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Poor engagement in child and adolescent mental health services is a signiﬁcant public health
concern. The purpose of this study was to synthesize the engagement literature using a multidimensional measurement framework to identify practice elements that are associated with
improved engagement. We examined 50 randomized controlled trials of interventions targeting
treatment engagement in youth mental health services published between 1974 and 2016. We
utilized a multidimensional measurement framework that includes ﬁve engagement domains (i.e.,
Relationship, Expectancy, Attendance, Clarity, Homework [REACH]). We also used a distillation
method (Chorpita & Daleiden, 2009; Chorpita, Daleiden, & Weisz, 2005) to identify speciﬁc
practices common to interventions that were effective at increasing engagement within each
REACH domain. Engagement was most frequently operationalized in intervention studies as
Attendance. Individual practices distilled from effective interventions were successful when used
with participants with diverse characteristics in a wide variety of contexts. Importantly, we found
unique practice patterns associated with outcomes from each REACH domain. Findings suggest
that practices such as assessment, psychoeducation, accessibility promotion, barriers to treatment,
and goal setting might be used with all youth and families to promote engagement and that other
practices could be introduced on an as-needed basis to target speciﬁc engagement domains (e.g.,
modeling to promote Clarity about therapy; therapist monitoring to promote Homework/participation). A substantial evidence base demonstrates that engagement can be improved through
speciﬁc interventions, and ﬁndings highlight opportunities to advance the ﬁeld’s understanding of
engagement through multidimensional measurement in future studies.

An estimated 20% to 40% of youth have a psychiatric disorder
(Costello, Copeland, & Angold, 2011) and may need mental
health services. However, youth and families utilize services at
an alarmingly low rate. For example, national survey data show
that as many as 50% of youth in need do not enroll in treatment
(Merikangas et al., 2010), and more than 50% of those who do
enroll terminate treatment early (Nock & Ferriter, 2005;
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Pellerin, Costa, Weems, & Dalton, 2010). Poor engagement in
child and adolescent mental health services is a signiﬁcant
public health concern, given that poor engagement is associated
with worse treatment outcomes (Danko, Garbacz, & Budd,
2016; Haine-Schlagel & Walsh, 2015; Karver, Handelsman,
Fields, & Bickman, 2006; Kazdin & Wassell, 1999).
The scope and impact of poor engagement have likely
been underestimated due to the historical emphasis on testing treatments within the context of efﬁcacy trials, which
typically have explicit structures and resources to maintain
treatment participation for study participants (Clarke, 1995;
Marchand, Stice, Rohde, & Becker, 2011). In contrast,
publicly referred youth served in routine practice settings
often experience psychosocial stressors (e.g., Diagnostic
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and Statistical Manual of Mental Disorders, 4th ed.
[American Psychiatric Association, 1994] Axis IV stressor,
low socioeconomic status, caregiver symptomatology;
Marchand et al., 2011; Southam-Gerow, Chorpita, Miller,
& Gleacher, 2008) that make it more difﬁcult for these
clients to participate in treatment (Gopalan et al., 2010).
As the ﬁeld transports evidence-based treatments (EBTs)
to community settings, signiﬁcant engagement challenges
are to be expected. For example, in an efﬁcacy trial of
Coping Cat (a cognitive behavioral therapy [CBT] program
for childhood anxiety), engagement was high, with 90.9%
treatment completion (deﬁned as 16 sessions) for the individual child CBT condition and 87.5% for the family-based
CBT (Kendall, Hudson, Gosch, Flannery-Schroeder, &
Suveg, 2008). However, when Coping Cat was tested in a
community setting, engagement was much lower, with only
54.2% of youth meeting the treatment completion standards
of the 2008 trial (Southam-Gerow et al., 2010). Some scholars have suggested that engagement might improve as
EBTs are incorporated into a stable routine of established
service delivery systems, rather than delivered within the
nonestablished framework of a randomized controlled trial
(RCT; Michelson, Davenport, Dretzke, Barlow, & Day,
2013). At present, however, the ﬁeld still faces signiﬁcant
challenges with maximizing the public health impact of
EBTs (Kazdin & Blase, 2011), and thus, researchers have
increasingly focused on improving engagement in mental
health service settings as one key strategy.
We believe that one way to improve engagement is by
enhancing its measurement in research and practice.
Operational deﬁnitions of engagement in the treatment literature rely on attendance as the primary indicator of engagement. For instance, a recent review of 262 studies testing
behavioral parent training interventions revealed that only
10% of studies measured an engagement-related outcome
other than attrition or attendance (Chacko et al., 2016).
Attendance is the most commonly measured outcome even
within studies testing interventions designed to improve
engagement (Lindsey et al., 2014). Reliance on attendance
as the primary indicator of engagement is problematic for two
reasons. First, there is the possibility that consistent attendance might overrepresent the strength of an individual’s
engagement in treatment because attendance alone is not
sufﬁcient to ensure positive treatment outcomes, particularly
in skills-based therapies (Nix, Bierman, McMahon, & The
Conduct Problems Prevention Research Group, 2009; Nock
& Ferriter, 2005). Second, by the time engagement problems
manifest themselves as low or inconsistent attendance, it may
be too late to address their underlying cognitive or social
barriers (Kazdin & Wassell, 1999, 2000; Spirito, Boergers,
Donaldson, Bishop, & Lewander, 2002).
We assert that engagement represents an individual’s
multidimensional (e.g., social, cognitive, affective, and
behavioral) commitment to treatment, whereby these dimensions exert reciprocal inﬂuence upon one another. We also

contend that engagement is a dynamic process that involves
the interplay among individual, familial, professional (i.e.,
provider–client), service organization, and ecological (e.g.,
availability of services in the community, sources of help
typically sought by members of a group) factors. In short,
engagement is multifaceted, dynamic, and transactional.
Our deﬁnition draws from other conceptual models (e.g.,
Haine-Schlagel & Walsh, 2015; King, Currie, & Petersen,
2014; Lindsey, Chambers, Pohle, Beall, & Lucksted, 2013)
that consistently identify multiple dimensions of engagement. Cognitive dimensions (e.g., attitudes, self-efﬁcacy,
locus of control, understanding of treatment, readiness to
change) often vary substantially across models, whereas
behavioral dimensions tend to emphasize treatment enrollment, attendance, session participation, and homework completion. Social dimensions (e.g., quality of the therapeutic
alliance) also are included explicitly in some models (e.g.,
Staudt, 2007), whereas other models have conceptualized
them as primarily cognitive phenomena (e.g., perceived
norms about help-seeking behavior: Ajzen, 1991; perceptions of provider efﬁcacy: King et al., 2014).
To facilitate the alignment of research with the multidimensional conceptualization of engagement in the ﬁeld,
we propose a measurement framework that comprises ﬁve
domains of engagement, as exempliﬁed by the REACH
acronym (Becker & Chorpita, 2016): Relationship (e.g.,
therapeutic alliance; Shirk & Karver, 2011); Expectancy
(e.g., beliefs that treatment will be helpful and that one
can participate successfully in treatment; Nock & Kazdin,
2001); Attendance (e.g., presence at treatment sessions;
Nock & Ferriter, 2005); Clarity (e.g., understanding about
the treatment approach or the roles of each person involved
in treatment; Shuman & Shapiro, 2002); and Homework,
which reﬂects multiple adherence/participation dimensions
(e.g., homework completion, in-session participation; Nock
& Ferriter, 2005). REACH is not offered as a deﬁnitive
model, and it will likely require expansion as new engagement domains are identiﬁed, measured, and reﬁned. Instead,
REACH is proposed as an organizing framework that can
put a lens on the literature to determine what we know and
what we do not know about key intervention outcomes and
their interrelations across multiple domains (cf. Hoagwood,
Jensen, Petti, & Burns, 1996).
This review highlights more than 40 years of pioneering
science. Innovations in the measurement, understanding,
and resolution of treatment barriers led by McKay (e.g.,
McKay, McCadam, & Gonzales, 1996), Kazdin (e.g.,
Kazdin, Holland, & Crowley, 1997), and their respective
colleagues invigorated the ﬁeld’s efforts to design and test
engagement interventions. Over the past decade, multiple
qualitative and systematic reviews have been undertaken to
determine what works to engage youth and families in
services (see Table 1). Historically, most literature reviews
either have taken a generalist approach (i.e., grouping all
engagement constructs together) to summarizing effective
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interventions for engagement (e.g., Lindsey et al., 2014) or
have focused on a single engagement domain (e.g., attendance; Lefforge, Donohue, & Strada, 2007), although there
are exceptions. For example, Nock and Ferriter (2005)
reviewed strategies designed to target both attendance and
adherence, and Snell-Johns, Mendez, and Smith (2004)
presented strategies for reducing barriers to treatment participation, decreasing attrition, and promoting behavioral
change.
For the current review, we took a different approach, by
using a “distillation” method (Chorpita & Daleiden, 2009;
Chorpita, Daleiden, & Weisz, 2005). Distillation involves
identifying a sample of effective interventions and then labeling the discrete clinical procedures (i.e., “practice elements”)
within those interventions, as a way to summarize the common
and unique procedures across the entire literature. In the
engagement literature, these procedures include appointment
reminders, psychoeducation, and goal setting. As a literature
synthesis approach, distillation offers multiple potential beneﬁts. First, distillation promotes a common language across a
taxonomically diverse literature, both in terms of classiﬁcation
of practices used and outcomes achieved (Chorpita et al.,
2005). Second, distillation helps identify the practices common among all effective interventions, which is a complementary view to levels of analysis that focus on speciﬁc programs
and their discrete lines of supporting research (cf. Rogers &
Vismara, 2008). Early summaries of effective treatments
focused on determining the value of broad treatment
approaches (e.g., Is CBT for depression effective? Weisz,
Doss, & Hawley, 2005), but over time, reviews (and policy)
increasingly emphasized a level of analysis involving speciﬁc
manualized interventions (e.g., Is Adolescent Coping with
Depression effective? Clarke, Rohde, Lewinsohn, Hops, &
Seeley, 1999). A beneﬁt of distillation is that its level of
analysis is the clinical procedures of an intervention; thus, it
provides a single framework for describing the clinical features
of each intervention in a chosen literature. Then, this information can be aggregated across all studies to expose speciﬁc
clinical procedures of effective interventions. Extending our
depression example, 71% of effective interventions for youth
depression include cognitive procedures (PracticeWise, 2017).
Thus, this review is organized around a structured distillation analysis of practice elements across all effective
engagement interventions, summarized to show how commonly those elements occur within those speciﬁc interventions and to look at the aggregated data within the context of
a multidimensional measurement framework (i.e., REACH).
Two articles demonstrated that engagement practice elements could be reliably coded using a distillation approach
(i.e., Lindsey et al., 2014) and provided preliminary evidence that certain engagement practices might be associated
with different engagement outcomes (i.e., Becker et al.,
2015). The current review expands upon this earlier work
by including 10 additional studies, demonstrating reliable
coding of additional engagement practices, examining ﬁve
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engagement outcomes, and presenting unique analyses to
highlight the co-occurrence of practices and their presence
across settings and populations. For example, because individual elements are typically employed in the context of
other engagement practices, we calculated conditional probabilities to show which practice elements were most likely
to co-occur in order to identify patterns in the delivery of
engagement practices. In these ways, we are beginning to
answer questions about what works; in what context; for
what purpose; and, just as important, what still warrants
further study within the context of engagement in child
and adolescent mental health services.

