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Abstract American Indian (AI) parents of children

involved with child welfare were compared to White,

Black and Hispanic parents on mental health and

substance abuse problems and access to treatment.

Data came from the National Study of Child and

Adolescent Well-Being, a longitudinal study of a

nationally representative sample of children aged

0–14 years involved with child welfare. Weighted

statistics provided population estimates, and multivar-

iate logistic regression was used to predict the likeli-

hood of caregivers receiving mental health or

substance abuse services. There were significant dis-

parities in the likelihood of receiving mental health,

but not substance abuse, services. Unmet need for

mental health and substance abuse treatment charac-

terized all parents in this study. AI parents fared the

worst in obtaining mental health treatment. Parents of

children at home and of older children were less likely

to access mental health or substance abuse treatment.

Keywords Child welfare � Mental health � Substance

abuse � American Indian � Disparities � Parents

Introduction

Mental health and substance use disorders are major

public health problems affecting millions of American

families each year and generating costs to individuals

and society estimated in the billions of dollars (US

Department of Health and Human Services, 1999a, b).

The Surgeon General’s Report on racial and ethnic

disparities (US Department of Health and Human

Services, 2001) concluded that African-Americans and

Hispanics may not be at differential risk compared to

Whites for mental disorders after accounting for

differences in demographics; this conclusion was based

on national studies in which American Indians (AIs)

did not comprise a large enough sample for indepen-

dent estimation (Kessler et al., 1994; Robins & Regier,

1991). Existing evidence suggests the AIs suffer from

increased morbidity and mortality compared to the rest

of the US (Sue & Chu, 2003; US Department of Health

and Human Services & Service, 1997). Studies of AI

populations report high rates of mental and addictive

disorders, especially alcohol problems and trauma

(Beals et al., 2002, 2005; Kinzie et al., 1992; Kunitz,

Gabriel, & Levy, 2000; Kunitz et al., 1999; Robin,

Chester, Rasmussen, Jaranson, & Goldman, 1997).
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Many adults who suffer from these problems are also

parents, and studies have demonstrated negative con-

sequences for the children of parents with unmanaged

serious mental health and substance abuse problems.

Studies revealed poorer developmental outcomes on

physical, cognitive, and social dimensions and increased

risk for emotional problems and substance use them-

selves (Semidei, Radel, & Nolan, 2001; US Department

of Health and Human Services, 1999a; Walsh, MacMil-

lan, & Jamieson, 2003). One acute consequence could

be child abuse or neglect, problems in AI communities

that outpace reported rates in the US general popula-

tions (Libby et al., 2004a, b). Ensuring child safety is

the primary goal of the child welfare system in the US,

which also serves as an entryway for services for child

and parental mental health or substance abuse prob-

lems (US General Accounting Office, 2003). As many

as 40–80% of families involved with the child welfare

system have had substance abuse problems, although

there are no established and comprehensive ways of

measuring this nationally (Mannes, 1993; Semidei et al.,

2001; US Department of Health and Human Services,

1999a).

The provision of services to AI families involved in

the child welfare system is made more complex by the

fact that these families are likely to come under the

jurisdiction of the Indian Child Welfare Act (ICWA).

Passed in 1978 in response to well-documented

excesses in the out-of-home placement of AI children

(Mannes, 1993), ICWA established tribal authority

over custody determinations for AI children. ICWA

required states to determine possible tribal affiliation

and give notice to the child’s parents, custodians, and

tribe at the commencement of any of legal proceedings

such as adoption. It also established preferences for the

placement of AI children in their families or in tribally

approved placements (Jones, Gilette, Painte, & Paul-

son, 2000; Matheson, 1996). Finally, ICWA authorized

funding for tribally administered child welfare services

and family assistance programs targeted toward pre-

venting the breakup of AI families. Funding has been

insufficient to support full implementation; initial

funding only met 25% of the need and, even now,

leaves many tribes with only one child welfare worker

(CWW) (Cross, Earle, & Simmons, 2000). Given

problems achieving psychiatric care for parents in the

child welfare system more generally (Child Welfare

League of America, 2001; US Department of Health

and Human Services, 1999a), and persistent problems

in the implementation of the ICWA (Cross et al.,

2000), there is an urgent need to better understand how

AI parents fare when they come into contact with the

child welfare system.

This paper draws on a nationally representative

sample of children involved in child welfare systems to

estimate the extent of mental health and substance

abuse problems among caregivers, and to assess

disparities in health care by comparing the experiences

of AI parents with those who are White, Black and

Hispanic. We measure the extent to which assessments

and referrals are made, and services received, and

reasons for not receiving services when known. Among

those parents for whom some need was established, we

enumerate the types of mental health and substance

abuse services received and use multivariate models to

assess relationships between characteristics of the

caregiver, the associated child, and receiving services.

