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Abstract
Determinants at the contextual level are important for children’s and adolescents’ mental health care utilization, as this is the 
level where policy makers and care providers can intervene to improve access to and provision of care. The objective of this 
review was to summarize the evidence on contextual determinants associated with mental health care utilization in children 
and adolescents. A systematic literature search in five electronic databases was conducted in August 2021 and retrieved 6439 
unique records. Based on eight inclusion criteria, 74 studies were included. Most studies were rated as high quality (79.7%) 
and adjusted for mental health problems (66.2%). The determinants that were identified were categorized into four levels: 
organizational, community, public policy or macro-environmental. There was evidence of a positive association between 
mental health care utilization and having access to a school-based health center, region of residence, living in an urban area, 
living in an area with high accessibility of mental health care, living in an area with high socio-economic status, having a 
mental health parity law, a mental health screening program, fee-for-service plan (compared to managed care plan), exten-
sion of health insurance coverage and collaboration between organizations providing care. For the other 35 determinants, 
only limited evidence was available. To conclude, this systematic review identifies ten contextual determinants of children’s 
and adolescents’ mental health care utilization, which can be influenced by policymakers and care providers. Implications 
and future directions for research are discussed
PROSPERO ID: CRD42021276033.
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Introduction

Childhood and adolescence are critical phases in life for 
mental health. The onset of a first mental disorder occurs 
before age 14 in one-third of individuals, age 18 in almost 

half, and before age 25 in more than half of individuals [1]. 
A recent systematic review of high-income countries shows 
an overall prevalence of any childhood mental disorder of 
13% [2]. The consequences of mental disorders include a 
negative impact on quality of life [3] and the development 
of school careers [4–6]. These disorders can even continue 
into adulthood [7] and may be related to worse employment 
outcomes [8, 9]. Apart from the individual burden of mental 
disorders for children and adolescents, there is also a col-
lective social and economic burden [10, 11]. For instance, 
children with mental disorders may be more often involved 
in crime, have extra educational needs or are more likely to 
end up in foster care or residential care compared to children 
without mental disorders [12]. Despite the high prevalence 
and negative consequences of mental disorders in children 
and adolescents, many do not receive any services to deal 
with or reduce these disorders [2, 13, 14].

Effective prevention and early intervention strategies for 
mental disorders have the potential to significantly reduce 
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the burden of disease and improve an individual’s quality 
of life [15, 16]. However, to develop such strategies, it is 
crucial to properly understand which factors contribute to 
children’s and adolescents’ service use. Andersen et al. [17] 
created the Behavioural Model of Health Service use, a theo-
retical framework of health service use including individual 
and contextual determinants. Associations of mental health 
service use with determinants at the individual level such as 
age, gender, ethnicity, and family situation have been sum-
marized in earlier systematic reviews. For example, Elster 
et al. [18] performed a review on racial and ethnic dispari-
ties in care utilization among adolescents and the review by 
Ryan et al. [19] focused on family-related factors in associa-
tions with mental health service use. Besides determinants 
on the individual and family level, determinants on broader 
contextual levels have been shown to also explain mental 
health service use.

However, summarized evidence on contextual determi-
nants of mental health service use, such as health organiza-
tion and provider-related factors, is scarce and the systematic 
reviews available have very specific topics or study popula-
tions. The systematic review by Werlen et al. [20] is limited 
to interventions to improve children's access to mental health 
care at both the individual and contextual level. The system-
atic review by So et al. summarizes the evidence on policy 
levers to promote access to and utilization of children’s men-
tal health services, limited to the United States of America 
(U.S.A.) [21]. The systematic review by Eijgermans et al. 
summarizes individual-level and contextual determinants 
associated with mental health care utilization [22]. However, 
this review solely included longitudinal, population-based 
studies.

This systematic review aims to identify, summarize and 
discuss all available evidence from studies on contextual 
determinants of mental health care utilization in children 
and adolescents. In this review, mental health care is defined 
as inpatient and outpatient services and medication use to 
treat mental, behavioral and emotional problems. Contextual 
determinants are grouped according to McLeroy’s ecologi-
cal model [23]. This is a conceptual framework that distin-
guishes different layers surrounding an individual. In our 
review, we focus on layers beyond the individual and family 
level. These layers consist of contextual determinants that 
are beyond individual control, and influence multiple unre-
lated children, such as the school or the community, and 
more distal public policy. The last and most distant layer 
comprises macro-environmental determinants that are more 
difficult to influence, e.g. climate. Many contextual determi-
nants can be influenced by or are the responsibility of poli-
cymakers and care providers. Insight into which contextual 
determinants influence mental health care utilization will 
enable care providers and policy makers to improve access 
to and provision of care and decrease treatment gaps in their 

populations. Furthermore, this knowledge can contribute to 
the development of preventive strategies and give directions 
for future research on this topic.

Methods

Literature search

This review was conducted and reported in accordance with 
the PRISMA statement [24] and was registered at PROS-
PERO (ID: CRD42021276033) on August 30, 2021. An 
experienced information specialist from Erasmus Medical 
Centre (WB) created and performed the search in five data-
bases (Embase via Embase.com, MEDLINE ALL via Ovid, 
Web of Science Core Collection, the Cochrane Library CEN-
TRAL register of Trials via Wiley and PsycINFO via Ovid). 
Studies examining the association between any contextual 
factor and children’s and adolescent’s mental health care uti-
lization were identified from database inception until August 
31, 2021 (date last searched). To capture all relevant studies, 
we deliberately used a broad search strategy using terms 
related to mental health care or psychotherapy, children or 
adolescents, health care utilization or therapy enrollment, 
and study types (controlled, cohort and international stud-
ies). We did not apply any restrictions on date but excluded 
non-English language articles and conference abstracts. The 
search can be found in Supplement 1. The search is similar 
to the search of a previous systematic review [22]. How-
ever, different study selection criteria were applied in both 
reviews. In contrast to the previous systematic review, in the 
current systematic review, we did not restrict the selection 
criteria to longitudinal, population-based studies. To identify 
additional relevant studies, we checked the reference lists of 
the studies included in the current review and other relevant 
systematic reviews. All articles were imported in EndNote 
and de-duplicated with the method by Bramer et al. [25].

