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Thesis Abstract 

The aim of this thesis is to provide the field of child and adolescent mental health with an understanding, from young people’s perspectives, of being assessed and having decisions made about their interventions by clinicians within the Child and Adolescent Mental Health Service (CAMHS). In order to obtain this understanding it is important to explore how young people experience both the CAMHS assessment process and being recommended interventions. Therefore, paper one consists of a literature review in which nine studies regarding young people’s experiences of being assessed in a mental health service were critically appraised and synthesised. Common themes were discovered across the papers around the therapeutic relationship, pre-conceived views and information and communication. 
     The literature review highlighted that young people’s experiences of being recommended interventions following a CAMHS assessment had not been considered within the literature. Furthermore, Government aims and the literature showed the importance of young people being included in decisions regarding their care. Therefore, paper two presents a qualitative study exploring young people’s experiences of being assessed and recommended Dialectical Behaviour Therapy (DBT) by CAMHS clinicians. Six young people from a CAMHS setting DBT group were interviewed. Transcripts were analysed using Interpretative Phenomenological Analysis (Smith, Flowers & Larkin, 2009) four super-ordinate themes and seven sub-themes were identified. Super-ordinate themes demonstrated the importance of the clinician in assessment and recommendation, that young people can experience anxiety before an assessment, young people value being part of decisions and being offered choice about treatment recommendations, and that the interviews reflected CAMHS experiences.  
     Paper three provides two executive summaries of paper two, for the purposes of sharing the study’s findings with the young people who took part and for their parents/guardians. Therefore, part one of paper three will be presented in an age appropriate and user friendly format for young people.  
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Paper One: A Review of the Literature 


Young People’s Experiences of Child and Adolescent Mental Health Services (CAMHS) Assessments  



Target Journal: This paper has been written with the intention of submission for publication to The Child and Adolescent Mental Health Journal; author guidelines for manuscript submission can be found in appendix A.  


Word count: 7,845 



Abstract
Background: The review aims to explore young people’s experiences of child and adolescent mental health services (CAMHS) assessments. 

Method: A systematic search of the literature was undertaken to identify relevant papers to be reviewed. Nine papers in total were shortlisted. The nine papers were critically reviewed and a thematic synthesis of the results was performed. 

Results: Thematic analysis identified three common themes and eight sub-themes across the literature including: 1) Therapeutic relationship (1.The clinician; 2.Engagement; 3.Developmental appropriateness; 4.Decision making); 2) Young people’s pre conceived views (5.Of clinicians; 6.Of ‘mental health’) and 3) Information and communication (7.Lack of information; 8.Sharing of information). 

Conclusions: There are numerous methodological concerns across the papers. However, the authors demonstrate that young people have valuable experiences and views about CAMHS assessments. For many of the young people the qualities of the clinician and how well they are engaged and involved in the assessment are key factors to a ‘good’ or ‘bad’ assessment experience. Negative views and opinions of CAMHS are held by many young people prior to attending their first assessment. It appears this could be exacerbated by a lack of information about the service when initially referred. It is important to continue the evidence base to explore young people’s experiences of being recommended treatment following an assessment. 

Word Count: 213 





Key Practitioner Message 
· There is a growing recognition for further research exploring the voices of young people regarding their mental health. 
· This article syntheses and reviews the available literature concerning young people’s experiences of being assessed in United Kingdom Child and Adolescent Mental Health Services. 
· The article presents clinical implications for CAMHS services based on the reviewed literature, providing clinicians and decision makers alike with recommendations for clinical practise. 

Key Words: Young People; Child and Adolescent Mental Health Services (CAMHS); Assessment 

Introduction
Young People’s Voices and Research 
There is recognition within child and adolescent mental health services that there is a need for increased research into how phenomena both occur and develop, alongside an increasing agenda for the voices of young people to be heard through the literature (Bone et al, 2015; Stafford et al, 2014). Young people are considered to have perspectives that are unique about their own experiences and the difficulties they face, which may be overlooked by the adults around them (National Children’s Bureau, 2015). 
     An initial brief scope of the literature using search terms ‘adolescents’ or ‘young people’ and ‘treatment decisions’ or ‘treatment recommendations’ on EBSCOhost yielded 512,399 results. When searching the literature specifically for studies around young people’s experiences of Child and Adolescent Mental Health Services (CAMHS) there were very few purely focused on young people’s experiences alone (Swift et al, 2013).  Some papers found did focus on the experiences of the professionals, or the young people and professionals but there appears to be a lack of studies purely concerned with the voices of Young People and their experiences of CAMHS services (Bone, O’Reilly, Karim & Vostanis, 2014; Coyne et al, 2015; Funnell, 2014; Hinrichs, Owens, Dunn & Goodyear, 2012; Hovish, Weaver, Islam, Paul, Singh, 2012). 
     Therefore, given the lack of research available that looks directly into young people’s experiences of CAMHS, the literature around young people’s experiences of being assessed by clinicians in CAMHS will be reviewed. Although a search of the Cochrane library did not yield any results on the literature review topic a similar systematic review was found whilst conducting the search by Worrall-Davies and Marino-Francis (2008). However, Worrall-Davies and Marino-Francis (2008) looked more broadly at young people’s views of CAMHS services in an attempt to understand what methods are most effective in research for eliciting young people’s views and which of those methods are most likely to facilitate change. They were not concerned with ascertaining and reviewing the literature specifically around young people’s experiences of CAMHS or the assessment process, like this review of the literature.  
     Because CAMHS is a specific service to the United Kingdom (UK) with other countries having vastly different set ups of child and adolescent mental health services and indeed different names for these services, literature reviewed and presented will be limited to UK studies. The review will look specifically into CAMHS services for reasons twofold; the research will be conducted in a UK CAMHS service and therefore findings will be directly applicable and comparable to the current research, and other non NHS mental health services for young people go by a plethora of other names across the UK and it would be almost impossible to account for all of these different names when searching the literature. Therefore, potentially relevant literature could be lost and so for the purpose of this review the search will focus on CAMHS studies only. 


Aim of the Review 
This literature review aims to present a comprehensive and current synthesis of young people’s experiences of being assessed by clinicians in UK Child and Adolescent Mental Health Service (CAMHS) settings. 

Method
Search Strategy
A systematic approach was employed utilising thematic analysis to conduct this literature review. An initial search of the Cochrane Library to assess if any previous published systematic reviews on young people’s experiences of being assessed by clinicians in CAMHS services was conducted. Following this an electronic literature search was conducted through EBSCOhost using the following selected databases: 
· MEDLINE (Medical Literature Analysis and Retrieval System Online) 
· CINAHL (Cumulative Index to Nursing and Allied Health
· SPORTDiscus
· PsycINFO, 
· PsycARTICLES, 
· PsycBOOKS

ProQuest was also accessed to search for grey literature and hand searching was also employed in order to ensure as much relevant literature was accessed as possible. 
     Careful consideration was given to the search terms used. Although the search intended to look directly at young people’s experiences of being assessed by clinicians in CAMHS, previous work experience allowed for knowledge that a number of different wording is used to describe ‘assessment’ such as choice, choice appointment, initial appointment, screening, to name a few. Therefore, to limit the likelihood of missing data the decision was made to not include any search terms relating directly to assessment and instead screening for the above mentioned terms further on in the process to assess whether the papers were relevant to this literature review was utilised. This included reading the abstracts for each paper at this initial stage to search for the specific terms related to a ‘CAMHS assessment’, although this added significant time to the process this allowed for the most systematic approach to reviewing the literature. 
     The search question used was: What is known about young people’s experiences of being assessed by CAMHS clinicians? The search terms used were: 
· (young people* OR children* OR adolescent*) 
· AND (experience* OR perspective* OR understanding 
· OR perception OR view) 
· AND (CAMHS OR child and adolescent mental health service*). 

Search Criteria
Figure 1: Inclusion and Exclusion Criteria 
Inclusion criteria applied: 
I1 = Young people’s experiences of mainstream/general UK community CAMHS services – limiter 
I2 = English language papers – limiter 
I3 = Studies include or can be applied to young people’s experience of assessment in CAMHS 
I4 = Over 5’s and under 19 – CAMHS criteria – limiter 
I5 = Human study – limiter 

Exclusion criteria applied: 
E1 = Parent or professionals only as participants/subjects 
E2 = Studies that did not look at the CAMHS assessment process – e.g. reviews of treatment models, diagnosis specific studies, transition studies 
E3 = Researcher observed methodology (therefore not direct service users voice) 
E4 = Specialist CAMHS service specific studies- such as LD CAMHS as they have a different assessment process to generic CAMHS 













Please see Appendix B for Inclusion and Exclusion Criteria Checkbox.  

Screening Process
A Cochrane library search did not yield any results for relevant systematic reviews in this research area using the reviews search terms. Therefore, to the researcher’s knowledge there are no other previous review papers that have focused on this topic. 
Figure 2: Flowchart of the Screening Process 


Search Terms
(young people* OR children* OR adolescent*)
(experience* OR perspective* OR understanding OR perception OR view)
(CAMHS OR child and adolescent mental health service*)
AND 
AND 
Total before exclusions =
1,603
Total after limiters applied = 132

Limited to:
English language 
Human population 
Over 5’s under 19
UK CAMHS research 
EBSCO host
Total after title screening (-27) = 105 

Total after abstract assessment (-91) = 14








Abstract revealed a limiter and was excluded at abstract 
assessment 


Total after inclusion and exclusion criteria assessment (-5) = 9





     The literature search was initially conducted on Monday 19th June 2017 and produced 1,603 studies. A total of 132 studies were considered after limiters were applied to search. 
Search Results 
In total there were seven qualitative papers and two mixed methods papers shortlisted for review. The search produced mainly qualitative papers given the focus was on personal experience and therefore a qualitative methodology would be more suited to addressing this, which can indeed be seen through the available literature. 
     Once quality assessment of papers commenced it became clear that there were issues related to the two mixed methods papers as follows. Davison, Zamperoni and Stain (2017) outline that their study employs a mixed methodology approach. The researchers intended to explore The Commission for Health Improvement Experience of Service Questionnaire (CHI ESQ) acceptability as a routine experience measure using quantitative methodology. However, no formal quantitative methods were used to analyse the data. Instead, visual graphs were used to make comparisons and open ended questions from the CHI ESQ were analysed using Thematic Analysis (TA). Therefore, for the purpose of this literature review the study will be critically appraised as a qualitative study and not mixed methods. 
     Kapur, Hayes, Waddingham, Hillman, Deighton and Midgley (2014) provide a study of two parts. The first is an exploration of participants experiences through face to face interviews analysed using Interpretative Phenomenological Analysis (IPA) (Smith, Flowers & Larkin, 2009). The first part of the study meets all of the inclusion and exclusion criteria for the review. However, the second part of the study employs an online questionnaire which reaches out to participants in other countries such as USA, Canada and Brazil (to name a few). The second part of the study also recruits participants up to the ages of 29. Both the countries and ages of participants included in the second part violate the inclusion and exclusion criteria of this review. 
     However, given that the first part of the study meets all inclusion and exclusion criteria and provides valuable knowledge to address the aims of this review the two parts of the study will be treated separately and for the purpose of this review only the first part of the study will be assessed for quality and included in the analysis process. Total exclusion of the entire study cannot be justified. 
Critical Appraisal Process
The evaluation of the appropriateness of the study design for the research question and assessing the key methodological features of the design are two important features of a successful and sound critical appraisal (Young & Solomon, 2009). Other important factors to consider when critically appraising studies include the suitability and interpretation of methods used the relevance of the research to practise and potential conflicts of interest within the study (Young & Solomon, 2009). 
     A descriptive overview of the studies reviewed is provided in Appendix 2 which includes details of paper numbers, data collection, participants sampling, and analysis and key findings for each along with brief descriptions of the strengths and limitations for each paper. The critique of each papers methodological quality will be presented individually, followed by a synthesis of the themes and general findings from the literature. 
Quality Assessment of Qualitative Papers 
To assess the quality of the seven qualitative papers the Critical Appraisal Skills Programme (CASP) Qualitative Research Checklist (2013) was used as a guideline. The CASP outlines ten questions to assist in appraising issues systematically. The CASP provides three options to answer the question of whether the studies have met criteria for each question, these are ‘yes’, ‘no’ and ‘can’t tell’. For the purpose of this review the category ‘can’t tell’ will be replaced with ‘partially met’ to allow to capture where a study has made attempts but not quite met criteria to warrant a ‘yes’. The three categories have been assigned a representative ‘traffic light’ colour of green for yes’, amber for ‘partially met’ and red for ‘no’ to allow for clear and quick visual inspection of the quality of the papers. 
	No
	Criteria 
	Beck (2006)
	Bone et al (2014)
	Coyne et al (2015)
	Davison et al (2017)
	Evans (2017)
	Jack et al (2015) 
	Kapur et al (2014) 
	O'Reilly et al (2016)
	Rani et al (2009) 

	1
	Clear statement of aims?
	Y

	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	2
	Qualitative method appropriate?
	Y
	Y
	Y
	PM
	Y
	Y
	Y
	Y
	Y

