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Abstract 

Many individuals seeking behavioral health treatment struggle to establish care. Attrition from treatment is 

also common. There is reason to be concerned that vulnerable populations face disproportionate barriers to 

accessing and sustaining care. The factors contributing to these phenomena are not well understood. The authors 

report the findings from focus groups and individual interviews with adults who have received behavioral health 

treatment and others who were family members of individuals who had received behavioral health treatment. Forty-

five individuals insured by Massachusetts Medicaid (MassHealth), as well as 25 family members of those seeking 

treatment, participated in these sessions, 15 of them with Spanish interpretation. Facilitators sought to identify and 

elucidate modifiable facilitators and barriers to care. Four themes were identified by analyzing transcripts of these 

sessions. These themes were: preferences for demographically concordant clinicians; barriers and facilitators to care 

navigation; the importance of patient-centered clinician behaviors and strong therapeutic alliance; and the benefits 

and risks of family involvement in treatment engagement. Policy recommendations to address barriers and 

facilitators to treatment are reported. 
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Introduction 

Unmet behavioral health needs 

In the United States, one in five individuals are living with behavioral health (BH) conditions. Millions 

more are impacted by symptoms but have not received treatment. (Substance Abuse and Mental Health Services 

Administration, 2021). BH conditions include mental health disorders, such as depression, anxiety disorders, and 

post-traumatic stress disorder, and substance use disorders, such as alcohol or opioid use disorders (Committee on 

Strategies to Improve Access to Behavioral Health Care Services through Medicare and Medicaid et al., 2024). 

Despite the high prevalence of these symptoms and conditions, many individuals struggle to access care due to 

system-level and environmental barriers, including limited-service availability; inadequate clinician training; 

untimely, costly, or unavailable transportation; and insurance coverage issues (Adams, 2025; Derr, 2016; Gunlicks-

Stoessel et al., 2025; Morain et al., 2022; Stein et al., 2018; Tuck & Smith, 2019). 

 

Difficulties establishing care 

The high demand for BH services and the simultaneous shortage of clinicians makes it difficult for many 

individuals to establish care. In communities where services are available, many individuals seeking treatment 

continue to experience significant difficulties in navigating the healthcare system and accessing services (Adams, 

2025; Armoon et al., 2025; Davenport et al., 2023; Gunlicks-Stoessel et al., 2025). Prior research has attempted to 

describe the factors impacting individuals’ ability to access services. One review of cross-cultural barriers to care 

identified four factors that make it difficult to establish care including the individual’s cognition, affect, values, as 

well as physical or structural barriers (Leong, 2011). Stigma is also consistently identified as contributing to 

individual’s reluctance to engage in care (Clement et al., 2014). In addition to stigma, studies of adolescents and 

young adults have identified low levels of mental health literacy and a preference for self-reliance as contributing to 

low motivation to engage in treatment (Gulliver et al., 2010; Lui et al., 2024). 

 

Premature termination of care 

Once individuals initiate BH services, many discontinue care early in treatment, often before improvement 

or remission of their symptoms (Barrett et al., 2008; McGovern et al., 2024; Roos & Werbart, 2013). A literature 

review identified factors such as psychotropic medication non-adherence, individual level attitudes and behaviors 
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(e.g., substance use, perceived stigma), treatment characteristics (e.g., medication side-effects, long treatment 

duration), lack of social supports, healthcare system-related factors (e.g., lack of free access to medicine, healthcare 

clinician shortages), and medication/transportation costs as those associated with discontinuing treatment 

(Semahegn et al., 2020). There is evidence of lower engagement and retention in treatment among racial/ethnic 

minorities (Acevedo et al., 2018; Maura & Weisman de Mamani, 2017; Mennis et al., 2019). 

 

Disparities in access to care 

Mental health and substance use disorder treatment access issues are more pronounced for individuals from 

marginalized racial and ethnic groups (Cook et al., 2017; Lagisetty et al., 2019; Olfson et al., 2023). Additionally, 

there is concern regarding the impact of stigma towards BH treatment and a perceived lack of cultural humility 

among clinicians, yielding distrust among those seeking care (Findling et al., 2022; Lekas et al., 2020; Misra et al., 

2021; Mosher et al., 2017).  

Disparities in access to care have also been found to be associated with geographic- and state-level factors 

(Cummings et al., 2017; Sun et al., 2023). Geographic, payer, and racial/ethnic factors frequently overlap, and 

compound each other, creating even greater barriers for some individuals. Initiatives to improve access to services 

for racial and ethnic minorities have demonstrated modest improvements. For example, programs that bridge 

primary care and specialty care services have demonstrated promise (Asarnow et al., 2015; Interian et al., 2013). 

Payer-based initiatives to decrease barriers to accessing treatment and promote ongoing engagement in treatment are 

needed. In Massachusetts, stakeholders have recommended increasing the diversity of the BH workforce with the 

goal of creating a service system that reflects the diversity of those in need (Lipson et al., 2022). Many of these 

overlapping barriers converge in the Medicaid program, which is the largest single payer for BH services in the 

United States (Tuck & Smith, 2019). Medicaid members experience BH conditions at disproportionately high rates, 

making barriers to establishing and sustaining care especially consequential for this population (Tuck & Smith, 

2019). 

 

Study rationale and objectives 

Although prior studies have described barriers to establishing and sustaining BH care in the general 

population, less is known about how Medicaid members experience these barriers, and the perspectives of the 
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family members who support them are rarely reported. Direct accounts from members and their families can 

identify modifiable barriers that are not apparent in administrative data. Given the barriers and facilitators noted in 

the literature and our goal to expand our understanding of these factors in relation to the specific needs of 

individuals insured by the Massachusetts’ Medicaid program (MassHealth members), our study had two primary 

aims. The first aim was to characterize the lived experiences and perspectives of individuals who had attempted to 

initiate BH treatment for themselves and the experiences of family members who were supporting a relative with 

BH needs. The second aim was to describe the facilitators and barriers to sustaining engagement with BH services 

once care had been established. In the Discussion, we summarize our findings to offer member and family-informed 

insights into modifiable barriers that Medicaid policy and system redesigns have the potential to address. 

 

Methods 

Setting 

MassHealth is the Massachusetts Medicaid and Children’s Health Insurance Program, covering children, 

adults with low incomes, seniors, and people with disabilities. During the study period, from November 2021 to 

February 2022, MassHealth covered approximately two million people, about one in four Massachusetts residents. 

Enrollment was rising throughout this period under the federal continuous coverage requirement in effect during the 

COVID-19 public health emergency and exceeded 2.2 million members by April 2022. Children made up 36% of 

the membership, and adults and children with disabilities were 15% of members (Massachusetts Medicaid Policy 

Institute, 2022). MassHealth is a payer rather than a provider of care. Members receive services from community 

health centers, hospital systems, community mental health centers, and independent clinicians. MassHealth 

members reflect the diversity of the Commonwealth across race and ethnicity, disability status, sexual orientation, 

and gender identity (Massachusetts Medicaid Policy Institute, 2022). MassHealth covers treatment for mental health 

conditions and for substance use disorders. For this study, the geographic region of MassHealth members was 

derived from their zip code and assigned to one of the six MassHealth regions of the state (Northeast, Greater 

Boston, MetroWest, Central, Southeast and Cape, and Western). The behavioral health conditions reported by 

participants were mental health conditions alone or a substance use disorder with or without a co-occurring mental 

health condition (Table 2). The MassHealth behavioral health system has changed substantially since these data 

were collected, as described in the Limitations section. 
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Participants 

Data collection was completed between November 2021 and February 2022. Our study sample included 

two stakeholder groups: (1) MassHealth members (i.e., patients; 18 years or older) who had received or were 

currently receiving BH treatment within the prior year; and (2) family members/caregivers of MassHealth members 

that had received or were currently receiving BH treatment within the last year. For this study, BH treatment was 

defined as treatment for a mental health disorder and/or a substance use disorder. The registration form included two 

screening questions, one confirming a diagnosed BH condition and one confirming BH treatment within the prior 12 

months. Registrants who answered no to either question were excluded and did not complete the remaining 

registration questions. Individuals not enrolled in MassHealth, and those under 18 years of age, were also excluded. 

Family members and caregivers were eligible if the MassHealth member they supported met these criteria, whether 

or not that member also participated. Participants registered and were scheduled in one stakeholder group, either as 

a MassHealth member or as a family member. Whether a participant also occupied the other role was not 

systematically ascertained, so the two groups may overlap to an unknown degree. 

