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Abstract It has been suggested that user involvement in
heath care leads to improved services. The aim of the study
was to explore attitudes towards user involvement of staff
employed in Norwegian Child and Adolescent Mental
Health Services (CAMHS). Most of the investigated
mental health service staff expressed the opinion that users
should be involved in the planning of their own treatment
and generally have a positive attitude towards user
involvement. Skepticism was related to some aspects of
involvement and does not contradict their generally posi-
tive attitude towards user involvement.
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Introduction

It is now well accepted that a patient’s active participation
in treatment is necessary for a speedy and successful
recovery from disease or surgery (Brody et al. 1989;
Kristensson-Hallstrom et al. 1997; Grace et al. 2002; Kaba
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and Sooriakumaran 2007). However, the precise nature of
user involvement is the subject of considerable discussion
and the requirement of active participation is particularly
challenging in child and adolescent mental health services
(CAMHS), where usually active participation will include
the child or adolescent and his/her carer.

A number of arguments in favor of user involvement
have been suggested, including that involvement will: (1)
lead to improved health services and that this will, in turn,
improve clinical outcomes; (2) lead to a more effective
utilization of available resources; and (3) reduce the
frequency of discrimination. The active and direct
involvement of users in their own treatment increases the
feeling of personal responsibility for changes in the course
of treatment and can lead to better therapeutic outcomes
including increased self-esteem and coping potential
(Delsignore et al. 2008; Kent and Read 1998, citing Farina
and Fisher 1982; Garber and Seligman 1980; Greenfield
et al. 1985; Schwarzer 1992; Nelson and Borkovec 1989;
Lefley 1990; Soffe et al. 2004). Sometimes just the
opportunity to talk, combined with the experience of being
heard, can be a relief for users (Lewis 2004). One expla-
nation for this anticipated benefit is provided by the
framework of internal versus external locus of control
originally developed by Rotter (1966). More involvement
could lead to an increased internal locus of control,
implying more perceived control over the users’ behavior,
which is assumed to correspond to better health and a
quicker recovery than an external locus of control (Griffiths
and Jordan 1998; Nyland et al. 2002).

Fully involved users may be more likely to follow
through with their treatment. Users have direct experience
of what works in treatment and of what is demanding or
even unhelpful (Bryant 2008). Furthermore, stimulating
discussion and debate with the users on treatment
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alternatives can challenge the often observed dependency
of users on mental health services, a dependency fostered
by long-term involvement with the service (see examples
given by Worrall-Davies 2008). When users or former
users (usually parents in the case of CAMHs) are employed
in case management by mental health services there is
some evidence that users with whom they worked have
fewer hospital admissions and some improved quality of
life (Simpson and House 2002, 2003; Chinman et al. 2001;
Felton et al. 1995). User coworkers usually spent longer in
face-to-face contact with their clients, did more outreach
work, had a higher turn-over rate and had fewer distinct
professional boundaries than mental health professionals
(Simpson and House 2002). In the case of users actively
involved in teaching processes, the experience of being
heard and respected as an individual by students is assumed
to contribute to their recovery (Tew et al. 2003).

Much has been written about possible barriers and obsta-
cles to user involvement in mental health services (Telford
and Faulkner 2004). For example, some users and carers have
no interest in being involved and feel a sense of inadequacy
regarding the possibility of involvement, whilst many others
do not perceive themselves as being asked to become
involved (Kent and Read 1998; Soffe et al. 2004). Moreover,
both staff and users have expressed concerns that users lack
the necessary ability and experience to participate effectively
and that the burden of involvement and the related role strain
could be too stressful for users (Simpson and House 2003).
While staff have questioned the representativeness of
involved users (Tait and Lester 2005), there is some evidence
from one UK study that the views of user groups’ members
were representative of those held by ordinary patients
(Crawford and Rutter 2004). On the other hand, tokenistic
involvement (for example in only trivial tasks or in the very
late stages of the development of services or policies, with the
resulting very limited input possibilities) have led to mistrust
and reluctance to become involved on the part of users
(Simpson and House 2002, 2003; Middelton et al. 2004).

