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Objective: Unequal mental health among U.S. underserved racial-ethnic
populations has become a prominent national concern. Contributing to
this inequity is our limited ability to engage individuals from underserved
populations into treatment. To help address this, a systematic literature
review was conducted to examine the evidence base for interventions
that can improve mental health treatment engagement among un-
derserved racial-ethnic minority populations. Methods: A MEDLINE
search and bibliographic review yielded 1,611 studies that were reviewed
according to several inclusion criteria: publication during or after 2001,
U.S. adult sample, a randomized design, sufficient (=50%) representation
of underserved racial-ethnic groups, adequate sample size (227 partic-
ipants per condition), explicit focus on mental health treatment en-
gagement, and evaluation of an engagement outcome (for example,
adherence or retention). Results: Ten studies met inclusion criteria. Ev-
idence supported the efficacy of collaborative care for depression as an
engagement enhancement intervention among underserved racial-
ethnic populations. Several other interventions demonstrated possible
efficacy. The effect of the interventions on clinical outcomes, such as
symptom improvement and rehospitalization, was mixed. Conclusions:
Collaborative care for depression can be recommended for improving
engagement in depression care in primary care among underserved
racial-ethnic populations. Future research should continue to examine
approaches with initial evidence of efficacy in order to expand the
number of engagement enhancement interventions for underserved
racial-ethnic adult populations. Additional issues for future engagement
research include relative intervention efficacy across racial-ethnic
groups, inclusion of other understudied groups (for example, Asian
Americans and Native Americans), and greater clarification of the impact
of improved engagement on clinical outcomes. (Psychiatric Services 64:
212-222, 2013; doi: 10.1176/appi.ps.201100136)

nderserved racial-ethnic groups
in the United States experience
many disparities in health and
health care, including higher risk of

certain illnesses, lower access to health
care, and lower treatment quality (1).
Similar disparities have been found in
mental health care, especially in regard
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to lower engagement by patients from
underserved racial-ethnic groups (2).
This raises concerns as to whether the
mental health needs of underserved
racial-ethnic communities are being
adequately met. This article focuses
on disparities in patient engagement
with mental health care, as highlighted
in the U.S. Surgeon General’s report
on culture, race, and ethnicity (2) and
in a 2003 report from the Institute of
Medicine (1).

The process of mental health treat-
ment engagement can be seen as
occurring on a continuum, beginning
with the decision about whether to
seek care, followed by ongoing deci-
sions about whether to remain in-
volved in treatment and optimally
participate in the various therapeutic
components of care. Medication ad-
herence is one such component; it
involves maintaining adequate medi-
cation dosing and continuity, particu-
larly for mental health conditions that
have established guidelines for dosing
and treatment periods. Optimal treat-
ment also requires continuity in other
aspects of care, such as psychotherapy
session attendance and outpatient
follow-up after inpatient treatment.
Thus treatment engagement is a broad-
level process that consists of a series of
linked steps: encouraging treatment
seeking when there is a need, continu-
ity in various aspects of care (including
visit parﬁcipation), treatment retention,
and medication adherence.

Research conducted after publica-
tion of the U.S. Surgeon General’s
report on culture, race, and ethnici-

ty in mental health in 2001 (2) has
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consistently shown that our current
mental health care system is less
effective at engaging members of un-
derserved racial-ethnic groups in ser-
vices. This is evidenced by a range of
engagement indices, including wheth-
er formal treatment is sought (3-5),
number of visits (6,7), retention in
treatment (8,9), follow-up with after-
care subsequent to inpatient discharge
(9-11), and psychotropic medication ad-
herence (12-15). To illustrate, a study
of a nationally representative sample
showed that among individuals with
a diagnosis of major depressive disor-
der, only 31% of Asian Americans,
36% of Latinos, and 41% of African
Americans reported seeking depres-
sion care in the previous 12 months,
compared with 60% of non-Latino
whites (3). With respect to antide-
pressant adherence, another study of
a nationally representative sample
found that Latino ethnicity and black
race were associated with a 42% and
24%, respectively, lower likelihood of
continuing an antidepressant for 30
days (15). There is also evidence that
these disparities may be worsening.
For example, in a nationally repre-
sentative sample, African Americans’
and Latinos” use of antidepressants
was shown to have remained mark-
edly low over time (1996-2005), de-
spite a trend of increasing use among
non-Latino whites during the same
period (16).