 

Measures 

Semi-structured interview guides. Two guides were developed, one for MassHealth members and one for family 

members and caregivers. The guides were not derived from a published conceptual framework. They began as a set 

of high level questions about access to and continuation of BH treatment, drafted by the evaluation team based on 

the aims of the evaluation, and were then built out in parallel so that both stakeholder groups were asked about the 

same domains from their own vantage point. Development was iterative and took place between July and November 

2021. Feedback was incorporated from the full evaluation team, two expert clinical consultants, and representatives 

of MassHealth’s Office of Behavioral Health. Both guides covered pathways into BH treatment and the referral 

process, initial experiences of treatment, communication between BH clinicians and a member’s other health care 

clinicians, family involvement in care, clinician preferences including language, race and ethnicity, and sexual 

identity, workforce availability and diversity, barriers and facilitators to continuing treatment, and privacy and 

information sharing. The member guide also asked about telehealth and about how family and friends regarded the 

member’s treatment. The family member and caregiver guide also asked about the caregiver’s own role in the 

member’s care, including how that role changed over time and instances in which a caregiver intervened to promote 
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a member’s engagement in treatment. Before data collection began, the family member and caregiver guide was 

rehearsed in mock sessions in November 2021, and notes from those sessions produced revisions to question 

wording, question order, and probes in both guides. The full evaluation team attended the first few member focus 

groups, each of which closed with a debrief to fine-tune questions and prompts. Both guides were drafted in English 

and translated into Spanish by bilingual staff at the authors’ institution. Copies of both guides, in English and in 

Spanish, are provided as Online Resources 1 to 4. 

 

Procedures 

Recruitment. Recruitment flyers and a registration form (Qualtrics, Provo, UT) were developed in English and 

Spanish. A website address to the registration was included on all recruitment materials, as well as a quick response 

(QR) code. The study was reviewed and approved by the authors’ Institutional Review Board; written informed 

consent was waived. A $50 gift card was provided to both member and family member focus group (FG) 

participants. A fact sheet explaining the study and reminding participants of their rights was sent to all selected 

participants prior to the FG. 

Multiple recruitment strategies were employed to obtain a diverse sample including both purposive and 

snowball sampling. Our team worked to increase representation of Spanish-speaking members, so a higher 

percentage were invited. Purposive sampling was used to recruit participants through several channels, including 

distribution of recruitment flyers to relevant listservs, outreach to colleagues working in primary care settings across 

Massachusetts, and posts on social media. To support recruitment of a diverse sample, participating members, 

family members, and interested clinicians were also given recruitment materials to share through snowball 

sampling. 

Registration forms collected demographic information from members and family members including year 

of birth, gender, race/ethnicity, and zip code. The registration form asked what accommodations a participant would 

need in order to take part, including American Sign Language interpretation, Communication Access Real-time 

Translation, help with Zoom software, interpretation or written materials in a language other than English, and 

breaks during the session. Participants who were not comfortable using Zoom software were sent written 

instructions in advance, were offered assistance from a team member, and could take part by telephone instead. 

Contact information was collected to schedule participation. Members had the option of including a family 
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member’s contact information so they could be invited to register. Members and family members were selected 

from the registrations using quota sampling to obtain demographic breadth across age, gender, race/ethnicity, and 

geographic region. Quotas were set on these demographic characteristics rather than on the balance between the two 

stakeholder groups, and no target number was set for members or family members. Registration and participation 

were individual, and although a member could supply a family member’s contact details for an invitation, members 

and family members were not recruited or paired as dyads. Reasons for non-participation were not collected. 

Registrants who were not selected were not contacted further, and selected participants who did not attend were not 

followed up. No participant took part in more than one session. 

 

Scheduling and conducting focus groups. Up to five MassHealth members and family members at a time were 

selected from the registration and invited to each FG. Sessions attended by only one invited participant proceeded as 

individual interviews using the same guide. Two bilingual English and Spanish speaking consultants assisted in 

responding to project inquiries and scheduling. Spanish-speaking members and family members were scheduled 

into focus groups separate from English-speaking participants, and one of the two consultants co-facilitated all of 

those groups. These groups used consecutive interpretation in which the lead interviewer asked each question in 

English, the consultant interpreted the question into Spanish and then interpreted participants’ responses back into 

English. Fifteen of the 70 members and family members (21%) participated with interpretation. FGs were conducted 

by one lead interviewer from the evaluation team and one or two other team members to co-lead, assist with 

logistics, and take notes. FGs were scheduled for 90 minutes and took place remotely over Zoom. Each FG 

participant was provided with the fact sheet. FGs were audio-recorded with the permission of the participants. Gift 

cards were sent via postal mail following FG participation. 

 

Research team and reflexivity 

The evaluation was carried out by a health services research and evaluation team at an academic medical 

center under contract to the state Medicaid agency. The team comprised two clinical psychologists, one health 

services researcher, and three research coordinators, all of whom had prior training and experience in qualitative 

research. Focus groups were led by a licensed psychologist, with one or two additional team members present to co-

lead, assist with logistics, and take notes. Two expert clinical consultants advised on the design of the guides, and 
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two bilingual English and Spanish speaking consultants supported scheduling and provided interpretation. No 

member of the team had a prior clinical, professional, or personal relationship with any participant, and no member 

of the team had any role in participants’ eligibility for MassHealth or in their access to behavioral health services. 

Participants were told at the start of each session that the purpose of the discussion was to bring their experiences to 

the attention of MassHealth, and that neither their names nor other identifying information would be shared with 

MassHealth or with their clinicians. The evaluation team comprised five women and one man. All six team 

members self-identified as White and none spoke Spanish. The team therefore did not share the racial or ethnic 

background or the language of many participants. The Spanish-language sessions depended on the bilingual 

consultants. Several practices were used to surface and check the team’s own influence on the data. A team member 

took notes during every session. Each of the first member focus groups was followed by a full team debrief, and 

debriefs continued through the data collection period as a standing item in team meetings. 

 

Analysis 

Transcription of recordings. A reputable vendor was used to create verbatim transcripts from audio recordings. 

Transcripts were quality assurance checked and uploaded into the mixed-methods software, Dedoose (v 9.4), for 

qualitative analysis. 

Coding of transcripts. We analyzed the transcripts using an inductive thematic analysis following the principles 

outlined by Patton (2015) for the design, conduct, analysis and reporting of qualitative studies. Codes were derived 

from the data rather than from a prior conceptual framework, a shared code book was developed and applied by two 

coders working independently, and intercoder agreement was assessed as a check on the consistency with which 

codes were applied. Initial code development drew on established grounded theory coding techniques, but the study 

did not adopt a grounded theory design and we did not seek to generate theory. Using well established protocols for 

coding qualitative data, four evaluation team members reviewed the transcripts independently to create an initial set 

of codes (Glaser & Strauss, 1967). This process was guided by a careful review of the interview guide to ensure 

representation of all relevant themes discussed by participants. A draft code book was developed from this initial 

process. Team members met regularly to review select excerpts, discuss code applications, and create additional 

codes on an iterative basis until the code book was finalized. Members and family members were coded with the 

same code book and analyzed together, with codes summarized within and across the two groups. 
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Two evaluation team members served as primary coders for all transcripts. An initial transcript was 

selected and coded independently by each of the two primary coders. The two coders then came together to review 

code applications. Inconsistencies were discussed, and revisions were made to the code book as needed. This 

process was repeated until the two coders reached an inter-rater reliability (IRR) level of greater than 80% across 

select transcripts. The final codebook was uploaded to Dedoose. Transcript coding was done independently by the 

two coders. The lead evaluator provided oversight and input where consensus/decision-making was needed and to 

ensure codes were applied consistently. 

We do not report the number or percentage of participants endorsing each theme. The interview guides 

were semi-structured and their questions open-ended, so not every participant was asked every question in the same 

way, and a count of who raised a topic would reflect the flow of each discussion as much as the distribution of 

experience. Focus group data compound this, because an apparent consensus within a group is a property of the 

interaction rather than a sum of the individual views held in the room, and the strength of an opinion cannot be read 

from how often it was voiced (Acocella, 2012; Sim, 1998). We therefore describe the relative prominence of 

findings using consistent verbal descriptors, reporting a finding as shared by nearly all, most, many, some, or a few 

participants, or by one participant, and we make no claim about the prevalence of any experience beyond this 

sample. We use “nearly all” to mean all but one or two of the participants who spoke to a topic, “most” a clear 

majority of them, “many” a substantial share short of a majority, “some” a minority larger than a few, “a few” two 

or three participants, and “one participant” a single voice. 

