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Abstract
Objective—This study examined the relationship between initiation of outpatient mental health
service use and level of child welfare involvement.

Methods—Three levels of child welfare involvement were examined: in-home care and no child
welfare services beyond an initial investigation, in-home care and additional child welfare services,
and placement in out-of-home care (foster care). Longitudinal data were collected for a subsample
of children (N=3,592) aged two through 14 years who were enrolled in the National Survey of Child
and Adolescent Well-Being, a nationally representative sample of children undergoing investigation
for abuse or neglect. Event history analysis was used to model relative risk of initiation of mental
health service use over time.

Results—Hazard functions revealed a large increase in onset of mental health services immediately
after the time of the initial contact with child welfare, varying by level of child welfare involvement
and leveling off by three months after the initial contact. The multivariate Cox proportional-hazards
model indicated that compared with children who were placed in out-of-home care, those in in-home
care who did not receive any further child welfare services were about one-third as likely to use
mental health services and those in in-home care who received additional child welfare services were
one-half as likely to use mental health services. Other covariates in the model predicted mental health
service use, including being older, being Caucasian, having a history of maltreatment (specifically,
physical abuse, physical neglect, or abandonment), being uninsured, and need for mental health
services, as measured by the Child Behavior Checklist.

Conclusions—Contact with child welfare functions as a gateway into mental health services for
children in child welfare, even when need for such services is controlled for.

Each year thousands of children in the United States come into contact with the child welfare
and protective service systems (hereafter, termed “child welfare”) because of allegations of
abuse or neglect. In 2002 an estimated 896,000 children were determined after investigation
to be victims of child abuse or neglect. Of these children, more than four-fifths remained in
their homes of origin and received varying levels of in-home child welfare services; the rest
were placed into foster care (1).

Children investigated by child welfare are at high risk of mental health problems. Research
over the past decade has clearly documented high rates of emotional and behavioral problems
among children removed from their homes and placed into out-of-home care (2–7). In addition,
high rates of need have been documented among children who receive child welfare services
but remain in their homes of origin (2,8,9).
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Also, rates of mental health service use in this population are known to be high (5). Consistent
results for children in out-of-home care have emerged from analyses of Medicaid
administrative data from California, Washington State, and Pennsylvania, as well as caregiver
survey data from California and North Carolina (9–14). Children in out-of-home care use
mental health services at rates approximately five to eight times those of children who live in
poverty (5,15); these rates are comparable to those of disabled children who receive
Supplemental Security Income (12). The high rates of mental health service use among children
in foster care have led some to hypothesize that the foster care system may act as a gateway
into mental health care (5). However, no longitudinal studies have directly examined the degree
to which placement in out-of-home care functions as a gateway into mental health services.

Even less is known about mental health service use for children who undergo investigation for
abuse or neglect but remain in their homes of origin. Farmer and colleagues’ (9) Great Smoky
Mountains study indicated that children who have contact with social services and remain in
their home of origin have lifetime rates of mental health service use comparable to those of
children in out-of-home care. The study also showed that contact with social services (with or
without placement in foster care) was associated with rates of service use that were higher than
those of children who live in poverty with no social service contact. In contrast, recent analyses
suggest that children who live in their homes of origin have high levels of need but do not have
access to services at the same rate as children in out-of-home care (2,16). Little information
exists about rates of mental health service use among the large numbers of children in homes
where no child welfare services are provided beyond an initial investigation.

Existing research thus raises questions about whether contact with child welfare services results
in increased mental health service use. If the answer to this question is affirmative, a subsequent
question involves the degree to which the onset of mental health service use is driven by contact
with child welfare (investigative services) or by placement in out-of-home care. Understanding
the role that child welfare plays in the onset of mental health service use for these vulnerable
children has important implications for mental health services and policies because of the
substantial risks of emotional and behavioral problems faced by all children who come into
contact with child welfare, whether or not they are removed from their homes of origin.

This study used event history analysis to address the following questions: Does the likelihood
of mental health service use increase upon contact with child welfare? Do increases in mental
health service use follow similar trajectories for children whose families have different levels
of involvement with child welfare, including those who receive in-home care but do not receive
child welfare services beyond an initial investigation, those who receive in-home care and
additional child welfare services, and those who are placed in out-of-home care? When the
analyses control for known covariates from previous studies, does level of child welfare
involvement explain mental health service use?

The high rates of mental health service use among children in foster care have led
some to hypothesize that the foster care system may act as a gateway into mental
health care.