Study selection criteria

For inclusion in the review, studies had to meet all of the 
following selection criteria:

 (i) Language: the full text is written in English;
 (ii) Study type: the study is quantitative, empirical, peer-

reviewed, and published in a scientific journal;
 (iii) Study population: the study population is children 

under the age of 18 years, or a population with a 
mean age under 18 years and no participants over the 
age of 21;

 (iv) Geographic region: the study population is living 
in a Western geographical region, this to increase 
the comparability among studies in an already broad 
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systematic review. Contextual determinants might be 
different in non-Western countries [26]. Western geo-
graphical region includes Europe (except Turkey), 
Northern America (the U.S.A. and Canada) and Oce-
ania (Australia and New Zealand);

 (v) Outcome: the outcome of the study has to be mental 
health care defined as inpatient and outpatient ser-
vices and medication use for the treatment of mental, 
behavioral and emotional problems;

 (vi) Determinant: the determinant has to be a contextual 
factor that is beyond individual control, and has an 
influence on multiple unrelated children. All indi-
vidual or family-related determinants were excluded;

 (vii) Comparison group: a comparison group or reference 
group using no care has to be part of the study;

 (viii) Statistical analysis: a statistical analysis assessing an 
association must be performed.

Using these criteria, two reviewers (SV and DE) inde-
pendently screened titles and abstracts for eligibility. In case 
of disagreement, a decision was made by consensus or the 
study was included for full-text evaluation. Hereafter, two 
reviewers (SV and DE) assessed the full-text of the remain-
ing studies with the same criteria. During the full-text evalu-
ation, there were seven cases of disagreement, for which a 
third reviewer (WJ) was consulted.

Data extraction

Using a predesigned form, the following data were extracted 
as characteristics of the included studies: first author, year of 
publication, country, study design, number of participants, 
database, type of study population, age, type of mental 
health care and reporter of mental health care utilization. 
Regarding the studied determinants, the following data were 
extracted: the determinant studied in association with mental 
health care utilization, whether this association was signifi-
cant and if so, the direction and measure of the association, 
and if applicable, any subgroup findings and whether or not 
the association was adjusted for mental health problems. 
This process was completed by one researcher (SV). A ran-
dom selection of 8 studies (10%) was assessed by a second 
researcher (DE) with almost perfect inter-rater agreement 
(Kappa = 0.88) [27].

Quality assessment

For quality assessment of the included studies, the QualSyst 
tool of Kmet et al. [28] was used. In this checklist, 14 items 
are listed, which were scored with 2 (yes), 1 (partial), or 0 
points (no) each. To calculate the quality score per study, 
all scores were added together and divided by the total pos-
sible sum. This process was completed by one researcher 

(DE). A random selection of 8 studies (10%) was assessed 
by a second researcher (SV) with almost perfect inter-rater 
agreement (Kappa = 0.86) [27]. Based on this final score, the 
quality of the study was rated high (≥ 0.80), medium (≥ 0.60 
and < 0.80), or low (< 0.60). These cutoffs are in line with 
other studies that used the QualSyst Tool [29–31].

Data synthesis

Identified determinants were categorized according to a 
slightly modified version of McLeroy’s widely used ecologi-
cal model, comprising three contextual levels surrounding 
an individual, beyond the individual and interpersonal level 
(Fig. 1) [23]. The first is the organizational level, including 
determinants that are related to institutions visited by an 
individual, such as school or a sports club. The second is 
the community level, including determinants that are related 
to the community and neighborhood where an individual 
lives, such as its physical environment, availability of ser-
vices or the quality of relationships within the neighborhood. 
The third is the public policy level, including determinants 
that are related to national and/or regional policies and the 
organization of care. Examples are national or state-wide 
laws, financial structures for the provision of care and the 
extent of collaboration between health care providers. For 
the purpose of this review, a fourth level was added. This 
level is the macro-environmental, including determinants 
that are difficult to control, such as weather conditions, sea-
sons and national Holidays.

Fig. 1  Modified version of McLeroy’s ecological model, indicating 
the different layers of an individual’s context. The layers in bold are 
studied in this review
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To summarize the evidence on the association of con-
textual determinants and children’s and adolescents’ mental 
health care utilization, a previously established method was 
used [32–34]. The number of studies that reported a signifi-
cant association in the same direction between a contextual 
determinant and mental health care utilization was divided 
by the total number of studies that examined that determi-
nant. Determinants investigated by four or more studies were 
coded as: no association (00) when 0–33% of studies found 
a significant association in the same direction; inconsistent 
association (??) when 34–59% of studies found a significant 
association in the same direction; positive (+ +) or negative 
(− −) association when 60–100% of studies found a signifi-
cant association in the same direction. Determinants investi-
gated by three studies or less were coded as limited evidence. 
To provide insight in the direction of the limited evidence, 
the same criteria were applied to the determinants investi-
gated by four or more studies, but only with one symbol (i.e., 
0, ?, + and −). The rules for classifying the level of evidence 
are summarized in Table 1. There are three notes to this clas-
sification: 1) if multiple studies from one database assessed 
the same contextual determinant, this counts as one study 
in summarizing the evidence; 2) if a study reports both an 
association and no association (e.g., when the determinant is 
associated with outpatient care, but not with inpatient), the 
association outweighs no association; and 3) if the number 
of studies reporting a positive and negative association was 
equal, and based on above rules would be labelled as evi-
dence of a positive or negative association, the determinant 
was nevertheless coded as inconsistent evidence.

Results

Study identification and selection

The flowchart of study selection is presented in Fig. 2. In 
total, 10,479 potentially relevant studies were identified. 
After de-duplication, 6439 studies were screened on title and 
abstract, which resulted in 153 eligible studies for full-text 

screening. Of those, 74 studies met the selection criteria and 
were included in the review [35–108].

