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Abstract

Background and Objective: To improve quality, child and adolescent mental health
services (CAMHS) are expected to quantify families' views on healthcare with user
satisfaction measures. As little is known about what influences satisfaction in
CAMHS, this study aimed to examine predictors of adolescents' and parents' user
satisfaction.

Methods: Data from 231 adolescents and 495 parents in treatment at an outpatient
clinic who returned a user satisfaction measure, the Experience of Service
Questionnaire (ESQ), was analyzed. Registry data on background, clinical and
service characteristics were predictors for the ESQ factors general satisfaction,
satisfaction with care and satisfaction with environment.

Results: In regression models, satisfaction with care for adolescents (r*=.12) was
significant and was predicted by low parent-self-reported mental health burden and
low clinician-rated overall symptom burden at intake. For parents, regression models
for general satisfaction (r? = .07), satisfaction with care (r? = .06) and satisfaction with
environment (r? = .08) were significant. Parents general satisfaction was predicted by
higher levels of hyperactivity, less family stress and longer travelling distances to the
service. Satisfaction with care for parents was predicted by higher levels of
hyperactivity at intake and longer travelling distances. Satisfaction with environment
for parents was more likely if the adolescents was a boy, with low levels of family
stress and longer travelling distances.

Conclusion: Predictors for adolescent and parent user satisfaction in CAMHS differ.
Hence, to improve quality CAMHS should enhance focus on collaborative practice
with parents, and person-centred care for adolescents with moderate to severe
mental health illness.

Patient or Public Contribution: Representatives from the hospitals' youth panel and
the non-governmental organization called The Change Factory have been consulted
regarding study design and results.
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1 | INTRODUCTION

Currently, high-quality child and adolescent mental health services
(CAMHS) are expected to involve families in decisions regarding their
care.r At CAMHS, families meet multidisciplinary teams specialized in
comprehensive assessment, diagnostics and treatment of moderate
to severe mental health disorders. Determining what constitutes
quality at CAMHS remains a topic of ongoing debate. However, the
importance of tracking user satisfaction to facilitate family involve-
ment and bridging families' and clinicians' perspectives on the quality
of care is often emphasized.? The lack of an established theoretical
framework for investigating user satisfaction in CAMHS leaves a gap
in the understanding of the concept.® Thus, for user satisfaction to be
a meaningful metric for evaluating CAMHS, there is a call for
knowledge of factors that impact user satisfaction.

Despite the growing popularity of user satisfaction, still few
CAMHS routinely track it,* and the literature on factors related to
user satisfaction is ambiguous.>® To date, most studies have focused
on parents, leaving a gap in the available literature regarding the
perspectives of adolescents.>” Furthermore, methodological issues
such as lack of psychometric valid user satisfaction measures and low
response rates persist.>>® Given the discrepancy between adoles-
cents' and parents' attitudes toward CAMHS,®? this research gap
hinders any definitive conclusions, particularly concerning evaluating
critical elements of service quality from the perspectives of
adolescents.

Considering the available evidence on background variables,
some studies find adolescents' gender do not affect responses to
satisfaction measures.®>®1%11 Nonetheless, some researchers find
boys,*? or parents of boys,*® report higher satisfaction, while one
study found girls reported higher satisfaction with services.®
Regarding the satisfaction and age of the adolescents, Bjgrngaard
et al.!* found parents of younger children reported the highest
satisfaction. Along the same lines, Stiintzner-Gibson et al.® reported
younger teenagers were more satisfied than older teenagers, but
more recently, McNicholas et al.? found being a late teen best-
predicted satisfaction. Further, some evidence shows the weak
influence of socioeconomic background variables on user satisfaction
for both adolescents and parents,5 while more recent studies indicate
parental ethnicity may influence satisfaction.?®'” The predictive
power of other potential background variables affecting the dynamics
of families like stress, parental mental health or characteristics of the
adolescents needs further exploration.?¢®

Treatment satisfaction and symptom relief are separate con-
structs,® and the association between how the two relate is
uncertain.®>** Parallel to healthcare in general,?° previous studies
show adolescents with more severe diagnosis report lower levels of
satisfaction with CAMHS.1%2122 Another reoccurring finding has

been externalizing problems as a predictor for dissatisfaction.1#2%:22

Notable, Urben et al.?® found adolescents with low emotional
symptom burden at intake were more satisfied. Interestingly, in
recent studies, Kapp et al.’> found no associations between the
severity of the disorder and satisfaction, and McNicholas et al?
concluded that those with no diagnosable mental health conditions
were least likely to be satisfied with CAMHS.