Additional complicating conditions can be seen in the
unequal power relationship between medical staff and
service users, underscored by the doctors’ legal responsi-
bility for the treatment provided and their legal duty to
enforce detention. The unequal relationship is reinforced
by the different language mental health professionals use,
which may result in a communication barrier, the stigma
that is still associated with suffering from a serious mental
illness or using mental health services, and the complexi-
ties of the mental health care system itself. This inequality
is underscored by the fact that user involvement does not
really derive from a free choice—at no point did the patient
elect to suffer mental health problems, the primary eligi-
bility criterion.
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With regard to CAMHS, parents’ uncertainty about
whether or not problems experienced by their child should
be classified as a mental health problem and, consequently,
whether they should seek help from CAMHS, has some-
times been reported as an initial problem (Collins et al.
2004). Moreover, the nature of user involvement in
CAMHS is complicated by the duality of users: the minor
and his/her parent/guardian. Minors are aware of their own
likes and dislikes and adolescents usually have great con-
cerns about privacy, wanting to be actively involved in the
development of their treatment plan and to make informed
decisions regarding their care (Worrall-Davies 2008;
Worrall-Davies and Marino-Francis 2008). This desire for
independence may conflict with the carers’ expectations
that they will be involved in key decisions regarding per-
sons they care for and be continuously informed about their
treatment.

Indeed the involvement of carers may be particularly
problematic in relation to the treatment of children, espe-
cially adolescents. The autonomy of the mature minor to
make his/her decisions about medical treatment for which
she/he has the relevant capacity is recognized by the law
and has considerable political support. However, the
involvement of carers in such cases may in fact reverse that
situation, leading to the disempowerment of adolescents as
the importance of their carers’ views are stressed by user
involvement policies. It should also be noted that the
interests of carers and children may not be synonymous
and that, in treating minors, clinicians should insure that
they act in the interests of the user, rather than those of the
perhaps more vocal carer. An additional complication
arises when carers disagree with each other about the best
way to proceed.

Thus, while there is a general consensus on the impor-
tance of user involvement in decisions about their own
treatment (Barley et al. 2007), there is no shared under-
standing of user involvement per se and no agreement as to
the appropriate nature and extent of user involvement.
Moreover, there is little knowledge of both how the
majority of users themselves wish to be involved and of
staff attitudes towards various forms of user involvement
(Barley et al. 2007; Worrall-Davies and Marino-Francis
2008). The effects of involving users in mental health
services have not been thoroughly investigated, particularly
in relation to CAMHS (Worrall-Davies and Marino-Francis
2008; Worrall-Davies 2008).

Moreover, an important prerequisite of effective user
involvement is the establishment of training programs for
service users and staff members in order to ensure mean-
ingful and realistic user involvement in service provision
(Barley et al. 2007; Kent and Read 1998; Tait and Lester
2005).
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User Involvement in Norwegian Child and Adolescent
Mental Health Services

Over the past 20 years several parents’ initiatives and user
organizations have developed into powerful, accepted and
respected voluntary groups and organizations that are
active both at the national and local levels, for example
“Mental Health (Youth)”, ADHD Association and “Adults
for Children”. The Norwegian government has explicitly
recognized the importance of providing these organizations
with financial support, making this a priority, and several
of these organizations enjoy considerable political sup-
port. Thus, for example, user involvement in CAMHS is
mandated and formulated as a particular task by the gov-
ernment’s strategic plan for child and adolescent mental
health: ‘Together for mental health’ (Regeringens strate-
giplan for barn og unges psykiske helse 2003), based on a
comprehensive, multilevel, segmented state health care
system. The high priority attached to increased user
involvement in Norway is evident in the health laws of
January 2001 which emphasize user involvement and
Regulation 676 which sets out every client’s right to an
“individual care plan” (Regulations 676 2001). Moreover,
all mental health care control commissions are required to
appoint at least one member representing the interests of
users and a patients’ ombudsman has been created.