Characteristics of the included studies

The characteristics of the included studies are summarized 
in Table 2. The majority of the included studies were con-
ducted in the U.S.A. (83.8%) and were published in 2010 
or later (63.5%). In addition, 71.3% of the included studies 
were conducted with a longitudinal, experimental or quasi-
experimental design. The number of participants varied 
widely, ranging from fewer than 100 participants to more 
than 1,000,000 participants. No studies were conducted 
solely among children in early childhood (0–3 years old) and 
more than half of the studies (60.8%) included a broad age 
range covering more than one age category (e.g., childhood 
and adolescence). Approximately one-third of the included 
studies (35.1%) were performed in a general population, the 
other studies were performed in specific populations such as 
children with mental health problems or using any type of 
care (35.1%), children from low-income families (14.9%), 
children involved in the child welfare system (4.1%), chil-
dren with disabilities (2.7%) or a combination of these spe-
cific groups (5.4%). Various types of mental health care were 
assessed in the included studies, mostly a combination of 
inpatient and outpatient (33.8%) or outpatient only (27.0%), 
whereby half of the studies (50.0%) used administrative data. 
Approximately two-thirds (66.2%) of the studies adjusted 
for (the level of) mental health problems in the studied asso-
ciations. Detailed information on the characteristics of the 
included studies can be found in Supplement 2.

Quality assessment

Most studies (79.7%) were rated as high quality, the remain-
ing studies were rated as moderate quality. No studies 
received a low-quality score. The items “description of the 
study design” and “method of subject selection” most often 
scored poorly. Detailed information on the quality assess-
ment can be found in Supplement 3.

Contextual determinants associated with mental 
health care utilization

Table 3 provides an overview of all contextual determinants 
of mental health care utilization in children and adolescents 
that were investigated in the 74 studies. Studies that were 
both rated as high quality and adjusted for mental health 
problems are presented in bold, hereafter referred to as 
high-quality well-adjusted studies. In total, 45 determinants 
were identified, of which 35 with limited evidence (77.7%). 
Results are presented according to levels of McLeroy’s 

Table 1  Rules for classifying the level of evidence

When three or less studies reported an association or no association, 
it was coded as limited evidence. To provide insight in the direction 
of the association from three or less, only one symbol was assigned, 
i.e. 0, ?, + or –

% of studies reporting a 
significant association

Summary code Meaning of summary code

0–33 00 No association
34–59 ?? Inconsistent evidence
60–100  +  + 

– –
Positive association
Negative association
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modified ecological model: organizational, community, 
public policy and macro-environmental (Fig. 1) [23].

Organizational level

Twelve studies reported on 16 different determinants at the 
organizational level. Four of these studies were classified 
as high quality and adjusted for mental health problems. 
There was evidence for a positive association between hav-
ing access to a school-based health center and mental health 
care utilization (5/6 studies). Of these six studies, only one 
was a high-quality well-adjusted study. All other 15 deter-
minants had limited evidence (Table 3).

Community level

Thirty-two studies reported on 9 determinants at the com-
munity level. Sixteen of these studies were classified as 
high quality and adjusted for mental health problems. Evi-
dence for an association was found for the region of resi-
dence (8/10 studies). Six out of these ten studies were high 
quality and well-adjusted. Evidence for a positive asso-
ciation was found for high accessibility of services (5/8 
studies; with 6/8 high-quality well-adjusted studies), living 
in an urban area (13/15 studies; with 7/15 high-quality 

well-adjusted studies) and living in an area with a high 
socio-economic status (5/9 studies; with 6/9 high-quality 
well-adjusted studies; multiple studies from one database 
count as one in summarizing the evidence). All other five 
determinants had limited evidence (Table 3).

Public policy level

Thirty-six studies reported on 12 determinants at the pub-
lic policy level. Twenty-seven of these studies were clas-
sified as high quality and adjusted for mental health prob-
lems. There was evidence for a positive association for 
implementing a parity law (i.e., treating the reimbursement 
of mental health care costs the same as other health care 
costs) (5/7 studies; with 7/7 high-quality well-adjusted 
studies), a mental health screening program (4/5 studies; 
with 2/5 high-quality well-adjusted studies), collaboration 
between health service providers (3/5 studies; with 4/5 
high-quality well-adjusted studies), a fee-for-service plan 
compared to a managed care plan (3/4 studies; with 3/4 
high-quality well-adjusted studies) and an expansion of 
health insurance (4/6 studies; with 4/6 high-quality well-
adjusted studies). All other seven determinants had limited 
evidence (Table 3).

Fig. 2  Flowchart of study 
selection
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Macro‑environmental level

There were two studies examining eight determinants at the 
macro-environmental level, of which one was a high-qual-
ity well-adjusted study. All eight determinants had limited 
evidence.

Discussion

This review aimed to summarize the evidence of contextual 
determinants associated with mental health care utilization 
in children and adolescents. In total, 45 determinants at 
the organizational, community, public policy and macro-
environmental level were identified and for ten determinants 
evidence was found of an association with mental health 
care utilization in children and adolescents. Evidence for an 
association was found for having access to a school-based 
health center, region of residence, living in an urban area, 
living in an area with a high accessibility of mental health 
care, living in an area with a high socio-economic status, 
having a mental health parity law, a mental health screening 
program, collaboration between care provider organizations, 
fee-for-service plan (compared to a managed care plan) and 
extension of health insurance. These determinants were 
found in mostly high-quality well-adjusted studies, except 
for having access to a school-based health center, where only 
one study was of high quality and well-adjusted. For the 
other 35 identified determinants, the evidence was limited.

