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Amajority of individuals in the
United States with significant
mental health needs never re-

ceive mental health services (1). Such
needs can cause unnecessary suffer-
ing, impairment, and economic loss
for the individual as well as society
(2). When those in need of mental
health services are parents, these
needs are likely to also affect their
children and may lead to behavioral
and school problems (3,4), family vio-
lence, and child maltreatment (5).

This study examined predictors of dif-
ferent levels of engagement in mental
health services among mothers of
children at elevated risk of, and over-
sampled for, child maltreatment. The
overarching purpose of these analyses
is to better understand the factors
that predict successful and satisfacto-
ry engagement in mental health serv-
ices among high-risk mothers. Such
engagement has the potential to im-
prove the functioning and well-being
of mothers themselves (1,2), and re-

duce the likelihood of direct and indi-
rect harms to their children by reduc-
ing the risk of maltreatment and fam-
ily violence (5) and improving
parental competence (3,4).

Engagement in mental health serv-
ices can be understood as a multistep
process, in which potential patients
move through consideration of seek-
ing services to receipt of them. Al-
though engagement in services is a
frequent topic of research, few stud-
ies look beyond receipt of services
and examine whether services are
perceived as satisfactory (6). Factors
that predict engagement can operate
at different levels of “distance” from
the mental health encounter and the
particular needs of the individual pa-
tient. At the most distal level are de-
mographic factors, such as race-eth-
nicity and age, which are usually un-
related to mental health diagnoses
but may influence utilization pat-
terns. Another “prior factors” level to
consider is the patient’s prior experi-
ences with mental health services and
with social systems more broadly; as
with demographic characteristics, pa-
tients come in to treatment with these
experiences, but patients can further
reevaluate these experiences in the
context of treatment. Experiences of
trauma are likely to influence psychi-
atric symptoms directly and are more
likely to be a focus of therapy. Finally,
and perhaps most proximally to deci-
sions about mental health service uti-
lization, a patient’s overall functioning
is often a key focus of treatment and
may influence the course of engage-
ment in services.
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Objective: The purpose of this research was to examine the factors as-
sociated with various levels of engagement with mental health services
in a large sample of mothers at high risk of maltreating their children.
Methods: Data were collected by LONGSCAN (the Consortium for Lon-
gitudinal Studies of Child Abuse and Neglect) for 909 mothers of six-
year-old children. These women reported on recent use of mental
health services, with four levels of engagement: no use of services
(76%), consideration of services (8%), use of and dissatisfaction with
services (4%), and use of and satisfaction with services (11%). Logistic
regression analyses were conducted to predict level of engagement in
services. Results: Predictors of considering services included being for-
merly married, previous receipt of services, physical victimization, psy-
chological intimate partner victimization, and depressive symptoms.
Predictors of satisfaction with services were social support and lack of
sexual victimization. Conclusions: It is important to take a broad ap-
proach to assessing mental health needs, including not only current
functioning, but social networks, prior experiences with services, and
trauma exposure. Further research is needed on the process of engage-
ment in mental health services, including examination of the factors as-
sociated with satisfaction with these services. (Psychiatric Services 63:
913–919, 2012; doi: 10.1176/appi.ps.201100394)



Several demographic factors have
been examined as predictors of men-
tal health services utilization. Typical-
ly, whites are more likely than mem-
bers of racial-ethnic minorities to use
mental health services (1,7); this dis-
parity is also a factor among persons
with an identified mental health
need. There is mixed evidence that
age is a factor in predicting service
engagement (1,7). Higher family in-
come is typically associated with use
of services (1,8). Single adults typical-
ly have lower utilization rates (9), and
persons who have been formerly mar-
ried (that is, those who are divorced
or widowed) have higher rates of
service use (1).

Prior experiences with services may
also be important. For example, a
strong predictor of future mental
health service use is past use (10).
There is also a strong and bidirection-
al link between mothers’ and chil-
dren’s use of mental health services
(11). Whether this association simply
indicates a marker of family attitudes
toward these services or differences
in access and knowledge about servic-
es remains unclear. As well, many
families receive mental health servic-
es through public assistance for child
welfare. Indeed, involvement in child
welfare programs increases likelihood
that parents will use services (12,13).
Thus, although child maltreatment is
a frequent negative outcome of par-
ent mental illness, if this mental ill-
ness comes to the attention of child
welfare, it can present an opportunity
for intervention (13).