METHOD
Selection Criteria and Literature Search
We used multiple methods to identify published RCTs testing
psychosocial interventions aimed at enhancing the engagement of youth or families in children’s mental health services.
First, we searched electronic databases (i.e., PsycINFO and
SocINDEX) using the following terms: engagement OR
retention OR attrition combined with an exploded “mental
health services” term to facilitate the retrieval of results that
contain the term “mental health services” in combination
with each of its narrower forms. This method yielded 93
articles from PsycINFO and 238 articles from SocINDEX.
Second, a medical librarian conducted structured searches of
three databases: PubMed, PsycINFO, and SocINDEX.
Search words contained at least one engagement term (e.g.,
retention, participation) and one mental health services term
(e.g., psychotherapy). This method identiﬁed an additional
76 potentially relevant articles. Third, we reviewed the citing
articles and reference lists of other published literature
reviews (e.g., Ingoldsby, 2010; Staudt, 2007) as well as
engagement RCTs, a strategy that yielded 10 additional articles. Fourth, personal communication with national scholars
in engagement research identiﬁed three additional articles.
Fifth, we identiﬁed four RCTs on family engagement through
the PracticeWise Evidence-Based Services Database for children’s mental health (PracticeWise, 2012). Together, these
search strategies produced 424 articles that were screened for
inclusion in the present review. Inclusion criteria required
that each study (a) employ an RCT design, (b) test an intervention with the speciﬁc purpose of engaging youth or
families in children’s mental health treatment, (c) report outcomes for at least one measure of treatment engagement (e.g.,
attendance, adherence, knowledge about therapy), and (d)
include a sample with a mean age of 21 years or younger.
Studies of engagement interventions targeting the caregivers
of children with mental health needs were included if they
met the other eligibility criteria.
Our ﬁnal sample included 48 articles published between
1974 and 2016. A single article could contain multiple
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studies, all of which were coded if they met the aforementioned inclusion criteria and included independent samples.
Two articles met these conditions; thus, our ﬁnal sample
included 50 studies. Coded studies included 117 study
groups (i.e., a set of participants who were randomized to
a speciﬁc treatment or control condition within that study),
of which 114 (97.4%) were active intervention conditions
(including services as usual) and three (3.6%) were waitlist
controls.
Coding and Reliability
Study coding was guided by a modiﬁed version of the
PracticeWise Clinical Coding System (PracticeWise,
2008), which summarizes multiple variables related to
study design, sample characteristics, treatment group characteristics, treatment interventions, and results. The modiﬁed coding system included prompts to code engagement
outcome indicators (e.g., attendance at ﬁrst treatment session, client understanding of treatment), as well as practice
elements (e.g., appointment reminders, assessment of barriers to treatment, psychoeducation) that are common to
engagement interventions. This coding system has been
used successfully in prior engagement reviews (i.e.,
Becker, Buckingham, Rith-Najarian, & Kline, 2015;
Becker et al., 2015; Lindsey et al., 2014).
Each study was coded by two coders who received
extensive training in the coding system and who used our
detailed coding manual. Interrater reliability among coders
was calculated for an initial set of 31 practice element
codes. Kappas could not be calculated for ﬁve codes (i.e.,
cognitive, monitoring, rehearsal, response cost, self-monitoring) due to low base rates of those practices. For the
remaining 26 codes, kappas ranged from .26 to .95 and were
above published standards (at least .40; Fleiss, 1981) for 22
(84.6%) of the codes. Kappas were below published standards (i.e., < .40; Fleiss, 1981) for four codes (i.e., psychoeducation about the problem, psychoeducation about
services, reinforcement, and therapist monitoring).
We examined the codebook deﬁnitions of psychoeducation about the problem (i.e., formal review of information
about the development of a problem and its relation to a
proposed intervention) and psychoeducation about services
(i.e., providing information about services or the service
delivery system, such as content and frequency of sessions,
roles of treatment participants, and agency policies regarding attendance), and found deﬁnitional overlap. We also
reviewed study descriptions and found that many studies
did not specify this level of detail for psychoeducation
procedures. For these reasons, we combined the two codes
into a single psychoeducation code, which improved its
reliability to .39 and reduced our total codes to 30. As part
of our standard procedures, a third coder (i.e., the ﬁrst
author) resolved all coding discrepancies and inspected all
data for accuracy.

Practice Elements
Practice elements relevant to engagement were identiﬁed
using an iterative process that began with reading the
empirical literature on engagement, drafting an initial list
of elements and their deﬁnitions, and soliciting feedback
from four experts on engagement outside of the study
team who reviewed the elements and deﬁnitions.
Revisions and piloting occurred following expert feedback.
Table 2 provides abridged deﬁnitions of the 30 practice
elements that were identiﬁed in the empirical literature.
Practices employed by service agencies (e.g., accessibility
promotion) were included along with more traditional clinical (i.e., provider-delivered) practices to capture the full
range of strategies tested in these interventions. Note that
communication skills refers to the clinical procedure of
teaching a client communication skills to effectively engage
other family members, as opposed to the quality of the
communication skills or the mental health provider.
Additional coding information is available from the authors.
Engagement Domains
Coding procedures were applied to outcomes across all
reported engagement domains (i.e., Relationship,
Expectancies, Attendance, Clarity, and Homework).
Relationship outcomes were those that reﬂected the therapeutic alliance (Shirk & Karver, 2011), typically assessed by
questionnaires such as the Working Alliance Inventory
(Horvath & Greenberg, 1989), or other aspects of relationship quality. Expectancy outcomes were those that reﬂected
expectations about the eventual outcome of treatment or
one’s own readiness and motivation to participate successfully in treatment (Nock & Kazdin, 2001), typically
assessed by measures such as the Parent Motivation
Inventory (Nock & Photos, 2006) or the Expectations of
Therapy Outcome Scale (Bonner & Everett, 1986).
Attendance outcomes reﬂected the presence and timeliness
of expected participants at a therapeutic session (Nock &
Ferriter, 2005). Attendance was operationalized in multiple
ways, including attendance at ﬁrst treatment session, attendance over time, treatment completion, cancellations, noshows, and punctuality. Clarity outcomes reﬂected an understanding about the treatment approach and its rationale, the
structure and goals of treatment, or the roles of each person
involved in treatment (Shuman & Shapiro, 2002) and were
typically assessed using a questionnaire designed to test an
individual’s understanding of therapy (e.g., Holmes & Urie,
1975; Weinstein, 1988). The Homework domain included
outcomes that reﬂected an individual’s active participation
in collaboratively determined activities (e.g., participating in
treatment session discussions and exercises, out-of-session
practice; Nock & Ferriter, 2005). Examples included the
number of homework assignments completed and provider-rated quality of session participation.