Despite comprehensive political campaigns regarding
user involvement, the implementation of user involvement
technologies and user satisfaction studies, there is a dearth
of data about attitudes of CAMHS staff towards user
involvement, the expectations of CAMHS staff, and pos-
sible positive or negative outcomes of user involvement
both for users and CAMHS staff. However, it is clear that
before user involvement can function at a strategic level,
the starting point must be the individual level of interaction
between the user and the mental health professional (Tait
and Lester 2005). Thus, understanding attitudes of CAM-
HS staff towards user involvement is critical.

The aims of this investigation were to:

a. Explore Norwegian CAMHS staff attitudes towards
user involvement (mandated by the government’s
strategic plan for the development of Norwegian
CAMHS.) This follows from the suggestion of Soffe
et al. (2004) and Kent and Read (1998) who found a
dearth of research on mental health professionals’
attitudes. This lack of research is particularly true in
the CAMHS setting where no data is available.

b. Investigate relationships between staff attitudes
towards user involvement in CAMHS and selected
professional and work related background factors.

c. Compare the findings with results from investigations
in New Zealand (Kent and Read 1998) and the UK in

adult mental health service staff (Soffe et al. 2004). A
detailed literature search did not yield any investiga-
tion of the Consumer Participation Questionnaire
(CPQ) or any other measurement of staff attitudes in
CAMHS (Kent and Read 1998) or by any other
measurement. Therefore, we compared our findings
with studies from the adult mental health service arena.

Methods
Sample and Procedure

This cross-sectional survey was carried out by the Regional
Centre for Child and Adolescent Mental Health, Regions
East and South Norway, in Oslo. One member of the board
of the Norwegian parents’ association of ADHD children
was included in the project group. The regional committee
of ethics in health (psychology) research approved the
project.

Twenty-four CAMHS institutes were randomly selected
from all of the districts in two of the five Norwegian health
care regions (east and south), which include Norway’s
capital Oslo (14 specialized CAMHS centres, 4 state child
protection institutes, and 6 community CAMHS centres).
The leaders of these institutes were contacted by phone, the
aims of the investigation were explained, and the leaders
were asked to participate in the study. In order to obtain the
required number of questionnaires, the eligible leaders
provided the number of staff within their institution,
operationally defined as staff with direct contact with users
who enter journal notes. None of the leaders refused to
participate and the number of requested questionnaires
varied between 3 and 75. A total of 455 questionnaires
were distributed together with a letter containing a
description of the study. Two hundred thirty-two ques-
tionnaires were returned, of which 192 had been completed
and were included in the data analysis, yielding a response
rate of about 42%. Questionnaires were returned blank
because the staff members thought that the questions did
not apply to their workplace. The survey was anonymous
and voluntary. Consequently, no reminders could be sent
for non-returns.

The average age of the subjects was 42.4 4+ 9.7 years
(range 26-68); most of the subjects were female (75%);
psychologists (29%); working at a specialized CAMHS
centre (88%), but not in a leading position (82%) (Table 1).

Measures
The Consumer Participation Questionnaire (CPQ) (Kent

and Read 1998), “specifically designed ... to survey the
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Table 1 Background variables

Frequency 18 48/25 144 75 192 100
Work place

Specialised service 46 27 122 73 168 89
Local service 2 5 19 95 21 10
Child protection centre 0 3 100 3 1
Leader position ‘Yes’ 11 23 24 16 35 18
Profession

Physician 9 17 14 9 23 11
Nurse 8 17 20 13 28 14
Social worker 7 15 17 18 34 17
Psychologist 15 31 39 29 54 30
Social/clinical pedagogue 9 20 44 31 53 28

opinions and perceptions of mental health professionals.”
(p. 298), was translated into Norwegian according to
established guidelines including backtranslation (Brislin
1976; Sartorius and Kuyken 1994); modified for use by
Norwegian CAMHS staff; and applied in a pilot test. In
addition to the fact that there were few measures available
in this area, this questionnaire was chosen because it was
developed in consultation with experienced users of mental
health services.