We did not assess data saturation. Recruitment was governed by the evaluation’s fixed data collection 

window and by quota sampling designed to obtain demographic breadth across age, gender, race/ethnicity, and 

geographic region, rather than by a judgment that no new information was being contributed. Twenty focus groups 

and five individual interviews were conducted. We make no claim that the themes reported here exhaust the range 

of experience among MassHealth members and their families. Transcripts were not returned to participants for 

comment or correction, and participant feedback on the findings was not sought. The final code book is available 

from the corresponding author on request. A completed Consolidated Criteria for Reporting Qualitative Research 

(COREQ) checklist is provided as Online Resource 5. 
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Results 

Participant characteristics 

Twenty focus groups and five individual interviews were conducted between November 2021 and February 

2022. Just over half (56%) of registrants were invited to participate, of whom 72% participated. A total of 45 

MassHealth members and 25 family members participated. The rates of participation were similar for English and 

Spanish speaking members (Table 1). 

 
Table 1 

Recruitment and Participation 
 

 Registrantsa 
Inviteesb  

(% of registrants) 
Participantsc (% of 

invitees) 

Respondent typed 
MassHealth members 123 64 (52%) 45 (70%) 
Family members 51 33 (65%) 25 (76%) 

Primary languaged 
English 139 75 (54%) 55 (73%) 
Spanish 35 22 (63%) 15 (68%) 

Overall 174 97 (56%) 70 (72%) 
aRegistrants – individuals who submitted their registration form 
bInvitees – registrants invited to participate in a focus group or interview 
cParticipants – invitees who participated in a focus group or interview 
dCounts are reported separately by respondent type and by primary language. The two are not cross-tabulated. 
 

About one-fifth (21%) of participants used Spanish interpretation in the FGs and interviews. Two-thirds 

(66%) of MassHealth members and family members self-identified as female and more than half (54%) self-

identified as non-White or of more than one race. There was representation across the six regions of the state, 

collapsed to three groups in Table 2. Twenty-nine percent of participants reported a substance use disorder with or 

without a co-occurring mental health condition (Table 2). 

 

Table 2 

MassHealth Member and Family Member Demographics 

Characteristic N (%) 

Current Diagnosis 

MH 50 (71%) 

SUD with or without MH 20 (29%) 

Age Group 

45 years and younger 29 (42%) 
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46 years and older 40 (58%) 

Gender  
Male 23 (33%) 

Female 46 (66%) 

Race/Ethnicity 

White or Caucasian (non-Hispanic) 32 (46%) 

Non-White (non-Hispanic) 13 (19%) 

Hispanic 25 (36%) 

Geographic Location 

Greater Boston 26 (37%) 

Eastern (not Greater Boston) 19 (27%) 

Central and Western 25 (36%) 

Primary Language 

English Speaking 55 (79%) 

Spanish Speaking 15 (21%) 

Note. Funder’s regulatory requirements mandate that all 
demographic categories must contain at least 11 
individuals. To meet this requirement, participants 
reporting a substance use disorder alone and those 
reporting both a mental health condition and a substance 
use disorder are combined in a single category. Age is 
reported in two groups, collapsed from the five adult age 
bands used in the parent evaluation, and geographic 
location in three groups, collapsed from the six 
MassHealth regions, because the smaller categories did 
not meet this requirement. One participant reported a 
gender other than male or female, and that category is 
suppressed under the same requirement. Age was not 
reported for one participant, so percentages for age 
group are based on 69 participants; percentages for 
every other characteristic are based on 70. 

 

  

In 2021 and 2022, approximately 46% of Massachusetts Medicaid enrollees were White and non-Hispanic, 

28% were Hispanic, and about one quarter were non-White and non-Hispanic (KFF, n.d.). The sample matched the 

population estimate for White, non-Hispanic participants (46%) but over-represented Hispanic participants (36%) 

and under-represented non-White, non-Hispanic participants (19%), the over-representation consistent with 

recruitment that included Spanish-speaking members. These estimates come from a household survey rather than 

enrollment records, so the comparison is approximate. 

Four themes were identified in the experiences shared by participants. Percentages of respondents 

endorsing each theme are not reported, for the reasons given in the Analysis section. Each theme is reported below 

with its sub-themes, and Table 3 provides one exemplar quotation for each sub-theme. 
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Table 3 

Exemplar Quotations by Sub-theme 

Sub-theme Exemplar quotation 

1a. Difficulty finding 
demographically concordant 
clinicians, and occasional 
success 

“My son, he’s been requesting a male therapist and there’s none out there 
... What I hope for when we walk in is for my son to feel comfortable. 
You know what I mean? Engage. Because it’s hard, I mean, to start with 
a new person, you feel... He’s a kid, he’s like, ‘Oh, here we go again.’ 
But what I hope for is for him to be able to feel comfortable in that first 
meeting. Because if it’s not there, he’s not going back.” (Family member, 
Q1) 

1b. Directories and referral 
guides omit clinician 
demographics 

“I also was in search of a therapist for couples therapy recently and I was 
relieved to find a therapist of Asian descent, which is also my 
background and my partner’s background. And we feel that this 
individual can possibly understand our cultural norms a bit better than 
someone of non-Asian descent… I did that also through the online 
website… It was the name was the hint… And then looking further in, 
we saw the languages that that individual spoke and that confirmed it.” 
(Member, Q2) 

1c. Limited workforce 
diversity discourages and 
delays engagement 

“I fear that once he turns 18, that he’s just going to make the decision not 
to get services anymore, that’s been playing in my mind a lot. Again, I’m 
a single mom. I’m Hispanic, I’m Puerto Rican, and his dad is African 
American. I wanted to mention that because there’s also a lack of 
minority counselors out there. So, I feel that he was to find a good 
minority man therapist, that that would help him, man figure, someone 
that he can relate with. It’s hard. A lot of the therapists are white females, 
so he has a hard time trying to relate with them.” (Family member, Q3) 

2a. A confusing, 
discouraging search, with 
outdated and inaccurate 
information 

“So I’ll read like the whole MassHealth packet and everything that like 
comes with it. So I’m aware of that. But people that are just like not 
understanding what’s even in their coverage… when I tried to actually do 
it online it was a hassle like trying to navigate finding one on my own… 
it was very confusing and most of them were not up to date I want to 
say… So definitely that being user-friendly, there being like a user-
friendly way to just find someone in your area or even identifying which 
ones serve telehealth versus in-person would be great. Because I know 
that’s specifically important to some.” (Member, Q4) 

2b. Care pathways are often 
built for crisis and court-
ordered care 

“And then, of course, it wasn’t until the first hospitalization that I really 
started getting all kinds of help and people just started to take me 
seriously.” (Member, Q5) 

2c. Resources and dedicated 
pathways that help, 

“So, the intensive care coordinator kind of took the role of figuring out 
what services to put in place in the home or in the community, and the 
family partner was in place to kind of support me as a mother in 
navigating support and resources in the area. And they were very 
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Sub-theme Exemplar quotation 

including navigators and 
care coordinators 

instrumental, I have to say, and actually led me to get into the field 
myself, so now I support families looking for those types of services. So, 
it was very helpful to have that person kind of facilitate getting those 
services in place and educating me in terms of what was available out 
there, so that’s how we originally started with getting our services is 
through an ICC.” (Family member, Q6) 

2d. System-level facilitators 
and disruptions: scheduling 
flexibility, telehealth, 
coverage lapses, and 
financial assistance 

“For behavioral health, I love the telehealth stuff. Obviously, because 
we’re not talking medical, so I won’t go on about that. But I think the one 
thing is, is I have established providers so I don’t mind doing the 
telehealth with them.” (Member, Q7) 

2e. Clinician turnover as a 
system-level disruption 

“Trying to find somebody like a skills trainer or a therapeutic mentor was 
very difficult for us because what we would find is we’d get somebody in 
place after a long wait and then the person wouldn’t stay. Because either 
my son’s issues were too complex for them or they weren’t comfortable 
or maybe they were young and inexperienced and they just couldn’t 
handle it.” (Family member, Q8) 

3a. Demeanor, 
communication, and “fit” 
shape engagement in both 
directions 

“I think that what makes a good first visit is somebody that’s actively 
listening to what’s going on. They’re not asking question after question 
but sort of like really trying to understand and empathize with what’s 
going on in my current situation.” (Member, Q9) 