Qualitative (Update of
N not reported
McKay & Bannon, 2004)
2004–2010

Systematic

Systematic

Systematic

Scoping review

Systematic

Systematic

Gopalan et al. (2010)

Haine-Schlagel and Walsh
(2015)

Ingoldsby (2010)

Kim, Munson, and McKay
(2012)

King et al. (2014)

Lefforge et al. (2007)

Lindsey et al. (2014)

N = 38
1974–2011

N = 43
1965–2000

N = 58
2000–2012

N = 13
1988–2010

N = 17
1980–2009

N = 23
1974–2013

N = 40
1974–2011

Systematic

Becker et al. (2015)

N = 31
2002–2015

Study N and Years

Systematic

Review Type

Becker, Buckingham,
Rith-Najarian et al.
(2015)

Study

Engagement
Domain(s)
Key Findings

(Continued )

(a) Studies about effective engagement
General
Practices (e.g., psychoeducation, rapport building,
strategies for clinically high-risk or ﬁrst
support networking, accessibility promotion) are
episode psychosis youth.
available to engage clinically high-risk youth.
(b) RCTs evaluating treatments for
However, RCTs included only a small number of
clinically high-risk or ﬁrst episode
these practices in their interventions.
psychosis youth
RCTs testing an engagement intervention Attendance;
Speciﬁc engagement practices differed depending on
that also reported engagement outcomes
Adherence;
whether attendance, adherence, or cognitive
Cognitive
preparation was the target outcome.
preparation
Criteria not reported, but ﬁndings were
General
Promising interventions included (a) technology, (b)
organized children’s mental health
paraprofessionals, (c) school- and home-based
service engagement interventions
delivery, (d) strength-based approaches, and (e)
considerations for special populations (e.g., trauma,
disruptive behaviors).
Studies that measured one of the
Participation; Interventions that increased parent participation
following: (a) speciﬁc parent
Homework
included practices such as reinforcement,
participation behaviors in the clinic, (b)
completion
assessment of barriers, accessibility promotion,
homework completion, or (c) global
psychoeducation, and positive expectation setting.
parent participation
Early engagement strategies included reminders,
RCTs testing an engagement intervention Ongoing
attendance
addressed barriers, and adopted a family systems
targeting attendance and completion
and
approach. Continuous strategies included
treatment
incentives, family support, and motivational
completion
interviewing.
RCTs testing an engagement intervention Initial and
Individual- (e.g., reminder, reinforcement) and familyongoing
level approaches increased attendance at ﬁrst
attendance
appointment. Service delivery level approaches
(e.g., addressing barriers, case management)
improved ongoing engagement.
Articles focused on (a) predictors of
General
Engagement is a motivational framework by which
engagement, (b) effectiveness of
providers foster client optimism, self-efﬁcacy, and
engagement interventions, and
conviction about the relevance of treatment and
(c) interpersonal aspects of care
treatment goals.
Controlled studies testing interventions to Attendance
Effective strategies included reminder phone calls,
improve ﬁrst session attendance
letters, prompt scheduling, soliciting commitment,
and resolving obstacles to attendance.
RCTs testing an engagement intervention General
22 engagement practices identiﬁed, including
that also reported engagement outcomes
assessment, accessibility promotion,
psychoeducation, homework assignment, modeling.

Inclusion Criteria

TABLE 1
Literature Reviews of Effective Engagement Interventions
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Qualitative

Staudt (2003)

Note: RCT = randomized controlled trial.

Systematic

Snell-Johns et al. (2004)

Not reported

N = 16
1979–1999

N = 12
1974–2002

Systematic

Nock and Ferriter (2005)

Study N and Years
N not reported
1982–2003

Review Type

McKay and Bannon (2004) Qualitative

Study

Studies testing engagement interventions
for children and families

Controlled trials testing an intervention
aimed at increasing attendance and/or
adherence at treatments with a parent
training component
Studies testing engagement interventions
within the context of children’s mental
health treatment

Criteria not reported, but ﬁndings were
organized children’s mental health
service engagement interventions

Inclusion Criteria

TABLE 1
(Continued)

Key Findings

Effective strategies included appointment reminders,
addressing barriers to treatment, increasing
perceptions of self-efﬁcacy, problem solving, case
management, and peer navigation.
Initial and
Brief, informational preparatory strategies increased
ongoing
initial attendance. Financial contingency
attendance;
contracting and caregiver support were related to
Adherence
ongoing attendance and adherence.
Treatment
Effective strategies included: home-based services,
barriers;
multi-family groups, and facilitating self-directed
Attrition;
treatments. Indirect or preliminary support for
Behavioral
transportation, childcare, low-cost services,
change
addressing parental needs, and incentives for
attendance.
Initial and
Individual interventions (e.g., appointment reminders)
ongoing
increased attendance to the ﬁrst appointment;
attendance
however, only total service delivery approaches
reduced dropout rates.

Initial and
ongoing
attendance

Engagement
Domain(s)
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TABLE 2
Practice Elements and Abridged Deﬁnitions
Practice Element
Accessibility
Promotion
Appointment
Reminder
Assessment
Barriers to Treatment
Behavioral
Contracting
Case Management
Change Talk
Cognitive

Deﬁnition
Using strategies to make services convenient and accessible (e.g., on-site child care, taxi vouchers, bus tokens)
Providing information about the day, time, and location of next therapeutic contact via mail, text, phone, e-mail, etc.
Gathering information about the client’s strengths and needs, such as by interviews, questionnaires, observations, etc.
Eliciting factors that might interfere with treatment (e.g., transportation, scheduling, previous experiences with services, stigma, etc.)
Eliciting commitment to a course of action as denoted by a contract or agreement

Coordinating and overseeing multiple therapeutic supports
Probing disadvantages of the status quo, advantages of change, optimism, and intention to change
Altering an individual’s interpretation of events through examination of thoughts, typically through the generation and rehearsal of
more realistic, alternative counter-statements
Communication Skills Training in how to communicate effectively with others to encourage treatment engagement
Crisis Management
Approaches for immediately resolving urgent or dangerous events
Cultural
Using strategies designed to explore an individual’s culture (e.g., race/ethnicity, age, sexual orientation, etc.).
Acknowledgment
Expectation Setting
Instilling hope and facilitating positive expectations for change
Goal Setting
Explicitly selecting a therapeutic goal for the purpose of making a plan toward achieving that goal
Homework
Providing therapeutic tasks to an individual to complete outside of session to reinforce/facilitate knowledge and skills
Assignment
Insight Building
Using speciﬁc activities to help a youth or family achieve greater self-understanding
Modeling
Demonstrating a desired behavior to promote imitation and performance of that behavior by an individual
Monitoring
Training someone in the youth’s ecology (e.g., caregiver) in the repeated measurement of the youth’s target mood or behavior
Motivational
Targeting readiness to participate in therapeutic activities or programs through the use of cost-beneﬁt analysis, Socratic questioning, or
Enhancement
a variety of other approaches
Parent Coping
Enhancing a caregiver’s ability to deal with stressful situations
Peer Pairing
Pairing an individual with another similar individual, such as for skill development or information sharing
Performance Feedback Providing information about performance to an individual based on assessment and observation
Problem Solving
Using techniques (e.g., brainstorming, choosing a solution, evaluating results) designed to solve targeted problems
Psychoeducation
Reviewing information about treatment, its relation to the presenting problem, or service delivery (e.g., session content/frequency,
roles of the provider and youth/families, expectations for attendance)
Rapport Building
Strategies to increase the quality of the relationship between an individual and the provider
Rehearsal
Creating opportunities for an individual to practice a skill during session
Reinforcement
Using reinforcers (e.g., monetary incentives, attention) to promote a desired behavior
Response Cost
Delivering a loss or penalty (e.g., termination) based on unwanted behavior (no-showing appointments)
Self-Monitoring
Training a youth or caregiver in the repeated measurement of their own target mood or behavior
Support Networking
Including informal helpers (e.g., relatives, friends, neighbors, faith leaders) in service planning and delivery
Therapist Monitoring A provider’s repeated collection of data related to a target process or behavior (e.g., alliance, homework, participation)

Indicators of Effectiveness
The primary indicator of effectiveness was examined at the
study group level: Speciﬁcally, we coded how each study
group fared relative to comparison groups on the engagement
outcomes reported within a particular study. A study group
was assigned a “win” for engagement if it was statistically
signiﬁcantly better than one or more other conditions on any
engagement measure, as indicated by a Group × Time interaction or a between-group difference observed at the postengagement assessment for measures that were not collected at
baseline (e.g., attendance at the ﬁrst session, homework completion over the course of treatment; Chorpita et al., 2005).
Wins serve as an index of the reliability of support in the
research literature, such that more wins across studies generally reﬂect greater conﬁdence about the observed difference
between study conditions (i.e., analogous to conceptual

replication or reproducibility, given that our analyses aggregated across independent experimenter teams).
We also assigned wins to study groups for a particular
REACH domain if a group was statistically signiﬁcantly better
than one or more other conditions in the same study on any
measure reﬂecting that domain, as indicated by a Group ×
Time interaction or a between-groups difference observed at
the postengagement assessment for measures that were not
collected at baseline (e.g., a win on attendance at the ﬁrst
session was considered a win for the Attendance domain; a
win for homework completion over the course of treatment
was considered a win for the Homework domain). To reduce
the inﬂuence of the variability in the number of measures
included in each domain across studies (e.g., some studies
included multiple measures of Attendance, whereas other studies included only one), each study group could earn only up
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to one win within each of the REACH domains. Furthermore,
we calculated the frequencies with which each practice element was included in a winning intervention for each REACH
domain. The graphical depiction of these results in “practice
element proﬁles” highlights patterns of practices characterizing effective interventions within multiple engagement outcomes, as well as practices that have unique associations with
one particular outcome (Becker et al., 2015).
We coded indicators of feasibility and generalizability,
including information about the most recent publication year
for winning interventions, study sample (i.e., presenting problem, age, gender, race/ethnicity), and the delivery context
(i.e., provider education level, setting, format, audience; cf.
Chorpita et al., 2011).
We also calculated conditional probabilities to show
which practice elements were most likely to co-occur with
each index practice element among all effective engagement
interventions in order to understand how elements are paired
together (or not) in the research literature.
Our results are aggregated across the winning study
groups that included each element and are presented according to each of the 30 practices. However, a practice element
is usually part of a larger engagement intervention; hence,
these results should not be interpreted as describing the
precise delivery of any particular element in isolation. For
example, appointment reminders were included in engagement interventions that were delivered by phone, with written materials, in person, and using audiovisual technology,
but one should not infer that appointment reminders themselves were administered in all of these formats. It is quite
possible those reminders were delivered primarily by phone
but that other elements in those same engagement protocols
made use of the other formats reported. Because almost no
studies reported ﬁndings by element (as opposed to by study
group), we have no deﬁnitive way of knowing the format,
setting, or other such characteristics at the element level.