The original CPQ consists of 20 items with 14 items
referring to ‘Yes’, ‘No’, or ‘Don’t know’ response cate-
gories; 4 referring to a 5-point Likert type scale; and 2
items provide 6 or 8 specific options (Soffe et al. 2004;
Kent and Read 1998). “In order to obtain information on
consumer involvement at all levels of service delivery
items were designed to cover treatment, evaluation, plan-
ning, and management. Items surrounding professionals’
beliefs and attitudes towards the issue of responsibility for
various aspects of treatment were also included, as were
questions which elicited opinions about consumers them-
selves and the possible outcomes that might result from
increased consumer participation” (Kent and Read 1998)
(p. 299).

In order to adapt the questionnaire to Norwegian
CAMHS conditions the following changes were made:

the term ‘consumer’ was changed to ‘child/adolescent
and his/her family’.

the original item 2, relating to the user-friendliness of
complaints procedures, was split into two parts—one
with the focus upon the parents (item 2aN in Table 2))
and a second focusing upon the children (item 2bN in
Table 2).

about 3 new items were created and inserted as items
6-8 (item 6: ‘Do you inform clients about actual
treatment methods?—‘Yes’, ‘No’, ‘Don’t know’; item
7: ‘In most cases, where does the responsibility for
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deciding the type of therapy usually lie?”—see item 9;
Table 2; item 8: ‘Do you use a treatment contract?’ —
‘Yes, verbal agreement’, ‘Yes, written plan’, ‘Yes,
form based individual plan’, ‘No’).

a space for free comments was inserted after every
item.

Statistical Analysis

Percentages are reported on each item. Chi-square tests
have been calculated for testing for differences between the
study data and the data taken from the literature (Kent and
Read 1998; Soffe et al. 2004) as well as for testing for
relationships between CPQ items and background variables
and for interrelationships between the CPQ items. The
comparison with the New Zealand data is based on the
whole sample, but the comparison with the UK data is only
based on the data from the Norwegian clinical psycholo-
gists working in CAMHS since the UK data is composed of
psychologists.

Only significant findings are presented; relationships
between background variables of the subjects and ‘Don’t
know’ answers and missing values have been separately
analyzed when their frequency exceeded or was equal to
10%.

Results
Structure of the CPQ

Because of the variation in the response model of the items,
we analyzed relationships between the items by means of
chi-square tests and only results with significance of <.01
are reported because of multiple testing. The theoretically
assumed structure with the four major topics, treatment,
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Table 2 Items of the Consumer Participation Questionnaire—Percentages of the Norwegian investigation/New Zealand/UK
Questionnaire items Yes No Don’t know Missing
Norway UK NZ Norway UK NZ Norway UK NZ
1. Does your service have a complaints procedure 49 9% 86 19 0 3 32 4 12 2
for service users?
2. Is it simple to use—i.e. Is it in plain language
and are the steps or procedures user-friendly?
2. aN  For parents? 37 52 65 12 4 9 50 44 26 32
2. bN  For children? 15 29 56 31
3. Are service users told they have a right to see 80 44 68 14 24 17 6 16 14 2
their records?
4. Are service users informed of the facts about 85 78 82 6 12 8 9 7 9 1
confidentiality and privacy regarding
information contained in those records?
5. Have you heard of or read anything about service 82 76 95 11 24 5 7 0 0 1
user involvement and participation in the
provision of mental health services?
6. N Do you inform users or carers about actual 88 9 3 5
treatment methods?
7.N In most cases, where does the responsibility for
deciding the type of therapy usually lie?
1. Entirely the service user 1
2. Mostly the service user and the mental health 11
worker a little
3. Half the service and half the mental health 23 6
worker
4. Mostly the mental health worker and the 61
service user a little
5. Entirely the mental health worker 4
8. N Do you place a treatment contract?
1. Yes, verbal agreement 25
2. Yes, written plan 44 4
3. Yes, form based individual plan 36
4. No 5
6. In most cases, where does the responsibility for
deciding the goals of treatment lie?
1. Entirely the service user 5 0 3
2. Mostly the service user and the mental health 26 36 25 5
worker a little
3. Half the service user and half the mental 40 43 41
health worker
4. Mostly the mental health worker and the 25 21 31
service user a little
5. Entirely the mental health worker 5 0 0
7. Do you tell service users what goals are intended 96 75 99 2 7 1 2 0 0 6
to be accomplished by the treatment?
8. Does your service solicit service user input for 46 60 66 34 28 8 20 12 26 4
the planning of mental health services?
9. Does your service routinely conduct service user 26 24 38 55 64 35 19 12 27 3
satisfaction surveys on the services it offers?
10. Are service users involved in the hiring decisions 5 16 22 94 72 58 55 8 21 2
of your service’s staff?
11. Are service users invited to participate in staff 15 12 24 81 80 76 4/8/0 8 0 1