	3
	Design appropriate to address aims?
	N
	PM
	Y
	N
	N
	PM
	PM
	PM
	PM

	4
	Recruitment strategy appropriate to aims? 
	Y
	PM
	PM
	Y
	PM
	Y
	Y
	N
	N

	5
	Data collection addressed research?
	N
	PM
	Y
	N
	N
	N
	N
	N
	N

	6
	Role of the researcher considered?
	N
	N
	PM
	N
	N
	N
	PM
	PM
	N

	7
	Ethical issues considered?
	N
	PM
	PM
	N
	Y
	Y
	PM
	N
	PM

	8
	Data analysis rigorous? 
	N

	PM
	Y
	N
	N
	Y
	PM
	PM
	PM

	9
	Clear statement of findings?
	N
	PM
	Y
	PM
	N
	PM
	PM
	N
	PM

	10
	Is the research valuable?
	PM

	Y
	Y
	N
	N
	Y
	PM
	Y
	PM



	Key
	

	Yes
	

	Partially met
	

	No
	



Table 1: Traffic Light Visual of Quality of Papers

Summary of Qualitative Studies
Beck (2006) conducted a qualitative study using open ended descriptive questionnaires with 162 carers and 109 young people. The aim of the study was to gather the views of young people and their carers about: the young people’s mental health, their access to mental health services, and experience of the services. The young people were all under the care of Lambeth Local Authority (LA). Questionnaires were posted to and from participants posing methodological issues. It was unclear how the data was analysed, another methodological issue of this paper. Findings were presented in themes. Themes identified were 1) Young people identify internal emotional problems; 2) Carers focused on externally visible problems; 3) Young people valued social worker contact and 4) Both groups reported barriers to accessing mental health services. 
     Bone, O’Reilly, Karim and Vostanis (2014) conducted a qualitative study with the aim to contribute to the existing literature children and parents’ perceptions and experiences of CAMHS, with an objective to provide guidance for services to improve inclusivity and empowerment. Participants included fourteen parents and eleven young people aged 8-12 years old and consisted of young people and their parents who had been referred to any of the four participating CAMHS services. All families with children aged 8-12 were invited. Semi structured interviews were conducted and the data was analysed using Thematic Analysis (TA) (Braun & Clarke, 2006). Three themes were identified and discussed, these were; 1) Fear of the unknown; 2) Therapeutic engagement and 3) Making services more acceptable for families. 
     Coyne, McNamara, Healy, Gower, Sarkar and McNicholas (2015) produced a qualitative descriptive study which included nine focus groups and ten semi-structured interviews. Of the nine focus groups six were with parents and three were with young people, of the interviews four were with parents and six were with young people, giving a total of thirty-two parents and fifteen adolescents combined. Young people were aged between 11-17 years old. All participants were recruited from three CAMHS clinics in Ireland. All open cases were invited to participate (including those not seen regularly) in an attempt to make findings as representative as possible.  The aim of the study was to explore adolescents’ and parents’ experiences of CAMHS in relation to accessibility, approachability and appropriateness. All of the data collected was analyses using TA (Braun & Clarke, 2006). Five themes emerged these were; 1) Getting help; 2) Having a voice; 3) Building a therapeutic alliance; 4) Stigma and 5)Meeting support needs.
     Davison, Zamperoni and Stain (2017) produced a qualitative study into the experiences of vulnerable young people using a local CAMHS. All participants were recruited from a special needs secondary school with pupils who have been referred from CAMHS. Seventeen participants aged 12-18 years old took part in semi-structured interviews and thirty-four participants in the same age group completed the CHI ESQ. All participants were either currently or had previously been seen by CAMHS employing the use of purposive sampling. The semi-structured interviews and open-ended questions on the CHI ESQ were analysed using TA (Braun & Clarke, 2006). 
     For the CHI ESQ the most valued service aspects of CAMHS were ‘the opportunity to be listened to, and to talk with someone.’ Least valued was ‘nothing’ followed by ‘long wait time between appointments, not feeling listened to and changes in workers’. The ‘other’ category yielded a finding that young people viewed CAMHS as ‘unhelpful’. Three themes were identified through the analysis of the interviews these were; 1) Listening; 2) Cared for and supported and 3) Access and Continuity. 
     A qualitative study by Evans (2017) looked to explore the experience of children, young people and their families attending their first appointments in CAMHS. Semi- structured interviews were conducted in seventeen family group’s homes, which like Beck (2006) posed specific methodological issues regarding data collection. All of the families interviewed had been referred to and were recruited from, a CAMHS triage clinic. Interviews were analysed using a TA three stage approach as outlined by Miles and Huberman (1994). Through this approach four themes emerged, these were; 1) Telling traumatic events; 2) Feeling the stigma; 3) Unfamiliar territory and 4) Therapeutic connection. 
     Jack, Lanskey and Harvey (2015) produced a qualitative study exploring the relevance of young people’s experiences of mental health interventions with CAMHS before and during their time with youth offending services. Participants included fourteen young people who had offended aged between 14-17 years, five of their carers and five CAMHS professionals all from one Local Authority (LA). An open approach to sampling of young people was used; every fifth person on a list of identified young people in the Youth Offending Service (YOS) with experience of CAMHS, along with an opportunistic sampling of carers and purposive sampling of professionals. Semi-structured one to one interviews were conducted with all and analysed using a TA and iterative approach. Five relevant issues/themes were identified; 1) Initial anxieties and diverging expectations; 2) Understanding, recognition, respect and trust in the practitioner-young person relationship; 3) Challenges of access; 4) Mixed views about family and agency involvement and 5) The importance of perceived effectiveness. 
     As previously discussed Kapur, Hayes, Waddingham, Hillman, Deighton and Midgley (2014) produced a two stage mixed methodology study with the aim to gain an insight into the experiences and perspectives of young people, aged 11-18 years, who hear voices and their families who have engaged with mental health professionals, and to examine their views on such services. Two young people aged 11 and 17 years old were interviewed using a semi-structured approach, their mothers were also interviewed. Both young people had or currently were hearing voices and had contact with CAMHS services. The semi structured interviews were analysed using Interpretative Phenomenological analysis (IPA) (Smith, Flowers & Larkin, 2009). Four superordinate themes were identified; 1) The struggle to understand the hearing voices phenomenon; 2) Battling with the mental health services; 3) ’Stuck in a limbo’ and 4) Wish for a holistic approach. 
     A qualitative study by O’Reilly, Bowlay-Williams, Svirydzenka and Vostanis (2016) aimed to address two research questions; 1) how do adoptive carers and their children conceptualise and manage their difficulties? And 2) what are their perceptions of help-seeking, in particular of CAMHS? Purposive sampling was used to recruit twelve participants, of these, six were parents and six adopted young people who all had involvement with adoption groups within a CAMHS team. Semi-structured audio recorded interviews were conducted in the family home which much like Beck (2006) and Evans (2017) posed methodological issues regarding the collection of data. Interviews were analysed using TA (Braun & Clarke, 2006). Two broad issues were identified which were divided into six themes. The first issue ‘Constructing the problem’ had four themes; 1) Child’s construction of the problem; 2) Carer’s construction of the problem; 3) The problem within family life and 4) School influences on the problem. The second issue ‘Managing and coping with presented problems’ identified two key themes; 5) Managing internally within the family and 6) External sources of help. 
     Finally, Rani, Prosser, Worrall-Davies, Kiernan and Hewson (2009) present a qualitative study with the aim to obtain a descriptive account of users of a Bradford CAMHS and their parents, to obtain their views and experiences of the service. Convenience sampling was employed to recruit young people who were or had used the CAMHS home treatment service. Methodological issues arose through recruitment such as fifteen participant names were nominated by the service manager, of which staff then excluded names whom they deemed ‘too unwell’ or who had moved out of area. A total of nine young people and their parents were successfully recruited, of these seven young people and twelve parents had semi-structured interviews. It was unclear why two of the young people recruited did not, presumably their parents did and so they were included as ‘recruited’. Young people were aged between 13 and 17 years old. 
     Interviews were analysed using Framework Analysis (FA). Five broad-themes and sixteen sub-themes were identified; 1) Communication; ‘Someone always there for me’; ‘Being kept informed’; ‘Poor lines of communication’ and ‘Difficult to retain information’.  2) Lack of choice. 3) Support; ‘Good support’ and ‘Support but the wrong sort’. 4) Effects on families; ‘Good to keep the routine’; ‘Distress caused to other siblings’; ‘Family felt lonely and isolated’; ‘Family felt alienated’; ‘Risks posed by young person at home’ and ‘Home associated with bad memories of illness’. 5) Admission; ‘Stigma’; ‘Inappropriateness of place of admission’ and Loneliness away from home.   
Synthesis of Qualitative Studies

Across the studies all researchers provided clear aims as to what they intended to achieve along with informed and well-argued rationales for the need of the studies. All studies employment of qualitative methodology to address the aims and, or, research questions were appropriate. However, there were a number of shared methodological limitations across the papers which reduced the validity, generalisability, reliability and overall quality of the papers. These have been summarised in the Descriptive Table of Papers (please see appendix 2) and Table 1: Traffic Light Visual of Quality of Papers. A more in depth synthesis of these findings are grouped into common issues found and discussed below. 
The Role of Researchers 
Yardley (2000) discusses the importance in qualitative research of considering how factors such as intentions, assumptions and indeed actions affect our experience of the world and therefore the equal importance for researchers using this methodology to openly reflect on how factors such as these may have affected the research they produce. This process is sometimes referred to as ‘reflexivity’ and would involve the researcher making relevant disclosures to enable as full transparency as possible (Yardley, 2000). 

     It can be clearly seen in Table 1, that none of the nine papers reviewed adequately explored the role of the researcher in the studies. Three of the papers reviewed met the ‘partially met’ requirement (Coyne et al, 2015; Kapur et al, 2015: O’Reilly et al, 2016), with Coyne et al (2015) addressing the issue of potential sample bias through the use of ‘gatekeepers’ in recruitment and outlining how enhanced trust worthiness of researcher analysis of the data was achieved through an independent review of the themes. However, they did not attempt to state their own positions or explore their own experiences or assumptions (Yardley, 2000). 

     In the study by Kapur et al (2014) the researchers state their role as dynamic and also discuss the use of double hermeneutics which are the researcher’s interpretations of the participant’s interpretations of their experience (Smith & Larkin, 2009). The researchers also check their interpretations by employing the use of respondent validation in the form of emailing the emergent themes to participants to check if they agree (Kapur et al, 2014). However, competing interests are highlighted at the end of the paper including that one of the researchers manages the group where all participants who took part in the study were recruited from but there is a failure to explore this any further. It could be assumed that being so heavily involved in the specific field of research and indeed potentially knowing many of the participants could have influenced the researcher (Greenhalgh & Taylor, 1997; Yardley, 2000), and yet the researchers fail to be transparent about this. 

      Indeed, O’Reilly et al (2016) also seem to make an attempt at addressing their roles but fall short of achieving this fully. The researchers state their theoretical position as social constructionist which does allow the reader somewhat of an insight into their possible assumptions about the world when taking on this research. However, this requires prior knowledge of this position which even if held could still result in a variety of interpretations by the reader and so further reflexivity by the researchers would have provided greater quality of the study allowing for a ‘yes’ scoring. 

     The other six studies seemingly made no attempts to address the issue of the role of the researcher, an important methodological issue for qualitative research and therefore not allowing the reader to appropriately interpret the results (Greenhalgh & Taylor, 1997).  

Participant Recruitment and Selection 
In qualitative research participants are selected to allow an in depth understanding of the experiences of particular groups or individuals, and participants are therefore deliberately sought out to best answer the research questions (Greenhalgh & Taylor, 1997). All of the papers seemed to make attempts to seek participants that could best address the research questions. However, whilst O’Reilly et al (2016) failed to provide adequate information to allow the reader to discern how and why participants were recruited, Rani et al (2009) employed some recruitment strategies that seriously questioned the validity and reliability of their findings. Rani et al (2009) document that a service manager where recruitment took place ‘nominated’ names of potential participants, other members of staff then went through the list excluding young people they deemed too ‘unwell’ to take part. This could have created serious bias in the recruitment and data produced, rather than focusing on recruiting those who can best answer the research questions. In contrast to this four of the papers were able to demonstrate successful and well thought out recruitment strategies (Beck, 2006; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014). 
Data Collection 
Data collection and selection of themes was a particular problem for this body of research, with seven of the nine papers receiving a no on the traffic lights system (Beck, 2006; Davison et al, 2017; Evans, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2016; Rani et al, 2009). As previously discussed Davison et al (2017) reported using a mixed methods approach but it was found that the use of the CHI-ESQ seemed unnecessary. 
     Beck (2006) employed the use of questionnaires that were posted to and then from the participants homes. This raises a variety of methodological concerns regarding reliability, validity and generalisability of their findings. The questionnaires could have been completed by the young people with help from their parent and therefore biased their answers. The social workers may have been present while the questionnaires were filled in, who were subjects of the questionnaires. Perhaps even more concerning there is no way that the researchers can say for certain that the questionnaires were even filled in by the names of the people on the forms. Any of these could make the studies entire findings invalid and unreliable. 
     Two of the studies conducted the semi-structured interviews within the participant’s homes (Evans, 2017; O’Reilly et al, 2016). Much akin to the study by Beck (2006) this raises serious questions in regards to reliability and validity of the study’s findings. The researchers have not explained how they attempted to control for influential factors such as; was anybody else present in the house, or indeed the room at the time of interviews? Who could potentially over hear the interviews and what may have been, or may not have been, said because of this? The thoroughness of data collection is as important in qualitative studies as it is for quantitative and any variables that may affect the data collected should be accounted for, or at the least discussed as a limitation (Yardley, 2000). 
     In contrast Coyne et al (2015) showed a thoughtful and more meticulous approach to data collection. The researchers considered and justified all aspects of collecting data including the setting and the methods used which included explicit details of how the semi-structured interviews were developed and the processes once data saturation was achieved was outlined (Coyne et al, 2015). The researchers also discussed and presented a clear justification for why they were using both focus groups and one to one interviews.  
Ethics 
Three papers received a no on the traffic light rating system for ethical considerations (Beck, 2006; Davison et al, 2017; O’Reilly et al, 2016). Davison et al (2017) state that they gained informed consent and checked for participant ‘willingness’ to take part. However, there was no explanation of how consent was obtained or indeed how they quantified or measured participant ‘willingness’. Furthermore, there was no discussion around confidentiality or anonymity for participants. O’Reilly et al (2016) did not provide adequate information around ethical considerations in order for the reader to assess whether standards were obtained. 
     In contrast Evans (2017) and Jack et al (2015) were able to fully demonstrate to the reader that ethical standards were maintained. Both papers detailed fully how information was shared with participants, confidentiality and anonymity considerations and both received full ethical approval. Jack et al (2015) also included some information about how participants were supported throughout the research process. 
Data Analysis 
It is important to note when critiquing the papers that six out of nine of the papers employed the use of Thematic Analysis (TA) methodology to analyse the data (Bone et al 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; O’Reilly et al, 2016). Indeed, this of course is not a criticism of the methodology but could be a consideration for future researchers, as employing different methods to analyse the data could produce undiscovered knowledge about the area. 

Results
The studies were analysed using Thematic Analysis (TA) (Braun & Clarke, 2006). TA is a method that allows for the identification, analysis and reporting of themes (or patterns) within data (Braun & Clarke, 2006). TA is not theoretically bounded as some other methods are and therefore was chosen for this review (Braun & Clarke, 2006). Familiarisation with the data was achieved through reading and re reading of the papers, initial coding’s were recorded and frequently appearing or overlapping codes were combined to create three themes and eight sub-themes (Please see Table 2: Themes and sub-themes below). For a more detailed overview of the initial codes and how they were combined to create themes and sub-themes please see appendix D: Initial codes and theme maps. 
	Theme
	Sub-themes

	Theme 1: Therapeutic relationship 
	1: The clinician 
2: Engagement 
3: Developmental appropriateness 
4: Decision making 

	Theme 2: Young people’s pre conceived views 
	5: of clinicians 
6: of ‘mental health’ 

	Theme 3: Information and communication 
	7: Lack of information 
8: Sharing of information 



