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Abstract
Background  Video consultations has been suggested to lower the threshold for child and adolescent mental 
healthcare treatment. This study explores how young people receiving child welfare services experience video 
consultations in child and adolescent mental healthcare. The study is part of a larger Norwegian study of access to 
health services for this target group.

Methods  The study has a mixed methods design including qualitative interviews and a quantitative survey, with 
young people receiving child welfare services. The qualitative interviews included 10 participants aged 15–19. The 
survey included 232 participants aged 16–24 of which 36 reported having received video consultations in mental 
healthcare. The interviews were analysed using thematic analysis. The survey data was presented as frequencies to 
clarify the distribution of positive and negative perceptions of video consultation.

Results  The results show that the participants experienced video consultations as more superficial and less binding, 
compared to in-person sessions. They raised concerns of the therapeutic relationship, however some found it easier 
to regulate closeness and distance. In the survey several reported that their relationship with the therapist got 
worse, and that it was much more difficult to talk on screen. Moreover, a large proportion (42%) claimed that video 
consultations did not fit their treatment needs overall. However, a minority of the participants found it easier to talk to 
the therapist on screen.

Conclusions  The study reveals important weaknesses and disadvantages of online therapy as experienced by 
young people receiving child welfare services. It is particularly worrying that their criticism involves the relational 
aspects of treatment, as children receiving child welfare services often have relational experiences which make them 
particularly sensitive to challenges in relationships. This study shows that youth involvement in decision making of 
video consultations in therapy has been rare. Clinicians should be aware of these young people’s doubts regarding 
the quality of video consultations in child and adolescent mental health care. Further studies should examine how 
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Introduction
This study explores how young people receiving help 
from child welfare services (CWS) experience video 
consultations (VC) in mental health treatment. VC is 
a supplement or an alternative to in-person consulta-
tions, using live two-way video and/or audio interactions 
between therapist and client(s) or video conferences with 
interdisciplinary teams [1]. As a tool in child and ado-
lescent mental health services (CAMHS), VC is far from 
new [2–5] and forms part of a broader array of eHealth 
services and digitalisation strategies used by health 
authorities in many countries. It is an important policy in 
Norway and a range of other countries to increase digi-
talisation of welfare and health services [6, 7]. However, 
VC was generally little used in CAMHS until COVID-19 
necessitated a sudden change to digital communication 
[8, 9].

Young people receiving CWS have a higher preva-
lence of mental health problems due to difficult living 
conditions, trauma exposure, and underprivileged back-
grounds [10–12]. Several studies show, paradoxically, 
that these young people often have poorer access to 
mental health services [12–17]. There has been a focus 
on how mental health services can reach this group, and 
VC has been suggested as an innovative solution [18, 19]. 
The concern that young people receiving CWS were par-
ticularly vulnerable during COVID-19 further accentu-
ated the need for CAMHS to maintain contact with them 
[20–22].

Studies indicate that VC can improve access to special-
ist mental healthcare by lowering important barriers like 
geographical distance, low socio-economic background 
and poverty [18, 19, 23]. However, structural inequal-
ity in access to technological solutions and disparities in 
knowledge of digital tools have been highlighted [9, 21, 
24, 25]. Digital solutions in CAMHS and CWS also pose 
confidentiality and safety risks as clients need a stable 
internet connection and privacy for a VC [20, 22, 26].

Several studies of service providers’ perspectives indi-
cate promising results and positive experiences of VC 
in mental health treatment for young people [2, 18, 19, 
23, 27]. The review by Boydell et al. [2] suggests that 
young people may be more likely to respond to VC and 
internet-based applications. A pilot study of PTSD treat-
ment showed promising results in the use of VC [19]. 
Malas [23] found that primary care providers felt that a 
telepsychiatric collaborative programme, including VC, 
improved treatment to youth because of better access 