3b. Need for clinician 
patience, especially after 
trauma 

“She actually questioned and I listened to her. I listened to her also 
because she was asking me about my background and who I was, and she 
was listening. She also was telling me a little bit about her, and I felt like 
she was doing that to get me to talk more. Because I only told her so 
much in my first visit. And so after that first visit… I kept opening up a 
little bit more and a little bit more.” (Member, Q10) 

3c. Preference for 
experienced clinicians, 
flexibility, self-disclosure, 
and genuine engagement 

“My therapist saw that I was in the hospital for a cardiac issue, and she’s 
like, ‘Well, you’ve had a very difficult time this week. Is it okay if we 
meet, or do you want to skip this week?’ That amount of consideration 
and care, it’s really encompassing. Versus somebody who’s very 
removed and doesn’t know what’s going on.” (Member, Q11) 

3d. Harms associated with 
lengthy, repetitive, 
impersonal intake 
assessments 

“I just felt very dismissed. It was like an intake type of thing as well. I 
just find that it’s very, almost dehumanizing in a little bit of a way. 
People ask about really sensitive stuff but in a way that isn’t like 
considerate of how I’m feeling about it.” (Member, Q12) 

4a. Families as practical and 
emotional facilitators 

“My parents play a pretty integral part in my treatment. My dad actually 
packs my pills. He initially got me involved with the department of 
mental health. He got me involved with who to call from MassHealth. 
They got me my providers initially. I got my own primary care physician. 
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Sub-theme Exemplar quotation 

But in terms of mental health, they’ve been the advocates for me.” 
(Member, Q13) 

4b. Involvement seen as 
necessary for children and 
adolescents 

“I always ask the therapists that are working with my kids, like, ‘I know 
that whatever you talk with them is confidential, but is there any way that 
I could know how to help them while they’re at home, or if they need to 
do something different for school, that we could know so that way we are 
able to help them? Because if we don’t know, we won’t be able to do it.’” 
(Family member, Q14) 

4c. Some participants 
expressed desire that their 
family members be invited 
into treatment 

“Right now what I’m going through, I have mentioned it to my therapist 
and to my psychiatrist, what my son is going through. And not once have 
they said, ‘Well, you know what? Bring him here when you come so I 
can talk to him.’” (Member, Q15) 

4d. Risks of family 
involvement: adverse 
experiences, loss of 
autonomy, and exclusion 

“When I came into recovery, I’m doing it for me. I’m not doing it for my 
family, or my best friend, or nobody. I’m doing it for me. And I wanted it 
to be about me. I didn’t want no outside interference with that. So, I 
objected to that. I didn’t want my brother or nobody.” (Member, Q16) 

 
 
Theme 1: Preferences for demographically concordant clinicians 

1a. Difficulty finding demographically concordant clinicians, and occasional success 

Participants reported that individuals with BH needs struggled to identify clinicians that met their 

preferences. Most participants who looked for a male, non-white or Spanish-speaking BH clinician described 

difficulties finding a clinician or noted a disparity in the workforce. In contrast, some participants shared positive 

experiences with a clinician of their preference. For example, they were able to find a clinician that matched their 

preference with regard to age, gender, race/ethnicity, or sexual orientation/ LGBTQ+ identity, “Well, my 

daughter… is transgender…we were able to find someone who was transgender to be on her team.” (Family 

member, Q17) 

1b. Directories and referral guides omit clinician demographics 

One participant reported having to infer details of a clinician’s demographics, specifically race, based on 

the clinician’s name and the languages the clinician was listed as speaking. Referral guides and directories were 

cited as rarely providing this information to those seeking services. 

1c. Limited workforce diversity discourages and delays engagement 
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Limitations in the diversity and representation of the BH workforce were identified as significant factors 

that discouraged initiation and continuation of treatment and often contributed to delayed engagement in services. 

 

Theme 2: Barriers and facilitators to care navigation 

2a. A confusing, discouraging search, with outdated and inaccurate information 

Many participants expressed intense frustration when discussing the process of finding a BH clinician and 

initiating treatment; describing the process as confusing, difficult, and discouraging. Misinformation in the form of 

outdated resources and inaccurate referral information was also reported. 

2b. Care pathways are often built for crisis and court-ordered care 

Participants shared having frequently sought BH treatment following a traumatic or life-altering event. 

Participants described their first connection to treatment as often following a hospitalization, mental health crisis, 

drug overdose, or incarceration. This finding raises concerns that those in need of care are often not connected to 

treatment until their symptoms are relatively severe, and their risk of death is high. Another path to treatment was 

described as being court-ordered to receive BH treatment through social service agencies. 

2c. Resources and dedicated pathways that help, including navigators and care coordinators 

Participants also listed resources used to find clinicians, including online resources (e.g., MassHealth 

website), static information (e.g., a printed directory) from MassHealth or healthcare clinicians, community health 

groups, community organizations or support groups (e.g., Parent/Professional Advocacy League), referral service 

agencies, care coordinators, and others with lived experience (e.g., family members, teachers, etc.). Some 

participants with specific conditions such as HIV, a developmental disability, or an opioid use disorder, described 

dedicated treatment pathways that existed for those conditions. These treatment pathways often included a patient 

navigator or other practical assistance in initiating and sustaining treatment. When problems emerged, these support 

services helped individuals avoid gaps in treatment. 

2d. System-level facilitators and disruptions: scheduling flexibility, telehealth, coverage lapses, and financial 

assistance 

Flexibility with scheduling and telehealth services were identified by many as facilitators of treatment 

initiation and continuation. Lapses in MassHealth coverage for some participants contributed to difficulties 
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remaining engaged in treatment. In some cases, participants reported benefiting from financial assistance which 

helped them access and remain in treatment. 

2e. Clinician turnover as a system-level disruption 

Some participants expressed frustration with clinician turnover and cited it as a contributor to 

disengagement from care. Participants reported frequently experiencing clinicians beginning and ending 

relationships too quickly for the member to benefit from treatment. 

 

Theme 3: Importance of patient-centered clinician behaviors and strong therapeutic alliance 

3a. Demeanor, communication, and “fit” shape engagement in both directions 

Focus group participants reported that clinician behaviors had the potential to impact engagement in 

treatment positively or negatively. Many participants had described negative experiences with clinicians for reasons 

related to their demeanor, communication, level of experience, or simply because they were “not the right fit.” 

3b. Need for clinician patience, especially after trauma 

Clinicians who demonstrated patience (i.e., not “rushing a process”) were well regarded by most 

participants, and this behavior was noted as promoting engagement. This was especially true for those participants 

who had experienced a history of trauma. 

3c. Preference for experienced clinicians, flexibility, self-disclosure, and genuine engagement 

Many participants expressed a preference for experienced clinicians as well as those who were flexible in 

their approach to scheduling encounters, for example providing evening and weekend appointments. Some 

participants cited a clinician’s willingness to disclose their own personal experiences with BH concerns as 

contributing positively to a participant’s engagement in treatment. Alternatively, clinicians who were unwilling to 

disclose details about themselves were seen as less desirable by some participants. A related concern heard from 

participants was a perceived lack of engagement by clinicians, meaning that participants did not feel their clinician 

was genuinely seeking to connect with them. This lack of collaboration contributed to premature discontinuation of 

treatment. 

3d. Harms associated with lengthy, repetitive, impersonal intake assessments 

Nearly all participants who described having received assessments from clinicians expressed frustrations 

with lengthy, repetitive, and impersonal assessment processes at the beginning of treatment or when seeing a new 
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clinician. One member described such an assessment and its consequence: “She asked me a lot of questions about 

my family background, my existing support system, and told me that this was for her own evaluation in a 45-minute 

session. And so I felt overwhelmed and found myself crying at one point in the session. And she didn’t check on my 

emotions or feelings in that, even though it was evident that I was somewhat emotional and overwhelmed. And I 

just felt that her objective was for information-gathering… And so leaving that session, I don’t feel like I’m going to 

continue with her and go with her services.” (Member, Q18) 

 

Theme 4: Benefits and risks of family involvement in treatment engagement 

4a. Families as practical and emotional facilitators 

Families were described by many as playing an important role in participants’ ability to access and remain 

engaged in treatment. Family involvement often facilitated transportation, medication management, scheduling, and 

improved satisfaction with treatment. 

4b. Involvement seen as necessary for children and adolescents 

For family members of young children and adolescents, their involvement and role in the participant’s 

treatment was seen as necessary and an important component to the treatment itself. 