Table 2: Themes and Sub-Themes 


Theme One: Therapeutic relationship 
1: The clinician 
Bone et al (2014) found that Young People (YP) valued having someone ‘new’ to talk to about their difficulties when being assessed. However, in contradiction to this finding Beck (2006) found that YP actually found it important to talk with someone they knew well.  YP valued particular qualities in their clinician and these were seen as important to building a therapeutic relationship, these qualities included a clinician who; listens, cares, respects them, is trustworthy and non- judgemental (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015;Kapur et al, 2014). The data showed that although some of the YP valued having somebody new to talk to they were not happy about telling their story more than once, for example due to staff turnover or lack of multiagency communication (Bone et al, 2014;Coyne et al, 2015;Davison et al, 2017). YP viewed the clinician as an important part as to whether they had a positive or negative experience of CAMHS assessments (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2016; Rani et al, 2009). 
2: Engagement 
The literature highlighted the importance of engagement in the assessment process and how this can help or hinder a therapeutic relationship (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014). A link between YP who were not engaged in the assessment process and being bored became clear through analysis (Beck, 2006; Bone et al, 2014; Coyne et al, 2015). YP commented on this directly reporting that the sessions were often too long and there was too much talking between adults, which resulted in a lack of engagement (Bone et al, 2014; Coyne et al, 2015). It was interesting that the YP were also concerned with the practicalities of engagement such as the building and room appearance and timing of sessions. YP were not happy with sessions being scheduled in school time (Beck, 2006; Bone et al, 2014; Davison et al, 2017; Jack et al, 2015). 
3: Developmental appropriateness 
The initial codes showed that YP were concerned with the developmental appropriateness of the assessments and in particular how they were interacted with. YP did not value being talked to ‘like babies’ (O’Reilly et al, 2016) but in contrast valued rewards and motivation to take part such as certificates (Bone et al, 2014). Overlapping codes from the sub-theme of engagement such as the length of sessions, how much talking was included in assessment and the practicalities were also combined to develop the sub-theme of developmental appropriateness (Beck 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2016). 
4: Decision making 
An interesting finding from the data was just how important YP valued being involved in decision making and having their voices heard (Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015). YP valued being part of the decision to attend the assessment and also being a part of any decisions that were made in the assessment about their care (Coyne et al, 2015; Jack et al, 2015). It became clear that YP did not feel their voice was a powerful one (Coyne et al, 2015; Davison et al, 2017). However, in contrast some young people found a power in their sharing of information (Jack et al, 2015). YP were aware that they held the most information about why they were being assessed and for some had discovered that they therefore had control over what they chose to share, giving them power. 
Theme Two: Young people’s pre conceived views 
Seven of the papers highlighted that YP held negative views of CAMHS before attending, most notably views about the clinicians and views about what ‘mental health’ is (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; O’Reilly et al, 2014). These views often led to increased anxiety and fear that may have already been present. Encouragingly it was found that many of these pre conceived views were unfounded after the assessment had taken place (Bone et al, 2014; Jack et al, 2015). 
5: Of clinicians 
YP held some negative images of clinicians such as clinicians being ‘witches’ to views of clinicians wearing jackets and glasses (Bone et al, 2014; Evans, 2017; Jack et al, 2015). 
6: Of ‘mental health’ 
YP hold some quite clear ‘if’ and ‘then’ statements about what mental health is and what it means to have mental health difficulties. The overall message from the YP in the data was that if you attend CAMHS you are ‘mad’ or ‘mental, and if you are ‘mad’ or ‘mental’ then you will be ‘locked up’ (Beck, 2006; Davison et al, 2017; Jack et al, 2015). This would understandably be a distressing story that could be played out when a YP attends a CAMHS assessment. 
Theme 3: Information and communication 
7: Lack of information 
Strong links were found between YP not receiving adequate information about CAMHS and the assessment process prior to attending their appointment and increased levels of anxiety and even fear about being assessed (Beck, 2006; Bone et al, 2014; Davison et al, 2017; Jack et al, 2015; Rani et al, 2009). Indeed, it could be assumed that some of this lack of information could have contributed to, or not helped to alleviate, the development of some of the previously mentioned themes, such as young people’s pre conceived views of CAMHS. 
8: Sharing of information 
Some YP made a decision to keep the fact that they were attending CAMHS a secret from their peers and indeed other family members (Coyne et al, 2015; Davison et al, 2017; Evans, 2017). In light of the data shown around young people’s pre conceived negative views of mental health, it was not surprising that YP showed this reluctance for others to know they were being assessed. 
     As previously discussed YP found power in their own choices to share, or not to share personal information (Jack et al, 2015). In contrast YP reported that they valued multi agency communication about their assessment and treatment, which could be seen as taking this power away from them (Beck, 2006; Coyne et al, 2015; Rani et al, 2009). However, it was unclear from the data whether this value of multi-agency communication came with a caveat of YP making the decisions over which information is communicated to whom.  
     Despite parents/carers often attending CAMHS appointments with YP and indeed often being invited to do so by clinicians, YP value having time away from their parents/carers to speak with CAMHS clinicians in private when being assessed (Coyne et al, 2015; Jack et al, 2015). 


Discussion

This review critically appraised and synthesised 9 studies which included the views and experiences of Young People (YP) who had attended or been involved in a CAMHS assessment. It is clear that YP are able to articulate and contribute to an understanding around what constitutes and contributes to a ‘good’ or ‘bad’ experience of CAMHS assessments. YP value the therapeutic relationship as a key part to a good experience during assessment. The clinician in particular is a focal point for facilitating a ‘good’ assessment and valued personal qualities in clinicians are shared by YP.  
     It is important however not to assume that a clinician who embodies the desired personal attributes will produce a good experience of assessment for YP. Other important factors around a therapeutic relationship were also highlighted in the data, such as engagement. It was not surprising to find that YP who did not feel engaged would become bored but it was however interesting to find that YP considered the timing of sessions to be important, most notably that they were not missing time out of school (Davison et al, 2017). It may be somewhat naïve of professionals therefore to assume that ‘all’ children enjoy ‘getting out of’ attending school.
      YP valued assessments being developmentally appropriate with an emphasis on autonomy and being included in decision making at all levels and stages of the assessment. It is important for clinicians to consider whether the YP in front of them have chosen to be there, or whether they have been told to come by their parents/carers. Indeed, a lack of information prior to attending assessments was highlighted as a problem for YP and could be thought about in the consideration of YPs decisions to attend and what information they wish to share when in an appointment.  

Conclusion
Clinical Implications

This review has highlighted that YP have a voice, they have valuable experiences to share about CAMHS assessments and contributions to make to the shaping of CAMHS practise and service delivery. Many of the themes highlighted in this review show that national guidance for CAMHS aims and objectives are not currently being met in many services such as young people being a part of decision making, information to be developmentally appropriate and considerations around the physical environment of CAMHS (NHS, 2015). Interestingly some of the themes have highlighted that YP actually seem to want assessments that are in line with the aims and objectives of CAMHS therefore the most important recommendation this review could make is to encourage clinicians to follow the guidelines laid out (NHS, 2015).  The literature reviewed includes participants from a number of countries within the United Kingdom (UK), along with a variety of ages and social and cultural backgrounds and so the findings can be considered to be somewhat generalisable to other CAMHS services within the UK. Therefore, clinical implications should be considered at a national level. 
     Young people have clear and seemingly agreed ideas of what constitutes a ‘good’ clinician and the values attributed to them. Clinicians should take note of the qualities YP value and have experienced as positive, when being assessed and should attempt to embed these qualities into their practise. NHS (2015) guidelines for CAMHS include the use of outcome measures, included within this could be measures to assess the qualities of the clinician as rated by the YP allowing for clinicians to ascertain quantifiably whether they are employing the skills and qualities into their work that YP desire. 
     At a service delivery and commissioning level managers and commissioners could give thought to the practicalities of CAMHS services. In particular, the location and aesthetics of the buildings, accessibility, décor, privacy and working hours of staff to allow for out of hours appointments, were highlighted as important considerations for YP (Beck 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2016). Furthermore, one of the key findings of this review is that YP directly attribute a lack of information prior to their assessment with an increase in their anxiety, even in some cases leading to fear about their first appointment. CAMHS should therefore consider the need for better communication of information before assessments. 
Limitations of Literature Review 

Only 9 studies met the inclusion and exclusion criteria for this review and this was with some leniency over not excluding papers that contained parts which violated criteria. Furthermore, this review was conducted and is reported by a single researcher therefore all stages of the review process may have been influenced by researcher subjectivity. However, the researcher has attempted to address these issues by presenting the review with as much transparency as possible and with consideration for researcher reflexivity. 
Researchers Role in the Review

The researcher has a background as a CAMHS clinician and it is important to be transparent about the potential biases this prior experience may have caused. However, the researcher has made attempts to limit these biases by being as transparent as possible as to why decisions have been made throughout the review. 
Future Research

Despite the review highlighting that Young People (YP) are able to share their experiences and views about CAMHS assessment and the fact that it is the YP themselves who are being assessed, the research base is still failing to respect YPs experiences enough to conduct research with YP in isolation of their parents/carers. Only 1 of the 9 papers reviewed included the experiences of YP alone (Davison et al, 2017). YP have highlighted that they don’t want to be ‘treated like babies’, they want to be seen for assessments separate from their parents/carers and that they want to be involved in all decisions about their care (Beck 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2016). Future research could reflect this by focusing research into YPs experiences separately from those of their parents, carers and clinicians. 
     The review highlights a concern around the negative views YP hold about CAMHS prior to engaging with the service (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; O’Reilly et al, 2014). Further research could endeavour to seek out these views specifically, with an intention to attempt to understand where they have come from, and whether they are socially constructed shared views of CAMHS or if they were specific to the YP included in the 9 papers reviewed. 
     The literature review focuses on YPs experiences of assessment at CAMHS and doesn’t follow their experiences of the outcome of these assessments, such as the treatments recommended. YP have expressed a desire to be included in these decisions and it would be of interest to the evidence base to begin to seek an understanding of YPs experiences of this next level of the assessment process, including YPs experiences of the recommendation of specific treatments. 
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Appendix C: Description of Papers 

	Paper No
	Author, Date and Title
	Study Type
	Study Aim
	Participant Sample
	Data Collection and Analysis
	Study Findings
	Strengths (+) and Limitations (-) to Study

	1
	Beck (2006) 

Users’ views of looked after children’s mental health services 
	Qualitative
	To gather the views of young people and their carers about: the young people’s mental health, their access to mental health services, and experience of the services. 
	162 carers and 109 young people. 

Young people in the looked after system and their carers.

No further information. 
	Open ended descriptive questionnaires sent out in post. Questionnaire was a non-standardised tool. 

Reported that a number of markers scanned responses for common themes and number of responses tallied. 
	Findings were separated into response tallies to each question and then a descriptive piece on young people’s views and then carers’ views. 

Themes included: 
1)Young people identify internal emotional problems
2)Carers focused on externally visible problems 
3)Young people valued social worker contact 
4)Both groups reported barriers to accessing mental health services. 
	+ The aim of the study was clear, participants were chosen well to address the aims and a qualitative methodology was appropriate. 

-Unclear what methodology was used to analyse data, potentially ethical issues re approval of study. Methodological issues with home filled in questionnaire. Researchers own role not examined. Discussion does not present clear argument for and against, some data not included in results because it was ‘specific to those individuals’ and ‘could not be catagorised’. 
No exploration of researchers role. 

	2
	Bone, O’Reilly, Karim & Vostanis (2014) 
	Qualitative 
	Contribute children and parents’ perceptions and experiences of CAMHS, with objective to provide guidance for services to improve inclusivity and empowerment. 
	12 mothers and 2 fathers + 11 children aged 8-12 years. 

Young people and their parents who had been referred to any of the four participating CAMHS services. All families with children aged 8-12 were invited. 
	Semi- structured interviews. 

Analysed using Thematic Analysis (TA). 
	Three themes were identified and discussed: 
1)Fear of the unknown. 
2)Therapeutic engagement. 
3)Making services more acceptable for families. 
	+Clear aim and good rationale. Qualitative appropriate. Attempted to address triangulation or researchers. Contribution study makes neatly presented. 

-6 themes found but only 3 deemed ‘pertinent to research question’ ignoring contradictory data? Bias in selection of themes to present? 
Lots of ‘PM’ categories, researchers have attempted to address areas of the CASP but often fall short of fully achieving. 

	3
	Coyne, McNamara, Healy, Gower, Sarkar & McNicholas (2015)  
	Qualitative – descriptive 
	To explore adolescents’ and parents’ experiences of CAMHS in relation to accessibility, approachability and appropriateness. 
	32 parents and 15 adolescents aged 11-17 years. 

Participants recruited from three CAMHS clinics in Ireland. All open cases were invited to participate (including those not seen regularly) in an attempt to make findings as representative as possible. 
	X9 focus groups (x6 with parents & x3 with young people).  

X10 semi-structured interviews (x4 with parents and x6 with young people). 

Analysed using TA. 
	Five themes were identified and discussed: 
1)Getting help. 
2)Having a voice 
3)Building a therapeutic alliance 
4)Stigma
5)Meeting support needs. 
	+Clear aims, rationale and reason for chosen methodology. Data collection transparent. In depth description of analysis process clear how researchers came to their themes and reliability considered. It is clear what the researchers findings are and they have attempted to present evidence for and against their argument. Consideration of the contribution of the study and areas for future research. 

-Recruitment sample bias was discussed and considered as was trust worthiness of researcher analysis of data. Researchers own role not examined. 
Ethical considerations are good but missing information around support for participants pre, during and post participation. 

	4
	Davison, Zamperoni & Stain (2017) 
	Paper states mixed methods however no formal quantitative methodology employed in study. 
	To explore the experiences of vulnerable young people using a local CAMHS. 
	Interviews - Pupils from a special needs secondary school with pupils who have been referred from CAMHS. 17 participants aged 12-18 years. 

CHI-ESQ measure – 34 participants aged 12-18 years. 

All either currently or previously seen by CAMHS. 

Purposive sampling. 
	TA used for x3 open ended CHI-ESQ questions and interviews. 

Semi-structured interviews analysed using TA. 

CHI-ESQ – comparison to CORC sample using single clustered bar chart. No formal statistical strategies or methods used. 
	CHI-ESQ – The most valued service aspects of CAMHS were ‘the opportunity to be listened to, and to talk with someone.’ Least valued was ‘nothing’ followed by ‘long wait time between appointments, not feeling listened to and changes in workers’. The ‘other’ category yielded a finding that young people viewed CAMHS as ‘unhelpful’. 

Interviews – Three themes were identified: 
1)Listening 
2)Cared for and supported 
3)Access and Continuity  
	+Participant recruitment was appropriate and aim of the study was clear, although this was not backed up by methodology. Researchers attempt to address some of the limitations mentioned below. 

-The major quality issue is around ‘mixed methods’. States using this approach and using CHI-ESQ for quantitative. However, no formal quantitative methods actually used instead visually inspected graphs and used TA on open ended questions. Therefore, not a true mixed methodology and a full qualitative method would have been more suitable. Unable to evaluate quality of quantitative methods. No argument for why confusing methods chosen. 
X2 pilot interviews, schedule then amended after for further interviews however data from first x2 kept in. 
No examination of own role. 
Explanation of ethical considerations poor and ethics of study questionable. 
Findings are difficult to ‘unravel’ and claims made that findings do not fully evidence, such as the CHI-ESQ’s acceptability as a routine experience measure. 


	5
	Evans (2017)
	Qualitative 
	To explore the experience of children, young people and their families attending their first appointments in CAMHS. 
	17 family groups were interviewed using semi-structured interviews. 

Families referred to a CAMHS triage clinic. 
	Semi- structured interviews conducted in the families homes. 

Analysed using TA three stage approach as outlined by Miles and Huberman, 1994). 
	Four themes were identified and discussed: 
1)Telling traumatic events. 
2) Feeling the stigma. 
3)Unfamiliar territory. 
4)Therapeutic connection. 
	+Clear approach used to collecting themes.  

-aim of study could lend self-more to an IPA methodology as looking at experiences? 
Interviews conducted in participants homes ‘at a convenient time’ both child and parent(s) interviewed. No consideration or discussion around who was present in house at time, who could hear, who was in the room. Did child/parent listen to others interview and then do their own? Were things said/not said because of other people at home. Lots of methodological issues that have not been addressed by setting of interviews. 
No exploration of researchers role. 
Credibility of findings not discussed, no evidence against argument presented. No discussion of contribution of study to evidence base, transferability or relevance to policies and procedures. 

	6
	Jack, Lanskey & Harvey (2015) 
	Qualitative
	To explore the relevance of young people’s experiences of mental health interventions with CAMHS before and during their time with youth offending services. 
	14 young people who had offended aged between 14-17 years, five of their carers and five CAMHS professionals all from one Local Authority (LA). 

Open approach to sampling young people – every fifth person on list of identified young people in the Youth Offending Service (YOS) with experience of CAMHS. 

Opportunistic sampling of carers. 

Purposive sampling of professionals. 
	Semi-structured one to one interviews. 

Analysed using a TA and iterative approach. 
	Five relevant issues/themes were identified: 
1)Initial anxieties and diverging expectations. 
2)Understanding, recognition, respect and trust in the practitioner-young person relationship. 
3)Challenges of access. 
4)Mixed views about family and agency involvement. 
5)The importance of perceived effectiveness. 

	+Careful considerations around recruitment. Thought about potential for selectivity and how this could be avoided. Good ethical considerations including support for participants. Contradictory data shared and discussed in results. Clear use of a n ‘implications for policy and practise’ box in discussion. Considered contribution to existing knowledge and transferability to other populations. 