to specialist psychiatric assessments. Simpson et al. [27] 
argue that VC is an opportunity to develop therapeutic 
relationships with young people as they have grown up 
with technology. Archard and colleagues [28] did a ser-
vice evaluation of the shift from face-to-face to remote 
forms of care from a single specialist CAMHS team dur-
ing Covid − 19 with 16 vulnerable young people in resi-
dential care, foster care, adopted, or involved in justice 
services. They found a high level of satisfaction with 
the service and that the therapeutic relationship had a 
renewed significance when care was delivered remotely 
or as a hybrid solution. Nevertheless, half of the par-
ticipants expressed a preference of face- to face contact 
when there was no need for physical distancing. More-
over, some clinicians have also warned about an exist-
ing digital divide due to socioeconomic inequalities and 
poverty, such as inequalities in access to internet and 
electronic devices for marginalized children [29]. Sev-
eral concerns have also been raised regarding the devel-
opment and quality of the therapeutic relationship in 
VC [5, 6, 21]. Establishing a therapeutic relationship in 
VC risks losing some of the nuances of communication 
related to body language, facial expressions and subtle 
social cues [9, 26, 30]. There are also concerns that thera-
pists in VC have limited access to risk assessment of the 
child’s safety, care situation and need for CWS support. 
Therapists have also emphasised the difficulty of access-
ing children’s/adolescents’ developmental status and safe-
guarding welfare concerns using VC [20, 31].

During COVID-19, interdisciplinary collaboration in 
CAMHS and CWS was frequently modified to e-health 
solutions [1, 26, 31, 32]. Studies show that these solutions 
increase participation of professionals, encourage more 
frequent meetings and enhance continuity in collabora-
tion. However, there is a need to explore how to include 
families with limited digital access in these meetings and 
to consider topics suitable for video conferences [1, 32].

VC in mental healthcare has been suggested to lower 
the threshold for CAMHS treatment for young people 
receiving CWS. Since the use of VC increased consid-
erably during COVID-19, it is important to enhance 
knowledge of its potential consequences. Research on 
VC in CAMHS is still limited and most studies are based 
on therapists’ and professionals’ perspectives. Stud-
ies exploring the quality of VC are needed and young 
people’s own perspectives on VC are greatly under-
researched. Against this background, this study will 
explore the views of young people receiving help from 

user involvement can be incorporated in video consultations in therapy and how this could improve experiences and 
the quality of video consultations.
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CWS perspectives’ on VC in CAMHS treatment. We 
pose the following research questions:

How do young people receiving CWS experience VC in 
mental health treatment?

How do young people receiving CWS experience the 
therapeutic relationship in VC treatment?

Methods
This study is part of a larger project investigating access 
to health services for young people receiving CWS. The 
present study was directed at young people receiving 
CWS as well as CAMHS. The study has a mixed methods 
design including qualitative interviews and a quantitative 
survey  [33].

Study setting
The Norwegian CWS has a twofold mandate under the 
Child Welfare Services Act [34]: (1) to protect children 
from neglect and abuse, and (2) to provide help and sup-
port to ensure a secure and caring environment for chil-
dren [35]. The day- to-day service is organized within 
each municipality and perform assistance including: 
home-based support, out-of-home placements, moni-
toring out-of-home placements, network meetings and 
aftercare for young people up to the age of 25 [36].

The Norwegian CAMHS consists of multidisciplinary 
treatment units that are part of the public, secondary 
specialized health care system. It is organised as a spe-
cialist service in regional hospitals and community based 
outpatient clinics for children and adolescents 0–18 years 
old (possible to extend the treatment until the age of 23). 
The aim of CAMHS is to assess and treat serious men-
tal health problems and disorders. Most of patients are 
treated in community-based outpatient clinics where 
psychiatrists, psychologists, pedagogues, social workers 

and nurses work in interdisciplinary teams. CAMSH 
require a referral by doctor, a psychologist or child wel-
fare worker [37].

Mixed methods
Combining qualitative and quantitative methods in a 
mixed-method design can be helpful in understanding 
how complexity impacts on interventions in specific con-
texts [33]. A parallel-results convergent synthesis design 
[33] was used in collecting, analysing, and interpreting 
qualitative and quantitative data. We started the data col-
lection conducting most of the qualitative interviews, fol-
lowed by a preliminary analysis of these interviews which 
we used as inspiration to develop questions about VC in 
the survey. Qualitative and quantitative data are analysed 
and presented separately in the results section, and the 
results are interpreted in the discussion section.

Qualitative interviews
Participants and data collection. The participants 
for the qualitative study were recruited via CWS in 
the municipalities and via information in social media 
(posted at Facebook of the Norwegian foster home asso-
ciation and Competence Center for Lived Experience 
and Service Development, and Instagram pages of orga-
nizations for children who receive CWS), and to some 
extent via ‘snowball sampling’ (based on referrals from 
participants).

