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ABSTRACT

KEYWORDS

Disparities in mental health service use exist for children of color in the child welfare system. Studies
exploring a theoretical link of provider racial bias to disparities in service use recommend further
inquiry into this association. Since measuring caseworker racial bias may be difﬁcult, examining
language, particularly as to whether caseworkers attribute racial disparities to structural
mechanisms or individual agency and beliefs, may illuminate unconscious racial bias that
caseworkers have towards their clients. Therefore, this study employed discourse analysis to
examine child welfare caseworker racial explanations of mental health disparities. Qualitative data
derived from focus group transcripts of 36 caseworkers who discussed barriers and facilitators of
mental health service use were used in this study. Results showed that caseworkers cited factors at
the institutional, community, and organizational levels as causes of racial disparities, but also
ascribed ultimate responsibility for service use on clients and on caseworkers to facilitate access to
services. Integrating anti-racist perspectives into caseworker training and agency policies can
challenge racial stereotypes and empower caseworkers and agencies to address structural-level
racial disparities. Future research should examine the impact of caseworker referrals on mental
health disparities and evaluate the effectiveness of anti-racist training in reducing caseworker racial
bias.

Child welfare; racial bias;
mental health; disparities

While close to half of the children involved in the
child welfare system are diagnosed with clinically pervasive mental health problems (Burns et al., 2004),
only about a third of them receive mental health services to address these issues (Hurlburt et al., 2004).
This disparity among mental health service need and
use is even greater among children of color within the
child welfare system (Garcia, Aisenberg, & Harachi,
2012; Garcia & Courtney, 2011; Garcia, Palinkas,
Snowden, & Landsverk, 2013; Garland, Landsverk, &
Lau, 2003; Gudi~
no, Martinez, & Lau, 2012; Horwitz et
al., 2012; Hurlburt et al., 2004). A large body of
research supports the link between mental health service use and child and family demographics and child
welfare case characteristics (e.g., type of placement,
length of stay in out-of-home care) (Villagrana, 2010).
However, these studies do not explain why disparities
in access to services linger. Studies have found that
child welfare caseworkers facilitate access to mental
health services for children involved in the child welfare system and that their referral decisions have
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implications for the timeliness and quality of mental
health services received (Fedoravicius, McMillen,
Rowe, Kagotho, & Ware, 2008; Stiffman, Pescosolido,
& Cabassa, 2004). A small number of studies have
explored the theoretical link of provider racial/ethnic
bias to disparities in mental health service use and all
recommend further inquiry into this potential causal
mechanism (Snowden, 2003; Staudt, 2011; van Ryn &
Fu, 2003). To that end, this study seeks to examine the
role that child welfare caseworker racial bias may have
in the disparity in mental health service use among
children of color in the child welfare system. There is
some difﬁculty in directly measuring racial bias among
child welfare caseworkers, as most individuals tend to
provide non-prejudicial responses when asked directly
about their own racial/ethnic bias. But examining
caseworker language can illuminate unconscious racial
bias that caseworkers may have towards the clients
they serve since language is used to construct societal
identities, structures, and practices and can reﬂect perceptions and biases (Gee, 2011). Therefore, the
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objective of this study is to elucidate caseworker
implicit racial biases that may contribute to mental
health disparities by examining whether caseworkers’
language attributes the disparities to institutional,
societal, or system structures (structuralist language)
and/or to individual choice and agency (individualist
language).

Background and Signiﬁcance
Mental Health Disparities

Several studies have documented the gap between
mental health need and mental health service use
(Burns et al., 2004; Garland et al., 2003; Hurlburt et
al., 2004; Leslie, Hurlburt, Landsverk, Barth, &
Slymen, 2004). Many of these studies used nationally
representative surveys to examine mental health service use among children involved in the child welfare
system. Researchers found that nearly half of the children (40–47%) had emotional problems and behaviors
that met clinical levels for need as measured by scores
on the Child Behavioral Checklist (CBCL) (Burns et
al., 2004; Hurlburt et al., 2004). However, only roughly
a third of children who met clinical need for mental
health services received them (Hurlburt et al., 2004).
When examining child, family, and child welfare case
characteristics that are correlated with mental health
service use, race/ethnicity emerged as a determining
factor.
In Hurlburt’s study in 2004, researchers found
that for children in involved in child welfare services, African-American and Hispanic children were
less likely to receive mental health services than
non-Hispanic White children. In a similar study,
Leslie et al. (2004) found that African-American
children in foster care were less likely to receive
mental health services than non-Hispanic White
children in foster care at all levels of clinical need
as measured by the CBCL. In this same study,
researchers also found that the gap between nonHispanic White and African-American mental
health service use was more salient at higher levels
of need, meaning that a higher proportion of African American children who have severe emotional
and behavioral problems are not receiving mental
health services at the same rate as non-Hispanic
white children who have the same level of clinical
need (Leslie et al., 2004). Garland et al. (2003) conducted a study and found that even after the
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removal of potentially confounding variables, race/
ethnicity still signiﬁcantly contributed to the likelihood of mental health service use for youth
involved in public systems of care, including the
child welfare system. Non-Hispanic White youth
had the highest overall mental health service use
for any mental health service when compared to
African-Americans, Hispanics, and Asian/Paciﬁc
Islanders. This differential rate of receipt of services
along racial/ethnic lines constitutes a disparity
according to Hill (2007). Hill deﬁnes a disparity as,
“unequal treatment through differences in services
provided to minority children as compared to those
provided to similarly situated White children”
(2007, p.53). Since this disparity in mental health
service use has been established, researchers have
been called upon to learn more about the factors
contributing to and causing these disparities to
enact practices and policies to ameliorate them.
Focus on Child Welfare Caseworkers

One method of determining the causal mechanisms of
racial disparities in mental health service use is to
explore the pathways that children take to receive
mental health service. One pathway that has gained
traction is the Gateway Provider Model developed by
Stiffman et al. (2004). This model is premised on the
notion that children usually do not seek mental health
services on their own but typically access services
through adults in their lives. The adults that serve children in this capacity are called “gateway providers.” In
a preliminary study testing the Gateway Provider
model, Stiffman et al. (2001) found that 55% of the
variance in child mental health service provision was
explained by the Gateway Provider Model. For children in the child welfare system, their gateway providers to mental health services are their child welfare
caseworkers. Even if the courts and preliminary psychological evaluations initiate mental health services,
child welfare caseworkers are responsible for securing
those services, determining the best provider and service for their clients, and making the subsequent referral (Fedoravicius et al., 2008; Dorsey, Kerns, Trupin,
Conover, & Berliner, 2012; Fitzgerald et al., 2015;
Pinna et al., 2015; Whitaker, Rogers-Brown, CowartOsborne, Self-Brown, & Lutzker, 2012; Whitaker,
Rogers-Brown, Cowart-Osborne, Self-Brown, &
Lutzker, 2015). Focusing on child welfare caseworkers
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can shed light on why mental health disparities linger
as they serve as the gateway to mental health services
for children and families in the child welfare system.
Child Welfare Caseworkers and Racial Bias