-Unclear where interviews took place or justification for choosing this method of data collection. No consideration of selves in research. A limitations section and discussion would have been useful. 

	7
	Kapur, Hayes, Waddingham, Hillman, Deighton & Midgley (2014) 
	Mixed methods – only first stage of study will be critiqued qualitative methodology as the second stage online questionnaires violates both inclusion and exclusion criteria for the review. 
	To gain an insight into the experiences and perspectives of young people (aged 11-18 years) who hear voices and their families who have engaged with mental health professionals, and to examine their views on such services. 
	Purposive sampling. 

Two young people and their parents. 
	Semi-structured interviews. 

Interpretative Phenomenological Analysis (IPA) used to analyse interviews. 
	Four superordinate themes identified: 
1)The struggle to understand the hearing voices phenomenom. 
2)Battling with the mental health services. 
3)’Stuck in a limbo’. 
4)Wish for a holistic approach. 
	+Clear aim and rationale for study. First stage of study justified use of IPA methodology. Participant recruitment is good. 
Researcher attempts to address their role in research and gained participant validation of interpretations. Findings are clear. 

-No contradictory data presented. No new areas of research suggested. Lack of discussion around evidence against arguments. Participant support not discussed. 

	8
	O’Reilly, Bowlay-Williams, Svirydzenka & Vostanis (2016) 
	Qualitative 
	Aim to address two research questions: 
1)How do adoptive carers and their children conceptualise and manage their difficulties? 
2)What are their perceptions of help-seeking, in particular of CAMHS? 
	Purposive sampling. 

12 participants – six parents and their six adopted children. 
	Semi-structured audio recorded interviews conducted in the family home. 

Interviews analysed using TA. 
	Two broad issues identified which were divided into six themes. 
The first issue – ‘Constructing the problem’ had four themes: 
1)Child’s construction of the problem. 
2)Carer’s construction of the problem. 
3)The problem within family life. 
4)School influences on the problem. 
The second issue – ‘Managing and coping with presented problems’ identified two key themes: 
5)Managing internally within the family. 
6)External sources of help. 


	+Aims clear and qualitative approach appropriate. Researcher attempts to address their role by stating their position as social constructionist, no further considerations. Researchers identify gaps for future studies and consider transferability to other populations. Study considered in relation to policies and procedures. 

-Participants appropriate but recruitment strategy unclear, how many approached, how they were invited and potential bias in population sample, all white British. 
Like Evans (2017) Interviews conducted in the home. No consideration or discussion around who was present in house at time, who could hear, who was in the room. Did child/parent listen to others interview and then do their own? Were things said/not said because of other people at home. Lots of methodological issues that have not been addressed by setting of interviews. Ethical considerations limited approval obtained and say informed consent obtained through ‘opt-in process’. No further ethical discussion cannot assess whether ethical standards were obtained. 

	9
	Rani, Prosser, Worrall-Davies, Kiernan & Hewson (2009) 
	Qualitative 
	To obtain a descriptive account of users of a Bradford CAMHS and their parents, to obtain their views and experiences of the service. 
	Convenience sampling. 

Young people who were or had used the CAMHS home treatment service, names nominated by service manager. Staff excluded names from a list of 15 who they deemed ‘too unwell’ or had moved out of area. 

9 young people and their parents successfully recruited. Of these 7 young people had interviews and 12 parents. 19 interviews in total. Young people participants aged 13-17 years. 
	Semi-structured interview. 

Interviews analysed using Framework Analysis (FA). 
	Five broad-themes and sixteen sub-themes identified: 
1)Communication 
-Someone always there for me. 
-Being kept informed. 
-Poor lines of communication. 
-Difficult to retain information. 
2)Lack of choice 
-Lack of choice. 
3)Support 
-Good support.
-Support but the wrong sort.  
4)Effects on families 
-Good to keep the routine. 
-Distress caused to other siblings. 
-Family felt lonely and isolated. 
-Family felt alienated. 
-Risks posed by young person at home. 
-Home associated with bad memories of illness. 
5)Admission 
-Stigma. 
-Inappropriateness of place of admission. 
-Loneliness away from home. 
	+Clear aims and rationale and qualitative appropriate. Consent, confidentiality and anonymity have been well considered but unclear how research was explained/presented during recruitment. Good use of visual aids along with extracts from original data to show how themes were extracted and contradictory data shared and discussed. Findings are explicit and easy to follow. Considerations around contribution of study, relevance to policies and procedures considered and new areas of research identified. 

-Worrying bias in participant recruitment which question findings, a service manager ‘nominated’ names of participants and then other staff excluded some of the names if they believed the young people to be ‘too unwell’. No explanation why 4 participants who were deemed appropriate chose not to take part. Participants interviewed in a variety of settings, not discussed as a limitation or methodological considerations of this. Role of researchers not considered. 



Appendix D: Initial Codes and Theme Maps Theme 2: Young People’s Preconceived Views 
Sub-theme 5: of clinicians 
That clinicians are ‘witches’ 
Wear jackets and glasses 
Fear over professional backgrounds – social worker = take me away 
Using CAMHS = mad 
Secrecy about attending 
Accessing CAMHS = mental = locked up 

Theme 1: Therapeutic Relationship
Sub-theme 1: The clinician
Sub-theme 3: Developmental appropriateness 
Sub-theme 4: Decision making
Sub-theme 2: Engagement 
Value someone new – not teacher 
Value clinician who –listens, respects, cares, is trustworthy and non-judgmental 
Clinician on young person’s side 
Same clinician – telling story once 

Young person part of process 
Not engaged = bored 
Sessions too long 
Too much talking 
Practicalities: Location and timing of appointments; The building and room decoration 
Being talked to like ‘babies’ 
Child-centred practise 
Sessions too long 
Too much talking 
Practicalities: Location and timing of appointments; The building and room decoration 
Reward and motivation – certificates 

Young people involved in decision to attend 
Young people involved in agreeing treatment 
Feeling voice is not powerful



Power to decide what to share 
Contradictory data 
Sub-theme 6: of ‘mental health’  

Sub-theme 7: Lack of information  
Sub-theme 8: Sharing information 
Theme 3: Information and Communication  
Lack of pre information = raised anxiety 
Arriving unprepared = fear 
About what to expect  
Multiagency communication is helpful 
Information as power (young people) 
Secrecy about attending 
Private space to talk 
Telling story once – same clinician 
























Paper Two: Empirical Paper 

Young People’s Experiences of being Assessed and Recommended for Dialectical Behaviour Therapy (DBT), by Child and Adolescent Mental Health Service (CAMHS) Clinicians 


Short Title: The CAMHS DBT Assessment and Decision Making Process 

Target Journal: This paper has been written with the intention of submission for publication to The Clinical Child Psychology and Psychiatry Journal; author guidelines for manuscript submission can be found in appendix R.  


Word count: 8,764  

Abstract

Objective 
Child and Adolescent Mental Health Services (CAMHS) are receiving increasing referrals across the UK and 1 in 10 young people are now believed to have a diagnosable mental health condition (Department of Health, 2017). Young people who present to CAMHS receive an assessment as the first line of care; following this, intervention recommendations are often made. 
     Dialectical Behaviour Therapy (DBT) is a group intervention that offers support to young people who present with vulnerable and risky behaviours. Despite the high number of assessments conducted in CAMHS and the regularity of intervention recommendations such as DBT, there is little evidence for young people’s experiences of this process in the literature. The purpose of this study is to attempt to provide CAMHS services with an understanding of how young people experience being assessed and recommended for DBT, in the hope that the findings will be used to influence local practice. 

Methods 
Semi-structured interviews were conducted with six young people. Participants were recruited from a West Midlands DBT group and the data collected were analysed using Interpretative Phenomenological Analysis methodology (Smith, Flowers & Larkin, 2012). 

Results 
Four super-ordinate themes were identified as important to the participants’ experiences: 1) The clinician as important; 2) Anxiety before the assessment; 3) Making decisions and being offered choice and 4) Interview reflecting assessment, where the young people experienced the research interview similar to the assessment. 

Conclusion   
The findings are discussed in relation to the current literature and relevant theories, and theoretical implications are considered. 




Key Words: Young people; CAMHS; DBT; Qualitative; Interpretative Phenomenological Analysis. 









Introduction
It is estimated that 75% of mental health problems in adults begin before the age of 18 (House of Commons, 2017). Statistics show that one in ten young people will have some sort of mental health difficulty, and that these young people will not have the same chances in life as their peers (DoH, 2017). However, this statistic was based on a 2004 survey which only included children aged 5-17, and therefore may not reflect the current prevalence of mental health difficulties in young people (Care Quality Commission, 2017). The DoH (2017) discusses how England is now seeing more investment than ever before into mental health, with an emphasis on transforming Child and Adolescent Mental Health Services (CAMHS). A baseline report showed that in 2014/15 England based CAMHS received approximately 270,000 referrals (NHS, 2016) and a significant increase in self-harm and suicidal ideation has been reported in children and young people, with suicide being one of the leading causes of death for young people (CQC, 2017). 
     There is national recognition within England that improvements in mental health services for young people need to be made, and that young people are too often not receiving the right care, or at the right time, which can sometimes result in an escalation of mental health difficulties (Department of Health & National Health Service, 2015). The Department of Health (DoH) and the National Health Service (NHS) combined efforts in 2015 creating a ‘taskforce’ to attempt to tackle this national issue by producing the ‘Future in Mind’ document. This document outlined a vision for change in young people’s mental health services and included findings of an increased rate in young people presenting to services emotionally dysregulated and having self-harmed, and an increase in referrals and wait times. The document also noted that young people should be involved in decisions and choices that affect their options regarding interventions (DoH & NHS, 2015). 
     Group interventions can be seen as being effective both at intervention and financial costing levels (DoH & NHS, 2015). Indeed, with the increasing rate of young people presenting at CAMHS as emotionally dysregulated which is the inability to regulate or control one’s emotional responses, coupled with guidelines recommending Dialectical Behaviour Therapy (DBT) as an intervention for this difficulty, some Child and Adolescent Mental Health Services (CAMHS) are now running DBT groups (National Institute for Health and Care Excellence, 2009). DBT was originally developed as an intervention for chronically suicidal individuals (Linehan, 1993). Rathus and Miller (2015) have adapted the DBT model for use with severely emotionally dysregulated adolescents presenting with serious and multiple problems, such as self-injury, suicidal behaviours and high risk sexual behaviours. 
     However, despite the ‘Future in Mind’ vision for young people to become more involved in the decisions that affect their interventions and the development of DBT groups in CAMHS across England, there is very little literature available on this topic. Furthermore, as the guidance by Rathus and Miller (2015) for using DBT with young people has only recently been published, there is little literature currently available around young people’s experiences of being assessed and recommended DBT as an intervention. Therefore, how does one know what the experiences are of young people who present to CAMHS services, specifically around the decisions made regarding their care? 

The Importance of Young People’s Experiences of CAMHS Assessments 

All young people who receive support from CAMHS receive a first or initial appointment with a clinician to complete an assessment. This assessment will then inform the team’s decision as to whether the young person will receive support or be signposted to a more appropriate service. This assessment will also support the clinician’s formulation of the young person’s difficulties, support any interventions subsequently provided and may also, in some cases, be the young person’s first experience of CAMHS and CAMHS clinicians. 
     The available literature shows that young people’s experiences of the CAMHS assessment can have a positive or negative affect on the future therapeutic relationship and whether the young person engages in CAMHS interventions (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015; Kapur et al, 2014), thus highlighting the importance of this initial first experience of CAMHS and the CAMHS assessment. Furthermore, this demonstrates the need for understanding the young people’s experiences given the potential positive or negative impact that these assessments can have on the subsequent interventions, in order for CAMHS services to ensure that assessments ‘go well’ and young people engage in interventions and begin to build therapeutic relationships with clinicians. One could argue that at an individual level, if we do not hear the voices and experiences of young people themselves about these assessments, how can clinicians know that they are providing young people with the best opportunities to engage in the interventions they may subsequently offer? Indeed, at a service level, understanding the experiences of young people can provide CAMHS with evidence of what is important and useful in the assessment and decision making process, evidence that can be implemented to maintain or improve good practice. 
     Furthermore, the researcher holds lived experience of being a CAMHS clinician and completing assessments with young people, who have then gone on to receive a CAMHS intervention. The researcher’s own experiences and views are in line with the available literature, that whether a young person has a ‘good’ experience at assessment can directly influence their engagement with interventions, and can also influence whether a good therapeutic relationship is subsequently formed. 
     The evidence base also highlights that young people value being involved in the decisions made about their care and having their voices heard in relation to these decisions. Young people value being part of decisions made regarding the interventions they are recommended following an assessment, which again the literature shows can positively influence engagement in said interventions (Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015). However, despite a desire to have their voices heard around decisions about their care, and government initiatives to empower this, it has been found that young people did not feel their voices were powerful (Coyne et al, 2015; Davison et al, 2017).
     When exploring the importance of young people’s experiences of CAMHS assessments further, the significance of this research can be seen at a service level. This research was requested by the host CAMHS through a service level aim and intended outcome to improve practice, in particular of the DBT group, by including young people’s experiences into CAMHS decision making and assessment practice. The CAMHS service were interested in exploring whether the decisions made for young people to be recommended DBT as an intervention following an assessment,  were the most appropriate and helpful for those young people. Indeed, the service wished to understand what the experiences were of the young people, believing that they hold a unique and important perspective on these processes that should be considered into clinician practice. 
     Quantitative outcome measures are often employed to gather information in regards to experiences and satisfaction of services provided in CAMHS. However, it is the researcher’s own experience that completion of such measures is infrequent and data collected can be unreliable due to factor’s such as; the questionnaires being completed in the room with the clinician present, the questionnaires not being completed by the young person themselves and the questionnaires being rushed at the very end of an intervention, to name a few. Given this difficulty in gathering the views of young people the service concerned were interested in exploring how the experiences of young people who are assessed and recommended DBT could be captured more reliably. 
     Stafford et al (2014) highlight the growing recognition within the field of child and adolescent mental health for qualitative research that focuses on how and why phenomena occur and subsequently evolve.  Bone et al. (2014) further this by pointing out an increased agenda for listening to the voices of young people, which qualitative research allows offering a holistic and rich focus on lived experience within its context (Tracy, 2012).  This increased agenda is highlighted and supported by the National Children’s Bureau (NCB, 2015) indicating that young people have a unique perspective, and hold real life experiences of difficulties affecting them, which adults may overlook. 
     Aldridge (2017) highlights the importance of affording young people with an ‘opportunity to be heard’ arguing that policy and practice in health and social care are too often only paying ‘lip service’ to young people’s voices. The importance of young people being involved in decisions about their care and having their voices heard is highlighted within the literature. It is argued that for this to be achieved the Government and adults who work with young people need to continue to promote their participation in making decisions and indeed, must not only hear their views but act accordingly to their wishes (Aldridge, 2017). Qualitative methodologies in CAMHS provide an opportunity for young people to be heard. Furthermore, through the use of qualitative methods, researchers can attempt to understand young people’s experiences and wishes, and interpret these into meaningful recommendations of how CAMHS can embed these wishes into best practice.  