On the basis of these types of
findings, a group of nationally recog-
nized experts on issues of treatment
engagement and racial-ethnic dispar-
ities convened in a roundtable meet-
ing in 2010 (17). They discussed the
problem of low rates of mental health
treatment engagement, with a partic—
ular focus on racial-ethnic disparities.
Meeting participants were research-
ers, policy makers, consumer advo-
cates, public mental health system
leaders, and representatives of the
National Institute of Mental Health.
The meeting aimed to generate rec-
ommendations for a research agenda
and for policy initiatives that would
address racial-ethnic disparities in
treatment engagement (17).

This article focuses on interven-
tions that can improve mental health
treatment engagement among under-
served racial-ethnic groups. The focus

is based on the view that improved
engagement is a suitable target for
reducing disparities in mental health
treatment. If effective treatments are
available, not seeking needed care
leaves individuals and their families to
suffer with the burden of mental
illness. Among those who are able to
access effective treatments, engage-
ment is critical for optimizing out-
comes. For individuals with major
depression, adherence to antidepres-
sant treatment helps reduce the risk
of relapse and increases the probabil-
ity of an optimal treatment response
(13,18-21). In schizophrenia treat-
ment, medication adherence and out-
patient care attendance are associated
with a lower likelihood of relapse and
rehospitalization (22-28). Similar out-
comes (for example, lower rates of
relapse and rehospitalization and lower
suicide risk) are observed when pa-
tients with bipolar disorder achieve
optimal medication adherence (23,29
32).

This body of evidence points to the
need to impr()ve treatment engage-
ment as a vehicle for reducing mental
health disparities. At the roundtable
meeting that focused on these enga-
gement problems, a number of at-
tendees proposed that recent advances
in engagement intervention efficacy be
reviewed and described according to
their relative level of evidence for
underserved racial-ethnic populations
(17). Such information can help iden-
tify approaches that have sufficient
evidence for implementation, as well
as suggest areas for further research.
Following this recommendation, we
undertook a systematic review of in-
terventions that can improve treat-
ment engagement among patients
from underserved racial-ethnic com-
munities who have major mental ill-
nesses. Our review focused on the
research generated after publication
of the Surgeon General’s report on
culture, race, and ethnicity in 2001 (2).

Methods

A systematic literature search began
with a MEDLINE search in Septem-
ber 2011. Search terms were entered
for engagement (for example, “adher-
ence,” “compliance,” and “engage-
ment”), psychiatric disorders (for
example, “psychiatric,” “depression,”
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“mania,” and “schizophrenia”), and
“intervention.” Next, the abstracts of
the articles returned from this search
were reviewed for relevance. Bibliog-
raphies of relevant articles were
reviewed to identify additional publi-
cations. As noted earlier, we operation-
alized the broad concept of treatment
engagement via multiple indicators of
this concept—treatment initiation, re-
tention, number of mental health visits,
and medication adherence.

Several inclusion criteria for articles
were used: publication during or after
2001; sample of U.S. adults; use of
a randomized design; sufficient racial-
ethnic representation; minimally ad-
equate sample size (that is, =27
participants per condition); an explic-
itly stated objective for the interven-
tion or approach of improving mental
health treatment engagement (for
example, treatment entry, retention,
and medication adherence); and eval-
uation of an engagement outcome,
such as medication adherence or visit
attendance. The minimum sample
size was selected on the basis of a
review of published studies, which
found that a sample size of 27 had
minimally acceptable power for the
median effect size of the studies
reviewed (33). For the final criterion,
we included studies whose samples
included at least 50% representation
of underserved racial-ethnic groups.
We also included studies that had less
than 50% representation but that had
specifically analyzed whether there
were racial-ethnic effects for the in-
tervention (that is, moderator effects).
We chose a criterion of 50% represen-
tation based on review of previous
studies, whose criteria ranged from
50% to 75% (34,35). We expected that
the available pool of studies meeting
criteria would be small, so our criterion
of 50% was chosen to balance sufficient
inclusion of studies for meaningful
review with the need for study results
to be sufficiently applicable to un-
derserved racial-ethnic groups.

