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THE CHALLENGES OF CHILD MENTAL HEALTH SERVICES
RESEARCH

This article presents challenges facing child mental health services research in its context as a recently
developed field of research and the contributions made by six articles in this issue. These articles illustrate
the two major categories of services research: systems level research and clinical services level research.
The authors of these articles have documented initial results of innovative interventions at both levels and
have raised several methodological issues, particularly for randomized clinical trials in naturalistic settings.
Recommendations for considering issues of design and measurement in future research are discussed.

The mandates for research on the effectiveness of service systems and service delivery components have
only been articulated clearly in the past 10 years. Prominent reports that delineate a research agenda for
children and adolescents include the 1986 Office of Technology Assessment (OTA) report on children's
mental health (U.S. Congress, 1986), followed in 1989 by the Institute of Medicine (National Academy of
Sciences, 1989) and the National Institute of Mental Health (NIMH) Advisory Mental Health Council (U.S.
Department of Health and Human Services, 1990) reports. A subsequent OTA report on adolescent health
(U.S. Congress, 1991) spelled out seven research priorities relevant to mental health services for
adolescents (also applicable to children):

Develop estimates of adolescents' need for mental health services based on epidemiological surveys;
Evaluate the effectiveness of various mental health treatment modalities for adolescents;

Assess the potential for substitution of community-based mental health treatment services for
restrictive institutional services;

Develop criteria for quality mental health treatment of adolescents;

Determine effective mental health services system design and development;

Evaluate alternative methods for financing mental health services for adolescents;

Strengthen recruitment and training of researchers in adolescent mental health. (Vol. 2, pp. 486487).
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From a health services research perspective, the six articles in this issue are responsive to at least three of
these priority areas (Nos. 2, 3, and 5) and can be grouped roughly into two categories: service systems
research and clinical services research. The first category is represented by the Catron and Weiss article on
locating mental health services within schools and the Koroloff et al. article that presents a staffing
intervention to increase access to mental healith services. These correspond to Priority No. 5 in the list,
which is related to improved service system design. The second category, clinical services research, is
evident in the focus on the effectiveness of specific service interventions exemplified by the four articles on
innovative treatment approaches: intensive case management (Cauce et al., Evans et al.), multi-systemic
family preservation therapy (Scherer et al.), and wraparound foster care (Clarke et al.). To some extent,
these four articles also address the potential for substituting home and community-based care for treatment
in institutions.
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The investigators deserve recognition for ground-breaking work from both clinical and research
perspectives. They assumed a leadership role in developing the interventions while also designing and
conducting the research. Moreover, they did not have the luxury of first testing the interventions under highly
controlled laboratory type conditions-the model for biological and drug studies. Instead, everything occurred
in the field in usual care, or what is sometimes called "naturalistic" settings, with the types of clients for
whom the interventions were intended. Because there probably is no other option for research on services
interventions, what were not available were the usual protections found in other types of research, where the
initial stages occur in a laboratory, such as a teaching hospital, and move progressively into settings with
fewer exclusion criteria and "frontline” clinicians. In fact, there is not a protected setting in which to test an
intervention such as case management, which, by definition, calls for "real world" coordination of services by
multiple human services agencies. These investigators initiated their research in the field guided by clinical
experience and mostly descriptive (uncontrolled) reports (except for Scherer et al.). der these
circumstances, courage is evident in use of the most rigorous research design, namely, the randomized
clinical trial. These studies also did not cur in typical clinical settings such as mental health centers. Instead,
the investigators reached out to other human services sectors where youths who may be most in need of
services are found, namely, in the schools, courts, social services agencies, and the community at large,
including the streets. Further, the interventions were carefully thought out and are well described. Finally,
these authors are to be commended for their willingness to publish very early findings and to describe the
problems encountered in establishing the interventions or in obtaining cooperation to conduct the research.
They deserve credit for their openness and willingness to risk criticism when delaying publication might have
produced more definitive findings. In a new field, alerting other investigators to the initial findings and the
methodological issues enables them to learn from and potentially adjust the course of their work and to
assist funding agencies in setting more realistic expectations and priorities.

