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Abstract

Research has shown that youth with mental health disorders often do not receive adequate care. School- and community-
based mental health organizations are integral to implementing evidence-based mental healthcare to the vast majority of
youth. It is therefore important to understand the perspectives of this stakeholder group, to determine how to improve access
to high-quality care. A series of three focus groups with community mental health providers and three school counselors
and social workers focus groups were conducted to get their perspective on existing barriers that prevent youth who need
mental health services from being treated. A grounded theory inductive qualitative analysis revealed six major themes (Lack
of Services, Lack of Knowledge, Stigma, Logistics, Poor Past Experiences with Mental Health, and Poor Coordination of
Services). Each of these themes are discussed and implications are framed within the context of implementation science.
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Introduction

Most mental health disorders emerge in late childhood
and early adolescence (Das et al., 2016), although symp-
toms can occur much earlier. In fact, one in five children
and adolescents need mental health services, yet most do
not receive any services (Green et al., 2013; Merikan-
gas et al., 2011). Scientific evidence indicates that many
disorders and problem behaviors (e.g., suicidal ideation,
violence, depression) in youth are treatable, and some-
times preventable, through evidence-based interventions
(EBIs), including targeted prevention and intervention pro-
grams. Unfortunately, there is a translation gap in bringing
research-supported, effective interventions into practice
in communities and schools. Implementation science,
or the scientific study of methods to increase the use of
evidence-based innovations into routine settings (Eccles
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& Mittman, 2006), seeks to close this uptake gap. Argu-
ably, the most widely used implementation science frame-
work is the Consolidated Framework for Implementation
Research (CFIR; Damschroder et al., 2009), developed to
guide systematic assessment of multilevel implementation
contexts to identify the factors that influence intervention
implementation and effectiveness (Kirk et al., 2016).
Results from one of the largest longitudinal studies of
mental health and service use indicated that the education
sector is the most common point of entry into services
for youth (Farmer et al., 2003). Additionally, children
are more likely to receive services at school than through
any other service sector including mental health clinics,
medical facilities, and the child welfare system, particu-
larly if they are on public insurance, are from low-income
households, and/or are racial and ethnic minorities (Ali
et al., 2018). However, though children and adolescents
from low income households have higher needs, schools in
low income areas may struggle relative to other schools to
keep up with these needs, implement mental health inter-
ventions, and to get faculty and staff engaged with inter-
ventions (Cappella, et al., 2008), Mental health services
delivered in most schools are not consistently evidence-
based, rigorously implemented, or sustained over time (Ali
et al., 2018; Gottfredson & Gottfredson, 2002), which may
result in suboptimal outcomes for the child and wasted
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resources (Ali et al., 2018). Since schools are an important
access point for children to receive services, it is impor-
tant to understand what is occurring in this environment
that promotes or hinders a child’s access to quality mental
health services.

Barriers to Treatment

The vast majority of the literature on barriers for youth
accessing mental health services focuses on the direct per-
sonal experiences of youth and their caregivers. One such
meta-analysis (Reardon et al., 2017) of existing studies uti-
lizing self- and caregiver-report found four overall themes
related to perceived barriers to youth accessing mental
health services. These barriers were (1) systematic and
structural issues (e.g., transportation, cost of services and
lack of insurance, lack of service providers), (2) views and
attitudes towards treatment (e.g., consequences of child hav-
ing a diagnosis, trust in service providers, and social stigma
about mental health), (3) knowledge of mental health and
the help-seeking process (e.g., parent’s recognition of the
problem and its severity, knowledge of appropriate provid-
ers), and (4) specific family circumstances (e.g., limited
ability to commit time needed for treatment and lack of
family support). These themes are similar to other literature
on barriers to treatment (Corrigan et al., 2014; Dempster
et al., 2013; Gulliver et al., 2010), although research sug-
gests that families in more rural communities may experi-
ence additional challenges in accessing services due to a
lack of mental health providers, fewer financial resources to
access those limited providers, lower mental health literacy,
and increased social stigma related to mental illness (Girio-
Herrera et al., 2013; Pullmann et al., 2010; Repie, 2005;
Weist et al., 2000).