To assess the level of evidence for
engagement interventions, we revie-
wed previously reported guidelines
for evaluating evidence-based psy-
chotherapies (36). The term “possibly
efficacious” was used to denote inter-
ventions or approaches whose effi-
cacy was supported by one study
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involving underserved racial-ethnic
groups. “Efficacious” was used when
at least two studies by different re-
search teams supported the efficacy
of the intervention or approach with
samples of underserved participants.

Results

Overview of the evidence

The initial database search resulted in
1,522 articles. Bibliographic review
identified 89 additional articles, for
a total of 1,611. Forty-eight articles met
the inclusion criteria with the exception
of the criterion for sufficient racial-
ethnic representation. This criterion
excluded 37 (77%) articles, of which
11 did not report racial-ethnic data, and
26 had less than 50% racial-ethnic
minority representation and did not
analyze racial-ethnic effects for the in-
tervention. Of the 37 publications that
described the sample by race-ethnicity,
18 (47%) reported only that the sample
was nonwhite or from minority groups,
without specifying a specific group (for
example, Latino, African American, or
Asian). Eleven published papers met
our full criteria. One of these studies
(37) reanalyzed previous data (38). We
combined these two publications,
resulting in a total of ten studies that
were the focus of our review.

Table 1 summarizes key character-
istics of these ten engagement stud-
ies. Table 2 describes their respective
interventions, outcomes evaluated, and
results. Three studies focused on de-
pression treatment (39-41), three fo-
cused on schizophrenia treatment
(42-44), and three examined samples
with various diagnoses (37,38,45,46).
One study focused on patients with
suicide-related issues (47). All studies
except one characterized participants’
specific racial-ethnic background (for
example, African American) (41).
Three of the ten studies reported
specific sociocultural considerations
that were incorporated into the in-
tervention studied (39,40,44). Three
of the ten studies reported including
Spanish-speaking participants (39,40,
44). Finally, some type of fidelity
monitoring of the intervention was
reported for six studies (39,41-45).

Overall, only collaborative care was
found to be efficacious for improv-
ing engagement among underserved
racial-ethnic groups, notably African
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Americans and Latinos, with support
provided by all three studies reviewed
here (39-41). Two of these collabo-
rative care studies included Latino
participants (38,39), and one study
also examined effects on African-
American and Latino participants
(40). For one study, specific racial-
ethnic group (for example, Latino or
African American) was not reported
(41). Specific sociocultural consid-
erations for the intervention were
reported for two studies (39,40).
Other interventions received ini-
tial support or demonstrated promise.
Three interventions were possibly ef-
ficacious for improving engagement
among individuals from underserved
racial-ethnic groups who were treated
for schizophrenia (42-44). Four inter-
ventions were possibly efficacious for
improving treatment engagement for
a variety of diagnoses (37,38,45-47).
In terms of outcomes, all but one
study examined a clinical outcome
(for example, symptom improvement
or relapse) (43). Of the nine studies
that examined clinical outcomes, five
reported positive effects (39-42,44),
three did not find significant effects
(37,46,47), and one reported mixed
findings (45). Only two studies spe-
cifically examined whether the inter-
vention’s effects on clinical outcomes
differed by race or ethnicity (40,41).
Both of these studies examined col-
laborative care for depression, and
one found intervention effects to be
higher among participants from un-
derserved racial-ethnic groups (40),
whereas the other study found no
differences by race-ethnicity (41).

Description of interventions

by target population

Engagement interventions for depres-
sion. Collaborative care for depres-
sion was the only approach identified
by this review that could be desig-
nated as efficacious for engagement.
Three studies by different research
groups showed that interventions that
incorporated principles of collabora-
tive care improved rates of receipt of
depression treatment (39-41). Ingre-
dients of this intervention include use
of patient preference to choose a pri-
mary care-based treatment, use of
a depression care manager who mon-
itors symptoms and medication ad-

herence during a follow-up period,
and psychiatrist consultation with the
primary care physician.