While the literature reveals inconsistencies regarding evidence
for background and clinical variables, predictors relating to the
organization of services have reoccurred. Having quick access to

51424 and the opportunity to stay in services longer'#2° with

services
frequent,'® structured and goal-oriented contact®?® benefits satis-
faction. Services providing user-friendly, easy-access information to
minimize families' queries about what to expect when visiting
CAMHS demonstrably lead to more satisfied families.?”"?° Families
seen at services where they get included in treatment planning, get a
choice in deciding the frequency of sessions and are ensured by the
approach to treatment at intake report high levels of satisfaction.®
Two studies, in addition, suggest that living near the service is

profitable,?*®

suggesting CAMHS services should not cover large
geographical areas. In a review of the literature on satisfaction in
CAMHS, Biering” also highlights the importance of the environment
and organization of services. Yet intuitively acceptable, these findings
must be regarded with some caution. McNicholas et al.” did not
report any association between satisfaction and waiting time, and a
study by Urben et al.?® did not find any association between the
duration of treatment and satisfaction.

Given the ambiguous results of previous studies, expanding
the understanding of user satisfaction in CAMHS is essential.
Multiple reasons underscore the necessity of this endeavour,
including the need to engage families effectively during the care
pathway, bridging the perspectives of families and clinicians,
improving treatment outcomes, assessing and improving quality
and promoting accountability within CAMHS. Previous research
has investigated a limited set of predictors, leading to an
inadequate understanding of the user satisfaction construct. To
address these gaps, the primary aim of this study was to augment
the existing knowledge by examining possible factors influencing
user satisfaction among adolescents and parents in CAMHS, with a
specific focus on variables identifiable during the initial intake at
services. More specifically, we aimed to explore which back-
ground, clinical and service factors, as assessed during intake,
could predict individual variation in user satisfaction. User
satisfaction was quantified utilizing the Experience of Service
Questionnaire (ESQ),%° which encompasses a general factor for
satisfaction as well as subordinate factors for satisfaction with the
care and satisfaction with environment.?* To our knowledge, no
previous study has explored predictors of adolescent and parent
general satisfaction, satisfaction with care and satisfaction with

the environment in routine clinical practice.

85UBJ17 SUOLIWIOD AERID 2|t dde 3 Aq pauseob e Sope YO B8N JO S9N 10} AR117 8UIIUO AB]IA UO (SUONIPUCD-PUR-SLLLRY WD A8 1M ARe.d]1ou JUO//SAIY) SUORIPUOD PUe SWe L 84} 39S *[€202/0T/62] U0 ARIqIT8uluO AB1IM * 0SWOIL 11N - AeMION JO AISIBAIUN D101Y - UBSBULY PIIABU A AQ TOBET XeU/TTTT OT/I0P/LI0D" A3 ARRIq1BUIIUO//SARY WO POPEOIUMOQ ‘0 ‘SZ9L69ET



ARNESEN ET AL.

WILEY—>

2 | METHODS

2.1 | Participants

A quality registry data set from the University Hospital Trust of
Northern Norway, including data on patients receiving outpatient
treatment at CAMHS, was utilized. In Norway, children and
adolescents are referred to CAMHS by general practitioners, other
specialists at the hospital trust, community psychologists or social
services. All patients eligible for CAMHS between the 1 December
2013 and the 31 December 2020 were included in the registry. The
registry holds data from the electronic patient record and routine
outcome measures from adolescents, parents, and clinicians. During
the inclusion period, 2429 children and adolescents were referred to
the service and granted patient rights. To be eligible for this study,
adolescents or parents had to complete the corresponding version of
the ESQ 6 months after intake (T2). Adolescents were invited to
complete the ESQ from the age of 11, while parents completed the
ESQ regardless of the age of their child/adolescent. The registry
included ESQ responses from 726 individuals, with more parents
(n=495) than adolescents (n=231). A power analysis (a=.05,
power = 0.80) was conducted before the study, indicating a minimum
sample size of 131 participants to detect a medium effect size
(fP=0.15) in a regression analysis with 13 predictors. For further
details regarding participants and disengagement, see Figure 1 for the

data inclusion flow chart.

2.2 | Data collection procedures

The routine outcomes measures in the quality registry were collected

at intake (T1) and follow-up 6 months later (T2) from the adolescents,
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parents, and clinicians, in accordance with the child outcome research
consortium snapshot protocol (https://www.corc.uk.net/resource-
hub/sending-data-to-corc/).*23% Data were collected digitally from
adolescents and parents through the youth-in-mind-portal (https://
youthinmind.com/), which includes the Development and Well-being
Assessment (DAWBA),* the Strength and Feelings Questionnaire
(SDQ)* at T1, and: the ESQ was collected at T2. Before meeting for
the initial session (T1) and evaluation session (T2) at CAMHS, families
received a detailed letter describing the use of routine outcome
measures, the log-in procedures at the youth-in-mind-portal and a
separate sealed envelope for each family member with their personal
log-in-code. The letter emphasized completing the measures is
voluntary and offered a phone support service for questions. Data
from clinicians were collected by paper and entered manually into the
registry by a secretary at the clinic. If measures were not completed,
the secretary reminded families once by phone, and clinicians via the
electronic patient record system. The local data protection officer at
the hospital trust, who acts on behalf of the Norwegian data
protection authority, approved the study. Written consent was not
required as data were collected routinely at the clinic for quality
assurance, procedures for safe storage were followed, and only
deidentified data was retrieved from the quality registry for
secondary analysis for this study.

