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Individuals living with serious mental illness are often difficult to engage in ongoing treatment, with high dropout rates. Poor engagement
may lead to worse clinical outcomes, with symptom relapse and rehospitalization. Numerous variables may affect level of treatment engage-
ment, including therapeutic alliance, accessibility of care, and a client’s trust that the treatment will address histher own unique goals. As
such, we have found that the concept of recovery-oriented care, which prioritizes autonomy, empowerment and respect for the person receiving
services, is a helpful framework in which to view tools and techniques to enhance treatment engagement. Specifically, person-centered care,
including shared decision making, is a treatment approach that focuses on an individual’s unique goals and life circumstances. Use of person-
centered care in mental health treatment models has promising outcomes for engagement. Particular populations of people have historically
been difficult to engage, such as young adults experiencing a first episode of psychosis, individuals with coexisting psychotic and substance use
disorders, and those who are homeless. We review these populations and outline how various evidence-based, recovery-oriented treatment
techniques have been shown to enhance engagement. Our review then turns to emerging treatment strategies that may improve engagement.
We focus on use of electronics and Internet, involvement of peer providers in mental health treatment, and incorporation of the Cultural For-
mulation Interview to provide culturally competent, person-centered care. Treatment engagement is complex and multifaceted, but optimizing

recovery-oriented skills and attitudes is essential in delivery of services to those with serious mental iliness.
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Individuals living with serious mental illness are often difficult
to engage in ongoing treatment, and dropout from treatment is
all too common. According to data from both the U.S. National
Comorbidity Survey and the Epidemiologic Catchment Area sut-
vey, up to half of individuals with a serious mental illness had
not received mental health treatment in the prior year'. Poor
engagement may lead to exacerbation of symptoms, rehospitali-
zation, and not fuily realizing the potential benefits of treatment.

Because numerous factors contribute to maintaining some-
one’s commitment to and willingness to engage in treatment or
causing someone to leave, it is a challenge to outline key compo-
nents to enhance engagement’. Disengagement may be related
to issues of utility (people feel the treatment is not working), atti-
tude (people feel mistrustful, or coerced), or practical reasons
(treatment may be difficult to get to, difficult to schedule). There
is not a one-size-fits-all approach, as engagement occurs in the
context of an individual's unique personality, social and life cir-
cumstances, and symptom burden. In order to most effectively
improve treatment engagement, approaches that target any and
all of these presumed roadblocks may be used. In this review we
highlight various innovations in mental health treatment, both
practical and conceptual, which have been shown to improve
engagement in this treatment.

We have found it helpful to view techniques and tools for
increasing engagement within the framework of “recovery-
oriented care”. Recovery, as defined by the Substance Abuse
and Mental Health and Services Administration (SAMHSA) in
the U.S,, is “a process of change through which individuals
improve their health and wellness, live self-directed lives, and
strive to reach their full potential”®. The recovery movement

New Freedom Commission report recommending that men-
tal heaith care be recovery-oriented, consumer- and family-
driven®, Four dimensions of recovery-oriented practice are
promoting citizenship, organizational commitment, support-
ing personally defined goals, and a strong working relation-
ship®. The approaches we review below are all promising ways
for service providers to increase engagement in those with
serious mental illness, assuming a recovery-oriented stance,
One very important feature of recovery-oriented care is its
explicit prioritization of autonomy, empowerment and respect
for the person receiving services®’, As such, we outline factors
that may enhance a client’s experience of mental health treat-
ment and hope for recovery. We discuss critical factors for the
therapeutic alliance, shared decision making, and person-
centered care, as related to treatment engagement. Next, we dis-
cuss how these have been applied within a few populations that
are thought to be “difficult to engage”, and show how various
recovery-oriented practices have helped improve engagement.
We then more closely focus on some specific practices, and
describe how incorporating these into a treatment model may
enhance engagement. We conclude by outlining the difficulties
of engagement from the provider’s standpoint, and ways that this
can be addressed as the field of mental health services evolves.

ATTITUDES AND INTERPERSONAL FOCUS
The therapeutic alliance

In her qualitative analysis of young adults engaged in treat-

embodies a shift in attitude and clinical approach that has
been emerging over the past few decades, with the President’s
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ment for first episode psychosis, Stewart® theorizes that the
quality of relationships developed in the treatment process



between providers and recipients may serve an important role
in determining success of engagement.

Alliance is one component of treatment relationships that
has been examined empirically, and has been described as the
dynamic ability to work together in the interest of problem
solving, with three elements: goals, task and bond. It has been
consistently shown to be a chief predictor of successful out-
comes in psychotherapy®.

Alliance has also been found to be important in work with
individuals who have serious mental illness. Frank and Gun-
derson'® measured working alliance among patients receiving
treatment for schizophrenia and found that individuals who

were able to form a good alliance with their therapists within -

the first 6 months were more likely to stay in treatment and
adhere to medications, and had a better outcome at 2 years.
Within the first episode psychosis population, Melau et al'!
examined the association between working alliance and clini-
cal and functional outcomes, and concluded that an initial
strong working alliance may serve as a prerequisite for adher-
ence to services specialized for first episode psychosis, laying a
foundation for positive treatment outcome.

Because of the importance that working alliance seems to
have for clinical outcome and engagement, it is essential to
identify which modifiable components predict good therapeu-
tic alliance with patients who may be difficult to engage. In a
study of patients with schizophrenia and schizoaffective disor-
der, independent predictors of therapeutic alliance included
clinician’s recovery orientation, lower reported self-stigma, and
greater levels of insight. Interestingly, severity of clinical symp-
toms, attachment style, age and duration of treatment were
not related to quality of alliance'?, This study shows that, at
least at some levels, the alliance can be enhanced by recovery-
oriented efforts made by the clinician.