Collaborative care has received
ample support in previous research
(48). Therefore, the studies identified
here, which met the race-ethnicity
inclusion criterion, build on previ-
ous findings and provide evidence of
generalizability to more diverse pop-
ulations. It is noteworthy that collab-
orative care was also efficacious for
improving clinical outcomes. Further-
more, results by Miranda and col-
leagues (40) suggest the possibility of
an enhanced effect for patients from
underserved communities. This is con-
sistent with recent research showing an
enhanced clinical effect for African
Americans who received collaborative
care for depression (49). It should also
be noted that the study by Miranda
and colleagues (40) utilized a quality
improvement design, which suggests
that collaborative care programs can
be feasibly implemented in real-world
settings and remain effective.

Engagement interventions for schizo-
phrenia. Emphasizing a family-based
approach, one study examined multi-
family groups (MFGs) that were
adapted to address medication ad-
herence among Mexican Americans
who had a diagnosis of schizophrenia
or schizoaffective disorder (44). The
MFGs were also adapted to incor-
porate social norms regarding the
treatment of schizophrenia in this
population. Each group included five
to eight family members to address
problem solving, adherence barriers,
and beliefs that lead to lower adher-
ence. This intervention improved
medication adherence significantly
more than standard multifamily groups
and treatment as usual. The same
pattern of findings was observed for
improving time to rehospitalization, an
effect that was partially mediated by
medication adherence. This initial trial
therefore established this approach as
possibly efficacious for improving
medication adherence, most likely
among Latinos with schizophrenia.
The adapted MFGs also appeared to
improve clinical outcomes.

Also focusing on patients with
schizophrenia, another study examined
an intervention that targets environ-
mental cues that promote medication
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Table 1

Design features of studies examining interventions for engaging underserved racial-ethnic groups in mental health

treatment

Intervention and study

Sample

Design

Follow-up
period

Collaborative care
Ell et al., 2010 (39)

Miranda et al., 2003 (40)

Simon et al., 2004 (41)

Multifamily groups for
adherence: Kopelowicz
et al., 2012 (44)

Cognitive adaptive
training (CAT): Velligan
et al., 2008 (42)

Adherence counseling:
Hudson et al., 2008 (43)

Primary care patients with diabetes
and major depression; 100%
Latino; 84% Spanish speaking; N=387

Primary care patients in managed
care practices with depression;

31% Latino; 7% African American;
Spanish speakers enrolled; N=1,269

Primary care patients in managed
care practices with depression;
20% nonwhite; N=600

Family members of community
mental health patients treated for
schizophrenia; 100% Mexican
American; 100% Spanish speaking;
N=174

Patients with schizophrenia recently
discharged from inpatient treatment;
37% Latino; 21% African American;
N=95

Veterans with schizophrenia receiving
treatment at one of 6 sites; 69%
“nonwhite” but described as

“mostly African American”; N=349

Randomized controlled trial (RCT);
intervention versus usual care
enhanced with a depression pamphlet
and community resource list

RCT, where sites were randomly assigned

to receive quality improvements
involving the implementation of
collaborative care or to provide

usual care

RCT; telephone care management versus

telephone care management plus
telephone psychotherapy versus
treatment as usual; fidelity to
intervention reported via audiotape
review

RCT; multifamily groups versus
multifamily groups with a focus on
adherence versus treatment as usual;

all intervention sessions were monitored

for fidelity by the investigators

RCT; full-CAT, which included adaptive

supports for full community living,
versus pharm-CAT, which included
adaptive supports targeting only
medications, versus treatment as usual;
fidelity monitoring via 30% audiotape
review and observation of home
environment modifications

Site randomization: 3 of 6 sites randomized

within region to implement guideline

medication management for schizophrenia
versus guideline medication management

for schizophrenia plus adherence
counseling; fidelity monitored by
review of notes

