, exhausted, hypervigilant, and distressed. Approximately 26 to 50 percent of
therapists working with traumatized populations are at high risk for both STS and
PTSD (NCTSN, 2011). A combination of psychoeducation, skills training, and
reflective supervision are well-proven methods of preventing and addressing STS,
but a trauma-informed approach also requires that organizations attend to staff well-
ness wholistically through organization-wide wellness planning and education to
address the effects of trauma on programs and providers (Menschner & Maul, 2016).

Treatment for Traumatized Infants, Young Children,
and Their Families

The evidence base for trauma-informed treatment is growing, though the number of
evidence-based treatments that are appropriate for infants, toddlers, and preschool-
ers remains limited — especially for infants. To date, rigorous evaluation (i.e., ran-
domized controlled trials [RCTs] or quasi-experimental designs [QEDs]) reveals
only a small number of early childhood trauma treatments that are effective in
improving child, parent, and family outcomes, including parenting challenges, child
behavior problems, PTSD/post-traumatic stress, depression, and anxiety in young chil-
dren. Early trauma treatment can also improve children’s school readiness, academic
achievement, and overall health (Grube & Liming, 2018; VanDerBeek et al., 2018)
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while producing cost savings. For example, a recent benefit-cost analysis
(Oppenheim & Bartlett, 2023) found that Parent-Child Interaction Therapy (PCIT;
Funderburk & Eyberg, 2011) has an average return on investment of $15.11 per
child and child-parent psychotherapy (CPP; Lieberman et al., 2015) has an average
return on investment of $13.82 per child in future savings (Washington State
Institute for Public Policy, 2019a, b). While treatment approaches vary widely in
their structure and format, most have a number of elements in common, including
being relationship based (i.e., attachment based, two generation), trauma informed,
culturally responsive, and accounting for the influence of environments on recovery.
See Table 6.2 for a description of evidence-based trauma treatments for infants and
young children and their approaches to working with families.

Table 6.2 Evidence-based trauma treatments for young children (birth-8 years)

Treatment model | Age range | Approach to working with families

Attachment and Birth to ABC is a structured home visiting parenting program (average
Biobehavioral 2 years of 10 sessions) based on attachment theory and stress
Catch-up (ABC) neurobiology. ABC aims to support parents’ ability to nurture

and respond sensitively to their infants and toddlers to support
their development and strengthen their relationships with their

parents
Child First Prenatal to | Child First is a two-generation, home-based mental health
5 years intervention for young children, prenatal through age five, and

their families. It was developed specifically for young children
who have experienced trauma and/or have social-emotional,
behavioral, developmental, and/or learning problems. Child
First’s goals are to help children heal from trauma and
adversity, improve mental health in both generations, reduce
child abuse and neglect, and promote child development

Child-Parent Birth to Dyadic attachment-based therapy that includes the child and
Psychotherapy 6 years parent or primary caregiver in sessions (average of 50
(CPP) sessions). CPP aims to support and strengthen the relationship

between children and their caregivers as the strategy for
helping children heal and restore their functioning. Treatment
includes attention to social determinants of health that
influence the caregiver-child relationship

Parent-Child 2-7 years | PCIT uses a structured, step-by-step, live behavioral coaching
Interaction during sessions with both the parent/caregiver and the child
Therapy (PCIT) (average of 14-25 sessions). Parents learn skills through PCIT

didactic sessions. Using a transmitter and receiver system,
parents/caregivers are coached by the therapist as they interact
with their child. The therapist typically provides the coaching
from behind a one-way mirror with the goal of improving
problematic parent/caregiver-child behavior patterns

Trauma-focused- | 3-21 years | TF-CBT is a manualized psychosocial treatment model that

Cognitive combines cognitive-behavioral, attachment, humanistic,
Behavioral empowerment, and family therapy models’ brief trauma
Therapy treatment (12-25 sessions). Sessions are divided between the

(TF-CBT) child and parent/caregiver
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There are also several promising trauma treatments and services for infants and
young children that have yet to be rigorously evaluated, or their rigorous evaluations
do not meet the standards of national clearinghouses (e.g., The Title IV-E
Clearinghouse, California Evidence-based Clearinghouse for Child Welfare). The
high cost and complexity of conducting randomized controlled trials can be so
costly and time intensive that it is not feasible for many treatment developers. It is
especially concerning that treatments developed for families from marginal-
ized groups of families often fall into this category. For example, Family Spirit is a
promising intervention that aims to break intergenerational cycles of trauma through
home visiting with Native American parents and their young children (prenatal to
age three), and Effective Black Parenting Program offers culturally specific parent-
ing strategies through group treatment for families at risk for child abuse and
neglect. However, neither has undergone an evaluation that supports a designation
of the model as “evidence based.” Federal, state, and local support are greatly
needed to increase the evidence base for programs that offer culturally responsive
intervention approaches.

Family Engagement in Early Childhood Trauma Treatment

Family engagement has been defined in many ways, often depending on the service
sector of interest. According to the NCTSN (2017):

Family engagement is the process of identifying, enrolling, and retaining families in treat-
ment services. Because caregivers play a crucial role in the physical and emotional develop-
ment of their children, it is critical that parents are also involved in their child’s mental
health treatment. While attendance is important, true engagement is motivating and empow-
ering families to recognize their own needs, strengths, and resources and to take an active
role in changing things for the better. (p. 1)

The notion that attendance in treatment sessions is necessary but insufficient has
gained widespread agreement among IECMH stakeholders as the definition of fam-
ily engagement has expanded beyond involvement (e.g., attendance) to include both
attitudinal and behavioral components (Staudt, 2007). The underlying assumption
of family attitudes that support family engagement is parents’ belief that the chal-
lenges associated with child trauma treatment will outweigh its costs. True family
engagement includes help-seeking, attendance, and meaningful and active partici-
pation in treatment as part of a dynamic, ongoing process from the identification of
child and family needs to treatment completion (Staudt, 2007). From this viewpoint,
family engagement is a process that begins prior to the first treatment session. This
is a critical moment for families to begin to form trusting relationships with provid-
ers and programs—two thirds of families never attend a first session, even when
they report wanting treatment for their child (Ofonedu et al., 2017).
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Benefits of Family Engagement in Treatment for Infant
and Early Childhood Trauma

Family engagement in clinical treatment for young children has numerous benefits
for children, families, service providers, and programs alike. Meta-analyses on fam-
ily engagement have consistently revealed improvements in child outcomes when
parents are well engaged, regardless of the child’s particular mental health disorder
(Dowell & Ogles, 2010). Children whose parents are more engaged in their treat-
ment tend to have the most positive treatment across multiple outcomes, such as
improvements in self-regulation, cooperation and prosocial interactions, self-
confidence, attention, motivation to learn, persistence in challenging tasks, school
readiness, and academic achievement (for review, see Dowell & Ogles, 2010).

Engaging families in treatment and other services also has advantages for fami-
lies, providers, and organizations. Parents are better able to cope with challenges,
experience a better fit between the family’s needs and the treatment received, and
have higher quality parent-provider relationships. Further, organizations and pro-
viders show increased capacity to provide high-quality services, develop more trust-
ing provider-child relationships, gain more work skills, and have better well-being
and staff morale (Child Welfare Information Gateway, 2017).

Barriers to Family Engagement in Infant and Early Childhood
Trauma Treatment

Family engagement in children’s mental health treatment can be challenging. Half
of the 7.7 million children with a mental health disorder that is treatable never
receive treatment (Whitney & Peterson, 2019), in large part because obtaining
IECMH services often requires families to interact with service systems that are not
well coordinated, trauma informed, culturally responsive, or equitable. For exam-
ple, families of color and LGBTQ families are more likely to experience trauma yet
have less access to minimally adequate treatment and receive treatment less often
than their White heterosexual counterparts due to language barriers, stigma, lack of
health insurance, and shortage of mental health providers (Rodgers et al., 2021).
Barriers to family engagement exist at the individual, program, and societal
level. For example, the environments in which parents and children are born and
live, or social determinants of health (Healthy People 2030, n.d.), influence indi-
vidual and relational health, functioning, and quality of life and can pose consider-
able obstacles to engaging families (Alegria et al., 2018). Families may not be able
to afford or obtain transportation, childcare, or time off from work, and the stigma
of mental illness and treatment can be a deterrent to treatment engagement for some
families. Even parents seeking treatment report high levels of stress and frustration
while navigating a fragmented maze of services (Sturm & Sherbourne, 2001).
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In addition, mismatches between family and provider expectations about the nature
of treatment can impede engagement (Miller & Prinz, 2003).

Certain characteristics of families, parents, and providers also are associated
with poor family engagement in children’s mental health treatment. For example,
parents who view western treatment approaches as poorly aligned with their cul-
tural values, beliefs, and language preferences may be reluctant to seek services or
unable to obtain them (Gopalkrishnan, 2018). Family engagement also can be chal-
lenging for service providers who feel ill-equipped to work with parents who have
mental health and substance use disorders, and organizations are less likely to
achieve program and family goals (Ammerman et al., 2010). In addition, both pro-
grams and providers can prevent successful engagement due to inflexible schedul-
ing, lack of transportation, telehealth, or home visiting options for families and
insufficient staffing of mental health providers trained in evidence-based treatments
for infants and young children (Ingolsby, 2010). Such barriers to treatment, particu-
larly for families who lack resources and are marginalized, point to the need for
increased professional support and training from organizations (e.g., professional
development and coursework on trauma, IECMH, and diversity, equity, and inclu-
sion (DEI); reflective supervision; manageable caseloads; and productivity require-
ments) to enhance providers’ confidence, knowledge, and skills in equitable family
engagement (Waid & Kelly, 2020). Accordingly, addressing disparities in trauma
exposure, reducing barriers to treatment engagement, and increasing the capacity of
the mental health workforce to offer culturally responsive, trauma-informed treat-
ment and supports are all key indicators of trauma-informed family engage-
ment (TFE).

Strategies for Engaging Families in Infant and Early Childhood
Trauma Treatment

A synthesis of family engagement definitions across fields of practice identified
several successful strategies: child-centered approaches; collaboration with fami-
lies; joint planning and decision-making; family involvement in services, including
children, youth, and extended family; interagency and multisystem collaboration;
individualized services; open, honest, and respectful interactions; and family par-
ticipation at both the system and practice levels. Family involvement at the system
level refers to engaging families in leadership, policy, and procedures to inform
service delivery and ongoing improvement (Child Welfare Information Gateway,
2014, pp. 4-5). In addition, Reardon and colleagues (2017) reviewed the literature
on family engagement in children’s mental health treatment and found that when
parents recognized that their children had a mental health problem, as well as the
severity of the problem and its impacts, engagement is stronger.
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Collaboration, communication, sustained engagement, and involvement at the
systems level are also common strategies for effective family engagement.
Collaboration is defined as the belief that families are partners in making positive
change and that service providers and partners share the responsibility of decision-
making to promote positive outcomes for children and families. Communication
refers to the importance of service providers understanding that families have valu-
able information and that strong communication is needed to identify and imple-
ment the most effective approaches to making progress toward family and program
goals. Sustained engagement emphasizes that family engagement is a process that
entails consistent practice that is sustained over time (Child Welfare Information
Gateway, 2014, pp. 4-5).

Along with advancements in our understanding of the pervasive and pernicious
nature of early trauma, there has been growing consensus among mental health
experts about the importance of TIA to behavioral health services (SAMHSA,
2014). In this chapter, we focus on treatment but with the understanding that sup-
ports for children are part of a coordinated system of care with staff at every level
capable of implementing TIA—otherwise referred to as a “trauma-informed care,”
or “trauma-responsive care,” or “healing-centered care.”

Culturally Responsive Strategies for Treating Infant and Early
Childhood Trauma

A trauma-informed approach, as defined here, also incorporates strategies for being
culturally responsive and addressing inequities in treatment access, quality, and out-
comes (SAMHSA, 2014). However, there is a paucity of research on culturally
responsive strategies for engaging families from different racial and ethnic back-
grounds in trauma treatment, and this dearth of information remains a serious
impediment to mental health equity (American Psychological Association, 2017).
In addition to the NCTSN definition above, we propose that cultural responsiveness
also requires understanding and addressing inequities in trauma exposure and treat-
ment. For example, the empirical literature clearly shows that Black, Hispanic,
Native American, and Alaska Native families are disproportionately exposed to
trauma and adversity, routinely experience racialized trauma (i.e., the effects of
physical and emotional stress due to racism), and are overrepresented in systems
that surveil and refer families to mental health services, such as child welfare
(Dettlaff & Boyd, 2021; USDHHS, 2023). As a result, marginalized families are at
especially high risk for PTSD, depression, and other mental health and behavioral
challenges and concomitantly have less access to treatment (NCTSN, 2020).

Few trauma treatments have been developed and evaluated for families from
specific racial and ethnic backgrounds, and treatments that have been tested only
with White, heterosexual families of European descent continue to receive a



116 J. D. Bartlett

designation of “evidence based” by federally funded clearinghouses (e.g., California
Evidence-Based Clearinghouse for Child Welfare, Title IV-E Prevention Services
Clearinghouse) regardless of whether or not they are effective with family members
from a range racial, ethnic, gender identity, and LGBTQ identities and backgrounds.
This begs the question: these interventions are evidence-based for whom? A few
IECMH trauma treatments have been tailored to particular communities of color,
but most remain “promising” practices, as the rigorous evaluation necessary to be
designated an evidence-based treatment is expensive and time-consuming and may
require professional skills and resources that are not available to many communities
of color. Making matters worse, there is a shortage of IECMH providers who reflect
the racial and ethnic backgrounds of families in the communities they serve. The
American Psychological Association determined that 86 percent of psychologists
and nearly 70 percent of social workers were White, yet they only represent 62 per-
cent of the US population (Lin et al., 2018).

Trauma-Informed Family Engagement (TFE)

Operationalization of a trauma-informed approach — often referred to as trauma-
informed care — has been inconsistent across organizations and service systems,
and research on the impact of systemically integrated trauma-informed
approaches. Research on implementing a trauma-informed approach within and
across systems of care is still in the early stages (Hanson et al., 2018). Several stud-
ies have found improvements in providers’ knowledge, practice, and collaboration,
as well as positive child and family treatment among families involved in the child
welfare system (Bartlett et al., 2018; Lang et al., 2016). However, a comprehensive
review of research found a wide range of implementation approaches with mixed
results (Melz et al., 2019). Indeed, better consensus on the essential principles, atti-
tudes, and behaviors of a trauma-informed approach is needed to promote align-
ment of findings and cross-study comparison, in turn facilitating a shared
understanding of how to work toward TFE. SAMHSA’s (2014) definition of a
trauma-informed approach is among the most widely cited:

A program, organization, or system that is trauma-informed realizes the widespread impact
of trauma and understands potential pathways for recovery; recognizes the signs and symp-
toms of trauma in clients, families, staff, and others involved with the system; and responds
by fully integrating knowledge about trauma into policies, procedures, and practices, and
seeks to actively resist re-traumatization. (p. 9)

SAMHSA also developed six principles of TIA: (1) safety; (2) trustworthiness and
transparency; (3) peer support; (4) collaboration and mutuality; (5) empowerment,
voice, and choice; and (6) cultural, historical, and gender issues. For additional
information, see SAMHSA, 2014).
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Indicators of Trauma-Informed Family Engagement (TFE)

Whereas a trauma-informed approach is inclusive of every step of the screening,
assessment, referral, and treatment process, TFE focuses on the engagement pro-
cess, which begins prior to a first session and is an ongoing process until after treat-
ment completion. TFE emphasizes a collaborative stance with families in which
power is shared, providers and parents problem-solve together, and both the atti-
tudes and behaviors of treatment providers and their organizations indicate a strong
commitment to family engagement (SAMHSA, 2014).

Because the concepts of family engagement and a trauma-informed approach have
been defined and operationalized in many ways, it is useful to develop common indica-
tors of progress toward TFE that can be used across service systems, programs, and
organizations. The indicators presented (see Table 6.3) are not intended to be an
exhaustive list but rather a set of trauma-informed attitudes and behaviors by providers
and their organizations that are grounded in evidence on strong family engagement.
The indicators are categorized by SAMHSA’s (2014, pp. 10-11) principles of a trauma-
informed approach: safety; trustworthiness and transparency; peer support, collabora-
tion, and mutuality; empowerment; voice and choice; and cultural, historical, and
gender issues, which are applied here to TFE. The attitude and behavioral indicators
are presented separately for each principle (i.e., attitude and behavior indicators relate
to each principle but do not directly correspond to one another in Table 6.3).

Limitations of Current Knowledge

Inconsistency in definitions and operationalization of family engagement and a trauma-
informed approach has led to confusion about how best to implement and measure
progress for either construct or TFE. Research is needed to identify and verify the
essential elements of effective TIA broadly and TFE specifically across child and fam-
ily serving organizations and systems, such as testing the validity of SAMHSA’s prin-
ciples and improving knowledge about the impact of TFE on child and family
well-being. Empirical attention is needed to understand if the theorized indicators pre-
sented in this chapter are indeed an effective way to monitor progress toward intended
outcomes. While they are based on the best evidence available to date, there is surely
more to learn about the “essential ingredients” of TFE before indicators can be repli-
cated and scaled. In particular, little is known about effective TIA and TFE strategies
for treatments tailored to families from particular racial and ethnic groups, fathers, and
LGBTQ families. As Rogoff asserted, ‘“There is not likely to be One Best Way.” Thus,
investments are needed to support rigorous evaluation of targeted early childhood
trauma treatments that might be overlooked due to limited resources for establishing
evidence of effectiveness. Similar initiatives have taken place in child welfare (e.g.,
USDHHS’ Supporting Evidence Building in Child Welfare).

In addition, there are multiple pathways to healing and recovery, as well as
diverse mechanisms of resilience that operate for different groups of families, but
research on TFE strategies that address such variation is scant. A number of
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Table 6.3 Indicators of trauma-informed family engagement (TFE) in the treatment for infants,

young children, and their families

Attitudes

Behaviors

Safety: Throughout the organization, staff and the people they serve, whether children or adults,
feel physically and psychologically safe; the physical setting is safe and interpersonal
interactions promote a sense of safety. Understanding safety as defined both those served is a

high priority

1. All young children and families have

the right to feel emotionally and physically
safe when participating in trauma treatment

2. Early childhood trauma is unique, common,
and harmful, particularly due to its negative
effects on early brain development

3. Safe, stable, and nurturing relationships and
environments are the foundation of mental
health in infancy and early childhood and a
central focus of treatment

4. Organizations must take proactive steps to
avoid re-traumatizing infants, young children,
and their families

5. Ensuring that each family can meet their
basic need is a critical step in supporting the
safety of families with young children

6. Organizations are responsible for the safety
and well-being of staff, including preventing
and addressing secondary traumatic stress

1. Everyone in the organization receives
sufficient training and has knowledge of the
impact of early childhood trauma, how to
recognize it, and how best to engage families in
ways that support their emotional and physical
safety

2. The organizational environment is designed
to help families feel safe and to reduce the risk
of re-traumatization; policies, procedures, and
practices are in place to protect the safety and
well-being of families

3. The organization and providers ensure that
providers are trained in evidence-based,
developmentally appropriate, culturally
responsive screening, assessment, and
treatments for families with young children

4. The organization and providers engage
families before treatment begins to start
building positive provider-family relationships
that promote safety, trust, and communication
5. The organization works with staff

to develop, implement, and update a

staff wellness plan to promote the

safety and well-being of staff, who are
routinely exposed to firsthand accounts of
trauma

(continued)
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Table 6.3 (continued)
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Attitudes

Behaviors

Trustworthiness and transparency: Organizational operations and decisions are conducted with
transparency with the goal of building and maintaining trust with clients and family members,
among staff, and others involved in the organization

7. Everyone in the organization realizes that
parents and other caregivers have the most
knowledge about their child and the most
potential to help the child heal and thus are
essential partners in effective trauma treatment
8. Providers recognize that trust is developed
over time and that engaging families is an
ongoing process in which providers and
families develop mutually respectful
partnerships

9. Everyone in the organization understands
that some families are forced to seek treatment
for their child or themselves (e.g., court-
ordered treatment) which may contribute to a
family’s distrust in service systems

10. Everyone in the organization should be
transparent, predictable, and trustworthy in
their interactions with families, beginning
prior to a first session and continuing until
treatment completion

11. Parents and other caregivers who appear
“resistant” to treatment may be facing barriers
that are not initially clear; intensive
engagement efforts may be needed to identify
and address psychological barriers and other
obstacles to treatment engagement without
blaming or shaming them

6. Everyone in the organization works with
families to increase their understanding of early
childhood trauma and its impacts on infants and
young children in a nonjudgmental, unbiased
way

7. Everyone in the organization solicits input
from families about their beliefs, goals, and
preferences related to mental health and
treatment and integrates them into policies,
procedures, and treatment planning

8. Providers work with families to develop
open, honest, and mutually respectful
interactions and relationships

9. Everyone in the organization is transparent
with families about the selected treatment, what
it will entail, and expectations about outcomes
10. The organization offers treatment in the
family’s preferred language and works toward
staffing that reflects the characteristics of
families in the community

11. Providers routinely follow-up with families
who do not attend a first session or dropped out
of treatment to better understand and address
the root causes

(continued)



120

Table 6.3 (continued)

J. D. Bartlett

Attitudes

Behaviors

Peer support: Peer support and mutual self-help are key vehicles for establishing safety and
hope, building trust, enhancing collaboration, and utilizing their stories and lived experience to
promote recovery and healing. The term “peers” refers to individuals with lived experiences of
trauma, or in the case of children, this may be family members of children who have
experienced traumatic events and are key caregivers in their recovery. Peers have also been

referred to as “trauma survivors”