training meetings at your service?
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Table 2 continued

Questionnaire items Yes No Don’t know Missing
Norway UK NZ Norway UK NZ Norway UK NZ
12. Has your service ever asked service users to act 21 20 29 53 60 42 26 20 30 3
as teachers at staff training events?
13. Does your service sponsor events/forums that 50 24 38 7 48 62 43 28 0 1
educate service users about their rights and
entitlements?
14. Should service users be involved in the
evaluation and diagnosis of their presenting
problem(s)?
1. Always 34 52 47
2. Usually 48 0 12
3. Occasionally 14 44 41 5
4. Never 1 0 0
5. Other (Don’t know) 3 4 0
15. In your opinion, should service users contribute 23 38 50 56 38 50 21 28 0 4
to the writing of their notes and records?
16. In your opinion, should service users be involved 97 100 95 2 0 5 1 0 0 3
in the planning of their own treatment?
17. How would mental health services change if
service users were employed by that service?
1. Improve a lot 5 25 25
2. Improve a little 19 50 51 9
3. No change 4 13 15
4. Worsen a little 3 4 3
5. Worsen a lot 4 4 6
6. Other (Don’t know) 65 4
18. How would mental health services change if
service users were involved in the planning
and/or delivery of those services?
1. Improve a lot 26 35 25
2. Improve a little 53 38 61
3. No change 3 8 6
4. Worsen a little 0 1
5. Worsen a lot 8 4
6. Other (Don’t know) 19 16 0
19. What do you see as the main reasons service
users might not choose to be involved in metal
health services (Tick more than one if
appropriate)
1. Too vulnerable 23 15 37
2. Lacking in self-confidence 25 23 52
3. Lacking in ability or knowledge 18 12 34
4. Lacking in motivation 13 16 44 12
5. Lack of trust in the ability of the services to 52 15 47
provide help
6. Not wanting to have any further contact after 21 19 65

getting better
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Table 2 continued
Questionnaire items Yes No Don’t know Missing
Norway UK NZ Norway UK NZ Norway UK NZ
20. What do you see as possibilities if service users
were involved in service planning and/or
delivery? (Tick more than one if appropriate)
1. Upgrading of services and delivery 58 20 52
2. Less burnout and stress for the providers of 12 2 17
those services
3. More chance that service users would benefit 63 25 57 10
from those services the first time round
4. Less chance of the ‘revolving door’ syndrome, 43 16 35
where service users keep returning with the
hope of finding help
5. Downgrading of services and delivery 6
6. More burnout and stress for the providers of 16
those services
7. That service users would only be regarded as 7 19 36
tokens by the professionals
8. That service users would not understand the 6 8 18

language used, and therefore find it difficult to
give any input

evaluation, planning, and management, is not consistently
reflected by the data (Appendix 1). The items representing
the treatment topic almost always closely correlated with
each other and were independent of items relating to other
topics.