Given the importance of the therapeutic alliance in in-
fluencing engagement in care and the relationship between
clinicians’ recovery orientation and alliance, it is critical for
providers to adopt a recovery orientation to facilitate engage-
ment in care,

Person-centered care

The concept of person-centered care is becoming increas-
ingly common in the changing health care landscape!®. Person-
centered care has no single, operationalized definition or stan-
dard of measurement. We find the following description of
person-centered care in the setting of mental health services to
be particularly compelling and a good framework for the fol-
lowing discussion: “a comprehensive approach to understand-
ing and responding to each individual and their family in the
context of their history, needs, strengths, recovery hopes and
dreams, culture and spirituality. .. assessments, recovery plans,
services and supports, and quality of life outcomes are all tai-
lored to respect the unique preferences, strengths, vulnerabil-
ities (including trauma history) and dignity of each whole
person”'®, It is the concerted effort to incorporate an individu-

al's own culture, background and immediate goals into treat-
ment planning.

Mental health services that integrate elements addressing an
individual’s immediate needs may enhance engagement!4',
For example, housing and finances are two potential sources of
significant stress that may impinge on someone’s wellbeing,
Addressing these barriers as specific components of clinical
care can help enhance engagement, both directly and indirectly.
If someone is financially secure and housed, he/she may have
fewer concrete barriers to coming to treatment appointments.
A more indirect, broader outcome of addressing these compo-
nents in health care may be that the treatment recipient will
feel helped, enhancing faith within the system, building aili-
ance, and serving as a foundation for future treatment work.

Shared decision making can be seen as one approach to pro-
viding person-centered care. In contrast to more authoritative
models of health care delivery, shared decision making is a col-
laborative, dynamic, interactive process between two equally
involved parties. In this model, physician and patient both take
part in an exchange of information that leads to an agreed deci-
sion for treatment!”. Over the past decade, this approach to
clinical care has gained a following, though many of the studies
examining its efficacy have been done in non-psychiatric popu-
lations. Though multiple studies have suggested that shared
decision making is effective for those with serious mental ill-
ness, providers may be concerned that patients’ decisional mak-
ing capacity is impaired, and thus, may be less likely to use
shared decision making with this group'2,

Given that one common theme that has emerged in analyses
of successful engagement is the participant’s feeling that his/
her goals, desires and life situation are being considered, it
stands to reason that a more shared decision making stance
can improve engagement in care. In a cross-sectional study of
nearly 900 outpatients with mental illness, patient self-reported
shared decision making revealed significant deficits. A majority
of the study participants reported that their doctors did not
want to know their level of involvement desired in decision
making, and that their doctors did not ask them about their
preferences'”. Those who reported higher levels of shared deci-
sion making tended to have a more positive attitude towards
medications and higher self-efficacy. Though causality cannot
be determined, we can hypothesize that, if a person feels in-
volved in the decision making process, he/she may be more
likely to feel positive about potential treatment options. Further,
self-efficacy itself has been associated with improved clinical
outcome. The most important outcome of shared decision
making may not be the actual decision point, but rather, the
process that takes place between the patient and provider. An
open, exploratory and non-judgmental space allows for trust to
build and ideally enhances treatment engagement.

Not all patients, both in psychiatric and non-psychiatric
care, want high levels of involvement in decisions regarding
their treatment. Understanding this can guide treatment and
creation of decision making aids. In patients with schizophre-
nia, a clear association has been found between treatment
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satisfaction and degree to which patients wanted to be
involved in medical decision making. Those who felt coerced
into treatment or had higher levels of treatment dissatisfaction
(lower perceived fairness and worse pharmacological experi-
ences) reported wanting more involvement in their treatment
choice. In conirast, those who were convinced that they need-
ed medications and expressed high satisfaction saw less neces-
sity to participate in medical decision making®®.

In a study of veterans with serious mental illness, greater
preferences for participation in shared decision making were
found among those who were African American, working for

pay, had college or higher education, had diagnoses other than’

schizophrenia, and had a poor therapeutic relationship with
provider?”. The study noted that decision making preferences
change over time and a constant evaluation of where the
patient stands is one important aspect of good clinical care.

Web-based and electronic decision making tools can be help-
ful for implementation of shared decision making in treatment
settings. One study examined the utility of incorporating a
computer-based tool for shared decision making in a waiting
area of a community mental health clinic, where individuals
with serious mental illness received treatment. Participants used
this tool prior to doctor’s appointments, which generated a writ-
ten sheet outlining any decisional conflicts they had to bring up
with the physician. Participants found this useful in clarifying
their own dilemmas, in allowing them to bring up difficult topics,
and in organizing their thoughts®’. Other web-based and elec-
tronic decision making tools have been developed, and are gen-
erally accepted by both patients and clinicians?2,

“DIFFICULT TO ENGAGE” POPULATIONS

We now review the literature on engagement in individuals
experiencing first episode psychosis, homeless individuals,
and people with co-occurring serious mental illness and sub-
stance use disorder (dual diagnosis). Various recovery-
oriented strategies have been used to enhance engagement in
these populations. Identification of these strategies can help
inform the design of mental health services that maximize
treatment engagement.

First episode psychosis

Research suggests that approximately one third of young
adults experiencing a first psychotic episode delay treatment
for 1-3 years. Further, 80% drop out within the first year of
care®. This high attrition rate highlights the inherent difficul-
ties in engaging young people in care.