SERVICE SYSTEMS

The two service systems interventions focused on increasing access to mental health services, one by
shifting the locus of services and the other by an out-reach staffing intervention. The Catron and Weiss
article follows the tradition of school-linked health centers (see U.S. Congress, 1991, Chapter 15) which
typically were not staffed to provide mental health services. However, at these centers, a mental health
problem was the Number 2 reason for seeking care. Catron and Weiss found an astounding contrast in the
rate of successful referrals, that is, when services were provided in the school (99%) versus when referrals
were made to mental health centers (17%). As this research is pursued, it will be important to learn more
about the clinical characteristics of the school- and clinic-treated groups (do they differ in level of
impairments), the type and amount of care received, and the rate of treatment completion. If increased
access to services is also associated with comparable quality of care and outcomes, it will become important
to learn more about how to staff and fund school-based clinics. Clearly, the costs will not be absorbed by the
school system, raising a question about resources for such services. To what extent are mental health
centers able or willing to relocate child staff to schools ? What kinds of requirements will Medicaid and other
insurers impose for reimbursement in school settings ? A more difficult question to answer at this time is how
school-based clinics would fit into health care reform. This series of issues illustrate those that might follow
the important initial finding of increased access.

The family associate intervention (Koroloff et al.) appears to be an inexpensive way, through early periodic
screening, diagnosis, and treatment (EPSDT), to assist children already identified as in need of care to
actually obtain care. The use of parents rather than professionals to facilitate entry into an often intimidating
service system may have helped to further reduce barriers of care that were not formally acknowledged in
the survey (e.g., lack of understanding about how to negotiate the system of care). In the next stages of their
research, they will assess the extent to which families actually connect with treatment and successfully
complete it. If other types of data were available (e.g., retention of family associates, costs), it would help to
make this intervention transportable to other locations. Questions relative to the feasibility of recruiting and
retaining family associates and the costs of this intervention need to be addressed. Caseloads are small (5
to 10 families) and the duration of the intervention is relatively brief (3 weeks to 3 months). The average cost
per family (plus the flexible dollars) could easily be calculated and would be useful to other programs
considering such an outreach approach. In the future, the use of parents to assist families who are difficult to
engage in treatment could be compared to other types of workers likely to provide outreach, typically
professionally trained case managers, and the relative effectiveness and cost could be assessed.
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These two articles directly address important service system issues and exemplify ways in which systems
research can be logically extended. The challenge will be to differentiate between what can be learned from
small and incremental studies as seen in the Catron and Weiss and Koroloff et al. work and where much
larger studies are required to concurrently examine a range of service system issues. The types of research
extensions suggested above reflect service systems research questions at a more macro level addressable
in services demonstrations such as the Robert Wood Johnson Program for Children (England & Cole, 1992),
those supported by the Center for Mental Health Services, and naturalistic studies of larger systems of care,
as will occur under the recently announced NIMH child initiative called UNO-CAP (Cooperative Agreement
for a Multi-Site Study of Mental Health Service Use, Need, Outcomes, and Cost in Child and Adolescent
Populations, 1994). For instance, an issue such as services integration (locating services in a single child
agency, as in the Catron and Weiss study) can be extended in larger studies to encompass multiple service
systems and various approaches to coordination of services (e.g., pooled funding, multi-agency teams,
interagency agreements for training). Questions about the relative effectiveness of integration of services
versus other mechanisms for coordination of services can then be examined at multiple levels--that is, level
of care, ownership (private versus public), and sector (mental health, education, health, social services,
juvenile justice). Financing mechanisms (capitation versus fee-for-service) clearly influence how systems
operate (as does variation in legislation) and represent important research foci. Service systems also have
to be designed in response to the needs of the population to be served and to geographical constraints such
as urban or rural location. The preceding issues merely exemplify the potential range of service systems
research topics needing attention.