Individual racial bias within the child welfare system
has been widely conceptualized as an implicating factor
in racial disparities (Boyd, 2014). Within the child welfare context, individual racial bias can be deﬁned as “a
positive or negative attitude, assumption or judgment
of any particular racial or cultural group that affects
child welfare decision-making practices and policies”
(Miller, Cahn, Anderson-Nathe, Cause, & Bender,
2013, p. 1635). Proponents of racial bias as an explanatory factor draw from social cognitive science to
explain how bias enters into decision-making (Burgess,
Fu & van Ryn, 2004; Azar & Goff, 2007). Azar and
Goff (2007) developed a social information processing
framework that is comprised of schemas, weak executive functioning, and a combination of those two. Schemas are templates that are used to process incoming
information and provide shortcuts that determine how
individuals respond to new information. These schemas grow out of individuals’ experiences, whether they
are in-person, cultural or from the media. Regarding
biases, schemas can be connected to certain groups as
well as frame how individuals believe interactions
between professionals and clients should work. In the
case of bias, if schemas about professional-client interactions or about a certain group of people are too rigid
or contain biased information, then an individual practitioner’s decision-making can be affected. For instance,
schemas held by Whites that are tainted with negative
images of minorities can affect the associations and
interactions they have with them. Executive functioning is a higher cognitive function that encompasses
basic mental capacities such as problem solving and
ﬂexibility. When an individual is under stress, executive
functioning may wane. Speciﬁcally, executive functioning is likely to diminish when practitioners are under
constant stress from negotiating multiple demands in
the context of a stressful working environment. Under
these circumstances, mental shortcuts, or schemas may
be used instead, which may lead to decisions being
made based on split-second appraisals and racial/ethnic
stereotypes.
Both Burgess, Fu, and Ryn (2004) and Azar and
Goff (2007) suggest that even though practitioners

like to believe that they treat each client individually
and impartially, evidence has shown that as a result of
the cognitive processes of rapid decision-making,
humans unconsciously and automatically apply stereotypes about groups of people on different domains
on individuals. This can occur regardless of whether
the individual ﬁts those stereotypes or not and regardless of the motivation of the practitioner to use individual information. Additionally, practitioners may
have conscious egalitarian and non-prejudice beliefs
about racial minorities while simultaneously having
unconscious automatic negative beliefs about minorities. This is one reason why racial/ethnic bias may be
imperceptible to those who hold these beliefs. When
providers have to make quick decisions with limited
information under stress, they may use beliefs about
speciﬁc social groups, including racial/ethnic stereotypes, that a patient belongs to.
Child welfare caseworkers speciﬁcally are prone to
making quick decisions in duress due to the nature of
their jobs. As explained by the street level bureaucrat
model that Lipsky (1980) proposed, child welfare casework is characterized by large amounts of work with
insufﬁcient resources to meet those demands. As a
result, child welfare professionals create and take mental shortcuts to maximize efﬁciency. Fedoravicius et al.
(2008) found this to be true in their qualitative study
examining pathways to mental health services for children in the child welfare system. The study reported
that while caseworkers reported a desire to make mental health referrals based on individualized assessments, quality of the provider, and ﬁt of the
intervention, they ﬁnd themselves choosing mental
health providers based on their ability to make court
deadlines and to align with caseworker recommendations. While these mental and procedural shortcuts
may maximize efﬁciency for the caseworker, it is
important to know whether these shortcuts are
imbued with racial stereotypes as they may be contributing to racial disparities in service use for children.
Racial bias in decision-making can occur even
when caseworkers are not under duress. van Ryn and
Fu (2003) created a multi-step model that illustrates
how perceptions, characteristics and interactions
between providers and clients can lead to disparate
use in mental health service. van Ryn and Fu (2003)
named the perceptions, conscious or unconscious,
that the practitioner may hold about the client as the
primary mediator of the effect of the client’s
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race/ethnicity on provider behavior. Subsequently, the
provider’s interpretation of the client’s problems or
symptoms is inﬂuenced by their perceptions/beliefs
about the client. These beliefs that the provider holds
about the client’s social and behavioral characteristics
directly affect their professional and clinical decisionmaking. This typically happens in two ways: moral
rationalizing and appropriateness. In moral rationalizing, the practitioner decides whether a person is
deserving of treatment or not, based on the person’s
characteristics. Regarding appropriateness, a practitioner uses a characteristic of a client to determine
whether that person is more or less likely to beneﬁt
from a particular treatment. Providers’ conscious
beliefs and unconscious stereotypes about clients may
inﬂuence their interpersonal behavior with them, and
clients are subsequently likely to recognize these interactions. For instance, a client may pick up on a practitioner’s distant behavior, which in turns affects the
client’s comfort and subsequent interactions with that
provider. Thus, a client’s sense of satisfaction, attitudes, trust, and behavioral intentions can be inﬂuenced by providers’ behavior towards them. van Ryn
and Fu (2003) then bring their model full circle as client’s behaviors shape provider’s beliefs about them,
which can reinforce previously held biases and stereotypes. This circuitous model demonstrates the
inﬂuence of provider perceptions on subsequent decision-making and client interactions, which, in turn,
may affect client behavior to reinforce provider-held
perceptions and stereotypes.
Staudt (2011) explains that examining practitioner
biases is salient as practitioner explanations for child
behavioral problems and treatment can affect the
practice and referral decisions and subsequent quality
of treatment that the child receives. While unconscious and unintentional, individuals use bias and
errors in the form of stereotypes when processing
information. This is true of social workers as well.
Subsequently, biased information based on race, age,
gender, and socioeconomic status can be used to make
treatment recommendations, leading to disparities in
mental health service use. Potential consequences
include inappropriate treatment recommendations, if
referred at all, and lack of parent and child engagement in both child welfare and mental health services,
leading to poorer outcomes.
Yet, there is minimal research on child welfare caseworker racial bias and its role in mental health
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disparities (Fluke, Harden, Jenkins & Ruehranz,
2011). Much of the literature to date has focused on
racial bias among community members and mandated
reporters in making reports to the child welfare system
(Chafﬁn & Bard, 2006; Goerge & Harden, 1993; Harris
& Hackett, 2008). Studies that do focus on caseworker
racial bias focus on decision-making around investigating reports of child maltreatment and foster placement (Howell, 2008; Levine, Doueck, Freeman, &
Compaan, 1996; Rolock & Testa, 2005). Studies
exploring the role of child welfare caseworkers as gateway providers to mental health services examined
caseworker skill in screening for mental health problems, knowledge of available services, and attitudes
towards mental health services and evidence-supported interventions (Dorsey et al., 2012; Fitzgerald et
al., 2015), not the potential role that child welfare
caseworker racial bias may have in their decisions to
refer to mental health services. Thus, this current
study seeks to extend the literature by examining the
role that child welfare caseworker racial bias may have
on mental health disparities for children of color in
the child welfare system.
The Current Study