12. Parents who have lived experience with
early childhood trauma are an important
resource for supporting family healing and
resilience

13. An organization that incorporates peer
supports into trauma treatment is
communicating the value of provider-
consumer partnerships and meaningful
engagement of people with lived experience
14. Everyone in the organization understands
they have a role in promoting meaningful and
mutually beneficial engagement of parents
with lived experience trauma treatment and
services

12. Parents and other caregivers who have lived
experience with early childhood trauma and
mental health treatment are integrated into
family treatment planning and services

13. Parents and other caregivers who have lived
experience with early childhood trauma and
mental health treatment are incorporated into
decision-making at all levels of the organization
(i.e., “nothing about us without us)

14. Everyone in the organization actively
participates in promoting meaningful and
mutually beneficial engagement of parents with
lived experience into trauma treatment and
services

Collaboration and mutuality: Importance is placed on partnering and the leveling of power
differences between staff and clients and among organizational staff from clerical and
housekeeping personnel to professional staff to administrators, demonstrating that healing
happens in relationships and in the meaningful sharing of power and decision-making. The
organization recognizes that everyone has a role to play in a trauma-informed approach

15. Effective treatment requires a partnership
between family and provider in which power,
information, problem-solving, and decision-
making are shared

16. Healing occurs in the context of attuned
and responsive relationships between parents/
caregivers and providers and between parents/
caregivers and their children

17. Everyone in an organization has a role to
play in a trauma-informed approach to
engaging families in mental health treatment

15. Providers and other staff who interact with
families routinely inquire about each family’s
views, preferences, and goals related to
treatment and incorporates them into their work
with the family

16. Providers and parents/caregivers share
information, problem-solving, and decision-
making responsibilities; families and providers
share information and engage in mutual
problem-solving

17. The organization offers professional
development and reflective supervision on how
each staff member can play a role in a
trauma-informed approach to treating early
childhood trauma

(continued)
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Table 6.3 (continued)

Attitudes Behaviors

Empowerment, voice, and choice: Throughout the organization and among the clients served,
individuals’ strengths and experiences are recognized and built upon. The organization fosters a
belief in the primacy of the people served, in resilience, and in the ability of individuals,
organizations, and communities to heal and promote recovery from trauma. The organization
understands that the experience of trauma may be a unifying aspect in the lives of those who run
the organization, who provide the services, and/or who come to the organization for assistance
and support. As such, operations and workforce development and services are organized to
foster empowerment for staff and clients alike. Organizations understand the importance of
power differentials and ways in which clients, historically, have been diminished in voice and
choice and are often recipients of coercive treatment. Clients are supported in shared decision-
making, choice, and goal setting to determine the plan of action they need to heal and move
forward. They are supported in cultivating self-advocacy skills. Staff are facilitators of recovery
rather than controllers of recovery. Staff are empowered to do their work as well as possible by
adequate organizational support

18. All families have strengths that can be 18. All staff who interact with families use a
leveraged to support their young child’s strengths-based approach and resist an
recovery from trauma exclusive focus on deficits and disorders

19. All families should be supported in making | 19. The organization and providers actively
choices and decisions about treatment and in | promote parents’ capacity to make decisions
determining treatment goals for their child and | for their child and family and identify avenues

family for self-determination even when treatment is
20. Providers should be facilitators of recovery | not by choice (e.g., court ordered)

and healing rather than experts who try to 20. Organizational policies and procedures are
control how parents and families engage in in place to support workforce development,
their child’s trauma treatment family participation in organizational decision-
21. Staff should be empowered through making, and family’s self-determination
organizational policies, procedures, 21. The organization and providers consistently

information, and supports related to effective | include parents with lived experience in

work with families and professional/personal | decisions about trauma services and treatment
well-being for parents and children (“nothing about us
without us”)

(continued)
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Attitudes

Behaviors

Cultural, historical, and gender issues: The organization actively moves past cultural
stereotypes and biases (e.g., based on race, ethnicity, sexual orientation, age, religion, gender
responsive services; leverages the healing value of traditional cultural connections; incorporates
policies, protocols, and processes that are responsive to the racial, ethnic, and cultural needs of
individuals served; and recognizes and addresses historical trauma

22. Families who have experienced historical
trauma, systemic and structural racism, and
marginalization disproportionally experience
trauma, have more limited access to treatment,
and may have well-founded reservations about
treatment given past instances of mistreatment
23. All families should have equitable access
to high-quality trauma treatment, as well as
outcomes comparable to non-marginalized
families

24. The organization must take proactive steps
to working with communities to improve
equity in access, services, and outcomes for
early childhood trauma treatment, particularly
for marginalized families

25. The organization should support culturally
responsive trauma treatment by providing
ongoing training for staff on diversity, equity,
and inclusion

22. The organization and providers continually
seek knowledge about differences in families’
beliefs, attitudes, and preferences related to
treating early childhood trauma, as well as
potential barriers to treatment engagement and
how to address them

23. The organization and providers seek to gain
knowledge and improve their skills in
successful engagement and treatment of
families who have been historically
marginalized and disproportionately exposed to
trauma based on race, ethnicity, religion,
LGBTAQ status, age, or gender identity

24. Organizations provide ongoing professional
development for all staff on families from
different cultural backgrounds and diversity,
equity, and inclusion in family engagement
early childhood trauma treatment

evidence-based interventions, such as ABC, CPP, PCIT, and TF-CBT, have been
tested with racially and socioeconomically diverse families and found to have com-
parably positive outcomes, both using in-person treatment and tele-mental health to
support access (e.g., Stewart et al., 2017). However, evaluation support is needed to
test promising treatments and related TFE that were developed for particular racial
and ethnic groups (e.g., Effective Black Parenting Program, Family Spirit). Further
investigation is needed to clarify which TFE strategies work for whom and under
what conditions. Finally, research linking specific trauma-informed and TFE strate-
gies to child and family outcomes could help elucidate the most effective approaches
to achieving each intended outcome. Measures often conflate strategies and fail to
link activities to the desired results (Epstein, 2011).

Directions for the Future

A substantial evidence base demonstrates that family engagement in trauma treat-
ment for young children and their families can be improved, especially when mental
health providers are trained in a holistic approach that moves beyond involvement
(i.e., attendance) to include the many attitudes and behaviors of providers that lead to
successful TFE in treatment (Becker et al., 2018). However, the literature is scant on
TFE practices and policies. Family engagement is essential to TIA, but mental health
providers do not necessarily use TFE when working with families. Organizations
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that offer trauma treatment for infants and young children can promote TFE by offer-
ing professional development and supervision on early childhood trauma and engag-
ing a diversity of families and by implementing policies and procedures that are
consistent with TFE. Systemwide integration of a trauma-informed approach is also
vital to sustaining TFE. Effective TFE will also require that organizations and com-
munities work together to increase the number of mental health providers trained in
evidence-based and promising targeted treatments and reduce other barriers to equity
in treatment access, service quality, and positive child and family outcomes.

In addition, efforts at the federal, state, tribal, and territory level can be made to
support the development and testing of TFE measures so that organizations and
providers can better assess their related strengths and needs. For example, the fed-
eral government has invested in tools to assess family engagement and family-
teacher relationships in early care and education (e.g., Family and Provider/Teacher
Relationship Quality [FPTRQ], Kim et al., 2015). Comparable efforts for TFE are
needed among IECMH stakeholders to develop and evaluate measures of TFE, such
as the indicators presented in this chapter.
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Chapter 7

Developing Fatherhood: A Cultural
Perspective on Engaging Men in the Lives
of Children

John Hornstein

This chapter is written from both a research and personal perspective, within the
frame of fatherhood as a social and personal construction. Fatherhood may be the
most meaningful and gratifying element in a man’s life. For many, it is a role embed-
ded in family history and investment in the future. It comes with personal and finan-
cial responsibility. Fathering children often takes place within a relational system
that encompasses an intimate partnership in parenting and meaningful relations
with children. Sometimes, it takes place in the absence of a fulfilling relationship
with a partner and separation from family. In many instances, paternal responsibility
is gratifying in itself; in some, it is overwhelming. Being the breadwinner is a cen-
tral role for men in many societies. However, in today’s world, that role may be as
much for mothers as it is for fathers (Parker & Horowitz, 2015). Father’s roles vary
greatly between societies and have changed throughout history. What is eminently
clear is that men can and do play fundamental and meaningful roles in children’s
lives. And those roles vary greatly between fathers, families, and societies.

Roles and Identity in Fatherhood

For some men, it is a role not gladly taken or from which they are separated. Fathers
can be distant, even absent. If absent, they may still value their identity as fathers
(Tamis-LeMonda & McFadden, 2010). Some may choose nurturance but not
responsibility. Or, conversely, they can give little in the way of emotional support to
children or their mothers but provide economic stability. They can provide moral
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guidance or model destructive behavior. Fathers can experience delight and pride in
seeing a child grow and success or despair at a child’s failure or perceived failure.
Fathers may emulate their own fathers or consciously choose to parent in a new way
or struggle with the balance between the two (Guzzo, 2011).

Becoming a father can bring together many of the elements of a man’s identity.
Indeed, men often report that becoming a father brings them to a more fulfilling
sense of themselves as men. The anthropologist Margaret Mead famously said,
“Fathers are biological necessities; but social accidents.” It follows that fathers take
their cues from those around them, their own families, their communities, and their
culture. This includes professionals who seek to join families in the process of car-
ing for children. A fundamental tenet of this chapter is that fathers are created and
create themselves within a sociocultural context. Their choices in defining their
roles are both driven by the society in which they live and by their individual values
and circumstances within that culture.

In Mothers and Others: The Evolutionary Origins of Mutual Understanding,
Sarah Hrdy (2009) examines alloparenting, the processes by which mothers share
the care for their children with fathers and others, as an evolved characteristic of
human beings. According to this evolutionary perspective, the survival of the spe-
cies required cooperative breeding. In human beings, this involves not only shared
direct care but also shared cultural beliefs and practices. Fathers in many societies,
but not all, care for young children, and the traditions in those societies, transmitted
by others, inform men on the nature of their involvement with children. Fathers in
even more societies provide food and shelter for their families as well as moral
guidance and linkages to the world outside the family. For our purposes, in consid-
ering how we engage with fathers in our professional capacities, this perspective
both acknowledges that we, as professionals, have a natural role in joining a child’s
system of care and, more importantly, that we must consider the nature of that care-
giving system as we attempt to join it. This requires understanding how a father
perceives his role within that system.

Conceiving or adopting a child brings into play the forces that have shaped us.
Whether mother or father, experience in one’s own family, shared community stan-
dards, beliefs about children and their care, societal norms and expectations, per-
sonal temperament, and previous love and loss all influence how we parent.
Understanding how these forces operate may help professionals working with fami-
lies effectively join the process of becoming a parent. Indeed, in all societies and
throughout history, parents, whether mothers or fathers, rely on others to guide them
and help care for children. In some societies, it is the father’s father who takes a
predominant role as a guide to his son. In others, it is other men or even women who
provide such modeling or guidance. In one study, interviews with young fathers
found that their role models often included their own fathers, and mothers, but also
their spouse’s families, and most frequently peer parents (Masciadrelli et al., 2006).
The input can be explicit with direct guidance on how to be a responsible father, but
most often, it is implicitly transmitted through modeling and shared cultural prac-
tices. Whatever the cultural mores, however, men require input and support from
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others in adopting the role of a parent. Yet, they seem less likely than mothers to
seek out that support.

While gender roles do vary both between and within societies in relation to par-
enting, in today’s world, the parenting role is increasingly bounded less by gender
than by adopting the responsibilities of parenthood. Men who take on the role, that
is, fathers who experience satisfaction and commitment to their role as fathers, are
more involved in their children’s lives (Henley & Pasley, 2005). Research demon-
strates that the child benefits from a sensitive caregiver, an interactive partner, a
provider of a safe and healthy environment, and a moral guide regardless of the
parent’s gender (Grossmann & Grossmann, 2020). The difference, for professionals
who wish to engage parents, is often in the parent’s perception of his role. This may
also include other men in children’s lives. Indeed, it is. Often, it is men other than
the biological father, stepfathers, boyfriends, uncles, grandparents, and even older
siblings, who take on these roles.

While the focus of much of the research on fatherhood focuses on how fathers
are different than mothers in their relationships with children, the preponderance of
empirical study (Lamb, 2010) demonstrates that strong and growth-enhancing rela-
tionships with children develop similarly. Sensitivity to infant and children’s cues,
playful interactions, caregiving routines, attention to developmental achievements,
warmth, and many other behaviors related to the support of strong relationships and
healthy development are characteristics of parents of either gender (Partridge et al.,
2001). At the same time, the differences are both interesting and useful in that they
reflect how fathers see themselves, their role as parents, and in some senses set
themselves apart from mothers. The differences are also indicative of how others in
families or communities see fathers. From a parent engagement perspective, how-
ever, it is useful to consider those areas of difference with the mother as entry points
for a relationship with the father, as well as the content of a man’s formation of his
role as a father.

Historically, in many societies, fathers have played the role of provider and guide
toward adulthood. In much of the world, fathers are becoming more involved in the
care and nurturance than in the past. In the United States, according to a Pew
Research Center Study, the number of stay-at-home fathers almost doubled between
1989 and 2016 (Livingston & Parker, 2019). Those who identify their reason for
staying at home as caring for home and family increased from 4% to 24%. Since
1965, the amount of time fathers report providing childcare has tripled. At the same
time, about three-fourths of adults indicated that men face a lot of pressure to sup-
port their family financially, while almost half said men face a lot of pressure to be
an involved parent. Sixty-three percent of fathers say they spend too little time with
their children, while only 39% reported that they were doing a very good job raising
their children (Livingston & Parker, 2019). Hence, despite the increase in father
involvement with their children, many men remain less than satisfied with how they
perform those roles.

This chapter uses the term “father” with all of its connotations and manifesta-
tions. The roles of other men in children’s lives — stepfathers, uncles, brothers,
grandfathers, uncles, boyfriends — may or may not overlap with what we discuss



130 J. Hornstein

here. Similarly, the application of the material to same sex partners and single par-
ents needs to consider the particular conditions in which they parent and how they
themselves define their roles. Research on single mothers and single fathers shows
that their parenting is far more similar than different (Dufur et al., 2010). Good
parenting is not defined by gender. The study and discussion of fatherhood have
historically been marked by binary thinking that constrains how both fathers them-
selves, and those seeking to work with them, see men’s relationships with children.
This needs to be kept in mind when considering what generations of researchers and
clinicians tell us.

Fathers, and other men, are ready to play greater roles in their children’s lives. In
today’s world, taking on larger roles is expected of fathers. Historical and cross-
cultural forces play a formative role in how men see themselves in relation to the
care and upbringing of children. There are countless models and options. This vari-
ability can be challenging for any man attempting to establish his identity as a
father. At the same time, it provides a tremendous opportunity for health, education,
and social service professionals to have a positive impact on fathers, their families,
and the broader society. In this chapter, we focus on three facets of fatherhood, rela-
tionships with young children, the social and cultural context of fathering, and a
man’s construction of his identity as a father. First, we examine these perspectives
of fatherhood in today’s world, and then, we establish a framework for supporting
men via each of those perspectives.

Fatherhood in Today’s World

There has been a plethora of research on fatherhood in the last 30 years. Lamb’s
(2010) The Role of the Father in Child Development and Fitzgerald et al.’s (2020)
Handbook of Fathers and Child Development: Prenatal to Preschool provide exten-
sive and comprehensive reviews of the literature. Fathering: A Journal of Theory,
Research, and Practice about Men as Fathers, established in 2003, is the first peer-
reviewed journal to focus exclusively on fatherhood. A library search on the key-
word fatherhood yielded 23,512 results. And, more specific to involvement is
Cabrera and Tamis-LeMonda’s (2013) Handbook of Father Involvement:
Multidisciplinary Perspectives. The range of study is as varied as fathers themselves
often leading to contradictory findings related to topics such as the influence of
divorce, masculinity, and other men in children’s lives. In this chapter, we focus on
those areas of study most relevant to professionals establishing supporting partner-
ships with fathers: father-child relationships, fathers in the family and community
context, and fatherhood identity.

It is universally clear that competent and involved fatherhood is good for young
children, for families, for the fathers themselves, and for communities. Research on
father’s influence on children’s development indicates that such involvement has
positive effects on cognitive and language development, self-esteem, self-regulation,
academic achievement, and adaptation later in life (Lamb, 2010). In relation to later
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development, one meta-analysis of 24 studies of the developmental outcomes of
involved fatherhood indicated that “father engagement reduces the frequency of
behavioral problems in boys and psychological problems in young women; it also
enhances cognitive development while decreasing criminality and economic disad-
vantage in low SES families” (Sarkadi et al., 2008, p. 153). These positive effects
may be directly related to interactions with their children or indirectly via support
of the other parent and the economic well-being of the family (Allen & Daly, 2007).
Interviews with fathers indicate that they find pleasure, pride, love, and personal
growth from watching their children grow while at the same time sacrificing time,
energy, money, and other personal relationships (Palkovitz, 2002).

Similar to Cabrera et al. (2007a, b), this author’s approach is not on fathers as
“the other parent” in which the lens is on what is known about mothering but on the
fathering role in itself. This role is perhaps complimentary to mothering but with its
own characteristics and outcomes. Further, as Belsky (1984) maintains in the mul-
tiple determinants of parenting model, fathering is influenced by his social context,
by his own personal traits, and by patterns of family functioning including relation-
ships with the mother and level of involvement with his children. The participation
of fathers in the system of care of a child can take various forms both through proxi-
mal interactions with the child and another parent and more distally as a provider
and decision-maker. He may care for and play with his children, he can support the
child’s other parent in making choices in the care of nurturance of his children, and
he can help provide a home and other resources essential to child development,
which allow his children to thrive.

Fathers’ Relationships with Children

Review of both the nature and benefits of fathers’ relationships with young children
indicates two interrelated strands of these relationships that might be considered
when developing father engagement efforts: attachment, the emotional bonds
between father and child, and interaction, the way in which men care for, play with,
and communicate with their children. Both can serve as portals to joining men in
becoming healthy and nurturing fathers.

New fathers are at risk for postpartum depression (Singley & Edwards, 2015)
with roughly 10% of new fathers experiencing anxiety and depression. Prenatal
preparation as well as professional support during childbirth has enhanced the
father’s experience at the birth of his child (Franzen et al., 2021). The traditional
focus of both research and intervention has been primarily on the mother. However,
the new baby can be “introduced” to both parents by focusing on the child’s unique
behavioral characteristics.

Singley and Edwards (2015) noted the buffering effect of social support and sup-
porting paternal self-efficacy as a means to improve mental health while acknowl-
edging that traditionally men tend not to ask for support. Noting the effect of
maternal gatekeeping, they recommend direct caregiving of the infant as soon as
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possible and that the new father “can benefit from concrete guidance regarding the
need to actively engage their partners on an emotional level about any issues they
are experiencing” (Singley & Edwards, 2015, p. 313). Exposure to infants and
young children triggers caregiving responses. In one study, researchers found such
exposure increased production of oxytocin and prolactin, hormones known to be
associated with responsive in the brains of fathers with primary caregiving respon-
sibilities (Abraham et al., 2014). Thus, engaging the infant may be related to pater-
nal mental health.

The preponderance of research on attachment is on mothers and their infants and
young children. The secure relationship that is established between mothers and
their children is seen by attachment theorists as providing the child with a secure
base and as the fundamental model for future relationships (Bowlby, 1969;
Bretherton & Munholland, 2016). Ainsworth’s (Ainsworth, 1979; Ainsworth et al.,
1978, 2015) early study of attachment, in the service of confirming Bowlby’s (1969)
theses, also found that differential mother-directed responses were fairly quickly
followed by differential attachment behavior toward a small number of other fig-
ures, including father, grandmother, co-wife, and even siblings. Attachment to
fathers seemed to be especially common, even in babies who did not see their fathers
often. Indeed, “one of the 26 infants in the Baltimore study showed attachment
behavior exclusively to the father... and three others were said to prefer the father
as attachment figure over the mother” (Bretherton, 2010, p. 10). Variation in the
security of the attachment relationship has been shown to be related to variations in
parental behavior as well as child characteristics. For example, babies may form
insecure relationships when primary attachment figures are insensitive or intrusive
(Ainsworth, 1979; Ainsworth et al., 1978, 2015), or as is maintained by Jerome
Kagan and his associates (Kagan, 1995), the child is temperamentally highly reac-
tive to stressful or novel stimuli. The primary measures of the security of the attach-
ment relationship are for the child to seek the attachment figure out when stressed
and to use that figure as a base for exploration (Bowlby, 1969).

Nurturant fathers establish emotional ties with their children much as mothers
do. Fathers show a strong desire to bond with their infants (Atkinson et al., 2021).
Historical review of the accumulated research overwhelmingly demonstrates that
secure attachments develop between fathers and children (Bretherton, 2010). And,
in cases when the mother is absent, fathers are often the primary source of security
and attachment figure. Meta-analysis of studies in which both mothers and fathers’
attachments with one-year-olds were assessed showed that of the 950 children for
whom measures with father and mother were available, 45% were secure with both
parents, 17% were insecure with both, and 38% secure with one parent and insecure
with the other (DeWolff & Van Ijzendoorn, 1997). That is, a fairly large proportion
of infants demonstrated an independent attachment classification with the father. A
more recent summary of research on father attachment (Freeman et al., 2010) con-
cluded that father attachment was not “merely what is left over after subtracting
mother attachment” (p. 8). When fathers provide infants with care, their brains
change. This is represented in the brain-hormonal-behavioral pathways, which are
activated in men and women when they care for infants (Abraham et al., 2014).