Organizational level

At the organizational level, there was evidence for a posi-
tive association between having access to a school-based 
mental health center and mental health care utilization [67, 
68, 75, 92, 106], but the quality and level of adjustment 

Table 2  Characteristics of the included studies (N = 74)

Characteristics N of studies (%)a

Place of study
 Europe 10 (13.5)
 Northern America 62 (83.8)
 Oceania 2 (2.7)

Year published
  ≥ 2020 10 (13.5)
 2010–2019 37 (50.0)
 2000–2009 21 (28.4)
  < 2000 6 (8.1)

Study design
 Case–control study 3 (4.1)
 Randomized study 5 (6.8)
 Quasi-experimental study 17 (23.0)
 Longitudinal/cohort study 30 (40.5)
 Cross sectional study 19 (25.7)

Number of participants
  < 100 1 (1.4)
 100–999 17 (23.0)
 1000–9999 25 (33.8)
 10,000–99,999 17 (23.0)
 100,000–999,999 6 (8.1)
  ≥ 1,000,000 5 (6.8)
 Other (e.g. person years) 3 (4.1)

Age children
 Early childhood (0–3 years) 0 (0.0)
 Childhood (± 4–12 years)b 10 (13.5)
 Adolescence (± 13–21 years)b 19 (25.7)
 More than one age group 45 (60.8)

Type of study population
 General population 26 (35.1)
 With mental health problems/care 26 (35.1)
 Low income 11 (14.9)
 Low income and mental health problems/care 4 (5.4)
 Involved in child welfare 3 (4.1)
 With disabilities 2 (2.7)
 Other 2 (2.7)

Type of mental health care
 Outpatient 20 (27.0)
 Inpatient 4 (5.4)
 Medication use 2 (2.7)
 Outpatient and inpatient 25 (33.8)
 Outpatient and medication use 3 (4.1)
 Inpatient and medication use 0 (0.0)
 Outpatient, inpatient and medication use 10 (13.5)
 Not specified 10 (13.5)

Reporter of mental health care utilization
 Administrative data 37 (50.0)
 Caregiver 25 (33.8)
 Self-reported by youth 8 (10.8)
 Agency's research staff 1 (1.4)

a) Due to rounding, the percentages might not add up to 100%; b) The 
age range in the included studies was allowed to differ with a maxi-
mum of two years to be included in one of the categories

Table 2  (continued)

Characteristics N of studies (%)a

 Self-report + caregiver 2 (2.7)
 Administrative data + caregiver 1 (1.4)

Adjustment for mental health problems
 Yes 49 (66.2)
 No 24 (32.4)
 Partial 1 (1.4)

Quality of studies (QualSyst Tool)
 High (≥ 0.80) 59 (79.7)
 Middle (≥ 0.60 and < 0.80) 15 (20.3)
 Low (< 0.60) 0 (0.0)



European Child & Adolescent Psychiatry 

1 3

Ta
bl

e 
3 

 E
vi

de
nc

e 
of

 th
e 

74
 in

cl
ud

ed
 st

ud
ie

s o
n 

th
e 

as
so

ci
at

io
n 

be
tw

ee
n 

co
nt

ex
tu

al
 d

et
er

m
in

an
ts

 a
nd

 m
en

ta
l h

ea
lth

 c
ar

e 
ut

ili
za

tio
n 

am
on

g 
ch

ild
re

n 
an

d 
ad

ol
es

ce
nt

s

D
et

er
m

in
an

t
St

ud
ie

s r
ep

or
tin

g 
ne

ga
tiv

e 
as

so
ci

at
io

n
St

ud
ie

s r
ep

or
tin

g 
no

 a
ss

oc
ia

tio
n

St
ud

ie
s r

ep
or

tin
g 

po
si

tiv
e 

as
so

ci
at

io
n

n/
N

a
Su

m
m

ar
yb

O
rg

an
iz

at
io

na
l l

ev
el

A
cc

es
s t

o 
sc

ho
ol

-b
as

ed
 h

ea
lth

 c
en

tre
K

ap
la

n,
 1

99
9;

 S
la

de
, 2

00
2

H
us

sa
in

i, 
20

21
; H

ut
ch

in
gt

on
, 2

01
2;

 
K

ap
la

n,
 1

99
8;

 S
la

de
, 2

00
2;

 W
ill

ia
m

s, 
20

15

5/
6

 +
  +

 

Sc
ho

ol
 m

en
ta

l h
ea

lth
 re

so
ur

ce
s

G
re

en
, 2

01
3

G
re

en
, 2

01
3

G
re

en
, 2

01
3

1/
1

?
A

ca
de

m
ic

 p
er

fo
rm

an
ce

G
re

en
, 2

01
3;

 K
an

g-
Y

i, 
20

13
G

re
en

, 2
01

3
1/

2
?

Em
ot

io
na

l/b
eh

av
io

ra
l p

ro
bl

em
s a

t s
ch

oo
l

G
re

en
, 2

01
3

0/
1

0
Ex

te
nt

 o
f c

ol
la

bo
ra

tio
n 

w
ith

 fa
m

ili
es

G
re

en
, 2

01
3

G
re

en
, 2

01
3

1/
1

–
M

on
th

ly
 st

ud
en

t a
bs

en
t d

ay
s

K
an

g-
Y

i, 
20

13
0/

1
0

Sc
ho

ol
 e

th
ni

c 
co

m
po

si
tio

n
G

re
en

, 2
01

3
0/

1
0

Sc
ho

ol
 lo

ca
tio

n 
(c

ou
nt

y 
vs

 c
ity

)
G

re
en

, 2
01

3
B

rit
to

, 2
00

1;
 G

re
en

, 2
01

3
1/

2
?

Sc
ho

ol
 S

ES
H

al
la

da
y,

 2
02

0
H

al
la

da
y,

 2
02

0
1/

1
–

Sc
ho

ol
 si

ze
H

al
la

da
y,

 2
02

0
0/

1
0

Sc
ho

ol
 ty

pe
 (p

ub
lic

 v
s p

riv
at

e)
G

re
en

, 2
01

3
G

re
en

, 2
01

3
1/

1
–

St
ud

en
t/t

ea
ch

er
 ra

tio
G

re
en

, 2
01

3
G

re
en

, 2
01

3
1/

1
 +

 
Te

ac
he

r e
ng

ag
em

en
t

G
re

en
, 2

01
3;

 H
al

la
da

y,
 2

02
0;

 K
an

g-
Y

i, 
20

13
G

re
en

, 2
01

3;
 H

al
la

da
y,

 2
02

0
2/

3
 +

 

Ed
uc

at
io

na
l i

nt
er

ve
nt

io
n 

ab
ou

t A
D

H
D

 fo
r 

te
ac

he
rs

Sa
ya

l, 
20

10
0/

1
0

Li
nk

s-
to

-le
ar

ni
ng

 in
te

rv
en

tio
n

A
tk

in
s, 

20
15

1/
1

 +
 

M
ul

ti-
di

m
en

si
on

al
 sc

ho
ol

-b
as

ed
 in

te
rv

en
-

tio
n

B
rit

to
, 2

00
1;