Methods

Survey Design

The National Study of Child and Adolescent Well-

Being (NSCAW) is a longitudinal study that consists of

two cohorts of children ages 0–14 who had contact with

the child welfare system. The cohort used in these

analyses included 5,501 children who were the subject

of an investigation of child abuse or neglect conducted

by Child Protective Services between October 1999

and December 2000. These children were followed in

order to obtain interviews at baseline and four waves at

approximately 12 months (Wave 2), 18 months (Wave

3) and 36 months after the close of the investigation

(Wave 4 is nearing completion). At each data collec-

tion time point there were four possible respondents

for each child—the child, his or her current caregiver,

his or her teacher (if school aged), and a CWW or

service worker. The analyses presented here are based

on information from CWW and current caregiver

respondents. The study procedures defined the current

caregiver as the caregiver who was ‘‘most knowledge-

able about the child,’’ with a hierarchy established,

preferring the child’s mother, in situations where there

were multiple caregivers. Waves 1 and 3 were used for

the analyses here because Wave 4 was not yet publicly

available. Data from Wave 2 were used to replace

missing data from Wave 3 when applicable.

NSCAW involved two stages of sampling, first from

primary sampling units (PSUs) represented by county

child welfare agencies, and second children from lists

of closed investigations or assessments within those

PSUs, with infants, victims of sexual abuse, and youth

receiving ongoing services over-sampled. PSUs were

divided into nine strata, one for each of eight key states

and a ninth that comprised the remainder of the states.
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To produce national estimates these nine strata are

combined, as in this analysis (Barth et al., 2002;

Biemer, Liu, Iannacchione, Bryron, & Cano, 1998).

In order to allow for population-based estimates that

closely approximate children in the child welfare in the

United States, analysis weights were calculated in two

steps corresponding to the stages of the sample design.

Additional detailed information about the NSCAW

study design and weight derivation is published else-

where (Dowd et al., 2002).

For these analyses, data from the current caregiver

and the CWW were used at the baseline and 18 month

interviews. Since the unit of analysis here was the

current caregiver, only caregivers who were constant

between baseline and 18 months (N = 3,425) were

included in these analyses. Data were drawn from the

12-month interview to fill in missing 18-month

responses if the same caregiver responded to both

interviews. Approval for this analysis was obtained by

the institution of the primary author (University of

Colorado Multiple Institutional Review Board).

Measures

Caregiver Characteristics and Risk Factors

At baseline, the CWW was asked to identify via

checklist caregiver risk factors that were present at the

time of the investigation. They were: serious problems

with alcohol or drugs, serious mental health or emo-

tional problems, cognitive impairment, physical

impairment, impaired parenting (i.e., poor parenting

skills, inappropriate or excessive discipline), monetary

problems (i.e., problems paying for basic necessities),

and active/current domestic violence. The first two

items were also combined into serious alcohol/drug/

mental health/emotional problems (ADM).

The race/ethnicity of the caregiver was categorized

as AI, Black/non-Hispanic (Black), White/non-His-

panic (White), Hispanic, and other/unknown, with AI

being the referent group. A respondent was catego-

rized as AI if the caregiver endorsed AI as their own

race or ethnicity alone or in combination with any

other racial or ethnic group. Racial and ethnic groups

as defined in this study were mutually exclusive.

Caregiver gender was also used in these analyses, with

females being the referent group.

Caregiver Assessments, Referrals and Service Receipt

At 12 and 18 months the CWW was asked questions

regarding assessments and referrals made for each

caregiver and services received by the caregiver since

the last interview. The CWW indicated if a formal

assessment was made for a problem with alcohol or

drug use and for a mental health or emotional problem.

If assessments were made, the results of these assess-

ments were indicated (serious impairment, moderate

impairment, little or no impairment, and could not be

determined). The CWW also indicated if a referral was

made for an ADM. If a referral was made, the CWW

indicated whether the caregiver received the services

and if so, of what type. If a referral was not made, the

CWW indicated reasons why, which included that the

parent was already receiving the service. The CWW

also indicated reasons why services were not received

after a referral.

If a child and his/her family were not receiving any

type of child welfare services after baseline, no CWW

interview was done for that wave. For these instances,

it was assumed that no assessments or referrals were

made through the child welfare system and that no

services were received for ADM. Because the skip

pattern in the interview was conditional on service

referral or receipt, the lack of interview was recoded as

no service rather than allowing those observations to

be recorded as missing values.