Multiple causes for early dropout from treatment or disen-
gagement have been offered, including poor alliance, mistrust
of the system, and poor insight into the need for treatment.

authority figures and self-discovery towards individuation and
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autonomy. Early termination of treatment in first episode psy-
chosis programs has been linked to a more chronic course of
iliness, increased need for hospitalization, a slowed recovery
process, and increased levels of functional disability®,

First episode psychosis programs, with multidisciplinary
teams comprised of therapists and supported education and
employment specialists, have gained momentum internation-
ally?*?*, These programs provide early access to care and
intensive psychosocial services, in efforts to decrease duration
of untreated psychosis, improve symptom burden, and en-
hance recovery®®. Specialized first episode psychosis programs
may have greater success in engaging young people in care
than routine mental health services?$, keeping people in treat-
ment longer than standard community clinics®”.

Some research has been done to identify particular compo-
nents of these unique treatment programs that either enhance
or diminish engagement. Many first episode psychosis pro-
grams are purposefully placed outside of traditional adult
mental health clinics, as it has been shown that these settings
are identified with alienation and treatment dropout®®?°,
Strong engagement may be related to enhancing a young per-
son’s wish to be respected, supported and understood’.

A qualitative analysis of young adults who were successfully
engaged in treatment highlighted shared themes that seemed
to promote engagement®, For example, in the acute hospitali-
zation phase, two factors were crucial in enhancing engage-
ment: timely introduction of the eatly psychosis program staff
and development of positive relationships with peers on the
unit. Other themes that emerged as enhancing engagement
were those of collaboration, rational understanding of prob-

- lems, and a commitment to finding solutions. Multiple partici-

pants also commented on the negative experience of acute
adult hospitalization. If this negative, frightening experience is
the entrée of a young adult into the world of mental health
services, it stands to reason that improving the experience and
countering it with supportive outpatient services may enhance
engagement.

In an analysis of patients who had participated in the RAISE
Connection early intervention program, four domains seemed
to influence engagement: individualized care, program attrib-
utes, family member engagement and personal attributes®.
For many participants, one key factor of the program was the
focus on their own goals: engagement was correlated with
receiving non-traditional services that supported such goals,
such as supported employment and education.

These studies focused on aspects of the early intervention
programs that the participants identified as enhancing engage-
ment. Other studies have examined what participant-level
attributes may either enhance or interfere with treatment en-
gagement. Low service engagement has been linked to child-
hood trauma, high agreeableness, more severe symptoms and
poor alliance®. Poorer engagement, as rated by clinicians, has
also been found to be associated with greater positive and nega-
tive-symptorms, greater general psychopathology and poorer

premorbid social adjustment?,



Specialized first episode psychosis programs, designed to
engage young people through their design, approach and serv-
ices offered, may be a strategy for enhancing engagement in
care in this group that has often delayed treatment and tradi-
tionally drops out of treatment in large numbers.

Homelessness

Homeless individuals face many barriers to engaging in men-
tal health treatment in traditional settings, including complex
social service, medical and mental health needs; high rates of
substance use disorders; other priorities that may supersede
mental health treatment; and, particularly among street home-
less individuals, a mistrust of helping professionals®2. Homeless
individuals may also have strengths that can be harnessed in
treatment, including well-developed street skills and knowledge
of the service system®,

Assertive outreach to homeless individuals involves making
contact with them on their terms ~ where they live - rather than
at an agency setting®, Assertive community treatment is an
evidence-based practice that has been adapted for homeless
individuals. It uses a multidisciplinary team-based approach to
provide case management, mental health and substance use
treatment, crisis intervention, employment support, and family
services to individuals in the community. Homeless assertive
community treatment teams have been found to decrease psy-
chiatric hospitalization and emergency room use, increase
housing stability, reduce symptom severity and, particularly re]-
evant for engagement, increase outpatient visits®$35,

Despite the focus of the assertive community treatment
model on treatment engagement, little is known about which
specific elements promote engagement, particularly among
homeless individuals. A recent qualitative study with assertive
community treatment staff, not focused on those who are
homeless, identified the following as primary elements for
engaging clients®®: therapeutic alliance between staff and cli-
ents, persistence and consistency, the provision of practical
assistance and support rather than a sole focus on medica-
tions, the team decision making process, acceptance of clients
as they are, and flexibility. A British study of engagement in
assertive community treatment compared to community men-
tal health teams, again not specific to homeless individuals,
found that the small caseloads and team approach of assertive
community treatment facilitated treatment engagement®’.

Critical time intervention is another evidence-based prac-
tice focused on helping homeless individuals engage in treat-
ment, with a particular focus on periods of transition, such as
the transition from the hospital or shelter to housing. Critical
time intervention workers provide time-limited intensive case
Inanagement using a phase-based approach with decreasing
intensity over time. The model includes practical assistance,
linkage, advocacy, and motivational enhancement to strengthen
individual’s long-term ties to services and supports. Outcomes
include decreased risk of homelessness following hospital dis-

charge® and decreased symptom severity®®. Like assertive com-
munity treatment, critical time intervention has an explicit
focus on engagement.

A qualitative study of critical time intervention aimed to
understand the role of the relationship between practitioners
and clients in the model, identifying a “non-authoritative” and
“humanistic” working relationship, in which workers respected
client autonomy and maintained flexibility with regard to client
contact and service activities. Workers followed clients’ leads
and used informal approaches to connecting in order to facili-
tate the development of client trust?C,

So, in the evidence-based treatment models that have
found to be successful for individuals with serious mental ill-
ness who are homeless, it seems that an explicit focus on the
development of a positive working relationship, meeting cli-
ents where they are, persistence, provision of practical assis-
tance, and flexibility in approach are common elements which
may serve to promote engagement.