 K
an

g-
Y

i, 
20

13
0/

2
0

C
om

m
un

ity
 le

ve
l

Re
gi

on
 o

f  r
es

id
en

ce
d

N
A

A
bb

as
, 2

01
7;

 B
ry

so
n,

 2
01

5;
 C

oo
k,

 2
00

4;
 

D
av

ila
, 2

02
0;

 P
at

ric
k,

 1
99

3;
 S

tu
rm

, 
20

03
; Z

ab
lo

ts
ky

, 2
01

9;

A
bb

as
, 2

01
7;

 B
ir

d,
 2

00
8;

 B
ry

so
n,

 2
01

5;
 

C
oo

k,
 2

00
4;

 D
av

ila
, 2

02
0;

 H
ow

el
l, 

20
08

; S
tu

rm
, 2

00
3;

 W
ax

m
on

sk
y,

 2
01

9

8/
10

 +
  +

 

A
cc

es
si

bi
lit

y 
of

 se
rv

ic
es

 (h
ig

h 
vs

 lo
w

)
Ba

i, 
20

09
C

um
m

in
gs

, 2
01

4;
 H

ur
lb

ur
t 2

00
4;

 
R

ag
ha

va
n,

 2
00

6;
 S

la
de

, 2
00

2;
 P

at
ric

k,
 

19
93

A
bb

as
, 2

01
7;

 B
ai

, 2
00

9;
 K

ov
es

s-
M

as
fe

ty
, 

20
17

; R
ag

ha
va

n,
 2

00
6;

 S
la

de
, 2

00
2

5/
8

 +
  +

 

A
re

a 
le

ve
l s

oc
io

-e
co

no
m

ic
 st

at
us

 (h
ig

h 
vs

 
lo

w
)

va
n 

de
r L

in
de

n,
 2

00
3

C
um

m
in

gs
, 2

01
4;

 H
ur

lb
ur

t 2
00

4;
 Iv

er
t, 

20
13

A
bb

as
, 2

01
7;

 E
fr

on
, 2

01
9;

 F
itt

s, 
20

19
; 

Jo
hn

so
n,

 2
01

6;
 K

im
, 2

01
8

5/
9

 +
  +

 c

Li
vi

ng
 in

 a
n 

ho
no

r s
ta

te
B

ro
w

n,
 2

01
4

1/
1

–
In

co
m

e 
in

eq
ua

lit
y 

(h
ig

h 
vs

 lo
w

)
Fi

nn
vo

ld
, 2

01
9

Fi
nn

vo
ld

, 2
01

9
1/

1
?

U
rb

an
ic

ity
 (u

rb
an

 v
s r

ur
al

)
Br

an
na

n,
 2

00
5e ; M

en
de

nh
al

l, 
20

12
C

oo
k,

 2
00

4;
 J

oh
ns

on
, 2

01
6;

 P
at

ric
k,

 
19

93
; S

la
de

, 2
00

2;
 S

ul
liv

an
, 2

01
5

Ba
i, 

20
09

; B
ra

nn
an

 2
00

5e ; B
ry

so
n,

 2
01

5;
 

C
oh

en
, 1

99
3;

 C
oo

k,
 2

00
4;

 H
ow

el
l, 

20
08

; J
oh

ns
on

, 2
01

6;
 K

od
jo

, 2
00

4;
 

M
on

z,
 2

01
9;

 P
aa

na
an

en
, 2

01
3;

 S
la

de
, 

20
02

; S
ul

liv
an

, 2
01

5;
 T

ho
m

as
, 2

00
7

13
/1

5
 +

  +
 

R
ac

ia
l/e

th
ni

c 
co

m
po

si
tio

n
C

um
m

in
gs

, 2
01

4;
 F

itt
s, 

20
19

0/
2

0



 European Child & Adolescent Psychiatry

1 3

B
ol

d:
 re

pr
es

en
ts

 h
ig

h-
qu

al
ity

 st
ud

ie
s 

th
at

 a
dj

us
te

d 
fo

r m
en

ta
l h

ea
lth

 p
ro

bl
em

s. 
(a

) n
 =

 nu
m

be
r s

tu
di

es
 re

po
rti

ng
 s

ig
ni

fic
an

t a
ss

oc
ia

tio
n 

in
 th

e 
sa

m
e 

di
re

ct
io

n;
 N

 =
 to

ta
l n

um
be

r s
tu

di
es

 in
ve

sti
ga

t-
in

g 
as

so
ci

at
io

n.
 If

 b
ot

h 
ne

ga
tiv

e 
an

d 
po

si
tiv

e 
as

so
ci

at
io

n 
ar

e 
fo

un
d,

 th
e 

hi
gh

es
t n

um
be

r i
s 

re
po

rte
d.

 A
 s

ig
ni

fic
an

t a
ss

oc
ia

tio
n 

ou
tw

ei
gh

s 
no

 a
ss

oc
ia

tio
n 

in
 th

e 
sa

m
e 

stu
dy

. b
) F

or
 3

 s
tu

di
es

: (
0)

 
no

 a
ss

oc
ia

tio
n,

 0
–3

3%
 o

f 
stu

di
es

 s
ho

w
ed

 a
 s

ig
ni

fic
an

t a
ss

oc
ia

tio
n;

 (
?)

 in
co

ns
ist

en
t a

ss
oc

ia
tio

n,
 3

4–
59

%
 o

f 
stu

di
es

 r
ep

or
te

d 
si

gn
ifi

ca
nt

 a
ss

oc
ia

tio
ns

; (
 +

) 
po

si
tiv

e 
or

 (
−

) 
ne

ga
tiv

e 
as

so
ci

at
io

n,
 

60
–1

00
%

 o
f s

tu
di

es
 d

em
on

str
at

ed
 si

gn
ifi

ca
nt

 a
ss

oc
ia

tio
ns

. F
or

 4
 o

r m
or

e 
stu

di
es

 a
 su

m
m

ar
y 

of
 th

es
e 

as
so

ci
at

io
ns

 is
 p

re
se

nt
ed

 w
ith

 (0
0)

, (
??