Review of Moderators and Mediators
Finally, we examined each of the 50 studies for moderation
and mediation analyses. Three studies (i.e., Fleischman, 1979;
Santisteban et al., 1996; Watt, Hoyland, Best, & Dadds, 2007)
examined moderators of engagement outcomes. Two studies
(i.e., Mendenhall, Fristad, & Early, 2009; Nock & Kazdin,
2005) conducted mediation analyses.

RESULTS
Participant Characteristics
The total number of participants across all studies was 5,323
youth/young adults between the ages of 0 and 21. Of the 50
studies reviewed, studies had at least one participant between
the ages of 0 and 5 (46.0% of studies), 6 and 12 (80.0%), 13

and 18 (46.0%), and 19 and 21 (12.0%). Across 39 studies
(78.0%) that reported participant gender, study samples
included slightly more male (52.4%) than female participants
(47.6%). Across 34 studies (68.0%) that reported participant
race/ethnicity, study samples included at least one participant
who self-identiﬁed as Black/African American (70.6% of studies), White/Caucasian (70.6%), Hispanic (58.8%), multiethnic (35.3%), Asian (17.6%), or American Indian (8.8%). Half
the studies (50.0%) reported participants of “other” ethnicities
and 11.8% reported including participants whose racial/ethnic
backgrounds were unknown. Study samples included youth
seeking help for diverse problems, including conduct problems
(52.0% of studies), inattention/hyperactivity (28.0%), depression (26.0%), anxiety (18.0%), substance use (18.0%), trauma
(8.0%), suicidal ideation (6.0%), and autism (4.0%). Thirty
studies (60.0%) reported a speciﬁc geographic location; of
those, 25 (83.3%) were conducted in the United States.
Intervention Delivery Characteristics
All 50 studies reported at least one intervention setting, the
most common of which were as follows: clinics (68.0%1),
homes (44.0%), hospitals (4.0%), and the community
(4.0%). In the 48 (96.0%) studies that reported delivery
format, the most frequently reported formats were in-person
dialogue (64.0%), telephone (46.0%), written communication (26.0%), and audiovisual materials (14.0%). In the 39
(78.0%) studies that reported provider (i.e., individuals who
implemented the engagement intervention), most frequently
reported in studies were evenly divided among graduate
students (24.0%), a professional with a master’s degree
(24.0%), or a doctoral degree (24.0%), and at times
(20.0%) the intervention was self-administered by the
youth or caregiver themselves. Across all studies, the
intended recipients were the youth (54.0% of the time) or
caregivers (52.0% of the time).
We identiﬁed three manualized engagement protocols
that were tested in multiple studies in their original form
or in an adapted form. McKay, McCadam, and Gonzales’s
(1996) addressing barriers to treatment protocol was tested
in six studies. Motivational Interviewing (W. R. Miller &
Rollnick, 2013) was tested in four studies, although additional studies tested interventions including motivational
procedures but did not report using “motivational interviewing.” Finally, Strategic Structural Engagement (Szapocznik
et al., 1988) was tested in three studies. Taken together,
these three protocols were tested in 13 (26.0%) studies
included in this review, corroborating our decision to use a
methodology to aggregate across all protocols and thus
include a much larger literature.
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Categories are not mutually exclusive; therefore, percentages do not
equal 100%.

INTERVENTIONS TO ENHANCE ENGAGEMENT

Winning Interventions
Of the 117 study groups included in the review, 51 (43.6%)
demonstrated a positive outcome for any engagement outcome
relative to a comparison condition and thus were assigned a
“win.” Discrete practice elements were distilled from the interventions tested in these 51 study groups to provide a description of the features of winning interventions. Table 3 presents
these practice elements in alphabetical order, along with the
number of winning groups in which that element was included.
For example, accessibility promotion was included in 25 of the
51 study groups using an engagement intervention that outperformed another group on any engagement measure. The
way to interpret these data is that 49.0% of winning interventions included accessibility promotion.
The ﬁve practice elements most frequently included in
effective engagement interventions were assessment (68.6%
of winning interventions), psychoeducation (66.7%), accessibility promotion (49.0%), barriers to treatment (45.1%),
and goal setting (43.1%). In contrast, the least frequently
included practice elements were communication skills
(3.9%), crisis management (3.9%), response cost (3.9%),
support networking (3.9%), cognitive (2.0%), insight building (2.0%), monitoring (2.0%), and self-monitoring (2.0%).
Table 3 also provides information about the most recent
supporting evidence for interventions including each practice element (e.g., accessibility promotion was most recently
included in a winning intervention tested in a paper published in 2014). Nearly all practice elements were included
in winning interventions that appeared in papers published
in the past 10 years, with the exceptions of communication
skills, crisis management, and response cost.
As one indicator of generalizability, Table 3 also provides
information about the presenting problems of the samples
with which interventions including each practice element
were effective. For example, accessibility promotion has
been included in interventions that effectively have engaged
families seeking help for youth conduct problems, attention
problems, substance use, anxiety, depression, and trauma.
Therefore, in clinical practice, the use of accessibility promotion as one component of an engagement intervention delivered to clients seeking help for traumatic stress is consistent
with the evidence base. In contrast, the use of parent coping
as a component of an engagement intervention delivered to
these same clients is not consistent with ﬁndings in the
evidence base. The majority of practice elements were
included in engagement interventions that were effective
with individuals seeking help for any number of problems,
whereas there were some elements (e.g., parent coping, communication skills, peer pairing) whose appearance was limited to engagement interventions effective primarily with
individuals seeking help for externalizing problems.
In general, the patterns showed that most practice elements were included among effective engagement interventions, whose collective use was not restricted to particular
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youth developmental levels, genders, or ethnicity (Table 3).
For example, interventions that included accessibility promotion were effectively used across samples that spanned
youth ages 0 to 21, of male and female gender, from any
one of multiple ethnic backgrounds. However, practice elements with few wins (e.g., < 4) tended to appear among
effective engagement interventions the use of which was
restricted to samples with speciﬁc characteristics (e.g., the
use of communication skills was limited to winning interventions for Hispanic youth ages 12–21 seeking help for
substance use), some of which may simply be an artifact of
the size of the underlying supportive literature.
Table 4 provides information about the delivery context of
effective engagement interventions, including provider background, setting, format, and audience. For example, accessibility promotion has been included in winning engagement
interventions alternately delivered by graduate students, doctoral- and master’s-level providers, and the clients themselves.
Accessibility promotion has also been included in engagement
interventions delivered across a variety of settings and formats,
with youth and caregiver audiences. One way to interpret this
ﬁnding is that using accessibility promotion as part of an
engagement intervention delivered by a social worker is consistent with the evidence base. As an alternative example, a
practice such as parent coping appears to have been used in
effective engagement interventions that featured doctoral level
providers and in-person delivery to youth and/or caregivers
within a clinic setting only. Thus, delivery of parent coping by
a social worker or in a school setting would be inconsistent
with the evidence base for this practice.
Similar to the results presented in Table 3 regarding
sample characteristics, Table 4 suggests that most practice
elements appeared in a set of effective engagement interventions that, across all studies, were delivered by providers
from diverse educational backgrounds (i.e., graduate student, M.A.-level provider, M.D., Ph.D./Psy.D., self), across
various settings (i.e., clinic, community, day care, home,
hospital, residential), using different formats (i.e., audiovisual, in person, phone, written,), and targeting various audiences (i.e., caregiver, family, youth).
REACH Domain Measurement and Practice Proﬁles
Table 5 presents the frequency with which any outcomes (i.e.,
whether winning or not) within each REACH domain were
reported across the 50 studies. Attendance was by far the most
frequently reported outcome, appearing in 47 (94.0%) studies.
Outcomes for each of the other domains were reported in less
than 25% of studies. Table 5 also presents the number of study
groups with reported outcomes and wins for each REACH
domain. For example, outcomes for at least one Relationship
measure were reported for 13 (11.1%) study groups out of the
117 study groups in this review, and two of these 13 groups
(15.4%) were superior to a control group on at least one
Relationship outcome measure.