Comorbid substance use and serious mental illness

Individuals with serious mental illness are more likely than
those without such illnesses to use substances, with some stud-
ies suggesting that 50-60% of people with schizophrenia have a
comorbid substance use disorder*:3, It is well-known that
those with serious mental illness and substance use are more
difficult to engage than those without, and traditional treat-
ments have failed to effectively engage this population*3-46,

In fact, comorbid substance abuse is one of the strongest fac-
tors associated with non-initiation and non-engagement in men-
tal health treatment', This difficulty in initiating and maintaining
treatment engagement has multiple downstream effects, includ-
ing frequent rehospitalization, high symptom severity, impaired
psychosocial functioning, as well as trans-institutionalization in
jails and other non-mental-health settings’.

One reason why individuals with dual diagnosis may be less
engaged in treatment is the fragmentation of the care system,
Historically, substance use treatment services and psychiatric
treatment programs were entirely disconnected, with different
funding streams, training and philosophical approaches to
treatment. Because of this, people dually diagnosed seeking
out treatment were often excluded from either program. A per-
son seeking out substance use treatment was told to first treat
“psychiatric” symptoms and vice versa. In addition to intro-
ducing yet another hurdle to provision of care, this “sequential
treatment” approach did not take into account the interactive
and cyclical nature of these disorders?S.

Integrated dual diagnosis treatment programs (IDDT) be-
gan to develop in the 1990s*, attempting to address the frag-
mented treatment that dually diagnosed individuals were
receiving. These programs emphasized outreach, comprehen-
siveness, long-term perspective, and a consistent approach
and philosophy**®. Clinicians were trained in motivational
techniques, collaboration, social support interventions, and
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many such programs also included a community-based com-
ponent. IDDT is now an evidence-based treatment for people
with dual diagnosis, with studies indicating that this approach
improves various clinical outcomes, including treatment par-
ticipation, possible reductions in substance use, more days in
stable housing, and greater reductions in psychiatric hospitali-
zation and arrest®. Some studies have shown that integrated
treatment programs, as well as assertive community treat-
ment, enhance initial and ongoing engagement in the dually
diagnosed?>4447,

Within various treatment programs that treat comorbid sub-
stance and mental health conditions, factors identified to
enhance engagement include shared goals, optimistic outlook
that does not focus on medications, ongoing psychoeducation,
collaborative team-based care, and community outreach. One
study found that treatment engagement in a dual diagnosis pro-
gram was higher when individuals were referred from inpatient
units rather than from the community®. It is not clear what
component of the inpatient stay served to strengthen later
engagement, but this finding is interesting and may suggest
that, for certain subsets of the dually diagnosed, inpatient stabi-
lization may be helpful.

One recent study explored the use of peer support in initial
engagement in mental health services among veterans with
substance use disorders and/or high recidivism. Peers specifi-
cally targeted early engagement, providing psychoeducation
and bringing participants to their first appointments. This
study found that peer support significantly increased treat-
ment engagement, in both treatment-as-usual and experimen-
tal integrated treatment conditions®. This highlights peer
support as an emerging tool to enhance engagement in those
with dual diagnosis.

RECOVERY-ORIENTED TECHNIQUES
FOR ENGAGEMENT

Below we outline emerging treatment innovations that can
optimize engagement in creative, novel ways. We chose them
as they all attempt to improve the experience of treatment for
the participant. The three strategies outlined below each aim to
make treatment more accessible, more focused on the client’s
needs, and less stigmatizing, in various different ways. To that
end, we believe that they embody the spirit of recovery-
oriented care, and may help to improve treatment engagement,

Electronics/technology

In a time when the Internet, smartphone apps, and social
media serve to connect more and more people to each other, it
seems appropriate to consider how to use these technologies in
the treatment of those with serious mentally 1llness to promote

and cornmumcatlon technologxes can improve engagement
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and enhance treatment, with multiple different tools to deliver:
open messaging boards, closed therapeutic websites, mobile
phones, and even smart medication bottles that may improve
medication adherence®?.

One justification for incorporating these technologies into
mental health treatment is that they may serve as a natural way
to expand the reach of services and reduce barriers to care. This
can be important in situations where there are limited pro-
viders®. It has been proposed that various online and smart-
phone platforms can serve as a “gateway” to mental health
services, removing some hurdles to initial engagement and
allowing people an introduction to services in a low-risk, com-
fortable scenario. This can also be useful for people who have
dropped out of treatment and are considering re-engaging, but
may have some impediments, either personal (self-stigma, lim-
ited insight) or practical (difficult to get to or coordinate).

People experiencing symptoms or questions and seeking
out more information may turn to the Internet and social
media for answers and support. In a recent study of young
adults at an early intervention program, an overwhelming
majority endorsed using social media (97.5%), with an average
of >2 hours per day. Thirty percent of participants reported
discussing their symptoms in social media settings, and
searching for information about their symptoms. The majority
of this population was amenable to clinicians approaching
them during crisis via social media®®,

Disengagement during times of symptom resurgence may
lead to particular distress, and potentially result in visits to the
emergency room or inpatient unit. If providers and treatment
programs use social media or Internet-based technologies to
connect with clients during times of disengagement, perhaps
symptom escalation or rehospitalization may be decreased.
One way to think of this is as assertive outreach of the 21st
century: instead of providers meeting clients in the communi-
ty, they can meet them online.