), 
(+

 +
), 

or
 (–

), 
re

sp
ec

tiv
el

y.
 (c

) M
ul

tip
le

 st
ud

ie
s f

ro
m

 
on

e 
da

ta
ba

se
 c

ou
nt

 a
s 

on
e 

in
 s

um
m

ar
iz

in
g 

th
e 

ev
id

en
ce

. d
) D

ire
ct

io
n 

of
 a

ss
oc

ia
tio

n 
fo

r a
 re

gi
on

 o
f r

es
id

en
ce

 is
 le

ss
 st

ra
ig

ht
fo

rw
ar

d.
 e

) A
dj

us
te

d 
fo

r m
en

ta
l h

ea
lth

 p
ro

bl
em

s 
in

 p
ar

t o
f t

he
 a

na
ly

-
se

s b
ut

 n
ot

 a
ll

Ta
bl

e 
3 

 (c
on

tin
ue

d)

D
et

er
m

in
an

t
St

ud
ie

s r
ep

or
tin

g 
ne

ga
tiv

e 
as

so
ci

at
io

n
St

ud
ie

s r
ep

or
tin

g 
no

 a
ss

oc
ia

tio
n

St
ud

ie
s r

ep
or

tin
g 

po
si

tiv
e 

as
so

ci
at

io
n

n/
N

a
Su

m
m

ar
yb

C
ou

nt
y 

ch
ild

 p
op

ul
at

io
n

H
ur

lb
ur

t, 
20

04
0/

1
0

So
ci

al
 c

oh
es

io
n 

an
d 

co
nt

ro
l

va
n 

de
r L

in
de

n,
 2

00
3

0/
1

0
Pu

bl
ic

 p
ol

ic
y

A
lte

rn
at

iv
e 

qu
al

ity
 c

on
tra

ct
Jo

yc
e,

 2
01

7
Jo

yc
e,

 2
01

7
1/

1
 +

 
Fe

e-
fo

r-s
er

vi
ce

 p
la

n 
co

m
pa

re
d 

to
 m

an
ag

ed
 

ca
re

 p
la

n
C

oo
k,

 2
00

4;
 R

ag
ha

va
n,

 2
00

6
B

ra
nn

an
,  2

00
5e ; C

oo
k,

 2
00

4;
 M

an
de

ll,
 

20
03

3/
4

 +
  +

 

H
ea

lth
 in

su
ra

nc
e 

ex
pa

ns
io

n
R

ag
ha

va
n,

 2
00

6;
 S

te
in

, 2
01

2
H

am
er

sm
a,

 2
02

1;
 R

ag
ha

va
n,

 2
00

6;
 S

te
in

, 
20

12
C

id
av

, 2
01

4;
 P

at
ric

k,
 1

99
3;

 S
no

w
de

n,
 

20
08

; S
te

in
, 2

01
2

4/
6

 +
  +

 

Pa
rit

y 
la

w
A

zr
in

, 2
00

7;
 B

ar
ry

, 2
00

8;
 B

lo
ck

, 2
02

0;
 

Se
n,

 2
01

8
Bl

oc
k,

 2
02

0;
 L

i, 
20

20
; S

en
, 2

01
8;

 S
tu

ar
t, 

20
17

; W
al

te
r, 

20
17

5/
7

 +
  +

 

C
ol

la
bo

ra
tio

n 
be

tw
ee

n 
or

ga
ni

za
tio

ns
 p

ro
-

vi
di

ng
 h

ea
lth

 se
rv

ic
es

H
ur

lb
ur

t, 
20

04
C

ol
e,

 2
01

9
Ba

i, 
20

09
; G

rim
es

, 2
01

8;
 R

oc
ks

, 2
02

0
3/

5
 +

  +
 

C
oo

rd
in

at
io

n 
of

 c
ar

e
M

an
n,

 2
02

1
W

itt
, 2

00
3

1/
2

?
Lo

ck
do

w
n 

du
e 

to
 C

O
V

ID
-1

9
Ba

ko
lis

, 2
02

1;
 T

ro
m

an
s, 

20
20

Ba
ko

lis
, 2

02
1;

 T
ro

m
an

s, 
20

20
Ba

ko
lis

, 2
02

1
2/

2
–

M
H

 sc
re

en
in

g 
pr

og
ra

m
H

ac
ke

r, 
20

15
; H

ac
ke

r, 
20

17
; S

ay
al

, 2
01

0
C

hi
so

lm
, 2

00
9;

 H
ac

ke
r 

20
15

; H
ac

ke
r 

20
17

; H
us

ky
, 2

01
1

4/
5

 +
  +

 

C
am

br
id

ge
's 

po
lic

e-
m

en
ta

l h
ea

lth
 c

ol
la

bo
-

ra
tio

n 
pr

og
ra

m
Ja

no
pa

ul
-N

ay
lo

r, 
20

19
Ja

no
pa

ul
-N

ay
lo

r, 
20

19
1/

1
 +

 

La
rg

e-
sc

al
e 

m
en

ta
l h

ea
lth

 a
dv

oc
ac

y 
so

ci
al

 
m

ed
ia

 c
am

pa
ig

n
Bo

ot
h,

 2
01

8
1/

1
 +

 

Te
le

ph
on

e 
Su

pp
or

t i
nt

er
ve

nt
io

n
St

ev
en

s, 
20

09
M

cK
ay

, 1
99

8
1/

2
?