As previously mentioned, racial biases and use of stereotypes can be conscious or unconscious and individuals tend to provide egalitarian and non-prejudicial
responses when asked directly about their own racial/
ethnic bias and if that affects their decision-making
and interactions with others. An alternative method of
eliciting bias is to examine caseworker language.
According to Gee (2011), language is not just used to
provide information, but it is also used to construct
social, cultural, and political identities, relationships,
institutions and practices; this is called language-inuse. Language is used to say, do and be, which then
enacts certain practices. These practices give language-in-use meaning because the practices always
belong to certain social groups, cultures, or institutions (Gee, 2011). Thus, when individuals enact these
practices- using language-in-use- these social groups,
cultures, and institutions are sustained. To that end,
examining caseworker language can illuminate biases
that contribute to mental health disparities as exploring caseworker language can reveal caseworker orientations, and ultimately practices, that may not emerge
when individuals are directly questioned.
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Structuralist and Individualist Orientations
Examining child welfare caseworkers’ orientation matters, as their pivotal role as gateway providers to mental health services can be affected by the racial bias
inherent in individualist orientations. Hay (1995, p.
189) posits that “every time we construct, however
tentatively, a notion of social, political or economic
causality we appeal, whether explicitly (or more likely)
implicitly, to ideas about structure and agency” (Hay,
1995, p.189). Those with structural orientations or
structuralists, believe that institutions and societal
structures constrain human behavior and that humans
are essentially coerced into action (Wight, 2003). Individuals with individualist orientations, also known as
methodological individualism or agency, see all social
actions as the result of individual actions which are
determined by personal beliefs and desires (Wight,
2003). The danger in an individualist orientation is
that blaming racial disparities on individual and attitudinal factors is what Bonilla-Silva (2014) describes
as colorblind racism- using nonracial factors and
dynamics to explain current-day racial inequality.
Through Bonilla-Silva’s lens, an individualist orientation is inherently racist, as it does not attribute racial
inequalities to structural racist mechanisms, but rather
to cultural and individual beliefs and actions. For child
welfare caseworkers, an individualist orientation minimizes the role of institutional racism that still exists in
society and shifts the focus from addressing systemic
barriers to individual-level intervention. An individualist orientation can also contribute to racial disparities as caseworkers may fail to address structural
barriers to service use, further disadvantaging children
of color.
Therefore, the current study seeks to answer the
following question: To what extent do child welfare
caseworkers attribute mental health disparities to
institutional, societal, or system structures (structuralist language) or to individual choice and agency (individualist language)? The study uses qualitative data
(Garcia, Circo, DeNard, & Hernandez, 2015) examining barriers and facilitators to mental health services
for children of color involved in the child welfare system. Garcia et al.’ (2015) study illuminated caseworker
experiences, barriers and perceptions of mental health
disparities but did not address the role that individual
caseworkers may play in perpetuating racial disparities. Therefore, this study seeks to further extend Garcia et al.’ (2015) study ﬁndings by examining potential

causal factors of mental health disparities not explored
in the original study.

Methods
Larger Study

As previously mentioned, this study analyzes qualitative data from a larger study examining barriers and
facilitators to mental health services for children of
color involved in the child welfare system (Garcia et
al., 2015). This larger study involved engaging with
child welfare system leaders in a large Mid-Atlantic
city who were charged with the responsibility to
increase positive outcomes for children involved in
the child welfare system by contracting case management services out to one of the newly developed
decentralized Community Umbrella Agencies
(CUAs). The intent of the CUA model was to ensure
children and families access services within their own
communities. The larger study was created to inform
city administrators on the needs and potential solutions to ensure that children receive needed mental
health services within their communities as the
Department of Human Services (DHS) continues with
this organizational change. In this particular city, there
is a substantial minority population in the child welfare system where in all of the districts except for one,
the majority of children served by the child welfare
system are African-American and Latino (H. Kline,
personal communication, 2014). Situated in a large
urban area with a signiﬁcant minority population, this
particular setting provided an opportunity to examine
racial disparities in mental health access and use for
children of color within the child welfare system. The
study received approval from all appropriate Institutional Review Boards.
Participants
Between October 2013 and January 2015, participants
consisted of 36 child welfare caseworkers employed by
the newly contracted CUAs that participated in one of
ﬁve focus groups, at their respective CUAs, to discuss
barriers and facilitators to mental health service use
for children of color within the child welfare system.
Researchers worked with CUA supervisors to recruit
caseworkers that were knowledgeable about the study
topic. Interested caseworkers signed informed consent
forms and comprised the focus group. Participants
were provided food and were compensated for their
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participation. The majority of participants were
women (n D 32) and identiﬁed as Black/AfricanAmerican (n D 24). Other participants identiﬁed as
Caucasian (n D 5), Latino (n D 5), Asian (n D 1) and
other (n D 1). Caseworkers in the study reported having an average of 8.2 years of experience working with
clients and the majority (n D 33) of caseworkers
reported having at least a Bachelor’s degree, with thirteen reporting attaining a master’s degree in social
work or a related ﬁeld.
Data Collection and Analysis
In the parent study, researchers conducted focus
groups using a semi-structured focus group guide created to generate discussion on mental health disparities within the child welfare system. Each focus group
was 90 to 120 minutes long and was audio recorded,
professionally transcribed, and reviewed for accuracy
by the research assistants who were present at the
focus groups.
Current Study