Children Characteristics

The child’s placement at baseline was categorized as

in-home versus out-of-home, with out-of-home being

the referent group. Children residing in an urban PSU

were compared to children in a rural PSU. Children’s

age at baseline was categorized as less than 3 years old,

3–5 years old, 6–10 years old, and 11 years and older,

with the oldest group being the reference.

The type of maltreatment that instigated the initial

investigation was identified by the CWW using a

modified Maltreatment Classification Scale (Manly,

Cicchetti, & Barnett, 1994). Categories included phys-

ical, sexual, and emotional abuse, failure to provide,

failure to supervise, abandonment, moral/legal mal-

treatment, educational maltreatment, exploitation, and

other types of neglect. For these analyses, physical,

sexual and emotional abuse were grouped and com-

pared to all other types of maltreatment/neglect.

Data Analysis

The sample considered for these analyses was com-

posed of children whose associated caregivers were the

same at baseline and 18 months (N = 3,425). In order

to obtain population-based estimates to describe the

sample, weighted descriptive statistics that are nation-

ally representative were obtained using the analysis
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weights and STATA svy procedures. Weighted

percentages and 95% confidence intervals are reported

in the tables.

Weighted multivariate logistic regression was used

to estimate the effect of baseline caregiver and child

characteristics and caregiver risk factors on caregiver

service receipt at 18 months, with service receipt for

substance use problems and mental health problems

modeled separately. Only caregivers from the sample

who had a baseline ADM (n = 1,093) wvere included

in these models since service use would be conditional

on need. Weighted odds ratios and 95% confidence

intervals are reported in Table 1, with significance at

both P < .05 and P < .01 indicated.

Caregivers Who Were Not the Same at Each Time

Point

The sample used in these analyses (n = 3,425, or 62%

of the sample) was compared to the sample of

caregivers who were different subsequent to baseline

(n = 2,076) with respect to baseline child and caregiver

characteristics. The caregivers who were the same at

baseline and 18 months had significantly more female

caregivers (P < .01) and significantly more of the

caregivers had their children in-home at baseline

(P < .01). With respect to baseline risk factors, signif-

icantly fewer of these caregivers had a serious problem

with substance use (P < .01), a serious mental health or

emotional problem (P < .05), parenting impairment

(P < .01), and monetary problems (P < .01). Thus the

analyses reported here relate to that subset of families

with less severe ADM problems who may have a

greater chance for retaining custody of their chil-

dren—a group that may especially benefit from ADM

services to maintain the families intact.

Results

Table 2 presents descriptive statistics for the sample of

caregivers who were the same at baseline and Wave 3

Table 1 Predicting service
use at Wave 3 among those
with baseline ADM
problemsa

a Sample was caregivers who
were the same at baseline and
Wave 3 and had an ADM
problem at baseline
(n = 1093)

ADM = mental health/
emotional and/or substance
use problem

OR = odds ratio

Sample sizes are unweighted
while population estimates
were calculated using survey
weights to account for
sampling and non-response

**P < .01, *P < .05

Mental health services
received

Substance abuse
services received

OR (95% CI) OR (95% CI)

Race/ethnicity
American Indian 1.00 – 1.00 –
White 7.45 (1.72, 32.26)** .47 (.17, 1.26)
Black 3.09 (.76, 12.62)** .39 (.11, 1.35)
Hispanic 10.47 (2.62, 41.76)** .39 (.09, 1.66)

Child’s age
<3 years 1.33 (.44, 4.04) 1.96 (.76, 5.02)
3–5 years 3.64 (1.20, 11.07)* .41 (.12, 1.35)
6–10 years .90 (.32, 2.49) .72 (.24, 2.20)
11–14 years 1.00 – 1.00 –

Caregiver gender
Male 1.00 – 1.00 –
Female 1.36 (.30, 6.11) .90 (.32, 2.53)

Child placement at baseline
Out-of-home 1.00 – 1.00 –
In-home .61 (.30, 1.24) .43 (.24, .78)**

Urbanicity
Urban 2.24 (1.00, 5.03) 1.93 (.87, 4.27)
Rural 1.00 – 1.00 –

Maltreatment type
Abuse .74 (.31, 1.76) .58 (.30, 1.11)
Neglect/other maltreatment 1.00 – 1.00 –

Caregiver ADM problems at baseline
Both MH and substance use problem 1.35 (.57, 3.21) 1.01 (.58, 1.74)
Substance use problem only .36 (.19, .68)** 1.00 –
MH problem only 1.00 – .09 (.04, .21)**