Sc
re

en
in

g,
 b

rie
f i

nt
er

ve
nt

io
n 

an
d 

re
fe

rr
al

 
to

 tr
ea

tm
en

t (
SB

IR
T)

St
er

lin
g,

 2
01

9
St

er
lin

g,
 2

01
9

1/
1

–

M
ac

ro
-e

nv
iro

nm
en

ta
l l

ev
el

D
ay

s o
f t

he
 w

ee
k 

(m
on

da
ys

/tu
es

da
ys

 v
s 

ot
he

r)
So

be
l, 

19
98

1/
1

 +
 

H
ol

id
ay

s
So

be
l, 

19
98

1/
1

–
Lu

na
r p

ha
se

So
be

l, 
19

98
0/

1
0

Se
as

on
s (

fa
ll 

vs
 o

th
er

)
So

be
l, 

19
98

1/
1

 +
 

R
ai

nf
al

l
So

be
l, 

19
98

1/
1

 +
 

Sn
ow

fa
ll

So
be

l, 
19

98
1/

1
 +

 
Te

m
pe

ra
tu

re
 (h

ig
h/

lo
w

 v
s n

or
m

al
)

So
be

l, 
19

98
1/

1
 +

 
D

is
pl

ac
em

en
t b

y 
hu

rr
ic

an
e

Q
ua

st
, 2

01
8

Q
ua

st
, 2

01
8

1/
1

–



European Child & Adolescent Psychiatry 

1 3

of the underlying studies were limited. Usually, children 
do not seek mental health care on their own but depend on 
caregivers, teachers or other adults to seek mental health 
care for them [109]. School-based health centers might play 
an important role in the access to mental health care since 
school health professionals are often the first professionals 
that are contacted when children have mental health prob-
lems [110]. Furthermore, school-based health center profes-
sionals receive specialized training for the identification of 
mental health problems in school-aged youth [75]. Children 
and adolescents in schools with a school-based health center 
benefit in terms of accessibility by receiving either on-site 
mental health screening and counseling services or by being 
referred to mental health services outside the school [17]. 
In addition, school-based health centers have in a previous 
systematic review also shown to be important for several 
educational and health-related outcomes [111]. School-
based health centers might be a powerful tool to reach many 
children and adolescents at once and have several positive 
effects, as school is a place where early intervention can be 
facilitated [37].

In this review, only studies on school-related determi-
nants were found at the organizational level. However, the 
organizational level also includes sports clubs or other 
organizations that are visited by children and adolescents 
[23]. These should be addressed in future research to get a 
more complete overview of determinants of mental health 
care use at the organizational level.

Community level

Region of residence was associated with mental health 
care utilization [35, 41, 47, 52, 54, 64, 99, 105]. However, 
the direction of association is not straightforward for this 
determinant as this highly depends on which regions were 
compared with each other and which region served as the 
reference. As seen in this review, it is most likely that not 
the geographical location of the region itself is associated 
with mental health care utilization but the characteristics of 
that specific region. Evidence for a positive association was 
found for three of these area characteristics; a high area-level 
socio-economic status [35, 55, 57, 71, 76], high accessibility 
of health services [35, 38, 78, 88, 92] and an urban area [38, 
44, 47, 50, 52, 64, 71, 77, 84, 85, 92, 100, 101]. These area 
characteristics might explain the association with the region 
of residence. In addition, the community level is a complex 
level where different factors can interfere with each other 
[112]. For example, living in an urban area is associated 
with higher accessibility of care, which can lead to higher 
care utilization [113]. Furthermore, the association between 
area-level socio-economic status and mental health care use 
can be dependent on the number of psychiatrists in the area 
[53, 114].

Although the evidence was limited, no association was 
found between area population characteristics and mental 
health care use, such as the racial/ethnic composition of the 
area [53, 57] and county child population (i.e., the number 
of children in an area) [65]. The role of ethnicity in predict-
ing mental health care utilization might primarily be at the 
individual level rather than at the overall community level 
[57, 65].

Public policy level

Determinants at the policy level such as parity laws and type 
of healthcare financing are mainly studied in the U.S.A., 
where there is no universal health coverage [115]. The most 
common insurance is private insurance, whereas public 
insurance is only for disadvantaged groups. There is also a 
group that is uninsured. In Europe, Canada and Australia, 
mental health care is covered by a national public health 
insurance program funded by taxes or government levies 
[115, 116]. This might explain why determinants at the 
policy level are less studied in these countries.

In this review, there was evidence of a positive associa-
tion between parity laws and mental health care utilization 
[42, 79, 91, 98, 104]. Mental health parity requires insur-
ance coverage for mental health conditions, including sub-
stance abuse disorder treatment to be equal to coverage for 
any other medical condition. A systematic review of policy 
levers reported that mental health parity increased access to 
children’s mental health services, by improved affordability 
[21]. Health insurance expansion also relates to improved 
affordability, for which evidence for a positive association 
was found in this review [49, 86, 93, 95].

Evidence for a positive association was also found in 
this review for the type of care financing (fee-for-service 
plan compared to a managed care plan). Under the fee-for-
service model, health care providers receive payment for 
every delivered service, while under managed care the state 
pays a fixed amount per enrollee. The latter encourages more 
cost-effective service provision. In this review, children in a 
fee-for-service program were more likely to utilize mental 
health care compared to children in a managed care program 
[44, 52, 80]. However, such an association was not found in a 
study of children using welfare services who also have more 
extensive needs for mental health services [88].

Collaboration between mental health care providers was 
positively associated with mental health care utilization. One 
study found that the linkage between child welfare and men-
tal health services led towards more care for children with 
the highest needs, but less mental health care in general [65]. 
Yet, the other studies showed that more collaboration and 
integrated care services led to more care utilization among 
children and adolescents with mental health problems.
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The recognition of mental health problems is the first step 
in the decision to utilize mental health care [117]. Screen-
ing for mental health problems can facilitate this recogni-
tion and help professionals to refer children in need for care 
[118, 119]. Implementation of screening programs showed 
a positive association with mental health care utilization in 
various settings. The screening programs of the included 
studies were carried out by primary care providers, in wait-
ing rooms of well-child clinics and at schools. One study 
did not find an association between screening and care uti-
lization. A possible explanation is that they screened five-
year-old children, which might be too young for an effective 
screening program as many mental health problems develop 
later in childhood [1].

Macro‑environmental level

For the determinants at the environmental level, evidence 
was limited. The identified determinants were derived from 
only two studies. A potential determinant at the macro-
environmental level that is – in our opinion – missing in the 
current literature is the impact of the COVID-19 pandemic 
on mental health care use. The restrictions related to the 
pandemic have been studied at the policy level [39, 102], 
but not the effect of the pandemic itself.