Methods
This research used data from the National Survey of Child and Adolescent Well-Being
(NSCAW), the first national prospective study that examined the experiences of children and
families involved with child welfare. The NSCAW cohort included children, from birth to the
age of 14 years at the time of sampling, who had contact with the child welfare system during
a 15-month period that began in October 1999. The final sample included 5,501 children.
Further details of the NSCAW sampling plan and procedures have been described in detail
elsewhere (Biemer P, Liu J, Iannacchione I, et al, unpublished data, 1998). Approval for this
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study was given by the U.S. Office of Management and Budget and the institutional review
boards of the Research Triangle Institute, the University of North Carolina, Children’s
Hospital, San Diego, and by state or county institutional review boards that represented
communities involved with the study. Face-to-face informed consent was obtained by trained
field representatives at the time of the baseline interview in accordance with the principles
outlined in the Declaration of Helsinki (17).

This research investigated a selected subset of children (N=3,592) who were at least two years
of age at the baseline interview. This subset was selected to correspond to the age-related
measures of need for mental health services applied in this research.

Procedures
Field representatives conducted face-to-face interviews with child welfare workers and
caregivers; data were entered directly onto laptop computers. Baseline interviews with child
welfare workers were completed a mean±SD of 5.1±2.1 months after the onset of the child
welfare investigation and were compared with caregivers a mean of 5.5±2.0 months after the
onset of the investigation. Wave 2 and wave 3 follow-up interviews with caregivers were
conducted on average 13.6±1.7 and 20.5±1.3 months, respectively, after the onset of the child
welfare investigation.

Measures
Baseline levels of child welfare involvement were obtained from case records and interviews
with the child welfare worker. The levels of involvement were documented: resides in the home
with a biological parent and did not receive child welfare services beyond an initial
investigation, resides in the home with a biological parent and received additional child welfare
services, and was placed in out-of-home care (foster care).

Sociodemographic characteristics of the children (age, gender, and race or ethnicity) were
obtained from caregivers.

Maltreatment history was obtained from child welfare workers who identified alleged types of
maltreatment for the current episode of child welfare involvement by using a modified
Maltreatment Classification Scale (18). Children could receive codes for more than one type
of maltreatment. Six dummy-coded maltreatment variables were created: physical abuse,
sexual abuse, emotional abuse, supervisory neglect, physical neglect, and abandonment.

Need for mental health services was obtained from caregivers through the Child Behavior
Checklist (CBCL) (19). The CBCL is a widely used measure of behavior problems with
established reliability and validity that has been standardized by age and gender with large
populations of children from different socioeconomic backgrounds (19) and has previously
been used in research with child welfare populations (5,20,21). Two forms of the CBCL were
used: one for children aged two to three years and another for children aged four to 18 years.
Three standardized scores, normed by age and gender, were obtained: an internalizing problems
score, an externalizing problems score, and a total problems score. Youths were considered in
need of mental health services if they scored in the clinical range (64 or above) on the
internalizing, externalizing, or total problem subscales of the CBCL. The clinical cutoff point,
rather than the borderline range, was used in the multivariate model to avoid inflating the
estimate of need.

Use of mental health services was measured by using an adapted version of the Child and
Adolescent Services Assessment (22). Caregivers were asked at baseline, 12 months, and 18
months about service use from the following settings: clinic-based specialty mental health
services (for example, community mental health clinics); therapeutic nursery; day treatment;
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private professionals, such as psychiatrists, psychologists, social workers, and psychiatric
nurses; and family doctors or other medical doctors. A variable was created for the month of
the first mental health service, ranging from five months before the contact date (initiation of
the child welfare investigation) to the time of the 18-month interview.

Analyses
This study used event history analysis to examine the relationship between the level of child
welfare involvement and the likelihood of the onset of mental health service use, while the
analyses controlled for key covariates identified in previous research. This statistical approach
has been used to describe changes in the likelihood of an event across time for different groups.

Univariate analyses were initially conducted to assess the reliability of these associations.
Subsequent to univariate analyses, a test of the proportionality assumption was conducted by
testing for an interaction between each of the covariates and time (23). No signification
interactions were found, and a proportional hazards model was employed to simultaneously
estimate the relationships of multiple predictors with the likelihood of initiation of mental
health service use. The proportional hazards model provides relative risk ratios for each
variable included in the model while controlling for the other variables in the model. Because
data were collected from respondents across multiple time points, early censoring (that is,
before 18 months after contact with child welfare) occurred for some observations. However,
such censoring was addressed naturally as part of the multivariate Cox proportional-hazards
model. Sample weights and the two-stage cluster sample design were accounted for in all
analyses, which used the statistical software SUDAAN, version 8.0 (24).