Other caregiver risk factors at baseline
Physical impairment .64 (.26, 1.60) .95 (.29, 30.7)
Impaired parenting skills 1.05 (.49, 2.25) 1.92 (.91, 4.03)
Monetary problems .92 (.56, 1.51) 1.24 (.75, 2.05)
Domestic violence .81 (.36, 1.83) 1.29 (.59, 2.80)

N 982 970
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(n = 3,425). One-half (51.1%) of the caregivers were

White, 4.6% were AI, 16.0% Hispanic, and 25.3%

Black. The caregivers were primarily female (93.0%),

with only 219 male caregivers in the sample. The

proportion of White caregivers living in a rural PSU

(35.9%) was the highest among the different race

groups, followed by AI caregivers (24.4%). With respect

to the caregivers’ children who were subjects of the

investigation of maltreatment, 95.1% were in-home at

the time of the investigation. Fifty-eight percent of AI

families had a form of neglect or some other maltreat-

ment type reported, slightly higher than the average.

Overall, 21.4% of these caregivers had ADM at the

time of the investigation, as assessed by the CWW. The

average prevalence of mental health and emotional

problems was 13.8%; AI caregivers had the highest

prevalence of mental health and emotional problems

(23.4%), compared to 6.4% of Hispanic and 16.5% of

Black caregivers. Substance use problems, however,

were indicated less frequently for AI caregivers (7.5%)

compared to White (13.2%) and Black (11.3%) care-

givers. Hispanic caregivers had the lowest prevalence

of substance use problems (6.1%).

Other risk factors assessed for caregivers at the time

of the investigation included cognitive and physical

impairment, impaired parenting skills, trouble paying

for basic necessities, and active domestic violence

(DV). Although 51.6% of all caregivers had at least

Table 2 Descriptive statistics at baseline by race/ethnicitya

AI White Black Hispanic Other/unknown Total

% (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Child’s age

<3 years 33.9 (17.6, 55.1) 20.0 (17.3, 22.9) 18.2 (14.3, 22.8) 12.0 (8.0, 17.7) 20.2 (11.3, 33.4) 18.9 (16.7, 21.3)

3–5 years 9.9 (4.8, 19.2) 18.8 (16.0, 21.9) 20.3 (15.5, 26.2) 23.4 (13.6, 37.3) 35.9 (19.2, 56.8) 20.0 (17.7, 22.6)

6–10 years 31.3 (16.1, 52.0) 38.5 (34.8, 42.3) 34.4 (28.4, 40.9) 41.1 (27.3, 56.6) 36.6 (18.1, 60.0) 37.5 (34.1, 41.0)

11–14 years 25.0 (13.7, 41.1) 22.8 (19.5, 26.5) 27.1 (22.2, 32.7) 23.4 (15.9, 33.1) 7.4 (1.6, 28.6) 23.6 (21.2, 26.3)

Caregiver gender

(female)

90.8 (73.9, 97.2) 91.0 (87.7, 93.4) 95.1 (91.1, 97.3) 95.6 (88.3, 98.4) 98.6 (96.3, 99.5) 93.0 (91.0, 94.5)

Child in-home at

baseline

97.6 (94.7, 98.9) 95.3 (93.1, 96.8) 93.8 (91.0, 95.8) 95.7 (87.8, 98.6) 97.2 (90.3, 99.2) 95.1 (93.5, 96.4)

Urban residence 75.6 (52.4, 89.7) 64.1 (48.3, 77.4) 82.4 (63.2, 98.8) 96.4 (89.0, 98.9) 96.0 (89.0, 98.6) 95.4 (62.9, 84.7)

Maltreatment type

Abuse 41.8 (25.8, 59.7) 47.2 (41.6, 52.8) 34.6 (28.5, 41.3) 59.8 (51.8, 67.2) 56.6 (34.8, 76.1) 46.2 (42.2, 50.3)

Neglect/other

maltreatment

58.2 (40.3, 74.3) 52.8 (47.2, 58.5) 65.4 (58.7, 71.6) 40.2 (32.8, 48.2) 43.4 (23.9, 65.2) 53.8 (49.7, 57.8)

Caregiver MH/substance use problems

Mental health/

emotional

problem

23.4 (11.5, 42.0) 14.3 (10.8, 18.8) 16.5 (11.6, 22.8) 6.4 (3.5, 11.6) 8.8 (3.5, 20.6) 13.8 (11.0, 17.3)

Substance use

problem

7.5 (3.8, 14.3) 13.2 (10.4, 16.6) 11.3 (8.2, 15.4) 6.1 (2.5, 14.1) 2.5 (0.7, 8.9) 11.0 (9.0, 13.3)