18 months

12 months

6 months

24 months

18 months

6 months

Brief critical time Veterans being discharged from RCT; brief critical time intervention 6 months
intervention: Dixon inpatient acute psychiatry; versus treatment as usual; fidelity
et al., 2009 (45) 55% African American; 2% monitored by review of chart notes
Latino; N=135
Mobile crisis team: Participants discharged from RCT; mobile crisis team versus 6 months
Currier et al., 2010 (47) emergency department after outpatient appointment scheduled
being seen for suicidality; 36% within 5 days
African American; 13% Latino;
1% Native American; N=120
Meds-Help Veterans with serious mental illness RCT; Meds-Help versus treatment 12 months
(pharmacist intervention): receiving antipsychotic medication; as usual
Valenstein et al., 2011 (46)  45% African American; 3% Latino;
3% Asian; N=118
Telephone-based motivational ~ Veterans referred from primary care RCT; telephone-based referral care 6 months
interviewing: Zanjani et al.,  to specialty mental health care; management versus standard referral;
2008 (38); Zanjani et al., diagnoses were mixed; 69% fidelity monitored via audiotape
2010 (37) non-Caucasian; 3% Latino;
remainder described as “primarily
African American”; N=113
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adherence and other adaptive behav-
iors. Specifically, cognitive adaptation
training (CAT) utilizes cognitive com-
pensatory strategies and environmental
supports to prompt adaptive behaviors
(42), such as placing notes or signs
in the home environment to prompt
activities of daily living. The trial
examined two interventions that in-
corporated these principles—one
broadly targeting overall functioning
(full-CAT) and another focusing spe-
cifically on medication adherence
(pharm-CAT). Both of these inter-
ventions were compared with treat-
ment as usual. In a sample in which
37% of participants were Latino and
21% were African American, both
CAT interventions were equally ef-
fective in improving adherence. The
study also examined clinical outcomes
and found that both interventions
also improved the amount of time to
relapse. Although the full-CAT in-
tervention improved functional out-
comes significantly more than the
pharm-CAT intervention, both were
superior to treatment as usual. The
use of CAT therefore is possibly
efficacious for improving medication
adherence. Favorable effects on clin-
ical outcomes were also observed in
this trial.

Another study focused on a similar
population but pursued an interven-
tion that utilized counseling to help
patients to recognize and overcome
treatment adherence barriers. Serving
a mostly African-American sample
(69%), nursing staff in a multisite
U.S. Department of Veterans Affairs
(VA) study assessed and counseled
patients on adherence barriers (for
example, medication fears, problems
with the medication regimen, and
adverse drug reactions) (43). Sessions
occurred during each scheduled mental
health visit for a period of six months.
The study included two sites within
three VA networks (Veterans Inte-
grated Service Networks, or VISN),
where each site within a VISN was
randomly assigned to implement ei-
ther the basic guidelines for medica-
tion management of schizophrenia or
the basic guidelines enhanced with
the adherence counseling. The coun-
seling intervention resulted in posi-
tive effects on medication adherence
and is therefore possibly efficacious.
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Data are still needed on clinical symp-
tom outcomes.

Engagement interventions for di-
agnostically mixed populations. Also
utilizing an adherence-counseling
approach, a brief critical time inter-
vention addressed outpatient engage-
ment but did so by targeting the
critical period of inpatient discharge
(45). Case managers identified possi-
ble barriers to treatment engagement
and established a plan for managing
them. A key feature of this interven-
tion is that counseling began before
discharge and continued for three
months after discharge, thereby utiliz-
ing a model that emphasized linkage
to outpatient care. In a randomized
controlled trial with a predominantly
African-American sample, the interven-
tion improved outpatient treatment
engagement in terms of reduced time
to first outpatient appointment, greater
likelihood of an outpatient visit, greater
number of visits, and greater likelihood
of outpatient continuity of care. The
brief critical time intervention appears
possibly efficacious for improving out-
patient continuity after inpatient dis-
charge among African Americans.
Analyses of outcomes showed mixed
findings, with improvement in number
of social contacts but not symptom-
atology.