4c. Some participants expressed desire that their family members be invited into treatment 

Some adult participants noted that they would have liked to have been offered the opportunity to include 

their families in their treatment sessions. Likewise, some family members reported that they would like greater 

involvement in the care of their family member, or the opportunity to communicate to clinicians about the care of 

their family member. This was particularly true for those participants who had multiple co-morbidities and other 

pertinent health concerns who might have needed assistance with medication adherence, for example. 

4d. Risks of family involvement: adverse experiences, loss of autonomy, and exclusion 

However, the impact of family involvement was highly variable and, in some cases, seen as a negative 

factor in initiation and retention in treatment. Some participants reported particularly adverse experiences with 

family involvement in treatment. This was especially true when the individual in treatment experienced a loss of 

autonomy with regards to treatment. Some participants noted that they would prefer not to have their families 

involved in their treatment due to dysfunctional or strained relationships and concerns about their family members’ 

potentially negative impact on outcomes. Although family involvement was mostly noted as having a positive 
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impact, or a potentially positive impact, there were some cases where participants and their clinicians chose to 

exclude family members from treatment. 

 

Discussion 

This study examined the perspectives of MassHealth members and their family members on accessing and 

remaining in BH care, with the goal of identifying modifiable barriers and facilitators. Analysis of focus group and 

interview data revealed four cross-cutting themes: preferences for demographically concordant clinicians, barriers 

and facilitators to navigating a complex treatment system, the importance of patient-centered clinician behaviors in 

establishing therapeutic alliance, and the benefits and risks of family involvement in treatment engagement. These 

findings illuminate how both structural factors and clinician behaviors impede access and retention in treatment. 

Participants proposed system and clinician-level changes to address these barriers, including workforce 

diversification, the increased availability of care navigation, expanded scheduling flexibility, and greater insurance 

stability. These recommendations are consistent with the existing literature on BH access and treatment 

engagement. 

Alongside these consistencies, this study contributes in three ways. First, family members were recruited 

and interviewed directly about their own efforts to support a relative’s engagement in care, rather than as proxies for 

the members they support. This study builds on prior reviews that examined family involvement as a practice within 

mental health services, drawing on service users (Cameron et al., 2023) and on service users, families, and providers 

together (Tham & Solomon, 2024). Because the members and family members in this study spoke about the same 

treatment system, the benefits and the risks of family involvement can be described from both sides of the same 

relationship. Second, as described below, participants valued clinician concordance not only in race and ethnicity 

but also in gender identity and sexual orientation, dimensions that remain understudied. Third, participants 

described the full treatment pathway within a single state Medicaid program, so that barriers usually studied 

separately appear here as they accumulate for the same individuals. 

Participants reported difficulty establishing care with clinicians who shared their identity (race, ethnicity, 

gender, sex, etc.) and associated these difficulties with contributing to lower rates of engagement. This finding is 

consistent with literature showing the importance of shared gender, racial, ethnic, linguistic, or cultural backgrounds 
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between patients and clinicians. A recent overview of systematic reviews on racial and ethnic concordance in mental 

health found that concordance tends to have a greater positive effect for Black clients than for other racial and ethnic 

groups and that matching can assist in building therapeutic rapport, particularly early in treatment (Jackson et al., 

2025). Shen et al. (2018) found that racial concordance was associated with better communication. These findings 

reinforce the recommendation, advanced by Alegría et al. (2016) and Maura and Weisman de Mamani (2017), that 

diversifying the BH workforce is one strategy for improving treatment engagement among minority populations. A 

novel contribution of this study was participants’ extension of these preferences beyond race and ethnicity to 

include gender identity and sexual orientation, a dimension of concordance that remains understudied in the 

literature. 

An absence of culturally responsive communication was identified by participants as a factor that 

discouraged engagement in care. This is consistent with a systematic review by Aggarwal et al. (2016) which found 

that clinicians can improve treatment initiation and continuation for racial and ethnic minority patients by 

incorporating patient’s personal understanding of illness, using tailored language, addressing stigma, and 

demonstrating positive affect. 

Participants frequently reported that their first connection to behavioral health treatment occurred only after 

a hospitalization, mental health crisis, drug overdose, or incarceration event. Consistent with our finding, a 

systematic review of care pathways for Black individuals with first episode psychosis found that entry to specialty 

services was often delayed and frequently involved law enforcement contact (Oluwoye et al., 2021). Research has 

also found that coercive experiences such as involuntary psychiatric hospitalization can damage trust in clinicians, 

reduce willingness to disclose symptoms in subsequent encounters, and thereby further disrupt pathways to 

voluntary care (Jones et al., 2021). 

Patient navigators were identified as a valuable resource for supporting the initiation and retention in 

treatment by participants, who described a preference for continuity of care with patient navigators with condition-

specific expertise. A scoping review of navigation programs for individuals with mental health and substance use 

concerns identified barrier reduction, client-centered support, and integrated care as critical activities which 

improved outcomes for individuals experiencing these issues (Mullen et al., 2023). An overview of 11 systematic 

reviews of patient navigation in ambulatory care similarly found that patient navigators expanded access to health 
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services, particularly for vulnerable and underserved patient groups, by providing education, counseling, translation, 

and appointment facilitation (Budde et al., 2021). 

Participants in our study described clinician patience, flexibility, willingness to self-disclose, and genuine 

engagement as shaping whether they remained in treatment, and a perceived absence of genuine engagement as a 

reason for leaving it. A meta-analysis of 295 psychotherapy studies representing more than 30,000 patients found a 

moderate, positive association between therapeutic alliance and treatment outcome (r = .28) (Flückiger et al., 2018). 

The relationship between alliance and premature dropout is particularly relevant to the concerns raised by 

participants in our study. A separate meta-analysis of 11 studies found a moderately strong relationship between 

therapeutic alliance and dropout (d = .55); weaker alliances predicted premature discontinuation in this study (Sharf 

et al., 2010). Consistent with participants’ experiences in our study, a meta-analytic review found that therapeutic 

alliance was significantly associated with therapist empathy (r = .50) and genuineness (r = .59) (Nienhuis et al., 

2018). 

Preferences for clinicians with more experience, greater scheduling flexibility, and a willingness to disclose 

personal experiences were reported by participants. These findings align with a general finding that patients who 

receive their preferred type of treatment demonstrate significantly lower dropout rates (Windle et al., 2020). 

Additionally, some participants cited clinician turnover as a contributor to their disengagement, reflecting a broader 

systems issue that adversely impacts therapeutic relationships, thereby contributing to dropout. 

Study participants identified clinicians’ attitudes and behaviors as major contributors to disengagement 

from treatment. Participants described an absence of accurate empathy, acceptance, positive regard, and genuineness 

in their encounters with clinicians. These behaviors are shaped by the conditions in which clinicians work. A 

qualitative study of a state public behavioral health workforce identified low wages, documentation burden, and 

poor administrative and physical infrastructure among five themes that negatively affected clinicians’ workplace 

experience and retention, with large caseloads contributing to worker stress (Hallett et al., 2024). Mental health 

clinicians themselves report that the behaviors that follow from these conditions, including disengagement and 

diminished empathy, can compromise the therapeutic alliance (Harrod et al., 2025). These conditions contribute to 

clinician turnover and make it difficult for clinicians to consistently provide the interpersonal care participants seek.  
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In our study, participants’ views of family involvement were varied. For some, family support was 

associated with improvements in accessing and sustaining care. For others, family member involvement was 

reported as adverse. Consistent with these findings, a systematic review of patients’ perspectives on family 

involvement in mental health care found that benefits and harms were both reported, that preferences for 

involvement were highly variable across individuals, and that a more nuanced and individualized approach to 

involving families is needed (Cameron et al., 2023). A scoping review of barriers to family involvement in routine 

services for individuals with severe mental illness found that clinicians’ privacy concerns frequently contribute to 

families being excluded from care (Tham & Solomon, 2024). 

Participants’ accounts suggest that these barriers were not encountered one at a time. Spanish-speaking 

participants described searching for a clinician who spoke their language, a search narrowed by the small number of 

such clinicians, while also meeting the outdated and inaccurate referral information that participants described more 

generally. Family members seeking care for children and adolescents with complex needs described a similar 

accumulation, waiting for a placement, assembling services across more than one agency, and then losing clinicians 

who did not stay or who were unprepared for those needs. In both accounts, the difficulty arose not from any single 

barrier but from multiple barriers occurring together. These co-occurrences reflect participants’ descriptions rather 

than an analytic assessment of intersections, as themes were coded separately and not examined for overlap.  