In future studies of service systems, a critical challenge will be obtaining consensus on effectiveness
measures. It is not enough to specify basic concepts: services should be accessible to those in need,
appropriate and quality care should be provided, care should be coordinated, and positive outcomes should
occur for children and families. These premises apply to populations and to service systems, not just to
individual-level data. To a great extent, an ability to conceptualize and measure service system outcomes
has lagged behind such measurement at the client level. For many years, a conceptual framework for
assessing quality of care (Donabedian, 1980) has existed at three levels: (a) structure (e.g., organization,
linkages to other systems, staffing, financing); (b) process (e.g., timeliness of care, appropriateness of
treatment and treatment combinations, and continuity of providers); and (¢) outcomes (both system and
client level). This model could be adapted for research on child service systems. The provision of services is
examined at multiple levels, thus avoiding the "black box" of examining clients at baseline and at some later
point without information about what has occurred in the interim. A literature exists upon which to build such
a model, starting with Stroul and Friedman (1986). Operationalizing the concepts to measure the functioning
and effectiveness of child systems, however, has not yet received a similar level of attention by investigators
and is needed to effectively pursue research on a systems level.

SERVICE COMPONENTS

Four groups of investigators conducted randomized clinical trials to test the effectiveness of innovative
clinical interventions. The paucity of research on traditional clinical interventions has been pointed out (Burns
& Friedman, 1990), and the need for well-designed clinical trials in naturalistic settings has been
underscored. However, these studies are very difficult to design and conduct successfully. Even for an
intervention (multisystemic family preservation) that had been tested previously, effect sizes were small
(Scherer et al.) As implied by these authors, this may be a function of the severity of the problems in the
chronic or violent adolescent offenders treated, or it may be associated with brief follow-up or other factors.
Nonetheless, the small effect size is a warning to investigators testing newly developed interventions. For
example, the homeless youths in Seattle receiving case management demonstrated lower levels of
aggression and greater satisfaction with quality of life than control youths but did not differ on other
measures at the 3-month follow-up (Cauce et al.). In contrast, the wraparound (or individualized system)
foster care showed fairly consistently positive results at the 18-month follow-up, but data were not available
for 23 (17%) of 132 research subjects (Clark et al.). Were the missing subjects those who had not been
enrolled for the full 18-month period or were there missing data due to attrition, and did the loss of data for
these subjects introduce bias into the findings? The fourth randomized trial (Evans et al.) will compare
family-centered intensive case management with treatment foster care. Implementation has been delayed in
part because randomization proved difficult for multiple reasons, including family preferences (i.e., families
open to an in-home intensive intervention may be very different from families who are ready to place a child)
and state budget cutbacks that affected availability of the intervention.
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The randomized clinical trials (RCTs) described in this issue, although demonstrating positive results for the
most part, also demonstrated the range of problems typical of RCTs in naturalistic settings with real clients
(Cordray & Pion, in press). Although the major advantage of an RCT is avoidance of selection bias, real-
world situations can introduce biases of other sorts that threaten the value of the randomized design. The
kinds of interferences directly or indirectly specified in the preceding articles and in similar studies in
progress include the following:

1. Small sample size threatens statistical power to find an effect. A rule posed by Sechrest and
colleagues (1979) is that about half of the estimated sample for an RCT will be found despite large
estimates of availability.

2. Brief intervention and follow-up limit the amount of time potentially necessary for an effect to be
demonstrated. Alternatively, very lengthy interventions challenge the investigators and the service
system to sustain the intervention, to prevent unplanned crossover between experimental and control
conditions, and to avoid other effects of history (e.g., policy changes).

3. Failure to systematically document that the planned intervention actually occurred, despite clear
program descriptions that spell out such plans, creates a risk of testing an intervention that did not
occur or did not occur as intended.

4. High rates of study refusals and/or attrition and limited reporting of the characteristics of these groups
can affect the potential for generalizability.

5. Problems in obtaining both consumer and provider cooperation with randomization, related to
preferences for either the experimental or the control condition, will potentially introduce bias.

6. An inability to ensure blindness of condition assignment (experimental versus control) for research
interviewers may have implications for training rather than for research design; an inability to keep
providers blind, although not feasible at the client level, creates a risk of contagion when experimental
and control conditions occur in the same settings and represents a design consideration.