2.3 | Measures

2.3.1 | Satisfaction
The ESQ has 12 items rated on a 3-point Likert scale (not true, partly
true, certainly true). Items answered ‘don't know’, and the three

open-ended questions inviting free-text responses were not included
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FIGURE 1 Data inclusion flow chart. CAMHS, child and adolescent mental health services.
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in this study. The factor general satisfaction includes all items and has
a range of 0-36, while the factor satisfaction with care (items: 1-7,
11 and 12) has a range of 0-27, and the factor satisfaction with the
environment (items: 8-10) has a range of 0-9. The ESQ is freely
available, used internationally and in evaluations recommended to

supplement measures of clinical change.313¢

2.3.2 | Background characteristics

Family stress: Parents' reports of perceived stress were measured using
the family stress scale, which is a part of the DAWBA.3* The 13 items
comprising the scale are rated on a 3-point scale (0 = no, 2 = a lot), yielding
a maximum of 26. The scale includes questions on household financial
conditions, unemployment, housing, neighbourhood, tensions with
partner or ex-partner, illness, gambling-, alcohol- or drug-misuse. High
scores indicate more ongoing stress on the family. Validation of the family
stress scale remains. Parent mental health: Parents self-reported
psychological well-being and distress during the last month on the
Everyday Feeling Questionnaire,®” also part of the DAWBA. Ten items
regarding levels of well-being and distress for parents are rated on a
5-point scale (0=no, 4=a lot), with a maximum of 40 (mean=11.59,
SD = 5.05).%7%8 Cronbach's a Everyday Feeling Questionnaire is reported
between .87 and .90.57-%? Peer problems: Both adolescents and parent-
reported levels of peer problems were measured with the SDQ subscale
peer problems, including queries about bullying, preferring to play alone
and so forth.3> Each of the SDQ subscales includes five items scored on a
3-point scale (from O = not true, to 2 = true) with a maximum of 10. The
SDQ has proven good psychometric properties for the Norwegian
version, and the peer problems subscale have shown Cronbach's a of
A4-.64 for adolescents and .43-.75 for parents.*%*! SDQ prosocial skills:
Adolescents and parent-reported levels of prosocial skills were measured
with the SDQ subscale prosocial skills describing if the adolescents are
typically kind to younger children, helps out and so forth. The prosocial
skills subscale has shown Cronbach's a of .62-.66 for adolescents, and
between .62-.80 for parents.*>**

2.3.3 | Clinical characteristics

Children's Global Assessment Scale (CGAS). The severity of adolescents'
daily psychosocial function was measured by the CGAS.*? Clinicians
rate functioning from 1 (needs constant supervision) to 100 (superior
function in all areas), where higher scores indicate higher daily
functioning. The reliability and validity of the CGAS is well
documented. CGAS above 70 at intake is usually considered a non-
case at CAMHS (mean=55.9, SD=6.9)." Inter-rater reliability
among experienced CGAS-raters is good.**4°

The Health of the Nation Outcome Scales of Children and
Adolescents (HONOSCA)*® is a rating scale covering mental health
problems and symptoms used by clinicians to indicate the overall
symptom burden and clinical severity. In this study, 13 of 15
subscales scored between O (no problem) and 4 (severe to very

severe problem), were summed to a total score (range: 0-52). There
is no clinical cut-off for total HoNOSCA, although ratings in
outpatient clinics typically show a mean of 12.0 (SD=4.6)*" the
Norwegian version has good psychometric properties.*® Strengths
and Difficulties Questionnaire (SDQ).3> The subscales for emotional
problems (e.g., worries, unhappy), conduct problems (e.g., fights, lies)
and hyperactivity (e.g., restless, distractable, inattentive) were chosen
as they cover most of the symptom burden in a clinical population.
The psychometric properties of the Norwegian version of the SDQ is
well documented.*®** For the subscale emotional problems Cron-
bach's a range from .61-.73, for conduct problems Cronbach's o
range from .38-.59, and for hyperactivity Cronbach's a range from
.53-.76 for adolescents.*® For parents Cronbach's a range from
A45-.70 for emotional problems, .45-.75 for conduct problems and
.75-.80 for hyperactivity.*!

2.3.4 | Service characteristics

Waiting time was recorded in days from referral to the first physical
meeting between family and clinician at CAMHS. Waiting time was
imported from the electronic patient journal to the registry by the
secretary. Travel distance was imported from the electronic patient
journal. Distance to service was dummy coded as O if families lived
within the municipality of the CAMHS, and 1 if the family lived
outside the municipality of the CAMHS (typically having above 1-h

travelling distance to the service).

2.4 | Statistical analysis

Data were analyzed using SPSS statistics 27. As satisfaction scores are
typically skewed, nonparametric tests were run to compare adolescents
and parents. Pearson correlation was used to examine the association
between the dependent variables and predictors. Regression analyses
were conducted separately for adolescents and parents, with the ESQ
factors general satisfaction, satisfaction with care and satisfaction with
environment as outcome variables. Three models were tested for each
group. A Bonferroni correction (& =.05/3) was conducted post hoc for
each group to control for family-wise error rates.