 

Strengths and Limitations 

Strengths of this study include a recruitment and selection strategy designed for breadth. Participants were 

recruited through purposive and snowball sampling and were then selected from the registrations using quota 

sampling across age, gender, race/ethnicity, and geographic region, which produced a sample with diverse 

experiences from across Massachusetts. Additionally, participants shared a wide variety of lived experiences with 

mental health and substance use disorders and diverse settings in which they received treatment. Finally, 15 of the 

70 participants took part through Spanish interpretation, so the sample was not restricted to English speakers. 

Limitations of this study include challenges recruiting participants from specific marginalized groups, such 

as immigrants from Asian countries. By its nature, qualitative research is subjective, despite efforts to standardize 

interpretation and inter-rater reliability coding of qualitative analyses; it is possible that our methods suffered from 
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biases that we were unable to control. An additional limitation of this study was the reliance on recruitment via 

electronic messaging, social media, and email. This may have systematically excluded participants who are 

underrepresented on these platforms. 

Additional limitations in our study should guide interpretation. First, the modest gift cards may have 

attracted participants whose views differ from those of other MassHealth members and families. Second, focus 

groups are vulnerable to social desirability bias. Participants may have restricted their contributions to topics they 

perceived to be acceptable to other participants or the evaluation team, and they were speaking about a program that 

paid for their care, to researchers working on that program’s behalf, which may have discouraged some criticism. 

Third, all participants were MassHealth members or their family members living in Massachusetts, a state with a 

relatively well-resourced behavioral health system and an expanded Medicaid program. Barriers and facilitators 

may differ for Medicaid populations in other states. Fourth, focus groups were conducted over videoconferencing 

software. This format allowed participation from across the state but required a device, a reliable high-speed internet 

connection, and a private space. These requirements may have excluded individuals with limited access to 

technology or privacy. Fifth, behavioral health conditions carry stigma, and some participants may have withheld 

experiences they considered too sensitive to share in a group setting. Sixth, participants took part in one stakeholder 

group according to how they registered, and dual roles were not ascertained, so some participants counted as family 

members may themselves have been MassHealth members receiving behavioral health treatment, and the reverse. 

The two perspectives we report may therefore overlap more than the design implies. Finally, the focus groups took 

place between November 2021 and February 2022, during the COVID-19 public health emergency and before the 

launch of Community Behavioral Health Centers and the post-emergency MassHealth eligibility redeterminations. 

The experiences described here reflect the system as participants encountered it at that time rather than the current 

MassHealth behavioral health landscape. 

 

Implications for Research and Policy 

Our findings point to modifiable barriers that Medicaid policy and system redesigns have the potential to 

address. Clinician training, supervision, and continuing education that prioritize accurate empathy, positive regard, 

genuineness, and cultural humility may improve engagement in treatment (Miller & Moyers, 2021). Training 



 

 

22 
 

 

clinicians in these principles, alongside accountability for their implementation, may support more consistent 

delivery of relationship-centered care. Administrative requirements that prioritize data collection over rapport 

building during initial encounters should also be reconsidered. Reimbursement rates, caseload expectations, and 

documentation requirements shape whether clinicians can practice these skills, making adequate compensation and 

staffing part of the same problem rather than a separate one. Continued diversification of the BH workforce may 

improve treatment engagement among minority populations, and dedicated patient navigation with condition-

specific expertise has the potential to improve outcomes for patients with unmet BH needs. Earlier, non-crisis access 

to care may prevent the erosion of trust that can follow adverse experiences with crisis-driven entry into treatment. 

One route to earlier contact is integrated behavioral health in primary care, which has been associated with 

improved access to outpatient care (Leung et al., 2019), with lower emergency department use among adults with 

behavioral health conditions (Maeng et al., 2022), and with improved behavioral health outcomes for children and 

adolescents (Asarnow et al., 2015). Finally, policies that promote collaboratively negotiated family involvement 

would recognize families as a factor that can either promote or discourage engagement and retention in care. 

This study advances our understanding of the barriers to accessing and sustaining engagement with BH 

services for a Medicaid-insured population. Future research should focus on the extent to which policy changes have 

addressed the issues identified by members and family members. The launch of Community Behavioral Health 

Centers (CBHCs) in Massachusetts in 2023, after the study period, represents a significant structural reform that is 

distinct in important ways from the federal Certified Community Behavioral Health Clinic (CCBHC) framework 

(Petrovsky et al., 2025). Research is needed to evaluate whether these approaches address the access and 

engagement concerns raised by participants in the present study. Specifically, researchers should examine whether 

the no-wrong-door approach and the family integration features of CBHCs have improved patients’ experiences and 

outcomes. Additionally, efforts to diversify the BH workforce must be rigorously evaluated to identify effective and 

scalable strategies, as national data suggest that concordance between clinicians and the populations they serve in 

underserved areas remains uneven across racial and ethnic groups (Baker et al., 2024). Finally, there remains an 

open question about how best to promote clinicians’ use of skills that strengthen the therapeutic alliance; without 

attention to this fundamental concern, structural reforms alone will be insufficient to increase engagement and 

retention in BH treatment. 

 



 

 

23 
 

 

 

Conflicts of interest statement 

The authors declare that they have no conflicts of interest related to the content of this manuscript. 

 

  



 

 

24 
 

 

References 

 

Acevedo, A., Panas, L., Garnick, D., Acevedo-Garcia, D., Miles, J., Ritter, G., & Campbell, K. 

(2018). Disparities in the Treatment of Substance Use Disorders: Does Where You Live 

Matter? The Journal of Behavioral Health Services & Research, 45(4), 533–549. 

https://doi.org/10.1007/s11414-018-9586-y 

Acocella, I. (2012). The focus groups in social research: Advantages and disadvantages. Quality 

& Quantity, 46(4), 1125–1136. https://doi.org/10.1007/s11135-011-9600-4 

Adams, D. R. (2025). Administrative Burdens as Distinct Barriers to Accessing Mental Health 

Services in Community Mental Health Centers and Federally Qualified Health Centers: 

A Mixed-Methods Assessment. Community Mental Health Journal, 62(1), 110–126. 

https://doi.org/10.1007/s10597-025-01506-4 

Aggarwal, N. K., Pieh, M. C., Dixon, L., Guarnaccia, P., Alegría, M., & Lewis-Fernández, R. 

(2016). Clinician Descriptions of Communication Strategies to Improve Treatment 

Engagement by Racial/Ethnic Minorities in Mental Health Services: A Systematic 

Review. Patient Education and Counseling, 99(2), 198–209. 

https://doi.org/10.1016/j.pec.2015.09.002 

Alegría, M., Alvarez, K., Ishikawa, R. Z., DiMarzio, K., & McPeck, S. (2016). Removing 

Obstacles To Eliminating Racial And Ethnic Disparities In Behavioral Health Care. 

Health Affairs, 35(6), 991–999. https://doi.org/10.1377/hlthaff.2016.0029 

Armoon, B., Lesage, A., Mohammadi, R., Khoshnazar, Z., Varnosfaderani, M. R., Hosseini, A., 

Fotovvati, F., Mohammadjani, F., khosravi, L., Beigzadeh, M., & Griffiths, M. D. 

(2025). Perceived Unmet Need for Care and Barriers to Care Among Individuals with 

Mental Health Issues: A Meta-analysis. Administration and Policy in Mental Health and 



 

 

25 
 

 

Mental Health Services Research, 52(4), 653–686. https://doi.org/10.1007/s10488-025-

01446-x 

Asarnow, J. R., Rozenman, M., Wiblin, J., & Zeltzer, L. (2015). Integrated Medical-Behavioral 

Care Compared With Usual Primary Care for Child and Adolescent Behavioral Health: A 

Meta-analysis. JAMA Pediatrics, 169(10), 929–937. 

https://doi.org/10.1001/jamapediatrics.2015.1141 

Baker, O., Horvitz-Lennon, M., & Yu, H. (2024). Racial and Ethnic Concordance Between 

National Health Service Corps Clinicians and Underserved Populations. JAMA Network 

Open, 7(3), e242961. https://doi.org/10.1001/jamanetworkopen.2024.2961 

Barrett, M. S., Chua, W.-J., Crits-Christoph, P., Gibbons, M. B., & Thompson, D. (2008). Early 

withdrawal from mental health treatment: Implications for psychotherapy practice. 