Internet-based treatments have also been developed, with
promising results®**”. One randomized controlled trial of a
therapist-moderated website showed that participation led to a
decrease in positive symptoms and an improvement in knowl-
edge about schizophrenia®, Tablets and other information and
computer technologies have been shown to help promote initial
engagement in supported employment®. Populations who cur-
rently do not have access to cutting edge information and com-
munication technologies, such as those who are homeless, may
be even more likely to benefit. For marginalized people with few
resources, use of technology may add to their sense of belonging
and help build social connections. These platforms can be used
for psychoeducation, initial engagement or even treatment®°,

Cloud-based electronic medical records are currently being
developed. These systems are secure and compliant to the
U.S. Health Insurance Portability and Accountability Act. With
a patient’s consent, they can allow for information exchange
across various orgamzatlons and health care prov1ders Re-

within these cloud based systems. They allow for secure



messaging and integration of medical records between patient
and provider. Implementation of such personalized health
records can enhance patient engagement®’. By incorporating
the patient into his/her own treatment decision making pro-
cess, and providing easy access and communication with pro-
viders, they may remove some practical and perceived barriers
to care.

Mental health programs can consider the use of all aforemen-
tioned technology-based interventions as part of their treatment
approaches to increase engagement. Future studies should focus
on how to best incorporate burgeoning technologically-based
treatments and connections to care into existing services, taking
into consideration the risks associated with Internet and tech-
nology, such as need to maintain privacy and mitigate
discrimination®?,

Peer support

Some studies have suggested that those who have difficul-
ties adhering to or engaging in treatment may have trouble
trusting perceived authority figures®’. Further, many individu-
als with serious mental illness may feel alienated, marginal-
ized and stigmatized. For this reason, and several others, the
use of peer services may enhance engagement in those with
serious mental illness.

Over the past decade, peer provider networks have bloss-
omed throughout the U.S., and peer providers now exist in
multiple different treatment settings, as well as free-standing
peer-run agencies. Peer support has been defined as “a system
of giving and receiving help founded on key principles of
respect, shared responsibility, and mutual agreement on what
is helpful”®. The President’s New Freedom Commission on
Mental Health Care called for a broader distribution of peer-
based services*. Additionally, peer support is now a Medicaid
reimbursable service®?,

A review of a peer-led Wellness Recovery Action Plan pro-
gram highlighted the benefits that participants experienced,
including increased sense of self-determination, self-aware-
ness, and positive effects on engagement with traditional pro-
viders and self-advocacy®. In a study of adults with serious
mental illness in community care, traditional case manage-
ment was compared with peer-delivered case management®®.
The aim was to investigate whether participants receiving
peer-delivered services at the beginning of their treatment
would be more engaged in services at follow-up (6 and 12
months). This study found that patients receiving peer-delivered
services were more engaged at the 6-month point than those
with traditional case management services. This between-group
difference disappeared at 12 months, which may point to the
importance of incorporating peer supports at the initial stages of
treatment, in order to rapidly build a working alliance and
enhance engagement when the risk of dropout, symptom relapse
and rehospitalization is particularly high. Of note, in both groups,
the participants who endorsed feeling understood and well-liked
at 6 months had higher self-reported motivation for treatment.

Army and combat veterans are a group that has been tradi-
tionally difficult to engage in mental health treatment. A
recent qualitative study of army veterans found that the major
barrier to engaging in initial treatment is self-perceived stig-
ma, and soldiers having trouble knowing or accepting that
they need help. Participants in this study were generally posi-
tive about the idea of incorporating formal peer networks into
initial treatment, noting that it might decrease both internal
and external stigma. Soldiers suggested that peer networks
could serve as role models, for example if a soldier who is per-
ceived as strong and respected by others discloses his own bat-
tle with mental illness®’. Peer supports have been shown to
lower recidivism rates in veterans with substance abuse prob-
lems™. Though the veteran population is a unique one, self-
stigma and need for role modeling may be universal for people
struggling with mental illness.

Cultural Formulation Interview

Individuals with serious mental illness from racial and eth-
nic minority groups are less likely than non-Hispanic whites to
engage in mental health treatment®®%®, The reasons for this
are varied and numerous, and include system as well as social
and cultural barriers” ", Providing culturally competent care
may be one way to enhance engagement.

One concrete tool for providing culturally sensitive care,
and assessing an individual’s cultural background to help
guide diagnosis and treatment, is the Cultural Formulation
Interview (CFI). Introduced in DSM-5, this is a 16-item ques-
tionnaire, supplemented by 12 modules. It also includes an
informant version in order to obtain material from caregivers
such as family members™. The conceptual idea behind the
CFl is that a person’s culture and contextual background will
shape the way he/she perceives mental illness, treatment, and
engagement with the treatment team.

Cultural information includes the social structures in which
the individual resides, local environmental resources (financial,
time), and individual circumstances. The cultural context is seen
as dynamic and unique to each individual. And thus, though
there may be trends among different minority groups in regards
to how they view their symptoms and treatment, this cannot be
assumed and has to be assessed individually. To that end, using
the CFI in treatment is a way of explicitly acknowledging the
unique individual and focusing on his/her goals and needs.

Though a relatively new tool, the CFI may enhance cross-
cultural communication”®, which may improve treatment en-
gagement.

CONCLUSIONS

Many innovative strategies are emerging to improve treat-
ment engagement. As demonstrated in this review, enga-
gement strategies focus on practical methods and tools, as
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well as on helping to change attitudes and overall approaches
to treatment of people with mental illness. In order to imple-
ment these strategies to improve engagement, mental health
providers, too, must feel engaged with the work they are
doing. The new approaches call for open-mindedness and
flexibility about a shifting structure and delivery of mental
health care.