Consistent with the CFIR model, which stresses the
importance of understanding the perspectives of all stake-
holders involved in the mental health care process to
determine factors that stymy or facilitate implementation
(Damschroder et al., 2009), it is important to consider the
perspectives of stakeholders who provide services. Commu-
nity mental health providers (CMHP) who work with chil-
dren are involved in the process of referring, diagnosing, and
treating youth mental health problems. A few previous stud-
ies have assessed the perceptions of CMHP and have identi-
fied cultural factors (e.g., stigma and perceptions of CMHP),
client level factors (e.g., not viewing treatment as relevant
or lack of funds), provider factors (e.g., high caseload), and
process related factors (e.g., poor therapist-client fit) as
things that influence the likelihood for individuals initiat-
ing and consistently attending therapy (Jensen et al., 2020;
Kim & Salyers, 2008; Stevens et al., 2006). However, there
are few studies like this that consider provider perspectives
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of barriers related to youth attending therapy and many of
those that do exist often are unique to particular treatments
or contexts (e.g., telehealth or rural environments).

School counselors and social workers (SC/SW) are often
tasked with working with students and school personnel to
improve the school environment. SC/SWs are in a unique
position to both identify youth who are at-risk and in need of
referral, and to be the liaison between families and other ser-
vice providers (Baggish & Hardcastle, 2005; Girio-Herrera
et al., 2013; Splett et al., 2013). Thus, their perspectives
could provide valuable information on the barriers to youth
mental health care for families who ultimately seek services
for their children and, possibly more importantly, the fac-
tors that prevent some families from seeking services. Repie
(2005) found that in-school stakeholders (i.e., school coun-
selors, school psychologists, and teachers) believed that that
the level of stress in the family unit prior to seeking services,
financial problems, and social stigma about mental health
problems were common barriers.

Current Study

The intention of the current study is to better understand the
barriers, as perceived by providers, that impede the recog-
nition of youth mental health problems, children’s access
to mental health services, and successful treatment. While
previous studies have explored this concept, many of these
studies focused on parents, families, or children/adolescents
themselves (Reardon et al., 2017). Prior work has explored
this in relation to school-based mental health (e.g., Repie,
2005) and CMHP perceptions (Jensen et al., 2020; Kim
& Salyers, 2008; Stevens et al., 2006). The current study
sought to contribute to our extant knowledge of barriers
and facilitators of implementation of EBI for youth mental
health, via a qualitative study of provider perspectives. We
include SC/SW and CMHP because of the probability that
they share similar experiences with respect to implementa-
tion; however, we also consider points where perspectives
may differ.

Method
Procedure

Focus groups were used to gather in-depth data on the atti-
tudes, feelings, and beliefs related to implementation of
mental healthcare from a purposely selected group of pro-
viders in a relatively brief period of time. Qualitative data
from semi-structured focus groups were analyzed utilizing
an inductive grounded theory approach (Corbin & Strauss,
2008) to examine provider perspectives. A total of 6 focus
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groups were conducted, 3 with CMHPs and 3 with SC/SWs.
CMHPs were recruited through contacting different agencies
in the area and providing them a Qualtrics link with infor-
mation about the study, informed consent information, and
an opportunity to sign up for a particular date. SC/SW were
recruited through the district’s assessment coordinator. SC/
SW were instructed to review the online sign up and were
notified that their participation was voluntary. Focus groups
were conducted by one of three authors and trained via the
first author to maintain consistency across groups. A note
taker, either one of the authors or an undergraduate research
assistant trained by one of the authors, was present to keep
track of who was speaking and what was said. After signing
a consent form, participants filled out a demographic sur-
vey before the focus group began. Focus groups followed a
semi-structured interview protocol and lasted approximately
60-90 min long.