25
11
35
23
9
3
8
1
2
2
11
10
22
18
1
9
1
6
3
2
6
6
34
10
8
10
2
1
2
16

Accessibility Promotion
Appointment Reminders
Assessment
Barriers to Treatment
Behavioral Contracting
Case Management
Change Talk
Cognitive
Communication Skills
Crisis Management
Cultural Acknowledgment
Expectation Setting
Goal Setting
Homework Assignment
Insight Building
Modeling
Monitoring
Motivational Enhancement
Parent Coping
Peer Pairing
Performance Feedback
Problem Solving
Psychoeducation
Rapport Building
Rehearsal
Reinforcement
Response Cost
Self-Monitoring
Support Networking
Therapist Monitoring

Conduct, attention, substance, anxiety, depression, trauma
Conduct, attention, depression, adjustment, anxiety, autism, substance
Conduct, attention, depression, substance, trauma, anxiety, suicide, adjustment
Conduct, depression, attention, anxiety, substance, trauma, suicide
Conduct, depression, substance, anxiety, attention, suicide
Anxiety, depression, substance, conduct, attention, trauma
Conduct, substance, anxiety, depression
Conduct, suicide
Substance
N/A
Conduct, anxiety, depression, attention, substance
Conduct, attention, adjustment, anxiety, substance
Conduct, attention, depression, anxiety, substance, suicide, trauma
Conduct, attention, depression, substance, suicide, anxiety
Conduct, suicide
Conduct, attention, adjustment, anxiety, depression
Anxiety, conduct, depression, attention, substance, trauma
Conduct, depression, anxiety, attention, suicide, trauma
Conduct, attention
Attention, conduct
Conduct, anxiety, depression, attention, substance, suicide, trauma
Conduct, trauma, depression, attention, anxiety, substance
Conduct, attention, depression, anxiety, substance, trauma, suicide, adjustment
Conduct, depression, anxiety, attention, substance, trauma
Conduct, attention, anxiety, depression
Conduct, attention, anxiety, depression, substance
Conduct, substance
Anxiety, conduct, depression, attention, substance, trauma
Attention, conduct
Conduct, attention, depression, anxiety, substance, suicide, trauma

Problem Focus
1–21
2–20
1–21
1–21
1–21
12–18
2–21
12–18
12–21
N/A
1–18
1–17
1–21
2–20
12–18
3–16
12–17
2–18
4–12
5–12
3–18
3–18
1–21
1–21
2–13
2–20
2–20
12–17
5–12
2–18

Age
male,
male,
male,
male,
male,
male,
male,
male,
N/A
N/A
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
male,
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female
female

female
female
female
female
female
female
female
female

Gender

White, Black, Latino/a, Asian
Black, White, Latino/a
White, Black, Latino/a, Asian, Native American
Black, Latino/a, White, Native American
Latino/a, Black, White
Black, Latino/a, White
Latino/a, Black, White
Asian, Black, White
Latino/a
Black, Latino/a, White
Latino/a, Black, White, Asian
White, Black, Latino/a
Black, Latino/a, White, Asian
White, Black, Latino/a, Asian
Asian, Black, White
White, Black, Latino/a
Black, Latino/a, White
Black, White, Asian, Latino/a
White, Black, Latino/a
Black, White, Asian, Latino/a
Black, White, Latino/a, Asian
White, Black, Latino/a, Native American
White, Black, Latino/a, Asian, Native American
Latino/a, Black, White
White, Black, Latino/a, Asian
White, Black, Latino/a
Black, Latino/a, White
Black, Latino/a, White
Black, White, Asian, Latino/a
White, Black, Latino/a, Asian

Ethnicity

Note. The number of possible wins is 51. Problem Focus and Ethnicity are listed in decreasing order of frequency for which each value appears in winning study groups. N/A = not available.

2014
2016
2015
2016
2016
2006
2016
2011
1996
1998
2014
2009
2016
2016
2011
2016
2006
2016
2009
2009
2014
2016
2016
2016
2016
2016
1998
2006
2009
2016

Wins Most Recent Year

Practice Element

TABLE 3
Study, Clinical, and Demographic Characteristics of Winning Treatment Groups Using Speciﬁc Practice Elements
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Figure 1 presents the practice element proﬁles for each
REACH domain. Each proﬁle shows the frequency with
which each element occurred in engagement interventions
that were superior to a control group on at least one measure
for a particular REACH domain.
Relationship
As reported in Table 5, only two study groups (15.4%)
achieved a win for Relationship outcomes. Nine practices
(30.0% of the 30 elements coded in this review) were included
in the set of practices present in these two winning interventions
(see Figure 1). Assessment was the most frequent practice element, used in both effective study groups.
Expectancy
Five study groups (35.7%) achieved a win for Expectancy
outcomes (Table 5). Seventeen elements (56.7%) were included
in the set of practices present in these winning interventions
(Figure 1). The most frequent elements were assessment
(80.0%), psychoeducation (80.0%), barriers to treatment
(60.0%), and goal setting (60.0%). Elements that were comparatively more common within this domain relative to other
domains included goal setting, rehearsal (40.0%), behavioral
contracting (40.0%), change talk (40.0%), and motivational
enhancement (40.0%).
Attendance
Thirty-seven study groups (33.6%) outperformed another
study group on at least one measure of Attendance (Table 5).
All 30 practice elements coded in this review (100%) were
included in the set of practices in these winning interventions
(Figure 1). Psychoeducation was the most common practice
element across effective study groups (73.0%), followed by
accessibility promotion (59.5%), barriers to treatment
(59.5%), and goal setting (54.1%). Appointment reminders
(27.0%) were more frequent among the interventions having
superior outcomes for Attendance relative to the sets of interventions representing superior outcomes for other domains.
Clarity
Six study groups (46.1%) achieved a win for a Clarity outcome (see Table 5). Five of the 30 practice elements (16.7%)
were included in the set of practices present in interventions
effective for this domain. Psychoeducation (83.3%) and modeling (83.3%) were the most frequent practice elements for this
domain. Compared with the sets of interventions that achieved
superior outcomes for other domains, modeling was unique to
interventions effective for improving Clarity. (Figure 1).
Homework
Thirteen study groups (48.1%) achieved a win for a
Homework outcome (see Table 5). Twenty-two practice
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elements (73.3%) were represented among the set of interventions that demonstrated superiority over a control group
for this domain (Figure 1). Homework assignment was the
most common practice element (84.6%), followed by accessibility promotion (69.2%), therapist monitoring (69.2%),
and assessment (61.5%). Rehearsal (38.5%) and reinforcement (38.5%) were more frequent in the Homework proﬁle
relative to the proﬁles for the other domains.
Associations Among Practice Elements
Table 6 presents each practice element, along with its most
common co-occurring elements in winning study groups, as
indicated by conditional probabilities for their pairing. The
table displays only those elements that co-occurred in at least
50% of winning interventions for each practice element. For
example, when accessibility promotion appeared in a winning intervention, assessment was the most frequent other
practice element, appearing in 72% of the winning interventions in which accessibility promotion appeared.
Psychoeducation was the next most frequent pairing (64%
of the winning interventions), followed by barriers to treatment (52%), goal setting (52%), and homework assignment
(52%). A more extreme example of co-occurrence of practices involved response cost. When this practice was used in a
winning intervention, it always included appointment reminders and psychoeducation. Thus, response cost has never
been included in a winning intervention that did not also
include both appointment reminders and psychoeducation.
Moderators and Mediators of Engagement Outcomes
Only three studies examined diagnosis, socioeconomic status,
culture, or similar variables as potential moderators of engagement outcomes. Speciﬁcally, Watt et al. (2007) found that
receiving a reminder call signiﬁcantly improved treatment
attendance for youth with conduct problems but not for
youth without conduct problems, relative to a no-call comparison condition. In a small study, Fleischman (1979) determined
that a parent salary ($1 for every day that parents cooperated
with treatment assignments) signiﬁcantly improved cooperation with at-home treatment assignments for low income and/
or single-parent families but not for middle-income and/or
two-parent families, relative to a no-salary comparison condition. Finally, in a Miami-based study of Hispanic families of
youth at risk for substance abuse, Santisteban et al. (1996)
found that culture was a signiﬁcant moderator of treatment
effectiveness in the experimental condition of Brief Strategic
Family Therapy, such that 97% of non-Cuban-Hispanic
families were successfully engaged compared with 64% of
Cuban-Hispanic families.
Only two studies in this review (i.e., Mendenhall et al.,
2009; Nock & Kazdin, 2005) conducted mediational analyses. The temporal sequencing of measurement was explicit in only one study (i.e., Nock & Kazdin, 2005), in which
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TABLE 4
Provider, Setting, and Format Characteristics of Winning Treatment Groups Using Speciﬁc Practice Elements