Though, presumably, all mental health providers are in
this field because they are dedicated to improving the well-
being and health of those who suffer from mental iliness,
individual and systemic barriers may prevent providers from
delivering treatment that optimally enhances participant
engagement. The realities of working within the current
mental health system include limited resources, limited
time, and increasing oversight by managed care companies.
Clinicians commonly cite these concerns as reasons why
they are reluctant to change treatment services or take on a
more recovery-oriented approach. In tandem, there are myri-
ad attitudinal concerns about recovery-oriented treatment,
including fear of increased risk, concern that only certain
types of participants can be engaged in treatment, and an
assumption that recovery-oriented services devalue profes-
sional skills”.

It is clear that, in order to affect global change, these con-
cerns must be addressed. Services can be streamlined to more
efficiently utilize resources, relieving some of the existing pres-
sures that psychiatrists face, and thus allowing them more
time to engage in face-to-face, meaningful clinical interac-
tions’®, Making concerted efforts to address fears, stigma, mis-
conceptions and practical constraints will help to transform
our mental health system to improve initial and ongoing
engagement,

This review is not exhaustive, and other areas to consider as
ways to enhance treatment engagement include wellness and
exercise, role of families - including siblings — in treatment
engagement, and use of trauma-informed care to engage indi-
viduals with traumatic pasts. Future areas of research may
explore issues related to training and implementation of
engagement strategies in the context of a rapidly evolving
mental health care landscape.

REFERENCES

1. Kreyenbuhl J, Nossel IR, Dixon LB. Disengagement from mental health
treatment among individuals with schizophrenia and strategies for facili-
tating connections to care: a review of the literature, Schizophr Bull 2009;
35:696-703.

2. MacBeth A, Gumley A, Schwannauer M et al. Service engagement in first
episode psychosis: clinical and premorbid correlates. J Nerv Ment Dis
2013;201:359-64.

3. Del Vecchio P SAMHSA’s working definition of recovery updated 2012,
blog.samhsa.gov.

4. Department of Health and Human Services. Achieving the promise: trans-
forming mental health care in America. Rockville: U.S. Department of
Health and Human Services, 2003.

5. Le Boutillier C, Leamy M, Bird V] et al. What does recovery mean in prac-— 31 Lecompte T, Spidel A, Leclerc-G-et-al- Predictors-and profiles-of treatment —

tice? A qualitative anaiysis of international recovery-oriented practice
guidance. Psychiatr Serv 2011;62:1470-6.

World Psychiatry [5:1 - February 2016

10.

11.

12,

13.

14,

15.

16.

17.

18.

19.

20.

21,

22,

23.

24,

25,

26.

27,

28,

29.

30.

Sowers WE. Recovery and person-centered care: empowerment, collabora-
tion and integration. In: McQuistion H, Sowers WE, Ranz JM et al (eds).
Handbook of community psychiatry. New York: Springer, 2012:79-89.

Slade M, Amering M, Farkas M et al. Uses and abuses of recovery: imple-
menting recovery-oriented practices in mental health systems. World Psy-
chiatry 2014;13:12-20.

Kane JM, Robinson DG, Schooler NR et al. Factors contributing to engage-
ment during the initial stages of treatment for psychosis. Qual Health Res
2012;23:336-47.

Horvath AO, Del Re AC, Fluckinger C et al. Alliance in individual psycho-
therapy. Psychotherapy 2611;48:9-16.

Frank AE, Gunderson JG. The role of the therapeutic alliance in the treat-
ment of schizophrenia. Arch Gen Psychiatry 1990;47:228-36.

Melau M, Harder S, Jeppesen P et al. Clinical and functional outcome in a
cohort of 400 patients with first-episode psychosis: a cross-sectional study.
J Clin Psychiatry 2015;76:83-90.

Kvrgic S, Cavelti M, Beck E et al. Therapeutic alliance in schizophrenia: the
role of recovery orientation, self-stigma and insight. Psychiatry Res 2013;
209:5-20.

Adams N, Grieder DM. Treatment planning for person-centered care,
shared decision making for whole health. Waltham; Elsevier, 2014.
Stanhope V, Tondora J, Davidson L et al. Person-centered care planning
and service engagement: a study protocol for a randomized controlled tri-
al. Trials 2015;16:180.

Moran GS, Baruch Y, Azaiza F et al. Why do mental health consumers who
receive rehabilitation services, are not using them? A qualitative investiga-
tion of users’ perspectives in Israel. Community Ment Health J (in press).
Chan KKS, Mak WWS. The mediating role of self-stigma and unmet needs
on the recovery of people with schizophrenia living in the community.
Qual Life Res 2014;23:2559-68.

Cuevas C, Penate W. To what extent psychiatric patients feel involved in
decision making about their mental health care? Relationships with socio-
demographic, clinical and psychological variables. Acta Neuropsychiatr
2014;26:372-81.

Hamann J, Cohen R, Leucht S et al. Shared decision making and long-
term outcome in schizophrenia treatment. J Clin Psychiatry 2007;68:992-7.
Hamann J, Mendel R, Reiter S et al. Why do some patients with schizo-
phrenia want to be engaged in medical decision making and others do
not? J Clin Psychiatry 2011;72:1636-43.

Park SG, Derman M, Dixon LB et al. Factors associated with shared
decision-making preferences among veterans with serious mental illness.
Psychiatr Serv 2014;65:1408-13.

Deegan PE, Rapp C, Holter et al. A program to support shared decision
making in an outpatient psychiatric medication clinic. Psychiatr Serv
2008;59:603-5.