The multi-informant data set revealed missing items for the study
variables ranging from 0% to 31.4% (for details see Table 1). Missing
values were missing at random and replaced by multiple imputations
(n=5), created with the fully conditional specification method,
including all available variables for each sample. The imputed datasets
were pooled together to form one complete data set for each sample,
enabling subsequent analysis on the full set of variables. After
removing five outliers in the adolescents' sample, multicollinearity
among predictors was not a concern as analysis revealed variance
inflation factors were well below 2.5 (range: 1.019-1.922 in both
samples), and tolerance above 0.1 for all predictors. As expected, the
g-q plot of residuals revealed skewness for all ESQ factors in both

samples.
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TABLE 1 Descriptive statistics imputed samples presenting problems and study variables.

Adolescents

(n=231)
Age of adolescent (mean/SD) 14.06 (1.91)
Gender (n/%)
Girls 154/66.70
Presenting problems at intake
SDQ total score (mean/SD) 16.58 (5.39)
DAWBA any disorder (n/%) 157/67.40
DAWBA emotional 134/57.50
disorder (n/%)
DAWBA conduct disorder 44/18.90
(n/%)
DAWBA hyperactive 33/14.20
disorder (n/%)
Study variables
Family stress® (mean/SD) 2.23 (2.13)
Parent mental health® 12.60 (4.10)
(mean/SD)
Peer problems® (mean/SD) 3.32 (2.12)
Prosocial skills® (mean/SD) 7.69 (1.84)
Daily function® (mean/SD) 54.32 (8.55)
Overall symptoms® 12.98 (4.74)
(mean/SD)
Emotional symptoms*© 6.01 (2.61)
(mean/SD)
Conduct problems® 2.29 (1.65)
Hyperactivity© 4.97 (2.38)
Waiting time (days) 54.5 (27.86)
Travelling distance’ (n/%)
City centre 162/70.1
Rural 69/29.90

Parents
Missing (%) (n = 495) Missing (%)
11.16 (3.43)
230 (46.50)
16.16 (6.38)
339/68.80
196/39.60
154/31.10
73/14.70
17.4 2.31(2.19) 9.1
17.8 13.25 (4.80) 9.3
2.1 3.29 (2.37) 2.4
2.1 7.12 (2.21) 24
13.1 54.24 (7.37) 14.5
314 12.21 (4.41) 26.5
2.1 4.80 (2.68) 24
2.1 2.96 (2.10) 24
2.1 5.12 (2.80) 24
5.9 58.97 (27.15) 5.7
5.9 393/179.40 5.7
5.9 102/20.60 5.7

Abbreviations: CGAS, Children's Global Assessment Scale; DAWBA, Development and Well-being Assessment; HONOSCA, The Health of the Nation
Outcome Scales of Children and Adolescents; SDQ, Strength and Feelings Questionnaire.

@Family stress scale, total score parent.

PEveryday Feeling Questionnaire, total score parent.

“Separate SDQ ratings satisfaction for adolescents and parents.
4CGAS intake score.

*HoNOSCA intake score.

fCity centre <1-h travelling distance =0, rural >1-h travelling distance = 1.

3 | RESULTS

In the total registry sample (n=2429) Mo =11.91, SD,e = 4.24,
range: 0-19 years; girls 50.5%. Disengagement between T1 and T2
was 83.14% for adolescents and 77.68% for parents. Details of the
adolescents (h =231) and parent (n = 495) study samples are found in
Table 1. In the study samples, nearly 70% of the adolescents had a

diagnosable mental health disorder at intake. The mean total
reported difficulty score at intake (SDQ total score) resembled other
clinical samples in Norway.*** Emotional disorders were more
common in the adolescent sample, while conduct disorders were
more frequent for adolescents in the parent sample. Hyperactive
disorders were equally common in the adolescents and parent

samples.
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Satisfaction scores were highly skewed, especially for the parent
sample who were significantly more satisfied than adolescents on all
satisfaction scales: general satisfaction (Wilcoxon-signed ranks test,
z=-3.43, p=.001), satisfaction with care (Wilcoxon-signed ranks
test, z=-2.92, p=.003), and satisfaction with environment
(Wilcoxon-signed ranks test, z=-2.30, p =.021). Further details are
shown in Table 2.

3.1 | Bivariate analysis

Bivariate analysis for adolescents (Table 3) revealed that general
satisfaction and satisfaction with care were negatively correlated
with parent-self-reported mental health (general satisfaction = -.16*,
satisfaction with care=-.18"*), clinician-rated overall symptoms
care =-.17%),

adolescents-reported conduct problems (general satisfaction = -.13%,

(general satisfaction = -.15%  satisfaction  with
satisfaction with care=-.15*) and hyperactivity problems (general
satisfaction = -.16*, satisfaction with care=-.18**). Adolescents'
self-reported prosocial skills were positively correlated with both
general satisfaction (.15*) and satisfaction with care (.16*). No
significant correlations were found between satisfaction with the
environment for adolescents and the predictor variables.