Focus groups were semi-structured in order to maintain
consistency in information across all focus groups but still
allowed for flexibility within the unique groups. The proto-
col was made up of four questions asking participants what
they perceive to be the current state of mental health for
local youth. Specifically, they were asked what were the
most common mental health concerns they see; what the
typical process is to secure treatment for youth from recogni-
tion of a problem to receival of services; what barriers exist
that inhibit treatment; and what the communication looks
like between schools, parents, and CMHPs. A full copy of
the focus group protocol can be viewed as supplemental
materials.

Participants

Both CMHP and SC/SW for this study were recruited from a
city in the Southeastern United States. Based on population,
the city would qualify as an urbanized area based on defini-
tions from the Census Bureau (census.gov). The most promi-
nent racial group in the city is white (> 50%) followed by
black (>40%), with minimal numbers of other racial groups.
The city’s median income is significantly lower than U.S.
median but only slightly lower than the state median income.
The school district from which the SC/SWs were recruited
is made up of 21 schools and 11,000 students. The majority
of students in this district are black (>70%) and qualify for
free and reduced lunch (> 60%).

School Counselors and Social Workers. The three SC/
SW focus groups made up a total of 35 participants (34
females). School counselors made up 65.7% of the sample
(n=23), 31.4% were school social workers (n=11), one
participant was an administrator, and one did not answer.
In regards to race and ethnicity, 40% were white (n=14),
57.1% were black (n=20), and one participant did not

answer. Participants were an average of 40.94 years old
(Range: 24-60, SD=7.65) and had an average of 9.61 years
of experience in their position (Range: 0.5-31, SD="7.11).

Community Mental Health Providers. The three CMHP
focus groups were made up of a total of 13 participants
(11 female). Participation was open to any CMHPs (i.e.,
Licensed Professional Counselors, Marriage and Family
Therapists, Psychologists, & Psychiatrists) who provided
direct mental health treatment to children and/or provided
supervision to youth CMHPs. Participants were mostly white
(92.3%) with one participant who identified as multiracial.
In terms of education and field, eight of the participants had
a Master’s degree (six in Marriage and Family Therapy and
2 in Social Work), 4 had a PhD (two in Psychology, one in
Social Work, and one in Marriage and Family Therapy),
and one had an MD (Child Psychiatry). Participants were
an average of 40.67 years old (Range: 25-69, SD=14.7)
and had an average of 10.71 years of experience (Range:
9 months—30 years, SD =8.44).

Analytic Approach

Transcripts from each focus group were transcribed into a
word processor and were imported into QDA Miner Lite
software (QDA Miner, 2016). A group made up of the lead
researcher and three other members of the research team
engaged in qualitative analysis. Each member of the research
team reviewed the transcripts on their own to get familiar
with the data before convening as a group and reviewing the
transcripts line by line and engaging in open coding (Cor-
bin & Strauss, 2008). The group discussed emerging themes
related to barriers that exist for children needing mental
health services, defined them, and differentiated or synthe-
sized them based on those definitions. Differences in opin-
ions were openly discussed until the research team reached
consensus. Axial coding (Corbin & Strauss, 2008) was
accomplished through group discussion to categorize simi-
lar codes into larger themes based on similarities between
the open codes (e.g., School Personnel Lack of Knowledge
and Parents Lack of Knowledge being grouped into a larger
category of Lack of Knowledge about Mental Health).

In conducting a more inductive approach to analysis, it is
important to acknowledge the positionality of the authors.
Each of the authors and coders, with the exception of the
undergraduate research assistant, are individuals with higher
degrees in a mental health related field (Marriage and Family
Therapy, Clinical Psychology, and Social Work). This train-
ing may make each of the authors aware of the significance
of the problem being studied and help them relate to the
CMHP participants in the study. However, even though each
of the authors has some experience working with schools
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and/or providing mental health treatment in a school system
they may have different perspectives than SC/SW and this
may influence how focus groups were conducted and how
results were interpreted.