Practice Element
Accessibility
Promotion
Appointment
Reminders

Provider

Graduate Student, PhD/PsyD,
MA-Level Provider, Self
Graduate Student, Self, Clinic
Staff, PhD/PsyD, MA-Level
Provider
Assessment
Graduate Student, MA-Level
Provider, PhD/PsyD, MD, Self
Barriers to Treatment Graduate Student, MA-Level
Provider, PhD/PsyD, MD
Behavioral
MA-Level Provider, PhD/PsyD,
Contracting
MD, Graduate Student
Case Management
MA-Level Provider, Graduate
Student
Change Talk
PhD/PsyD, Graduate Student,
MA-Level Provider, MD, Self
Cognitive
MA-Level Provider, MD, PhD/
PsyD
Communication
MA-Level Provider, Graduate
Skills
Student
Crisis Management
MA-Level Provider, Graduate
Student
Cultural
Graduate Student, MA-Level
Acknowledgement
Provider, Self, Clinic Staff,
PhD/PsyD
Expectation Setting MA-Level Provider, Self,
Graduate Student
Goal Setting
MA-Level Provider, PhD/PsyD
Graduate Student, MD
Homework
Graduate Student, PhD/PsyD,
Assignment
MA-Level Provider, MD
Insight Building
MA-Level Provider, MD, PhD/
PsyD
Modeling
Self, MA-Level Provider,
Graduate Student
Monitoring
MA-Level Provider, PhD/PsyD,
Graduate Student, MD
Motivational
PhD/PsyD, MD
Enhancement
Parent Coping
PhD/PsyD
Peer Pairing
Graduate Student, MA-Level
Provider, MD, PhD/PsyD
Performance
MA-Level Provider, Graduate
Feedback
Student
Problem Solving
Self, MA-Level Provider,
Graduate Student
Psychoeducation
Graduate Student, MA-Level
Provider, PhD/PsyD, Self, MD
Rapport Building
PhD/PsyD, Graduate Student,
MA-Level Provider, MD
Rehearsal
MA-Level Provider, PhD/PsyD,
Graduate Student
Reinforcement
Graduate Student, MA-level
Provider, Self
Response Cost
Graduate Student, Self
Self-Monitoring
PhD/PsyD
Support Networking Graduate Student, MA-Level
Provider, PhD/PsyD
Therapist Monitoring PhD/PsyD, Graduate Student,
MA-Level Provider, MD

Setting

Format

Audience

Clinic, Home, Community, Daycare, Residential,
School
Home, Clinic

In Person, Phone,
Written, AV
Phone, Written, In
Person, AV

Youth, Caregiver

Clinic, Home, Hospital, Community, Daycare,
School
Clinic, Home, Community, Hospital

In Person, Phone,
Written, AV
In Person, Phone, AV,
Written
In Person, Phone,
Written
In Person

Youth, Caregiver,
Family
Youth, Caregiver,
Family
Youth, Caregiver,
Family
Youth, Caregiver

Hospital

In Person, Phone,
Written
In Person, Written

Youth, Caregiver,
Family
Family

Clinic, Home, Community

In Person, Phone

Caregiver, Family

Clinic, Home

In Person, Phone

Youth, Caregiver

Clinic, Home, Daycare, School

In Person, AV, Phone,
Written

Youth, Caregiver,
Family

Clinic, Home

In Person, Written, AV, Youth, Caregiver
Phone
In Person, Phone,
Youth, Caregiver,
Written, AV
Family
In Person, Phone,
Youth, Caregiver,
Written, AV
Family
In Person, Written
Family

Clinic, Home, Community, Hospital
Clinic, Home, Residential
Clinic, Home, Community

Clinic, Home, Community, Hospital, Residential
Clinic, Home, Hospital, Daycare, School
Hospital
Clinic, Home
Home, Residential
Clinic, Home, Hospital
Clinic
Clinic
Clinic, Home, Hospital, Residential
Home, Clinic, Community, Residential
Clinic, Home, Community, Daycare, Hospital,
Residential, School
Clinic, Home, Community
Clinic, Daycare, Home, School
Clinic, Home, Daycare, School
Clinic, Home
Home, Residential
Clinic
Clinic, Home, Hospital, Residential

AV, In Person, Phone,
Written
In Person
In Person, Phone,
Written, AV
In Person
In Person
In Person, AV, Phone,
Written
Phone, In Person, AV,
Written
In Person, Phone,
Written, AV
In Person, Phone, AV,
Written
In Person, Written, AV,
Phone
In Person, Phone,
Written, AV
Phone, Written
In Person
In Person
In Person, Phone, AV,
Written

Youth, Caregiver

Youth, Caregiver
Youth, Caregiver
Youth, Caregiver,
Family
Youth, Caregiver
Youth, Caregiver,
Family
Youth, Caregiver,
Family
Youth, Caregiver
Youth, Caregiver,
Family
Youth, Caregiver,
Family
Youth, Caregiver,
Family
Youth, Caregiver
Youth, Caregiver
Youth, Caregiver
Youth, Caregiver,
Family
Youth, Caregiver,
Family

Note. Provider, Setting, and Format are listed in decreasing order of frequency for which each value appears in winning study groups. AV = audiovisual.
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TABLE 5
Counts and Percentages of Studies and Groups Across Outcome
Domains
Studies With
Outcome Data
Outcome
Relationship
Expectancy
Attendance
Clarity
Homework

N
6
7
47
6
12

Groups With
Outcome Data

%a
12.0
14.0
94.0
12.0
24.0

N
13
14
110
13
27

%b
11.1
12.0
94.0
11.1
23.1

Winning
Groups
N
2
5
37
6
13

%c
15.4
35.7
33.6
46.1
48.1

a
The percentage of the 50 studies in this review that reported any
outcomes on at least one measure for that domain.
b
The percentage of the 117 study groups in this review that reported any
outcomes on at least one measure for that domain.
c
The percentage of groups with outcome data for that domain that
outperformed another group on at least one measure for that domain.

the authors found that parent readiness and perceived ability
to change (parent motivation) did not mediate the association between treatment condition and the number of sessions
attended.

DISCUSSION
The primary aim of this review was to summarize information regarding what clinical practices characterize successful
engagement interventions for which outcomes, for which
youth, and in which contexts, using a distillation method
to summarize engagement procedures within a multidimensional framework. This review points to a growing body of
support for the notion that it is possible to achieve improvements in mental health treatment engagement using interventions designed for that purpose.
Clinical Application of Findings
We found that 30 practice elements were featured in varying
clusters within 51 study groups that outperformed their
respective control groups in the literature. The analysis of
these 51 interventions at the level of elements has important
implications for clinical practice when addressing engagement, which we have explicitly deﬁned at the outset as both
dynamic and transactional in nature. Unlike clinical symptoms, by which a population is initially deﬁned (e.g.,
depressed youth) and then a ﬁtting intervention is selected
(e.g., manualized CBT), engagement challenges are variably
present across youth and families seeking treatment for their
primary concern, and even in such cases where those challenges are present at all, they may not be present at the
outset but rather emerge and even evolve over time. Thus, a
level of analysis that is suited to selection of speciﬁc
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practices that might ﬁt particular engagement outcome
domains (e.g., returning to psychoeducation in the middle
of treatment to improve Clarity or increase Expectancy) is
well positioned to inform decisions made as treatment
unfolds (i.e., a “run time” vs. “design time” decision;
Chorpita & Daleiden, 2014). The ﬁndings in this review,
particularly the practice proﬁles, offer ideas for how a
provider might select and coordinate speciﬁc procedures to
use in clinical practice.
Assessment and psychoeducation appear to be promising
candidates for promoting engagement universally across
domains (i.e., “big bang for the buck”; see also Becker
et al., 2015), given their frequent presence in effective
engagement interventions nearly across the board. When
used at the outset of services, assessment guides case formulation and clinical decision making (Mash & Hunsley,
2005). Through dialogue, a provider also learns the client’s
story and the client learns the provider’s style (Stattler,
2002). By demonstrating warmth and genuine respect, a
skilled provider can use assessment to build a relationship
and to instill positive expectations about the provider’s
efﬁcacy for helping the client and general hopefulness
regarding the situation (Stattler, 2002). By its nature, assessment prompts client participation (an important indicator in
the Homework domain) and so creates an explicit expectation of participation in the therapy that follows. In addition,
assessment can pave the way for psychoeducation, whereby
the provider shares information about the nature of the
problem, treatment options, treatment features (e.g., session
frequency, therapy activities), and the roles and responsibilities of the provider and client. Notably, the most common
co-occurring practice for psychoeducation is assessment, as
well as the other way around, consistent with the idea that
these skills may frequently be meaningfully linked, with
information from a carefully performed assessment being
used as a context for introducing the treatment rationale and
logic that are central to psychoeducation. A skilled provider
delivers psychoeducation in a conversational style, creating
opportunities to check in with the client about their understanding about what the provider has shared (and to provide
corrective information when necessary; Shuman & Shapiro,
2002), as well as about how well this information ﬁts with
the client’s expectations and previous experiences in treatment. In these ways, a provider can use psychoeducation to
build rapport by eliciting the client’s perspectives, to set
positive expectations about treatment success, to increase
the client’s clarity about treatment, to encourage attendance,
and to facilitate session participation. In these ways, the
skilled implementation of assessment and psychoeducation
is consistent with engagement as a dynamic and multidimensional construct.
Much in the way that assessment and psychoeducation
co-occur across domains, certain pairs or groups of practices
are especially common within domains, and their pairings
make theoretical sense. These practices could be used to
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0%

Relationship (n = 2)
25%
50%
75%

100% 0%

25%

Expectancy (n = 5)
50%
75%

100%

0%

Attendance (n = 37)
25%
50%
75%

100%

0%

25%

Clarity (n = 6)
50%
75%

100%

0%

Homework (n = 13)
25%
50%
75%

100%

Assessment
Psychoeducation

Accessibility Promotion
Barriers to Treatment

Goal Setting
Homework Assignment
Therapist Monitoring

Expectation Setting
Cultural Acknowledgement

Rehearsal
Reinforcement

Appointment Reminders
Behavioral Contracting
Modeling

Change Talk
Rapport Building

Motivational
Performance Feedback
Problem Solving

Peer Pairing
Support Networking

Parent Coping
Case Management

Crisis Management
Communication Skills
Response Cost

Cognitive
Insight Building

Monitoring
Self-Monitoring

FIGURE 1 Practice element proﬁles showing element frequency (% of winning groups) for each REACH domain. Note: The order of elements on the
vertical axis is in descending order of element frequency among all winning groups, regardless of REACH domain. Motivational = Motivational Enhancement.