7. Limited indications of positive outcomes, possibly due to measures that are not sensitive to change,
make the interpretation of negative findings problematic, and raise a question about whether negative
findings are due to a true failure to find an experimental effect or to measurement error.

The preceding set of risks to RCTs, although not new, potentially spell disaster for application of this
research design to services research. A reassuring observation is that those risks probably apply to all
RCTs, except for early stages of drug trials that can be highly controlled. Some of the above risks apply to
other medical RCTs (i.e., blindness to study condition is not an option in trials of surgical interventions, or
life-style or cognitive changes). Quasi-experimental designs that offer alternatives to the RCT are not as
susceptible to some of the preceding risks, but in many ways, they can be more difficult to design and
analyze (Bickman, 1990). Before shifting to a less rigorous study design, a number of steps can be taken to
compromise selected design requirements to minimize such risks.

A major compromise is to accept that ensuring blindness of the study condition is not feasible for RCTs in
naturalistic settings. Although a cardinal principle in drug studies, in other respectable areas of medical
research where blindness of study condition is not possible, this has been eliminated without any apology.
Although providers will be aware of clients' study condition assignment, there are ways to reduce potential
bias in research interviewing: A major one is to provide training that explicitly communicates that a fair test of
the intervention is being conducted. This requires that the investigators be truly unbiased. Another
compromise is to accept the reality that researchers cannot protect trials from the effect of history (i.e., policy
or fiscal changes cannot be prevented). Either the bias introduced has to be handled statistically, or, if this is
not possible, the experiment may have to be terminated midstudy.

Other problems can be dealt with more directly. Small sample sizes can be increased through multisite
collaborative studies. This is a clear solution, but one that will occur only for interventions that have truly
shown promise in prior uncontrolled studies--largely because of the expense of multisite trials. Gaining
clinician and consumer cooperation when there is a clear preference for one intervention can be addressed
through randomization on the basis of preference (Bradley, 1993). Although this offers the benefit of
reducing refusals and attrition, these new designs may introduce some problems of generalizability (i.e.,
results apply only to individuals with a given preference, not to all individuals potentially needing the
intervention). The problem of a lack of information about the characteristics of refusals and attrition can be
corrected easily by providing such information--standard practice for investigators experienced in conducting
RCTs and one that applies equally to child services research. Failure to provide information about
implementation of the intervention (sometimes referred to as "fidelity to the model") can be handled by
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collecting data to monitor the intervention; this requires planning when the study is being designed. Although
the RCT articles in this issue clearly described the interventions, data documenting the faithfulness with
which they occurred were generally lacking. Failure to actually provide the planned intervention can result in
negative findings and thus eliminate a potentially useful intervention for the wrong reason. The fidelity issue
applies to both control and experimental conditions because "drift" in the implementation of the intervention
can occur for either condition. Documenting provision of the intervention requires objective data on the
amount and quality of services received, through a management information system, direct observation of
the treatment, or self-report (Burns, Angold, & Costello, 1992). Weisz, Donenberg, Han, and Kauneckis (in
press) advocated use of manuals to structure treatment and careful monitoring in clinic-based studies.
Finally, too brief a follow-up period can be corrected with a longer one; however, this increases the cost of
the research as well as the possibility of further attrition and influence by external historical factors. Both the
length of the intervention and follow-up periods necessary will be better informed with empirical data that do
not require an RTC.