The focus group transcripts from the parent study
were imported into Atlas.ti, a qualitative data management software, for analysis. Since this project examines how language can directly inﬂuence action,
discourse analysis was used to analyze the data. Discourse analysis focuses on how language is used to
shape social norms, personal and group identities, and
social and political relationships (Starks & Trinidad,
2007). This analysis enabled the researchers to pinpoint how provider language translates into client perception and thus, client interaction. In order to elicit
these perceptions, targeted questions were developed
based on the seven building tasks of language, which
are the linguistic tools society uses to build and design
our worlds (Gee, 2011). The seven tasks are signiﬁcance, activities, identities, relationships, social goods,
connections, and sign systems and knowledge. Based
on the research question, this study examines how
language is used to build (a) activities: recognize that
someone or something is engaging in an activity or
practice; (b) identities: recognize that someone or
something is taking on an identity or role; (c) connections: build connections; (d) relationships: signal what
sort of social relationship exists; and (e) social goods:
describe the nature of the distribution of social goods
(Gee, 2011). Using these building tasks, questions
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were developed to examine caseworker language
around individual level and system- level causes of
mental health disparities and their role in facilitating
access or mitigating mental health disparities. The
questions were then used to develop codes, which
were then applied to how child welfare caseworkers
responded to solicitations for explanations of mental
health disparities among children of color (see appendix A for the list of questions). Caseworker responses
were then organized into structuralist and individualist categories based on where caseworkers attributed
blame for mental health disparities. For rigor in this
analysis, triangulation and peer debrieﬁng and support were used. Reﬂexivity was achieved by keeping
memos and journaling throughout the analysis, and
by peer debrieﬁng.

Results
The responses from these direct questions have been
organized into structuralist and individualist
responses. Structuralist responses include (1) institutional and community level factors that impact social
work practice, including availability of services, funding, institutional racism, and community-level sentiments about mental health and (2) organizational
factors, which includes the role of mental health agencies, the role of the CUA and DHS, interagency collaboration and agency culture, and cultural competency
of practitioners and agencies. Individualist responses
encompass individual choice, the role of the parent
and ﬁnancial incentives, how caseworkers talked about
compliance, accountability and empowerment, and
what caseworkers perceive their role is, if any, in facilitating mental health service use for children.
Structuralist Responses
Institutional and Community Factors

Availability of Services. In all ﬁve focus groups, caseworkers described the lack of mental health services in
certain communities that their clients reside in. One
caseworker shared that the “resources in the neighborhoods that we work with, they’re just very limited.”
Certain services are only located in certain sectors of
the city and for specialty mental health services, specialized therapy for child victims of sexual abuse for
example, there may only be one agency with one location servicing the entire city. Caseworkers explained
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that “it’s really difﬁcult for a lot of our families to get
to and if there were more of these services in other
areas of the city that would make things a lot easier.”
Lack of Funding. Lack of funding was also a reoccurring theme throughout the focus groups. Caseworkers
attributed the absences of services to lack of available
funding for programs in the communities that they
work in. This lack of funding can also be connected to
the larger policy initiatives such as the transition from
DHS to the CUAs, as one caseworker described: “And
losing funding because, more funding from their
organizations are now being fed into what the City is
doing with CUA. So now they have less money, they
are laying off more people and making it not able for
them to service all the people we need them to service
again…”
Institutional Racism. Additionally, some caseworkers
related these large-scale issues to race and the effect
that structural discrimination has on mental health
service use. In one focus group, caseworkers present at
the meeting discussed the impact of institutional racism and the isolation of minority populations in
resource-poor areas. They conveyed that concepts of
racism, lack of funding, and subsequent lack of services in certain communities are inter-related. One
caseworker cited poverty and miseducation as factors
that comprise the framework of institutional racism,
and argued that these factors contribute greatly to
mental health disparities. The caseworker then goes
on to describe the role disenfranchisement has on
access to mental health services: “…you have a community that lacks so many resources and opportunities, we are talking about unemployment,
underemployment, access to resources…because
when you go to afﬂuent areas, they have those things
and they thrive.”
Community Sentiments Around Mental Health
(Stigma). Stigma within the American population as
a whole and within minority communities was offered
by several caseworkers as an explanation for mental
health disparities. Caseworkers described how mental
health in general is stigmatized, contributing to a
lesser likelihood of individuals seeking and using mental health services when in need. In addition, caseworkers shared that this stigma of mental health
disorders and service use is intensiﬁed in the African-

American and Latino communities. One caseworker
offered her perspective on mental health disparities:
“A lot is cultural too. If you don’t buy into the therapy
you’re not going to stick to it, that’s a really big issue
with a lot of Latin or Black people, they don’t buy into
it.”
Organizational Factors