ADMb 27.0 (13.9, 45.8) 23.7 (19.1, 29.1) 23.6 (17.8, 30.7) 10.9 (5.5, 20.2) 12.2 (5.0, 26.9) 21.4 (17.7, 25.6)

Other caregiver risk factors

Cognitive

impairment

19.1 (8.2, 38.5) 6.7 (4.8, 9.3) 7.4 (4.7, 11.5) 1.2 (0.5, 3.0) 0.9 (0.2, 3.8) 6.4 (5.0, 8.1)

Physical

impairment

8.3 (3.1, 20.3) 5.5 (3.9, 7.6) 3.8 (2.0, 7.1) 2.8 (1.2, 6.4) 3.3 (0.5, 20.1) 4.7 (3.7, 6.0)

Impaired

parenting

skills

29.8 (15.4, 49.8) 29.1 (24.7, 34.0) 37.3 (30.9, 44.3) 20.3 (12.5, 31.3) 10.4 (5.0, 20.3) 29.2 (25.8, 32.8)

Monetary

problems

15.6 (8.3, 27.4) 22.6 (19.2, 26.4) 20.0 (15.7, 25.2) 23.7 (14.0, 37.2) 18.9 (7.6, 39.8) 21.7 (18.7, 25.0)

Domestic

violence

11.1 (5.3, 21.8) 13.7 (10.6, 17.5) 11.1 (7.9, 15.3) 11.6 (7.0, 18.9) 20.3 (8.2, 41.9) 12.8 (10.8, 15.1)

Any risk factor 52.3 (34.2, 69.9) 51.6 (45.7, 57.4) 54.6 (47.0, 62.0) 48.2 (35.1, 61.5) 45.0 (26.7, 65.9) 51.6 (47.1, 56.0)

Mean no. risk

factors

1.1 (0.6, 1.6) 1.0 (0.9, 1.1) 1.0 (0.8, 1.2) 0.7 (0.5, 0.9) 0.6 (0.3, 0.9) 0.9 (0.8, 1.0)

Total N (%)c 160 (4.6%) 1752 (51.1%) 952 (25.3%) 476 (16.0%) 85 (3.0%) 3425 (100%)

a Sample was caregivers who were the same at baseline and Wave 3 (n = 3425)
b ADM = alcohol, drug or mental health/emotional problems
c Sample sizes are unweighted while population estimates were calculated using survey weights to account for sampling and non-response bias
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one of these risk factors (including ADM), the average

number of risk factors per caregiver was one. The most

common of these other risk factors for AI, White and

Black caregivers was impaired parenting skills, with

prevalences ranging from 29.1% among White care-

givers to 37.3% for Black caregivers. Trouble paying

for basic necessities was the most common risk factor

among Hispanic caregivers (23.7%), and was also fairly

common among AI (15.6%), White (22.6%) and Black

caregivers (20.0%).

Table 3 presents information about formal assess-

ments, referrals and services received by the caregivers

Table 3 Assessments, referrals and service receipt at Wave 3 by baseline ADM problems and race/ethnicitya

AI White Black Hispanic Other/unknown Total

% (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI)

MH/emotional problem at baseline
Formal assessment

done
5.2 (1.2, 19.6) 18.3 (13.3, 24.8) 17.6 (10.2, 28.6) 30.6 (11.6, 59.7) 26.9 (5.5, 69.8) 18.3 (13.6, 24.2)

Result of formal assessment
Serious

impairment
28.7 (3.0, 83.8) 39.7 (20.9, 62.2) 26.4 (9.4, 55.4) 7.6 (2.0, 24.6) .0 – 30.7 (18.1, 47.0)

Moderate
impairment

70.2 (16.1, 96.7) 35.9 (23.0, 51.3) 40.1 (23.1, 59.9) 56.3 (30.2, 79.3) 13.4 (1.8, 39.5) 39.5 (29.8, 50.1)

Little or no
impairment

1.1 (.1, 11.0) 20.6 (10.9, 35.5) 31.9 (16.9, 52.0) 31.5 (9.0, 68.2) 86.6 (43.5, 98.2) 26.7 (17.7, 38.3)

Could not
determine

.0 – 3.8 (1.3, 10.6) 1.5 (.4, 6.6) 4.7 (1.1, 17.8) .0 – 3.1 (1.4, 6.7)

Referred for
services

18.5 (4.6, 51.6) 29.7 (17.7, 45.2) 14.7 (8.2, 24.9) 26.3 (10.6, 51.8) 9.6 (1.9, 37.1) 23.9 (16.3, 33.6)

Received services
as result of
referral

3.2 (.6, 16.2) 25.5 (14.4, 41.0) 10.9 (5.5, 20.5) 23.9 (9.6, 48.2) 9.6 (1.9, 37.1) 19.2 (12.5, 28.2)