In the corresponding parent bivariate analysis (Table 4), signifi-
cant negative correlations between general satisfaction, satisfaction
with care and satisfaction with environment and age (general
satisfaction = —.13**, satisfaction with care =-.11*, satisfaction with
environment = -.14**), family stress (general satisfaction=-.11%,
satisfaction with care = -.09*, satisfaction with environment = -.11%),
peer problems (general satisfaction = -.12*, satisfaction with care =
-.09*, satisfaction with environment=-.14**), and clinician-rated
overall symptoms (general satisfaction=-.10% satisfaction with
care = -.09*, satisfaction with environment =-.09*) were evident.
Parent-reported prosocial skills were positively correlated with
general satisfaction (.10*) and satisfaction with environment (.12**).
In addition, general satisfaction (-.10*) and satisfaction with
environment (-.12**) were negatively correlated with gender,
indicating that parents of boys were more likely to be satisfied.
Regarding child/adolescent mental health, satisfaction with environ-
ment correlated negatively with emotional problems (-.09*), while
general satisfaction (.10*) and satisfaction with care (.10*) correlated
positively with hyperactivity. General satisfaction (.09*) and travelling

distance were positively correlated.

3.2 | Regression analysis
Tables 5 and 6 report results from the regression analysis for

adolescents and parents on all three dependent variables.

3.2.1 | Predictors of adolescent satisfaction

The regression model for adolescents' satisfaction with care was
significant with the Bonferroni corrected p-value of .0167 (f [13,
222]=2.210, p <.010, r? =.12), accounting for 12% of the variance.
Low scores by parents on the Everyday Feeling Questionnaire
(B=-.22, p<.01) and lower clinician-rated overall symptom burden
(HONOSCA) at intake (8 = -.18, p < .05) were significant predictors of
adolescents' satisfaction with care. The regression model for
adolescents' general satisfaction (f [13, 222]=1.862, p<.036,
r’=.10) was significant before, but not after the Bonferroni
correction. The regression model for satisfaction with the environment
(f [13, 222] = 1.36, p <.178, r* = .07) was not significant.

3.2.2 | Predictors of parent satisfaction

Parent regression models for all ESQ factors were significant
regardless of applying the Bonferroni correction (p <.0167). Results
showed a significant regression model for parent general satisfaction
(fl13, 478] = 2.790, p < .001, r? = 0.07), explaining 7% of the variance
in general satisfaction. Significant predictors of general satisfaction
reported by parents were less family stress (8 =-.10, p <.05), higher
levels of child hyperactivity symptoms at intake (8 =.13, p <.05), and
longer travelling distance (B=-.11, p <.05) to CAMHS. The regres-
sion model for parent satisfaction with care was significant, f [13,
478] =2.271, p <.007, % =.06), explaining 6% of the variance in
satisfaction with care. Parent-reported hyperactivity symptoms
(B=-.13, p<.05) at intake and longer travelling distances
(B=-0.11, p<.05) to CAMHS were significant predictors. Parent
satisfaction with environment was significantly explained by the model
(f [13, 478]=3.002, p <.007, r?=.08), accounting for 8% of the
variance. Gender was a significant predictor (B=-.12, p<.05),
indicating parents of boys were more likely to be satisfied. In
addition, less perceived family stress (8=-.10, p <.05), and longer
travelling distances (8=-.10, p <.05) to CAMHS, were significant

predictors.

TABLE 2 Level of satisfaction.
Adolescents Parents
Mean SD Maximum score (n/%) Mean SD Maximum score (n/%)
General satisfaction 29.39 7.33 42/18 31.68 5.97 126/25.5
Satisfaction with care 21.97 6.06 69/29.6 23.90 4.87 218/44
Satisfaction with 7.42 1.76 82/35.2 7.78 1.63 222/44.8

environment
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.06 .09 02 -.08 16 03 -06 -01 -.01

-13* .02 .00 -.06 -.05 .05 .10 .09 A1 .22*

TABLE 3 Correlations between dependent variables and predictors for adolescents.
1. 2. 3. 4. 5.
Dependent variables
1. General satisfaction
2. Satisfaction with care .98**
3. Satisfaction with environment 78* .66
Predictors
4. Age -01 -.04 .07
5. Gender * .00 -.01 02 .19
6. Family stress® 01 -.02 .10 .07 -.08
7. Parent mental health® -16* -18* -06 .00 -.01
8. Peer problems® -05 -02 -11 .00 -.01
9. Prosocial skills® 5% 16* .05 -.02 .15*
10. Daily function® .07 .06 .08 -.01 .07
11. Overall symptoms' -.15* -17* -05 .16* .06
12. Emotional symptoms® .03 .02 .05 27** 37*
13. Conduct problems? -.13* -15* -02 -04 -.05
14. Hyperactivity -16* -.18" -07 .19* -.08
15. Waiting time (days) .04 .06 -03 .04 -.16*
16. Travelling distance® .00 .03 -.08 .13 .10
?Boy 1, girl 2.

bFamily stress scale, total score parent.