facilitate engagement in a particular domain, either proactively or in response to interference. For example, in addition to assessment and psychoeducation, accessibility
promotion and barriers to treatment are also common in
interventions that improve Attendance outcomes. When a
youth or family wants to schedule an appointment, service
agencies are often concerned about getting the client in the
door (i.e., attendance at ﬁrst session). Accessibility promotion, which involves considerations such as providing treatment at a location convenient to the youth and family,
transportation, or child care, can promote attendance by
reducing practical barriers. By structuring convenient access
to services, accessibility promotion helps create the opportunity for a provider then to use assessment and psychoeducation to engage the client in treatment. Its impact might
even extend beyond getting clients in the door, because
initiating and attending a session might enhance a client’s
expectancies about their self-efﬁcacy to participate in treatment and the general hopefulness of their situation (Ajzen,
1991).
Barriers to treatment involves addressing obstacles that
might get in the way of a youth or family’s treatment
participation. Barriers are often conceptualized as concrete
obstacles that interfere with treatment, such as lack of transportation and other logistical challenges. However, it is
important to note that research indicates that perceptual
barriers (e.g., stigma, poor experiences with prior treatment,
beliefs about acceptable treatments for mental health issues)
are critical to treatment engagement (e.g., Kazdin et al.,
1997; Kerkorian, McKay, & Bannon, 2006). Barriers to

treatment is frequently included in interventions effective
for Attendance and Expectancy outcomes and present to a
lesser extent in interventions effective for Relationship and
Homework outcomes. Although the barriers to treatment
element can directly facilitate conversation between a provider and client about potential obstacles and how to reduce
their interference, it is also possible that normalizing the
experience of perceptual barriers such as stigma or prior
experiences and showing a willingness to collaboratively
develop solutions builds the therapeutic relationship and
promotes positive expectations that obstacles are resolvable,
thereby providing hope. There also appears to be a uniquely
common pairing between psychoeducation and modeling for
enhancing Clarity outcomes. In the literature, modeling
often takes the form of an audio- or videotape that demonstrates how a provider and client interact during a therapy
session (e.g., Weinstein, 1988) or during which a prior
youth or parent client describes their experiences in the
current therapy to facilitate role induction for a current client
(e.g., Shuman & Shapiro, 2002). Certainly, both psychoeducation and modeling could be used to enhance a client’s
understanding of services at the outset of treatment, or could
be introduced over the course of services to address misperceptions when necessary.
To improve skill acquisition and generalization outside of
session (i.e., Homework domain), there appears to be a
uniquely common pairing between homework assignment
and therapist monitoring. Homework assignment involves
collaboratively developed out of session practice, goals for
skill practice, and in some cases resolution of barriers to out

Assessment (.72) , Psychoeducation (.64), Barriers (.52),
Goal Setting (.52), Homework Assignment (.52)
Psychoeducation (.64), Accessibility Promotion (.55)

a

Co-occurring Elements

(Continued )

Psychoeducation (.77), Barriers (.63), Goal Setting (.57),
Accessibility Promotion (.51)
Barriers to Treatment
Assessment (.92), Psychoeducation (.88), Goal Setting (.79),
Accessibility Promotion (.54)
Behavioral Contracting Goal Setting (1.0) Assessment (.90), Barriers (.90), Psychoeducation (.80), Change Talk (.50), Rapport Building (.50)
Case Management
Accessibility Promotion (1.0), Goal Setting (1.0), Psychoeducation (1.0), Assessment (.67), Barriers (.67), Cultural Acknowledgement (.67)
Change Talk
Psychoeducation (.88), Accessibility Promotion (.75), Assessment (.75), Barriers (.75), Goal Setting (.75), Behavioral Contracting (.63),
Rapport Building (.50)
Cognitive
Assessment (1.0), Goal Setting (1.0), Insight Building (1.0),
Motivational Enhancement (1.0), Performance Feedback (1.0), Psychoeducation (1.0)
Communication Skills Assessment (1.0), Barriers (1.0), Behavioral Contracting (1.0), Change Talk (1.0), Goal Setting (1.0%), Psychoeducation (1.0),
Rapport Building (1.0), Accessibility Promotion (.50)
Crisis Management
Accessibility Promotion (1.0), Assessment (1.0), Barriers (1.0), Cultural Acknowledgement (1.0), Goal Setting (1.0), Psychoeducation (1.0), Rapport Building (1.0), Behavioral
Contracting (.50),
Case Management (.50), Expectation Setting (.50)
Cultural
Assessment (.73), Psychoeducation (.55)
Acknowledgment
Expectation Setting
Assessment (.91), Psychoeducation (.82), Accessibility Promotion (.55), Barriers (.55)
Goal Setting
Assessment (.87), Barriers (.83), Psychoeducation (.78),
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Homework Assignment Accessibility Promotion (.72), Therapist Monitoring (.72),
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Modeling
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Psychoeducation (1.0), Barriers (.83), Goal Setting (.83), Assessment (.67), Change Talk (.50), Rapport Building (.50),
Enhancement
Therapist Monitoring (.50)
Parent Coping
Assessment (1.0), Barriers (1.0), Homework Assignment (1.0), Psychoeducation (1.0), Rehearsal (1.0), Accessibility Promotion (.67), Expectation Setting (.67), Goal Setting (.67),
Reinforcement (.67),
Therapist Monitoring (.67)
Peer Pairing
Accessibility Promotion (1.0), Assessment (1.0), Goal Setting (1.0), Homework Assignment (1.0), Rehearsal (1.0), Support Networking (1.0), Barriers (.50), Cultural
Acknowledgement (.50), Expectation Setting (.50), Parent Coping (.50), Psychoeducation (.50), Reinforcement (.50), Therapist Monitoring (.50)
Performance Feedback Assessment (.83), Goal Setting (.83), Psychoeducation (.83), Therapist Monitoring (.83), Barriers (.67), Accessibility Promotion (.50),
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Problem Solving
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Rehearsal
Assessment (.88), Homework Assignment (.88), Psychoeducation (.88), Accessibility Promotion (.75), Barriers (.63), Goal Setting (.63), Reinforcement (.63), Therapist Monitoring
(.63)

Accessibility
Promotion
Appointment
Reminders
Assessment

Practice Element

TABLE 6
Most Common Co-Occurring Elements for Winning Groups
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Psychoeducation (.80), Assessment (.70), Homework Assignment (.70), Accessibility Promotion (.60), Rehearsal (.50), Therapist Monitoring (.50)
Appointment Reminder (1.0) Psychoeducation (1.0), Accessibility Promotion (.50), Assessment (.50), Change Talk (.50),
Expectation Setting (.50), Reinforcement (.50)
Accessibility Promotion (1.0), Case Management (1.0), Goal Setting (1.0), Monitoring (1.0), Performance Feedback (1.0), Problem Solving (1.0), Psychoeducation (1.0), Therapist
Monitoring (1.0)
Accessibility Promotion (1.0), Assessment (1.0), Goal Setting (1.0), Homework Assignment (1.0), Peer Pairing (1.0), Rehearsal (1.0),
Barriers (.50), Cultural Acknowledgement (.50), Expectation Setting (.50), Parent Coping (.50), Psychoeducation (.50), Reinforcement (.50), Therapist Monitoring (.50)
Homework Assignment (.81), Accessibility Promotion (.69),
Assessment (.56), Goal Setting (.56), Barriers (.50), Psychoeducation (.50)

Reinforcement
Response Cost

Conditional probability of an element being part of the intervention tested in a winning treatment group given the presence of the element in column 1. Only those elements that co-occurred in at least
50% of winning study groups are shown.