7 Developing Fatherhood: A Cultural Perspective on Engaging Men in the Lives... 133

There are differences between parents in how attachment relationships are
formed (Fernandes et al., 2020). In an early study looking at mother-child and
father-child attachment, Lamb (1976) found that infants showed similar behavioral
connections with mothers and fathers when both were present. However, infants
approached fathers with more positive interactions like offering toys. But when a
stranger walked into the room, the infants went to the mother. Another often cited
study indicated that fathers’ play sensitivity is a better predictor of the child’s long-
term attachment representation than the early infant-father security of attachment
(Grossmann et al., 2002). Such differences may have a differential and complimen-
tary effect on children’s development. Paquette (2004) refers to this as the “father-
child activation relationship.” Contrasted with maternal calming and comforting in
times of stress, “men seem to have a tendency to excite, surprise, and momentarily
destabilize children; they also tend to encourage children to take risks while at the
same time ensuring the latter’s safety and security, thus permitting children to learn
to be braver in unfamiliar situations, as well as to stand up for themselves” (Paquette,
2004; p. 193). He points out, in relation to attachment, that this interaction style is
only effective in the context of a strong emotional bond. Both attachment security
and nurturant and playful interactions benefit the child.

Complimentary styles of interaction have their benefits. In a study of resident
low-income fathers, Cabrera et al. (2007b) found that supportive paternal interac-
tions with infants and toddlers led to both emotional and cognitive gains. Further,
their analysis indicated that the supportiveness of fathers in these interactions had a
larger effect than that of mothers. Given the challenges of parenting in poverty, it
may be that both the provision of emotional security and growth-enhancing interac-
tions are necessary for optimal development. The nature of the interactions is impor-
tant. Controlling fathering in a laboratory setting was associated with lower
executive functioning scores in their children, whereas paternal support of auton-
omy was linked to higher executive functioning (Meuwissen & Carlson, 2015).

In general, fathers are more vigorous in their physical play with children
(Grossmann & Grossmann, 2020). Responsible rough and tumble play has been
found to be related to social competence and to a lesser degree with emotional skills
and self-regulation (Stgeorge & Freeman, 2017). Feeling secure and exploring the
world are complimentary systems, with both being essential to development.
Certainly, parents of either gender can provide either or both. However, the research
on fathers indicates that, in general, men tend to provide more support for explora-
tion and women for security (e.g., Grossmann & Grossmann, 2020).

Traditional views of fatherhood often involve that of being a moral authority and,
as part of that, a disciplinarian. A study of mothers’ and fathers’ perceptions of the
father’s role with children found that contemporary fathers often have difficulty
reconciling the two (Bretherton et al., 2005). Many fathers, with expectations from
mothers and contemporary society, take on more a more caregiving and nurturant
role with children while at the same time necessarily holding on to the job of disci-
plinarian. Often, they revert to the models they themselves grew up with. In a British
study of the transition to fatherhood, researchers found that young fathers intention-
ally wanted to disrupt traditional gender norms; but they retreated to “patriarchal
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habits” as the demands of parenting increased (Miller, 2011). The challenge of rec-
onciling sensitive caregiving with moral authority and discipline is real. This is true
for both men and women. Some, like the therapist O'Connell (2005), maintain that
this requires men to utilize both their masculinity and physical power. Others, like
Brazelton (1992), emphasize an understanding of children’s development, teaching,
and parental self-control. Both require men to adopt moral authority and reflect on
their own emotions in setting limits on children’s behavior.

Consideration of the benefits and costs of differences in interactive style needs to
take into account that, in general, fathers do spend less time with children than
mothers do, there is broad variability in the type of play that fathers actually engage
in with their children, and cultural variation in father’s roles with children may
determine the extent to which father’s play out interactive activities with children.
Most particularly for those who wish to support father involvement, consideration
needs to be given to whether and how mothers provide access to children.

The Familial and Cultural Context of Fatherhood

From a letter from my mother to my father when my older brother was two months
old: “I want to experience the moment when father and son get to know each other.
I can about visualize your face. He would certainly look at you wonderingly and
raise one eyebrow with suspicion and move the pacifier to the outer corner of his
mouth, just like Mister Daddy when he smokes a cigarette in a somewhat crazy
way.” Taking on the role of a father varies with how a man defines himself. If the
parenting role is overtly part of his identity, his involvement with his children is
stronger (McBride et al., 2005).

A recent study of first-time fatherhood (Carlson et al., 2022) in an urban mid-
western setting describes this transition as a “developmental engine” starting in the
prenatal period. Young fathers “...identified their desire to be “good fathers” and this
desire shaped their identity development of being a financial provider and caregiver.
The three main themes that emerged were as follows: (1) the desire and motivation
to become a good father, (2) the complex understanding of the financial aspect of
being a father, and (3) learning caregiving skills.” (Carlson et al., 2022; p.189).

Relationships with and responsibility for children take place within a variety of
family constellations and community settings. The presence of multiple caregivers
in a home may mediate the effects of disturbances in a parent-child relationship. For
example, a child’s challenging temperament may require a father’s greater partici-
pation in the care of a child if that child particularly tests the other parent. Marital
conflict or dissatisfaction, on the other hand, can alienate one parent from the sys-
tem of care or enhance that of the other (Harman et al., 2022). Overall, marital sat-
isfaction and communication between parents can support good outcomes for
children (Lamb & Lewis, 2010).

Mothers have the largest influence on how a father parents a child. In many
cases, if not most, she is the gatekeeper. Bretherton et al. (2005) see father
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involvement in relation to the mother’s influence as bidirectional with parental
cooperation yielding higher father involvement and higher father involvement with
children leading to greater parental harmony. Further, some research demonstrates
that mothers’ beliefs about the father’s role result in him having access to the child
(McBride et al., 2005).

Research from a family systems perspective further demonstrates effects beyond
those found in dyadic models of relationships — parent-child and parent-parent. The
multiple relationships between parents and their children within the context of
extended family and community are a dynamic system in which each element influ-
ences the other. Responsible parent engagement requires consideration of these
influences on men and their relationships with their children, particularly as the field
has relied primarily on a Western and historically recent, nuclear family model
(McHale, 2007). A father plays his roles — responsive caregiver, supportive co-
parent, and breadwinner — as part of and in relationship to the other moving parts of
the relational system around the child or children. He influences, and is influenced
by, the other elements of the system. His effect on the well-being of his child may
be as much indirectly, through his impact on that system, as his direct interactions
with the child (Cabrera et al., 2007a, b).

Another area that bears particular focus is that of attitudes toward low-income
fathers. The study of these fathers finds that in taking on their paternal roles these
fathers are as diverse as all fathers in relation to interacting with their children,
adopting responsibility for their children and, indeed, longing to play a meaningful
role in their children’s lives. Tamis-LeMonda and McFadden (2010) describe and
refute the false characterizations of low-income fathers as nonessential, deadbeat,
perpetrators of their own childhood histories and dissenters of marriage. They found
that children do benefit from the positive influence of such fathers on their develop-
ment. The majority of children of low-income fathers do see their nonresident bio-
logical fathers. Fathers demonstrated high involvement with their children despite
poor personal histories with their own fathers when buffered by positive relation-
ships and better economic circumstances in adulthood. Positive relational histories
with their own fathers did not predict high involvement with their children in the
face of difficult current circumstances. In studying both resident and nonresident
fathers, Coley and Hernandez (2006) conclude that policy efforts aimed at enhanc-
ing fathers’ responsible parenting should focus both on increasing fathers’ human
and social capital and on supporting positive family processes.

Engaging Fathers: Responsivity and Responsibility

Years ago, I was on the playground at a childcare center in Maine when I noticed a father
with a 3-year-old wrapped around his neck dropping her off for the day. I approached him
and noted how attached the child was. He expressed his appreciation for my comment and
said that the center staff didn’t usually communicate with him.
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Whether bound to models of fatherhood grounded in traditional beliefs about mas-
culinity, hindered by poverty or familial conflict, defined by large cultural differ-
ences in what fatherhood entails, or committed to changed societal beliefs about
nurturant male figures, fathers are ready to be engaged in the lives of their children
(Yogman & Eppel, 2022). The most effective strategy we have at our disposal in
helping men involve themselves in their children’s lives is the children themselves.
Caregiving, playing, exploring, holding, observing, and often co-parenting — this is
the medium in which men become fathers, preferably in a supportive context. Their
investment in their children comes, in large part, from being with them. Overcoming
barriers to father engagement, by scheduling sessions outside working hours, spe-
cifically targeting concerns and needs expressed by fathers, and enhancing trust in
the expertise of therapists, is important (Tully et al., 2017). Thus, a second strategy,
emphasized throughout the discussion of father engagement, is the importance of a
genuine commitment to connecting with fathers on the part of professionals.
Authenticity and the capacity to develop trust through respect and humility are
essential ingredients of any effective fatherhood initiative.

Evidence-Based Practices

There are several evidence-based programs that are specifically designed for fathers.
The National Responsible Fatherhood Clearinghouse (https://www.fatherhood.gov)
is a good resource for clinicians and researchers. As part of efforts for the
Clearinghouse, Bronte-Tinkew et al. (2007) established criteria for rating programs
as “model,” promising,” and “emerging.” Criteria, common to those used in evaluat-
ing other family- and child-focused interventions, included items such as adequate
sample size, competent research design, and significant outcomes. The following
eight, among 34 examined, were rated as “model” evidence-based fatherhood
programs:

1. Dads for Life — for recently divorced noncustodial fathers to improve the father-
child relationship and reduce mother-father conflict (Cookston et al., 2007)

2. Family Transition Program — for low-income families receiving public assis-
tance to improve parenting during the transition to self-sufficiency (Bloom
et al., 2000)

3. Parents’ Education About Children’s Emotions (PEACE) Program — for parents
who were engaged in divorce proceedings to encourage positive interactions
between parents (McKenry et al., 1999)

4. Parenting Together — for first-time expectant parents to increase father involve-
ment and mother-father cooperation (Doherty et al., 2006)

5. Preparing for the Drug Free Years — for parents to prevent their children’s drug
use (Haggerty et al., 1999)
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6. Responsible Fatherhood Program for Incarcerated Dads — for incarcerated
fathers to provide information about child development and to improve the
father-child relationship (Robbers, 2005)

7. Video Self-Modeling Effects of Parenting Education on First-Time Fathers’
Skills — for first-time fathers to improve parents’ interactions with infants
(Magill-Evans et al., 2007)

8. Young Dads — for African American adolescent fathers to help them become
more responsible fathers (Mazza, 2002)

Bronte-Tinkew et al. (2007) identified ten characteristics of effective programs.
These included selecting staff who are committed to work with fathers, setting clear
goals, implementing the curriculum with skill and fidelity, and providing incentive
for involvement. Characteristics that have particular relevance for this chapter are
having staff who engage in one-on-one relationships with fathers and using methods
that focus on fathers as individuals. Further, effective programs address both fathers’
identities as responsible caregivers for their children and their actual interactions
with their families (Bronte-Tinkew et al., 2007). My own observation, recorded in a
video series on parent engagement for Head Start (ECKLC: https://www.youtube.
com/watch?v=2QnAINS5q2gc), is that programs with vibrant fatherhood initiatives
were those who had an administrator or outspoken staff member who became a
champion for father engagement. Often, if not always, that person had a story to tell
about their own father.

A Framework for Father Engagement

In engaging a father, the practitioner, whether therapist, educator, or health or social
worker, has a number of entry points into the parent-child-family system. As a men-
tal health therapist, she can focus primarily on the father’s emotional well-being and
readiness to parent. As a family therapist, she can consider and work with the entire
family system. As a pediatrician, she can engage the father through the child’s
health and behavior. And as an educator, she can form a partnership based upon the
child’s learning and development. From a system’s perspective, regardless of the
entry point, the entire system is affected by change (Stern, 1995). The following
discussion focuses on how each of these elements of the system — the child’s behav-
iors and representations, the parent’s behaviors and representations, and the practi-
tioner’ behaviors and representations — can help us define and apply various
approaches to father engagement.

The schematic in Fig. 7.1, based upon the work of Daniel Stern (1995) a pioneer
in the field of parent-child therapy, shows us various elements of the behavioral and
representational world of parents and their children, with a focus on the father’s
contribution to the system of care around a child. Inside the circle are the behaviors
of the child, the father, and the professional. Outside the circle are the mental repre-
sentations of each participant in the system. The arrows indicate that the behaviors
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Fig. 7.1 Entry points into
the child’s system of care
showing child (C), father
(F) and therapist (T)
behaviors (b) inside the
circle and representations
including the mother’s
(Mr) outside the circle. The
arrows indicate
relationships between and
among the behaviors and
representations. Adapted
from Stern, 1995

are in response to each other and the various representations of the members of the
system. The representations of each participant in this scheme can be affected by
those behaviors and vice versa. The mother’s representation is added here to indi-
cate that the entire system can be extended beyond an exclusive focus on the father.
In this discussion, we focus on three elements (in bold) of this graphic representa-
tion of the behavioral and representational system involving a father, a child, and a
practitioner. First, and most importantly, the focus is on the behavior of the child
(CD) as a means of supporting the parent-child relationship as well as of the father’s
construction of his role as a father. Second, we examine how we can support the
construction of paternal identity (Fr), including the mother’s representation (Mr) of
the father’s role. And finally, we examine the practitioner’s relationship with the
father and the parent-child system (Tr).

The Child’s Behaviors and Representations
in the Engagement Process

Starting with the child, we can see, for example, behaviors like an infant (Cb)
becoming animated at seeing her father. The father could coo and smile in response
(FD). The infant’s representation (Cr) might then become something like, “I enjoy it
when this guy shows up.” And the father’s representation (Fr) then becomes some-
thing like “She recognizes me. We have a special relationship.” We can see thou-
sands, if not tens of thousands of such interactions taking place over time as a father
and child form a relationship and the development of each is affected by the other.
The child’s developmental capacities are influenced by the father’s behaviors, which
are in turn affected by his representations of himself as a father. A key point here is
that the child herself is a route to the father’s image of himself as a father.
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The entry point into the system then is the behavior of the child (Cb). Hence,
those who effectively engage fathers in this way are astute observers of child behav-
ior. They find words to describe behaviors of the child through which they can affect
how the father behaves with the child and perhaps more importantly for the long-
term father-child relationship help the father consolidate his image of himself as a
contributor to his child’s healthy development.

One way to accomplish this, as well as to establish more of a connection between
the practitioner and the father, is to use behaviors that the father can identify with.
“I notice that he is cautious when trying something new. Were you like that as a
child?” It almost does not matter whether he was or was not. What matters is that he
considers how he is or is not like his child and that he can tell you what he believes.
Another approach is to ask him what he sees in his child’s behavior. That makes him
the knowledgeable observer. And it provides you, the practitioner, with a picture of
what he believes.

The child’s representations (Cr) are reflected in her behavior. “I trust this guy to
help me” is expressed in her bringing a toy to him at some point in the interaction.
As practitioners, we can simply describe that, or go further, as appropriate, “Did you
notice that she brought it to you and not me?” As discussed earlier, the child’s rep-
resentations about herself and her world are influenced by her interactions with her
father. Another prompt for a discussion with a father about his own identity as a
father might be: “Kids seem to benefit from how fathers play with them differently
than how mother’s play with them.” This could lead to further reflection on how a
father has a unique relationship with his child.

Paternal representations in the schematic (Fr) can be influenced and are influ-
enced by the child’s behaviors (Cb) and the practitioner’s input into the system (Pb)
as indicated by the arrows between the behaviors. As discussed above, the powerful
influence of the child is all important. A father becomes a father when caring for and
interacting with a child. His brain changes, he learns from the child, and he is a
teacher for the child. Access to the child is essential.

Fathers take on their roles as parents when they are with their children even
before they are born. Prenatal visits including the father can “ignite the develop-
mental engine” of fatherhood (Carlson et al., 2015/2016). Healthcare professionals
can assess the expectant father’s perceptions with questions like, “Tell me what you
think you baby will be like?” And perhaps, depending upon the professional role
one plays, “How do you think your life will be changed by becoming a father?” This
type of inquiry would open the door for a discussion of feelings about impending
fatherhood. At the behavioral level, encouraging the father to read to the unborn
child with the knowledge that the fetus can hear and begin to recognize her father’s
voice is one way to encourage the developing relationship.

The COVID pandemic lockdown, as a natural experiment, has shown how the
presence of fathers in the home has demonstrated the fundamental tenet that has
guided our approach to father involvement; being with children changes men.
Results of two nationwide surveys of fathers (Weissbourd et al., 2020) indicated that
64% of fathers felt closer to their children. And more specifically, in the follow-up
survey, 51% indicated that they were getting to know their children better, 57%



140 J. Hornstein

appreciated their children more, and 43% discovered new shared interests. In look-
ing at the perspective of the children, 53% fathers reported that their children were
sharing more of their feelings with them.

Moving to the final person in this schematic, the professional, we can see in the
example provided that there are opportunities to support the developing relationship
between the father and his child using the child’s behavior as a means to enter the
system. “I can see that she lights up when she sees you” (Tb). Part of the therapist’s
representation, in this case, is the goal of helping the father recognize his unique
role with the child. Such representations on the part of the professional are based
upon an understanding of her relationship with this father and the goals of her
practice.

The Practitioner’s Behaviors and Representations
in the Engagement Process

As much as the target of a professional’s father engagement efforts with fathers may
be within the behavioral circle, that is, to help fathers develop their skills in interact-
ing with children, it also works at the representational level, in helping a man con-
struct his identity as a father. Fathers typically know that professionals from various
disciplines are working with them in order to benefit children, as a means to an end.
Yet, when fathers understand that they are seen as competent and worthwhile indi-
viduals, interventions are more likely to be effective and long-standing. The rela-
tionship between the practitioner and the father requires authenticity and respect,
“...men returned to the programs day after day, in part because the staff members
were authentic and ready to engage men, not condemn them” (Roy & Dyson, 2010,
p- 147). This capacity — wishing to engage men, particularly those from marginal-
ized communities — runs throughout the literature on effective engagement pro-
grams, where spending quality time with the child and participating in activities
with the child promote fathers’ engagement (Ellis et al., 2014). Further, the charac-
teristics of exciting play, physicality, asserting discipline, providing protection, and
providing for all can be seen as elements of a father’s role in engaging with young
children.

Engaging fathers taken from a broad perspective of men utilizing what their soci-
ety provides them to take on the various roles of fatherhood is essentially a trans-
mission of cultural knowledge. Specific to the themes developed in this chapter, this
includes understanding that being a good father is based not only on what men look
like when they are taking on the role but also on what any good caregiver does.
Again, the bulk of research on parenthood indicates that both direct caregiving (the
processes involved with attachment and interaction with children) and indirect
effects (such as breadwinning and provisions for health and education) are not the
domain of mothers or fathers but of parents. Even though societies influence how
fathers perceive their roles, each man creates his own identity in relation to children.
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Joining men in this process of creating their identity in relation to their children
is how this author defines engagement. That is, when we as professionals work with
a family, we are essentially playing the natural societal function of providing input
and support. Of course, the entry point for joining the system of care around a child
will vary based upon what role the professional is playing. A preschool educator, for
example, might focus on the behaviors of the child while at the same time support-
ing paternal competence.

What children need is a culturally coherent and safe world to develop in. They
require homes, food, and places to play and explore safely. They need relationships,
hopefully multiple relationships, which provide nurture, guidance, and support, and
indeed playfulness. The presence of a father as a member of this system of care
around a child enhances the system by contributing to the material resources that
allow children to thrive and by forming relationships with the child and other mem-
bers of the system that support their health and development. In doing so, the man,
the man who chooses to be a father, also grows and thrives. It is not the job of the
family engagement professional to decide in what ways the father plays his role.
What we can do is enter this system as a guest and support a man as he finds his way
into this labyrinth.

A Final Note on Policy

The process of father engagement does not occur in a vacuum. A highly motivated
social worker, therapist, or early childhood educator may wish to offer a father’s
group and yet be told that the resources are not available. Practitioners, program
administrators, and researchers are painfully aware of how resources and policies
affect whether programs can offer innovative services including father engagement.
The inclusion of fathers may lead to adding a new component to a program. Of
course, resources are an issue, and we should advocate for those that support paren-
tal involvement. But more importantly, engaging fathers is an essential component
of working with families that requires an inclusive mindset. Practitioners and pro-
grams when working with families should always work with fathers as part of the
system of care around a child. The question is how intentionally and effectively
they do so.

Program and public policies also define the context in which fathers may or not
have access to their children and the support to actually take on parental roles.
Antiquated and biased divorce and child custody laws, child welfare practices that
literally marginalize fathers and provide incentives for his lack of involvement, and
the inhumane incarceration industry all build barriers to father involvement (Cabrera
& Tamis-LeMonda, 2013; Lamb, 2010). As a guide to program development and
policies affecting paternal involvement, I turn to the Global Fatherhood Charter
(Lamb et al., 2019), which was developed by an international group of leaders in the
study of fatherhood. The charter stresses that the love of a father is foundational to
a child’s development and that father engagement takes many forms at different
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developmental periods (Lamb et al., 2019). Engagement of the father during the first
1000 days of the child’s life is important to child development. Familial, societal,
and cultural support will foster fathers’ engagement. Importantly, engagement and
loving care of fathers are pivotal in supporting the health and well-being of the child.
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Chapter 8
Family Engagement in Systems of Care

Check for
updates

Genevieve Graaf and Millie Sweeney

Family Engagement and Family Partnership in Children’s
Behavioral Health Systems of Care

In children’s mental health research, child and family engagement has broadly been
conceptualized as a multistage process that begins with a child’s mental health prob-
lem being recognized, the child and family accessing services for the first time, and
the continued use of—and active participation in—mental health services as needed
(McKay & Bannon, 2004). It is frequently measured through assessment of family
enrollment or intent to enroll in services, mental health services attendance, family-
reported barriers to care, adherence to treatment requirements, cognitive prepara-
tion for engaging in services (“...expectations about roles or outcomes, attitudes
toward therapy, or understanding of services by the identified participant in ther-
apy.’; Becker et al., 2015, p. 35), and satisfaction with services.