Already receiving
services

0.4 (.0, 3.3) 1.2 (.4, 3.4) 1.8 (0.3, 10.9) 14.0 (2.8, 47.4) .0 – 2.2 (.8, 6.1)

Total received
services since
baseline

3.6 (.8, 15.9) 26.7 (15.6, 41.8) 12.7 (6.6, 23.0) 37.9 (24.1, 53.9) 9.6 (1.9, 37.1) 21.4 (14.6, 30.3)

Total N (%)b 34 (7.6) 382 (54.7) 172 (28.5) 62 (7.2) 11 (2.1) 661 (100.0)

Substance use problem at baseline
Formal assessment

done
39.6 (16.8, 68.1) 27.4 (19.5, 37.0) 28.3 (20.3, 37.9) 27.0 (17.9, 38.5) 8.4 (1.1, 41.8) 27.8 (21.9, 34.7)

Result of formal assessment
Serious

impairment
23.3 (6.7, 56.3) 39.9 (20.2, 63.4) 34.7 (21.9, 50.1) 27.9 (7.1, 66.3) 33.0 (2.9, 89.2) 36.6 (22.5, 53.5)

Moderate
impairment

50.8 (19.0, 82.0) 29.3 (17.1, 45.5) 21.1 (12.1, 34.1) 6.2 (7.9, 18.8) .0 – 26.1 (17.7, 36.8)

Little or no
impairment

4.0 (.5, 26.2) 14.5 (7.6, 25.9) 16.3 (9.1, 27.5) 55.7 (15.2, 89.8) 67.0 (10.9, 97.1) 18.6 (10.3, 31.5)

Could not
determine

21.9 (4.0, 65.3) 16.3 (7.3, 32.4) 27.9 (12.8, 50.4) 10.2 (2.6, 32.8) .0 – 18.7 (10.8, 30.4)

Referred for
services

43.8 (19.8, 71.1) 21.6 (16.0, 28.6) 25.6 (18.9, 33.8) 29.1 (19.9, 40.3) 10.2 (1.6, 44.7) 24.0 (19.5, 29.3)

Received services
as result of
referral

36.3 (15.8, 63.4) 14.9 (10.8, 20.3) 16.1 (9.6, 25.8) 13.4 (4.7, 32.5) 2.8 (.3, 24.1) 15.8 (12.1, 20.3)

Already receiving
services

.0 – .3 (.0, 1.3) .4 (.1, 1.5) .5 (.0, 2.5) .0 – .3 (.1, .8)

Total received
services since
baseline

36.3 (15.8, 63.4) 15.2 (10.9, 20.7) 16.6 (10.0, 26.3) 14.0 (5.0, 33.4) 2.8 (.3, 24.1) 16.1 (12.3, 20.8)

Total N (%)b 35 (3.5) 346 (61.6) 231 (24.5) 75 (9.7) 6 (.7) 693 (100.0)

a Sample was caregivers who were the same at baseline and Wave 3 (n = 3425) ADM = mental health/emotional and/or substance use
problem
b Sample sizes are unweighted while population estimates were calculated using survey weights to account for sampling and non-
response bias
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between baseline and 18 months for caregivers who

had an ADM at baseline. Among those with a mental

health problem at baseline (n = 661), only 5.2% of the

AI caregivers received a formal assessment, below the

18.3% sample average. Nearly all of those were

determined to have serious (28.7%) or moderate

(70.2%) impairment. Although Black caregivers were

less likely to be referred for services than the other

groups, AI caregivers were the least likely to receive

services. Fifteen percent of Black caregivers were

referred for services, and 12.7% actually received

services; 18.4% of AI caregivers were referred for

services, but only 3.6% received services. The group

with the highest prevalence of assessments, referrals

and service receipt among those with a baseline mental

health problem was Hispanic caregivers, with 30.6%

receiving a formal assessment and 37.9% receiving

some kind of mental health services.

Among those with a substance use problem at

baseline (n = 693), AI caregivers had the highest

prevalence of assessments, referrals and services

received. Forty percent of AI caregivers with a baseline

substance use problem received a formal assessment,

with 50.8% determined to be moderately impaired.

Nearly twice as many AI caregivers were referred for

substance use services compared to White, Black and

Hispanic caregivers. Forty-four percent of AI caregiv-

ers were referred for services and 36.3% received some

kind of substance abuse service. No AI caregivers were

reported by the CWW as having already received

substance abuse services. Prior access was also not

substantial for other racial and ethnic groups.