Krieke L, Emerencia AC, Boonstra N et al. A Web-based tool to support
shared decision making for people with a psychotic disorder: randomized
controlled trial and process evaluation. ] Med Internet Res 2013;15:¢2186.
Lieberman JA, Dixon LB, Goldman H. Early detection and intervention in
schizophrenia: a new therapeutic model. JAMA 2013;301:689-90,

Dixon LB, Lieberman J. Early psychosis intervention services: a work in
progress. Schizophr Bull 2015;41:23-4.

Mihopoulos C, Harris M, Henry L et al. Is early intervention in psychosis
cost-effective over the long term? Schizophr Bull 2009;35:909-18,

Dixon LB, Goldman HH, Bennett ME et al. Implementing coordinated
specialty care for early psychosis: the RAISE Connection Program. Psy-
chiatr Serv 2015;66:691-8.

Kane JM, Robinson DG, Schooler NR et al. Comprehensive versus usual
community care for first-episode psychosis: 2-year outcomes from the
NIMH RAISE Early Treatment Program. Am J Psychiatry (in press).

Frueh BC, Knapp RG, Cusack KJ et al. Patients’ reports of traumatic or
harmful experiences within the psychiatric setting. Psychiatr Serv 2005;56:
1123-33.

Kaplan S, Busner J, Chibnall ] et al. Consumer satisfaction at a child and
adolescent state psychiatric hospital. Psychiatr Serv 2001;52:202-6,
Lucksted A, Essock SM, Stevenson J et al. Client views of engagement in
the RAISE Connection Program for early psychosis recovery. Psychiatr
Serv 2015;66:699-704.

non-adherence and engagement in services problems in early psychosis.
Schizophr Res 2008;102:295-302.



32.

33.

34,

35.

36.

37.

38.

39.

40.

41.

42,

43.

44,

45,

46.

47,

48,

49.

50.

51,

52.

53.

54,

55,

20

Kryda AD, Compton MT, Mistrust of outreach workers and lack of confi-
dence in available services among individuals who are chronically street
homeless. Community Ment Health J 2009;45:144-50,

Substance Abuse and Mental Health Services Administration. Behavioral
health services for people who are homeless. Treatment Improvement
Protocol (TIP) Series 55. Rockville: Substance Abuse and Mental Health
Services Administration, 2013.

Coldwell CM, Bender WS. The effectiveness of assertive community treat-
ment for homeless populations with severe mental illness: a meta-analy-
sis. Am J Psychiatry 2007;164:393-9.

Lehman AE Dixon LB, Ketnan E et al, A randomized trial of assertive com-
munity treatment for homeless persons with severe mental illness. Arch
Gen Psychiatry 1997;54:1038-43.

George M, Manuel JI, Gandy-Guedes ME et al. “Sometimes what they
think is helpful is not really helpful”: understanding engagement in the
Program of Assertive Community Treatment (PACT). Community Ment
Health J (in press).

Killaspy H, Johnson S, Pierce B et al, Successful engagement: a mixed
methods study of the approaches of assertive community treatment and
community mental health teams in the REACT trial. Soc Psychiatry Psy-
chiatr Epidemiol 2009;44:532-40,

Herman DB, Conover $, Gorroochurn P et al. Randomized trial of critical
time intervention to prevent homelessness after hospital discharge. Psy-
chiatr Serv 2011;62:713-9.

Herman D, Opler L, Felix A et al. A critical time intervention with mentally
ill homeless men: impact on psychiatric symptoms, ] Nerv Ment Dis 2000;
188:135-40.

Chen FB, Ogden L. A working relationship model that reduces homeless-
ness among people with mental illness. Qual Health Res 2012;22:373-83.
Drake RE, Essock SM, Shaner A et al. Implementing dual diagnosis serv-
ices for clients with severe mental iliness. Psychiatr Serv 2001;52:469-76.
Hasan A, Falkai B, Wobrock T et al. World Federation of Societies of Biolo-
gical Psychiatry (WFSBP) Guidelines for Biological Treatment of Schizo-
phrenia Part 3: Update 2015 Management of special circumstances:
depression, suicidality, substance use disorders and pregnancy and lacta-
tion, World J Biol Psychiatry 2015;16:142-70.

Ho AP Tsuang JW, Liberman RP et al, Achieving effective treatment of
patients with chronic psychotic illness and comorbid substance depen-
dence. Am J Psychiatry 1999;156:1765-70.

Pettersen H, Ruud R, Ravndal E et al. Engagement in assertive community
treatment as experienced by recovering clients with severe mental illness
and concurrent substance use. Int ] Ment Health Syst 2014;8:40.

Flyn PM, Brown BS. Co-occurring disorders in substance abuse treatment:
issues and prospects. J Subst Abuse Treat 2008;34:36-47.

Brown CH, Bennett ME, Li L et al. Predictors of initiation and engagement
in substance abuse treatment among individuals with co-occurring serious
mental illness and substance use disorders. Addict Behay 2011;36:439-47.
Hellerstein DJ, Rosenthal RN, Miner CR. Integrating services for schizo-
phrenia and substance abuse. Psychiatr Q 2001;72:291-306.

Mueser KT, Noordsy DL, Drake RE et al. Integrated treatment for dual dis-
orders: a guide to effective practice. New York: Guilford Press, 2003,

Drake RE, Bartels SJ, Teague GB et al. Treatment of substance abuse in
severely mentally ill patients. ] Nerv Ment Dis 1993;181:606-11.