According to Lindsey et al. (2014), these processes and outcomes may be
impacted by one or more of four dimensions of family engagement in services. The
attitudinal dimension of engagement refers to a family’s emotional investment in
and commitment to mental healthcare, whereas the behavioral dimension is a fam-
ily’s performance of the activities needed to implement treatment and achieve treat-
ment goals. The facilitative dimension of family engagement includes the logistical
and systemic access barriers to services. Finally, the socializing dimensions of
engagement address families’ experiences of mutual support and the interactions
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with providers that honor the challenges families encounter when navigating ser-
vices and validate their experiences (Lindsey et al., 2014).

Family engagement is defined more broadly by family advocates and in medical
or health services research and policy. In these settings, family engagement refers
primarily to the collaborative relationship between care providers and their patients
and families. This relationship is aimed at promoting and supporting patient and
family voice in their healthcare decisions and incorporating their priorities and val-
ues into shaping the healthcare system (Coulter, 2011). In this context, engagement
can range from family involvement—in which families provide input and partici-
pate in service decisions—to full partnership in which families are included as equal
members of the treatment team and participate in organizational and policy decision-
making (Carman et al., 2013). Suggested measures of this type of family engage-
ment or partnership include monitoring family and patient capacity for engagement
and relying on consumers’ assessment of their experiences in shared decision-
making with healthcare providers and systems (Carman et al., 2013).

The Family-Run Executive Director Leadership Association (FREDLA), a
national family-run organization and association of family-run organizations,
adapted Carman et al.’s (2013) model for understanding the range of family engage-
ment in child mental healthcare (https://www.fredla.org/wp-content/
uploads/2018/09/SEC-1-FREDLA-MODELS-OF-FAMILY-ORGS.pdf). They
assert that communicating with families, providing supports for them, and including
them in interventions merely qualifies as family involvement. Family engagement is
a midrange, program-level commitment to working with families. In FREDLA’s
model, family-driven care is full family partnership and is the gold standard for fam-
ily engagement. Their model asserts that family partnership means that families,
youth, and children are involved in decision-making in system-level policies, proce-
dures, and priorities at the local, state, and national level (Stroul et al., 2021). For
this reason, and to distinguish it conceptually from how family engagement is
defined in child mental health research, FREDLA’s conceptualization of family
engagement will be referred to as “family partnership.” Activities involved in family
partnership and how they differ from family involvement or family engagement,
adapted  from  FREDLA’s model  (https://www.fredla.org/wp-content/
uploads/2018/09/SEC-1-FREDLA-MODELS-OF-FAMILY-ORGS.pdf;  https:/
www.fredla.org/wp-content/uploads/2016/01/Checklist_of_Family_Roles_in_
SOC_Work_PDF.pdf), are illustrated in Fig. 8.1.

FREDLA promotes multiple levels of family partnership in children’s mental
healthcare (Carman et al., 2013). At the service delivery level, this can include
employing parent peers as part of the professional team of supportive providers.
Families can provide the following types of services: parent peer support, intake and
assessment, respite care, information and referrals, helpline services, system navi-
gation support, support group facilitation, family and child psychoeducation, and
community outreach. Families can also provide training to providers and other chil-
dren and families participating in mental health services, and they can participate as
members of continuous quality improvement teams. At the organizational level,
families can participate in policy and procedure review and development; help to
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design and implement services and supports; assist in recruiting, training, and sup-
porting families in system- or policy-level participation; participate as board and
committee members; and coauthor community service or evaluation grants. At the
policy and system level, families can help to provide education to policymakers;
assist in drafting legislation and system or service guidelines, governance, and over-
sight processes; establish service standards; and provide training and certification
for parent peer support providers. In these roles, families can inform the develop-
ment, implementation, and evaluation of services; they can help to ensure that ser-
vices are designed based on family and young children’s input, when possible,
about what works and best practices for service delivery. Behavioral health policy-
makers and administrators can establish policy and funding processes that incorpo-
rate family representation (with voting authority) at all levels and can help to design
and implement policy, regulatory, and contractual requirements around partnering
with families.

Because the focus of this book is on mental healthcare for young children, ages
birth through eight years, it is important to address the extent to which young chil-
dren can provide meaningful input in treatment decisions as well as organizational-
and policy-level system design. Because very young children, especially children
younger than 4 years of age, have limited ability to express their preferences, they
must rely on their caregivers’ intimate knowledge and communication of their pref-
erences and emotional or behavioral needs (Gutman et al., 2018). For school-aged
young children, interventions using psychoeducation, discussion prompts, and deci-
sion aids have been demonstrated to successfully assist children in expressing their
feelings and perspectives in regard to healthcare (Segers et al., 2022). For these
reasons, going forward, when family or child partnership, participation, or engage-
ment is discussed in this chapter, we will be referring to caregivers’ expression of
their own preferences and needs, their advocacy for their child’s preferences and
needs based on their expert knowledge of their child, as well as the participation—
to the extent that is developmentally appropriate—of school-age children in
decision-making.

Predictors of Family Engagement

Given its importance in achieving positive outcomes for young children and fami-
lies in behavioral healthcare, numerous studies have identified child, family, and
environmental factors associated with engagement in mental healthcare. These can
impact each stage of the engagement process and reflect points of intervention
across dimensions of family engagement (Becker et al., 2018). Engagement studies
have generally operationalized behavioral and facilitative dimensions of family
engagement by measuring mental health service attendance, family-reported barri-
ers to treatment, and enrollment or intent to enroll in services (Lindsey et al., 2014).
These dimensions of engagement are negatively impacted by family, provider, and
health system factors. Family difficulty scheduling childcare, competing family
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obligations, or lack of transportation, combined with provider inflexibility in the
timing of appointment availability, deter family engagement. Organizational barri-
ers include complex intake or referral processes and delays; lack of service avail-
ability; less experienced or underqualified providers; service tools and environments
that are not individualized and developmentally appropriate for young children; a
lack of culturally competent providers; and providers failing to center child prefer-
ences and family perspectives. A lack of coordination between referring and col-
laborating service providers can also inhibit service utilization (Waid & Kelly,
2020). In particular, many families with young children report being unaware of
where or how to access mental healthcare or lack of cooperation from their health-
care providers in providing relevant information or referrals (Hansen et al., 2021a).

Individual, family, or community attitudes toward mental illness, help seeking,
and mental health service providers themselves influence the behavioral, attitudinal,
and social dimensions of family engagement (Waid & Kelly, 2020). Inability to
recognize symptoms, social stigma, feelings of shame related to mental illness and
help seeking, reliance on self or informal support systems, and a lack of knowledge
about the resources available and low confidence in the ability of such resources to
help are associated with reduced identification of mental health need, service enroll-
ment, attendance and adherence, cognitive preparation, and satisfaction with care
(Hansen et al., 2021a; Waid & Kelly, 2020).

Interventions to Increase Family Engagement

Many interventions can address facilitative and attitudinal dimensions of engage-
ment for families with young children by increasing attendance and reducing barri-
ers to access and enrollment. The development of evidence-based interventions
specifically for young children, as well as sustainable funding sources to ensure
their availability, can be critical to facilitating access to care (Hickey et al., 2023).
Digital health technologies that deliver mental health interventions, information
sharing, or enable scheduling and coordinated management of care (Hickey et al.,
2023; Waid & Kelly, 2020) can increase service use and active participation in ther-
apeutic interventions for these families. Additionally, culturally responsive family
outreach activities such as psychoeducation that acknowledges family attitudes
about mental healthcare and mental illness, logistical barriers to access, and the
importance of their voice and expertise in the therapeutic process can be helpful in
increasing family engagement (Hickey et al., 2023; Waid & Kelly, 2020). Similar
results can be achieved by increasing mental health literacy. This can include
improving family understanding about the full range of normative development for
young children, the process and expectations for treatment, and the array of other
services and supports available to families tailored to the unique needs of young
children (Liverpool et al., 2021). Further, activities aimed at increasing the schedul-
ing convenience and spatial accessibility of services through adjusting service hours
and locations; providing appointment reminders, case management, or care
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coordination; and the use of therapeutic contracting can increase service attendance
and adherence to treatment (Becker et al., 2015).

Conducting strengths and needs assessments, eliciting change talk, using
rehearsal, modeling, and therapeutic behavioral and verbal reinforcement and rap-
port building can target attitudinal factors (a family’s emotional investment in and
commitment to mental healthcare). This can increase cognitive preparation and
adherence to treatment (Lindsey et al., 2014). Providing parent peer support ser-
vices—individually or through support networks or small groups—and providing
exercises to increase parent/caregiver coping can address the socialization dimen-
sion of family engagement and result in greater care satisfaction (Lindsey
etal., 2014).

Many efforts have been dedicated to understanding the organization- and
provider-level interventions that can enhance family engagement, but many inter-
ventions reported in the research are limited to family consultation or involvement
in shared decision-making and rarely address family partnership (Becker et al.,
2018; Hickey et al., 2023; Waid & Kelly, 2020). Recall that family partnerships, in
contrast to family engagement, are collaborative relationships between care provid-
ers and/or their organizations and their patients and families (Carman et al., 2013).
These collaborations are aimed at promoting and supporting consumer influence on
their healthcare decisions, individually, programmatically, and collectively upon the
healthcare system (Coulter, 2011). As such, family partnership may also target the
attitudinal dimension of engagement by providing formal channels for families to
voice their questions, concerns, and desires for treatment for their child through
shared decision-making, partnership, and engagement in policy development. In
particular, the inclusion of caregivers as part of the service provider team can reduce
social stigma and normalize mental illness and help seeking for other families with
young children, can provide those families with knowledge about the resources
available for their children, and increase families’ confidence in the ability of such
resources to help (Waid & Kelly, 2020).

Further, little attention has been paid to the systemic structures and policies that
reduce barriers to family engagement, which support organizational or provider
interventions to consult or involve families in treatment, or that promote full family
partnership in decision-making (Hansen et al., 2021b; Waid & Kelly, 2020). Federal
and state policies can play a critical role in supporting provider, organizational, and
service system structures and processes that increase all dimensions of family
engagement in mental health services for families with young children (Fostering
Healthy Mental, Emotional, and Behavioral Development in Children and
Youth, 2019).

Many structural- or policy-level interventions can address the facilitative dimen-
sion of parent engagement by integrating behavioral health services into primary
pediatric care (Burkhart et al., 2020; Waid & Kelly, 2020), locating mental health
services within childcare settings (Gilliam et al., 2016) or elementary schools
(Sanchez et al., 2018), reducing cost and insurance barriers through mandating
insurance coverage parity for mental health and medical care, and expanding access
to public health coverage (which provides more coverage for comprehensive
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behavioral healthcare; So et al., 2019). Financing arrangements (including reim-
bursement rates and dictates regarding the mental health services that can be cov-
ered through public funding) and requirements for provider licensing, accreditation,
and enrollment can increase access to services by driving the types of services avail-
able and the number of providers who provide those services (Graaf & Snowden,
2021). Funding and administrative decisions about infrastructure can facilitate
interorganizational communication and coordination that reduce gaps in care and
enhance referrals, care coordination, communication, and transition processes
across organizations and service sectors (Hernandez et al., 2016). Finally, financing,
governance, and oversight policies can be tied to system operation mandates for
early screening and intervention, timely delivery of care, and processes for engag-
ing family perspectives in service planning at the community, organizational, and
policy level (Nelson et al., 2022; So et al., 2019). Given the critical role that policy
can play in facilitating family engagement and family partnership, attention to the
children’s mental health policy context is warranted.

The System of Care

Today, many states’ administrative decisions about policies that organize and
finance community mental health services for children are based on the system of
care philosophy (Hernandez et al., 2016). The Children’s Mental Health System of
Care emerged in the early 1980s in response to a critical report from The Children’s
Defense Fund, titled Unclaimed Children: The Failure of Public Responsibility to
Children and Adolescents in Need of Mental Health Services. The report outlined
the challenges faced by children with complex mental health needs. It advocated for
a holistic policy that would center the needs, values, and perspectives of children
and their families. It proposed that children with significant mental health needs
should be served through a coordinated system of care to increase their access to
less restrictive and more appropriate mental healthcare. The publication of this
report, and the state and federal response to it, spurred the creation of the first
national policy targeting the needs of children with complex mental health needs
and their families. In this landmark federal policy, passed in 1984, congress allo-
cated funding for the National Institute of Mental Health to establish the Child and
Adolescent Service System Program (CASSP). This initiative is known today as the
Children’s Mental Health Initiative (CMHI), and it is administered through the
Substance Abuse and Mental Health Services Administration (SAMHSA).

The system of care philosophy is meant to guide the organization of mental
health services and interorganizational collaboration, communication, and coordi-
nation of programs serving children with complex mental health needs—including
young and very young children. Though the average age of this population is 12 to
13 years (Graaf et al., 2023), many young children also present with complex
behavioral health needs (Ibeziako et al., 2022). Program evaluations—which have
included children and youth with mental health needs of ages ranging from 2 to
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21 years of age—have demonstrated that children served in systems of care demon-
strate better classroom, home, and community functioning (Stroul et al., 2012).
Families report reduced caregiver strain, greater social support, enhanced problem-
solving and behavior management practices, and reductions in reliance on formal
helping systems (Larson et al., 2022; Stroul et al., 2012). A set of rigorous mental
health system studies in the 1990s, examining outcomes for children ages 5 to
17 years, demonstrated families and children served in systems of care demon-
strated higher levels of engagement; they were more satisfied with care, stayed in
services longer, received needed care more quickly, were more aware of what ser-
vices were available to help them, and received more individualized treatment in
less restrictive settings (Bickman et al., 2004). Perhaps, due to these positive out-
comes, the system of care policy continues today as the CMHI, and it has funded the
development of systems of care in all 50 states; increasing services for young chil-
dren will enhance the reach of the CMHI.

Today, the system of care is conceptualized as resting on three key components:
(1) a comprehensive array of services and supports for children and families, (2) a
community and organizational infrastructure to seamlessly coordinate care across
child-serving sectors, and (3) a philosophy to guide the manner in which services
are delivered to children and their families (Stroul et al., 2021). Its purpose has been
expanded to serve a broader population beyond children with the most complex
needs, including children with emerging or mild and moderate needs. As children’s
mental health needs become more complex, more services and supports are pro-
vided, and those with the most significant needs receive larger doses of services for
longer periods of time (Stroul et al., 2021). The system of care guidelines also now
call for the use of intensive care coordination, trauma-informed care, mobile crisis
care, and peer support services. It has been expanded conceptually to encompass
public health, care integration, and mental health equity values by including atten-
tion to universal mental health promotion, prevention, screening, and early interven-
tion for the whole child population through pediatric care integration and
school-based mental healthcare (Stroul et al., 2021).

System of Care Philosophy and Policies’ Promotion
of Family Engagement

Within the system of care framework, the conceptualization of family engagement
is well aligned with that in health services research—which defines family engage-
ment as the promotion and support of patient and family voice in their healthcare
decisions and in shaping the healthcare system. A core value of the original
Children’s Mental Health System of Care model—which continues today as the
system of care framework has evolved—is that care should be centered around the
needs of the child and their family (Stroul & Friedman, 1986). One of the guiding
principles, too, states that families should be full participants in all aspects of
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planning and delivery of services. As such, the system of care dictates not just fam-
ily engagement but family partnership and family-driven care (Stroul et al., 2021).

System of care philosophies also reflect the family engagement definitions used
in children’s mental health research—which promotes family engagement as chil-
dren and families’ use of and active participation and sustainment in mental health
services. The policies organized around the system of care philosophy address key
family engagement outcomes and stages in the process—the early recognition of
mental health problems in children, access to services, and active participation in
mental health treatment (McKay & Bannon, 2004) and target the attitudinal, behav-
ioral, and social dimensions of family engagement (Lindsey et al., 2014). Through
financing and associated regulation and oversight arrangements, policies rooted in
system of care values and principles can drive processes for partnering with families
in planning services for infants, toddlers, and young children at the individual, orga-
nizational, and policy level (Nelson et al., 2022; So et al., 2019). Because family
engagement and partnership are baked into the core values and guiding principles of
the system of care, the Child and Adolescent Service System Program (CASSP) (the
Children’s Mental Health Initiative [CMHI] today)—which funds the development
and expansion of systems of care across the United States—Iaid critical ground-
work that has guided state child mental health policymaking for the last 40 years to
maximize family and child engagement in mental healthcare (Hernandez et al.,
2016; Lourie & Hernandez, 2003). System of care policies support many facets of
family engagement in mental health care, including identification of mental health
need and the facilitative, behavioral, attitudinal, and social dimensions of
engagement.

Identification of Mental Health Need and Promoting Mental Health Service
Use The system of care principles facilitate the first step in family engagement—
identification of mental health needs in children—by dictating that a well-
functioning system should be employing a public health approach. This approach
includes the provision of services and supports that promote mental health and pre-
vent the development of mental illness or behavioral problems. Public mental health
also provides structures and processes to identify and intervene early in children’s
mental health needs and the needs of families (Stroul et al., 2021). This can be
achieved through community-based settings such as childcare, preschool, and ele-
mentary school settings. However, despite the call for early identification and inter-
vention in child mental health needs since the development of the system of care
principles in 1986, state mental health administrators feel that current efforts in their
state are insufficient and that public investments in the infrastructure needed to
advance these goals are inadequate (Hernandez et al., 2016). Efforts continue to
expand mental health screening and service delivery through schools (Enos, 2023;
McCabe et al., 2021) via provision of public funding for school-based mental
healthcare (Graaf & Snowden, 2020) and interorganizational cooperation
(Cummings et al., 2022). As a result of these efforts, a large portion of children
access mental health services through their school (Ali et al., 2019; Duong et al.,
2021) which positively impacts their mental health outcomes (Sanchez et al., 2018).
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In particular, early identification of mental health needs in young children can be
achieved through screenings in preschools and childcare settings (Gilliam et al.,
2016), through elementary schools (Splett et al., 2018) and pediatric healthcare set-
tings (Kuhlthau et al., 2011). Connections to mental health services from these
avenues can be critical in achieving access to care (Hansen et al., 2021a, b), and in
many states, these services can be covered through private insurance, public mental
health grant funds, and Medicaid (Graaf & Snowden, 2019). However, gaps in fund-
ing for care—particularly for young children with complex needs—still exist in
many states (Graaf & Snowden, 2020). Infants and their mothers around the world
face a myriad of health and mental health concerns (Ndwiga et al., 2022). If these
concerns are left untreated, mothers, as well as other caregivers, may experience
emotional distress and infant development can be negatively affected (Parfitt et al.,
2014). Therefore, ensuring that parents and caregivers are referred to system of care
services may optimize child development.

Updates to the system of care guiding principles also emphasize the integration
of mental healthcare into pediatric health settings—which can be critical to enhanc-
ing rates of early detection and treatment for behavioral health needs and facilitating
and coordinating access to initial and ongoing services (Lipkin et al., 2020).
Integrated pediatric health and mental healthcare can also address attitudinal dimen-
sions of family engagement by reducing the stigma associated with behavioral
healthcare by delivering it in a less stigmatizing medical setting (Campo et al.,
2018). However, like efforts aimed at population-wide early identification and treat-
ment, comprehensive integration of pediatric medical and behavioral healthcare
nationwide remains an unrealized goal; approximately less than 2% of children are
reported to have received mental healthcare through pediatric settings (Duong
et al., 2021).

Facilitative Dimensions: Access to a Full Continuum of Mental Health Services
and Supports for the Child and Their Family From its first inception to today,
the system of care guiding principles specify that systems of care should include a
comprehensive array of services and supports for children with mental health needs
and their families (Stroul et al., 2010, 2021; Stroul & Friedman, 1986). This prin-
ciple facilitates identification of need and access to services by dictating that a broad
selection of services (both formal and informal) must be made available—including
screening and early intervention services. By specifying the provision of peer sup-
port services to parents, this principle also uniquely addresses the social dimension
of family engagement. Peer support services can be provided one on one or in a
group setting by parents/primary caregivers who have lived experience of manag-
ing child behavioral health concerns and navigating service systems (Acri et al.,
2017). Parent peer support providers can attend care planning meetings, provide
coaching in coping or advocacy skills, offer support during crises, and aid in navi-
gating complicated systems. These services have been shown to increase family
understanding of mental health (Acri et al., 2017), reduce caregiver stress (Nayak
etal.,2022), and increase access to and participation in services (Nayak et al., 2022).
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Public mental health policy has also evolved to support the system of care guide-
lines by funding a wide array of other highly specialized services. Due to federal
mandates for state Medicaid programs to provide and Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) to all child beneficiaries (often referred to as the
EPSDT mandate), many state Medicaid programs fund a diverse selection of spe-
cialized behavioral health services that are essential to a system of care (Hernandez
etal., 2016). In states in which Medicaid has not provided funding for such services,
families have changed Medicaid policy by filing lawsuits under the EPSDT man-
date, asserting that states are not complying with the federal mandate to provide all
needed treatment for behavioral health diagnoses (Snowden et al., 2008). In other
states, these services are funded through HCBS Medicaid programs for children
with significant mental health needs (Graaf & Snowden, 2017) or through dedicated
programs funded through state allocations—sometimes through the child welfare or
juvenile justice systems (Graaf & Snowden, 2019).