Results
Sample characteristics

Table 1 displays the sample’s weighted data. Two-thirds of the sample (2,486 children, or 69.0
percent) were six to 14 years old, and the proportions of males and females were equivalent.
A majority of children were Caucasian (1,622 children, or 46.7 percent) or African American
(1,078 children, or 28.4 percent). Almost one-third of the children (1,454 children, or 37.4
percent) had a T score on the CBCL total problem, externalizing, or internalizing subscales at
or above 64. Physical abuse, physical neglect, and supervisory neglect were the most common
types of abuse experienced. Most children (2,363 children, or 58.7 percent) had public
insurance. For the level of child welfare involvement, 1,350 children (70.9 percent) remained
in their home of origin and did not receive further child welfare services, 1,534 children (21.1
percent) remained in their home of origin and received additional child welfare services, and
708 (8.1 percent) were placed in out-of-home care. Table 1 also includes the proportion of
children who received mental health services for each of the variables included in the
multivariate model.

Use of mental health services during the study period
Figure 1 displays the smoothed hazard rate for the onset of mental health service use over time
for each of the three levels of involvement. To stabilize and discern the shape of the hazard
function, kernel smoothing was used (25). The graph indicates that the likelihood of the onset
of mental health service use increased immediately after contact with child welfare for all three
study groups. However, the increase in the hazard rate for children in out-of-home care was
much larger than that for children who remained in their homes. For all groups, the likelihood
of the onset of mental health service use decreased after the initial contact with child welfare,
remaining higher than the rate before the contact date only for children in out-of-home care.
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Figure 2 further examines service use over time and displays the cumulative percentage of
children who used mental health services by level of involvement. The cumulative percentage
of children who used mental health services increased most rapidly for children in out-of-home
care and most slowly for children in in-home care who did not receive any further child welfare
services.

We next examined mental health service use by need for each of the three groups (percentages
are weighted). Need varied by level of child welfare involvement: 356 children (53.4 percent)
in out-of-home care scored at or above the cutoff point of 64, compared with 476 (35.4 percent)
in in-home care who did not receive any further child welfare services and 622 (38.5 percent)
in in-home care who received additional child welfare services (in-home care and no child
welfare services compared with placement in out-of-home care, N=2,034, χ2=12.64, df=1, p<.
001; in-home care and additional child welfare services compared with out-of-home care,
N=2.214, χ2= 10.35, df=1, p<.002). We then examined service use for children with CBCL
scores greater than or equal to 64. A total of 245 children placed in out-of-home care (64.0
percent) had CBCL scores at or above the cutoff point of 64 and had initiated mental health
service use during the 18-month study period, compared with 285 (35.4 percent) of those in
in-home care who received additional child welfare services and 152 (29.8 percent) of those
in in-home care who did not receive further child welfare services (in-home care and no child
welfare services compared with out-of-home care, N=832, χ2=17.58, df=1, p<.001; in-home
care and additional child welfare services compared with out-of-home care, N=978, χ2=12.06,
df= 1, p<.001).

Multivariate analyses
As shown in Table 2, further exploration of the impact of child welfare involvement was
conducted by using a multivariate Cox proportional-hazards model. Our principal research
question: Does level of child welfare involvement contribute to mental health service use above
and beyond the impact of sociodemographic and need factors previously described in the
research literature?

With regard to the main variable of interest (child welfare involvement), the multivariate model
demonstrated that compared with children in out-of-home care, children in in-home care who
did not receive further child welfare services were .31 times as likely to use mental health
services, and children in in-home care who received child welfare services were .45 times as
likely to receive mental health services (F=14.96, df=2, 3,117, p<.001), even when other
variables, such as need, were included in the model.

Several other covariates significantly predicted the onset of outpatient mental health service
use when the analyses controlled for the other variables in the model. For age, children aged
two to three were .34 times as likely as children aged 11 to 14 years to receive services (F=3.65,
df=3, 3,117, p<.05). Rates of service use also differed by race or ethnicity (F=3.92, df=3, 3,117,
p=.01). African-American children were .55 times as likely as Caucasian children to receive
services. Although Hispanic children were .60 times as likely as Caucasian children to receive
services, the confidence interval indicates that the finding was not significant.