Another study, which also focused
on improving outpatient treatment
continuity after discharge from an
acute care facility, examined the util-
ity of community-based follow-up
assessments (47). The aim was to
improve outpatient continuity among
patients discharged from an emer-
gency department for treatment of
suicide risk. Participants from under-
served racial-ethnic groups were Af-
rican American (36% of total sample)
and Latino (13%). Mobile crisis teams
conducted community-based follow-
up assessments that evaluated symp-
toms and the need for treatment
within 48 hours after discharge. As
a key feature, the assessments oc-
curred at a location of the patient’s
choice (for example, his or her home).
Compared with standard referral to
outpatient treatment (with an ap-
pointment provided within five days
of discharge), the use of mobile crisis
teams significantly improved the like-
lihood of attending an initial outpa-

tient appointment (70% versus 30%).
This approach appears possibly effi-
cacious for outpatient continuity of
care. However, this study reported
that the use of mobile crisis teams did
not improve symptom or functional
outcomes.

Another study that also focused on
patients with diverse diagnoses exam-
ined a pharmacy-based intervention.
Meds-Help was examined for its ability
to improve antipsychotic medication
adherence in a sample of veterans (46).
Meds-Help involved medication pack-
aging enhancements, a medication ed-
ucation session, refill reminders mailed
two weeks before refill dates, and
notification of treating clinicians when
medications remained unfilled. Un-
derserved participants were mostly
African American. A randomized de-
sign compared treatment as usual to
Meds-Help, and the latter was found
to improve medication adherence
during a 12-month period. Meds-
Help therefore appears possibly effi-
cacious for improving medication ad-
herence. Meds-Help was not found to
improve patients” symptoms, quality of
life, or satisfaction, but the lack of
findings on these clinical outcomes
may have been related to insufficient
statistical power.

Finally, another study examined the
important issue of improving mental
health referral follow-up rates. Spe-
cifically, the study recruited veterans
being seen in primary care who were
referred to mental health specialty
care. The intervention consisted of
brief, telephone-based, motivational
interviewing sessions, and the sample
consisted of U.S. veterans (37,38). A
randomized design compared usual
care with telephone-based motiva-
tional interviewing (one or two sessions
of 15 minutes each). The intervention
resulted in improved initial appoint-
ment attendance rates and an increase
in the total number of appointments
attended. Brief telephone-based mo-
tivational interviewing therefore app-
ears possibly efficacious for improving
session attendance rates among veter-
ans referred to outpatient mental
health care. Regarding clinical out-
comes, no intervention effects were
observed for physical and mental
health functioning, depression, and
alcohol use (37,38).
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Discussion

Our review illustrates some recent
gains in engagement research focused
on underserved racial-ethnic popula-
tions, as well as some persisting prob-
lems. Many of the problems highlighted
in the U.S. Surgeon General’s report on
culture, race, and ethnicity remain (2).
Samples are often insufficiently charac-
terized according to race and ethnicity.
Also, very few studies conduct analyses
that examine whether race-ethnicity
moderates intervention effects. These
persisting limitations curtail our ability
to assess the evidence base for improv-
ing engagement among the very pop-
ulations who are disproportionately
affected by this issue. Although the
studies reviewed had at least 50%
racial-ethnic diversity, the infrequent
analysis of intervention effects by
race-ethnicity leaves open many ques-
tions about relative efficacy. This is
also true of analyses examining the
effects of language (for example,
language-compatible services for non—
English speakers), which has been
shown to be associated with engage-
ment (12,50,51).

Given the multiple areas in which
racial-ethnic disparities in treatment
engagement have been documented,
much work remains to be completed.
Missing from this review are inter-
ventions addressing engagement of
patients with bipolar disorder; such
interventions have been shown to be
effective in studies that did not meet
our inclusion criterion pertaining to
representation of underserved racial-
ethnic groups (52,53). Also, studies
addressing engagement interventions
among Asian American and Native
American populations are conspicu-
ously lacking (3,54). Also missing are
studies focusing on older adults from
underserved  racial-ethnic ~ groups.
Such studies may be relevant given
some of the unique issues arising from
the intersection of age and minority
status. Given the richness of the cross-
cultural literature in the last decade,
a myriad of questions remain unan-
swered by this review, and more
research is clearly needed.