Findings in the Norwegian CAMHS Sample Based
on the CPQ (Kent and Read 1998)

Treatment

Records and Service User Rights (items 3, 4, 13 and
15) The vast majority of the Norwegian CAMHS staff
believes that the users are “told they have a right to see
their records”; and that they are informed about “confi-
dentiality and privacy regarding the information contained
in those records”. However, only about a quarter of the
subjects expressed the opinion that the users should
“contribute to the writing of their notes and records”,
whilst one-fifth answered ‘Don’t know’. Exactly half of the
respondents indicated that their service “sponsor[s] events/
forums that educate service users about their rights and
entitlements” and most of the remaining respondents were
unsure about that question (‘Don’t know’ 43%). Social
workers and pedagogic staff members denied the users’
“right to see their records” more often than members of the
other professions (each with about 80%—jy* (8) = 23.76;
p = 0.022); whereas doctors (80%) and psychologists
(62%) stated that users should not “contribute to the
writing of their notes and records” more often and nurses

(48%) stated that users should contribute to such records
more often than members of other professions (y>
(8) = 9.55; p = 0.004). More social workers and psy-
chologists (about 20% of each group) than members of the
other professions did not know their opinion about the
involvement of users in writing-up their records. Only non-
specialists stated that they did not know about users’
“right[s] to see their records” and 80% of those who said
that the users were not told about these rights were non-
specialist staff members (;(2 = 10.25; Fisher’s exact test
p = 0.005). Co-workers from community agencies stated
that the users are not informed “of the facts about confi-
dentiality and privacy” more often than those from
specialized services (17 vs. 4%—y* = 11.67; Fisher’s
exact p = 0.040). Specialists reported that their service
sponsored user education events more often than non-
specialists and less often that they did not know about that
(63 vs. 42%/28 vs. 51%—)(2 = 8.49; Fisher’s exact test
p = 0.014). Leaders reported that their service sponsored
such events more often than junior staff members and
answered do not know less often (10 vs. 47%—
;52 = 15.70; Fisher’s exact test p < 0.001).

Assessment Procedure (item 14) 82% of the surveyed
CAMHS staff stated that users should always or usually
“be involved in the evaluation and diagnosis of their pre-
senting problem(s)”. Employees at specialized services
believed that users should always “be involved in the
evaluation and diagnosis of their presenting problem(s)”
more often than those in community services (63 vs. 42%)
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and indicated less often that they did not know (28 vs. 51—
xz = 8.49; Fisher’s exact test p = 0.014).

Planning of Treatment (items 6N, 7N, 8N, 6, 7 and
16) Almost all of the investigated mental health service
staff expressed the opinion that users should “be involved in
the planning of their own treatment”. Most of the respon-
dents thought that users and staff share “the responsibility
for deciding the goals of treatment” equally (40%), whereas
other respondents thought that in most cases that responsi-
bility lies mostly with the CAMHS worker or with the user
(25, 26% respectively). However, “the responsibility for
deciding the type of therapy” was largely seen as the pre-
serve of service staff with little responsibility for the user
(61%), with less than a quarter of subjects expressing a
preference for sharing this responsibility equally with the
user. Nearly all surveyed staff indicated that they inform
users “about actual treatment methods”; and almost all use
an individual treatment contract (95%), albeit with a quarter
of them just in a verbal form (25%). Non-specialists more
often responded that users are not informed “about actual
treatment methods” (11 vs. 3%—)(2 = 6.49; Fisher’s exact
test p = 0.034).

Evaluation

Complaint Procedure (items 1 and 2.aN, 2.bN) Half of
the surveyed CAMHS staff members stated that their ser-
vice has “a complaints procedure for service users” (49%),
but one-third did not know (32%). About 50% of the
physicians, 40% of the psychologists and pedagogic staff,
about 40% of those working in a junior position, and about
a third of those working at a specialized service centre, did
not know whether or not their agency has “a complaints
procedure”. A little more than a third believed that this
procedure is “in plain language” and the “procedures [are]
user-friendly” for adults (37%), whereas only 15%
believed this in relation to children. About a third of the
psychologists, a fifth of the pedagogic staff members and
about 40% of junior staff were unable to decide whether or
not the complaints procedure is easy to navigate for the
users (items 2. aN, bN 50, 56% respectively). One-third of
the female respondents (34 vs. 22% of males), about 40%
of the physicians, social workers and pedagogical staff
members, 30% of the psychologists, 42% of staff in a
junior position and 45% of those working in community
services did not answer these questions (average 30%).
Leaders of CAMHS reported that their service has “a
complaints procedure” more often than junior staff (70 vs.
45%—y* = 9.55; Fisher’s exact test p = 0.004) and that it
is easy to follow for children (about 1/3 vs. 2/3—y* =
7.27; Fisher’s exact test p = 0.017), whereas more junior
staff did not know (22 vs. 3%). With regard to the
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profession of the respondents, nurses and pedagogic staff
members reported that they think that their service has “a
complaints procedure for service users” more often than
the other professions (68, 50% respectively—y” (8) =
25.58; p = 0.012); social workers and nurses more often
perceived the procedure as accessible to adults (52, 55%
respectively—y? (8) = 24.22; p = 0.019).