Access to Community-Based Care Numerous and expansive policies have prolif-
erated under the system of care philosophy. Many are aimed at expanding the vari-
ety, accessibility, and capacity of mental health services (Graaf & Snowden, 2017,
2019, 2020) and reducing financial and availability barriers to family engagement in
mental health services. However, in the 1982 Children’s Defense fund report, cri-
tiques of the public mental health system included that children were being served
in inpatient or residential psychiatric settings when their needs could be met through
home- or community-based services (Knitzer & Olson, 1982). As a result, the sys-
tem of care principles prioritize that services should be provided in the least restric-
tive setting possible for the needs of the child (Stroul et al., 2010, 2021; Stroul &
Friedman, 1986). This principle, and its perpetuation through federal Children’s
Mental Health Initiative (CMHI) Collaborative Agreements (better known as
System of Care grants) to communities, tribes, and states nationwide over the last
three decades—combined with lawsuits filed under the Americans with Disabilities
Act (Olmstead v. LC, 1999)—have increased the availability of home- and
community-based mental services (HCBS) for children with mental health needs.
Many states have also established more stringent gatekeeping processes and higher
clinical thresholds for inpatient or residential care admission (Herbell & Banks,
2020), redirecting funding from residential psychiatric services into home- and
community-based services (Graaf & Snowden, 2021).

Interorganizational and Care Coordination Emphasis on systems of care prin-
ciples increases attention in public mental health systems to the interorganizational
collaboration within their community (Hernandez et al., 2016). Many state systems
facilitate cooperation through coordination of activities and funding between agen-
cies and service sectors at the state level (Graaf & Snowden, 2021; Hernandez et al.,
2016). The outcomes from such efforts have been reviewed positively by providers
and families and have been demonstrated to result in earlier identification of mental
health needs (He et al., 2015) and greater access to more individualized and appro-
priate mental healthcare (Cooper et al., 2016). The provision of intensive care coor-
dination, which is also a key feature of system of care principles, has also been
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found to be pivotal in facilitating access to mental healthcare and other support
services (Lindly et al., 2020; Waid et al., 2021). Extending a systems of care phi-
losophy to health and mental healthcare of infants, toddlers, and preschoolers with
complex health and mental health needs may promote child development and ease
the burden for family practitioners, who may be “de facto” systems of care coordi-
nators (Zanello et al., 2017).

Attitudinal and Behavioral Dimensions: Partnership with Families The system
of care guiding principles include several points that also address the attitudinal and
behavioral dimensions of family engagement by supporting full family partnership.
System of care guidance specifies that services be trauma informed, culturally com-
petent, and developmentally appropriate—all of which can increase the likelihood
that families will initiate and sustain participation in services (Moore, 2018) by
reducing attitudinal barriers to mental health engagement. These elements of ser-
vice integrate with a core value of the system of care: that service planning, delivery,
and evaluation should be delivered in full partnership with families and be driven by
children and their families (Stroul et al., 2021).

System of care guidelines include directives at the provider and organizational
level that service plans and delivery of care must be individualized, strengths based,
and developed and implemented in full partnership with the family (Stroul et al.,
2021). By planning and implementing individualized and strengths-based care in
this manner, many attitudinal dimensions of family engagement are activated
through activities demonstrated to be effective in promoting child and family ser-
vice attendance, adherence, and cooperation with treatment processes, as well as
cognitive preparation for service engagement. These include assessment of child
and family strengths (Lindsey et al., 2014), peer pairing to support parents
(Hoagwood, 2005), psychoeducation about services, eliciting change discussion,
expectation setting (Becker et al., 2015), relationship and rapport building (Bjgnness
et al., 2020), and support networking (Lindsey et al., 2014; Nayak et al., 2022).
Further, shared decision-making—another term for planning care in partnership
with children and families (Fitzpatrick et al., 2023)—is demonstrated to result in
greater satisfaction with treatment decisions (Langer et al., 2022), increased knowl-
edge of services and presenting problems (Wyatt et al., 2015), lower dropout rates
(Swift et al., 2018), and greater therapeutic gains (Edbrooke-Childs et al., 2016).
The provision of system-level guidelines that mandate family engagement and part-
nership, especially when funding mechanisms are tied to compliance with them—
such as through the federal CMHI Collaborative Agreements (i.e., System of Care
grants) or through oversight arrangements tied to state funding (Graaf & Snowden,
2017)—has been demonstrated to play a key role in promoting shared decision-
making in clinical practice settings (Scholl et al., 2018).

The latest system of care guidelines specify that wraparound is the most evidence-
based approach to care planning in partnership with families. Emerging in the 1980s
as a model for serving children and adolescents with complex mental health needs
at high risk for institutionalization (Winters & Metz, 2009), wraparound is a
strengths-based “...collaborative process for developing and implementing
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individualized care plans for children with severe disorders” (Walker & Bruns,
2006, p. 1580). The process relies on the preferences and perspectives of the child
and their family in determining their needs and setting appropriate goals to be
included in the plan of care. Engaging natural support systems in the family’s envi-
ronment to participate in the goals and activities of the treatment plan is also empha-
sized (Bruns et al., 2010).

The evidence base for wraparound, though still emerging, is positive. Meta-
analyses of wraparound evaluations, which compare the treatment group with a
control group, found an overall moderate positive effect for wraparound partici-
pants, based on improvements in functioning in mental health outcomes (Olson
et al., 2021). Further, when compared to intensive care management, children and
families participating in wraparound had higher rates of home- and community-
based service participation (Bruns et al., 2015). Perhaps, based on these outcomes,
the use of wraparound has been integrated sustainably into many public mental
health systems for children through the development of Medicaid reimbursement
for the service (Graaf & Snowden, 2017) and state allocation of funding specifically
for wraparound care for high-need behavioral health populations (Graaf &
Snowden, 2021).

Family Advocacy. The system of care guiding principles include additional sup-
port for family partnership by specifying that family leaders and advocates be full
partners at the system level in policy and governance development, and in service
design, implementation, and evaluation in their communities and states. The prin-
ciples also specify that the system of care will collaborate and coordinate with advo-
cacy and peer-led organizations to promote effective advocacy efforts that protect
and promote the rights of young children with mental health needs (Stroul et al.,
2021). Many states actively partner with family-led support organizations to edu-
cate and advocate for policy, legislation, funding, and programmatic efforts at the
state level (Cooper & Aratani, 2015; Hoagwood et al., 2008). States rely on these
advocate partners to identify community needs, report on child and family system
experiences, and advise on ways for states to increase access to services (Hernandez
et al., 2016). Some states employ family liaisons in formal policymaking roles
(Cooper & Aratani, 2015), and many advocacy organizations receive federal and
state funding to support their efforts (Hoagwood et al., 2008). Further, federal and
state policies often mandate that public mental health organizations engage local or
organizational-level advisory boards comprised of families engaged in behavioral
healthcare to provide feedback and oversight to mental health organizations and the
services they provide (Certified Community Behavioral Health Clinics, 2021).

Family Engagement in Systems of Care: Social Justice
and Health Equity

Harper et al. (2014) propose that children’s mental health research and practices
have developed two parallel traditions. They refer to these models as systems of
care and expert-driven care. Expert-driven care, rooted in a medical model of
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behavioral healthcare, focuses on clinical assessment for the purpose of diagnosis
and symptom treatment and services provided are recommended by the “expertly”
trained professional. In this context, care can be seen as oppressive, as it minimizes
the preferences, cultural nuances, and lived experience of children and their fami-
lies, largely excludes the perspectives of key stakeholders, and provides a limited
pathway for self-determination. The system of care tradition diverges from expert-
driven care by using a treatment team approach to care, integrated with advocacy, in
which the “expertly” trained professionals’ perspectives are weighed equally with
that of nonprofessional and family team members (Harper et al., 2014).

By centering child preferences and family voice, and prioritizing cultural compe-
tency, developmentally appropriate and inclusive care, the system of care values and
guiding principles lay a foundation for advancing equity and justice in accessing
and navigating mental healthcare for all children and their families. In systems of
care, treatment planning is driven by child and families’ strengths, needs, goals, and
values, which creates an anti-oppressive service space that supports self-
determination and shared decision-making, centering the child and families’ exper-
tise rooted in their lived experiences. Theoretically, when practiced with fidelity,
full family partnerships are inherently inclusive of diversity because the amplifica-
tion and integration of the unique experiences of all types of children and families
are embedded into treatment planning and service delivery (Stubbe, 2020). The pri-
oritization of these processes promotes culturally responsive and competent service
delivery, as it provides a formal channel for families to communicate the prefer-
ences, needs, values, and priorities that matter in their culture or are needed to
accommodate the special needs of their child or their family (Stubbe, 2020). Further,
the shared decision-making at the center of the system of care approach has been
demonstrated to be especially important to increasing health knowledge and satis-
faction with care for participants with marginal or oppressed identities or experi-
ences (Durand et al., 2014).

Limitations in Current Family Engagement Knowledge
and Practice in Systems of Care

Systems of care for children with significant mental health needs were studied rela-
tively vigorously in peer-reviewed research in the late 1980s and through the 1990s
but research in dropped off in the early 2000s (Larson et al., 2022). As a result,
many gaps in knowledge exist about systems of care that must be addressed in
future research efforts. Early studies firmly established that children and families
served in a system of care have higher levels of engagement—when defining
engagement as access to and participation in mental health services (Bickman et al.,
2004). Less is known about the impact of system of care policies and practices on
family partnership. When adhering to the guiding principles of individualized,
family-driven care planning, some evidence demonstrates that participants report
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more individualized care plans, higher levels of satisfaction with the process, and
improved child mental health outcomes (Slaton et al., 2012). However, the role of
child- and family-centered care planning in families’ experience of partnership has
been examined minimally and remains an area ripe for future investigations (Larson
et al., 2022).

Further, though federal funding has provided support for the development and
expansion of systems of care across the United States for over three decades, and
federal agencies provide program and funding reports about system of care grant-
ees, little peer-reviewed research reports on the breadth and health of existing sys-
tems of care for young children with mental health needs (Larson et al., 2022).
Formal estimates are needed to understand the number of young children with men-
tal health needs who have access to a system of care, how well those systems of care
are functioning or are sustained over time, the extent to which they operate with
fidelity to the guiding principles or core values, and what barriers or challenges exist
for communities or organizations in fully implementing a system of care approach.
The population-level impacts of system of care implementation and participation
are also unknown and merit scholarly attention. Since the implementation of these
policies, and as systems of care have proliferated across the nation, whether unmet
mental health need for families and children has declined or if racial, income, geo-
graphic and insurance-based disparities in unmet mental health need have nar-
rowed is unknown. Such research efforts are hindered by the lack of longitudinal
nationally representative datasets identifying children with mental health needs and
their service experiences (Ghandour et al., 2018).

Increasingly, health researchers are using community-engaged research
approaches to advance the practice relevance of research evidence in addressing the
needs of marginalized and historically oppressed populations—including individu-
als with complex mental health needs (Rhodes et al., 2018a, b). Further, research
funders, such as the Patient-Centered Outcomes Research Institute (PCORI), are
more frequently explicitly prioritizing studies that actively engage the populations
being studied (Maurer et al., 2022). We recommend that children’s behavioral health
services’ researchers leverage the sophisticated participatory research methods and
well-aligned funding sources now available to researchers to advance family
engagement with systems of care research activities.

Family Engagement in Systems of Care in Practice

Today, many state and local administrative decisions about community mental
health for children are based on the system of care framework. This framework calls
for full partnership with families at all levels—individual, programmatic, organiza-
tional, and in policy and funding decisions (Hernandez et al., 2016). However, the
extent to which state or community systems have achieved full partnership with
families at all levels is currently unknown. A 2011 published assessment of system
of care implementation nationwide suggested that system of care grantees were
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only achieving moderate levels of family partnership (Kutash et al., 2011), and a
recent local assessment of a system of care suggests that the level of family-driven
care continues at similar levels (Karikari et al., 2020).

Limitations in widespread adoption of family partnership in systems of care
could be overcome through mandates for family partnership and investment of
resources. Funding is needed to build organizational and family capacity to partner
in mental health policy and service planning (Farrelly et al., 2016). Organizations
may benefit from expert guidance on how to deal with differences in perspectives
between providers, children (as developmentally appropriate), and caregivers; how
to communicate using less clinical or technical language; and how to convey respect
and openness to ideas and comments shared by parents and children (Farrelly et al.,
2016). Families may more effectively partner with organizations and policy leaders
if provided training around the inner workings of mental health systems and the
competing priorities faced by organizations and policymakers (Cooper & Aratani,
2015). Family-run organizations (FROs) have the expertise to provide this training
as well as a network of families who may be willing and interested in participat-
ing—as a full and equal member—in service delivery or on advisory councils,
in policy work groups, and in service redesign projects (Hoagwood et al., 2008).
However, FROs need resources to support the time required to develop and deliver
trainings and support the development of community partnerships.

Funding is also needed for building capacity and expanding the use of family
peer support providers (FPSP) in systems of care—the employment of parents/
caregivers (and young children) with lived experience to provide information,
emotional, and navigational support to child and caregiver mental health service
users (Gopalan et al., 2017a, b). FPSP may be an effective strategy for bridging
gaps between families and providers—modeling collaboration, perspective taking,
and teamwork for the benefit of the child and family. Building this workforce
requires an acknowledgment of the important and professional role of the FPSPs,
demonstrated through equity in pay and benefits, equality among provider col-
leagues both within and outside of the organization that employs them, and support
for ongoing professional development and advancement. FPSP exists in all states
and many states offer Medicaid reimbursement for these services; however, the pay
and reimbursement rates remain comparatively low (Schober & Baxter, 2019), and
the service is often only accessible to specific populations or areas (Graaf &
Snowden, 2017).

Further, to expand the resources available to systems of care to effectively engage
in family partnership, states need to prioritize children’s mental healthcare in the
allocation of federal community mental health block grants (Hernandez et al.,
2016). These grants provide funding that is not tied to service delivery, unlike
Medicaid funding, and thus allow for the use of funds to develop infrastructure or
provider services that are not billable under Medicaid (Graaf & Snowden, 2021).
Many states report inadequate state funding allocations to children’s mental health-
care, as a result of state administrators and policymakers prioritizing adult mental
health (Hernandez et al., 2016). Inserting federal requirements around the percent-
age of block grant funding that states must dedicate to children’s mental health and
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family-run organizations may provide additional resources to support family
partnership.

Finally, families may be discouraged from partnering fully with mental health
service providers, organizations, and policymakers due to the stigma that continues
to be attached to the use of mental healthcare (Waid & Kelly, 2020). Community
efforts at stigma reduction can reduce these pressures (Maunder & White, 2019),
but family partnership efforts must acknowledge this and take intentional steps to
remove stigma in seeking services and speaking out on behalf of children with men-
tal health needs and their families. Further, because experience of mental health
stigma varies across regional and cultural groups (Snowden et al., 2022), engaging
families that reflect the full range of racial, ethnic, geographic, gender, or cultural
identities of the children and caregivers who use mental health services can be espe-
cially challenging (Moore, 2018). Organizations seeking to partner with families
should collaborate with cultural centers, local churches, or regional or special inter-
est groups in their community to build relationships, learn how to be culturally
responsive, and establish connections with potential family leaders who can become
involved at different levels within the organization.

Conclusion

Family partnership is a fundamental value in the Children’s Mental Health System
of Care, but knowledge regarding the health and sustainability of these systems and
the extent to which family partnership is fully implemented within them is lim-
ited—particularly for families with very young children. Greater investment is
needed to build the knowledge base about the current state of Children’s Mental
Health Systems of Care nationwide and organizational interventions that can
enhance capacity for family partnership for caregivers, young children, providers,
and administrators.
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Chapter 9
Equity in Engaging Families in Mental
Health Interventions for Young Children

Check for
updates

Victoria O. Nguyen and Brenda Jones Harden

The first decades of the twenty-first century have been marked by multiple societal
crises, including the COVID pandemic, racial/ethnic strife, political polarization, as
well as a crisis in child and youth mental health. Scholars, policymakers, and prac-
titioners have issued a clarion call for strategies to address the decline in the mental
health status of children and youth in the United States, including for young chil-
dren (Bitsko et al., 2022; Office of the Surgeon General, 2021). In particular, inter-
ventions designed to improve child mental health are critical for children from
low-income and minoritized backgrounds, who are at higher risk for a range of
adverse outcomes, including mental health challenges (Alegria et al., 2015; Dodge,
2018; Shivers et al., 2022; Yoshikawa et al., 2012). Such outcomes are partially
attributable to the disparities children from these populations experience in the con-
text of service delivery systems. For example, these children and their families are
less likely to receive quality mental health services (Butler & Rodgers, 2019;
Rodgers et al., 2022). Further, they have decreased engagement in school-based,
clinic-based, and community-based mental health settings (Alegria et al., 2010;
Atkins et al., 2017).

As Iruka et al. (2022) articulate in their discussion of the engagement of diverse
families in early childhood programs, family engagement has a key role in promot-
ing the outcomes of children from underserved families. Thus, an important strategy
for counteracting mental health disparities and associated outcomes is to increase
the engagement of families from low-income and minoritized backgrounds into
mental health services for their children. The goal of this chapter is to explore best
practices for how this may be achieved. We begin by summarizing the empirical
literature on disparities in the prevalence of mental health disorders and access to
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mental health services for young children from low-income and minoritized back-
grounds. Although the literature is sparse, we review the research on challenges to
engaging families from low-income and minoritized backgrounds in mental health
services writ large and those for their young children specifically. Finally, we offer
some conceptual approaches to increasing the engagement of families from these
backgrounds into mental health services for their young children, with exemplars of
programs that are grounded in these approaches.

Disparities in the Prevalence of Mental Health Disorders

Research has consistently documented elevated rates of mental health disorders of
children from low-income and minoritized backgrounds. Mental health disparities
begin in early childhood and may be exacerbated across childhood and adolescence
(Alegria et al., 2015). Based on a systematic review, Reiss (2013) suggested that
children from low-income backgrounds were two to three times more likely to have
mental health problems when compared to children from backgrounds considered
middle class. Further, Cree et al. (2018) provide national data that young children
from low-income families, when compared to those from middle-income families,
have a higher likelihood of receiving a diagnosis of a mental or behavioral disorder.
Rates of mental health disorders are particularly high for children who experience
chronic poverty and extreme poverty (Acri et al., 2017; Lee & Zhang, 2022). The
influence of poverty may vary by disorder. For example, Reiss (2013) found that
poverty is more related to externalizing than internalizing disorders. Further,
research has pointed to delayed diagnosis of autism spectrum disorder (ASD) for
children from low-income backgrounds (Durkin et al., 2017). Moreover, Ramphal
et al. (2020) found links between postnatal socioeconomic status, brain function
(connectivity), and elevated scores on externalizing problems in children at
2 years of age.

Given the overlap between low socioeconomic (SES) status and minoritized sta-
tus in the United States, SES disparities often translate into racial/ethnic disparities.
Some studies have documented that when SES is controlled, the racial-ethnic dis-
parities in child mental health may not be as pronounced, suggesting the higher
rates of poverty among minoritized children may explain their higher rates of men-
tal health disorders (Jones Harden & Slopen, 2022). In contrast, Yoshikawa et al.
(2012) argue that poverty’s influence on child mental health may be exacerbated for
specific racial/ethnic groups. Alegria et al. (2015) assert that race/ethnicity has a
unique impact on mental health disparities beyond what can be explained by pov-
erty. In both reviews, the authors underscore the import of examining racial dispari-
ties above and beyond the disparities attributed to poverty.

There is substantial evidence that children from minoritized backgrounds are
more likely to display mental health challenges (Alegria et al., 2010, 2015; Rodgers
et al., 2022). Although many of these studies are of older children, early childhood
may be critical for the emergence of these disparities due to the pernicious impact
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of early adversity on children (Alegria et al., 2015; Bethell et al., 2019; Sameroff &
Seifer, 2021). For example, research suggests that young children from minoritized
backgrounds are more likely to be diagnosed (perhaps over diagnosed) with atten-
tional and behavioral disorders (Ballentine, 2019; Coker et al., 2016).

Variability in racial/ethnic disparities has been found depending on which disor-
der and which minority group are examined. Huang et al. (2012) found that Asian
American children have higher rates of internalizing disorders and interpersonal
relationship challenges than white children. Merikangas et al. (2010) also found
higher rates of mood disorders among Latin American children when compared to
white children. Sarche et al. (2011) documented higher rates of substance use, inter-
nalizing behaviors, and externalizing behaviors among Native American children
than children of all other racial/ethnic groups.

Disparities in Mental Health Services Access and Utilization

A health service disparity pertains to the differences in treatment and/or access that
is not attributable to differences between the health status and preferences of differ-
ent groups (McGuire et al., 2006). As such, there is substantial research document-
ing disparities in mental health services for low-income and racial/ethnic minority
groups in the United States (Alegria et al., 2015; McGuire et al., 2006). These dis-
parities are particularly harmful for young children’s development, including their
mental health.