The main project was conducted in 2021–2022 and 
included 27 qualitative interviews with young people 
who had received CWS and CAMHS. Ten of these par-
ticipants had experiences with VC. The in-depth inter-
views with these ten young persons (aged 15–19) who 
had experience of VC in CAMHS are included in the 
present study. The participants are presented in Table 1, 

Table 1  Participants in the qualitative study
Pseudonym Sex Age 

(years)
Housing CWS assistance Self-reported mental health problems

Ariana Female 18 Living alone in a studio flat Aftercare Depression, anxiety, insomnia, previous drug problems
Beth Female 16 Living with parents Receiving home-

based support
ADHD, PTSD, depression, self-harm, suicidal thoughts, 
suicide attempts,

Cathy Female 15 Foster care Foster care Eating disorder
Dan Male 16 Institutional care Institutional care Borderline personality disorder, ADHD, suicide attempt
Eve Female 17 Living alone in a studio flat Receiving home-

based support
Depression

Faith Female 17 Foster care Foster care Anxiety, PTSD
Gail Female 19 Living with friends in a flat Aftercare Depression, ADHD, psychosis, personality disorder, 

suicide attempt, drug problems
Heather Female 18 Living with friends in a flat Aftercare Eating disorders, ADHD, borderline personality disor-

der, bipolar disorder, depression, chronically suicidal, 
anxiety, dissociative disorder

India Female 17 Living with parents Receiving home-
based support

Eating disorders, self-harm, suicide attempts

Jude Female 19 Living in sheltered housing Institutional care PTSD, anxiety, depression
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including information about gender, age, what kind of 
CWS assistance and their self-reported problems.

The participants could choose if they wanted to do the 
interview in-person or online. Participants were asked 
about their experiences of VC in questions like: ‘Have 
your received VC from CAMHS?’ and ‘What did you 
think about having VC with CAMHS?’ and ‘What is the 
difference between VC and in-person consultations?’

Qualitative analysis. The qualitative interviews were 
transcribed verbatim. All transcripts were read by two 
of the researchers and the ten interviews that included 
experiences of VC were subject to thematic analysis 
inspired by Braun and Clarke [38] and Clarke et al. [39]. 
This analysis was based on a constructivist epistemologi-
cal assumption. Thus we acknowledge that knowledge 
is interpreted and developed in dialogues and interac-
tions between people [40]. All text was coded in NVivo 
software, and sub-themes were developed from these 
codes and discussed and revised by two of the research-
ers. Agreement on the analytical themes was reached via 
internal meetings in the research group discussing data 
and analyses. This led to three main themes, as presented 
in the results.

Quantitative survey
Sample. An invitation to participate in an online survey 
was sent via email to managers of all municipal child wel-
fare services in Norway (n = 221) and to managers of all 
child care institutions registered at Bufetat (n = 136). The 
managers were asked to forward the invitation, including 
a link to an online questionnaire, to the target group via 
their usual means of communication with them (email, 
SMS, or other ways). The questionnaire was accessible 
online between May to November 2022. Two reminders 
about distributing the survey to the target group was sent 
to the CWS during the data collection period.

Data-collection. Demographic information included 
age, gender (female, male or ‘other’ ) and living situation 
(i.e. ‘I live with both my parents in one place; ‘I change 
which of my parents I live with’; ‘I only live with one of 
my parents’; ‘I live with family members other than my 
parents’; ‘I live in a residential youth care institution’; ‘I 
live in emergency shelters’; ‘I live with foster parents’; 
‘I live with adoptive parents’; ‘I live with friends/collec-
tives’; ‘I live alone/in a dormitory’; (yes/no response cat-
egories) and ‘Other, describe’ (open end question).

Based on a preliminary analysis of the qualitative inter-
view data and previous literature [41], we focused the 
survey on experiences of the therapeutic relationship. 
The questions about VC use have previously been used 
by Gullslett et al. [41]. The survey included 15 specific 
questions about receiving VC from CAMHS. Respon-
dents were asked to think about their experiences from 
meeting their therapist via VC when answering the 

questions. One initial question was used to identify par-
ticipants with experience of VC: ‘In the past two years, 
have you received video consultations in connection with 
treatment services in CAMHS or mental healthcare for 
adults?’ (Yes/No). Other background variables concern-
ing the use of VC included the following questions: ‘Did 
you start treatment on screen because it was closed for 
regular attendance due to the COVID-19 pandemic?’ 
(Yes/No/I don’t know); ‘How many times have you had 
on-screen treatment?’ (Once/2–5 times/6–9 times/10 
times or more); ‘Have you had an appointment with 
physical attendance in addition to digital treatment?’ 
(Yes/No); ‘Where were you during video consultations?’ 
(At home/At school/Other).