Dixon LB, Dickerson E Bellack AS et al, Schizophrenia Patient Outcomes
Research Team (PORT). The 2009 schizophrenia PORT psychosocial treat-
ment recommendations and summary statements. Schizophr Bull 2010;
36:48-70,

Bogenschutz MP, Siegfreid SL. Factors affecting engagement of dual diag-
nosis patients in outpatient treatment. Psychiatr Serv 1998;49:1350-2.
Tracy K, Burton M, Nich C et al. Utilizing peer mentorship to engage high
recidivism substance-abusing patients in treatment. Am | Drug Alcohol
Abuse 2011;37:525-31,

Daker-White G, Rogers A. What is the potential for social networks and
support to enhance future telehealth interventions for people with a diag-
nosis of schizophrenia: a critical interpretive synthesis. BMC Psychiatry
2013;18:279.

Clarke G, Yarborough BJ. Evaluating the promise of health IT to enhance/
expand the reach of mental health services. Gen Hosp Psychiatry 2013;35;
339-44,

Birnbaum ML, Rizvi AE Correll CU et al. Role of social media and the
internet in pathways to care for adelescents and young adults with psy-
chotic disorders and non-psychotic mood disorders. Early Interv Psychia-
try (in press).

56.

57.

58.

59,

60.

61.

62,

63.

64.

65.

66.

67.

68.

69,

70.

71.

72.

73.

74.

75.

76.

77.

78.

Cunningham JA, Gulliver A, Farrer L et al. Internet interventions for men-
tal health and addictions: current findings and future directions. Gurr Psy-
chiatry Rep 2014;16:521.

Johnston L, Dear BE Gandy M et al. Exploring the efficacy and acceptability
of internet-delivered cognitive behavioural therapy for young adults with
anxiety and depression: an open trial, Aust N Z ] Psychiatry 2014;48:819-27,
Rotondi AJ, Anderson CM, Haas GL et al. Web-based psychoeducational
intervention for persons with schizophrenia and their supporters: one-
year outcomes, Psychiatr Serv 2010;61:1099-05.

Haslett WR, McHugo GJ, Bond GR et al. Use of software for tablet com-
puters to promote engagement with supported employment: results from
an RCT, Psychiatr Serv 2014;65:954-6.

Neale J, Stevenson C. Homeless drug users and information technology: a
qualitative study with potential implications for recovery from drug
dependence. Subst Use Misuse 2014;49:1465-72.

Noblin A, Cortelyou-Ward X, Servan RM. Cloud computing and patient
engagement: leveraging available technology. J Med Pract Manage 2014;
30:89-93.

Naslund JA, Grande SW, Aschbrenner KA et al, Naturally occurring peer
support through social media: the experiences of individuals with severe
mental illness using YouTube. PLoS One 2014;9:110171.

Mead S, Hilton D, Curtis L. Peer support: a theoretical perspective. Psy-
chiatr Rehab J 2001;25:134-41,

Substance Abuse and Mental Health Services Administration. Peer pro-
viders. wwwintegration.samhsa.gov.

Jones N, Corrigan PW, James D et al, Peer support, self-determination, and
treatment engagement: a qualitative investigation. Psychiatr Rehabil J
2013;36:209-14.

Sells D, Davidson L, Jewell C et al. The treatment relationship in peer-
based and regular case management for clients with severe mental iliness.
Psychiatr Serv 2006;57:1179-84.

Pfeiffer PN, Blow AJ, Miller E et al. Peers and peer-based interventions in
supporting reintegration and mental health among national guard sol-
diers: a qualitative study. Mil Med 2012;177:1471-6.

Interian A, Lewis-Fernandez R, Dixon LB. Improving treatment engage-
ment of underserved U.S. racial-ethnic groups: a review of recent inter-
ventions. Psychiatr Serv 2013;64:212-22, .

Aggarwal NK, Desilva R, Nicasio AV et al, Does the Cultural Formulation
Interview for the Fifth Revision of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) affect medical communication? A qualitative
exploratory study from the New York Site. Ethn Health 2015;20:1-28.
Abduliah T, Brown TL. Mental illness stigma and ethnocultural beliefs,
values, and norms: an integrative review. Clin Psychol Rev 2011;31:934-
48,

Martin 8. Iliness of the mind or illness of the spirit? Mental health-related
conceptualization and practices of older Iranian immigrants. Health Soc
Work 2009;34:117-26.

Musa D, Schulz R, Harris R et al. Trust in the health care system and the
use of preventive health services by older black and white adults, Am J
Public Health 2009;99:1293-9,

Office of the Surgeon General (US); Center for Mental Health Services
(US); National Institute of Mental Health (US). Mental health: culture,
race, and ethnicity, Rockville: Substance Abuse and Mental Health Services
Administration, 2001.

Smith ME, Lindsey MA, Williams CD et al. Race-related differences in the
experiences of family members of persons with mental illness participat-
ing in the NAMI family to family education program. Am J Commun Psy-
chol 2014;54:316-27.

Lewis-Fernandez R, Aggarwal NK. Culture and psychiatric diagnosis. Adv
Psychosom Med 2013;33:15-30.

Aggarwal NK, Pieh MC, Dixon L et al. Clinician descriptions of communi-
cation strategies to improve treatment engagement by racial/ethnic
minorities in mental health services: a systematic review. Patient Educ
Couns 2015;15:1-9,

Davidson L, O’Connell M, Tondora J et al. The top ten concerns about
recovery encountered in mental health system transformation. Psychiatr
Serv 2006;57:640-5,

Torrey WC, Drake RE. Practicing shared decision making in the outpatient
psychiatric care of adults with severe mental illnesses: redesigning care for
the future. Community Ment Health J 2010;46:433-40.

DOI1:10.1002/wps.20306

World Psychiatry 15:1 - February 2016