Trauma exposure, particularly histo-
ry of victimization, is also likely to be a
key predictor of service use. In gener-
al, victims of violence are more likely to
receive mental health services than
those without such a history (14), al-
though there is some evidence that vic-
tims of child sexual abuse use services
at a lower rate than would be expected
(9). Some research indicates that inti-
mate partner violence strongly predicts
use of mental health services (10,15).

Finally, and not surprisingly, func-
tioning and well-being predict use of
mental health services. Poor mental
health functioning is the strongest
predictor of services, with the pres-
ence of diagnosable mental disorders
dramatically increasing the likelihood

of mental health services (1,16). How-
ever, mental health services appear to
be facilitated by better overall func-
tioning. Good physical health (17) and
strong social support networks (18)
both increase the likelihood of receiv-
ing mental health services.

As noted earlier, most research ex-
amining mental health services as an
outcome considers it a dichotomy;
services were either received or not re-
ceived. However, service engagement
is likely a process that includes differ-
ent phases of decision making (19).
The act of considering whether to seek
services increases the likelihood of lat-
er receiving them, even if this process
is time consuming (20). Also, receiving
services is distinctly different from en-
gaging in services. In fact, most of the
mental health services received do not
meet standards of minimal adequacy
(1) and early dropout is common
(21,22). Satisfaction with services is
likely to predict staying in treatment
(21), as well as better clinical outcomes
(23). Thus understanding both consid-
eration of and satisfaction with servic-
es is important.

This investigation examined pre-
dictors of engagement in services in a
large sample of mothers, who were
enrolled with their children in a lon-
gitudinal study on child maltreat-
ment. Four levels of engagement in
services were available for analysis:
no services or consideration of servic-
es, considering services but not yet
receiving them, receiving services
and being dissatisfied with them, and
receiving services and being satisfied
with them. The analyses examined
factors distinguishing between three
dichotomous pairings at different lev-
els of engagement: those who consid-
ered services versus those who did
not consider services, those who re-
ceived services versus those who con-
sidered but did not receive services,
and those who received services and
were satisfied with them versus those
who received services and were not
satisfied with them.

Methods
Sample and design
Data used in these analyses were
collected by the Consortium for
Longitudinal Studies of Child
Abuse and Neglect (LONGSCAN)

(24). LONGSCAN is a consortium of
a coordinating center and five study
sites, drawn from different geograph-
ical regions of the United States. Its
mission is to investigate the an-
tecedents and consequences of child
maltreatment, and thus there was an
oversampling for families reported as
maltreating, with different sampling
frames at each site. All sites collect
data according to the commonly
shared protocols at age-specific data
collection points. One of the five
sites, the Southwest site, selected
only children who had been removed
from the home and placed in foster
care. The female caregivers in this re-
gion were primarily foster, rather
than biological, parents (who were
the caregivers of most children in the
other sites). Therefore, the sample
used for analysis included four sites
and excluded the Southwest site.
Each participating study site, as well
as the coordinating center, obtained
independent approval from their lo-
cal institutional review board. Care-
givers provided informed consent.

Data at each time point were col-
lected from dyads of children and
their mothers; data collection oc-
curred when children were four and
six years old, as well as at later ages,
which are not included in the analyses
reported here. Data used in these
analyses were collected primarily
when children were age six, although
some variables were collected when
children were age four. Data collec-
tion occurred from 1991 to 2001. The
data used in these analyses relied in
almost all cases on the mother’s re-
port, except where noted.

Measures
Participating mothers reported on
mental health services they had re-
ceived in the past year (25). The
analyses here focused on the respons-
es to three questions: “In the past
year, did you consider seeking outside
help for any emotional problem?” “In
the past year, did you see someone for
help with an emotional problem?”
“How satisfied were you with the
services you received from this per-
son? Very satisfied, somewhat satis-
fied, somewhat dissatisfied, or very
dissatisfied.” From these questions,
four levels of services engagement
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were constructed: no services or con-
sideration of services (none), consid-
ering services but not yet receiving
them (considered), receiving services
and being dissatisfied with them (un-
satisfied), and receiving services and
being satisfied with them (satisfied).