Questions about experiences with VC included: ‘Do 
you think it’s okay to see yourself on screen? (Yes/No/I 
don’t know); ’Is the relationship with your therapist the 
same, or better or worse when you are on a screen than 
in regular attendance?’ (Much better/A little better/The 
same/Slightly inferior/Much worse/Not Applicable); ‘Can 
you say what you want to say on the screen?’ (To a very 
large extent/To a large extent/To some extent/To a small 
extent/Not at all); ‘Talking to the therapist on screen, do 
you find that it is the same, easier, or more difficult than 
in person?’ (Much easier; A little easier/The same/A little 
harder/Much harder/Not Applicable). In addition, five 
items were included: ‘Do you feel like the therapist is lis-
tening to you on screen?’ 2)’ Do you find that the thera-
pist understands what you are conveying on screen?’ 3) 
‘Do you find it difficult to concentrate on the topics you 
talk about on screen?’ 4) ‘Does digital/on-screen therapy 
fit your therapy needs?’ 5) ‘All in all, are you satisfied with 
the digital/on-screen therapy?’. The responses to these 
questions were given on a 5-point Likert scale, where 
1 = To a very large extent, 2 = To a large extent, 3 = To 
some extent, 4 = To a small extent, and 5 = Not at all.

Quantitative analysis. Quantitative data were analysed 
using IBM® SPSS® Statistics. Descriptive analysis included 
measures of frequencies.

Ethics approval and consent to participate
The data collection was ethically approved by ‘Regional 
Committees for Medical and Health Research Ethics’ 
(reference IDs: 426536) and ‘Sikt - Norwegian Agency 
for Shared Services in Education and Research’ (refer-
ence IDs: 871209). All participants received written and 
oral descriptions of the study. Oral informed consent was 
obtained from all participants. Parental/guardian con-
sent was obtained for participants under 16 years old. All 
research methods followed the relevant guidelines and 
regulations.
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User involvement
A young person with user experience from CWS was 
involved in the planning of the project, recruitment of 
participants and in developing the interview guide. Fur-
thermore, the project collaborated closely with a profes-
sional advisor at a competence center for lived experience 
and service development in recruitment of participants 
and conduction seven of the interviews.

Results
The qualitative analysis resulted in three main themes: 
(1) Video consultations can be OK, but it’s not like real 
treatment, (2) You can escape video consultations when 
it’s too demanding, and (3) Video consultations can be 
timesaving but is can also be really messy.

Video consultations can be OK, but it’s not like real 
treatment
The participants reported having used different digital 
platforms from their computer or mobile phone in VC 
with CAMSH both during and after COVID − 19 lock-
down. Several participants described that VC did not 
meet their needs for therapy and support, and that they 
generally found the quality of VC poorer than in-person 
sessions. VC was frequently described by the partici-
pants as an alternative to what the informants described 
as real (in-person) CAMHS sessions with their therapist. 
Several expressed that they preferred in-person sessions 
as the ‘real thing’. Eve (17 years) talked about her experi-
ences with her psychologist during the lockdown:

During the lockdown, I had therapy sessions with a 
psychologist. We frequently used the phone, but after 
a while I went there and had real sessions.

She described finding in-person sessions more demand-
ing but considered them more useful for that very reason. 
The informants explained that they found the quality of 
VC poorer than in-person sessions as it limited the thera-
peutic interactions. Gail (19 years), expressed her scepti-
cism of VC:

Well, I’d say it’s not as good as usual sessions… when 
we meet face-to-face. Because you talk to a screen… 
it’s not just the digital aspect that decides whether 
the session is positive or not… But I think for most 
people it’s best to meet in person. For some it could 
be OK to have VC.

Some of the participants said that VC could work if they 
knew the therapist from before, however they still pre-
ferred in-person sessions. Several found the VC more 
superficial and highlighted that the therapists were not 
able to read their mood in the same way as in in-person 

sessions. Ariana (18 years) explained how consultations 
with her psychologist were moved to Skype during the 
first COVID-19 lockdown. She knew her psychologist 
well and liked her, and therefore felt that the VC worked 
OK. However, she also felt that VC limited useful thera-
peutic interactions between her and her therapist, much 
because she thought VC miss out on important body lan-
guage. She explained:

When I meet her in person, I think it’s easier for her 
to … well, you see each other on video, but I think 
when we’re in the same room it’s easier to read each 
other’s body language. Then she’ll notice when I’m 
feeling sad, if I’m angry or things like that… and if 
for example I suddenly start to lie about how I’m 
doing.