Role of Mental Health Provider. Caseworkers shared
that mental health provider characteristics can be to
blame for mental health disparities. Agencies may
have long waiting lists, speciﬁc insurance criteria, or
may have stafﬁng issues that affect a child’s ability to
access and consistently receive mental health services.
Caseworkers spoke at length about the challenges that
mental health providers cause families and caseworkers themselves. Frustrations with mental health
providers came through in caseworker discourse when
directly asked about barriers to mental health use and
about mental health disparities. A caseworker shared
her frustration with mental health providers accordingly: “…one of my kids was on a waiting list to be
assigned a psychiatrist for like three months. She went
three months without medication. So I mean a lot of
the times a lot of the agencies you know, don’t really
have it together.”
Role of Child Welfare Agencies. Caseworkers
described the role that child welfare agencies, public
and private, play in contributing to mental health disparities. This includes the organizational structure of
DHS and the CUA (such as insurance changes when
children come into foster care), job support to reduce
caseworkers constraints that prevent them from doing
the research to connect families with needed services,
and the relationship between the CUAs and outside
agencies. Caseworkers described how children may
lose mental health services when they enter foster care
due to changes in insurance and due to issues in the
transfer of cases between child welfare agencies, as eloquently described: “There is different insurance when
a child is placed [in foster care as] opposed to—informal placement—that has been signiﬁcant, so like my
kids are already connected to a mental service already
but then they’re placed and then that medical kicks in
but no one has the numbers, and DHS isn’t doing
what they are supposed to do.”
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Cultural Competency. Caseworkers shared stories of
the difﬁculty mental health therapists had in connecting with the children who are of a different race, culture, or SES. This cultural divide can lead to clients
not wanting to attend therapy as one caseworker illustrated: “…there are a lot of places that may just not
particularly ﬁt that client’s need and especially when
you deal with a lot of the inner city kids that we deal
with and you take them to some of these agencies
where, they can’t identify with our kids and the kids
know it, so therefore they’re not buying into the therapy.” But in this instance, caseworker language places
the responsibility on the mental health agencies and
subsequently providers to account for cultural and
racial differences by having providers become ﬂuent
in different languages and become aware of different
cultural practices.
Individualist Responses
Individual Choice
A few caseworkers believed that there are mental
health disparities because parents do not prioritize
mental health services for children or because the children do not want to go. Even when caseworkers discussed systemic, community, and organizational
factors that impede mental health service use, some
caseworkers countered with explanations such as: “…
it’s not that hard for them to get to [the sexual abuse
treatment center], they don’t want to go…people
make time. They get to where they want to go and
want to do. Downtown is not that far, I don’t care
where you live. If you have a child that needs sex therapy, you’re going to get them there. I’m just not buying that you can’t get there, especially when we give
you [bus fare] so you [can] get there.”
Role of the Parent
Caseworkers also described how parents must get to a
place where their family functioning or ability to parent effectively is disrupted before they will seek mental
health services. Once a caregiver’s life starts to become
impacted, as one caseworker described it by “constantly getting called by the school to come down
there every single day to pull the kids out or they are
just making their house too disruptive and they can’t
even get anything done,” then that caregiver will
access mental health services for their child. This language expresses the impact a child’s behavior has on
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the parent, not the child, before parents decide to take
children to receive mental health services.
Financial Incentive
Caseworkers in several focus groups cited the ﬁnancial
incentive for minority parents to take their children to
mental health appointments. When children are eligible for Supplemental Security Income (SSI), they are
required to be seen by mental health providers,
according to caseworkers. If parents do not take their
children to these appointments, they are at risk of losing their ﬁnancial beneﬁts. Thus, the beneﬁts, as
opposed to the wellbeing of the child, are incentives
for minority parents to seek mental health services for
their children. Caseworkers see this as an individual
choice as parents are selective in which appointments
they will make the effort to attend. Those appointments where there is ﬁnancial beneﬁt take precedence
over other appointments that solely focus on child
wellbeing. One caseworker describes this phenomenon: “…if their welfare check was told they are being
cut off, they will be at that ofﬁce [at] eight o’clock in
the morning. Let somebody tell you that your son is
ﬂunking out of school or not doing something, ‘Well I
can’t make that appointment.’”
This notion of racial and ethnic minorities choosing
to attend appointments for ﬁnancial gain is in contrast
to caseworkers’ belief that Caucasian families access
mental health services for the wellbeing of their children. A racial minority caseworker illustrates this
belief: “I think that one thing is that, when I was reading some things that we are not as receptive to therapy
as Caucasian are because a lot of our people - a lot of
us want it so that our kids can get SSI. I have a lot
times seen if they get therapy they get SSI but they’re
not really invested into it. The Caucasian ones, they
are more open to the mental health aspect to make
sure that their foster child is getting the proper attention that they need…”
Talk of Who is Responsible for Mental Health Service
Receipt
The following discourse emerged when caseworkers
were discussing mental health service use for the families that they serve in general. As they shared some of
the difﬁculties in having children that they work with
receive mental health services, caseworkers used language that at a fundamental level placed responsibility
for using mental health services on primary caregivers.
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This language is not only used in regard to mental
health service use, but is pervasive within the child
welfare system (Atkinson & Butler, 1996; Famularo,
Kinscherff, Bunshaft, Spivak, & Fenton, 1989).

appointment, if you don’t follow up the recommendations, if you don’t take them to school, if you don’t help
with the homework, your child is going to fail because
you’re the main support; we are here to help you.”

Compliance Talk. Within child welfare, compliance is
usually deﬁned as caregivers adhering to court orders,
attending groups and treatment as prescribed, and
completing other agency mandated directives
(Atkinson & Butler, 1996; Famularo et al., 1989). The
term compliance assumes the responsibility for completing agency and court mandates within the child
welfare system is with the caregiver, regardless of environmental or systemic issues. Examining how child
welfare caseworkers use the language of compliance
may reveal whether they hold caregivers responsible
for accessing and using mental health services. During
the focus groups, caseworkers repeatedly described
the need for parental compliance and the impact it
has on court and other child welfare decisions. One
caseworker described how parents involved in the
child welfare system are familiar with the term compliance, and have accepted the individual responsibility
of completing activities that they have been mandated
to do, including using mental health services for themselves or their children. This caseworkers shared, “I
had two families and they didn’t take me as serious
and now I’m pulling them to court, and now it’s, ‘I’m
going to cooperate, I’m going to do everything, I want
to be compliant,’ because they didn’t realize that we
had that type of power; it was before like ‘Oh! You
know, y’all going to be here, how long? When you
going to discharge my case? When you going to close
out my case?’ even if you hadn’t done anything you
are supposed to…”

Empowerment Talk. Thus while caseworkers seem
to hold parents ultimately responsible for knowing
what is best for their child and taking steps to
meet those needs, their use of empowerment language is also indicative of a non-punitive stance
that parents are the experts regarding their children
and should have a voice when discussing their children. This caseworker illustrates the importance of
providers and child welfare ofﬁcials communicating
with parents when making decisions about their
children: “So, you should be directing it to the parent because they’re the actual experts. Like when
I’m long and gone they’ll still be with this child.
So, I think it is important for the state to communicate with the parents and not just talk to each
other and nobody is asking the parent when they’re
the expert because they’re the ones that’s been with
the child the longest and will still be with the child.
I think that’s important.” Even when caseworkers
used language afﬁrming caregivers’ integral role
and advocating for caregiver participation in making decisions for their children, child welfare caseworkers still place the responsibility for action on
individual caregivers instead of other larger systems
and organizations. This language was minimally
present when caseworkers were directly asked to
provide their explanations and thoughts on mental
health disparities; rather it emerged when caseworkers discussed barriers to mental health service
use for all children involved in the child welfare
system.

Accountability Talk. Another emerging theme was
caseworkers’ use of accountability language regarding
who is responsible for ensuring children in the child
welfare system receive mental health services. While
caseworkers acknowledged that there are other systemic
and organizational factors that affect mental health service, several caseworkers agreed that “it goes back to
accountability as parents,” as individual caregivers are
ultimately responsible for their child(ren)’s mental
health service use. Regarding caregivers, one caseworker
said, “Because at the end of the day you brought your
child into the world…This is your job, we’re here to
support you, but if you don’t take [your children] to the

Caseworker Role

Even while discussing systemic, organizational, and
client level factors that contribute to mental health
disparities, caseworkers still inserted themselves as
integral players in mental health service use. The
role that caseworkers described that they have in
facilitating mental health service use among children that they work with can be used as their recommendations to address individual level causes
for mental health disparities. Caseworkers described
themselves as conduits of and advocates for mental
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health service use. They also described how their
relationship with clients can facilitate mental health
service use.
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little bit better. They start taking your advice…” (Garcia et al., 2015).