“Everyday Feeling Questionnaire, total score parent.
dStrength and Feelings Questionnaire ratings youth.
€Children's Global Assessment Scale intake score.

fThe Health of the Nation Outcome Scales of Children and Adolescents intake score.

8<1 h travelling distance = 0, >1 h travelling distance = 1.
*p <.05; **p < .01 (two-tailed test).

4 | DISCUSSION

The present study aimed to identify predictors of user satisfaction in
CAMHS. By analysing a large sample of routinely collected data, we
examined associations between a broad range of background, clinical
and service predictors and user satisfaction for adolescents and
parents.

The results revealed different factors predicted user satisfaction
for adolescents and parents. Our model for adolescent satisfaction
with care explained more variance in predictors than the parent
models. For adolescents, higher levels of user satisfaction were
associated with good parental mental health, and lower levels of
clinicians-rated symptoms at intake. On the other hand, parents
reported higher levels of user satisfaction when they perceived less
family stress, their child/adolescent had more hyperactivity symp-
toms, and when they had to travel a longer distance to access
CAMHS.

While the models tested in this study explained a substantial
amount of variance in predicting user satisfaction compared to some

previous models,® they were not as comprehensive as others®>*?

described in the literature. An exception is found for adolescents,
where our results regarding satisfaction with care explaining 12% of
the variance in predictors resembles findings by Garland, Haine.®
Notably, even though an association between parents' socio-
economic status and childhood mental health problems in Norway
is evident,>® the key cross-informant effect regarding parent-
reported mental health burden and clinician-rated symptom burden
at intake as predictors of adolescent satisfaction are novel. These
findings highlight the importance of addressing parental well-being
and engagement with services in influencing adolescents' experi-
ences at CAMHS. A plausible interpretation for these findings could
be these factors contribute to a more supportive and stable
environment for adolescents during a vulnerable phase of their
upbringing. Parents who have better mental health may be more
inclined and able to positively interact with and in line with CAMHS.
This may also have a positive impact in adolescents' satisfaction with
care. Also, when clinicians rate adolescents with fewer symptoms at

intake, this suggest lower severity of their mental health issues,
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TABLE 4 Correlations between dependent variables and predictors for parents.

1. 2. 3. 4. 5.

Dependent variables
1. General satisfaction
2. Satisfaction with care .98**
3. Satisfaction with .75**  .58**

environment
Predictors
4. Age =13 -11* -.14*
5. Gender® -.10* -.08 -.12* .31**
6. Family stress” -11* -09* -11° 01 -02
7. Parent mental health® -06 -05 -.07 .02 .01
8. Peer problems? -.12* -09* -.14** 08 .01
9. Prosocial skills® 10* .08 12 -02 .06
10. Daily function® .05 .05 04 -05 .04
11. Overall symptoms' -.10* -.09* -.09* .19 .03
12. Emotional symptoms® -06 -05 -.09* .07 22
13. Conduct problems* -03 -02 -06 -247 -14*
14. Hyperactivity® .10* .10 .06 -.30** -.19**
15. Waiting time (days) .01 03 -06 -.12** -08
16. Travelling distance® .09* .09 .07 .09 13
“Boy 1, girl 2.

bFamily stress scale, total score parent.

“Everyday Feeling Questionnaire, total score parent.
dStrength and Feelings Questionnaire ratings youth.
€Children's Global Assessment Scale intake score.

6. 7. 8. 9. 10. 11. 12. 13. 14. 15.

44

A7 15*F

-13* -14* -26*

-04 -13" -14* 16

.01 .07 257 -24%F -48**

5% 47* .33 -2 -14* 20%*
A3 A7 22 -52% -11% 22" .08
.05 .01 A3 -26" -.06 A16* -.02 .54**
-.05 .00 03 -.14* 14" -03 .02 .14* .09*

.02 -.08 06 -.04 00 -05 -02 03 .04 .08

fThe Health of the Nation Outcome Scales of Children and Adolescents intake score.

8<1 h travelling distance = 0, >1 h travelling distance = 1.
*p <.05; **p < .01 (two-tailed test).

perhaps leading to a more manageable and successful treatment
experience. This, combined with the support and understanding from
their parents, might contribute to fostering a positive therapeutic
alliance and increased satisfaction with care received. If CAMHS
focus on addressing parental mental health and rapid reduction of
symptom burden during intake, then they can create a more
favourable context for adolescents' treatment experiences thus
enhancing their satisfaction with CAMHS. Notably, these results
also line up with others have also found that adolescents who self-
report lower symptom burden at intake are more satisfied with
CAMHS.?® In addition, our results are in line with most studies
which find gender does not affect adolescent satisfaction.®>&1°11
Neither, the predictive power of service characteristics for adoles-
cent user satisfaction found by others,” is not replicated in this study.