Results

Grounded theory driven inductive analysis from the six
focus groups produced six distinct categories of themes
about the barriers to children receiving mental health ser-
vices: (a) Lack of Available Resources, (b) Lack of Knowl-
edge Around Mental Health, (c) Mental Health Stigma, (d)
Issues with Logistics, (e) Poor Experiences with Mental
Health, and (f) Poor Coordination of Services. Each of
these categories had a number of subthemes that were
mentioned by CMHPs, SC/SWs, or both. Themes, sub-
themes, quotations, and the frequency of each subtheme
are available in Table 1.

Lack of Available Resources

Both CMHPs and SC/SWs discussed that limited availabil-
ity of resources in the community was a significant block
to children and adolescents not receiving appropriate ser-
vices. The lack of CMHPs in the community was identified
as an issue by all CMHP groups and two SC/SW groups.
All CMHP groups and one SC/SW group mentioned that
there is a shortage in specialists such as child psychiatrists,
clinicians that specialize in working with children or special-
ize in play therapy, or clinicians that specialize in treating
particular diagnoses like Autism Spectrum Disorder. Addi-
tionally, both CMHP and SC/SW discussed the importance
of having providers who can speak different languages and/
or competently treat individuals from other cultures. The
CMHP group also indicated that this lack of providers
results in caseloads that are too large or therapists who are
overworked, as well as delays in treatment due to long wait-
lists. Additionally, both groups mentioned a need for local
crisis or emergency services.

Unique to the school environment, all 3 SC/SW groups
and one CMHP group identified that the ratio of students
to SC/SWs is too large. This ratio makes it more difficult
for SC/SWs to intervene with students or establish other
programs or interventions that could benefit students. This
difficulty is amplified by school counselors having too many
different duties and not being able to focus on interventions
that they believe could be helpful long term.

@ Springer

Lack of Knowledge Around Mental Health

Another important barrier for children and adolescents receiv-
ing services is that youth and the important adults in their life
may not have adequate knowledge about mental health and
which behaviors may indicate a problem, or there are other
issues in the environment that prevent adults noticing or acting
on potential issues. Every focus group identified parents’ lack
of knowledge or familiarity with mental health as a key reason
why youth often do not receive adequate mental health care.
Often times, parents do not seek mental health treatment until
it is necessary to do so because of an emergency or because
the problem is disruptive enough that it is affecting the par-
ents at home. Both CMHPs and SC/SWs noted that there are
additional family system issues associated to parents’ lack of
knowledge that lead them to not being as committed as neces-
sary for quality care, such as a hesitancy to involve the fam-
ily unit in therapy for their child or the parents needing their
own mental health treatment themselves. Parent defensiveness
was identified as an associated barrier to quality mental health
treatment for their children as they may think this reflects on
them negatively.

Both CMHP and SC/SW noted that even if parents rec-
ognize a mental health problem exists, they may lack the
knowledge about how or where to seek services for the prob-
lem. Without a clear path forward to mental health services,
parents often do not know how to begin to access the care
that their child needs. Due to parents’ lack of knowledge
of both mental health problems and the pathway to treat-
ment, both groups discussed that parents often opt to seek
out a medical option (i.e., medical doctors and pediatricians)
first. Both CMHPs and SC/SWs also identified that, in their
experiences, parents sometimes have a desire for a ‘quick
fix’ such as psychotropic drugs rather than being willing to
pursue a more long-term therapeutic option for their child.

Given that children spend a significant portion of their
days at school, both CMHPs and SC/SWs agreed that teach-
ers’ and school personnel’s limited knowledge on mental
health resources also serves as a barrier to children getting
adequate mental health services because it delays identifi-
cation of the problem. Recognizing a student’s symptoms
becomes even more difficult when that student’s academic
performance may mask those symptoms for teachers. One
SC/SW focus group identified that other external school bar-
riers, such as teachers having many students or only seeing
them for one period of the day (i.e., middle and high school
teachers) can prevent teachers from identifying mental
health symptoms in their students. One CMHP and two SC/
SW focus groups identified that school counselors not being
trained to do long-term effective therapy is a particular bar-
rier for students in need of treatment.
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Table 1 (continued)
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“For us in the school sector was like do