Demographic information for the
mothers included race, marital status,
age, years of education, and family in-
come. Assessment of previous systems
involvement used data collected from
two sources: administrative data and
mother self-report when children
were age four. To determine whether
children had been reported to child
protective services (CPS), LONGSCAN
investigators at each site reviewed
state and local CPS records for allega-
tions of maltreatment of the participat-
ing children (26). Because services are
frequently offered to families reported
to CPS, regardless of whether specific
allegations are founded (12), and be-
cause of biases in the process of sub-
stantiation of allegations (27,28), the
analyses included all allegations of
maltreatment that occurred before the
self-report data collection.

Also, when children were age four,
mothers had reported on whether
they themselves had received mental
health services and whether they had
felt they needed such services. They
also reported on whether their child
received such services and whether
they felt that their child needed such
services.

Assessment of traumatic exposure
relied on self-report by mothers.
When children reached age four,
mothers completed the Mothers’ His-
tory of Loss and Harm Scale (Hunter
WM, Everson MD, unpublished in-
strument, 1991) to assess the mother’s
history of physical and sexual victim-
ization in childhood, adolescence,
and adulthood. The questions ad-
dressed specific experiences that
mothers might have had (for exam-
ple, “Were you ever physically hurt by
a parent or someone else: hit,
slapped, beaten, shaken, burned, or
anything like that?” “Has anyone ever
sexually assaulted or raped you?”).
Endorsement of any victimization
item resulted in the person’s classifi-
cation as having been victimized.

In addition, mothers reported on re-
cent intimate partner victimization,

using the Conflict Tactics Scale—Cou-
ple form (CTS) (29). The CTS meas-
ures the frequency of specific acts
used by the mothers’ romantic part-
ners in response to conflict. Mothers
were asked to report on incidents of
physical and psychological aggression
that had occurred in the prior three
months. The CTS was administered
only to mothers who reported having a
current romantic partner; those with-
out a romantic partner were assigned a
level of zero in regard to recent physi-
cal and psychological intimate partner
victimization.

Assessment of mothers’ function-
ing included depressive symptoms,
physical health, and social support.
Mothers’ depressive symptoms were
assessed with the Center for Epi-
demiologic Studies Depression Scale
(CES-D) (30). Mothers’ physical
health was assessed with a global
question about current health status
(rated as poor, fair, good, or excel-
lent), which is one of the most reli-
able and widely used indicators of
physical health functioning (31). For
these analyses, mothers’ health status
was dichotomized into poor or fair
versus good or excellent. Mothers’ so-
cial support was assessed with a mod-
ified version of the Duke–University
of North Carolina Functional Social
Support Questionnaire (32).

Analyses
First, descriptive bivariate statistics
tests (chi square analyses and analysis
of variance) were conducted for the
potential predictors across the four
levels of service engagement. Next,
three logistic regression analyses were
conducted to examine predictors of
mothers’ level of service utilization,
defined by four levels of engagement:
considering versus not considering
services, receiving versus considering
but not receiving services, and receiv-
ing services and satisfied with them
versus receiving services and not satis-
fied with them. In these logistic re-
gression analyses, all predictors were
entered simultaneously.

Results
Potential predictors across four
levels of service engagement
Table 1 presents descriptive statistics
for potential predictors across four

levels of engagement in mental
health services. Demographic infor-
mation, prior experiences with serv-
ices, exposure to trauma, and func-
tioning all showed significant bivari-
ate differences across the four levels
of service engagement. Of the demo-
graphic characteristics, race and mar-
ital status were strongly associated
with level of service utilization. All of
the variables examined in terms of
prior system involvement (that is,
child welfare involvement, prior
mental health services for the moth-
er, and prior mental health services
for the child) predicted level of serv-
ice engagement. In trauma exposure,
all examined variables (physical and
sexual victimization during childhood
and adulthood and physical and psy-
chological intimate partner victimiza-
tion) were associated with engage-
ment in services. Finally, all indica-
tors of functioning examined (de-
pressive symptoms, general health,
and social support) were associated
with level of engagement in services.
For subsequent analyses (the logistic
regression), the variables family in-
come and years of education were
not retained because they did not
show any significant differences
across group membership.

Prediction of mothers’
engagement in services
The regression analyses are present-
ed in Table 2. As indicated, significant
unique predictors of considering
mental health services included being
formerly married (versus married),
receiving services previously and be-
ing satisfied with them (versus not
having received services), having ex-
perienced physical victimization as an
adult, having experienced psychologi-
cal victimization by an intimate part-
ner, and higher levels of depressive
symptoms.