You can escape video consultations when it’s too 
demanding
While in the theme presented above, in-person sessions 
were described as more demanding and therefore pref-
erable, other participants highlighted VC as a way out of 
difficult and demanding therapy sessions. Some felt that 
VC allowed them to regulate closeness and distance in 
the sessions. Several participants described how they had 
logged off from digital sessions when they found the ses-
sions too demanding. Heather (18 years) described how 
VC offered an opportunity to withdraw from the session: 
‘It was kind of OK, because I just hung up when I didn’t 
want to talk any more….Like…enough of this. I can’t take 
anymore’. Both she and Dan (16 years), found it easier to 
end a VC than face-to-face sessions sitting with the ther-
apist at CAMHS.

Several participants had experience of interdisciplin-
ary collaborative meetings on digital platforms. Those 
involved were typically health and social care staff, the 
CAMHS therapist, CWS caseworkers, foster parents, 
parents, teachers, and educational support staff. These 
meetings were often moved online during COVID-19, 
and some participants found that these meetings were 
now permanently held on digital platforms. Several 
reported finding interdisciplinary meetings demand-
ing. It was difficult to talk about personal problems with 
many people in such a large forum, however the digital 
solution had given some an opportunity to escape when 
it was too demanding. Faith (17 years) had found a way 
to hide from the camera in these large meetings. She 
explained:

Luckily we don’t have the meetings in a room … we 
join in Teams or Zoom… … It’s a bit like … I can 
hide from the camera… It’s been like that because of 
Covid. But now we might actually have to meet in 
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person, they haven’t said that I have to join, but it is 
expected of me….

Another girl, India (17 years), explained how she with-
drew from digital collaborative meetings when she did 
not want to participate. She just turned off the com-
puter and thus left meetings when she found them too 
demanding.

Video consultations can be timesaving but is can also be 
really messy
Some participants talked about how VC could be a prac-
tical solution for long distances and saving travel time, 
however they also had some important reservations. Dan 
(16 years) who had lived in several childcare facilities for 
a long time expressed concern about the use of VC for 
young people living in institutional care. He was worried 
that if CAMSH sessions were frequently transferred to 
VC, young people living in childcare facilities could be 
more isolated in the institutions. Furthermore, he was 
concerned that the employees in such facilities would 
prefer VC as a solution due to practical reasons and lim-
ited resources. He explained:

Because where I used to live, it took an hour to get 
to CAMHS… And after COVID, they found out that 
it works just as well doing video consultations. And 
those sessions wouldn’t have any effect on me.

He also highlighted how VC must be voluntary and that 
young people should be entitled to choose the method 
themselves. He explained:

It could be quite frightening to start using video 
consultations, unless the person decides for them-
selves… Because it’s ok if they choose it themselves. 
But if people think: ‘This is just a practical solution, 
because this person shouldn’t be allowed to go out’ 
then it’s a rather scary way to go.

None of the participants mentioned any challenges with 
access to digital tools or handling digital platforms. How-
ever, poor internet connection during VC-sessions and 
meetings was highlighted as a problem by several. Jude 
(19 years) described how a bad internet line could com-
plicate meetings and thus preferred in-person meetings:

Well, when we have VC - and more than two people 
participate, the internet line is really bad. Someone 
starts talking, someone else can’t hear - and then 
they talk at the same time - ….and then they have 
to repeat themselves, and the child welfare person 
starts to talk because they didn’t hear what the other 
one said. So then it gets very messy. But it’s a good 

thing after all instead of driving for nine hours. So 
it’s an easy way to solve it if it’s at short notice… But 
it’s also really messy.

In summary, the findings show that the young partici-
pants receiving CWS and CAMHS expressed scepticism 
and raised several concerns about the use of VC. Their 
main objection to VC seemed to be the quality of their 
interaction with the therapist. While several described 
VC as less binding and demanding than in-person ses-
sions, some appreciated how VC gave them a new possi-
bility to regulate closeness and distance. All participants 
preferred in-person consultations to VC.