Coordination between schools and men-

School and mental health

the school counselor and the principle

help? ...

tal health providers

If you don’t have that support

it kind of just falls apart”

1

“ feel like the parents don't even realize

Lack of coordination between school

Parent/school relationship

that we need to know that sometimes
(school counselor about parents not
discussing child’s MH concerns)”

and parents

Mental Health Stigma

Participants also discussed that stigma surrounding mental
health and seeking mental health services served as a barrier
for children and adolescents receiving services. Much of
what was mentioned revolved around how mental health is
viewed as a negative thing and there were discussions about
this stigma in all six groups. All three CMHP groups and
one of the SC/SW groups also stated that this stigma can be
worse in particular cultural groups based on race/ethnicity
(i.e., Black and Hispanic groups), religion (i.e., Christian
churches), age (i.e., older individuals), and where a person
lives (i.e., rural communities). This stigma is also present
in schools as all three CMHP groups mentioned that school
personnel sometimes do not trust outsiders such as CMHPs
or do not understand the usefulness of in-school CMHP. Two
CMHP groups and one SC/SW group mentioned that even
if children or adolescents are brought to therapy, they may
not talk to the therapist.

Issues with Logistics

Several common structural and financial barriers that exist
for families were highlighted by the CMHP and SC/SW
focus groups. Issues with securing transportation, parents
getting time off of work to take their children to services,
and other family system challenges like securing childcare
for other children were common barriers identified by both
CMHPs and SC/SWs. Finding time for sessions outside of
school hours before the end of the day for the CMHP also
served as a challenge.

Financial barriers were also a consistent theme across
both CMHP and SC/SW focus groups. Families’ inability
to afford services or their insurance not adequately covering
services were common barriers that participants identified
their clients experiencing, particularly families using Medic-
aid insurance. However, even if insurance covers some form
of mental health services, the difficulty of navigating which
services are covered often blocks families from receiving
those services. Participants highlighted Medicaid insurance
as a particular barrier for families, citing that many CMHPs
do not accept Medicaid due to difficulty navigating the sys-
tem and getting reimbursed.

Unique to school-based services, logistical issues like
schools having the funding, space, or means to deliver men-
tal health services are barriers. Despite schools being one
of the better access points for youth mental health services,
participants identified unique challenges associated with
providing those services. Even further, the child’s willing-
ness or motivation to participate can be a huge logistical
barrier to get services started.
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Poor Experiences with Mental Health

Participants across both CMHP and SC/SW focus groups
identified that poor experiences with mental health services
is an important barrier to effective treatment. In particular,
past experiences with mental health treatment seem to shape,
and sometimes diminish, the willingness of children and
their families to seek out future services. Poor therapist-child
match, inadequate therapy selection, and minimal progress
were cited as common reasons for poor past experiences.
Finding the appropriate match for therapist and therapy type
is an important barrier to overcome to improve youths’ expe-
riences. Once children are actually receiving mental health
treatment, both CMHPs and SC/SWs identified that frequent
therapist turnover, due to factors such as large caseloads,
therapist burnout, and low wages, further contributes to poor
mental health experiences and blocks adequate treatment.

Poor Coordination of Services

Given the difficulty that families experience trying to navi-
gate the mental health care system, both CMHPs and SC/
SWs agree that the lack of coordination of services across
mental health, medical, and school contexts serves as a bar-
rier. Several CMHPs expressed their concerns about mental
health treatment being a separate silo from all other services
and not being able to communicate with their clients’ other
care providers. Furthermore, participants identified that
increasing coordination and communication across contexts
could provide valuable information and maximize potential
success of mental health treatment. Across both CMHP and
SC/SW focus groups, participants identified the importance
of bridging communication about services between mental
health providers and general medical providers, schools, and
the family to ensure that all parties are on the same page
about how best to treat the youth.