In contrasting mothers who re-
ceived services with those who con-
sidered but did not receive services,
we found only one significant unique
predictor: being formerly married
(versus currently married). Finally,
two factors uniquely distinguished
between participants who received
and were satisfied with services and
those who received services and were
not satisfied; mothers who had not ex-
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perienced sexual victimization as
adults were more likely to be satisfied
with mental health services, as were
participants who reported higher lev-
els of social support.

Discussion
Predictors of mental health services
were examined across four domains
(demographic characteristics, prior
experience with services, trauma ex-

posure, and current functioning) in a
large sample of mothers of children at
risk of maltreatment. Engagement
with mental health services appeared
to be determined by multiple factors,
with unique contributions from each
of the four domains examined, and to
vary depending on the stage of en-
gagement.

Several factors, from each of the four
domains examined, distinguished

women who considered seeking men-
tal health services from those who did
not. Two forms of trauma (physical
victimization as an adult and psycho-
logical intimate partner victimization)
were associated with increased likeli-
hood of considering services. Al-
though treatment engagement with
trauma survivors can be challenging
(33), it appears that such survivors
are, in fact, open to receiving servic-

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � September 2012   Vol. 63   No. 9991166

TTaabbllee  11

Sample characteristics and bivariate relationships between service use and potential predictors for 909 mothers of six-year-
old childrena

Considered Received services
services,

No services not received Not satisfied Satisfied
(N=695) (N=75) (N=38) (N=101)

Characteristic N % N % N % N %

Demographic
Race

White 152 22† 25 33 17 45‡ 33 33‡

African American 440 61† 35 47 13 34‡ 47 47‡

Other 103 15 15 20 8 21 21 21
Marital status

Married 206 30† 23 31 11 29† 22 22‡

Formerly married 131 19† 19 25 16 42‡ 36 36‡

Single 354 51† 33 44 11 29‡ 43 43
Age (M±SD years) 32.55±9.93† 33.19±8.37 34.03±8.92 34.75±7.41‡

Education (M±SD years) 11.50±1.98 11.74±2.38 11.29±2.92 11.77±2.21
Family income ($, in thousands) 18.95±13.40 17.65±11.75 19.05±12.00 20.40±12.95

Past involvement with services
Child reported to child protective

services 331 48† 52 69‡ 29 76‡ 74 73‡

Mental health services for mother
None 459 74† 32 44 13 36‡ 27 29‡

Considered 60 10 12 17 4 11 9 10
Received, not satisfied 37 6† 6 8 5 14‡ 14 15‡

Received, satisfied 62 10† 22 31‡ 14 39‡ 42 46‡

Mental health services for child
None 489 79† 44 60† 14 39‡ 52 57
Considered 43 7† 10 14 8 22‡ 10 11
Received, not satisfied 31 5† 12 16‡ 5 14‡ 9 10
Received, satisfied 55 9† 7 10† 9 25‡ 20 22‡

Mother’s exposure to trauma
Childhood physical 179 29† 33 47‡ 25 70‡ 49 53‡

Childhood sexual 186 30† 41 58‡ 24 67‡ 53 58‡

Adult physical 256 42† 48 68‡ 29 81‡ 68 74‡

Adult sexual 62 10† 18 25‡ 19 53§ 24 26‡

Intimate partner violence
Psychological (M±SD score)b 1.96±4.02† 3.90±5.78‡ 3.21±5.03 2.94±5.34‡

Physical (M±SD score)c .31±.65† .70±2.92 1.47±5.47‡ .39±1.56†

Functioning
Depression (M±SD score)d 11.43±9.80† 17.21±12.99‡ 20.00±12.55‡ 15.83±12.11§

General health (fair, poor) 155 22† 30 40‡ 12 32 34 34‡

Social support (M±SD)e 39.37±9.07† 34.53±9.56‡ 33.13±8.84‡ 36.89±8.68§

a Values in the same row with different superscript symbols were significantly different (p<.05) in post hoc analyses.
b Possible scores range from 0 to 6, with higher values indicating greater trauma.
c Possible scores range from 0 to 9, with higher values indicating greater trauma.
d As measured with the Center for Epidemiologic Studies Depression Scale. Possible scores range from 0 to 60, with higher values indicating more se-

vere depression.
e As measured with the Duke–University of North Carolina Functional Social Support Questionnaire. Possible scores range from 14 to 70, with higher

values indicating better functioning.