Satisfaction Surveys (item 9) About a quarter of the
respondents believed that their service “routinely con-
duct[s] service user satisfaction surveys” (26%), whereas
about one-fifth did not know (average 19%—about 20% of
the physicians, psychologists and pedagogical staff, toge-
ther with 22% of the junior staff members vs. 3% of
leaders). Nurses, psychologists and pedagogical staff
reported that there were no routine “user satisfaction sur-
veys” in their agency more often than members of other
professions (>90, 77, 51% respectively—y* (8) = 8.91;
p = 0.012). Junior staff stated more often than leaders of
CAMHS that there were no (77 vs. 51%) routine “user
satisfaction surveys” (}(2 (2) = 8.91; p = 0.012).

Planning

Consumer Input (items 5 and 8) The vast majority of the
surveyed staff members reported that they had “heard of or
read anything about user involvement”; and just under half
of them believe that their “service solicit[s] user input for
the planning of the mental health services”, whilst one-fifth
answered do not know. More leaders than junior CAMHS
members stated that their “service solicit[ed] user input for
the planning of the mental health services” (61 vs. 31%);
whereas more junior staff did not know (23 vs. 7%—jy* =
9.13; Fisher’s exact test p = 0.010).

Predicted Outcome of Consumer Involvement (items 18
and 20) Tt was assumed by the majority of the staff (79%)
that the involvement of users “in the planning and/or
delivery of” CAHMS could improve the service provided
to some extent, with most of them rating such involvement
as likely to lead to an improvement (53%), but about one-
fifth did not know (19%). Staff believed that users could
benefit from involvement more “the first time round”
(63%); that “services and delivery” could be upgraded
(58%), and that “the ‘revolving door’ syndrome” could be
reduced (43%) if “users were involved in service planning
and/or delivery”. However, only 12% of staff believed that
such involvement would effect a decrease in their own
“burnout and stress” levels and 10% (primarily made up of
pedagogic staff members with about 23% and juniors—
23%—vs. leaders—7%) did not respond to this item.
Specialists believed that the involvement of “users in ser-
vice planning and/or delivery” will upgrade the service
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more often than non-specialists (69 vs. 53%—jy* = 4.28;
Fisher’s exact test p = 0.048), and that this would cause
“less burnout and stress” for the service providers (21 vs.
8%—y*> = 6.17; Fisher’s exact test p = 0.022).

Management

Staff Appointments (item 10) The vast majority stated that
users are not “involved in the hiring decisions” of service
staff, the rest did not know.

Training (items 11 and 12) Users seem to be “invited to
participate in staff training meetings” in CAMHS centres
in only a few cases (15%); about one-fifth of respondents
stated that their service had asked users “to act as teachers
at staff training events” at least once (21%), but a quarter
of the respondents did not know (26%). Users were more
often asked “to act as teachers at staff training events” by
specialized service centres than by community services (22
vs. 5%—jy* = 8.45; Fisher’s exact test p = 0.0038).