Rationale for the Study
Initial intentions from the CAMHS involved were to conduct qualitative research with young people involved in DBT to explore the potential difficulties of Borderline Personality Disorder (BPD) as a contentious diagnosis for young people, and the problematic nature of the ‘medical model’ in CAMHS (DSM-V, 2013). However, after extensive ethical consideration it was decided that despite having already received an initial psychoeducation session as part of the DBT course around BPD and DBT, an assumption was being made that the young people would have understood that by being recommended DBT as an intervention they were potentially being considered as presenting with difficulties associated with BPD. This is an assumption, which if unfounded, could be potentially devastating. Furthermore, as a trainee Clinical Psychologist who does not ascribe to the ‘medical model’, the researcher also felt that this research aim was not appropriate given the problematic nature of such diagnostic terms (Greenfield et al, 2015). 
     With these ethical concerns in mind and the previously discussed importance of understanding young people’s experiences of CAMHS assessments, the individual and service level aims and outcomes for the study were to understand young people’s experiences of CAMHS assessments and decision making processes. Therefore, the current study, in line with DoH and NHS guidelines to tackle the paucity of quality information and evidence base on these topics, intends to investigate the experiences of young people who present to CAMHS and are assessed and recommended DBT.
     A review of the literature was completed around young people’s experiences of mental health services assessments (Beck, 2006; Bone, O’Reilly, Karim & Vostanis, 2014; Coyne, McNamara, Healy, Gower, Sarkar & McNicholas, 2015; Davison, Zamperoni & Stain, 2017; Evans, 2017; Jack, Lanskey & Harvey, 2015; Kapur, Hayes, Waddingham, Hillman, Deighton & Midgley, 2014; O’Reilly, Bowlay-Williams, Svirydzenka & Vostanis, 2016; Rani, Prosser, Worrall-Davies, Kiernan & Hewson,  2009). However, at the time no literature could be found around the experiences of young people who are assessed and recommended DBT by CAMHS clinicians. 
     Therefore, given the lack of research available that looks directly into the current study topic and the recognised need for further qualitative research into the experiences of young people, alongside the growing demand for CAMHS support within the UK, the current study will attempt to add to the evidence base in an area where it is currently lacking. The study also intends to provide CAMHS services across the UK with valuable insight into young people’s experiences of being assessed and recommended DBT by clinicians, putting forward novel information that could potentially be used to inform practice.  This information will be presented as clinical implications and should be considered as an opportunity for young people to begin to contribute to shaping the services they receive, in line with recent Government recommendations (NHS, 2015). 

Aims and Objectives
This study aims to explore how young people experience the Child and Adolescent Mental Health Service (CAMHS) initial assessment process, and how they subsequently experience being recommended for DBT. The study also focuses on understanding how young people experience clinicians from CAMHS making decisions about their mental health and relevant interventions. 
     The study’s objectives are to explore the following questions: 
1. How do young people experience the Child and Adolescent Mental Health Service (CAMHS) initial assessment process?  
2. How do they subsequently experience being recommended for DBT? 
3. How do they experience clinicians from CAMHS making decisions about their mental health and recommending interventions? 

Method
Design 
Theoretical Background 
Interpretative Phenomenological Analysis (IPA) has been chosen to try to understand lived experience and how participants themselves make sense of their experiences. IPA is an approach concerned with how people make sense of life experiences (Smith, Flowers & Larkin, 2012). IPA is phenomenological in that it entails exploration in great detail of participant’s social and personal worlds, whilst attempting to ascertain a participant’s personal account or perception of a particular event (Smith & Osborn, 2006). Therefore, IPA focuses on the individual experiences of participants in contrast to other methodologies which explore events, processes and activities, such as Grounded Theory and Ethnography which look to understand shared-cultural behaviour of both groups and individuals (Creswell, 2003).
     IPA is informed by the theory of interpretation or hermeneutics; the data gathered through IPA is considered to be a participant’s attempt at making sense of their experience, or interpretation of this (Smith, Flowers & Larkin, 2012). It is recognised that the experiences gathered can be limited to what the participants share with the researcher and indeed, can be influenced by the researcher’s own conceptions and life experiences which will undoubtedly be employed when attempting to understand the participants account (Smith & Osborn, 2006). This process of the researcher attempting to understand or make sense of the participant’s attempt to understand and make sense of their experience, is known as a double hermeneutic (Smith, Flowers & Larkin, 2012). 

Participants 
Recruitment Rationale 
IPA is ideographic in its methodology focusing on small purposive samples allowing for specific statement findings from individuals, rather than probability statements derived from analysis of groups, as in nomothetic methodologies (Smith & Osborn, 2006). Purposive sampling is employed in IPA in an attempt to recruit participants who are best able to offer insights into the particular phenomenon concerned by the study and to achieve homogeneity in the sample, as far as possible (Smith, Flowers & Larkin, 2012). 
     IPA holds no definitive guidelines on sample sizes. However, IPA recognises that small sample sizes are most often used to allow for in-depth analysis of transcripts with the intent to understand the participant’s individual experiences and interpretations of a phenomenon, rather than employing larger sample sizes to allow for more generalised findings (Smith & Osborn, 2006; Smith, Flowers & Larkin, 2012). In light of the guidance the researcher aimed to recruit 6-8 participants. 
Inclusion and Exclusion Criteria for the Study 
In order to take part in the study participants were required by the researcher and the ethical approval granted to be young people currently accessing a North Staffordshire CAMHS, and actively engaged in the DBT group within this service. Exclusion criteria from the study included that young people must not be: 
· Non-English speakers, as the study unfortunately cannot fund interpreters. 
· Discharged CAMHS DBT clients (as they would not be actively in the group). 
· Unable to provide Parent/Guardian Consent (as required by the ethics committee approval). 
In order for the young people to access the DBT group they were required to meet the below CAMHS DBT group inclusion criteria, as laid out by the service, young people will: 
· Be aged between 12 and 17 years old. 
· Have had at least one suicidal act and/or non-suicidal self-harm behaviour in the past 16 weeks or current suicidal ideation 
· Have had previous intervention within Children’s Services e.g. CBT/Psychoeducation/counselling/previous priority presentations (being seen quickly). 
· Have severe emotional and behavioural impairment impacting on every day functioning. 
Participant Demographics 
In line with purposive sampling young people were recruited from a small and specific DBT group in a West Midlands CAMHS, based on the inclusion and exclusion criteria for the study. Given the uniqueness and small recruitment population of this group only general demographic information will be given to ensure participant anonymity. All participants were assigned a participant number, of which only the researcher knows, and will be referred to by these numbers throughout the paper. 
Demographic Information 
Six young people aged between 14 and 17 were recruited between April and July 2018. There was an even split between genders of participants, with three identifying as female and three as male. Given that three males were recruited despite a high percentage of females in attendance at the recruited DBT group, and a mixture of ethnic and cultural backgrounds of the group, the sample showed a good level of diversity. IPA researchers typically recruit from a fairly homogeneous sample (Pietkiewicz & Smith, 2012). Despite the diversity in terms of gender and ethnic backgrounds of the participants, the sample is still fairly homogeneous in terms of the selected traits that are useful to the researcher: 
· Participants are members of the DBT group from one CAMHS locality. 
· Participants all meet the DBT group inclusion and exclusion criteria in terms of age .Etc. 
Procedure 
Members of the clinical team approached young people through the use of a recruitment poster (Appendix E) and via word of mouth. All young people were also given young person and parent/guardian information sheets (Appendices F and G). All participants and their parent/guardian were required to give signed consent. 
Consent Process 
The National Health Service (NHS) Health Research Authority (HRA) (2014) state that any child considered to have ‘Gillick competence’ is able to give consent to taking part in research without the need for parental consent. However, the guidance recommends that it is good practice to involve parents and carers in the decision making process, therefore this study gained signed assent from the young person and signed consent from a parent/guardian (HRA, 2014). 
Semi-Structured Interview Guide 
In line with IPA literature, semi-structured interviews were implemented to allow for flexible data collection (Appendix H) (Smith & Osborn, 2003; Smith, Flowers & Larkin, 2012). The semi-structured interview guide was flexibly designed to facilitate exploration of the young people’s individual experiences of a CAMHS assessment and of being recommended for DBT (Smith, Flowers & Larkin, 2012). The semi-structured interview questions were constructed to allow the research aims to be answered and addressed, whilst also allowing for flexibility and exploration of personal experience. Given that IPA is concerned with individual experiences of a phenomenon, it is felt that a fully structured interview is too rigid for IPA methods (Creswell, 2003; Smith & Osborn, 2006; Smith, Flowers & Larkin, 2012). 

Ethical Approval 
Ethical approval for this study was granted by the Wales NHS Research Ethics Committee 4 in the form of a favourable opinion on 11th April 2018, subsequent local Trust and Health Research Authority (HRA) permissions were also received (Appendices I-L). 

Data Analysis
Data collection and analysis followed the guidelines of Smith, Flowers and Larkin (2012). The first step involved the researcher immersing themselves in the data, which involved reading the transcripts whilst listening to the audio tape to allow for a deeper understanding. Initial thoughts were noted throughout to ensure the researcher was beginning to enter the participant’s world. Initial noting/coding was then carried out on each transcript one by one to include an examination of the language and semantic content at an exploratory level. Following this, emergent themes were developed for each participant, demonstrating the first part of the hermeneutic circle where the part is interpreted in relation to the whole (Appendix M) (Smith, Flowers & Larkin, 2012). 
     Transcripts were then studied for patterns and interrelationships across emergent themes at an individual level utilising methods of abstraction, subsumption, polarization, contextualisation and numeration (Smith, Flowers & Larkin, 2012) and individual super-ordinate themes were recorded together in list format (Appendix N). An example of how one participant’s super-ordinate themes were developed can be found in Appendix O. 
     The next step involved looking for patterns across cases. This is a creative task and in particular the researcher looked at a more theoretical level recognising which individual themes and super-ordinate themes represent shared higher order concepts across participants (Appendix P). This was then collated and represented in a master table of themes for the group (Table 4).
Analysis Credibility 
In attempts to ensure rigour the researcher utilised a peer IPA group in an attempt to validate analysis. Recurrence of sub-themes and super-ordinate themes were also measured to enhance validity of analysis, please see Table 3 below. It can be seen that one sub-theme was removed during this process because it was not shared by half, or more, of the participants.  

	Theme
	P1
	P2
	P3
	P4
	P5
	P6
	Present in half and include? Yes / No

	The Clinician as Important 
	Yes 
	Yes 
	Yes
	Yes
	Yes
	Yes
	Yes

	Personal Qualities & Relationship 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Status, Power & Roles 
	Yes
	No
	Yes
	Yes
	No
	Yes
	Yes

	Anxiety before Assessment 
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes

	Information or lack of 
	Yes
	No
	No
	Yes
	Yes
	No
	Yes

	Preconceived Views & Prior Experiences 
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes

	Making Decisions and Offered Choice 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Make own Decisions 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Influence from Others 
	No
	No
	Yes
	No
	No
	Yes
	No 

	Motivation: ‘A Clean Slate’ 
	Yes
	Yes
	Yes
	Yes
	No
	No
	Yes

	Parents: Helpful & Unhelpful 
	Yes
	No
	Yes
	Yes
	Yes
	No
	Yes 

	Interview Reflecting Assessment 
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	Yes



                     Table 3: Identification of Recurrent Themes 

Researcher’s Epistemological Position and Reflexivity 
IPA recognises the researcher’s role in the interpretation of the participants’ experiences and acknowledges that the researcher’s own experiences cannot be bracketed entirely from this process (Creswell, 2003; Smith & Osborn, 2006; Smith, Flowers & Larkin, 2012). 
     The researcher is a 31 year old female and had worked for a number of years in CAMHS services prior to commencing the Professional Doctorate in Clinical Psychology. Indeed, the researcher has held a constant and growing concern for how young people experience the assessment and decision making process of the CAMHS ‘choice’ (initial) appointment. This of course influenced the researcher’s interest in this particular study topic. In light of this the researcher utilised supervision opportunities in an attempt to ensure that the interpretation remained grounded in the data in hand and kept a reflective and exploratory notebook in an attempt at bracketing, or separating off the researcher’s own thoughts and experiences from the participant’s (Appendix Q). 

Results
Through analysis of the data four super-ordinate themes and seven sub-themes were identified.  Themes were interlinked (Appendix P) but are discussed individually to provide clarity. The fourth super-ordinate theme emerged in regards to the interview process itself. This theme was not seen to be directly related to the research aims or questions but was of importance to the young people’s experiences in the room and is felt to be of importance to the consideration of further studies involving young people. The fourth theme also interlinked with all of the other three super-ordinate themes and so it was felt this could not be ignored (Appendix P). 

	Super-Ordinate Theme 
	Sub-Theme 
	Theme Present in Participants 

	1) The Clinician as Important 
	1. A) Personal Qualities & Relationship 
	P1, P2, P3, P4, P5, P6 

	
	1. B) Status, Power & Roles 
	P1, P3, P4, P6 

	2) Anxiety before Assessment 
	2. A) Information or lack of 
	P1, P4, P5, 

	
	2. B) Preconceived Views & Prior Experiences 
	P1, P2, P3, P4, P5, 

	3) Making Decisions & Offered Choice 
	3. A) Making own Decisions about DBT  
	P1, P2, P3, P4, P5, P6 

	
	3. B) Motivation; ‘A Clean Slate’ 
	P1, P2, P3, P4, 

	
	3. C) Parents: Helpful & Unhelpful 
	P1, P3, P4, P5 

	4) Interview Reflecting Assessment 
	
	P1, P3, P4, P5, P6 



               Table 4: Master Table of Super-Ordinate and Sub Themes 

Super-Ordinate Theme 1: The Clinician as Important 
A range of experiences were identified across all participants in relation to the importance of the CAMHS clinician in both the assessment and being recommended DBT. Two sub-themes were identified in relation to the clinician: 1. A) Personal Qualities & Relationship and 1. B) Status, Power & Roles. The main interpretation of this theme was that young people’s experiences of CAMHS can be shaped by their experience of their clinician. 
1. A) Personal Qualities & Relationship 
All participants experienced clinician personal qualities and relationship as important to whether they had a good experience of being assessed and recommended DBT. Particular qualities of importance were a clinician whom they could trust and who understands without judgement. Being able to trust a clinician was experienced as important to many participants. In particular, a sense of knowing that the clinician will not tell other people what is discussed at assessment was important. Experiences of concern for how peers, parents and indeed society may view their problems left participants with a desire to ensure things they shared ‘stayed in the room’: 
“It’s all about being in that safe space when you’re talking about stuff in a confidential room – in a confidential manner … that you should have a counsellor who – you can feel – you can trust.” Participant 5: lines 306-308. 
Judgement was also experienced as a concern for participants and to have a clinician who was not judgemental was important. A queried sense of insecure self ran through this sub-theme for many participants and a somewhat consuming concern for how others view and judge the participants, particularly in relation to their mental health was apparent:  
“Like, if I said something to them … like if they were … Ermmm … gonna, like … like look at … like think of me badly for it.” Participant 3: lines 33-34. 
Participant 3 then discusses how they experienced their clinician as not judgemental and the effect this had on their narrative around their problems: 
“Yeah, a bit, coz I started to see that, like, they were just, like, trying to help me and things like that” lines 63-64. 
“Mmm – and how did you experience having, feeling like someone was trying to help you?” Interviewer: lines 65-66. 
“Ermmm … it just like, kinda, felt like, a bit, like, it felt like I might get better.” Participant 3: lines 67-68. 
The clinician qualities also affected the relationship or ‘bond’ developed between clinicians and young people and this relationship was seen as important in having a good experience at CAMHS and how actively a young person will engage in their assessment: 
“I think the best way for therapy is you need a good bond to, to have a good therapist and like a therapeutic experience if you want to fix yourself cause if you have someone who you thinks s**t you’re not going to work with them well and you’re not going to wanna be there and you’re not gonna wanna listen.” Participant 2: lines 216-220. 
1. B) Status, Power & Roles 
An important theme running across participants emerged about the clinician’s professional status, the roles adopted between young people and clinicians during assessment and being recommended therapy, and how this concern with status and playing out of roles can at times create a power imbalance. In turn these experiences could become positively or indeed negatively influential in young people’s decision making from whether to engage fully in the assessment, to decisions around recommendation right through to whether they took part in the study. Interlinking with sub-theme 1. A) professional status seemed to represent someone young people can trust and could be demonstrated through visual cues such as a name badge: 
 “Ummm, just, like, well this sounds weird but like you’ve got your name badge on you’re just someone that’s got a higher status than me, so, someone that, not like, they’re obviously running the place and just someone that I know I could trust.” Participant 1: lines 110-113. 
This extract from the data also highlights how the study interviews began to demonstrate a reflection of the assessment experience and how the researcher was being brought into this, when participant 1 changes from discussing the researcher’s name badge to ‘they’re’ referring to clinicians. 
     Power imbalances in relation to the clinician and the participants also emerged from the data. Participant 4 experienced a struggle between wanting to correct a clinician’s interpretation of their feelings but holding an underlying worry about offending the professional. The participant shares how they responded by not challenging them: 
“Ermmm … I think it’s quite an awkward situation, because it’s, like, I feel … mean, I feel horrible if I’m, like, ‘No’ … because it’s kinda like disregarding their profession if I’m like, ‘No, you’re wrong’ … but then I also know that it’s … it’s what we’re talking about … well me”. Participant 4: lines 230-234. 
 When sharing how they responded: 
“But – Ermmm … usually I just go ‘Mmm’.” Participant 4: line 238. 