es. One might suppose women who
are being emotionally or verbally
abused would be less likely to receive
external encouragement to get help
because there would be less opportu-
nity for intervention than if they went
to an emergency department for
physical victimization. On the other
hand, dissatisfaction in their relation-
ship with their partner may motivate
these women to seek counseling,
whereas those who have experienced
physical victimization may prioritize
services that are not primarily mental
health focused.

Symptoms of depression were also
associated with consideration of men-
tal health services. Formerly married
women were more likely than mar-
ried or single women to consider
mental health services, consistent

with nationally representative re-
search with a general population sam-
ple (1). It is striking that only one
variable distinguished between
women who considered mental
health services and women who re-
ceived such services. It is possible
that practical barriers to services are a
key determinant (6), and we did not
examine practical barriers. Alterna-
tively, this finding may be related to
power issues or because a cluster of
covarying factors predicted receipt of
services. In particular, the effects of
physical victimization in the mother’s
childhood approached significance in
these analyses.

Satisfaction with services was asso-
ciated with two factors: lower rates of
adult sexual victimization and high
levels of social support. Prior research

has suggested the positive role that
social support can play in facilitating
successful mental health treatment
(18). The finding that women with re-
cent sexual victimization were espe-
cially unlikely to be satisfied with
mental health services is provocative.
One area of future investigation is the
way that such victimization interacts
with therapist characteristics, such as
gender, as well as with types of men-
tal health services to predict client
engagement. Perhaps mothers who
experience adult sexual victimization
by men are less inclined to be satis-
fied with male treatment providers.
Similarly, women receiving group
therapy may be less satisfied with
these services if they are uncomfort-
able disclosing trauma in a group set-
ting. Finally, the services received
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Logistic regression analyses for predicting level of engagement in mental health services among 909 mothers of six-year-old
children

Considered (N=214) versus Received (N=139) Satisfied (N=101) versus
not considered (N=695) versus considered (N=75) not satisfied (N=38)

Characteristic OR 95% CI p OR 95% CI p OR 95% CI p

Demographic
Race (reference: white)

African American .67 .40–1.11 .12 1.34 .52–3.48 .55 1.66 .43–6.38 .46
Other .84 .47–1.49 .55 .82 .31–2.13 .68 .65 .17–2.51 .53

Marital status (reference: married)
Formerly married 2.37∗ 1.33–4.22 <.01 2.93∗ 1.13–7.62 .02 1.36 .32–5.70 .68
Single 1.72 .98–3.05 .06 1.70 .62–4.62 .30 2.37 .46–12.16 .30

Age (years) 1.01 .98–1.03 .60 1.03 .99–1.08 .17 1.00 .93–1.07 .95
Prior experience

Child reported to child
protective services 1.33 .85–2.08 .21 1.02 .46–2.29 .95 .71 .19–2.65 .62

Mother’s prior use of mental
health services (reference: none)

Considered 1.32 .71–2.43 .38 .83 .28–2.47 .74 2.46 .42–14.40 .32
Received, not satisfied 1.58 .79–3.16 .20 2.56 .77–8.44 .12 3.89 .70–21.63 .12
Received, satisfied 4.73∗ 2.90–7.71 <.01 1.53 .69–3.41 .30 2.29 .68–7.67 .18

Child’s prior use of mental
health services (reference: none)

Considered 1.85 .98–3.50 .06 1.80 .65–4.79 .26 .58 .14–2.46 .46
Received, not satisfied 1.86 .93–3.74 .08 .55 .19–1.60 .27 1.11 .20–6.15 .91
Received, satisfied 1.54 .86–2.76 .15 2.74 .91–8.22 .07 1.04 .27–4.03 .95

Mother’s exposure to trauma
Childhood physical 1.25 .81–1.96 .31 1.98 .95–4.14 .07 .59 .19–1.82 .36
Childhood sexual 1.24 .80–1.94 .34 .84 .39–1.79 .65 .94 .32–2.76 .91
Adult physical 1.64∗ 1.06–2.55 .03 1.08 .48–2.42 .85 1.60 .42–6.06 .49
Adult sexual 1.54 .92–2.57 .10 1.18 .52–2.69 .70 .30∗ .10–.91 .03
Intimate partner violence