On the other hand, on the basis of
the studies available, we have been able
to describe approaches that were either
efficacious or possibly efficacious for
underserved racial-ethnic populations.

One conclusion is that primary care
models that incorporate collaborative
care principles are likely to improve
engagement (that is, receipt of de-
pression care and medication conti-
nuity) and clinical outcomes among
African-American and Latino patients
with depression. The studies of collab-
orative care reviewed here build on
previous empirical studies (48) and
therefore have considerable empirical
support. Implementation of this model
in primary care settings that serve
African-American and Latino popula-
tions can be recommended.

A number of the interventions re-
viewed strongly indicate the need for
further research in order to establish
the needed level of evidence for
recommending implementation. Our
review identified several interventions
that seem possibly efficacious for
improving mental health treatment
engagement (38,44-47). Other inter-
ventions were excluded from the review
because they used nonrandomized
designs, although they were focused
on patients from underserved racial-
ethnic groups. These interventions
were early in the treatment develop-
ment process, and additional research
with improved methods may indicate
efficacy (55,56).

Other interventions have been stud-
ied that may prove to be efficacious for
improving engagement among under-
served racial-ethnic populations (57—
63). However, these studies were not
included in this review because their
racial-ethnic representation was less
than 50% or because the race-ethnicity
of participants was not reported or was
not examined as a moderating variable.
Relatively rapid gains can be made to
address this knowledge gap through
the analysis of existing data sets to
explore the role of race-ethnicity in
moderating effects of interventions
that aim to improve mental health
treatment engagement. The feasibility
of such analyses is supported by the
fact that many studies considered for
review had representation of under-
served racial-ethnic groups above
20%, although still below the 50%
criterion.

Although not a central focus, the
impact of engagement interventions
on clinical outcomes was considered
in our review. As discussed in the
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treatment engagement roundtable
meeting (17), this relationship is
not easily discernible. Indeed, our
review found mixed results, leaving
the question open as to whether
targeting engagement leads to im-
proved outcomes. However, under-
standing these mixed findings also
requires sorting out issues of research
methodology and treatment context,
as well as the nature of the interven-
tions themselves. Regarding research
methodology, some of the studies
reviewed point to insufficient statisti-
cal power as a reason for the lack of
observation of effects on clinical out-
comes (46). Another methodological
issue involves the fact that rehospital-
ization rates among patients who do
not attend postdischarge outpatient
care tend to increase with time (24),
thereby suggesting that studies with
longer assessment windows may be
more likely to detect the effects of
engagement interventions on clinical
outcomes. In this review, some studies
examining postdischarge outpatient
continuity utilized assessment win-
dows of six months or less (45,47).
Thus lack of findings pertaining to
outcomes may be related to the
brevity of the assessment windows.

The context of care also affects the
impact of engagement interventions
on clinical outcomes. Different clini-
cal settings will vary in the availability
of effective treatments. For this rea-
son, studies examining engagement
interventions within naturalistic con-
texts can expect variability in the degree
to which improved engagement trans-
lates into improved clinical outcomes.
Thus factors that are independent of
the effectiveness of the engagement
intervention may account for the im-
pact on clinical outcomes. This issue
may be of special concern for individ-
uals from underserved racial-ethnic
populations, who are more likely to
seek care in settings that face quality
challenges (64-66). Strategies to im-
prove engagement are likely to have
limited impact if the increased engage-
ment is to treatments of poor quality or
limited ability to address the unique
needs of different racial-ethnic groups
(17,67,68).

Yet another factor affecting the
relationship between engagement
interventions and clinical outcomes
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pertains to the nature of the engage-
ment interventions themselves. Many
interventions have the sole aim of
increasing engagement in treatment
and have very few active treatment
components that would have a direct
effect on clinical outcomes. In contrast,
interventions such as collaborative
care have engagement components
(for example, use of patient prefer-
ence and telephone monitoring of
medication adherence), but they also
provide direct treatment for depres-
sion via guideline-concordant phar-
macotherapy and evidence-based brief
psychotherapy (40,41). These com-
bined interventions may be more likely
to have effects on clinical outcomes. In
contrast, the impact of interventions
that are more purely engagement
oriented will be more dependent on
the naturalistic treatment context.