Super-Ordinate Theme 2: Anxiety before Assessment 
All but one of the participants shared an experience of anxiety before they went to their CAMHS assessment. This could be interpreted as being influenced, for better or worse, by two sub-themes: 2. A) Information or lack of and 2. B) Pre-Conceived views & Prior Experiences. A lack of information about the CAMHS assessment and what this would entail was experienced by participants as a ‘fear of the unknown’: 
“Eh, it was nerve-wracking. Like I obviously I didn’t know, what, what I was doing I didn’t know why I was there really, I just thought obviously coz I didn’t have any diagnosis or anything. I just walked in sort of thinking like ‘oh god what’s gonna happen here?’”. Participant 1: lines 51-54. 
Participant 1 talks of not knowing why they were at CAMHS for the assessment. The increase in emotive language and the use of the phrase ‘oh god’ can be interpreted as reflecting an increase in anxiety when they walked into this first appointment. There is a sense of complete fear of not knowing why they are there or what would happen which could negatively impact on this young person’s experience of the CAMHS assessment and indeed their ability to engage in this process. 
     In polarization within the sub-theme, preparation and information about the assessment and indeed the clinician can aid in relieving young people’s anxieties about the assessment process: 
“So … Them going into more depth about, basically, their job and their role and …ermmm … and just talking through what we’re going to be doing and Ermmm … planning it as well.” …(Interviewer: “Mmm”) … “So it’s more structured” …(Interviewer: “Mmm”) … “ and you don’t feel as, like, over-whelmed” Participant 4: lines 82-88. 
In relation to how participants experienced being recommended DBT a number of them found being given an information video about DBT to watch was significant in assisting their understanding: 
“Like making me watch a video and it made me understand a bit more about DBT.” Participant 3: lines 83-84. 
“… with that video – it just cleared up basically what it is … and what it does [DBT] and Ermmm.” Participant 4: lines 124-129. 
A desire for further information, particularly around DBT can be conceptualised at a societal level with forward thinking and concern for generations to come who aren’t informed about therapies: 
“and that it’s sad that not a lot of people know what that is … what DBT is. And I think they should – because if some day our generation when we get older, we all have kids – we need to know a lot more about … what counselling is.” Participant 5: lines 501-504. 
2. B) Pre-Conceived Views & Prior Experiences 
Participants experienced pre-conceived views about CAMHS and their own prior experiences, mostly, as unhelpful and at times anxiety provoking or off putting when attending the assessment and being recommended DBT. There was a sense of apprehension building based on others’ warnings or experiences of CAMHS and subsequently participants became vulnerable to building their own pre-conceived negative views, which in turn then directly increased anxiety before assessment. 
“Ermmm … I felt quite nervous, as such, Ermmm, I’ll be honest, my, I, I’ve heard people before, saying … that it’s not great here [CAMHS].” … (Interviewer: “Okay”) … “And that, and … I was, like quite nervous, so people saying that.” Participant 5: lines 156-161. 
Previous negative experiences in services can create a view of others as potentially harmful and at an exploratory level could be interpreted as even invoking a threat brain mind-set before the assessment, which can cause the thinking brain to disengage and the emotional brain to take over (De-Thierry, 2015). Furthermore, in a first assessment when a clinician is attempting to gain information this experience would be really unhelpful, even detrimental to the young person’s wellbeing. 
“Ermmm … it was … ermmm … because … I’ve had some bad experiences in the past, so … Ermmm … I’m a bit suspicious of people, just … in case they … could say hateful things or stuff like that.” Participant 3: lines 56-59. 

Super-Ordinate Theme 3: Making decisions & Being Offered Choice 
All of the participants experienced being able to make their own decisions, and being offered choice, as important in relation to their experience of the assessment and recommendation process. Three sub-themes emerged in regards to this experience: 3. A) Making own decisions about DBT; 3. B) Motivation: ‘A Clean Slate’ and 3. C) Parents: Helpful & Unhelpful. 
3. A) Making own Decisions about DBT 
It could be interpreted from the data that participants value making their own decisions. Notably for these participants this was particularly true when exploring their experience of being recommended DBT and what was important about this. There seemed to be a mixed experience of clinicians suggesting DBT, dependent on whether the participants felt they were truly being given a choice. 
“I went to a normal session and [clinician name] was like ‘we’re doing DBT’ but it was my decision, I could have said no or yes.” Participant 2: lines 381-383. 
Participant 1 shared how they experienced the recommendation of DBT from a clinician as forceful, which evoked a conceptual questioning around whether young people would feel able to challenge suggestions from clinicians, interlinking with sub-theme 1. B) Status, Power & Roles: 
“no one said to me right you’ve got to do DBT this is what you’re doing that’s it you’ve got to go through it. I, it was just like, it was very forcefully said that … that, not forcefully, it was just … like not, I don’t know the word.” … (Interviewer: “Take your time.”) … “Like it was … agreed no that’s not the word [laughs]. It was recommended …” Participant 1: lines 284-290. 
It was felt that participant 1 was struggling to find the words without appearing critical of the clinician. The use of the word ‘forcefully’ and the emphasis in tone of ‘recommended’ suggested that this young person did in fact experience that they were being told they had to do DBT. 
3. B) Motivation: ‘A Clean Slate’ 
Participants showed a motivation for change and an appreciation for DBT being something new, fostering a sense of optimism through being recommended DBT as a therapy. This can perhaps be linked back to sub-theme 2. B) and the change DBT may have offered participants who have had negative experiences of CAMHS and other therapies is the past. 
“Think … I’m a bit more … like, I need to sort myself out – like, I’ve realised.” Participant 6: lines 198-199. 
“It was … a whole different … area for me [DBT] that I hadn’t been involved in, at all, so … Ermmm … I think that was good, that they recommended something fresh and something new, that could help me.” Participant 4: lines 500-504. 
“And it’s like, like starting, like, a new, like, like, clean slate.” … (Interviewer: “What do you mean by a clean slate?”) … “Like, Ermmm … like it’s just, like, because I didn’t have, like, have good experiences with therapies in the past, it’s got kinda, like, a new, like, start for me … having, like, a new therapy.” Participant 3: lines 279-283. 
3. C) Parents: Helpful & Unhelpful 
The experience of parents was mixed in regards to them being helpful or unhelpful, or both. This was interpreted as though the assessment and recommendation of DBT were a story which had a beginning, middle and an ending, with each part being either helpful or unhelpful to have parent involvement. Some participants found parents helpful initially in easing anxieties at the ‘beginning’ of the assessment: 
“I think the first time that I went, I think it was with my Mum … at the time as well, so that gave me some confidence as well … Some people don’t bring families … don’t bring their family members along to it but it does help if you do.” Participant 5: lines 219-224. 
Moving to the ‘middle’ participants expressed a difficulty in being able to talk about their problems with parents in the room during the assessment: 
“cuz I can’t, I feel like I can’t say something, like, to my parents … than …what I would say to a professional.” Participant 6: lines 65-67. 
“I don’t really get on well with me Dad, so it was kinda at that time as well, I wasn’t really getting along with him so it’s more that was a bit … like, making me angry that he was there, so … just talking about what was going on with him there, was a bit hard.” Participant 1: lines 76-80. 
Finally, the ‘ending’ when being recommended DBT some participants expressed valuing their parent’s opinions: 
“… obviously I respect my Mum’s opinions as well, so Ermmm … and she knows what’s best for me.” Participant 4: lines 270-273. 

Super-Ordinate Theme 4: Interview Reflecting the Assessment 
Although not directly related to participants’ experiences of being assessed by clinicians and recommended DBT, it became clear in 5 of the 6 interviews that the interview process seemed to be reflecting the participant’s experiences of the assessment. Furthermore, upon data analysis it could be seen how this reflection interlinked with all three of the other superordinate-themes. The participants were experiencing the researcher as a clinician: 
“like you wouldn’t, you wouldn’t be rude or, you wouldn’t, you wouldn’t like disrespect anyone” Participant 1: lines 121-122. 
Participant 1 had just finished discussing the researcher’s name badge and lanyard, bringing them directly into the conversation. Participant 1 then repeatedly used ‘you’ when sharing with the researcher what makes a clinician someone you can trust. The participant combined the use of ‘you’ with elaborate hand gestures/pointing, eye contact and head movements towards the researcher to indicate they were actually discussing the researcher as someone who wouldn’t be rude .Etc. and that they viewed the researcher as, or the same as, a clinician. 
     The participants experienced anxiety before and at the start of the interview likened to the anxiety experienced before the assessment:  
“Like, I’m nervous now, that’s why I’m stuttering a lot, but …” Participant 6: line 90. 
Finally, through higher level analysis and interpretation it was questioned whether participants had felt they had made the decision to take part in the study autonomously. In particular a participant had commented at consent taking that her Dad had told her to come that day and to sign and that she did not know what the study was for. Please note, the study was thoroughly explained and the participant was given time after this to digest this before then giving assent. 

Discussion
The aim of this research was to gain an in-depth understanding of young people’s experiences of being assessed by CAMHS clinicians and of being recommended DBT. The data was interpreted to highlight three super-ordinate themes: The clinician as important; anxiety before the assessment; making decisions & being offered choice, which may all interact in a complex manner in regards to whether young people have a good experience in a CAMHS assessment and how they experience being recommended for DBT. A fourth super-ordinate theme was also found that, although it did not directly answer the research aim, it was still felt to be of important significance to the study’s process and findings. 
     There are few studies of this kind available in the literature. Indeed, this is the first study, to the researcher’s knowledge, that has employed qualitative methodology in a UK based sample of young people only (not parents and/ or clinicians also) exploring assessment and recommendation specifically related to DBT, providing a novel insight into young people’s experience of being recommended this specific therapy.  
     Worrall-Davies & Marino-Francis (2008) highlight through a systematic review of 13 studies, the need for an understanding and evidence about what young people would like from CAMHS, in order to inform service development. The current study offers three distinct ideas of what young people might want in order to experience a good assessment at CAMHS and of being recommended DBT. Furthermore, the study offers seven further detailed areas to be considered when assessing young people and when recommending DBT as a therapeutic choice. 
     In line with findings from the available literature, participants in this study found the clinician to be of significant importance to their experience at CAMHS (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Jack et al, 2015;Kapur et al, 2014). Of particular note, young people felt being able to trust their clinician and for them to be non-judgemental were two of the most important qualities a clinician can have. 
     Indeed, the current study’s findings could be interpreted to show that young people are at an increased risk of experiencing raised anxiety levels prior to an assessment if they feel they have not received sufficient information about what to expect, especially if they hold pre-conceived negative views and have had previous negative experiences with services and therapies. These findings are also in line with the available literature that found young people who hold negative views of CAMHS and who did not receive adequate information about the assessment process prior to their appointment experienced higher levels of anxiety (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; O’Reilly et al, 2016; Rani et al, 2009). 
     It can be interpreted from the findings that young people value being a part of the decisions made about their care. In particular, young people value being part of the decisions made when clinicians recommend interventions, such as DBT. Despite government documents encouraging young people’s active role in decisions about services, there is little relevant research available to allow policy and decision makers to successfully incorporate young people’s views into decisions (Edbrooke-Childs, Jacob, Argent, Patalay, Deighton & Wolpert, 2016). This study offers a unique perspective into the experiences of young people being assessed and recommended DBT by CAMHS clinicians, and a novel understanding of the importance for young people to make their own decisions about choice of therapy, such as DBT.  

The Emancipatory Research Paradigm 
Emancipatory research is a type of research that looks to empower the subjects of social enquiry through recognition of the imbalances of power (Noel, 2016). Noel (2016) states that women, the disabled, the non-Caucasian, the non-English speaking and the non-heterosexual have all been disenfranchised within research over time, and that all of these ‘reasons’ for why they were deprived have become the foci of emancipatory research. However, one could take this further and argue that young people have been, and in fact still are being marginalised within research. Indeed, through the consent and ethics process alone, of young people over the age of 16 having to have parental consent to take part in this study, young people can fall victim of paternalism and can begin their engagement with a study that intends to empower their voice with a narrative of ‘adults know best’.   
     Power imbalances within any child-adult relationship leave researchers vulnerable to exacting power over young people within the research process, and indeed the same can be said of clinicians working with young people as highlighted by sub-theme 1. B) (Irwin, 2006). It is important to consider emancipatory research understandings and the power imbalance within child-adult relationships when considering this study’s findings. Furthermore, these are the reasons for why the researcher felt it particularly important to include super-ordinate theme 4 in the findings with an intention to strengthen the message and highlight the concern around empowering young people in research and indeed, within CAMHS services.  
     It became clear to the researcher during all interviews and during analysis of five out six of the participants’ data, that young people were not only viewing the researcher as a clinician, they were, it was felt, withholding from critiquing clinicians or the service too ‘harshly’. Furthermore, in the extreme, participants seemed to want to please the researcher to a point where through higher level analysis it was conceptualised that the participants may have been saying what they thought the researcher ‘wanted to hear’. Interlinking with sub-theme 1. B). It could be conceptualised that status, power and roles were being enacted within the interviews as they had been at assessment.  
     Not only does this provide limitations to the current study but it also presents considerations for further studies involving young people around: in whose interest is it for young people to agree to take part? Who is asking them to be a participant and is there a potential power imbalance? Furthermore, do young people feel empowered enough to say no? 