Discussion

CMHP and SC/SW groups identified six overall themes that
they believe were barriers to children and adolescents receiv-
ing adequate mental healthcare. Overall, both CMHPs and SC/
SWs were more similar than different in their responses indi-
cating agreement about these barriers youth face. Each group
identified a lack of available resources in the community and
school; logistical issues at the family, school, and community
levels that prevent individuals from getting services; and a
lack of coordination between all relevant parties that would
promote quality care. Additionally, each group identified that
children and adolescents as well as relevant adults (i.e., parents
and teachers) may lack the knowledge about mental health and
mental health services, may have a negative view of mental

health and CMHPs, or may have had a previous negative expe-
rience with CMHPs or SC/SWs. It is important to note that
while these barriers fit into specific themes, they often do not
occur independently of each other. In describing their experi-
ences, CMHPs and SC/SWs often described multiple barriers
interacting together to ultimately prevent youth from accessing
mental health services. For example, one CMHP identified that
family issues, such as parents not being able to take off work,
find transportation, and arrange childcare for other children,
often coincided with a lack of available providers who had
sessions outside of typical school hours.

Many of the themes identified are similar to barriers
identified in other studies and coincide with Reardon et al.’s
(2017) four themes of systematic and structural issues, views
and attitudes towards treatment, knowledge of mental health
and the help-seeking process, and specific family circum-
stances. This not only serves to provide evidence to the exist-
ence of these barriers, but also acknowledges the relative
similarity between provider perspectives and perspectives
of non-providers on this topic. This may indicate that a dif-
ference in understanding of what problems are is not a suf-
ficient explanation for why these barriers exist. However,
the results of the current study diverge from previous studies
in that SC/SW and CMHP also included the importance of
coordination between important parties and included unique
subthemes from individuals familiar with the school and
community mental health environments.

Differences between the CMHP and SC/SW groups were
often based on environment (i.e., CMHPs being more aware
of problems unique to therapists in community and SC/SW
being more aware of barriers unique to the school system).
However, given the growing use of schools as a setting for
youth mental health treatment, both SC/SWs and CMHPs
highlighted multiple barriers specific to providing quality
services within the school system, which indicates a high
level of agreement on these barriers. SC/SWs work within
the school system and observe many barriers firsthand, such
as teachers not having adequate training to identify mental
health problems in their students, limited resources to pro-
vide effective school-based therapy (i.e., not having room
space or clinical training), and administrations’ negative atti-
tudes about allowing CMHPs to work with students in the
school. However, CMHPs, some of whom provide services
within the schools, were able to also highlight these same
barriers that seem centralized to the school context.

These barriers may be best conceptualized in terms of
their location in the ecological context and the point at
which they exert influence, from identification to treatment.
For example, lack of knowledge may influence whether men-
tal health issues are noticed, while coordination of services
would prevent quality mental healthcare after a family has
sought help. These barriers are also located in one or more
of the systems that the child or adolescent is located such as

@ Springer
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their family, school, community, and larger cultural systems.
Understanding the location of these in the child’s system,
and when they exert influence, can help providers to person-
alize interventions (e.g., offering more psychoeducation to
the family, or augmenting in-person with remote services) to
remediate identified barriers within different systems.

Clinical Implications

To facilitate implementation of EBIs in communities and
schools, barriers to implementation must be identified and
minimized. In order for a child or adolescent to receive
quality mental health care, each of these barriers must be
avoided, successfully navigated, or overcome through other
means. Attempts to make mental health services more acces-
sible must consider ways to help families better navigate
the barriers at each timepoint in the treatment process and
across the different levels of the child’s system. The CFIR
(Damschroder et al., 2009) denotes five major domains of
factors that jointly affect service implementation. Herein,
we place the barriers identified in this study in the context
of the CFIR domains: outer setting, inner setting (school &
CMHP entities), and process of implementation (see Fig. 1;
intervention of characteristics and characteristics of individ-
uals involved omitted as the results do not reflect a specific
intervention). This framework provides a pragmatic rubric
for considering the complexity and interacting nature of the
identified barriers.