Psychological 1.06∗ 1.01–1.11 .03 1.01 .93–1.07 .91 1.04 .92–1.02 .54
Physical 1.00 .91–1.10 .99 1.00 .89–1.14 .93 .90 .74–1.10 .22

Functioning 
Depressive symptoms 1.02∗ 1.01–1.04 .02 1.00 .97–1.03 .84 .97 .93–1.02 .22
General health fair or poor 1.32 .86–2.03 .21 .59 .28–1.23 .16 1.68 .55–5.11 .36
Social support .98 .96–1.00 .07 1.02 .98–1.06 .37 1.06∗ 1.01–1.13 .04

∗p<.05



may not be focused on trauma. Qual-
itative research has suggested that
women with trauma histories that are
not addressed by their therapists tend
to be dissatisfied with treatment (6).

In considering these results, it is
important to keep in mind several
limitations of this study. First, in com-
paring this study with other studies of
mental health service utilization, it is
important to note that the
LONGSCAN studies oversampled
for exposure to trauma and child wel-
fare involvement. This is understand-
able, given that the focus of the
LONGSCAN studies was child mal-
treatment, but it should lead to some
caution in interpreting the results.
Also, given the child welfare focus,
the research participants were more
likely than the general population to
have low incomes and to be members
of racial-ethnic minorities, especially
African Americans. Perhaps for these
reasons, the respondents reported
lower rates of service use than sam-
ples in the general population (1) and
other high-risk samples (10). Finally,
the subgroups among the women
who considered services were rela-
tively small, influencing power to de-
tect effects. Power may also have
been an issue overall, given the num-
ber of variables examined.

Another set of caveats relates to the
assessment of the variables in the
study. Like most research in this area,
these analyses relied on self-report of
service utilization. Such self-reports
are typically valid (34) but should be
viewed as provisional. Most of the
predictors (history of victimization
and previous use of services) were
also assessed via self-report. Finally, it
is important to keep in mind that we
assessed satisfaction with mental
health services, which is a proxy indi-
cator of engagement or persistence in
treatment. Quality or effectiveness of
services is an important area for fu-
ture examination.

Conclusions
With these limitations in mind, there
are several conclusions that can be
drawn from this research. First, it is
important to highlight the need to be
broader in the assessment of mental
health services. Recent research has
highlighted the importance of exam-

ining adequacy of (35) as well as satis-
faction with services (6). Given the
differences found among those who
received satisfactory treatment, those
who received unsatisfactory treat-
ment, and those who only considered
treatment, this investigation under-
lines the need for research to move
beyond the dichotomy of receipt ver-
sus nonreceipt of mental health serv-
ices as an outcome (6).

This research identified, in addi-
tion to those who did not seek servic-
es, those who reported receipt of un-
satisfactory treatment and those who
considered treatment but did not re-
ceive it. Implicit in this way of assess-
ing treatment is the notion that satis-
factory treatment is the goal. Women
who have experienced recent physical
victimization or significant intimate
partner conflict, as well as women
with depressive symptoms, are likely
to consider receiving mental health
services. This consideration may be
fostered through motivational inter-
viewing or referral to mental health
services by their general medical con-
tacts.

Few factors distinguished between
mothers who considered services and
those who received them, suggesting
that more work is needed in under-
standing the process by which those
contemplating services actually re-
ceive them. Practical barriers such as
child care, cost, and distance from
treatment sites, may be key factors
(6). Mothers with high levels of social
support were likely to be satisfied
with the mental health services they
received, suggesting that social func-
tioning may be an important metric
by which they evaluate the effective-
ness of services. Health care
providers would likely benefit from
asking about social support and en-
gaging patients’ social networks. Fi-
nally, women with recent sexual trau-
ma were especially unlikely to be sat-
isfied with the mental health services
they received. This suggests the im-
portance of tailoring interventions for
women who have experienced such
trauma with a focus on their per-
ceived needs (9). Given the high
number of women with prior child
welfare involvement in this sample,
these findings also highlight that
comprehensive needs assessments

are necessary, not simply for child vic-
tims of maltreatment, but for their
mothers as well.
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