With respect to socioeconomic disparities, children from low-income back-
grounds tend to experience delayed diagnosis of mental health problems (Ghandour
et al., 2019). They also have a lower likelihood of receiving treatment from mental
health professionals and to receive treatment that is evidence based (Ghandour
etal., 2019). Further, they are more likely to be prescribed psychotropic medication
(Ghandour et al., 2019), to use emergency and inpatient services, and to experience
coercive mental health referrals (Chow et al., 2003). In their examination of mental
health services for young children, Cree et al. (2018) found that children residing in
low-income families were less likely to receive appropriate care for mental or
behavioral disorders, when compared to children from higher-income backgrounds.

Of particular relevance to this chapter, Santiago et al. (2013) identified multiple
reasons for the lack of mental health services for children from low-income back-
grounds which pertained to family engagement. For example, logistical challenges
created barriers to utilization, such as competing responsibilities, the lack of child-
care and transportation, as well as the inability to pay for mental health treatment.
Parental perceptions of mental health care also negatively affected their children’s
utilization of mental health services, such as their mistrust of mental health profes-
sionals and concerns about child protection involvement, as well as the perceived
stigma around mental health care. Finally, systemic challenges were identified,
including mental health professionals’ lack of training and comfort addressing the
needs of families from low-income backgrounds and decreased resources to
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conduct intensive outreach to families and to address their concrete needs (Santiago
et al., 2013). Parental perceptions of stigma may also prevent them from discussing
their children’s behaviors and mental health concerns with pediatricians, further
limiting their access to mental health services (Pidano et al., 2020).

There is also evidence that individuals from minoritized backgrounds are less
likely to receive appropriate mental health treatment (Chow et al., 2003). They tend
to receive inpatient and emergency treatment as opposed to outpatient mental health
services, are more likely to have their treatment prematurely terminated, and are
less likely to have insurance to cover their treatment (Chow et al., 2003). Further,
they often approach their mental health needs through the lens of religious and cul-
tural beliefs, which decreases their engagement with mental health professionals
(Chow et al., 2003). Multiple studies have attributed the absence of linguistically
matched and culturally sensitive mental health professionals to extant disparities for
minoritized groups (Avila & Bramlett, 2013; Chow et al., 2003). The availability of
mental health professionals in the communities where minoritized populations
reside was important for the mental health utilization of African American and Latin
American families (L& Cook et al., 2013).

Although the research is limited, some studies have documented disparities in
mental health service utilization for children and youth from minoritized back-
grounds though they have greater need in this arena (Alegria et al., 2015). Further,
African American and Latin American children and youth are less likely to receive
mental health services in other child service delivery systems, such as schools and
child welfare agencies (Butler & Rodgers, 2019).

Alegria et al. (2015) argue for an examination of the interaction of SES and race/
ethnicity in studies of mental health service utilization. Chow et al. (2003) docu-
mented that minoritized groups in low poverty areas were more likely to use emer-
gency and inpatient mental health services. Thus, it is critical to employ strategies
to engage families living in poverty and those who represent minoritized groups in
efforts to increase mental health service utilization for young children.

Challenges to Engaging Families in Mental Health Services

Engaging families in evidence-based and evidence-informed mental health preven-
tion and interventions for young children is critical to promote their safety, health,
and well-being. Although not explicitly targeting young children, a growing body of
research supports the notion of meaningful family engagement, where mental health
professionals sustain genuine relationships with families for effective child mental
health interventions and services (Haine-Schlagel & Walsh, 2015). The literature
also develops a compelling case that enhancing family engagement is foundational
for increasing the utilization of child mental health services (Waid & Kelly, 2020).
Family engagement requires a comprehensive and concerted effort involving mental
health professionals such as psychologists, social workers, psychiatrists, pediatri-
cians, teachers, and community-based health educators. Through collaborative
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partnerships with families, professionals can encourage children’s learning and
development and support families in the care they need when and where they need
it most. For example, partnerships with families have been created to improve child
mental health in the context of Head Start classrooms via parent and teacher training
around promotion of social competence and reduction of behavior problems
(Webster-Stratton et al., 2001).

Family engagement in mental health services is often hindered by barriers deeply
rooted in social and structural obstacles that underlie health inequities. Specifically,
perceptions and structural constraints (Reardon et al., 2017) are common themes
noted by parents and caretakers in multiple studies addressing challenges to ser-
vices and treatment. Structural barriers are limitations such as an inability to pay for
services, time demands, scheduling conflicts, lack of coordination among services,
shortages of services and professionals available for their children, and lack of
transportation (Garvey et al., 2006; Stevens et al. 2006). Further, structural barriers
specific to young children include the lack of professionals specializing in early
childhood mental health and of collaboration between early childhood service
delivery systems, such as early intervention, early care and education, and early
childhood mental health (Conroy & Brown, 2004). As a result of all these structural
barriers, many families drop out prematurely, with many receiving less than half of
the intervention (Gomby, 2000).

Social barriers include a lack of trust in or negative experience with mental health
professionals (Gross et al., 2001), uncertainty as to when to seek care (Huang et al.,
2005), and fear of the stigma associated with accessing care (Gonzdlez, 2005).
These social obstacles play a role in a lack of service engagement and, together with
inequitable distribution of opportunities and resources, produce and reproduce men-
tal health inequalities. Self-efficacy theory (Bandura & Adams, 1977) posits that
families’ perceptions about the treatment process, outcomes, setting, and profes-
sionals may influence the level of engagement. Families drop out prematurely when
their expectations do not match the professionals’ expectations (Morrissey-Kane &
Prinz, 1999). Identifying barriers to equity in services and understanding how they
shape behavior is critical to eliminating them.

Substantial research comparing mental health services across populations yields
compelling evidence of disparities in access and use. First, parents from different
populations may vary in their concerns about whether children need a mental health
assessment and subsequent treatment. For example, findings from a large survey
revealed that African American, Asian American, and Latin American parents were
less likely to perceive their children’s emotional or behavioral problems as being
mental health concerns (Alegria et al., 2010). Further, families from racial and
minority backgrounds are more likely to delay help-seeking, experience-amplified
barriers when attempting to access services, and are more likely to receive poorer-
quality mental health care (Viale-Val et al., 1984). Evidence also exists that families
at greater risk for poor mental health outcomes, including low-income urban fami-
lies, are more likely to drop out of services (Snell-Johns et al., 2004). The structural
barriers that families experience, including the lack of childcare, engagement with
other early childhood systems, and the concrete resources that families with young
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children need, contribute to their attrition from mental health services (Conroy &
Brown, 2004; McKay & Bannon, 2004).

Families from low-income and minoritized backgrounds have had many negative
experiences with the health-care system that also deter their engagement in mental
health care. For example, families from minoritized backgrounds are more likely to
distrust mental health treatment than are white parents (Alegria et al., 2015). They
also are more likely to attach stigma to mental health service usage (Alegria et al.,
2015). Finally, they are more likely to expect inadequate, unhelpful, or culturally
insensitive mental health care (Alegria et al., 2015).

These findings highlight the significance of fostering family engagement in men-
tal health services and interventions. Engaging families requires innovative thinking
that embraces broader approaches to address social, economic, and environmental
factors influencing engagement and retention. With this broad perspective, mental
health professionals can better collaborate with caregivers and families to build
more integrated and sustained approaches that reduce long-standing disparities in
mental health treatment. To this end, we explore in the following sections five
potential strategies to promote equity in engaging families in children’s mental
health services: (1) capitalizing on sociocultural models of mental health service
delivery, (2) culturally adapting mental health interventions, (3) placing families at
the center of services, (4) directly addressing obstacles to treatment, and 5) bringing
services closer to families’ communities.

Sociocultural Perspective on Engaging Families in Mental
Health Services

In response to the challenges of engaging families from low-income and minori-
tized backgrounds in mental health services, research has increasingly turned to
sociocultural views of disparities in the access and utilization of mental health ser-
vices (e.g., Garcia Coll & Garrido, 2000). Although numerous theories fall into the
broad sociocultural perspective, they share an underlying awareness of how behav-
iors are affected by social, economic, and environmental factors. Culture, race, and
ethnicity are situated prominently in sociocultural perspectives, with an emphasis
on how cultural processes affect children’s outcomes as well as their experiences,
such as discrimination (Garcia Coll et al., 1996).

Several models grounded in sociocultural perspectives aim to facilitate family
engagement and address barriers to seeking or participating in care. For example,
the Sociocultural Framework for Health Service Disparities (Alegria et al., 2010)
focuses on factors related to treatment, service access, and utilization across the
child, caregiver, and provider levels. This framework emphasizes racial and ethnic
disparities in services and offers an explanation for why individuals from minori-
tized groups commence mental health care with higher levels of illness severity.
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In this framework, cultural processes (e.g., traditions, values, beliefs, societal per-
ceptions of culture) are implicated in the access to, quality of, and outcomes of
mental health care for individuals from specific racial/ethnic groups, which lead to
racial/ethnic mental health disparities (Alegria et al., 2010).

This framework highlights multiple social determinants of families’ disengage-
ment or underutilization of mental health services, including housing and neighbor-
hood conditions, socioeconomic status, low educational attainment, limited
language proficiency, and racism and discrimination (Paradies et al., 2015). In sev-
eral studies, challenging circumstances such as single-parent status, socioeconomic
disadvantage, parent psychopathology, parent strain, ethnic minority status, and
low-resource neighborhoods predict lower rates of engagement in clinical services
(Snell-Johns et al., 2004) and quality of participation in prevention programs (Nix
et al., 2009).

Embracing Cultural Competency in Integrated Services
to Engage Families

Given the convincing evidence for sociocultural barriers to mental health care at
multiple levels, culturally competent care is a cornerstone for eliminating disparities
in mental health. Building on this premise, the research emphasizes the need for
mental health professionals to understand diverse social and cultural contexts when
attempting to identify the influence of attitudes on service use and engagement
(McCabe, 2002; Iruka et al., 2022). Further, evidence-based mental health interven-
tions should be adapted to be socioculturally relevant to families from low-income
and minoritized families (Nation et al., 2003). These adaptations should be grounded
in the conceptual and empirical literature on relevant populations as well as feed-
back from practitioners and community members reflecting these populations
(Whitbeck, 2006).

An example of sociocultural adaptation of an intervention for young children and
their families is a parenting program called Guiandos a Nifios Activos (GANA;
McCabe & Yeh, 2009), a culturally adapted form of parent-child interaction therapy
(PCIT; Lieneman et al., 2017). The GANA intervention embodies values of cultural
competency to assure quality care to Mexican American families seeking to address
child-externalizing symptoms such as disruptive, hyperactive, and aggressive
behaviors. The results showed that the culturally tailored intervention was as effec-
tive as the original PCIT on most outcomes (McCabe & Yeh, 2009) and was more
effective regarding child internalizing symptoms (McCabe et al., 2012). The inter-
vention developers attributed the success of GANA to their adaption of the proto-
cols and treatment formats to address diverse clinical comorbidities and different
diagnostic presentations specific to the Mexican American culture. Further adapta-
tions of PCIT also increased treatment accessibility, by developing and testing PCIT
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for Native American populations (Bigfoot & Funderburk, 2011), home-based PCIT
(Gurwitch et al., 2020), internet-delivered PCIT (Comer et al., 2017), and group-
based PCIT (Niec et al., 2016).

Sociocultural mismatches regarding the expectations of treatment are important
factors to consider when working with minoritized populations. For example,
McCabe (2002), during implementation and evaluation of interventions for pre-
school children from minoritized backgrounds, documented the relation between
parental perceptions of treatment and disengagement and premature termination of
services. Specifically, their cultural beliefs about resolving child behavior problems
through increasing discipline were often inconsistent with the treatment process.
Similarly, Miller and Prinz (2003) found that mismatches in families’ pretreatment
expectations on the type and structure of treatment led families to drop out of ser-
vices. The authors underscored the value of assessing family expectations at the
outset and showing responsiveness by providing strategies that addressed their
expectations. Overall, understanding each family’s expectations, identifying com-
mon goals, utilizing mutually acceptable strategies, and validating their sociocul-
tural beliefs can increase engagement of families from low-income and minoritized
backgrounds.

Finally, it is critical that individual and organizational providers of mental
health services to children and families from low-income and minoritized back-
grounds work toward a high level of cultural competence. According to Hernandez
et al. (2009), the provision of culturally competent mental health services to chil-
dren and families requires attention to the community context (e.g., the neighbor-
hood context), cultural characteristics of local populations (e.g., cultural
child-rearing beliefs of various minoritized groups), organizational infrastructure
(e.g., consistency between values of service organizations and participants), and
direct service support (e.g., focusing on availability, access, and utilization of men-
tal health services by populations targeted). Training mental health professionals
on cultural competence, including a focus on racism and discrimination, is an
important strategy that has been found to enhance their ability to engage and pro-
vide services to specific cultural groups (Chu et al., 2022). Recent efforts in the
early childhood mental health arena have also attempted to address equity in ser-
vice delivery and access. For example, Candelaria et al. (2021) have described the
work in Maryland’s Infant and Early Childhood Mental Health Consultation pro-
gram to advance racial equity by holding a racial equity retreat, using small-group
facilitators to address issues of equity, and establishing an equity leadership group.
By embracing cultural competency, mental health professionals can engage with
families to increase access to and utilization of mental health services, enhance
collaboration, improve health outcomes, increase the efficiency and competency of
clinical and support staff, and improve family satisfaction and engagement with
services (Anderson et al., 2003).
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Placing the Family at the Center for Engagement

Family systems theory offers a framework for understanding how families influence
the mental health of children (Kerr & Bowen, 1988). Research has documented that
the challenges that some families experience, such as poverty, affect parenting
behaviors and ultimately their children’s outcomes (Fraser, 2006; Knitzer & Cohen,
2007). Theory and research underscore the importance of placing the family at the
center of children’s mental health services. Thus, a whole-family approach to chil-
dren’s mental health services, especially for young children, has been found to be
most effective (e.g., Kristie Brandt et al., 2013; Zeanah, 2018). Interventions
grounded in this approach often address children’s mental health through dyadic
approaches in which the child and parent (and other caregivers) are simultaneously
involved in the treatment. Thus, family engagement extends beyond assuring that
the child attends therapy sessions to parents being integral participants in the thera-
peutic process.

An exemplar of this approach is the Engaging Moms Program (2003), a family-
based intervention developed as a manualized approach to engaging low-income
Black mothers of substance-exposed infants in drug abuse treatment programs. For
mothers assigned to the intervention, engagement specialists utilized family therapy
techniques such as family genograms to elicit family members’ assistance to engage
mothers in treatment programs and to promote bonding with mental health profes-
sionals in the beginning stages of treatment (Dakof et al. 2003). To help mothers
achieve positive change, the intervention provided integrated individual and family
sessions with the mother and her family, including individual sessions with the
mother, individual sessions with her family/partner, and family and couples’ ses-
sions (Dakof et al., 2003). Although the intervention did not lead to more optimized
outcomes in critical factors such as overall psychological stress for families, it led
to greater enrollment and completion of at least 4 weeks of treatment and demon-
strated success in initial family engagement.

Addressing Family Obstacles to Treatment

Motivational interviewing (MI) principles represent a promising approach that men-
tal health professionals may apply to engage families and caregivers in mental
health services. Motivational interviewing involves clinical techniques designed to
address concerns that families may have about the treatment process (Miller &
Rollnick, 2002). Through MI techniques, mental health professionals can commu-
nicate empathy, avoid conflict, highlight the discrepancy between present behavior
and desired outcomes, elicit self-motivational statements, and collaborate on behav-
ior change plans, hypothesized to reduce resistance, and strengthen the commitment
to treatment (Miller & Rollnick 2002).
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MI has been used in many interventions with parents and their young children.
Grote et al. (2007, 2010) tested a multicomponent engagement intervention incor-
porating motivational interviewing, ethnographic interviewing, and support services
in a treatment program for low-income, depressed new and expectant mothers. In a
pretreatment engagement session, mental health professionals used ethnographic
interviewing to elicit the mother’s “story”” and explore the mother’s values and cul-
tural perspective on treatment. Motivational interviewing was also adapted to
address engagement challenges. Mental health professionals reviewed expectations
for treatment, offered treatment options, addressed social and structural barriers to
participation (e.g., stigma, lack of interpersonal support, cultural perceptions), and
enhanced treatment using MI clinical tools. Professionals also offered supplemental
referrals and resources to connect mothers to address daily stressors. The interven-
tion showed a positive effect, with 67% of mothers completing treatment, demon-
strating that multiple models such as MI, EI, and family support can be a solution
when unified with an integrated approach that includes treatment, provider care, and
resources tailored to the family’s needs (Grote et al., 2010).

Additionally, Family Check-Up (FCU; Dishion & Stormshak, 2007) and its
adapted version for improving health behaviors in primary care, the Family
Check-Up 4 Health (FCU4Health; Smith et al., 2018), are brief and family-centered
interventions targeting young children that use MI to improve engagement. In one
study that examined the relation of MI to parent engagement, Berkel et al. (2021)
found that using MI at the first session was related to the caregivers’ active engage-
ment during the sessions, attendance at follow-up parenting sessions, and improve-
ments in motivation to address goals related to child health and behavior. Thus,
there is emerging research that suggests that MI may increase engagement by col-
laborating with parents to address potential barriers to their participation in mental
health services for their young children.

Given parents’ identification of the lack of concrete resources as a barrier to their
engagement with mental health services for their children, it is important to identify
and implement strategies that reduce these concrete barriers. For example, the
Wraparound Demonstration Waiver Program has assisted parents to obtain insur-
ance, including Medicaid, and offered sliding fee scales, in order to pay for their
children’s mental health services (Blizzard et al., 2017). In other programs, trans-
portation vouchers and childcare for siblings have been provided (e.g., Gopalan
et al., 2014). Some programs offer case management services as a complement to
mental health intervention (e.g., Lowell et al., 2011). Case managers assist parents
with a variety of resource challenges, including food, shelter, clothing, and more
psychosocial factors that call for other therapeutic interventions. The explicit needs
of families with young children should be addressed, such as childcare, early inter-
vention, and nutritional supports such as the Supplemental Food Program for
Women, Infants, and Children (Conroy & Brown, 2004; Klawetter et al., 2021;
Kurz, 2008). The provision or identification of these concrete resources for families
not only addresses their basic needs but increases their willingness to engage in the
mental health services that are delivered by these professionals (Azzi-Lessing, 2010).
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Bringing Care for Families Closer to the Community

For families in challenging contexts, mental health services often remain out of
reach (Alegria et al., 2015). As Waid and Kelly (2020) document, integrating mental
health care into other community-based services is the most effective way of
enhancing family engagement in child mental health services. Equity in family
engagement requires that treatment and care are available and accessible to those
who need it, which can often support engagement and retention. Thus, mental health
intervention that is integrated into community-based service delivery, home visita-
tion, and early childhood education holds promise for reaching more families, thus
improving their engagement in mental health services for their children.

Community-Based Services Parents of young children have articulated that the
lack of availability of mental health services, which are in their communities and
reflect their community cultures, is a major barrier for their children’s participation
in mental health services (Alegria et al., 2010). Thus, mental health services should
be integrated into respected and valued community-based settings to increase
engagement. For example, there is evidence that providing mental health care at
community-based health clinics improves access to care (Bonilla et al., 2021). A
programmatic exemplar is the Community Parent Education Program (COPE), a
parent-training prevention program for families of preschoolers. It is delivered in a
multiple-family group format to improve participation due to the social isolation
faced by some families with young children with behavior and mental problems
(Cunningham et al., 1995). The authors examined whether small-group sessions
with 5-7 families held in local community centers (during the evening) led to
greater engagement and retention than individual clinic-based family sessions.
Cunningham et al. (1995) found that families traditionally less likely to participate
in preventive parenting programs, including immigrant, ESL, and parents of chil-
dren with greater aggression, were more likely to enroll in group-based services. Of
greater importance, mental health professionals shared personalized interactions in
which they identified and addressed families’ sources of barriers to treatment,
including a lack of understanding about treatment processes and hopelessness due
to perceived past failures in previous treatment. Families engaged in treatment more
often when professionals acknowledged and addressed barriers, such as scheduling,
transportation, and financial concerns. Other interventions that have been imple-
mented for families with young children from low-income and other high-risk back-
grounds utilizing this multifamily group format include the Incredible Years
(Webster-Stratton et al., 2001) and Circle of Security (Cassidy et al., 2017).

Home Visiting The federal Maternal, Infant, and Early Childhood Home Visiting
program (MIECHV; Health Resources and Services Administration, 2023) has led
to a proliferation of home-based interventions that have improved child and family
functioning for low-income families. Home visiting models vary in duration, cur-
riculum, and orientation; however, their foundations for success include integrating
cultural competency and responsiveness, which are critical for sustained engage-
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ment. Evaluations of these programs have revealed benefits for families that are
linked to positive mental health of children, as well as directly for young children’s
social-emotional development (see Sama-Miller et al., 2017, for a review). The fed-
eral impact of evaluation of MIECHV (Michalopoulos et al., 2019) documented
reductions in parental mental health challenges, as well as fewer child behavior
problems.

In regard to evaluations of specific programs, improved parental mental health,
enhanced parenting, and reduced child maltreatment have been documented as a
result of multiple programs, including Attachment and Biobehavioral Catch-up
(Dozier & Barnard, 2019), Early Head Start (Chazan-Cohen et al., 2007; Green
et al., 2014a, b), Family Connects (Dodge & Goodman, 2019), Healthy Families
America (HFA; Lee et al., 2018), Promoting First Relationships (Oxford et al.,
2016), and Safe Care (Chaffin et al., 2012). Further, several programs have resulted
in reductions in toddlers’ and preschool children’s social, emotional, and behavioral
problems, including Attachment and Biobehavioral Catch-up (Jones Harden et al.,
2021), Early Head Start (Chazan-Cohen et al., 2007), Family Check-Up (Sitnick
et al., 2015), and Nurse Family Partnership (Olds, 2006).