Less easily corrected is the issue of the sensitivity of measures to child and family change. To some extent,
we have probably been overmeasuring (i.e., using a wide array of measures to capture change anywhere it
occurs). A common set of measures for diagnosis, symptoms, and family and child functioning are appearing
repeatedly in child services research studies. Whether choices are being made on the basis of scientific
usefulness or merely repeating what other investigators are using is not entirely clear because choice of
measures with basic psychometric properties has been limited. Evidence of the usefulness of commonly
used measures needs to be critically assessed. Further, one category of measurement--quality of life, which
is considered critical and sensitive to change in health services research on adults (e.g., use of the SF-36 in
the Medical Outcomes Study; Rogers, Wells, Meredith, Strum, & Burnham, 1993)--was only reported in one
article in this issue (Cauce et al.) and rarely elsewhere. Concerted attention to testing a measure of quality of
life for children is needed (the SF-36 for children is expected to be available soon) (NIMH, 1994b). Although
there is common agreement about the importance of certain measures (e.g., reduction in out-of-home, out-
of-county, or out-of-state placements), placements may occur at too low a rate in some client groups to
detect a difference between experimental and control clients. A precaution, if evidence of the usefulness of
selected measures for given study populations is not evident in the literature, is to carefully pretest such
measures. As described in this issue’s articles, problem behaviors targeted by the intervention, particularly in
the adolescents who are served, are often fairly entrenched and resistant to change, however powerful the
intervention. Some understanding of the sequence of change is needed to guide measure selection.

A methodological initiative is needed to identify and develop measures that are sensitive to change in
children and families who receive appropriate care. NIMH recently (1994a) issued a program announcement
on research on methods, measures, and statistical analysis in mental health, which could help with this
problem. Prior to developing new measures, a logical first step would be to obtain consensus on critical
outcome domains, appropriate informants, and the utility of measures currently in widespread use. For
example, a recent report by Macro International (1993) (supported by the Center for Mental Health
Services), which identified and reviewed the properties of child mental health measures, could provide a
basis for such discussions, potentially leading to identification of a set of relatively brief, objective outcome
measures.

Finally, another critical recommendation to increase the scientific benefit of RCTs is that support be provided
to conduct substantial feasibility studies before embarking on fully funded RCTs. This is not a new
suggestion, but the scope may be more extensive than the usual notion of pretesting. The difficulty in
obtaining grant funding for a feasibility study and the delay in funding between a feasibility study and a
comprehensive RCT serve as disincentives to do some of the labor-intensive prior work that could provide
insights about the likelihood of success of a more expensive trial. As both an advocate of RCTs (Burns &
Friedman, 1990) and a more sanguine RCT investigator (who still asserts their value), | believe that many of
the risks of RCTs could be reduced by thorough feasibility studies. Suggested criteria for such studies would
include

1. The eligible population is well specified and an accurate determination about availability (sufficient
sample size) for treatment (after inclusion and exclusion criteria are applied) can be made. This
includes a true test of agreement with, and under-standing of, inclusion and exclusion criteria by
providers.

2. Interventions (control and experimental) are clearly operationalized and meet ethical requirements;
for control conditions, this means not usual, but state-of-the-art care.
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3. Both control and experimental interventions are acceptable to clinicians and patients; this requires
actually testing the randomization procedures and examining rates and characteristics of refusals to
insure acceptability by both clinicians and clients.

4. The intervention can be implemented by usual (frontline) service providers, and maintained for the
expected duration and intensity (also referred to as treatment dosage); clients will also persist for the
duration of the intervention and the study, which may require follow-up beyond termination of the
clinical intervention.

5. Measures are understandable and culturally relevant, and they demonstrate more than the usual
psychometric properties of reliability and validity; namely, they are sensitive to change (clearly
applicable to service systems studies as well as RCTs).

CONCLUSION

Child mental health services research on the effectiveness of service systems and specific service
components is for investigators with courage. The stakes are high--improved mental health services for
children and families--but the pathways have not been fully articulated. As a relatively new research
endeavor, one that has received limited governmental and foundation research support, the challenges are
significant. Methodological work that (a) reconsiders the merits of various research designs for descriptive as
well as controlled studies, and (b) gives attention to measurement needs at the system and client levels is
necessary in order to move forward. Further, cooperation among federal agencies, policymakers, service
providers, consumers (children and families), and investigators is essential to forging new directions. Both
open-minded and tough-minded approaches are required by all to jointly achieve the scientific work
necessary to affect the mental health of our youths.

Author's Note

Assistance by Zarrin Brooks in preparation of this article is gratefully acknowledged.
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