Similar to most studies,>*%>! both groups generally reported
high levels of satisfaction with CAMHS, with parents being
significantly more satisfied than adolescents. Nevertheless, compared

3549 only a modest proportion (6%-8%) of the

to previous findings,
variance in predictors of parent user satisfaction was explained by
the models. On the other hand, both background, clinical and service
characteristics were significant predictors for parent user satisfaction.
Therefore, these findings highlight the importance of considering
various contextual factors when understanding parent satisfaction in
CAMHS. Noteworthy, the key background variable of low levels of
family stress predicting high levels of parental user satisfaction is
supported by others.31%47 |t is likely that parents experiencing high
levels of family stress can feel overwhelmed and be less able to
advocate their child/adolescents needs, hence communication with
the health carer at CAMHS can be deranged leading to lower levels of
satisfaction. Therefore, as suggested by Acri et al.,*® emphasis on
parents' emotional and practical needs might be valuable to enhance
collaborative practice. Reduction of stressors may allow parents to be
more involved and supportive during treatment. In line with

10,13

preliminary findings our results also revealed that parents of
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TABLE 5 Regression model for adolescent general satisfaction,
satisfaction with care and satisfaction with the environment.
Adolescent
B
GS swc SWE
Background
Age .05 .03 A1
Gender® -.03 -.03 -.08
Family stress® .13 12 .15
Parent mental health® -.21* -.22** -11
Peer problem® -.07 -.03 -17*
Prosocial® A1 12 .03
Clinical characteristics
Daily function® -.07 -.10 .06
Overall symptoms' -.14 -.18* .02
Emotional .08 .07 .10
Conduct* .03 .01 .08
Hyperactivity® -17* -.16 -.17*
Service characteristics
Waiting time (days) .07 .09 -.02
Proximity to service® .03 .05 -.05

Note: Bold values indicates a significant regression model with Bonferroni
correction.

Abbreviations: GS, general satisfaction; SWC, satisfaction with care; SWE,
satisfaction with environment.

?Boy 1, girl 2.

bFamily Stress Scale, total score parent.

“Everyday Feeling Questionnaire, total score parent.

dStrength and Feelings Questionnaire ratings according to respondent.
€Children's Global Assessment Scale intake score.

fThe Health of the Nation Outcome Scales of Children and Adolescents
intake score.

8<1 h traveling distance =0, >1 h traveling distance = 1.
*p <.05; **p<.01.

boys were more likely to be satisfied with the environmental side of
the service, like physical sorroundings, timeliness of appointments
and access. Parallell to others'® we have no theory to explain these
results, but a possible explanation of these results may be that the
symptoms or presentations of boys' problems are better understood
or treated at CAMHS.

Previous literature has proved mixed findings regarding clinical
characteristics and satisfaction, from reports of no relationship
between clinical characteristics and satisfaction,’®> to reports of
severity or externalizing problems affecting satisfaction.1*?122 Qur
results contradict previous findings suggesting parents of children
with externalizing symptoms are least likely to be satisfied.'*222
The only significant clinical predictor for parent general satisfaction

and satisfaction with care was higher levels of hyperactivity

WILEY—"

TABLE 6 Regression model for parent general satisfaction,
satisfaction with care and satisfaction with environment.

Parent
B
GS SWC SWE
Background
Age -.07 -.05 -.09
Gender? -.09 -.07 -.12*
Family stress® -.10* -.09 -.10*
Parent mental health® .02 .02 .02
Peer problem* -.07 -.06 -.08
Prosocial .06 .06 .05
Clinical characteristics
Daily function® .00 .00 .00
Overall symptoms' -.07 -.07 -.04
Emotional® .02 .03 .00
Conduct? -.06 -.05 -.06
Hyperactivity? 13" 13 .08
Service characteristics
Waiting time (days) -.02 .01 .08
Proximity to service® A1 .10* .10*

Note: Bold values indicates a significant regression model with Bonferroni
correction.

Abbreviations: GS, general satisfaction; SWC, satisfaction with care; SWE,
satisfaction with environment.

?Boy 1, girl 2.

PFamily Stress Scale, total score parent.

“Everyday Feeling Questionnaire, total score parent.

dStrength and Feelings Questionnaire ratings according to respondent.
€Children's Global Assessment Scale intake score.

The Health of the Nation Outcome Scales of Children and Adolescents
intake score.

8<1 h travelling distance = 0, >1 h travelling distance = 1.
*p < .05.

symptoms at intake. A reasonable explanation for this finding could
be parents of children/adolescents with higher levels of hyperactive
symptoms find CAMHS the right place to get help. Parents may have
had a hard time managing the hyperactivity symptoms, and accessing
specialized services like CAMHS can provide them with the support
and resources they need. As a consequence, they may have felt
understood and helped their satisfaction is likely to increase. In
addition, recent evidence® suggests parents are least likely to be
satisfied if their child/adolescent do not receive a diagnosis at
CAMHS. Our results hint at a similar pattern, given that the elevated
levels of symptoms at intake increase the likelihood of a diagnosis
being confirmed.