In addition to these preventive home-based interventions, those that are more
therapeutic in nature have also led to improved children’s mental health outcomes.
For example, participation in child-parent psychotherapy (CPP) has resulted in
decreased parental mental health challenges, higher levels of infant secure attach-
ment, and reductions in children’s behavior problems and symptoms of trauma
exposure (Lieberman & Van Horn, 2008; Lowell et al., 2011). Therapeutic interven-
tions with a goal of reducing child behavior problems through enhancing parents’
skills at managing child behaviors have been effective, such as parent-child interac-
tion therapy (PCIT; Lieneman et al., 2017; Thomas et al., 2017) and the parent
management component of Triple P (Prinz et al., 2009; Sanders et al., 2014).

It is important to note that many of these home-based programs were targeted to
low-income families, thus grounded in approaches to increase the engagement of
these populations. However, research has not directly investigated whether such
programs indeed create more equitable access to supports for low-income families.
Further, few studies explicitly focused on improving the disparities in the engage-
ment of families from diverse racial/ethnic backgrounds, although the MIECHV
evaluation suggests that families of a wide range of backgrounds benefit from these
programs (Michalopoulos et al., 2019). Evaluators of Family Connects (FC) specifi-
cally tackled these two conundrums in the home visiting literature. In a recent
implementation study, Mersky et al. (2022) provided preliminary evidence that
because FC is a universal program that engages families from high-risk and low-risk
backgrounds, it promotes more equity among families because all families receive
services relative to their needs. Further, Dodge et al. (2022) investigated racial/eth-
nic disparities across a range of FC impact studies. They found reductions in dis-
parities between African American and their non-Hispanic white counterparts in
multiple domains of parent functioning related to child mental health, including
maternal anxiety and depression, father nonsupport, utilization of infant emergency
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medical care, and incidence of child maltreatment investigations. Overall, these
recent findings with respect to the Family Connects home visiting program under-
score the import of scaling up more universal approaches as a way of averting the
stigma that families may feel when they need to access mental health services.

Early Childhood Education and Intervention Many early childhood (EC) pro-
grams are comprehensive in nature and address children’s academic school
readiness, as well as their health and mental health (Azzi-Lessing, 2010). These
programs often utilize broad frameworks, such as the Pyramid Model (Fox &
Hemmeter, 2009), which identify strategies to address all children’s social-emotional
needs and to support children with more intensive mental health needs. As such,
young children are engaged in a variety of universal programs to address their
social-emotional development, including interventions emanating from the social-
emotional learning arena (e.g., PATHS curriculum; Domitrovich et al., 2007;
Stanley, 2019). Further, they may benefit from more intensive interventions, par-
ticularly those designed to decrease children’s behavior problems, such as BEST in
CLASS (Conroy et al., 2015; Sutherland et al., 2020) and Learning to Objectively
Observe Kids (LOOK; Downer et al., 2018). Parents are often willing to engage
their children in such programs due to the lack of stigma and because the children
receive the services in the EC setting. Clearly, there is a need to expand these mod-
els, so they are available in the range of EC programs that children attend.

Infant and Early Childhood Mental Health Consultation (IECMHC) programs
are comprehensive approaches that are gaining momentum across the United States.
IECMHC programs support the overall early care and education programs, the staff,
and classrooms, as well as parents and children, with a goal of enhancing children’s
social-emotional functioning (Ash et al., 2017). IECMH consultants collaborate
with program administrators to establish policies and procedures that facilitate a
positive social-emotional climate and children’s social-emotional competence. At
the classroom level, consultants support teachers to effectively manage their class-
rooms via utilizing positive behavior supports. To address the needs of children with
problem behavior and other mental health challenges, consultants collaborate with
the young child’s teacher and parents to identify classroom, home, and therapeutic
supports for these children. Emerging research has documented that [IECMHC pro-
grams are effective at the child, teacher, and classroom level, including improved
child social-emotional competence and reduced behavior problems, improved
teacher-child relationships, and enhanced classroom climate (Center for Excellence
for Infant and Early Childhood Mental Health Consultation, 2020; Reyes & Gilliam,
2021). Shivers et al. (2022) documented a strong decrease in teacher-child conflict
for African American children and a marginal reduction in African American boys’
expulsion rate as a result of [IECMH consultation.

Because of the recognition that many health, academic, and mental health dis-
parities begin in early childhood, there has been a call for the creation of an early
childhood system of care that would address young children’s needs across a variety
of developmental domains and potentially reduce the disparities in their outcomes
over the course of childhood and even into adulthood (e.g., Dodge, 2018). Building
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on this systemic approach, the federal Project LAUNCH (i.e., Linking Actions for
Unmet Needs in Children’s Health) was initiated with an overarching goal of pro-
moting the mental health and wellness of children from birth to age eight. Project
LAUNCH has been administered in several communities, undertaking a multi-
pronged approach to addressing young children’s mental health needs, including
screening and assessment, behavioral health in primary care, mental health consul-
tation in early care and education programs and schools, enhanced home visiting,
and family strengthening. It is also designed to reduce socioeconomic and racial/
ethnic disparities by implementing strategies to improve access, engagement, and
outcomes among young children from low-income and minoritized environments.
Preliminary findings suggest that Project LAUNCH has conferred benefits on pro-
fessionals, parents, and children, including parents’ positive perceptions of the pro-
gram, as well as improving their parenting skills and children’s development as a
result of program participation (Molnar et al., 2018).

A growing body of research has demonstrated that mental health intervention
can be integrated within services that are more accessible to families, including
community-based services, home visitation, and early childhood education
(Goodman et al., 2019). Mental health interventions in these settings promote fam-
ily engagement in services early in children’s development, thereby fostering a
more positive attitude toward these services over the trajectory of childhood.
Further, such an approach underscores the advantage of universal interventions,
which reduce the stigma that families experience when they utilize mental health
services (Dodge, 2018). Providing short-term mental health treatment to children
and families can prevent issues from escalating and can support accessible care,
which is especially critical, given the challenges families face in accessing mental
health support through the system as it is currently structured.

Concluding Remarks

Advancing the full inclusion of young children and their families across all social
identities and backgrounds with access to mental health services will take sustained
efforts far beyond those of mental health professionals alone. Professionals, how-
ever, have a unique opportunity and obligation to advance equity in their services
and interventions. This chapter examined the social and structural barriers that
impede equity in care, adaptations to improve care, and the accumulating evidence
on interventions that focus on family engagement. Many of these ideas are summa-
rized in Fig. 9.1. Implementing such family engagement strategies will result in
improved utilization of mental health services for young children from low-income
and minoritized backgrounds and ultimately enhance their mental health outcomes.

Brief interventions in which mental health professionals embodied cultural com-
petency in addressing families’ structural (e.g., schedules, transportation) and social
(e.g., members’ resistance) obstacles in early sessions have demonstrated effective-
ness in longer-term participation. Access and delivery of appropriate services are
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Mental Health Services in the Community

¢ Expanding the quantity
and quality of mental
health services in low-
income and minority
communities

o Integrating mental
health service delivery
into pediatric care

e Supplementing home-
based parenting
programs with mental
health intervention

¢ Delivering mental
health intervention in
early care and education
programs and schools

¢ Providing mental
health intervention as a
component of an early
childhood system of care

Barriers

e Obtaining appropriate
insurance, Medicaid, or
sliding scale fees to pay for
mental health treatment

¢ Providing transportation or
vouchers

o Offering child care for other
children in family during
mental health sessions

e Providing case management
services to address families’
concrete needs (e.g., income
supports, housing)

e Obtaining services to
support the needs of families
with young children (e.g.,
parenting, child care, early
intervention)

e Using motivational
interviewing to address
parents’ reluctance to engage
in mental health treatment

Adaptations

e Understanding and
responding to families’
cultural perspectives on
children, parenting, and
mental health treatment

e Maintaining core principles
and strategies of intervention
while including artifacts,
materials, and formats that
are consistent with families’
cultural backgrounds

o Attending to the community
context and cultural
characteristics of local
populations

e Working toward consistency
between values of service
organizations and
participants), and direct
service support

e Training mental health
professionals on cultural
competence, including a focus
on racism and discrimination

¢ Ensuring that there is staff
who speak the language of
families who do not speak
English
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Fig. 9.1 Ideas for socioculturally appropriate mental health services in the community, barriers to
address, and adaptations for consideration

achievable by offering multiple modalities such as group-based care, home visits,
and community-based care. Collaborating on family engagement with the whole-
family system and integrating treatment or services with approaches such as moti-
vational interviewing (MI) and case management allows professionals to address
family reluctance to engage in mental health service in concrete ways.

Although the modalities varied across the studies reviewed in this chapter, meet-
ing family expectations and addressing their concerns, cultural needs, and social
and structural barriers were common factors in family engagement. Equity in engag-
ing families includes genuine efforts to understand each family’s beliefs, values,
priorities, goals, and aspirations. A collaborative approach to addressing challenges
conveys understanding and respect for families, strengthening the bond between the
mental health provider and the family. While current research has yielded important



186 V. O. Nguyen and B. J. Harden

findings, evidence remains limited. Research is needed in mental health equity to
include young children and their families across all social identities and back-
grounds. Family engagement practices should be a focus of mental health research
and program evaluation, helping families and professionals to collaborate and cre-
ate a nurturing environment where young children can thrive. As mental health chal-
lenges among young people are becoming more pervasive, especially among those
from low-income and minoritized backgrounds, there is not only an opportunity but
an obligation for professionals and families to collaborate and sustain efforts for the
mental health and well-being of all young children.
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Chapter 10
Future Directions

Jessica Dym Bartlett @ and Laura Nabors

Many infant and early childhood mental health treatments are effective and offer a
good return on our investments (Oppenheim & Bartlett, 2023), but children do not
reap the full benefits of treatment when their families are not engaged in and com-
mitted to the process (Waid & Kelly, 2020). As we reviewed the information in our
book, we noted that there is a broad-brush stroke portrait of family engagement.
Similar to Halgunseth (2009), who focused on school engagement, we define family
engagement in mental health services for young children broadly. As such, family
engagement involves connection, advocacy, and shared decision-making. In order
to allow connection, family advocacy should be encouraged, and family input for
formulating diagnoses and making decisions about treatment planning and imple-
mentation should be a standard of care for mental health practitioners. Treatment
planning and intervention should encompass the classroom/school, the agency and
program, the home setting, and other entities working with the family to improve
their overall well-being, including but not limited to mental health. Moreover, inter-
ventions can extend to family and service contexts that are most important and
culturally relevant to the child and family, including school, early childhood educa-
tion, and community services settings. To extend family engagement throughout the
child’s treatment — beginning with the very first contact with a family — an atmo-
sphere of collaboration, with parents and family as partners and team members,
promotes strong family engagement. To enhance collaboration, mental health
professionals can borrow tenants from social work, psychology, and other social
sciences by fostering an atmosphere of “meeting them where they are” when
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engaging parents and other caregivers and family members in all aspects of treat-
ment planning, engagement, and assessment of progress. This approach necessarily
involves a deep appreciation for and responsiveness to family race, ethnicity, socio-
economic conditions, beliefs, worldviews, and values, as well as the cultural refer-
ence group(s) for the child and family members (Halgunseth, 2009).

Accordingly, in recent years, program, state, territory, tribal, and federal leaders
have begun to make the important distinction between family involvement and fam-
ily engagement. Family involvement comprises traditional methods of interacting
with families in service settings, including focusing primarily on presenting prob-
lems, providing information on parenting and child development, sharing updates
on the child’s progress in treatment, inviting families to program-led events, and
other means of interacting with families that reinforce current program and organi-
zational values and practices. Although these strategies may be well intended, they
often lead to a top-down, deficits-based approach that limits a family’s voice and
choice in their treatment. The absence of shared power and focus on family deficits
also undermines a family’s confidence, self-efficacy, and trust in the treatment pro-
cess, particularly among historically minoritized families (Baquedano-Lopez et al.,
2013; Ishimaru et al., 2019; Robles-Ramamurthy et al., 2022).

King et al. (2014) assert that there are many definitions of family engagement in
the mental health literature and many different ways to assess or measure engage-
ment, which leads to different theoretical orientations and a myriad of findings
addressing factors related to engagement in children’s mental health services. We
agree that this is true, but in taking a strengths-based, trauma-informed stance (King
etal.,2014; Substance Abuse and Mental Health Service Administration [SAMHSA],
2014), we view the term family engagement as expanding early approaches to
include a wider array of approaches to partnering with families in their child’s men-
tal health care. The efforts of providers, and the capability for outreach of the mental
health organization and policy, play a vital role in engaging families (Jose et al.,
2020). For example, when discussing engagement in school processes, Williams
and Baber (2007) highlight the critical nature of trust when engaging African
American families. The chapters in this book, which summarize extant literature
across young children’s developmental stages, race and ethnicity, socioeconomic
status, and service settings, clearly show that trust and respect are critical aspects of
strong provider-family relationships and the foundation for effective family engage-
ment in mental health services for young children.

Establishing Trust and Collaboration Are Critical
to Family Engagement

Family engagement emphasizes shared power between the mental health provider/
program and family by positioning the provider as a facilitator rather than leader of
treatment. That is, “the goal of family engagement is not to serve clients but to gain
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partners” (Ferlazzo, 2011, pp. 10-11). Thus, family engagement requires a funda-
mental shift in the field away from traditional mental health treatment aimed at
ameliorating problems toward a strengths-based approach in which treatment goals,
activities, and desired outcomes are codeveloped with families, and services are
responsive to the racial and ethnic background, gender identity, sexual orientation,
assets, and challenges of each family member and the family system. Family
engagement also highlights the importance of partnering with families to overcome
barriers to accessing treatment, whether due to challenges meeting concrete needs
(e.g., health insurance, childcare, transportation), stigma, lack of alignment between
family culture and the treatment modality, or personal and cultural beliefs and val-
ues that prevent parents and other caregivers from seeking help for their child. As
defined by the US Department of Health and Human Services (2018):

Family engagement is an interactive process through which program staff and families,
family members, and their children build positive and goal-oriented relationships. It is a
shared responsibility of families and professionals that requires mutual respect for the roles
and strengths each has to offer. Family engagement means doing with — not doing to or
for — families. At the program level, family engagement involves parents’ engagement with
their children and with staff as they work together toward the goals that families choose for
themselves and their children. It also involves families and staff working toward goals to
improve the program...staff work together with families, other professionals, and commu-
nity partners in ways that promote equity, inclusiveness, and cultural and linguistic respon-
siveness. (p. 2)

In a scoping review of key literature, King et al. (2014) reported that mental health
providers must also support each family’s self-efficacy in the treatment process.
Maybery et al. (2021) identified seven practices associated with motivating and
engaging families: “(1) identify and acknowledge family and carers; (2) engage and
communicate with family and carers; (3) involve family and carers in planning/col-
laboration in consumer’s treatment; (4) assess vulnerable family member or carer’s
needs; (5) provide or offer ongoing support to family and carers; (6) provide psycho-
education to family and carers; and (7) provide or recommend referrals for family
and carers” (p. 4). These seven practices show overlap with the steps mentioned by
Turnbull et al. (2021) for establishing a trust between the provider and parents or
family. In Chapter 4, Malone and her colleagues highlighted Turnbull’s principles of
respect, fairness (equity), communication, advocacy, and commitment as provider
behaviors which are cornerstones for establishing trust in the therapeutic relation-
ship between provider and family. In fact, we believe that combining the aforemen-
tioned behaviors with the seven steps for engaging families establishes a
family-centered care environment which will promote positive outcomes for the
child and promote well-being at the family level.

As Staudt’s (2007) framework for family engagement suggests, the attitudes held
by providers and their organizations are as consequential as their behaviors. For
example, valuing parents, other primary caregivers, and family members (i.e., car-
ers) for what they are — the most important influences in their child’s life — is at the
heart of family engagement. Relatedly, a provider’s expressed interest in and respect
for each family’s cultural beliefs, values, goals, strengths, and needs is an essential
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step in making a successful connection or forming a “therapeutic alliance” (Ardito
& Rabellino, 2011). Making a commitment to involving and, more than that, engag-
ing them in care through shared decision-making with providers is another key step
in engagement. Collaboration to determine the course of interventions is a feature
of the shared decision-making that will help tailor interventions to child needs and
what parents and family members can do to support the intervention. Providing suf-
ficient, clear, linguistically and culturally appropriate information so that parents
and families can make educated choices about their child’s treatment and advocate
for their needs is another pillar of family engagement.

This relationship-based approach differs considerably from traditional
approaches to parent education, in which the “expert” provider offers information
and advice to parents, who may be treated as if they are empty vessels awaiting
direction rather than as the true experts on their child. Of course, no single interven-
tion can fully address young children’s mental health needs, and thus, providing
referrals and connecting families to community resources are part of the logistics
that can help families overcome barriers and further connect families and mental
health providers. All of these beliefs and attitudes must also be aligned with a
trauma-informed approach in which the principles upheld include safety; trustwor-
thiness and transparency; peer support; collaboration and mutuality; empowerment,
voice, and choice; and cultural, historical, and gender issues (SAMHSA, 2014).

This is a tall task for many reasons, not the least of which is that mental health
providers are usually committed to family engagement approaches that reflect the
policy and culture of the mental health organization in which they work, for better
or worse. The organization itself must be flexible and committed to learning about
families from backgrounds that are both similar to and different from their own,
ongoing communication with caregivers, and sharing power in decision-making.
Other provider qualities include receptivity to feedback, transparency in providing
information about child progress and functioning, empathy for the needs and barri-
ers faced by families and the child, and being friendly and approachable should
family members have concerns (Jacques & Villegas, 2018).

Connection and Communication to Foster Family
Engagement in Mental Health Services

There are many studies examining engagement, and we encourage readers to review
research and find what fits for meeting families where they are for their specific
services, given the culture of the families they serve. For those in primary care, it
may be that a “navigator” will help families to enter the web of mental health ser-
vices. Godoy et al. (2019) reflected that many children do not receive needed mental
health services. They recommended finding a way “in” to services from primary
care, proposing that a family navigator could assist parents in traversing the com-
plex and overloaded mental health system. The family navigator is well positioned
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to address the perceived barriers (e.g., stigma about mental health services, financial
concerns) the family has to seeking care and then engaging in the child’s therapy
and then help the family make appointments and wade through long “wait times”
for a child to access a mental health provider and make a first appointment. Similarly,
family service workers and infant and early childhood mental health consultants in
two-generational programs such as Head Start/Early Head Start serve a key role in
helping families navigate the complex and challenging landscape of services related
to infant and early childhood mental health. For instance, they link families to
community-based resources, refer them to mental health and other services, and
support families in crisis (Warren et al., 2023).

Langley et al. (2013) conducted research using focus groups to understand par-
ent perspectives on ways to engage them in trauma-related mental health services
offered at schools. Critical factors included education about services and their
potential outcomes for youth. Also, providers need to be aware of and committed to
communication with parents throughout the course of service provision.
Communication also was a critical factor in Halgunseth’s (2009) perspectives on
key factors defining engagement. Understanding family culture and needs can
improve communication and guide providers so that they can provide education that
counts and can be absorbed by families (Halgunseth, 2009). Considering family
needs and concerns and their values can assist providers in meeting the families’
needs and in meeting the care needs of the service user, which we define as meeting
them where they are.

As highlighted by Hornstein, in his chapter on fathers (in this volume), establish-
ing connections, care, and trust improves engagement of fathers in treatment, and
fathers are essential to child development in many ways, such as providing social
support through sensitive and critical play with the child (Grossmann et al., 2002).
Fathers also teach the child structure and social rules as they provide discipline and
transmit cultural mores to their children even while they are working to actively
disrupt gender stereotypes associated with parenting (Miller, 2011; O'Connell,
2005). Dr. Hornstein provides several strategies for enhancing trust to engage
fathers, including a commitment to involving fathers, scheduling sessions after
work or on weekends, and targeting fathers’ ideas for care during treatment (Tully
et al., 2017). His treatment recommendations including finding opportunities for
fathers to spend quality time engaging with their child at home can also promote the
child’s functioning and contribute to the success of therapeutic interventions (Ellis
etal., 2014).

Understanding what factors facilitate communication in different circumstances
for children of different ages also may foster family engagement and positive out-
comes for the child. For instance, in terms of engaging families of children with
chronic illnesses, Nabors and her colleagues (this volume) mention using a family
systems approach (e.g., Balling & McCubbin, 2001) to communication with the
family and key players in the child’s life. At the same time, it is important to under-
stand the interconnections among family members to match recommendations to
the needs of the family members and the child, with these interconnections in mind
(Knafl et al., 2017). There are several areas for related future research, including
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determining what communication works in different contexts and with intervention
goals for the child. For instance, if the goal is improving academic performance,
then factors enhancing communication between the family, medical team, and
teachers, such as having regular meetings to discuss the child’s medical and aca-
demic progress, become important. Considering the illness type, course, and treat-
ment is important as well. For example, it may be critical to assess academic
performance to determine if cognitive changes are influencing the academic perfor-
mance of young children with different types of cancer with varying treatment
courses, who were diagnosed at different ages, who are experiencing late effects
related to chemotherapy treatments (Armstrong et al., 1999; Erdmann et al., 2021).