Results from the survey
Background characteristics
A total of 232 people aged 16–23 responded to the ques-
tionnaire sent via CWS and child care facilities through-
out the country. Of these, 36 participants (15%) reported 
having received digital health services/VC in treatment 
in CAMHS or mental healthcare for adults. Of these 36, 
69% (n = 25) were girls, 28% (n = 10) were boys, and 3% 
(n = 1) identified as ‘other’. The mean age of this group 
was 19 years (SD = 1.78, range 16–24). Six of them lived 
in a childcare facility, ten lived with foster parents, four 
with one or both parents, four with friends, in a group or 
with another family member, eight lived alone in studio 
flats, and three in other kinds of housing. One respon-
dent did not reply to this question. As shown in Tables 2 
and 27 (75%) participants stated that they started online 
therapy because COVID-19 prevented face-to-face ses-
sions. Most participants (41%) had had online sessions 
2–5 times, and 81% reported having had these sessions 
at home.

Experiences with digital treatment/video consultations
As presented in Table  3, when asked if they thought it 
was okay to see themselves on screen,

The responses were relatively evenly divided between 
yes, no and don’t know. No participants said that their 
relationship with the therapist was ‘a little better’/much 
better’ than in regular sessions. About one third of par-
ticipants rated their relationship with their therapist 
as ‘the same’, while 39% rated it as ‘worse’. In addition, 
about 40% of respondents had some difficulty expressing 
themselves in VC, while about 30% did not. Participants 
reported finding it harder to talk to the therapist during 
VC than in person, compared with those who found it 
easier (45% versus 34%).

Figure 1 shows that a larger proportion of the partici-
pants reported clearly negative (36%) than clearly posi-
tive (24%) overall satisfaction with VC/online therapy. 
Most of the participants agreed with the statement that 
they felt their therapist was listening to them in VC. 
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Table 2  Frequency distribution of responses to questions about starting VC, the number of VC sessions, and the context of VC by 
participants aged 16–24 receiving CWS (n = 36)

n Percent Valid Percent
Did you start video consultations because face-to-face consultations were impossible during COVID-19?

Yes 27 75 75
No 8 22 22
I don’t know 1 1 3
Missing values 3 2

How many times have you had video consultations?
Once 8 22 24
2–5 times 14 39 41
6–9 times 2 6 6
10 times or more 10 28 29
Missing values 2 5

Where were you during video consultations?
At home 29 80 88
At school 2 6 6
Somewhere else 2 6 6
Missing values 3 8

Table 3  Frequency distribution of the experiences of VC of participants aged 16–24 receiving CWS (n = 36)
n Percent Valid Percent

Do you think it’s okay to see yourself on screen?
Yes 13 36 40
No 11 31 33
I don’t know 9 25 27
Missing values 3 8

In video consultations, is your relationship with your therapist the same, better or worse than in face-to-face 
consultations?

Much better 0 0 0
A little better 0 0 0
The same 12 33 36
Slightly worse 10 28 30
Much worse 4 11 12
Not applicable 7 20 22
Missing values 3 8

Can you say what you want to say in video consultations?
To a very large extent 4 11 12
To a large extent 7 20 21
To some extent 8 22 24
To a small extent 12 33 37
Not at all 2 6 6
Missing values 3 8

When you talk to your therapist in video consultations, do you find it easier, the same, or harder than in person?
Much easier 2 5 6
A little easier 4 11 12
The same 8 22 24
A little harder 6 17 18
Much harder 10 29 31
Not applicable 3 8 9
Missing values 3 8
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About 10% disagreed. As for concentration, about 20% 
rated their concentration in VC as very poor, and the 
same proportion found it unsuitable for their needs.

Discussion
The qualitative interviews show that young people 
receiving CWS found that VC was more superficial and 
committed them less that in-person sessions with their 
therapist. The survey confirms this, showing that many 
reported a poorer relationship with their therapist and 
greater difficulty in talking in VC. Our discussion deals 
with the therapeutic relationship in VC, components of 
the therapeutic relationship and user involvement in 
decision making in VC.

The therapeutic relationship in Video Consultations
There is consistent evidence that the quality of the thera-
peutic relationship is crucial for the success of psycho-
therapy [42]. Moreover, evidence shows that positive, 
supportive relationships with adults, both therapeutic 
and non-therapeutic, can enhance outcomes for adoles-
cents receiving CWS [43] Studies of psychotherapy even 
describe the therapeutic relationship as having a stron-
ger association with positive outcomes for those adoles-
cents with the poorest attachment history [44]. However, 
these young people may show considerable ambivalence 
towards help for emotional problems [28]. Hence, estab-
lishing and maintaining positive therapeutic relation-
ships plays a vital role in the experiences of VC for young 
people receiving CWS. Our survey shows that 45% of 
the respondents found it harder to talk to the therapist 
online than in in-person meetings. Moreover, 39% felt 
that their relationship with the therapist was worse, and 
none found it better in VC. The qualitative findings are in 
line with these results, showing that the participants had 
serious concerns about the quality of VC and described 