Finally, regarding service variables associated with user satisfac-

tion, we found parents who had longer travelling distances to
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CAMHS were more likely to be satisfied with CAMHS. These results
contradict previous research from both Norway and Ireland, showing
that having easy access and living close to the service predicted
satisfaction.”*® The results may seem counterintuitive, and although
the cause for these results is unknown, a likely interpretation may be
that parents from rural areas are less likely to previously have sought
help. These results suggest that effort should be made to ensure the
accessibility for mental health services for all families, regardless of
their geographic location. Providing accommodation for parents from
rural areas, such as flexible appointment scheduling, intensive
treatment options or video consultations, may improve their
satisfaction and overall access to care. We cannot rule out
that clinicians in the current study, to a greater extent, already
accommodate appointments for parents from rural areas. In such a
scenario, higher user satisfaction is more likely, according to results
by Kapp et al.,> who found satisfaction was higher when they got to
be involved in decisions about the frequency of appointments.

4.1 | Strengths and limitations

This study used routinely collected data from a naturalistic outpatient
setting. Encompassing over 200 adolescents and nearly 500 parents,
the sample size in the current study is larger than most comparable
studies.®?17:52 As data were collected in ordinary clinical practice, no
exclusion criteria were set, except for children <11 years and families
self-excluding by not answering the ESQ. The limitations of using
routinely collected data are well-known and always solicit caution
when interpreting results.>® By analysing, reporting, and handling
missingness by multiple imputations, the current study supplements
the extant literature in the field. Regarding possible bias, the
acceptable power, and representativeness compared to the total
registry sample, especially for parents, advocate findings are
generalizable outside the single service studied. Additionally, collect-
ing data over a considerable time period minimizes the likelihood of
bias associated with staff. Next, building on the previously rigorously
tested ESQ, which has proven strong psychometric characteristics
over time for CAMHS strengthens the relevance for CAMHS, both
nationally and internationally.

In addition to the mentioned limitations of analysing routinely
collected data, it is important to consider the following limitations of
the current study in terms of its generalizability. The applicability of
the results is restricted by the age range included in the study
(adolescents and parents) and the modality of service delivery
(outpatient). More specifically, the findings may not accurately
represent the user satisfaction of younger children visiting CAMHS.
Future research should focus on including younger children to gain a
comprehensive understanding of user satisfaction in CAMHS across
age ranges. This would require ensuring developmentally appropriate
measures and data collection methods. In addition, as data was
obtained solely from an outpatient setting, the results may not fully
be valid for inpatient populations where care implies a range of

different experiences compared to outpatient care. To include the

diversity of treatment settings in CAMHS, future research on user
satisfaction from inpatient care is needed. Similarly, the lack of
information regarding the ethnicity or geographical origin of the
family suggests this study cannot account for the potential impact of
this variable on user satisfaction. Future research should aim to
collect this information to determine the generalizability of the
findings across diverse populations. Finally, even though broadly
including potential predictors in this study, central variables might
have been missed. Specifically, data on service variables like
characteristics of interventions might, and adding a measure of the
therapeutic alliance would have strengthened the study design and
possibly the knowledge of the construct of satisfaction in CAMHS.

4.2 | Implications

Despite the methodological challenges of measuring satisfaction in
CAMHS, this study calls attention to both clinical and research
implications. Foremost, the study highlights the need for services to
be attentive to collaborative practices that tailor interventions for
adolescents and address the emotional and practical needs of
parents. Also, considering this study finds adolescents are likely to
be more satisfied if symptom levels are low, CAMHS ought to inquire
into whether services are designed to fully meet the needs of
adolescents with moderate to serious mental health problems. Lastly,
addressing disparities in access to care depending on travel distances
can contribute to improving user satisfaction.

In terms of future research, it would be useful to extend the
current findings by examining younger children and adolescents with
experience from inpatient treatment. The inclusion of multiple sites
as well as collecting data on ethnicity/geographical origin would also
be key for future studies. Furthermore, to reduce the limitations of
this and other studies, an experimental design with an even more

comprehensive selection of potential predictors would be ideal.

5 | CONCLUSION

This study revealed predictors of user satisfaction in CAMHS differ
for adolescents and parents. For adolescents' higher user satisfaction
was associated with good parental mental health and fewer
symptoms at intake. Suggesting the importance of addressing parent
well-being at intake in CAMHS interventions. In contrast, parent user
satisfaction was predicted by low levels of family stress, higher
adolescent hyperactivity symptoms, and longer travelling distances to
CAMHS.

These findings emphasize the need for CAMHS to prioritize
collaborative practice, attend to the emotional and practical needs of
parents, tailor care for adolescents and address accessibility issues for
families in rural areas. The study contributes to the existing literature
by highlighting specific factors that influence user satisfaction in
CAMHS. However, the generality of the current results must be
established by future research. In summary, to improve service
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delivery, CAMHS must emphasize collaborative practice, tailor
interventions to symptom severity, address parental needs, and
improve accessibility. By implementing these strategies, CAMHS can
enhance user satisfaction and ultimately improve outcomes in child
and adolescent mental health.
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