On the other hand, aspects of communication that influence adherence to medi-
cal recommendations, such as interventions to improve parent health literacy, may
be critical to engaging families, especially when parents are having difficulty under-
standing instructions provided by the medical team (DiMatteo, 2004). Adherence to
medical recommendations could also be impacted by misreading interconnections
among family members — if a child has diabetes and must test herself, which
involves needle sticks, and has a fear of needles shared by her mother, it may not be
advantageous to ask her mother to help with these checks, especially if her father is
comfortable with taking on this role and has a strong connection with his child to
help him soothe her fears. At the same time, health and mental health professionals
need to consider the developmental stage of the child (Berk & Meyers, 2016). In the
case of the youngster with diabetes, coaching might be very different for a young
preschooler, using the “Tell, Show, Do method, which involves telling the child
about the procedure, demonstrating it, and then conducting the procedure (Dahlquist,
1997). Conversely, a child in early elementary school may benefit from learning
relaxation skills and could discuss the procedure with her father, and he would not
necessarily have to demonstrate the procedure to the child (dos Santos Felix et al.,
2019). Health and mental health professionals need to be aware of factors impacting
communication to engage families and children. The same factors could influence
teachers’ recommendations — family interconnections determine who the child
turns to for advice on homework or for listening about how to improve classroom
behaviors. Conducting research to increase knowledge about factors impacting
communication and family engagement will advance the field, spurring better con-
nections to engage families and children in clinical practice.

Family Engagement Leads to Successful Outcomes

Family engagement in mental health interventions for young children and their
caregivers is critical to successful treatment outcomes in both generations (Walter
et al., 2019). Research has firmly established the importance of family engage-
ment in a range of service settings for young children, their families, and the
programs with whom they work, including but not limited to behavioral health,
early childhood education, schools, Head Start/Early Head Start, early
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intervention, child welfare, home visiting, medical settings, and
parenting/fatherhood programs (Henderson & Mapp, 2002; Ingoldsby, 2010). For
example, high-quality family engagement is associated with improved social,
behavioral, and emotional functioning for children and their families (Podell &
Kendall, 2011) and higher student achievement and fewer child behavior prob-
lems in school (Smith et al., 2013; Van Voorhis et al., 2013). In addition, when
respectfully and actively engaged, families develop more self-efficacy, confi-
dence, and skills (Green et al., 2007; Hoover-Dempsey et al., 2005) and are better
positioned to help providers and programs identify new ways to build safe and
welcoming environments (Powell et al., 2010; Reedy & McGrath, 2010).
Conversely, low-quality family engagement limits the success of prevention and
intervention programs. This is especially concerning given that many infants, tod-
dlers, and preschoolers never receive the mental health care they need, and
20-80% of families drop out of treatment prematurely (Armbruster & Kazdin,
1994; Gomby, 2000; Masi et al., 2003).

One of the many areas in which engagement is critical is the treatment of
young children who have experienced trauma as a result of exposure to adver-
sity (Bartlett et al., 2017). By extension, mental health providers and profession-
als are also treating the indirect trauma the family experiences or intergenerational
trauma, which encompasses the family history of trauma (American Psychological
Association, n.d.). It is important to engage the family in treatment to understand
and address their own trauma and to partner with them to develop the skills they
need for working with the young child who reexperiences and reenacts trauma at
home (Child Welfare Information Gateway, 2017). Bartlett also points to the
importance of considering family socioeconomic status and health disparities
when treating children and families for trauma, which disproportionally affects
historically marginalized families due to historical and structural racism and dis-
crimination (Bartlett & Sacks, 2019). Encouraging trust may be especially impor-
tant for engaging families where the experience of trauma impacts parents and the
family unit (Nicholson et al., 2022). In her chapter, Bartlett provides examples of
evidence-based treatments, such as Parent-Child Interaction Therapy (Eyberg
et al., 1995) and Trauma-Focused Cognitive Behavioral Therapy (Cohen &
Mannarino, 2015). When parents and families are engaged in two-generational
treatments, children can begin to heal, return to their typical levels of functioning,
gain motivation, improve school readiness, increase their social and self-regula-
tion skills, and exhibit higher levels of positive, prosocial behaviors (see Dowell
& Ogles, 2010 for a review). Parents learn to understand their young child’s chal-
lenging behavior as symptoms of trauma exposure (‘“What’s wrong with you ver-
sus what happened to you?”), along with skills for successfully managing these
behaviors at home, which in turn leads to improved child functioning and well-
being, as well as improved parent morale and psychological well-being (Child
Welfare Information Gateway, 2017).

In their chapter on children with intellectual and developmental disabilities,
Malone and colleagues (this volume) discuss the importance of parents as partners
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on the treatment team. They write that parents and caregivers of children with spe-
cial needs in early education programs typically are perceived as active contributors
and decision-makers — both during initial assessment and treatment planning pro-
cesses and throughout the child’s intervention processes (Division for Early
Childhood, 2014). Malone and colleagues promoted the Sunshine Model (Turnbull
et al., 2021; Turnbull & Turnbull, 2022), which identifies parents, siblings, and
extended family as partners in the child’s care, who help to co-construct interven-
tions and care of the child. For instance, their Sunshine Model is fluid in nature,
which helps ensure a family-friendly partnership, allowing for critical team players
or members to shift over time according to child and family needs (Turnbull &
Turnbull, 2022). The notion of parents and all team members as partners, in the dif-
ferent systems of the young child’s life, ensures care of the child in multiple con-
texts that influence development. As the partners, including professionals, work as
a team, their partnership is transdisciplinary, and this team can integrate the many
services young children with special needs may need, thereby engaging families
and team members as key players facilitating the young child’s growth and develop-
ment (Hernandez, 2013).

Successful outcomes are data for change in policy that will lead to large-scale
positive change for children and families — which might be considered a commu-
nity-, state-, and national-level outcome promoting child development and family
flourishing. In their chapter (this volume), Graaf and Sweeney provide many useful
ideas for policy change, enacted through collaboration with families as partners,
which is supported at systems levels. They recommended that policymakers engage
families in the policymaking process by reaching out to organizations like the
Family-Run Executive Director Leadership Association (FREDLA, https://www.
fredla.org/). This is an association of family-run organizations calling for families to
be involved as partners in decision-making at the community, state, and national
levels (Stroul et al., 2021). This organization has adapted Carman and colleague’s
model (Carman et al., 2013) for understanding how to engage families in children’s
mental health services, emphasizing commitment to and communication with fami-
lies as partners to develop policy and programs that reflect family-driven care mod-
els. To achieve successful programs, families would be integrated into the
development, implementation, and evaluation teams. Family members would help
in determining therapeutic activities, outcomes to measure, and evaluation and dis-
semination of results of program evaluations. In this way, families would be engaged
throughout the process of care for the child and family, making family-centered care
the heart of service provision and evaluation of future goals (Carman et al., 2013).
Graaf and Sweeney (this volume) proposed key areas for assessing outcomes includ-
ing (a) assessment of factors related to continuous quality improvement at the pro-
gram level (e.g., satisfaction with the intervention, change in family quality of life),
(b) child-level change (e.g., academic progress, improvement in mental health), (c)
family change (e.g., decreased parent stress, improved family living situation or
conditions), (d) systems-level outcomes (e.g., reduced inpatient hospitalizations
and out-of-home placements for young children, improved academic readiness for
preschool-age children), (¢) managed care outcomes (improved child mental health
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outcomes, improved family quality of life), and (f) community outcomes (e.g.,
reducing health disparities in access to mental health services, reducing cultural
disconnects in service provision, changing stigmatized attitudes to accessing mental
health services).

Contemporary research on family engagement highlights the critical importance
of integrating lived expertise, including both family and community voice, through-
out the planning, treatment, and evaluation of interventions to improve the social
and emotional development of young children and their caregivers — a key principle
of trauma-informed care (“Empowerment, Voice and Choice;” SAMHSA, 2014,
p. 11). It is also consistent with Irving Harris Foundation’s Diversity-Informed
Tenets for Work with Infants, Children, and Families in that high-quality family
engagement honors diverse family structures and recognizes the importance of non-
traditional “ways of knowing” when developing, implementing, and evaluating
which service approaches are best for which families under which condi-
tions (see https://diversityinformedtenets.org/the-tenets/overview/; https://diversi-
tyinformedtenets.org/the-tenets/english/). Diversity-informed practice involves
respect for culturally nondominant ways of understanding and dealing with prob-
lems and focusing on healing within different families and communities. Relatedly,
we believe it is positive that outcomes in the aforementioned areas overlap, and this
means that evaluators can provide outcome data across settings by assessing child
outcomes, changes in perceptions of participating in mental health services, changes
in family living conditions, and reducing health disparities in accessing mental
health services for young children and their families. Consequently, families having
a “voice” in what interventions would work and help the family and child should be
related to positive outcomes, producing successful results in terms of family func-
tioning and child mental health and positive developmental trajectories.

Future Directions

Training the Workforce

Bartlett, Nabors, and Chase (this volume) discuss the importance of training the
workforce, including teachers and medical and mental health professionals, to
engage families of young children and to promote their growth and development.
Providing more education, training, and professional development on the treatment
of mental health problems in young children is needed both in graduate and continu-
ing education, as well as workforce training, to ensure the availability of well-
trained mental health providers who specialize in treating young children and their
families (Kim et al., 2021). Professional development and training to improve pro-
fessionals’ abilities to consult with teachers and parents is needed to help service
providers and families in schools and homes, as well training focusing on diversity
and culture to engage family members in families who are facing health disparities
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(Shivers et al., 2022). Examining training on skills to promote family-centered care
and improving knowledge of assisting very young children with mental health prob-
lems are two areas of focus for training about consulting and meeting the needs of
diverse families in hospital or clinic settings (Smith & Sheridan, 2019; Vilaseca
et al., 2019). Training providers in need for parents and family members from dif-
ferent cultures, and developing evidence-based interventions for parents from
groups that may face health disparities, such as the “Effective Black Parenting
Intervention” (Alvy, 2019 see https://www.dcctf.org/aboutebp), which has already
been identified as a promising intervention; see https://preventionservices.acf.hhs.
gov/programs/460/show), or Mamads y Bebés (Mufioz et al., 2007), which is avail-
able in Spanish, will improve the availability of interventions to engage families
from different cultures.

When discussing care of children with intellectual and developmental disabili-
ties (IDD), Malone and her colleagues also emphasize other training needs — for
understanding how to work with youngsters with IDD and learning to work with
children and family members in low-income families. Understanding how to work
with young children with IDD and orienting education and care to needs of their
families allow professionals to collaborate with families (incorporating a “whole
child-family-engaged approach,” advocated by the National Head Start Association;
https://nhsa.org/whole-child-whole-family/) to develop treatments that fit within the
bounds of their resources (Fadus et al., 2019). Nabors and her colleagues echoed the
need to develop care that meets family and child needs, as it has the potential to
improve health literacy and family adherence to medical recommendations for fam-
ilies and young children who have chronic medical conditions. Furthermore,
research pinpointing needs of those in different cultures and at different family
income levels, for children with chronic illnesses or developmental disabilities, will
provide new knowledge to reach those who can be underrepresented in terms of
receiving mental health services. Within a whole child and whole family approach,
children with special needs and children who are developing typically can receive
services to engage the child and family (https://nhsa.org/whole-child-
whole-family/).

Addressing Health Disparities, Access to Services,
and Related Policy

Three factors needed to improve care — addressing disparities, improving access to
services, and adding and changing policy — are related but uniquely important.
Nguyen and Harden (this volume) point to the continuing health disparities in pro-
viding mental health services among low-income families and those in minoritized
groups (Butler & Rodgers, 2019; Rodgers et al., 2022). Families living in extreme
poverty may face the greatest difficulty in accessing mental health services for their
children (Lee & Zhang, 2022; Strohschein & Gauthier, 2018). Linking ideas for
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policy change to overcome health disparities is important and will help build child
and family resilience. Moreover, accessing mental health services may boost child
functioning in future years and reduce costs of care. For example, Oppenheim and
Bartlett reviewed the benefit-cost literature on infant and early childhood mental
health treatment and found that an investment of $1 in mental health prevention
yields $1.80-$3.30 in savings in healthcare, education, criminal justice, and labor
market expenditures. Moreover, the return on investment (ROI) for evidence-based
treatments is encouraging — child-parent psychotherapy has an average ROI of
$13.82 per child, and parent-child interaction therapy has an average ROI of $15.11
per child (see https://gucchd.georgetown.edu/Docs/iecmh/Cost-Effectiveness %20
0f%20Infant%20and%20Early %20Childhood%20Mental%20Health%20
Treatment.pdf).

Structural changes can improve access to care and some of these are decreasing
costs, improving scheduling to include weekend hours, improving service coordina-
tion for youth needing multiple services (e.g., occupational therapy and mental
health), providing transportation, and training more providers to address care short-
ages (Bringewatt & Gershoff, 2010; Garvey et al., 2006; Stevens et al., 2006;
Thomas & Holzer, 2006).

Graaf and Sweeney (this volume) provided recommendations for practice to
engage families in mental health services. At the program level, conducting strengths
and needs assessments for families of color and families residing in poverty might
assist in directing administrators and mental health providers to programs that meet
family needs and capitalize on their strengths. Once the program is selected, mental
health professionals and teachers can engage parents by discussing positive changes
that can result from interventions and arranging meetings with parents (at conve-
nient times for the family) to model ideas for implementing interventions. Providing
reinforcement for parent and family change efforts and successes and building rap-
port with families by understanding and accepting cultural differences are critical
for all families, to acknowledge growth and promote further engagement. Graaf and
Sweeney cite Lindsey et al.’s (2014) research as showing that increasing preparation
for, investment in, and knowledge of the treatment process can positively impact
adherence to intervention steps and process, resulting in positive outcomes for chil-
dren and their families treatment (Lindsey et al., 2014).

Additionally, if parents have difficulty engaging in mental health services, pro-
viding parent peer support groups or advocates — through mentoring networks or
small group — may engage parents in the intervention, use it at home, and potentially
experience higher levels of satisfaction with mental health services, leading to more
positive outcomes at the child and family levels (Gopalan et al., 2017; Lindsey
et al., 2014). We also recommend having family and cultural celebrations — to sup-
port change efforts — and program-level celebrations to emphasize the value of fam-
ily engagement and partnerships and to emphasize the importance of partnering
with families from diverse backgrounds. Celebrating the value that families bring to
services for young children also communicates that providers and programs have
prioritized engagement of all families.
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Policymakers can be especially influential in helping infant and early childhood
mental health providers and programs to address health disparities and improve
access to early childhood mental health services. In light of the multiple challenges
to family engagement (e.g., mistrust, power imbalances, family stressors and logis-
tical challenges, implicit bias and structural racism), leveraging policy to advance
the field is essential to health and mental health equity. First, federal, state, and local
policymakers should consider requiring a high level of cultural competence among
all providers whose work brings them into contact with young children and their
families. Mandated training in Irving Harris Foundation’s Diversity-Informed
Tenets for Work with Infants, Children, and Families or similar approaches to fam-
ily engagement grounded in sociocultural perspectives are one potential
approach (https://diversityinformedtenets.org/the-tenets/english/). Policy solutions
also are needed to address racial, ethnic, and socioeconomic disparities in mental
health access and use. Importantly, all policies with the aim of improving young
children’s mental health and reducing mental health inequities among minoritized
families must be grounded in the empirical literature as well as ongoing, meaningful
input from populations served. Family engagement might be increased, for exam-
ple, by offering sliding fee scales for children’s mental health (e.g., Blizzard et al.,
2017), transportation and childcare vouchers (e.g., Gopalan et al., 2017), and other
services to meet the concrete needs of families with young children including child-
care, early intervention, and nutritional supports (Klawetter et al., 2021).

One interesting policy approach is to keep a scorecard to assist programs in
tracking family engagement outcomes. Karoly et al. (2001) suggested a policy
scorecard to track the benefits of early intervention programs. This scorecard is
intended to track key program components (or descriptors), costs, and outcomes. It
is a mechanism for tracking what is implemented and how it works. Other potential
variables to track might include the number of children in served and outcomes for
young children in very low-income families or those in minoritized groups to deter-
mine if the intervention is reaching those who may be in need of services. Another
area to track would be any changes made to disseminate the program effectively and
changes needed to hire or train staff (e.g., hiring a mental health provider, teacher
training). Thus, our preliminary idea for a scorecard, adapted from and developed
after considering two publications by Karoly and colleagues (Karoly et al., 1998,
2001) for the RAND Corporation and Casey Family Programs, is presented in
Table 10.1.

A scorecard, such as the one in Table 10.1, can facilitate tracking of program
costs and benefits, changes needed to disseminate the program in the setting, and
adaptations that will reduce disparities in accessing care for young children from
minoritized groups and those who are residing in low-income families. Our list of
outcomes to track is preliminary, and leaving a category for other types of outcomes
allows programs to record outcomes that are meaningful to their own growth and
development. Comparing the results of different interventions on a scorecard allows
program administrators and providers to assess which programs work and how they
need to be adapted. Conducting program evaluations and research in the areas on
the scorecard and, ultimately, conducting randomized-controlled trials and


https://diversityinformedtenets.org/the-tenets/english/

10 Future Directions

Table 10.1 Scorecard for tracking program use and impact

207

Site name

Program A

Program B

Program C

Costs
Supplies
Personnel
Staff effort/time

Providers
Regquired/training
Mental health
Other

Program components
Type(s) of intervention
Number of sessions
Critical components

Dissemination
What works
What needed to change

Adaptations for minoritized groups

Adaptations for low-income families

Outcomes
Child
Developmental changes
Cognitive
Academic achievement
Physical development
Health
Mental health
Family
Resilience
Functioning
Parent satisfaction
Program
Teacher satisfaction
Quality of care
Child functioning
Cost savings
Other outcomes
(a)
(b)

Notes. Other outcomes could include assessment of family engagement, assessment of program
quality, assessment of child reading levels, assessment of academic readiness, and assessment of
outside funding for selected programs. Adaptations for minoritized groups should be at all the

levels cited for low-income families.

comparisons of outcomes for different interventions will add to the literature and
provide ideas on how to adapt programs to fit community needs and reach young
children in very low-income families or who are in minority groups. To reach this
goal, collaboration in evaluation and research across programs may be required, and
policy changes, which facilitate collaboration and documentation of program
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implementation and outcomes, may add information to advance the field. In many
instances, policy change may be needed to facilitate the support and mandated
change that will foster the value of engagement, making the results of scorecard
data that much more meaningful and pragmatic for advancing needs of families.

Future Research

Research on family engagement in infant and early childhood mental health treat-
ment has grown in recent years and expanded operationalization, definition, and
implementation of the construct across fields of practice. However, there are a num-
ber of areas that warrant further investigation in the future if families are to reap the
full benefits of engaging in their children’s services. First, mental health services for
young children are increasingly integrated into broadly accessible, community-
based services, such as early childhood education and home visiting (Goodman
etal., 2021), yet rigorous testing of such interventions remains limited. For instance,
infant and early childhood mental consultation (IECMHC), which is offered in mul-
tiple early childhood settings (e.g., early childhood education, home visiting, pri-
mary care, child welfare), has not yet been established as an evidence-based practice,
and there is little understanding of what “dose” is needed to produce intended out-
comes (Zeanah et al., 2023). Generally speaking, there is a dearth of research on
strategies on effective approaches to reducing such inequities through strong family
engagement and professional development. Finally, we find it deeply concerning
that research continues to be scant on equitable family engagement, culturally tar-
geted and adapted mental health interventions for young children, and specific strat-
egies for reducing racial, ethnic, and socioeconomic disparities in treatment access,
engagement, and outcomes. Only with increased attention to these issues from
researchers, policymakers, and practitioners will we make significant progress
toward all young children and families receiving the care they need.

Conclusions

It is our hope that this book presents timely and actionable information about the
evidence based for promoting family engagement in infant and early childhood
mental health care, as this fosters positive outcomes for youth and their families.
Advancing our understanding of sow promoting family-engaged interventions leads
to program success (i.e., moderators and mediators) will continue to increase our
understanding of how using interventions engage the family; promote child, family,
and program well-being; and contribute to high quality of care for the young child.
We also discussed behaviors related to engagement, highlighting the impact of trust
and collaboration in engaging families and facilitating care of the child. Engaging
the family and especially the parents of young children makes sense, as this allows
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parents to continue integrate key components of care at home through the most
important relationships in a young child’s life. Meeting the needs of families in all
types of cultural groups, such as military families, families of different races, and
families of children with disabilities or chronic illnesses, remains a critical step in
engaging families (FREDLA, 2020, https://www.fredla.org/wp-content/
uploads/2020/01/NeedsOfAllFamilies_ FINAL_SCR-1.pdf). Continuing to
advance research on interventions that engage families and young children is impor-
tant — understanding how to engage families and address well-being may address
health disparities for those from low-income and marginalized groups while con-
tributing to long-term flourishing of the child and family, thereby ultimately chang-
ing trajectories to more positive avenues for child and family development.

Finally, infant and early childhood mental health both describes the young child’s
developing social and emotional development and the multidisciplinary nature of
the field. Accordingly, there are opportunities for service providers across fields of
practice to play a role in promoting children’s psychological well-being, first and
foremost by engaging caregivers in the services that promote healing. Zeanah and
colleagues (2023) reported that children’s mental health is not separable from cul-
tural and family contexts and the factors that influence caregiving. Ultimately, the
mental health of our youngest citizens will depend largely on the extent to which
there is an ample, well-trained workforce that recognizes the inextricable link
between parent/caregiver and child well-being and can successfully engage families
from all backgrounds in services to prevent and address mental health challenges
that emerge in the earliest years of life.
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