Psychotherapy: Theory, Research, Practice, Training, 45(2), 247–267. 

https://doi.org/10.1037/0033-3204.45.2.247 

Budde, H., Williams, G. A., Winkelmann, J., Pfirter, L., & Maier, C. B. (2021). The role of 

patient navigators in ambulatory care: Overview of systematic reviews. BMC Health 

Services Research, 21(1), 1166. https://doi.org/10.1186/s12913-021-07140-6 

Cameron, S. L. A., Tchernegovski, P., & Maybery, D. (2023). Mental health service users’ 

experiences and perspectives of family involvement in their care: A systematic literature 

review. Journal of Mental Health, 32(3), 699–715. 

https://doi.org/10.1080/09638237.2022.2091760 

Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, N., 

Morgan, C., Rüsch, N., Brown, J. S. L., & Thornicroft, G. (2014). What is the impact of 

mental health-related stigma on help-seeking? A systematic review of quantitative and 



 

 

26 
 

 

qualitative studies. Psychological Medicine, 45(1), 11–27. 

https://doi.org/10.1017/s0033291714000129 

Committee on Strategies to Improve Access to Behavioral Health Care Services through 

Medicare and Medicaid, Board on Health Care Services, Health and Medicine Division, 

& National Academies of Sciences, Engineering, and Medicine. (2024). Expanding 

Behavioral Health Care Workforce Participation in Medicare, Medicaid, and 

Marketplace Plans (D. Polsky, A. Godwin, & U. Perera, Eds.; p. 27759). National 

Academies Press. https://doi.org/10.17226/27759 

Cook, B. L., Trinh, N.-H., Li, Z., Hou, S. S.-Y., & Progovac, A. M. (2017). Trends in Racial-

Ethnic Disparities in Access to Mental Health Care, 2004–2012. Psychiatric Services, 

68(1), 9–16. https://doi.org/10.1176/appi.ps.201500453 

Cummings, J. R., Allen, L., Clennon, J., Ji, X., & Druss, B. G. (2017). Geographic Access to 

Specialty Mental Health Care Across High- and Low-Income US Communities. JAMA 

Psychiatry, 74(5), 476. https://doi.org/10.1001/jamapsychiatry.2017.0303 

Davenport, S., Darby, B., Gray, T. J., & Spear, C. (2023). Access across America. 

https://www.milliman.com/en/insight/access-across-america 

Derr, A. S. (2016). Mental Health Service Use Among Immigrants in the United States: A 

Systematic Review. Psychiatric Services, 67(3), 265–274. 

https://doi.org/10.1176/appi.ps.201500004 

Findling, M. G., Zephyrin, L., Bleich, S. N., Tosin-Oni, M., Benson, J. M., & Blendon, R. J. 

(2022). Does racism impact healthcare quality? Perspectives of Black and 

Hispanic/Latino Patients. Healthcare, 10(2), 100630. 

https://doi.org/10.1016/j.hjdsi.2022.100630 



 

 

27 
 

 

Flückiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The alliance in adult 

psychotherapy: A meta-analytic synthesis. Psychotherapy, 55(4), 316–340. 

https://doi.org/10.1037/pst0000172 

Glaser, B. G., & Strauss, A. L. (1967). The Discovery of Grounded Theory: Strategies for 

Qualitative Research. Aldine. https://books.google.com/books?id=oUxEAQAAIAAJ 

Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). Perceived barriers and facilitators to 

mental health help-seeking in young people: A systematic review. BMC Psychiatry, 

10(1). https://doi.org/10.1186/1471-244x-10-113 

Gunlicks-Stoessel, M., Rydberg, K., Parikh, R. R., Hackman, D. E., Marsalis, S. E., Henning-

Smith, C., & Butler, M. E. (2025). Scoping Review: Perceived Needs, Barriers, 

Facilitators, and Satisfaction With Access and Utilization of Mental Health Services 

Among Rural Adolescents and Parents in the United States. JAACAP Open, 3(4), 825–

838. https://doi.org/10.1016/j.jaacop.2025.06.008 

Hallett, E., Simeon, E., Amba, V., Howington, D., McConnell, K. J., & Zhu, J. M. (2024). 

Factors Influencing Turnover and Attrition in the Public Behavioral Health System 

Workforce: Qualitative Study. Psychiatric Services, 75(1), 55–63. 

https://doi.org/10.1176/appi.ps.20220516 

Harrod, M., Takamine, L., Abraham, K., Ortolan, V., Burgess, J., Grau, P. P., Sripada, R., & 

Zivin, K. (2025). Burnout in practice: A qualitative study of the impact of organizational 

factors on burnout and patient care among VA mental health providers. Qualitative 

Research in Medicine & Healthcare, 9(3), 100032. 

https://doi.org/10.1016/j.qrmh.2025.100032 



 

 

28 
 

 

Interian, A., Lewis-Fernández, R., & Dixon, L. B. (2013). Improving Treatment Engagement of 

Underserved U.S. Racial-Ethnic Groups: A Review of Recent Interventions. Psychiatric 

Services, 64(3), 212–222. https://doi.org/10.1176/appi.ps.201100136 

Jackson, J. L. A., Apilado, K. P., & Koehlmoos, T. P. (2025). A Review of Reviews Assessing 

Patient-Provider Racial and Ethnic Concordance in Mental Health. Journal of Racial and 

Ethnic Health Disparities. https://doi.org/10.1007/s40615-025-02546-y 

Jones, N., Gius, B. K., Shields, M., Collings, S., Rosen, C., & Munson, M. (2021). Investigating 

the impact of involuntary psychiatric hospitalization on youth and young adult trust and 

help-seeking in pathways to care. Social Psychiatry and Psychiatric Epidemiology, 

56(11), 2017–2027. https://doi.org/10.1007/s00127-021-02048-2 

KFF. (n.d.). Distribution of the Medicaid population by race/ethnicity. KFF State Health Facts. 

Retrieved August 30, 2026, from https://www.kff.org/medicaid/state-

indicator/distribution-of-the-medicaid-population-by-race-ethnicity/ 

Lagisetty, P. A., Ross, R., Bohnert, A., Clay, M., & Maust, D. T. (2019). Buprenorphine 

Treatment Divide by Race/Ethnicity and Payment. JAMA Psychiatry, 76(9), 979. 

https://doi.org/10.1001/jamapsychiatry.2019.0876 

Lekas, H.-M., Pahl, K., & Fuller Lewis, C. (2020). Rethinking Cultural Competence: Shifting to 

Cultural Humility. Health Services Insights, 13, 1178632920970580. 

https://doi.org/10.1177/1178632920970580 

Leong, F. T. L. (2011). Cross-Cultural Barriers to Mental Health Services in the United States. 

Cerebrum. 

Leung, L. B., Rubenstein, L. V., Yoon, J., Post, E. P., Jaske, E., Wells, K. B., & Trivedi, R. B. 

(2019). Veterans Health Administration Investments In Primary Care And Mental Health 



 

 

29 
 

 

Integration Improved Care Access. Health Affairs, 38(8), 1281–1288. 

https://doi.org/10.1377/hlthaff.2019.00270 

Lipson, M., Rozario, N., & Boozang, P. (2022). Creating a Robust, Diverse, and Resilient 

Behavioral Health Workforce in Massachusetts. Blue Cross Blue Shield Foundation of 

Massachusetts. 

Lui, J. C., Sagar-Ouriaghli, I., & Brown, J. S. L. (2024). Barriers and facilitators to help-seeking 

for common mental disorders among university students: A systematic review. Journal of 

American College Health, 72(8), 2605–2613. 

https://doi.org/10.1080/07448481.2022.2119859 

Maeng, D. D., Poleshuck, E., Rosenberg, T., Kulak, A., Mahoney, T., Nasra, G., Lee, H. B., & 

Li, Y. (2022). Primary Care Behavioral Health Integration and Care Utilization: 

Implications for Patient Outcome and Healthcare Resource Use. Journal of General 

Internal Medicine, 37(11), 2691–2697. https://doi.org/10.1007/s11606-021-07372-6 

Massachusetts Medicaid Policy Institute. (2022). MassHealth: The Basics Facts and Trends 

[Chart pack]. Blue Cross Blue Shield of Massachusetts Foundation. 

https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2022-

10/MassHealthBasics2022_FINAL_1.pdf 

Maura, J., & Weisman de Mamani, A. (2017). Mental Health Disparities, Treatment 

Engagement, and Attrition Among Racial/Ethnic Minorities with Severe Mental Illness: 

A Review. Journal of Clinical Psychology in Medical Settings, 24(3–4), 187–210. 

https://doi.org/10.1007/s10880-017-9510-2 

McGovern, C., Athey, A., Beale, E. E., Overholser, J. C., Gomez, S. H., & Silva, C. (2024). 