Discussion
Caseworker Role as Conduit
Caseworkers see themselves as the conduit for the clients that they work with to access different services,
including mental health services. They take this
responsibility seriously, and even with structural and
organizational issues, caseworkers perceive they are
held responsible for clients having access to mental
health services. Whether it is ﬁnding appropriate services and making referrals to providing transportation
to children to mental health appointments, caseworkers perceive themselves as the channel through
which children can access services. One caseworker
shared: “So they don’t have resources, they don’t have
family supports and you are all they got and it’s taking
a lot of your time. So I help them and link them to
resources.”
Caseworker Role as Advocate
Caseworkers take their role as a conduit of services
for families seriously as they not only connect families with services, but they also seek to connect
families with the best services available. Caseworkers describe how they “have to make sure that
our clients are getting the best possible services
because in the end it’s our job to ensure that—
that’s one of the goals of the service plan.” Several
caseworkers described how they try to ﬁnd accessible and effective services in hopes that clients will
make progress and continue to attend therapy
because they are seeing positive changes.
Caseworker Relationship with Client
Caseworkers relied upon their one-on-one working
relationships with their clients to facilitate mental
health service use. One caseworker, who currently sees
a counselor, shared that with her clients, she uses
appropriate self-disclosure to alleviate fears of mental
health treatment and to promote mental health use
for children that need it. Caseworkers discussed how
once trust is established between families and caseworkers, families are more open to adopting their recommendations. A caseworker describes this process:
“…a lot of times they are not very receptive initially
but we make them—once you build a rapport with
them you kind of get a little—they get to know you a

The purpose of this study was to illuminate whether
and how caseworker’s structuralist and/or individualist language explain pathways that lead to mental
health disparities in the child welfare system. Both
types of language were offered by caseworkers, as well
as language describing their role as caseworkers in
facilitating access to mental health services for
children.
Structural Orientation

Institutional, community, and organizational factors
were offered by those who adopt the structuralist orientation. Relying upon nationally representative longitudinal data of children referred to the child welfare
system due to reports of maltreatment, Garcia, Kim,
and DeNard (2016) showed that disparities in utilization of services are no longer detected after taking into
account organizational climate, suggesting indeed that
“structural” dynamics play a fundamental role in
reducing disparities. Difﬁculties of collaborating with
other child-serving agencies, navigating payment and
reimbursement for mental health services, and worker
overload/burden were some of the speciﬁc organizational barriers they referenced.
A robust body of research validates caseworkers’
reporting of the other structural factors they cited
(Aarons & Palinkas, 2007; Garcia et al., 2015). For
example, accessibility and proximity to effective and
culturally applicable services is impossible without
adequate funding to serve the disproportionate number of youth and families of color in the child welfare
system (Garcia et al., 2015; Horwitz, Hurlburt, &
Zhang, 2010). Institutional racism endures in light of
the overwhelming number of road-blocks communities of color experience in the system compared to
their Caucasian counterparts (e.g., disproportionate
exposure to poverty, unemployment, crime, and lack
of insurance, resources and transportation) (Garcia,
2009; Hines, Lemon, Wyatt, & Merdinger, 2004;
McCabe et al., 1999). The roadblocks are often met
with unjustiﬁable and often punitive mental health
treatment, as indicated by, for example, caseworkers’
descriptions of long waiting lists to be seen by a mental health provider and their tendency to engage in
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ways that are not culturally applicable. What these
ﬁndings add to prior research, beyond validating previous ﬁndings, is that the caseworkers relied on
speciﬁc discourses, often implicitly, to articulate deepseated organizational and community factors that signiﬁcantly impact mental health service use; yet felt
they are outside the realm of their individual control.
What can be surmised from this is the need to mobilize resources, funding, and leaders to eradicate these
barriers and, in turn, pave “gateways” for caseworkers
to deliver services.
Individual Orientation

While many caseworkers believe the root causes of
disparities are attributable to lack of structural gateways or opportunities, they also contend that it is
rooted in individualistic orientations. In this study,
caseworker language around compliance, accountability, and empowerment reﬂect individualist orientations. A salient example of this orientation is
exempliﬁed by the language used by this caseworker:
“they don’t want to go to therapy, and they don’t want
to go to parenting classes, they don’t want to do all
these things. They don’t think they need it.” In these
exemplars, the caseworker explains lack of mental
health service use with caregiver apathy and caregiver
choice. This reﬂects the methodological individualism
description Wight (2003) gives as it highlights behavior due to individual belief and desires. Caseworkers’
use of compliance terms and ultimately holding primary caregivers responsible for recognizing changes
in their child and advocating for them to get needed
services illuminates an individualist orientation as
well. Even with the caregiver-afﬁrming language of
empowerment, the outcome of mental health service
use is still placed in the individual caregiver’s control.
A number of scholars recognize the salient role
parents and caregivers play in whether and to what
extent their respective children engage in mental
health treatment (Alegria et al., 2008; Attride-Stirling,
Davis, Farrell, Groark, & Day, 2004). Beyond providing transportation, skills and resources that encourage
parents to actively participate in the process are
needed. Both mental health and child welfare providers, for example, can encourage parents to ask
questions about the therapeutic process; and provide
feedback on agreed upon goals, tasks, and homework
activities between sessions. Monitoring progress and

the interactional nature of the working alliance are
also integral to continued engagement in mental
health services (McKay & Bannon, 2004; Platt, 2012).
While these parent engagement activities may
increase intrinsic motivation to actively engage in the
therapeutic process, some caseworkers reported ﬁnancial incentive as the reason for minority caregivers to
seek and engage in mental health services for their
children. While this may be indicative of methodological individualism (Wight, 2003), it is worth acknowledging also that poverty may coerce parents to make
decisions based on government eligibility (e.g., SSI)
for income assistance. The caseworkers’ language conceptualizes the ﬁnancing within an individualistic orientation, arguing that it is “the wrong reason” for
accessing mental health services.
Explicit and implicit language used by caseworkers
pinpoint the salience of colorblind or “cultural” racism
in the context of mental health service delivery.
Bonilla-Silva (2014) deﬁnes colorblind racism as the
belief held by society that “minorities’ standing is a
product of their lack of effort, loose family organization, and inappropriate values,” (pg. 88). According to
his theoretical lens, it is assumed that minorities are to
blame for their lesser standing. This argument was
exempliﬁed by the language caseworkers used to conclude that Blacks and Latinos are less likely to seek out
mental health services and that there is a greater
stigma in their communities around mental health.
The tendency for some providers to shift the blame
for racial disparities on parents by assuming they have
less intention to engage in their children’s treatment is
supported by scholars (Alegria et al., 2008; Dovidio et
al., 2008; Van Ryn & Fu, 2003). However, scholars, as
well as other caseworkers in the current study, are
quick to point out that their “lack of” intention may
be due to stigma associated with professional helpseeking (Corrigan, 2004; Nadeem et al., 2007; Sykes,
2011).
Individualistic orientation is also pervasive by the
discourses caseworkers used to describe themselves as
conduits and advocates for clients. Some caseworkers
considered the burden of clients completing tasks on
their case plan, which includes completing mental
health services, as a signiﬁcant aspect of their job. Dorsey and colleagues (2012) research is grounded in the
assumption that caseworkers serve as gateway providers to mental health services; and thus, must be
trained in and/or be aware of evidence-supported
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interventions. Her efforts send a clear message to caseworkers’ that their intentions and behaviors must be
modiﬁed to promote mental health service delivery.
This assumption, coupled with intrinsic intentions to
adhere to agency mandates to promote safety, permanency, and wellbeing, supports this individualistic orientation. Undertaking or “shouldering” the
responsibility, they view themselves as the conduit or
salient driving force toward the promotion of children’s mental health. This belief is further reinforced,
as caseworkers described devoting hours beyond their
regular schedule to cultivate and sustain a working
alliance with children and families to engage them in
mental health treatment.
The Individualistic Versus Structuralist Debate