Relevance to Clinical Psychology and Clinical Implications 
This study offers potentially new knowledge and understanding to the field of Clinical Psychology within a CAMHS setting and child psychology settings alike. Clinical Psychologists (CPs) working within CAMHS will complete assessments and make recommendations around interventions routinely. However, despite regularity in CPs’ conducting assessments and recommending interventions, evidence based formulations remain imperative to CP practice, which are informed by the psychological assessment. Indeed, formulations based on assessments are then utilised to inform intervention recommendations. 
     Therefore, this study offers an understanding to CPs around action they could be taking to ensure young people receive a ‘good’ experience of assessments and recommendations. Clinicians can continue to ensure through following relevant guidelines that they maintain confidentiality, ensuring trust with young people. CPs should continue to adopt non-judgemental approaches to working with young people and pay particular attention to perceived issues of power and status, in line with clinical guidelines. 
     CAMHS could address young people’s anxieties around assessments through rethinking invitation to assessment practice. Indeed, through the researcher’s own experiences, initial assessments are often organised through invitation via letter or through contacting a young person’s parent or guardian. More thought could be given to how CAMHS make this first contact and whether this should be done directly with the young person (where appropriate). Furthermore, better communication of information could be explored through multi-media platforms - from leaflets through to a social media presence, such as Facebook and Twitter. This presence may also begin to address some of the preconceived negative views young people hold about CAMHS, although it is recognised by the researcher that this may be a wider societal issue. 
     Young people value making decisions and being offered choice and this can readily be incorporated into practice, such as young people being actively involved in intervention decisions and having a choice about who is present in their assessment. Utilising this study’s findings is a way in which the studies local CAMHS can begin to incorporate their young people’s views into practise around assessment and decision making with some small, meaningful changes as previously discussed. 
     CAMHS can consider the importance of incorporating young people’s experiences of assessment and decision making, as highlighted in this study, into practice. However, it is important to utilise appropriate caution when basing any policies, and or, when generalising the study’s qualitative research findings into practice, whilst considering the potential limitations and validity of this study’s type. These considerations are explored further in the validity and limitations sections of this paper.  

Strengths and Validity 
When considering young people’s involvement in decision making and indeed in research one can consider Roger Hart’s Ladder of Youth Participation (United Nations Children’s Fund, 1992) and Shier’s (2001) Pathway’s to Participation. When considering the Ladder of Youth Participation this study can be considered to be at a ‘Consulted and Informed level’. The young people understand the process and their opinions are treated seriously but the study has been designed and run by adults (UNICEF, 1992). The researcher believes that this study attempts to employ level 4 of the Pathways to Participation Model as the researcher is attempting to involve young people in decision making processes, of course whether this will be achieved will depend on services taking into account the findings from participants (Shier, 2001).  
     Quality and credibility of the study is explored using Yardley’s (2000) core principles for assessing qualitative research below:  
Sensitivity to Context 
This principle was adhered to through recognition of the current CAMHS climate in light of increasing referrals (National Health Service, 2016). A heterogeneous sample was achieved through purposive sampling. Although the research question is specific to the characteristics of a DBT group, the group members do not share the same characteristics in terms of age, gender, ethnic backgrounds. Therefore, a homogeneous sample would not truly reflect the diversity of DBT groups and would limit the findings transferability (Smith, Flowers & Larkin, 2012). 
Commitment and Rigour 
In an attempt at triangulation a peer IPA group and academic supervision were utilised to ensure consistency with the methodology. 
Transparency and Coherence 
Transparency has been demonstrated through the use of photographs of the actual analysis that took place rather than typed versions of the process created afterwards. Extracts are presented from all six participants to demonstrate breadth and depth of analysis. 
Impact and Importance 
The findings have been discussed in relation to CAMHS practice and in direct relation to the field of Clinical Psychology. 

Limitations and Future Research
Given the increased disengagement experienced by local clinicians of young people within the DBT group, recruitment was at times problematic. Ethical approvals stipulating parent/guardian consent even if a young person was over the age of 16 also proved to be a limitation with recruitment for this study. Because of these factors only six participants were recruited. However, IPA guidelines state that for student projects where the researcher is not familiar with the methodology a sample size of up to six would be sufficient for a good study (Smith, Flowers & Larkin, 2012). 
     Limitations in terms of power and the emancipatory research paradigm have previously been discussed. However, further research may look to address these issues through conducting interviews away from CAMHS bases. A number of participants commented on being in the same room for their assessment as where the interview was held. The interviewer made best attempts to not ‘appear’ to be a clinician, such as dressing more casually than clinicians might. However this may be addressed better in the future by researchers not wearing ‘professional name badges/lanyards’ and making it explicitly clear that they do not work for the service, or indeed the Trust(s), where appropriate. 
     Triangulation has been briefly explored in ‘transparency and coherence’. However, it is recognised that this could have been further attempted through engaging the participants in checking the themes and data analysis process. Indeed, the researcher had intended to share the superordinate themes generated with all members of the DBT group, not just those who participated, and ask them to create a visual representation of each theme. It was the belief of the researcher that if the young people were unable to visually represent any of the themes, then it could have been thought that the theme did not resonate with them. However, due to time constraints the researcher was unable to complete this form of participant checking. Furthermore, the researcher could have attempted to validate the study’s findings through triangulation by contacting other stakeholders, such as clinicians from the CAMHS service, and requested that they peer check the data analysis and themes found from the study. It would be recommended if the study was to be replicated in other CAMHS localities, that these forms of data validation should be explored. 
     Participants were keen to share their experiences of the DBT programme. The researcher is aware of a lack of literature in this area and so future research may wish to continue on from this study, providing an understanding of how young people experience DBT after being assessed and recommended it. 
	Conclusion	
This study explored young people’s experiences of being assessed by CAMHS clinicians and recommended DBT. Semi-structured interviews were conducted with a sample of six young people all enrolled on a local DBT CAMHS group. Consistent with the literature young people experience clinicians as important throughout the process, increased levels of anxiety before assessment were experienced and young people valued being a part of decisions about their care (Beck, 2006; Bone et al, 2014; Coyne et al, 2015; Davison et al, 2017; Evans, 2017; Jack et al, 2015; Kapur et al, 2014; O’Reilly et al, 2014; Rani et al, 2009). The findings suggest clinicians can attempt to provide young people with a good experience of the assessment process by being trustworthy and non-judgemental and providing young people with choice and autonomy to make decisions about their care. 
     Furthermore, decision makers from the studies CAMHS could look to improve the views held by young people of CAMHS, in an attempt to reduce young people’s negative experiences and anxieties. This could be attempted by the local CAMHS through improving their social media presence, such as employing the use of media platforms like Facebook and twitter. Furthermore, these media platforms allow for ways in which CAMHS can communicate with and better inform young people about CAMHS assessments and the decision making process. 
     Generalisability and validity of the study’s findings should be considered alongside the limitations and methodological considerations discussed, particularly when considering any potential changes to policy and practice. 
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What was the study about? 




· It is recognised that changes need to be made to mental health services for young people. 


· Young people have important views and lived experiences of the difficulties that affect them, which adults may overlook. 

[image: Young_People_tcm15-12493[1]]










· Dialectical Behaviour Therapy (DBT) has been adapted for adolescents who present with a variety of specific difficulties. 

· Many Child and Adolescent Mental Health Services (CAMHS) are now offering DBT as an intervention for young people. 
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· There is little information about the views and experiences of young people who are assessed and recommended DBT in CAMHS. 


· So how do we know what young people experience, and what they want and need when they are being assessed and recommended interventions, like DBT? 


 What did the study hope to find out?  


The study wanted to explore the following questions: 
1. How do young people experience the Child and Adolescent Mental Health Service (CAMHS) initial assessment process?  
1. How do young people experience being recommended for DBT? 
1. [image: thinking[1]]How do young people experience clinicians from CAMHS making decisions about their mental health and recommending interventions? 




 What did we do? 


· Six young people were interviewed in total. 


· The interviews were then looked at in detail for patterns and relationships across what the participants had said. 


· The patterns and relationships were then grouped into ‘themes’. 


· Four ‘Major’ or ‘Super-ordinate’ and Seven ‘Sub’ themes were found. The diagram below shows what these were: 


Theme 1: The Clinician as Important
1. Personal Qualities & Relationship 
1. Status, Power & Roles 
Theme 2: Anxiety before Assessment
1. Information or Lack of 
1. Preconceived views & Prior Experiences 
Theme 3: Making Decisions & Offered Choice
1. Making own Decisions about DBT 
1. Motivation; ‘A Clean Slate’ 
1. Parents: Helpful & Unhelpful 
Theme 4: Interview Reflecting Assessment – Participants feeling that the research interview was like the CAMHS assessment 
























    

   What was found out?  



· The clinician is an important part of the assessment and recommendation process. Most importantly that a clinician is trustworthy and does not judge. 

· It can be nerve wracking before an assessment, especially if you haven’t received much information about what to expect and if you have had previous bad experiences with mental health services. 


· Being included in decision making and being offered choice is important. 

[image: lender-decisions[1]]








· Being interviewed for the study felt a bit like being assessed and recommended DBT at CAMHS. 



   What does this mean for you? 


    It is recommended that: 

· Clinicians can provide young people with a good experience of the assessment and decision making process by being trustworthy and non-judgemental. 


· Clinicians should give young people choice about their care. 

· CAMHS can attempt to improve their ‘image’ to reduce negative views. 


· Young people can be better informed about what to expect at CAMHS through multimedia platforms like Facebook and twitter. 

[image: twitter-logo[1]][image: Facebook_Logo-19[1]]











    How will this be shared?  


· The full research project will be submitted for publication to The Clinical Child Psychology and Psychiatry Journal. 

· Participants who took part in the study and requested a copy of the executive summary will be sent a copy in the post. 
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Introduction to the Study 
It is recognised nationally that improvements need to be made in mental health services for young people within England, with statistics showing that 1 in 10 young people will have some sort of mental health difficulty. Group therapeutic interventions are believed to be effective in terms of intervention effectiveness and costing to the National Health Service (NHS). 

There is a rise in young people presenting with emotional difficulties and risky behaviours at Child and Adolescent Mental Health Services (CAMHS). Dialectical Behaviour Therapy (DBT) is recommended as a chosen intervention for these difficulties, and some CAMHS in England are now offering DBT groups for young people. 

The ‘Future in Mind’ document encourages young people being involved in the decisions that affect their interventions. However, despite this Government document and the development of DBT groups across England in CAMHS, there was only a small amount of research available on this topic to help clinicians and decision makers understand what it is young people want and need. 

This begs the question, how do we know what young people who present to CAMHS experience when decisions are made about their care, such as being assessed and recommended DBT? 
This study intended to add to the small amount of research that was available by investigating the experiences of young people who present to CAMHS and were assessed and recommended DBT. It is hoped that any findings from this study will be considered in CAMHS decisions, in regards to young people’s treatment and care. 

Aims of the Study
The study intended to explore the following questions: 
1. How do young people experience the Child and Adolescent Mental Health Service (CAMHS) initial assessment process?  
1. How do they subsequently experience being recommended for DBT? 
1. How do they experience clinicians from CAMHS making decisions about their mental health and recommending interventions? 


Methods – How was it done?
Interpretative Phenomenological Analysis (IPA) is a research approach that explores how people make sense of life experiences. Following IPA guidelines, six participants were recruited from a select group who could best answer the studies questions, as outlined in the study aims. 

Participants were three females and three males aged 14-17 and were all members of a local DBT group. Individual interviews were recorded, transcribed and then analysed to look for patterns and relationships across the participants. Four super-ordinate themes and seven sub-themes were identified.  The diagram below outlines these: 

Theme 1: The Clinician as Important
1. Personal Qualities & Relationship 
1. Status, Power & Roles 
Theme 2: Anxiety before Assessment
1. Information or Lack of 
1. Preconceived views & Prior Experiences 
Theme 3: Making Decisions & Offered Choice
1. Making own Decisions about DBT 
1. Motivation; ‘A Clean Slate’ 
1. Parents: Helpful & Unhelpful 
Theme 4: Interview Reflecting Assessment - Participants feeling that the research interview was like the CAMHS assessment













What were the findings?
The study found three distinct ideas about what young people might want in order to experience a good assessment at CAMHS and of being recommended DBT. Additionally, the study found seven further areas to be considered when assessing young people and when recommending DBT as a therapeutic choice. 

Participants in this study found the clinician to be of significant importance to their experience at CAMHS. Of particular note, young people felt being able to trust their clinician and for them to be non-judgemental were two of the most important qualities a clinician can have: 
“It’s all about being in that safe space when you’re talking about stuff in a confidential room – in a confidential manner … that you should have a counsellor who – you can feel – you can trust.” Participant 5: lines 306-308.










The study found that it could be thought that, young people are at a high risk of experiencing anxiety prior to an assessment if they feel they have not received sufficient information. This is especially so if they already had negative views about CAMHS, and had previous negative experiences with services and therapies. 

Young people valued being part of the decisions made about their care. In particular, young people want to be part of the decisions made when clinicians recommend interventions, such as DBT: 
“I went to a normal session and [clinician name] was like ‘we’re doing DBT’ but it was my decision, I could have said no or yes.” Participant 2: lines 381-383. 








Conclusion
The study explored young people’s experiences of being assessed by CAMHS clinicians and recommended DBT. In line with the limited available research, young people experienced clinicians as important throughout the process, increased levels of anxiety before assessment were experienced and young people valued being part of decisions about their care. 

The study highlighted how young people can experience power-imbalances with adults. It was also found that the young people experienced the study interviews as similar to the CAMHS assessment and decision making process. It is therefore important to consider, in whose interest is it for the young people to take part in studies like this one? 
Recommendations
Clinicians can provide young people with a good experience of the assessment and decision making process by being trustworthy and non-judgemental and providing young people with choice about their care. Decision makers from CAMHS services could look to improve the view held by young people of CAMHS, in an attempt to reduce young people’s negative experiences and anxieties around CAMHS.  

CAMHS can better inform young people about what to expect through attempting to contact the young person themselves in regards to assessments, where appropriate. CAMHS could also improve their multimedia ‘presence’ on platforms such as Facebook and Twitter, to share information about CAMHS. 

Sharing the Study
The full research project will be submitted for publication to The Clinical Child Psychology and Psychiatry Journal. The journal is interested in advancing theory, practice and clinical research in the field of child and adolescent psychology and psychiatry and related disciplines. Participants who took part in the study and requested a copy of the executive summary will be sent a copy in the post. 


Limitations
Recruitment and the ethical processes were problematic, with a study involving vulnerable young people this was to be somewhat expected. To address the perceived ‘power imbalance’ and reflection of assessment in the interviews future research could be held separate from CAMHS bases. Researchers could ensure they do not wear ‘official’ name badges and make it clear to participants they are not employed by the NHS trust. 

Participants seemed keen to discuss their experiences of the DBT group, and therefore a future research recommendation would be to explore this further. 
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Service (CAMHS) clini

Invitation
We would like you to help s with our research study. Please read this information
carefully and talk to your mum, dad or carer aboutthe study. Askus ifthere is
‘anything that is not clear or f you want to know more. Take time to decide if you
want to take part. Itis up to you ifyou want to dothis. If you don'tthen that's fine,
you'll be looked after by the service just the same.

Why are we doing this research?
We want totry and find out what young peaple think about their first
meeting at CAMHS, how they feel about being recommended for
therapy, and what they think about healthcare professionals from
CAMHS making decisions about their reatment.

Why have | been asked to take part?
You have been asked to take part because you are a DBT group member. This
means you will have had a first appointment at CAMHS, and you were then
recommended totake partin this therapy. We want to know your experiences of tis
first CAMHS appointment and the decision made for you to be a part of the DBT
group. We are also interested in the experiences of other young people in the same.
situation

Itis thought that decisions are often made for young people by adultsfprofessionals
‘about your care and we would ke to give you the opportunity to share your
experiences of this

We are asking 6-8 young people to get involvedall together.