Strengths and limitations

To our knowledge, this was the first systematic review to 
investigate a broad range of contextual determinants asso-
ciated with mental health care utilization in children and 
adolescents. In this review, a modified version of McLeroy’s 
ecological model was used to categorize the identified deter-
minants, covering all contextual levels beyond the individual 
and interpersonal level [23]. Using another model might 
have led to a different grouping of the determinants. Nev-
ertheless, placing a determinant within a certain level does 
not influence the level of evidence of that determinant. No 
restrictions were made on the type of study population or 
specific age groups, which increases the likelihood that all 
relevant studies on this topic were included. Furthermore, 
the search for this review was created by an experienced 
information specialist who has a PhD degree on literature 
retrieval in systematic reviews.

Nevertheless, some limitations of this review should also 
be acknowledged. First, a wide variety of mental health 
services and populations was included. Research suggests 
that determinants that are associated with service use may 
vary across types, amount of service and populations [22, 
120], which might have increased the chance to find no or 
inconclusive associations in our study. Despite the diver-
sity in services and populations, only studies from Western 
countries and among children under 21 years were included 

to increase the comparability among studies. Consequently, 
relevant articles including non-Western countries and people 
over 21 years might have been excluded.

Second, to assess the level of evidence, guidance for 
summarizing evidence across studies of different designs 
and populations is limited. Therefore, a pragmatic approach 
was chosen as developed and used by others in previously 
published research [32–34]. Choosing a more strict cut-off 
level (e.g. 67% instead of 60% of studies finding the same 
direction of an association) would lead to slightly differ-
ent results. As can be seen in Table 3 this would lead to 
a different result for only one of the 10 determinant for 
which evidence was found, which is accessibility of ser-
vices (inconsistent evidence instead of evidence for a posi-
tive association). Furthermore, the approach used for the 
assessment of the level of evidence does not allow to account 
for the quality of the studies. As most of the studies were 
of high quality this might not present a major problem. In 
the case of studies with limited quality or not well adjusted 
for mental health problems, this was clearly mentioned. 
For summarizing the evidence, determinants were grouped 
together, although the operationalization of determinants 
might have differed between studies. However, not group-
ing determinants together would have led to more determi-
nants with limited evidence. Third, most of the included 
studies were considered as ‘high quality’. It might be that 
the cut-off for ‘high quality’ was too liberal as the QualSyst 
tool considers primarily the presence of certain components 
rather than the quality of these components. Further, the 
QualSyst tool might lack sensitivity to distinguish articles 
that are already of good quality from each other [121]. Yet, 
this tool has been used in many systematic reviews before 
and can be used for all types of study designs [28–31]. Most 
of the studies at the organizational level were not adjusted 
for mental health problems. Therefore, the findings should 
be interpreted with caution as the associations between the 
determinant and mental health care could be direct, but also 
indirect through mental health problems. Moreover, most of 
the studies in this review were conducted in the U.S.A. This 
decreases the external validity of the findings for countries 
in Europe and Oceania where the health care system is dif-
ferent [115, 116]. Last, the search strategy was restricted to 
English literature. Therefore, relevant studies carried out in 
different languages might have been missed.

Implications and future research

Several implications can be drawn from this review. Deter-
minants in contextual levels were identified, of which some 
can guide care providers and policy makers to improve 
the access to and provision of care. At the organizational 
level, evidence of an association between school-based 
health centers and mental health care utilization was found, 
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although this should be interpreted with caution as most of 
the studies were of low quality and did not adjust for mental 
health problems. Our findings indicate that more research is 
necessary on school-based health centers and access to men-
tal health services. If these centers are found to be important 
for access to mental health services, at the community level 
wider implementation of these centers could be warranted 
in areas that have lower mental health care use, such as areas 
with a low socioeconomic status, a low accessibility of ser-
vices and rural areas. In addition, at the policy level, the 
implementation of mental health screening programs and 
expansion of mental health insurance coverage, including 
the implementation of parity laws are warranted as well as 
the encouragement of collaborations between organizations 
providing mental health care to increase mental health care 
utilization and improve access to care.

Future research is necessary, as for most of the identified 
determinants in this review limited evidence was available, 
meaning they were studied in three or less studies. To pro-
vide stronger evidence on contextual determinants of men-
tal health care use, more research is needed on the under-
studied determinants. Especially at the organizational level, 
the number of studies was low. The only determinant with 
sufficient evidence was a school-based health center, which 
probably are typical for the U.S.A. Other forms of health 
service provision at schools that might be more common 
in countries outside the U.S.A. and their role in improving 
accessibility to mental health services for youth need further 
study. Moreover, at this organizational level, only school-
related factors were studied, whereas other organizations, 
such as sports clubs or childcare/kindergarten facilities, can 
also play important roles in children’s access to care. Also, 
on the other contextual levels, studies on characteristics of 
care providers are lacking. Several examples are suggested 
by Stiffman et al. [109, 122], such as the level of training of 
the mental health professional, provider behavior, structure 
or culture of the organization providing care and collabora-
tion between gateway providers. Because of the diversity 
in the measurement of determinants and mental health care 
use and a low number of studies on many determinants 
meta-analyses were not possible for this review. However, 
future studies should include meta-analyses on well-defined 
determinants.

Future research should also focus on an understudied 
age group, which is (early) childhood. Most of the included 
studies in this review were performed among adolescents. 
Another direction for future research is to focus on disen-
tangling the mechanisms behind the association we found 
evidence for. For example, fee-for-service plans led to 
more care use as compared to managed care. It is impor-
tant to understand the mechanism behind this association 
and whether this difference in financing system impacts the 
quality of care. Last, it is recommended to always adjust 

for mental health problems when studying mental health 
care use. In that way, the distinction can be made between 
determinants that are directly or indirectly related to mental 
health care use.

Conclusion

This review identified ten contextual determinants that 
are positively associated with children’s and adolescents’ 
mental health care utilization; having access to a school-
based health center, region of residence, living in an urban 
area, an area with a high accessibility of mental health care, 
an area with a high socio-economic status, implementing 
a mental health parity law, a mental health screening pro-
gram, collaboration between organizations providing care, 
a fee-for-service plan (compared to a managed care plan) 
and extension of health insurance. Policymakers and care 
providers should be aware that contextual factors play a role 
in mental health care use by youth. Our findings indicate that 
addressing contextual factors is possible on organizational, 
community and public policy levels to improve access to 
and provision of care.
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