The individualistic orientation, as exempliﬁed by the
themes described above, shifts the focus away from
structural changes to combating disparities. Their
implicit language highlights that as conduits and
advocates, while they are responsible for facilitating
mental health service use, it is ultimately up to their
clients to seek treatment, and remain engaged in the
therapeutic process. It is worth considering whether
an individual caseworker’s position on the individualist-structuralist debate contributes to mental health
disparities among children of color in the child welfare
system. Based upon an appraisal of individual
responses in this study, one can conclude that a caseworker’s position will largely dictate whether their
role as a gateway provider to mental health services is
informed by racial bias inherent in individualist orientations. The data gathered in this study reinforces the
previously mentioned social information processing
and multistep model frameworks in that individuals
hold beliefs and stereotypes about groups of people
that are unknown to them, and that these beliefs inﬂuence practice decisions and behaviors in high stress
situations (Azar & Goff, 2007; Burgess et al., 2004; van
Ryn & Fu, 2003). According to Snowden (2003), these
unconscious decisions can lead to faulty judgments
and inappropriate actions. Inappropriate actions could
include caseworkers advocating for change strictly at
the individual practice level, blaming clients for not
being able to access services or ultimately failing to
provide needed mental health referrals because they
are relying on biased beliefs and stereotypes about
minorities.
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Implications for Practice and Policy

The ﬁndings suggest that administrators and supervisors need to be aware of caseworker’s positionality on
the individualist-structuralist spectrum. Unexpectedly,
caseworker language revealed that stereotypes about
African Americans and Latinos, and individual and
cultural explanations holding primary caregivers
accountable for mental health service use primarily
emerged organically and when caseworkers were not
directly asked about mental health disparities. Moreover, when describing their everyday practice, caseworkers were naturally inclined to recommend
implementing individual level interventions to
improve mental health service use among their clients,
even when acknowledging the powerful impact of
structural and institutional inequalities. This may be
the case due to numerous organizational challenges
that caseworkers expressed during the focus groups,
such as large caseloads, lack of familiarity with the
resources in the communities they work in, lack of
direction from supervisors, and numerous time constraints (Garcia et al., 2015). The disparate shift
toward discussing individualist in comparison to
structuralist recommendations may be due to not feeling empowered or qualiﬁed to address institutional,
policy, or agency issues that inﬂuence mental health
disparities, rendering individual-level interventions as
their only course of action.
Due to the potential consequences of unaddressed
child welfare caseworker racial bias, additional practice and policy recommendations are suggested.
Regarding practice, integrating Critical Race Theory
(CRT) and anti-racist perspectives into any training
that caseworkers may receive on diversity and multiculturalism should be explored. Critical Race Theory,
which originated in the legal profession, posits that
racism is not abnormal, but a part of the fabric of
American society, and thus appears natural and normal to individuals (Ladson-Billings, 1998). Thus, the
goal for CRT theorists is to unmask and expose the
racism that is embedded in the United States’ social
order (Ladson-Billings, 1998). While cultural competency trainings and courses are status quo in schools
of education and agencies, cultural competency oftentimes focuses on individual attitudes, leaving social
workers ill-equipped to address broader systems issues
(Abrams & Moio, 2009). Furthermore, inherent in
cultural competency training is a diffusion of
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dimensions of diversity, which has the propensity to
encourage an equality of oppressions that can negate
the persistent legacy of racism that is interwoven in
the fabric of American society and reinforce colorblind racism (Schiele, 2007). By integrating Critical
Race Theory elements into training or by teaching
caseworkers to critically analyze systems and policies,
caseworkers can begin to reframe racial disparities as
complex and embedded issues and can have a framework with which to take action to address structural
barriers (Abrams & Moio, 2009). Such actions can
include advocating for policy change within their child
welfare organization and within the mental health
agencies that provide their clients’ services; petitioning
for the expansion of services into historically
resource-scarce communities; and collaborating with
mental health agencies to facilitate awareness of
immersion in racial and ethnic cultures to increase
engagement of minorities in mental health services.
With regards to policy, child welfare agency administrators and supervisors can create a culture incorporating an anti-racist perspective on child welfare
practice. To incorporate this perspective, staff must
have the ability to critically analyze their own biases
and to appropriately assess the needs of their clients.
Since caseworkers are more likely to revert to stereotypes and biases when making decisions in high stress
situations (Azar & Goff, 2007), child welfare administrators can increase job support and implement effective diversity training that incorporate CRT, within
child welfare agencies to reduce the inﬂuence of racial
biases. Increasing job support will provide caseworkers the time to focus on meeting the unique needs
of clients as opposed to simply making decisions
based on generalizations to maximize efﬁciency
(Fedoravicius et al., 2008). As previously mentioned,
integrating CRT based programs can assist in creating
a race-conscious organizational culture, where biases
and individualist frameworks around racial disparities
are questioned and challenged. This will mostly likely
require additional funding and restructuring within
the agency to provide a less stressful and engaging
organizational climate and culture.
Finally, caseworkers offered a wealth of suggestions
to address individual-level barriers (e.g., support caseworkers’ role as conduits and advocates, sustain a positive helping relationship with clients, and increase
parent engagement). The discourse alludes to the fact
that these suggestions were made, with the assumption

that they would then increase individual choice, motivation, and intrinsic incentive as a “responsible” parent to ensure that their children’s mental health need
are met. While the dialogue largely focused on these
individual orientations, it is notable that they offered a
couple of ideas to modify structural conditions. They
ﬁrst suggested that it is essential to educate the community and other systems of care at large about child
welfare practice and policy in general, and about the
new privatized system in particular. Developing a central database to increase caseworkers’ awareness of
available services and service receipt in other sectors
of care was also discussed.
Future Directions for Research