Information Sh 11042018

+: Young Peopl, Version,

Nol lis entirely upto you. If you do decide to take part
+ Youwill be askedto sign a formto saythat you agree to
take part (an assent form)
+ Youwill be given this information sheet and a copy of
your signed assent formto keep.

vesy
NO

Youare free to stoptaking part up untilthe point that the researcher looks at your
data, which will be immediately after your interview, without giving reason. If you
decide to stop, thiswill not affect the care you receive from CAMHS

What will happen to me if | take par
Youwill be invited to meet with the researcher at a North Staffs CAMHS centre ona
day andtime to suit you. Your mum, dad or carer will be invited to come alongwith
you as they will need to sign a form to say you can take part because you are under
18. Your mum, dad or carer will need to wait for you n the building while you take
part but you will meet with the researcher alone. The meeting willlast around one
hourand it can be amanged for youto meet with the researcher priorto the interview,
ifthis will help you to feel more comfortable.

The researcher will ask you to talk about your experiences of
yourfirst appointment at CAMHS and your experiences of being
recommended for DBT therapy by professionals at CAMHS

“This is not a test, there are no right or wrong answers. We
would ike to record this meeting (sound only). and you will be
asked o sign a formto agree to this

there to be wor utif] take part?
We will be asking you to talk about your experiences of your first appointment at
'CAMHS and about being recommended for therapy, which may be upsettingand
‘could cause emotional distress/upset If you get upset we will stop and try to help
you feel better. If you need extra help we will amrange this foryou, this may be
‘asking your parent or guardian to oin us or a member ofthe CAMHS team (where
available) to offer you support. You also have accessto an out of hour's telephone
‘number as a member of the DBT group which you can use if you become distressed
due totaking part in this research.

Ifthe CAMHS DBT team feel that any specific young people would be at definite risk
of distress by taking part orwho may not be fully able totake part due to their mental
health, they would raise this with the researcher and a decision would be made as to
whether itis safe and appropriate for these people to take part. This may be
disappointing if you want to take part and cannot, but your mental and physical
health and wellbeing will and must always, be most important
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ll the study help me
Itis fett that as young people, your experiences of the CAMHS first appointment and
treatment decisionsthat are made for you are important, and should be considered
in decisions around your care.

‘Through taking part in this study you have the opportunity for your experiences to be
heard and to potentially help how healthcare professionals complete appointments
‘and make decisions. and couldlead to changes to services you and others like you
receive now and in the future.

yone else know | am doing this research?
Only the researcher. the DBT facilitators and your mum, dad or carerwill know you
are taking part. You do not have to tell anyone else that you are taking part.

Information collected will not be shared other than for the purpose ofthe study.
unless the researcher thought that you or someone else was in danger. You will be
given anumber which will be used instead of your name, this means that nobody wil
be able to identify you fromthe information provided when we publish the results of
the research

What happens to my information?
All data that can identify you (name, adcress Etc)will be stored in alocked fiing
‘cabinet at the University of Staffordshire, which only the researcher will have access
tountilthe results of the study have been published and executive summaries have
been forwarded to participants who have requested his. After this the identifiable
data willimmediately be completely destroyed.

Data that cannot identify you. or anybody else, will be stored securely at either the
researchers home orin the locked cabinet at the University. The data that cannot
identify you will also be used as part o the researchers study qualification and may
be viewed by individuals at Staffordshire University. such s examiners. Once the
study has been published the data that cannot identify you wil be stored securely at
the University of Staffordshire under their 10 year policy. Only the study's University
sponsor Dr Nachiappan Chockalingam will have access o this data, unless
participants have agreed (on their consent form) before taking part that this data can
be used for future research

What if there i a problem
Tell us if there is a problem and we willtry and sort it out straight away. You and
your mum, dad or carer can either contact the researcher, orthe researcher’s

Information Sheet:Young People, Version, 11/042018
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supervisors who will do their bestto answer your questions. If you remain unhappy
‘and wish to complain you can contactthe patient advice and liaison service locally.

PALS North Staffordshire / \y

Freephone: 0800 3899676 \J
Email: patientexperienceteam@northstaffs nhs uk

What will happen to the results of the research?
When the study has finishedwe will present our findings to CAMHS, and we may
also present them at other events or conferences. The results will also be included
s part of the researcher's educational qualification. They will be anonymous, which
means that you will not be able to be identiied from them. We can also send youa
copy ofthe results too.

Whoiis organising the research?
The research is being undertaken as part of the researcher's educational
qualification, organisedthrough Staffordshire University.

Who has checked the study?
Before any research goes ahead it has to be checked by a Research Ethics
Committee. This is a group of people who make sure that the research is OK to do.
This study has been approved by the Wales Research Ethics Committee 4.

Who can | contact for mor

formation?

Main Researcher ~ Alexandra Crawford
Please tell your DBT workers if you wil lie to be contacted for
more information and they will share your contact details with
Alex. who will contact you as soon as possible.

Supervisors
DrHelena Priest (Telephone: 01752 294580)
DrJoanna Heyes (Telephone: 01782 294774)
DrJames Boardman (Telephone: 0300 123 0967)

Who should | contact if | take part and become distressed?
s a member of the DBT group you have accesstothe DBT CAMHS team and an out of
hour's telephone number which you can and should use to seek support ifyou were to
become distressedat any point after the interview. If you were to become distressed at

Information Sheet:Young People, Version, 11/042018
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any point during the interview please do et your interviewer know and the interview will be
stopped immediately. Ways you can communicate you are distressedto your interviewer

will be agreed before commencing the interview.

Thank you for taking the time to read this information sheet
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Parent/ Guardian Information Sheet ¥ Youwill be asked to give your permission for them to participate by signing a

Combined Healthcare
NHS Trust

PARENT / GUARDIAN INFORMATION SHEET

Young people’s experiences of being assessed and recommended for
Dialectical Behaviour Therapy (DBT) by Child and Adolescent Mental Health
Service (CAMHS clinicians

Invitation paragraph
We are wiiing to inform you about the research we would like your childtotake part
in. To help you and your child decide whether they would like to be involved, we
would ke totell you why the research s being done and what it would mean if your
child decidedtotake part. Please take time to read the following nformation and
feel free totalk to us if you have any questions or if anythingis not clear.

Why are we doing this research?
We want to try and find out what young people think about their first assessment at
‘CAMHS, howthey feel about being recommended for Dialectical Behaviour Therapy
(DBT). and what they think about clinicians from CAMHS making decisions about
their mental health care.

Why has my child been asked to take part?
Your child has been invited totake part because they are currently participatingin a
DBT group, having been assessed by CAMHS, and recommendedto engage in this
therapy.

We would like to arrange to meet with your child at a North Staffs CAMHS centre
andtalk to them about their experiences of the initial CAMHS assessment and about
the decision forthem to engage in DBT as a recommendedtherapy. Itis thought
that decisions are often mad for young people by adults/professionals and we.
would ke to give them the opportunity to share their experiences.

We will explore their responses with those of other young people in the same.
situation. In'total, we are asking around 6-8 young people to participate.

Does my child have to take part?
Not s entirely up to them and you. Ifthey do decide totake part

. Parent /Guardian, Version, 11042015

North Staffordshire m

‘consent form.

~ They vill be asked to sign an assent form to say that they agree totake part

+ They and you will be given an information sheet and a copy ofthe signed
forms to keep.

‘Your child will be free to withdraw fromthe study at any point up untilthe study is
analysed without giving a reason, please note analysis may take place immediately
afterthe interview. If they decide to withcraw, this wil not affect the care they
receive now orin the future.

What will happen to my child ifthey take part:
Your child will be invited to meet with the researcher at a North Staffs CAMHS centre
ona day andtime to suit. Youwill need to come along. as you will need to give your
permission for them to participate by signingthe consent form because they are
under 18. Youwill be asked to wait in the buildingwhilst your child takes partin case
they need your support but your childwill meet with the researcher alone. The
meeting will last approximately one hour.

The researcher will ask your child to talk about their experiences of heirinitial
‘assessment at CAMHS, how they felt about being recommended for DBT therapy
‘and what they think about clinicians at CAMHS making decisions about their mental
health care. This is not a test and there are no right or wrong answers, information
given will be unique to them about their personal thoughts and experience. We need
to record this meeting (audio only). you will be askedto sign a formto agree to this

experiences of ther inital assessment at CAMHS and how they felt about being
recommended for DBT therapy, which may be upsetting and may cause emotional
distress and anxiety and may trigger specific mental health diffculties experienced
by some partcipants. Inthe event that your chid does become upset, the meeting
will be stoppedimmediately. The researcher willtry to reassure your child and may
call you into the room. If your child needs further support, then they will be able to
access support from within the CAMHS team as the research meeting will be held at
2 CAMHS centre.

Ifthe CAMHS DBT team feel that any specific young people would be at definite risk
of distress by taking part or that may not be fully able to take part due to their mental
health, they would raise this with the researcher and a decision would be made s to
whether itis safe and appropriate for your childto take part. This may be
disappainting if your childwants to take part and cannot, butyour child's mental and
physical health and wellbeing will and must always be of most concem

Iformation Sheet. Parent / Guardian, Version’3, 11/04/2018
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Are there any possible advantages in taking part? If you have any concers or problems with the study, you can either contact the

Itis fett that young people’s thoughts and experiences of the CAMHS assessment
process and treatment recommendations are important, and should be considered in
decisions around their care.

‘Throughtaking part in this study. they have the opportunity for their experiences to
be heard and to potentially help in the sharing of good practice, and the shaping of
services they and others like themselves receive.

Only the researcher and the DBT faciltators who are assisting in recruitment wil
know that your child is taking part. Theylyou donot need toinform anyone else of
their participation in the study unless they wouldike to.

Upon consentingto take part, all participants will be assigned a unique participant
‘number, and al information collectedwill be kept under that number, not by
participant’s name, except for the consent forms/opt-in slips Al data that can idertity
your child (name, address Etc) will be stored in a locked filing cabinet at the
University of Staffordshire. Only the researcher will have access to your child's
identifiable data up untilthe results of the study have been published and executive
summaries have been forwarded to participants who have requestedthis. Afterthis
the identifiable data will immediately be completely destroyed.

As mentioned, the research meeting with your childwill be audiotaped. Afterthe
meeting, the audio-recording will be transcribed 5o the researcher can read through
and study what your child has said. Once transcribed, the audio recording il be:
deleted fromthe Dictaphone immediately. Al transcribed data that cannotidentify
your child, oranybody else, will be stored securely at either the researchers home or
in the locked cabinet at the University.

‘The datathat cannot identify your child, or anybody else, will also be used as part of
the researchers study qualification and may be viewed by individuals at Staffordshire
University, such as examiners. Once the study has been publishedthe data that
‘cannot identify your childwill be stored securely at the University of Staffordshire
under their 10 year policy. Only the study's University sponsor Dr Nachiappan
Chockalingam will have access tothis data, unless you and your child have agreed
(onthe consent forms) before taking part that this data can be used for future:
research

Any information that is published in the results of the study will be anonymised using
the unique participant numbers

What if| have concerns about any aspect of the study?

Information Sheet. Parent / Guardan, Version’,

11042018

researcher, or the researcher's supervisors who will dotheir best to answer your
questions. If you remain unhappy and wish to make a complaint you can contactthe
patient advice and liaison service locally.

PALS North Staffordshire

Freephone: 0800 3899676
Email: patientexperienceteam@northstaffs nhs uk

What will happen to the results of the study?
When the study has finished, we will present our fincings to CAMHS, and we may
also present them at otherlocal events or conferences. The results willalso be
included as part ofthe researcher's educational qualification

When the findings are written up, some of the things your child has said during their
research meeting may be quoted, but only in away that makes it impossible for your
child to be identified. We will seek permission to quote things your child has said
‘anonymously viathe assent/consent form process. We can aiso send you a copy of
the results, inthe form ofa summary, if you wish to receive them.

Whoiis organising the research?
The research is being undertaken as part of the researcher's educational
qualification, and the study is sponsored by Staffordshire University.

Who has reviewed the study?
Allresearch in the NHS is looked at by an independent group of people, calleda
Research Ethics Committee to protect participants’ safety. rights, wellbeing and

dignity. This study has been reviewed and given a favourable opinion by Wales

Research Ethics Committee 4.

Who can | contact for further information?

Supervisors
DrHelena Priest (Telephone: 01752 294580)
DrJoanna Heyes (Telephone: 01782 294774)
DrJames Boardman (Telephone: 0300 123 0967)

Who should my child contact if they take partand become distressed?

Iformation Sheet. Parent / Guardian, Version’3, 11/04/2018
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As a member of the DBT group your childhas accesstothe DBT CAMHS team and an
out of hour's telephone number which they can and should use to seek supportifthey
were to become distressedat any pointafter the interview. If they were to become
distressed at any point during the interview your child should et your interviewer know and
the interview will be stopped immediately. Ways your child can communicate they are
distressed to their interviewer il be agreed before commencingthe interview.

Thank you for taking the time to read this information sheet
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endix 8: Interview Schedule

Interview Schedule
Participant number:
Date and time of interview:

« Obtain young person and parentiguardians signatures of consent. Make a
copy for young person and parentguardian to keep.
Remind parent/guardian they must stay on site whilst interview takes place.
Agree with young person how they willlet the interviewer know if they would
like to stop.
Revisit anonymity and confidentiality.
Explain we are going to be talking about experiences, check their
understanding of the word ‘experiences’. Explain meaning if needed.
Proceed with question 1.
Use suggested prompts from table below thereafter, as and when needed, tick
s you go to aid memory of what has been asked.

1. Tell me about your experiences of the CAMHS assessment process and your
experience of being recommended for the DBT group.

Flow did you experience being assessedat CAMHS? _ Way need o
include specifically experience of mentel heath being assessed.

What was your experience of being recommended for the DBT group?

What were your Tnial Thoughts when you were suggestedthe DBT group?

Flave yourthoughts changednow you are in the group?

What Is your experience of being recommended a treatment by a CAMIFS
clinician/professional?

Flow did you expenience that I young person makes & port [ would ke
them to elaborate on

If young person s unsure of anything asked or any words use, explain, check back
understanding and re ask question/prompt.f it seems the young person does not
understand when checking back, re word or re phrase the question/prompt so they can
understand. Make a note ofhow this was changed next tothe question or prompt.

® w04
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Miss Alexandra Crawford Emais s sporovsions net-
South Staffordshire and Shropshire NHS Foundation Trust

28 Tetchil Brook Road

Ellesmere.
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16 April 2018

Dear Miss Crawford

Letter of HRA Approval

Studytitie:  Young people’s experiences of being assessed and recommended for
Dialectical Behaviour Therapy (DBT) by Child and Adolescent Mental
Health Service (CAMHS) clinicians

IRAS project ID: 244551
18WAD122
Staffordshire University

1:am pleased to confim that HRA Approval has been given for the above referenced study, on the
basis descrived in the application form, protocol, Supporting documentation and any clarfcations
received. You should not expect to receive anything further from the HRA.

How should | continue to work with participating NHS organisations in England?
You should now provide a copy of this letter o allparticipating NHS organisations in England, as well
s any documentation that has been updated as a result of the assessment

Following the arranging of capacily and capabilty, participating NHS organisations should formally
confim their capacity and capabilty to undertake the study. How this will be confirmed is detailed in
the “summary of HRA assessment” section towards the end of this letter

You should provide, if you have not already done so, detailed instructions to each organisation as to
how you will notfy them that research activties may commence at site following their confimation of
capacity and capabilty (e.g. provision by you of a ‘green light email, formal nofication following a site
initation visit, activiies may commence immediately following confiration by participating
organisaton, efc )

Itis important that you involve both the research management function (e.g. R&D office) supporting
each organisation and the local research team (where there is one) in setting up your study. Contact
details of the research management function for each organisation can be accessed here.

How should | work with participating NHS/HSC organisations in Northern reland, Scotiand and
Wales?

HRA Approval does not apply to NHS/HSC organisations within the devolved administrations of
Northern Ireland, Scotiand and Wales.
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