a

Therapist Monitoring

Support Networking

Self-Monitoring

Co-occurring Elements

Practice Element

TABLE 6
(Continued)
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of session practice either at the point of homework assignment or between treatment sessions (e.g., Nock & Kazdin,
2005). Then, a provider can monitor or review homework
completion at the next therapeutic contact to reinforce skill
use and address any questions or issues that arose during
practice (e.g., Nock & Kazdin, 2005).
With so few study groups that demonstrated superiority
relative to a control group for Relationship outcomes, it is
not possible to draw similar inferences for uniquely common pairings for this domain. The appearance of cultural
acknowledgment is noteworthy in the set of winning interventions in this domain, often involving either cultural
adaptations to an established EBT (e.g., McCabe & Yeh,
2009) or elicitation of client perspectives about how culture
inﬂuences their views of the problem (e.g., Yasui & Henry,
2014). Both approaches allow a provider to demonstrate
value and respect for a client’s culture, thereby helping to
bridge distance that might otherwise occur when sociocultural differences between a client and provider are present.
Lower frequency elements might be useful when they
complement higher frequency elements or when higher
frequency elements are not feasible or successful. For example, performance feedback was included in 20% of effective
interventions for Expectancy. The use of performance feedback to enhance Expectancy might not be one’s ﬁrst choice,
but its pairing with other elements such as assessment, goal
setting, or motivational enhancement might be worthy of
future study, as in one study conducted by Smith, Davis,
Ureche, and Tabb (2015).
Regarding the issue of “for whom” these interventions
work, the majority of practice elements were included in
interventions that were shown to be effective at engaging
individuals seeking help for youth of different ages, genders, ethnic backgrounds, and clinical concerns. With regard
to “in what context,” it is encouraging to see that many
interventions were effective when delivered by providers
without doctoral-level training, in settings other than clinics
(particularly home), in a variety of formats, and to youth,
caregiver, and family audiences. These results underscore
the generalizability of effective interventions across a variety of clinical applications.
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(Becker et al., 2015). Finally, although the distillation
method focuses on engagement practices, one should not
interpret this to mean that the practices themselves are the
most importance features of engagement interventions, or
that they would provide greater certainty of a desired
engagement outcome relative to formal manualized protocols that have been subjected to empirical tests (Chorpita
et al., 2007).
This review did not evaluate studies according to quality
indicators (e.g., replication by independent research teams,
ﬁdelity checks) established in the ﬁeld (e.g., Moher,
Liberati, Tetzlaff, Altman, & The PRISMA Group, 2009).
Our review is meant to offer a novel and complementary
view of the literature that could yield ideas about how to
enhance engagement interventions in the future, rather than
to prescribe a deﬁnitive set of practices. Similarly, effect
sizes, which are an important indicator of treatment efﬁcacy
(Jacobson, Roberts, Berns, & McGlinchey, 1999), were not
considered in this review. Instead, practice element proﬁles
were based on determination of winning interventions as
indicated by statistical signiﬁcance. Interventions that outperformed another intervention on one measure within a
domain were treated similarly to interventions that outperformed another intervention on multiple measures within a
domain. Thus, future studies may examine these data in a
different way that somehow weights interventions based on
their replication of effects.
This review was based on information reported in published manuscripts. There were no efforts to obtain documentation (e.g., manuals) of the protocols from study authors.
Omissions regarding engagement practices by study authors
might inﬂuence the results of this study. These omissions
might be due to space limits in journals, author emphasis on
the active practice ingredients rather than the nonspeciﬁcs of
engagement, or an artifact of the assumption that engagement
strategies are a standard component of quality care.
Finally, four practices yielded kappas below published
standards; thus, the codebook would beneﬁt from closer
examination of their deﬁnitions relative to study
descriptions.
Future Directions for Research

Limitations
These results provide a descriptive characterization of the
clinical practices and contextual features of effective interventions. However, one can draw conclusions neither that
any practice element on its own is itself “evidence-based”
nor that practice elements that appear more frequently in
winning treatments are necessarily better or more effective
than those that appear less frequently (Chorpita, Becker, &
Daleiden, 2007). Similarly, one cannot infer that those practices that appear more frequently in effective interventions
for a particular REACH domain are more effective at yielding positive outcomes within one domain relative to another

Over the past 40 years, scholars have been designing, testing, and reﬁning engagement interventions with success.
The accelerating trend of new studies appearing during
this time frame speaks to a growing recognition in the
ﬁeld of the value of understanding treatment engagement
and how best to improve it. Given this accumulation of
supportive literature, the ﬁeld is now poised to move from
merely identifying best engagement interventions to advancing the theory of how those approaches work while they
are tested.
In terms of opportunities, the engagement intervention
literature currently has a signiﬁcant imbalance that
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prioritizes measurement of Attendance over other domains.
This imbalance has likely occurred in part because attendance data are easily collected as part of the routine business procedures at most service agencies, whereas the
measurement of other domains might require clients or
providers to complete questionnaires or additional interviews. Further, attendance is typically of genuine interest
to researchers because it directly relates to treatment dose
and is therefore critical to the evaluation of treatment
acceptability, feasibility, and effectiveness.
The ﬁeld will beneﬁt from further alignment of research
operations with the conceptualization of engagement as a
dynamic, multidimensional, and transactional construct. A
simple step toward enhancing engagement theory is to
include measures representing each domain when testing
engagement interventions (cf. Hoagwood et al., 1996, in
the context of mental health services). As a consequence
of this pursuit of informing theory, multidomain measurement will also inform basic intervention-outcome relations
for those domains in which the science is particularly underdeveloped, such as for Relationship outcomes. For this
domain in particular, although correlational studies suggest
that the therapeutic alliance is important to treatment outcome (Karver et al., 2006; Shirk & Karver, 2011), we still
have limited evidence that demonstrates our ability even to
modify the Relationship-related indicators, let alone impact
outcomes through the therapeutic relationship.
Through multidomain measurement within the same trial
we can also begin to understand what measures are well
suited to assess different types of engagement problems,
how early we can detect different types of engagement
problems, how different facets of engagement change over
time, what strategies bring about change on different dimensions, how engagement domains relate to one another over
the course of services, and how engagement domains relate
to treatment outcome. Few studies in this review had the
capacity to conduct mediational analyses, yet multidimensional measurement and attention to temporal sequencing of
assessment would allow sophisticated analyses of mediation
effects that are hypothesized in the literature (e.g., cognitions mediate the association between an engagement intervention and attendance).
Aside from its implications for engagement outcome
measurement, this review points to other opportunities to
enhance the impact of engagement research. For example,
distillation of practices at the level of elements seems to be a
useful strategy for summarizing this growing literature.
Despite a sizable literature of 50 RCTs, the current review
identiﬁed only three manualized engagement protocols that
had been tested in more than one study, which together were
tested in 26% of the RCTs. We considered this a “tip of the
iceberg” phenomenon, such that if we were to focus our
review exclusively on formal manualized engagement
approaches, we would forfeit a sizable evidence base with
clear and potentially valuable implications for clinical

practice. Supplementing a traditional review of manualized
approaches, a distillation review can aggregate a literature
that is nearly four times the size and allow new inferences
across different contexts and investigator teams.
There exist research opportunities to further study the
context of engagement. More attention is needed with
regard to engaging ethnic minority youth and families,
given that ethnic minority youth and families are generally
more likely to drop out of treatment than are non-Hispanic
White clients (Kazdin & Whitley, 2003). However, developing culturally responsive EBTs for each minority group
and unique target problem may not be feasible and so far is
not borne out by the evidence (Huey & Jones, 2013).
Consistent with other research (e.g., Huey, Tilley, Jones, &
Smith, 2014), our review found that culturally neutral
engagement strategies such as phone reminders, addressing
barriers to treatment, and motivational interviewing were
effective with minority populations. Hence, at least in the
short term, using culturally anchored, EBT-independent
interventions that facilitate client engagement through
enhancing therapeutic alliance (Yasui & Henry, 2014) may
be a more feasible and effective approach to increasing
engagement and improving outcomes among ethnic minority youth and families, as well as those who might be
marginalized from mental health services due to socioeconomic status, sexual orientation, military afﬁliation, political
leanings, religion, or education (e.g., Firestein, 2007).
Future research could examine how the extended community
might enhance engagement for individual youth and families,
especially in communities where distrust of the mental health
system is prevalent or where mental illness is stigmatized (e.g.,
Breland-Noble, 2012). Community education and awareness of
mental health has the potential to increase knowledge about
mental health and mental health treatments, as well as normalize
and support treatment participation of youth and families
(Becker, Buckingham, Rith-Najarian et al., 2015). The science
of engagement could be enhanced by expanding the literature to
test strategies designed to enhance help-seeking in these communities, given that many youth in need never participate in the
help-seeking process (Merikangas et al., 2010). Communitylevel interventions that increase awareness and literacy about
mental health issues, service options, and pathways to access
services may be particularly effective (Jorm, 2012; Wright,
McGorry, Harris, Jorm, & Pennell, 2006).
Finally, novel service delivery models have shown some
potential to enhance treatment engagement. For example,
difﬁcult-to-reach populations have been engaged through
technology such as appointment reminders sent by text
message (Downer, Meara, Da Costa, & Sethuraman,
2006), avatars to deliver therapy (Pagliari et al., 2012),
web-based self-help (Possemato et al., 2015), and phone
applications to increase therapy homework adherence
(Jones et al., 2015). However, as Kazdin and Rabbitt
(2013) pointed out, our current system of care (one-on-one
therapy with a highly trained provider) is not adequate to
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meet the mental health need of the population worldwide,
even when incorporating technology (which is often unavailable or unreliable in some parts of the world). Other
novel delivery strategies that might help improve treatment
engagement include leveraging existing resources to provide
mental health in a variety of community settings such as
schools (e.g., Becker, Buckingham, & Brandt, 2015; Weist
et al., 2014), pediatrician ofﬁces (e.g., Gadomski et al.,
2014), park and recreation programs (e.g., Frazier et al.,
2015), or extracurricular activities (e.g., Rotheram-Borus,
Swendeman, & Becker, 2014), as well as capitalizing on
the role of task shifting parts of therapy to nonprofessionals
in these settings (e.g., Nadkarni et al., 2015; Singla et al.,
2017).
In summary, interest and developments in the ﬁeld related to
treatment engagement provide tremendous opportunity for
advancing the science of engagement to enhance its practice.
We contend that enhanced measurement will yield greater
understanding of engagement as a dynamic, multidimensional,
and transactional construct and will inspire new discoveries.
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