Future research should examine referral patterns and
mental health service use outcomes based on caseworker bias as this can further demonstrate whether
child welfare caseworker bias is a causal mechanism
for mental health disparities. This could be accomplished using ethnographic methods, where one
observes caseworker interaction with clients as well as
probes caseworkers about their decision making
around referral to mental health services for children
on their caseload. Research is also needed to develop
measures for racial bias in referral making as well as
interventions to address bias for child welfare caseworkers. For example, creating and testing the effectiveness of CRT-based trainings and interventions for
use in child welfare agencies is another area of research
that is integral to addressing implicit racial bias in child
welfare caseworkers. Abrams and Moio (2009) call for
research to identify how best to address implementation barriers (training facilitators in CRT methods,
costs of training, helping white individuals in their
journey towards race consciousness) for these types of
trainings. For theory advancement, future research
should consider the role of the race/ethnicity of the
practitioner or caseworker. In this study, the majority
of the caseworkers were racial/ethnic minorities. While
the social information processing and multistep model
frameworks imply that service providers are White,
this study provides initial support for the notion that
these biases are used regardless of the provider’s race/
ethnicity. Future research can explore this line of
inquiry further to see if the race/ethnicity of the caseworker is of signiﬁcance in examining racial bias and
the trainings created (CRT training) to reduce them.

JOURNAL OF SOCIAL SERVICE RESEARCH

Additionally, research can also examine the role of
individual-level interventions in perpetuating individualist orientations and to some respect, colorblind racism. While it may be difﬁcult for frontline caseworkers
to focus their work on organizational and system levels when their jobs by nature are individual-level interventions, attributing individual actions to “subjective
beliefs, wants, and desires” (Bonilla-Silva, 2014) presupposes a nonracial cause for a racial disparity.
Research further exploring individual-practice level
orientations and behaviors of social workers may
reveal recommendations and/or practical training
interventions to mitigate colorblind racism as a tool to
ameliorate racial disparities. If such a relationship is
found, research examining this same relationship in
other direct practice occupations is warranted.
Limitations

This study has several limitations. One limitation is
that there is no data on the actual caseworker-client
interactions. The source of data is the retrospective
report of child welfare caseworkers in how they seek
to ameliorate mental health disparities, without any
documentation or observations of these interactions.
Additionally, due to the setting of this study, most of
the caseworkers that attended the focus groups were
not Caucasian. Responses may have been different if
more of the caseworkers were Caucasian. Another
consideration is the effect of the race and ethnicities of
the researchers who conducted the focus groups. All
of the researchers are racial or ethnic minorities,
which may have affected the openness of caseworkers
to talk about race and disparities. The researchers
were aware of this potential inﬂuence, and discussed
its impact openly. Additionally, the interpretation of
the discourses in this study relied on the subjective
biases of the ﬁrst author. While this is normative in
discourse analysis, peer debrieﬁng was used to support
and maintain the rigor of the analysis. Furthermore,
ﬁndings should be interpreted in the context of privatized child welfare agencies that are in the midst of
transitioning services.
Despite these limitations, the study offers a valuable
contribution by relying upon a novel methodology
(discourse analyses) to unravel why racial disparities
in mental health service use lingers in the child welfare
system. Findings pinpointed implicit and explicit language used by caseworkers to highlight the impact of
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individual and structural barriers. In addition, the
study lends a voice that is often silenced to those who
are on the frontline, serving some of this country’s
most vulnerable youth and families in stressful and
overburdened organizational and agency contexts.
Nonetheless, caseworkers were capable of stepping
away from their insider roles to elucidate the structural conditions and capacities they need to ensure
youth and families receive effective and applicable
services. Finally, by capitalizing on caseworker discourse and prior research ﬁnding, the study lends speciﬁc research, practice, and policy recommendations
to reduce racial disparities in mental health services
for youth served in the child welfare system. It is
incumbent upon researchers, system leaders, and
community stakeholders to take stock of the recommendations presented, and decide to what extent it
would be advisable to implement them in a local
context.

Conclusion
Examining caseworker discourse on mental health
disparities revealed structural and individual orientations within caseworkers and that implicit biases
embedded within individualist orientations arose,
which can affect caseworker recommendations and
decision-making. It was concluded that equipping
child welfare caseworkers with the racial lens and
tools to have awareness of their own biases and to
advocate for clients in the policy and agency levels
are ways to address the effect of caseworker bias.
Future research is recommended to create interventions integrating Critical Race Theory into diversity
trainings, examine caseworker implicit bias on
mental health referrals and service use outcomes
and to explore the relationship between social work
direct practice and the perpetuation of colorblind
racism.
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Appendix A. Tasks, codes, and quotes.
Building Task

Subsequent Question

Atlas Code

Activity: What activity or activities is
this piece of language being used
to enact?
Activity: (see above)
Activity: (see above)
Activity: (see above)
Identity: What identity or identities is
this piece of language being used
to enact?
Connection: How does this piece of
language connect or disconnect
things?
Connection: (see above)

What is a mental health disparity?

MH disparity deﬁnition

How do caseworkers talk about compliance?
How do they caseworkers about accountability?
How do caseworkers talk about empowerment?
Who attends therapy and who does not?

Compliance talk
Accountability talk
Empowerment talk
Therapy attendance

How does language connect the role of the state and
mental health disparities?

Role of state and MH disparity

How does language connect the role of the parent and
mental health disparities?
How does language connect the lack of appropriate
services and mental health disparities?
How does language connect the role of cultural
competency and mental health disparities?
How does language connect institutional racism and
mental health disparities?
How does language connect the CUA/DHS and mental
health disparities?
How does language connect the mental health service
providers and mental health disparities?
What is the relationship between the caseworker and the
client? How does this impact mental health service use?

Role of parent and MH disparity

What is the caseworker’s identity as an advocate?
What is the caseworker’s identity as a conduit (referral
source, etc)?
How do caseworkers explain the phenomenon of mental
health disparities among children of color in the CW
system?
What do caseworkers recommend to address mental
health disparities among children of color in the CW
system?

Caseworker identity as advocate
Caseworker identity as conduit

Connection: (see above)
Connection: (see above)
Connection: (see above)
Connection: (see above)
Connection: (see above)
Relationship: What sort of
relationship or relationships
is this piece of language seeking
to enact with others (present or
not)?
Identity: (see above)
Identity: (see above)
Social Good: What perspective on
social goods is this piece of
language communicating?
Social Good: (see above)

Lack of appropriate services and MH
disparity
Cultural competency and MH
disparity
Role of institutional racism and MH
disparity
Role of CUA/DHS and MH disparity
Role of MH service provider and MH
disparity
Caseworker and client relationship
and impact on MH use

Caseworker explanation of MH
disparity
Caseworker Recommendation