Outer Setting

The outer setting refers to the contextual factors outside the
entity that is implementing the intervention. Both school-
based and community providers in a given area share simi-
lar outer setting factors, such as the lack of resources (e.g.,
funding for providers or insurance coverages, services that
meet youths’ needs), which are often allocated by state
or local governments and school districts, and are hard to
change by individual schools or community providers. For
example, SC/SW in the current study acknowledged that
they often have too many students and duties to accomplish
their goals; this barrier ultimately stems from the outer set-
ting and limited funding allocated by the state government
and local school districts to pay additional SC/SWs. Families
of youth in need of mental health services, and their larger
communities, are also couched in the outer setting; thus, lack
of knowledge and stigma that prevent youth and their car-
egivers from seeking help are barriers to access in this set-
ting. Implementation research on programs aimed at increas-
ing knowledge of mental health and reducing stigma in
families (Hurley et al., 2018) and youth (Milin et al., 2016)
demonstrates the utility of potential mental health literacy
programs to combat these outer setting barriers and may

@ Springer

be a viable approach for communities and schools. Given
outer setting stigma was identified as a prominent barrier
in specific communities (e.g., religious and rural communi-
ties), identifying key trusted leaders in those communities
to assist in mental health awareness may be crucial to over-
come community-wide stigma. Logistical challenges experi-
enced by youth and their families, such as additional patient
needs that interfere with mental health treatment (e.g., lack
of transportation or childcare) or external policies related to
paying for treatment (e.g., insurance), are also couched in
the outer setting. Given that schools are the primary service
system for most youth, it seems these results could inform
how to allocate limited resources toward improving mental
healthcare in schools.

School Inner Setting

Inner setting refers to the organizational characteristics of
whatever entity is implementing the intervention. In this
study, the inner setting would be schools or mental health-
care organizations. One important school-based inner setting
barrier in the current study was teachers’ and administrators’
limited knowledge of mental health, which may impact their
helping behaviors or likelihood of making referrals for treat-
ment. Additionally, the school’s culture and attitudes about
mental health, particularly those of teachers and adminis-
tration who may be involved in deciding which students
need screening and services or allocating time to mental
health programming, may also be directly related to barri-
ers like stigma and lack of resources that impact availability
and effectiveness of services. Research suggests that brief
interventions to improve school personnel’s mental health
literacy can have a direct impact on stigma and later helping
behavior with students in need (Parker et al., in press; Wei
et al., 2020; Whitley et al., 2018). Additionally, providing
education about the reciprocal relationship between academ-
ics and mental health, as well as the financial burden of not
addressing students’ socioemotional needs, to administrative
leadership may also be a necessary step to overcome inner
setting implementation barriers like limited knowledge,
stigma, and the lack of resources allocated toward mental
health (Chisholm et al., 2016; Kern et al., 2017). Thus, pro-
moting supportive and proactive attitudes, particularly about
the school’s role in students’ mental health, may have several
positive effects on inner and outer setting barriers.

Community Providers Inner Setting

Community providers may have different influences within
their inner setting that are associated with various barriers.
Structural characteristics of community-based settings may
make it difficult to meet patients’ logistical needs. For exam-
ple, if CMHPs are unable to provide sufficient availability
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Fig. 1 Barriers to youth mental health treatment

outside of traditional school hours or take certain public
insurance (e.g., Medicaid), then the clients that they can
serve are greatly limited. Structural characteristics may also
make it difficult to accommodate certain patients (e.g., emer-
gency services, specialty services, or services for individuals
who do not speak English) if they do not have employees or
the funds and other resources necessary. The restrictions on
in-person services during the COVID-19 pandemic and sub-
sequent use of alternative intervention delivery models (e.g.,
greater reliance on telehealth) may have prompted a sus-
tained shift in practice, which might solve many of the struc-
tural and logistical barriers to families seeking community-
based mental healthcare (Zhou et al., 2020); Additionally,
many of the barriers identified for CMHP revolve around
working with other entities and implementing larger sys-
temic changes to the outer setting; this suggests the need for
inner settings to support therapists’ attempts to collaborate
with other parties in a child’s treatment, engage in efforts
improve knowledge or reduce stigma in the community, or
lobby governments to work towards policy change.