how their relationship with the therapist committed 
them less. These findings contrast somewhat with those 
from several other studies that have indicated good qual-
ity and positive effects of VC [2, 18, 19, 23, 27]. However, 
most of those studies included only service providers’ 
perceptions, not clients’ own experiences, and potential 
clinical implications has only been measured in a small 
pilot study by Stewart et al. A limitation of pilot studies 
is potential self-selection bias, as they often attract digi-
tally optimistic and mature participants [41]. By contrast, 
most participants in our survey and all participants in our 
qualitative study had experienced VC during COVID-19 
restrictions. This may have led to more ad-hoc solutions 
with technical problems and unprepared therapists being 
thrown into VC therapy. Moreover, some of the par-
ticipants may have been living in greater social isolation 
than in normal circumstances and were perhaps particu-
larly vulnerable during COVID-19. However, our rather 
homogenous findings of these young peoples’ experi-
ences of VC raise questions about the quality of the ther-
apeutic relationship in VC [5, 6, 21].

Experiences of therapeutic components in Video 
Consultations
Essential components for establishing positive therapeu-
tic relationships are empathy, genuineness and engage-
ment [45]. Our participants’ description of VC as ‘not 
real therapy’ resembles findings of therapists’ descrip-
tions of VC as ‘a filter for emotions’ [6]. Other studies 
have also pointed out that subtle cues, facial expressions 
and body language that might be essential for showing 
empathy, genuineness and engagement could be lost in 
virtual communication [9, 26]. Moeller’s [46] review of 
adults’ experiences of VC is in line with this finding: all 
of the included studies found that patients mentioned 
that VC contact with the therapist was less personal and 

Fig. 1  Distribution of responses on five items measuring satisfaction with treatment via video consultations
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intense than in person. Studies have also revealed that 
participants found it easier to switch to VC when they 
had already established a therapeutic relationship with 
the therapist and met them in person [9, 18, 46]. Several 
studies show that a combination of in-person meetings 
and VC may be useful [18, 20, 28]. Most of the partici-
pants in our survey had received both VC and in-person 
sessions and all participants in the qualitative study had a 
relationship with the therapist prior to VC. Some of our 
qualitative findings indicate that knowing the therapist 
made it a little easier to switch to VC. Overall, however, 
our data show that our participants preferred face-to-
face sessions. Many found it more difficult to connect 
with the therapist in VC, while some emphasised that 
they preferred in-person therapy because they found it 
more demanding. This shows that some of these young 
people were aware of how demanding therapy could be 
in order to be useful for them, and therefore appreciated 
the in-person interactions and genuine meetings with the 
therapist.

A minority of the participants reported finding it eas-
ier or much easier to talk to the therapist in VC. This 
could be in line with the qualitative findings where our 
participants explained how VC could be a way of hid-
ing, implying that the client could regulate closeness 
and distance in the therapeutic context. As discussed 
above, therapy can be demanding, and for some of the 
participants in-person therapy might be too difficult. 
Maybe VC as ‘a filter for emotions’ [6] is just what they 
need. Other studies have found that young patients with 
autism found contact with the therapist in VC less per-
sonal and intense than in person [46]. Stabler et al. [30] 
discussed how the possibility of ‘hanging up’ can be 
understood as a powerful tool and a way of taking con-
trol of the terms of their engagement in sessions. When 
some of our participants also described how they ‘hung 
up’ in VC sessions when they had had enough, this could 
be understood as a way of taking control and drawing a 
line for closeness in therapy. The issue of the subjective 
sense of closeness and distance in therapy and the asso-
ciation with people’s different attachment styles has been 
addressed [47]. It is well documented that young people 
in CWS often have experienced several losses in impor-
tant relationships prior to and upon entry to the system 
[43]. These experiences often lead to relational chal-
lenges that can influence their ability to become involved 
in close relationships. Moreover, young people receiv-
ing CWS have poorer access to mental health services 
[12, 13], and thus any approach that could be useful in 
reaching some of this group should be welcomed. The 
study of the experiences of young people with autism of 
remote psychological interventions pointed out that VC 
reduced the intensity of the social interaction and made 
it more controllable [46]. Although a high proportion of 

our participants had negative experiences of therapeutic 
relationships in VC, it could be argued that VC has the 
potential to be a way of regulating closeness and distance, 
which could be positive for some of these young people.