Reasons were asked as to why a referral was not

made (not reported in the table; available from

authors); the majority of caregivers were deemed not

to need services, and a small number were already

receiving services. Of those who were referred for

services but did not receive them, most refused the

service(s). Only a few were wait-listed to receive the

service, were ineligible, or had a scheduling or trans-

portation problem.

Figure 1 presents the types of formal services

received. The majority of the caregivers who received

mental health or substance abuse services received

outpatient treatment (which included methadone

maintenance for substance abuse). With respect to

mental health services, 82.9% of AI caregivers

received outpatient services; no AI caregivers received

either inpatient or intensive day treatment. A similar

pattern was seen for AI caregivers receiving substance

abuse services; 80.6% received outpatient services but

none received inpatient services or went through

detox. Overall, very few caregivers received inpatient

or intensive day treatment for mental health problems

in contrast to those for substance abuse problems.

Another small percent of caregivers with substance

abuse problems received detox treatment or partici-

pated in a 12-step program.

Multivariate logistic regression models were used to

predict 18-month receipt of mental health services or

substance abuse services for those caregivers who were

assumed to need services because they had an ADM

problem at baseline (n = 1,093). The samples of

caregivers with mental health and substance use

problems were combined in order to estimate the

effect of having one of these problems versus both on

receiving services. Race/ethnicity had a significant

effect on the receipt of mental health services. AI

caregivers were significantly less likely to receive

mental health services than were White (OR 7.45),

Black (OR 3.09) and Hispanic (OR 10.47) caregivers

(P < .01). Caregivers whose child was pre-school age

were nearly four times more like to receive MH

services than caregivers with an adolescent child

(P < .05). Comorbid problems did not significantly

affect a caregiver’s chance of receiving MH services

compared to having only a MH problem; however,

having only a substance use problem significantly

decreased the chance that a caregiver received services

(OR .36, P < .01).

In the model predicting receipt of substance abuse

services, race/ethnicity was not a significant factor in

receiving services for the major comparative groups.

MH services received by race

0.0
10.0

20.0
30.0
40.0
50.0

60.0
70.0
80.0

90.0
100.0

Inpatient Intensive day Outpatient Other

AI White Black Hispanic Other

Substance abuse services received by race

0.0

20.0

40.0

60.0

80.0

100.0

Inpatient Detox Intensive day Outpatient 12-step
program

Other

AI White Black Hispanic Other

Fig. 1 Types of services received by race/ethnicity
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Caregivers whose child was in-home at the time of the

investigation were almost 60% less likely to receive

substance abuse services than those whose child was in

an out-of-home placement (P < .01). This finding is

consistent with the belief that caregivers whose chil-

dren are in an out-of-home placement are more likely

to receive services in order to get their children placed

back in their homes. Comorbid mental health problems

did not significantly reduce the likelihood of services

compared to having only a substance use problem;

however, having only a mental health problem signif-

icantly decreased the chance that a caregiver received

services (OR .09, P < .01). Other caregiver risk factors

were not significantly related to service receipt in

either model, nor were gender, urbanicity or maltreat-

ment type. Note that cognitive impairment was not

included in either of these models because it was highly

correlated with both baseline substance use problems

and baseline mental health problems.

Discussion

This study used a nationally representative sample of

children and families involved with the Child Welfare

system to compare AI caregivers with White, Black,

and Hispanic caregivers in their need for, and receipt

of, mental health and substance abuse assessment and

treatment. These families were similar on many dimen-

sions of risk for unmet need, although AI families

exceeded the national sample on most risk factors.

Most AI cases investigated involved infants, took place

in urban locales, were associated with something other

than serious abuse, and had well over average preva-

lence of parental mental health or emotional problems.

These data showed racial and ethnic disparities in

referral to, and receipt of mental health services. AI

parents were less often formally assessed than all other

racial groups by orders of magnitude. Although nearly

all AI caregivers were assessed as having serious or

moderate impairment in mental health and were most

often reported by the caseworkers as having a serious

mental or emotional problem, less than 20% were

referred for mental health services provided or paid by

the child welfare agency, and substantially fewer

actually received mental health services as a result of

the referral. This pattern of unmet need for mental

health services was reflected in other racial and ethnic

groups, although unequally. Thus we concluded that

there are currently immense unmet needs for mental

health services among all parents, but especially among

AI parents whose children are involved with the child

welfare system.

Substance abuse treatment services showed similar

unmet need and disparities as mental health services,

although with different patterns. AIs fared the best

among racial and ethnic groups in formal assessment,

referral for, and receipt of substance abuse treatment,

by nearly double the percentages of referral and

service use of Whites, Blacks and Hispanic caregivers.