Who will stay and who will go? Identifying risk factors for psychotherapy dropout. 



 

 

30 
 

 

Counselling and Psychotherapy Research, 24(4), 1432–1441. 

https://doi.org/10.1002/capr.12783 

Mennis, J., Stahler, G. J., El Magd, S. A., & Baron, D. A. (2019). How long does it take to 

complete outpatient substance use disorder treatment? Disparities among Blacks, 

Hispanics, and Whites in the US. Addictive Behaviors, 93, 158–165. 

https://doi.org/10.1016/j.addbeh.2019.01.041 

Miller, W. R., & Moyers, T. B. (2021). Effective Psychotherapists: Clinical Skills That Improve 

Client Outcomes. The Guilford Press. https://app.readcube.com/library/89f6b461-d8a7-

4dfd-abe0-4d9e4fe52aaf/item/453d6628-443a-4aee-bbdd-c1141dc37a0b 

Misra, S., Jackson, V. W., Chong, J., Choe, K., Tay, C., Wong, J., & Yang, L. H. (2021). 

Systematic Review of Cultural Aspects of Stigma and Mental Illness among Racial and 

Ethnic Minority Groups in the United States: Implications for Interventions. American 

Journal of Community Psychology, 68(3–4), 486–512. https://doi.org/10.1002/ajcp.12516 

Morain, S. R., Fowler, L. R., & Boyd, J. W. (2022). A Pregnant Pause: System-Level Barriers to 

Perinatal Mental Health Care. Health Promotion Practice, 24(5), 804–807. 

https://doi.org/10.1177/15248399221101373 

Mosher, D., Hook, J., Captari, L., Davis, D., Deblaere, C., & Owen, J. (2017). Cultural Humility: 

A Therapeutic Framework for Engaging Diverse Clients. Practice Innovations, 2, 221–

233. https://doi.org/10.1037/pri0000055 

Mullen, J. N., Levitt, A., & Markoulakis, R. (2023). Supporting Individuals with Mental Health 

and/or Addictions Issues Through Patient Navigation: A Scoping Review. Community 

Mental Health Journal, 59(1), 35–56. https://doi.org/10.1007/s10597-022-00982-2 



 

 

31 
 

 

Nienhuis, J. B., Owen, J., Valentine, J. C., Winkeljohn Black, S., Halford, T. C., Parazak, S. E., 

Budge, S., & Hilsenroth, M. (2018). Therapeutic alliance, empathy, and genuineness in 

individual adult psychotherapy: A meta-analytic review. Psychotherapy Research, 28(4), 

593–605. https://doi.org/10.1080/10503307.2016.1204023 

Olfson, M., Zuvekas, S. H., McClellan, C., Wall, M. M., Hankerson, S. H., & Blanco, C. (2023). 

Racial-Ethnic Disparities in Outpatient Mental Health Care in the United States. 

Psychiatric Services, 74(7), 674–683. https://doi.org/10.1176/appi.ps.20220365 

Oluwoye, O., Davis, B., Kuhney, F. S., & Anglin, D. M. (2021). Systematic review of pathways 

to care in the U.S. for Black individuals with early psychosis. NPJ Schizophrenia, 7, 58. 

https://doi.org/10.1038/s41537-021-00185-w 

Patton, M. Q. (2015). Qualitative research & evaluation methods: Integrating theory and 

practice (4th ed.). SAGE. 

Petrovsky, M., Damodaran, S., & Lim, C. T. (2025). Addressing community mental health needs 

in the United States: A comparison of the federal Certified Community Behavioral 

Health Clinic and Massachusetts Community Behavioral Health Center models. 

Frontiers in Health Services, 5. https://doi.org/10.3389/frhs.2025.1681093 

Roos, J., & Werbart, A. (2013). Therapist and relationship factors influencing dropout from 

individual psychotherapy: A literature review. Psychotherapy Research, 23(4), 394–418. 

https://doi.org/10.1080/10503307.2013.775528 

Semahegn, A., Torpey, K., Manu, A., Assefa, N., Tesfaye, G., & Ankomah, A. (2020). 

Psychotropic medication non-adherence and its associated factors among patients with 

major psychiatric disorders: A systematic review and meta-analysis. Systematic Reviews, 

9(1). https://doi.org/10.1186/s13643-020-1274-3 



 

 

32 
 

 

Sharf, J., Primavera, L. H., & Diener, M. J. (2010). Dropout and therapeutic alliance: A meta-

analysis of adult individual psychotherapy. Psychotherapy: Theory, Research, Practice, 

Training, 47(4), 637–645. https://doi.org/10.1037/a0021175 

Shen, M. J., Peterson, E. B., Costas-Muñiz, R., Hernandez, M. H., Jewell, S. T., Matsoukas, K., 

& Bylund, C. L. (2018). The Effects of Race and Racial Concordance on Patient-

Physician Communication: A Systematic Review of the Literature. Journal of Racial and 

Ethnic Health Disparities, 5(1), 117–140. https://doi.org/10.1007/s40615-017-0350-4 

Sim, J. (1998). Collecting and analysing qualitative data: Issues raised by the focus group. 

Journal of Advanced Nursing, 28(2), 345–352. https://doi.org/10.1046/j.1365-

2648.1998.00692.x 

Stein, B. D., Dick, A. W., Sorbero, M., Gordon, A. J., Burns, R. M., Leslie, D. L., & Pacula, R. 

L. (2018). A Population-Based Examination of Trends and Disparities in Medication 

Treatment for Opioid use Disorders among Medicaid Enrollees. Substance Abuse, 39(4), 

419–425. https://doi.org/10.1080/08897077.2018.1449166 

Substance Abuse and Mental Health Services Administration. (2021). Key Substance Use and 

Mental Health Indicators in the United States: Results from the 2020 National Survey on 

Drug Use and Health (HHS Publication No. PEP21-07-01-003, NSDUH Series H-56). 

Substance Abuse and Mental Health Services Administration. 

https://www.samhsa.gov/data/ 

Sun, C.-F., Correll, C. U., Trestman, R. L., Lin, Y., Xie, H., Hankey, M. S., Uymatiao, R. P., 

Patel, R. T., Metsutnan, V. L., McDaid, E. C., Saha, A., Kuo, C., Lewis, P., Bhatt, S. H., 

Lipphard, L. E., & Kablinger, A. S. (2023). Low availability, long wait times, and high 



 

 

33 
 

 

geographic disparity of psychiatric outpatient care in the US. General Hospital 

Psychiatry, 84, 12–17. https://doi.org/10.1016/j.genhosppsych.2023.05.012 

Tham, S. S., & Solomon, P. (2024). Family Involvement in Routine Services for Individuals 

With Severe Mental Illness: Scoping Review of Barriers and Strategies. Psychiatric 

Services, 75(10), 1009–1030. https://doi.org/10.1176/appi.ps.20230452 

Tuck, K., & Smith, E. (2019, April). Behavioral Health Coverage in Medicaid Managed Care. 

Institute for Medicaid Innovation. https://medicaidinnovation.org/wp-

content/uploads/2022/11/2019-IMI-Behavioral_Health_in_Medicaid-Report-1.pdf 

Windle, E., Tee, H., Sabitova, A., Jovanovic, N., Priebe, S., & Carr, C. (2020). Association of 

Patient Treatment Preference With Dropout and Clinical Outcomes in Adult 

Psychosocial Mental Health Interventions: A Systematic Review and Meta-analysis. 

JAMA Psychiatry, 77(3), 294. https://doi.org/10.1001/jamapsychiatry.2019.3750 

  



Supplementary Files

This is a list of supplementary files associated with this preprint. Click to download.

ESM1.pdf

ESM2.pdf

ESM4.pdf

ESM3.pdf

ESM5.pdf

https://assets-eu.researchsquare.com/files/rs-9633469/v2/df832a8197aa268f82d6bbc4.pdf
https://assets-eu.researchsquare.com/files/rs-9633469/v2/6183e5a28aa8867525bdc8b9.pdf
https://assets-eu.researchsquare.com/files/rs-9633469/v2/72372191cfb1ce323694b545.pdf
https://assets-eu.researchsquare.com/files/rs-9633469/v2/763865327bdac6f0ae183d25.pdf
https://assets-eu.researchsquare.com/files/rs-9633469/v2/fb7fa27c5384f451a5dab3ad.pdf