User involvement in Video Consultation decision-making
Our findings show little evidence of user involvement in 
decisions about using VC as a therapeutic approach. In 
the qualitative data the participants described VC as an 
ad-hoc solution to COVID-19 restrictions, and shared 
decision making was thus not an issue. Moreover, our 
findings reveal that a high proportion of the participants 
reported that VC did not meet their therapeutic needs. 
Some of the qualitative findings even showed that VC 
was felt to be particularly inadequate during the restric-
tions of the COVID-19 crisis. User involvement is cru-
cial in working with young people receiving CWS as 
they are often particularly vulnerable in terms of engage-
ment in relationships [43]. It is emphasised as impor-
tant for helpers to transfer power to these young people, 
because trusting relationships are necessary for them 
to feel safe in asking for help [48]. Client engagement is 
crucial in therapy [45] and the feeling that VC did not 
meet our participants’ needs represents a serious threat 
to the effect of VC therapy. Despite this, VC might have 
a potential for some young people receiving CWS. One 
way of involving users in therapy is a feedback-informed 
approach to create continuous feedback loops between 
clients and therapists to enable clients to be explicitly 
involved in therapeutic decision making. This approach 
has shown beneficial outcomes for youth [49]. Collecting 
feedback and using shared decision making increase the 
likelihood that VC will have a positive therapeutic effect 
for some young people. As these young people have dif-
ferent needs, and their preferences may vary over time 
[50], the preferences of using VC should be explored in 
therapy. However, there are particular pitfalls in provid-
ing VC therapy to young people in CWS: it is important 
to be aware of the risk of being unable to uncover serious 
neglect and abuse when therapy is provided online [20, 
35]. This risk must be considered if VC is chosen as the 
preferred therapeutic approach and it will be important 
that other service providers meet these young people 
in person to ensure that serious risks in their lives are 
uncovered.

Strengths and limitations
The present study is one of the first to report the expe-
riences with VC in CAMHS of young people receiving 
CWS. The mixed method design gave the researchers the 
flexibility to use both quantitative and qualitative data to 
elicit useful findings about the population.

Even though the ten participants in the qualita-
tive study struggled with various problems, came from 
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different parts of Norway and received different CWS 
and CAMHS, they shared many similar experiences of 
VC. This suggests that the interviews provided a com-
plementary and coherent picture of these clients’ expe-
riences and the meanings they attached to them. All 
participants in the qualitative study had experience of VC 
during COVID-19 restrictions, and the possible impact 
of this factor is discussed above.

The small sample size, particularly regarding male 
respondents (28% in the survey and n = 1 in the inter-
views), limited the generalisability of the results and 
possibilities for multivariate analysis of the quantitative 
data. It is well known that there are gender differences 
in the use of mental healthcare services, where males are 
underrepresented [51]. In future studies, it will be crucial 
to examine whether there are distinct gender differences 
in the effects of VC in CAMHS for children and adoles-
cents who receive CWS. It is also a limitation that there 
are no validated measurement instruments available to 
assess patient satisfaction with VC in adolescents.

Conclusion
While VC has been proposed as a possibility to lower the 
threshold for CAMHS treatment of young people receiv-
ing CWS, our study reveals important weaknesses and 
disadvantages of online therapy as experienced by clients 
in the target group themselves. It is particularly worry-
ing that their criticism involves the relational aspects of 
treatment, as children receiving CWS often have rela-
tional experiences which make them particularly sensi-
tive to challenges in relationships. Moreover, a positive 
therapeutic relationship is the key element in psycho-
logical treatment. More widespread use of VC treatment 
without further exploring this key element which lays the 
foundation for therapy could even create new barriers, 
despite the aim to reduce barriers to receiving treatment 
and to ensure continuity of treatment. It is important that 
VC does not become a part of standard therapy interven-
tions that do not meet young person’s needs nor involve 
them in decision-making.

Most experiences of VC have been due to the COVID-
19 restrictions and may explain why youth involvement 
in decision making has been rare. As it has been sug-
gested to increase the use of VC in CAMHS it is impor-
tant to further explore the experiences of VC of young 
people in CWS in order to inform suggested strategies. 
Further studies should examine how user involvement 
can be incorporated into VC therapy and how this could 
improve experiences and quality of VC.
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