The discussion at the roundtable
meeting highlighted the need for
engagement research to examine clin-
ical outcomes. The presence of some
negative findings in this review does
not refute the notion that targeting
engagement improves clinical out-
comes. Instead, there are methodolog-
ical and treatment context questions
that should guide the interpretation
of these findings. Future studies can
address these issues by utilizing frame-
works that measure indicators of the
quality of care and assess their role in
moderating the efficacy of engage-
ment interventions on clinical out-
comes. Also, research is needed that
is sufficiently powered and incorpo-
rates assessments that are optimally
designed to detect effects on clinical
outcomes. Addressing these concep-
tual and methodological challenges
will help the field more precisely
evaluate the impact of engagement
interventions on clinical outcomes.
Finally, as mental health care becomes
more patient oriented, engagement
research will need to identify outcomes
that are a priority for treatment re-
cipients and relevant for diverse pop-
ulations (69). These outcome measures
will allow us to better clarify the impact
of engagement interventions.

Finally, as work expands on improv-
ing engagement among underserved
racial-ethnic groups, conceptual mod-
els are needed to determine which
interventions to implement. For this
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review, we conceptualized treatment
engagement as a continuum, beginning
with treatment seeking and followed
by various indicators of remaining
engaged with treatment (that is, visit
continuity and medication adherence).
The interventions reviewed here tar-
geted various points in this continuum,
utilizing different ingredients to ad-
dress engagement. As a common
element, however, all interventions
appeared to utilize a frame of pro-
viding “engagement support.” That
is, the approaches did not simply
involve the removal of an engage-
ment barrier or the provision of
information about illness. Rather,
the approaches involved actively
reaching out to patients, providing
encouragement, and working with
them to maintain engagement with
various forms of treatment. Three of
the interventions reviewed incorpo-
rated cultural considerations as part
of this process, a feature worth noting
given the evidence that shows racial-
ethnic variation in factors that affect
engagement (for example, stigma,
alliance with providers, and illness
beliefs) (70-72). At this stage, we
therefore conceptualize mental health
treatment engagement as requiring
active support and encouragement
throughout the various stages of treat-
ment. Future studies are needed to
determine the degree to which cultur-
ally specific elements add to the impact
of the intervention.

This review sought to provide an
overview of the progress that has been
made in engagement interventions
across a range of psychiatric disorders
and treatments. It was necessary to
provide a cross-disorder perspective,
because racial-ethnic disparities in
treatment engagement span the range
of psychiatric difficulties, and a syn-
thesis of interventions that can ad-
dress this problem was needed. Also,
many treatment settings serve a di-
agnostically diverse population and
are thereby in need of approaches
that can be used across the range of
psychiatric difficulties. However, this
transdiagnostic focus has limitations.
The factors that contribute to engage-
ment problems are likely to vary by
psychiatric disorder. For example,
illness insight, stigma, and cognitive
symptoms may vary by disorder, and

all these factors are likely to have an
impact on medication adherence (73—
75). The effectiveness of treatment
may also vary by disorder. As addi-
tional evidence accrues, future work
can review engagement interventions
for specific psychiatric problems by
using frameworks that are guided by
the engagement factors that are most
relevant in those areas.

Conclusions

Collaborative care for depression
appears efficacious for improving treat-
ment engagement among Latino and
African-American primary care patients
with depression. Other approaches
appear possibly efficacious for im-
proving engagement in schizophre-
nia treatment. In addition, some
approaches reviewed showed possi-
ble efficacy for improving treatment
continuity after psychiatric inpatient
discharge, discharge from an emer-
gency department after treatment for
suicide risk, and referral to specialty
mental health care from primary
care. Additional research is needed
to study engagement interventions
with other underserved racial-ethnic
groups (for example, Asian Ameri-
cans and Native Americans), to exam-
ine relative efficacy across racial-ethnic
groups, and to better understand the
degree to which improved engage-
ment translates to improved outcomes.
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