Children with need for mental health services, as measured by the CBCL, were 2.39 times as
likely as children without such a need to receive services (F= 27.05, df=1, 3,117, p<.001).
Children with a history of abandonment were 1.85 times as likely as those without such a
history to receive services (F=7.11, df=1, 3,117, p<.01). Other covariates that showed
significance included physical abuse (F=4.11, df=1, 3,117, p<.05), physical neglect (F=4.44,
df=1, 3,117, p<.05), and insurance (F=3.16, df=2, 3,117, p<.05). Gender and three types of
abuse (sexual, emotional, and supervisory neglect) were not related to service use.
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Discussion and conclusions
This study demonstrated that child welfare involvement that followed investigation of alleged
abuse or neglect acts as a gateway to services: rates of mental health service use for all levels
of child welfare involvement increased immediately after contact with child welfare. Second,
children who remained in their home without child welfare services were least likely to gain
access to mental health services and children in out-of-home care were most likely to gain
access to such services, even when the analyses controlled for need. These findings suggest a
high level of unmet need, particularly among children who do not enter out-of-home care.
Similar to previous studies (21,26–28), our study found that covariates including need, age,
race or ethnicity, and type of abuse were also related to service use in the multivariate model.

These findings have several important clinical, research, and policy implications. From these
data, it is clear that child welfare involvement acts as a gateway to mental health services,
although a precise evaluation of the mechanisms underlying the increase was not possible in
the study reported here. The temporal pattern of onset of service use suggests that a brief
elevation in service onset occurs for all children after the initial contact. This initial increase
may be related to the case worker’s scrutiny of the child’s well-being as part of the investigation,
or it may be related to referrals to mental health services generated simultaneously by the health
care or school professionals who made the initial referral to child welfare. Over time, only
children in out-of-home care continued to enter mental health services at a rate higher than the
rate before their contact with child welfare, suggesting that additional mechanisms are in play
for these children. Mechanisms might include standardized assessment procedures for
evaluating children, as recommended by the Child Welfare League of America and the
American Academy of Pediatrics (29); caseworker needs assessment; caregiver pressure on
case workers for access to services; or court oversight procedures (26,30). Understanding these
potential mechanisms is critical to ensure that children with need are able to gain access to
necessary services.

Current findings also point to significant areas of unmet need, particularly for children who
remain in their homes, where close to two-thirds of all children with CBCL scores greater than
or equal to 64 did not initiate services over the 18-month period after contact with child welfare.
Improved identification of need and access to intensive interventions may be important to
positively affect developmental and mental health trajectories for these children and potentially
negating the need for later out-of-home placement.

The findings also stress that factors other than need, as measured by the CBCL, are related to
mental health service use. Some of these findings—for example, the impact of race or ethnicity
on service use—have been published previously and relate to factors such as court proceedings
and racial or cultural differences in attitudes toward mental health care (16,21,26,28). In
addition, our findings about the impact of physical abuse and abandonment suggest that other
mental health risk factors that are not measured by the CBCL, such as maltreatment history,
also predict mental health services use.

This study has several limitations. First, we chose to use the more conservative clinical cutoff
point of the CBCL, rather than the borderline cutoff point, to avoid inflating the estimate of
need. It is likely that some children who scored below the cutoff point for the clinical range
also had clinically relevant problems. Second, we used child welfare involvement at the initial
interview as our primary independent variable and did not control for changes in involvement
over time. Third, we were unable to look at content of mental health services to determine if
visits were primarily focused on assessment, psychosocial support related to the investigation
or removal from the home, or treatment of specific disorders. In addition, this study did not
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investigate factors that predicted duration of mental health services and termination of use or
outcomes related to service use.

Nevertheless, this study confirms that mental health service use increased after contact with
child welfare and suggests that onset of service use is related to level of involvement in child
welfare. It is an important first step in longitudinal analyses of mental health service use for a
national cohort of children who were undergoing investigation for possible abuse or neglect.
Our findings demonstrate that the child welfare and mental health systems interact in more
rational ways than has been previously believed and depicted. However, findings also show
that significant gaps in services remain despite considerable need, particularly for children who
remain in their homes. Greater attention needs to be paid to identifying children’s need for
mental health services at all levels of child welfare involvement and closing the need-use gap.
♦
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Figure 1.
Smoothed hazard function displaying onset of mental health service use over time in a cohort
of children investigated for possible child abuse or neglect, by level of child welfare
involvement (N=3,592)
a Time frame is from five months before the initial contact with child welfare to 18 months
after the contact; time zero is the contact date with child welfare.
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Figure 2.
Cumulative percentage of mental health service use over time in a cohort of children
investigated for possible child abuse or neglect, by level of child welfare involvement
(N=3,592)
a Percentages are weighted. Time frame is from five months before the initial contact with
child welfare to 18 months after the contact; time zero is contact date with child welfare.
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