One hypothesis for this is that these actions reflect the

impact of CWW perceptions of AI alcohol problems,

which may draw on stereotypes, although no data are

available in NSCAW to test this hypothesis. Thus, even

though CWWs reported high mental health problems

and lower than average substance abuse problems

among AI caregivers, the parents were referred to

substance abuse treatment far more often than to

mental health services. Of course, psychiatric comor-

bidity is non-trivial among all of the racial and ethnic

groups, but it is curious that AI parents were granted

far greater access to substance use treatment than to

mental health services. Greater access is a relative

term, of course, and in this case does not necessarily

reflect evidence-based practice; for example, many of

the services received were 12-step programs, which

may be court ordered or even suggested as a ‘‘require-

ment’’ to show fitness as a parent rather than

approaches that are indicated as evidence-based ways

to address parents’ substance abuse treatment needs.

The data source here is an unprecedented collection

of longitudinal information on families that come into

contact with child welfare systems via investigation by

Child Protective Services. In regard to the nature of

the investigation or the means by which a case worker

determines a serious problem is yet a ‘‘black box.’’ The

assessments of risk are of a clinical nature, and some

agencies use more standardized instruments than

others; ultimately, the caseworkers synthesize the

information and make recommendations for services.

One is left to wonder, for example, about the interac-

tion between facing a client with identified cognitive

impairment and caseworker perceptions of serious

alcohol, drug or mental problems. In addition, case-

workers in this study were randomly selected as part of

the agency selection; there is no knowledge or expec-

tation that they receive any special training in cultural

sensitivity or in American Indian issues in particular

that would change their information or decisions about

these cases. Process studies are called for in future

work, first as a descriptive tool and second as a

platform for practice improvement.

Child welfare agencies serve many children in out-

of-home care, including non-relative foster and relative

kinship care in growing numbers, but they also inves-

tigate and serve many times more families for whom
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the children are never removed from parental custody,

i.e., in-home cases. In our multivariate model predict-

ing service receipt, in-home cases were far less likely to

receive either mental health or substance abuse

services. While understandable insofar as the in-home

cases may have less severe situations, this may also

indicate that in-home cases are not receiving services

that may help them to avoid future risk to the child and

out-of-home placement—a pattern that should be

explored in the 36-month NSCAW data.

There was some support for the notion that care-

givers of young children get more attention and more

services because of concern for increased potential of

physical, emotional and developmental harm to the

child. An impaired parent, especially one with an

unmanaged ADM problem, can also be a particularly

salient risk for older children and adolescents, increas-

ing their risk for early substance use problems, emo-

tional problems and health-risking sexual behaviors.

We interpret this finding as mixed when considering

both young and older children.

The complexity of the organization and financing of

child welfare agencies surpasses other public service

systems, and navigating such systems by families could

be a challenge even without the stress of an investiga-

tion. Although ICWA acknowledges tribal authority

over child welfare services to AI families, these

families face, in fact, both tribal and county child

welfare agencies enmeshed in a complex and inconsis-

tent web of funding that requires tribes to coordinate

and share considerable authority with states (Cross

et al., 2000). Child welfare funding issues, combined

with jurisdictional issues, geographic isolation, and

limited resources may be significant barriers to child

welfare personnel who are charged with delivering or

arranging services to AI families in need. Moreover,

over half of AIs in the US live outside of reservations,

exacerbating the difficulties in targeting and coordi-

nating culturally sensitive services to these families. In

this national sample, only 2% of CWW reported that

AI children’s services were eligible for coverage by

ICWA—a figure that certainly strains credibility if

those rules were fully implemented—and raises serious

questions about the extent to which AI parents are

receiving all available services. Education for non-

tribal providers, technical assistance to tribes in iden-

tifying, accessing and utilizing available funding

streams, and facilitation of meaningful partnerships

with states all will be necessary for developing more

coherent and effective service systems. Our findings

suggest that, absent these kinds of efforts, the sub-

stance abuse treatment needs of AI parents may

continue to receive inordinate attention while their

mental health needs are neglected. Concerning in

itself, this disparity may also have important implica-

tions for the development of the children of these

caregivers, which should be explored in greater detail

in additional analyses of the broader NSCAW dataset.

Future research is needed to deepen the inquiry into

nationally representative findings reported herein.

Critical next areas of inquiry include the mechanisms

by which child welfare caseworkers determine needs

for services; the extent of their involvement, if any, in

increasing access and compliance; and how that infor-

mation is used in the context of reunification decisions

and determinations of risk to child safety. Effort

focused on improving services for these families is

likely to advance science and practice, with indirect

benefits as noble as the reducing the intergenerational

transmission of substance use and child maltreatment.
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