Process

Process refers to the specific interventions chosen and how
an intervention is carried out. While the current study is not
addressing a particular intervention, there were a number
of factors identified in the mental healthcare process that
impact youth receiving and completing mental health treat-
ment. For both schools and CMHP, clients’ poor experiences
in therapy due to therapist or intervention fit impact the
willingness to complete said intervention or even seek out

future mental health services. A key barrier was the limited
collaboration and communication between different entities,
such as the school, medical doctors, parents, and therapist.
Increased communication about children’s needs, existing
services, and progress is needed to increase transparency
between systems and maximize the benefit of mental health
interventions for youth. For example, research suggests that
a variety of strategies have been helpful to engage parents
throughout the treatment process (Gross et al., 2018) and
promote multisystem collaboration (Weist et al., 2012).
While specific intervention choices in schools and commu-
nity settings were not the focus of the current study, research
suggests that selection of evidence-based programming and
the use of tiered intervention, including prevention programs
that encourage the socioemotional wellbeing of all students,
may be key strategies to improve the process of implementa-
tion and overall effectiveness of addressing youths’ wellbe-
ing and mental health needs (Barry et al., 2013; Kern et al.,
2017). Additionally, the “fit” of specific interventions, con-
sidering the research support for that intervention, the set-
ting of delivery (e.g., school versus community), and the
recipients, is a necessary consideration to tackle some of
the aforementioned barriers related to poor experiences with
mental health (Lyon & Bruns, 2019).

Limitations
As with many qualitative studies, generalizability is sacri-
ficed for the breadth of data and therefore these results may

not be applicable to all situations. A different configura-
tion of CMHPs and SC/SWs based on age, race, training,
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location, and other factors may yield different results. It
should also be noted that the racial breakdown of CMHPs
and SC/SWs in this sample was significantly different and
this racial discrepancy also exists between the school district
and the city overall. Each of these differences could influ-
ence how the data from each group is interpreted. Addi-
tionally, while the perspective of CMHPs and SC/SWs are
important, in many cases they are still expressing what they
perceive to be the thoughts and beliefs of other relevant
individuals (e.g., parents or teachers) which could be biased
based on education, ethnocentrism, and amount of commu-
nity involvement. Although focus groups are beneficial for
analysis in that they allow for themes to emerge through
conversation that may not be present in other methodologies
such as interviews or written responses, focus groups may
also pose a limitation if specific issues arise, such as one
individual’s perspective dominating conversation, individu-
als being influenced by others, and individuals choosing not
to go into depth in order to allow others to share their per-
spective. Furthermore, the use of grounded theory allowed
researchers the ability to thoroughly describe the perspec-
tives of CMHPs and SC/SWs using their language; however,
this analysis is subject to the biases of the researchers.

Conclusion

A number of barriers exist that still make it difficult for
children and adolescents to receive mental health services.
While some of these barriers could potentially be addressed
by individual CMHPs and SC/SWs (e.g., coordinating care
between interested parties, improving knowledge, reducing
stigma), it is important to note that many of the potential
interventions would be activities outside of their scope of
practice, need to occur outside work hours, and/or may
need to be done without payment. Therefore, it becomes
especially important for CMHPs, community stakeholders,
school administration, and other groups to work together
to best address these barriers through coordinated systemic
changes. These interventions can target the family microsys-
tem in improving knowledge and reducing stigma. Target-
ing schools would also be important as they are considered
one of the best access points for mental health services for
youth and help to reduce the disparities in access for youth
from communities of color and low socioeconomic sta-
tus (Ali et al., 2019). Though more difficult, these groups
can also target the outer settings through lobbying school
boards, government officials, and insurance companies
or attempting to address mental health stigma and lack of
mental health literacy through larger scale efforts. Future
research should focus on determining the optimal timing
for intervention, what systems to target to best address

@ Springer

implementation barriers, and feasibility and effectiveness
of different interventions.
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