Employment of Consumers (item 17) About one quarter
of the surveyed staff members believed there would be
some improvement in their CAMHS; whereas about two-
third preferred not to express their own opinion about
probable changes in CAMHS if “users were employed by
that service” (‘Don’t know’ category). Amongst those who
did not respond to item 17 (10%) more belonged to the
social work and pedagogic staff (each about 24%) than to
the other professions; there were substantially more non-
specialists (85%) and more junior staff (53%). Nurses
(50%) anticipated a big improvement of the CAMHS if
service users were employed more often than members of
the other professions, whereas 25% of the doctors and 35%
of the pedagogic staff members stated that they did not
know more often than the social workers (7%—y>
(16) = 36.60; p = 0.048; average 19%).

Possible Reasons for Non-involvement (item 19) The
respondents believed that the main reasons for users deci-
sions not to be involved in CAMHS would be: (a) “lack of
trust in the ability of the services to provide help”; (b)
“lacking in self-confidence”, (c) “too vulnerable”; and (d)
“not wanting to have any further contact after getting
better” with a missing value rate of 12%.

Differences Between New Zealand Adult Mental
Health Service Workers (Kent and Read 1998)
and Norwegian CAMHS workers

The New Zealand sample consisted of a mixture of various
professions. Therefore, we compared the reported findings
to those in the total Norwegian sample. The New Zealand

sample was much smaller (72 vs. 192 subjects in Norway)
and their response rate of 20% was substantially lower than
that of the Norwegian study population (42%).

Treatment

The Norwegian CAMHS workers indicated that their ser-
vice sponsored user education events more often, or that
they did not know, than the New Zealand adult mental
health workers (item 13: )52 (6) = 88.47; p < 0.001).
Moreover, the Norwegian subjects responded that users
should always “be involved in the evaluation and diagnosis
of their presenting problem(s)” more often than the New
Zealand subjects (12 (6) = 38.17; p < 0.001). However,
the Norwegians expressed the opinion that users or carers
should “contribute to the writings of their notes and
records” less often than the New Zealanders and chose the
response ‘Don’t know’ more often (;(2 (6) = 30.44;
p < 0.001).

Evaluation

The respondents in New Zealand stated that their “service
[has] a complaints procedure for service users” and that it
is “simple to use” substantially more often than the Nor-
wegian respondents and they indicated less often that they
did not know (item 1: )(2 (6) = 30.33; p < 0.001; item 2.
aN: 7% (6) = 16.03; p < 0.010).

Planning

Norwegian staff members stated that their “service soli-
cit[ed] service user input for the planning of mental health
service” less often than the New Zealand staff and more
often answered do not know (;{2 (6) = 20,50; p = 0.001).
Despite insignificant distribution-differences on the
answer-categories related to the question, the effect of
service user involvement in service “planning and/or
delivery”, Norwegians indicated that this would cause an
“upgrading of services and delivery” (58 vs. 20%), would
yield a greater “chance that service users would benefit
from those services the first time round” (63 vs. 25%); and
“less chance of the ‘revolving door’ syndrome” (43 vs.
16%) much more often than their New Zealand
counterparts.

Management

New Zealand mental health workers reported that service
users are “involved in the hiring decisions of [their] ser-
vice’s staff” more often than their Norwegian CAMHS
colleagues and more often that they did not know O
(6) = 38.20; p < 0.001). On average the Norwegian staff
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members were less likely to believe that there would be an
improvement in mental health services if “users were
employed by that service”, or reported more often that they
did not know, compared to New Zealand staff (XZ
(12) = 22.44; p = 0.010). Even though there was no sig-
nificant difference between the countries in relation to the
distribution of the indicated possible reasons for a user’s
decision not “to be involved in mental health services”, the
Norwegians believed that the users experience a “lack of
trust in the ability of the services to provide help” much
more often than the New Zealanders (52 vs. 15%) who
most often believed that the users are “lacking in self-
confidence” (23 vs. 25%).

Differences Between UK Psychologists in Adult Mental
Health Service (Soffe et al. 2004) and Norwegian
CAMHS Psychologists

The UK sample consisted of 26 psychologists representing
a response rate of 52%. The sub-sample of Norwegian
psychologists working in CAMHS consisted of 54 indi-
viduals representing an assumed response rate of 42%
when accepting the hypothesis that the response rate in the
Norwegian sample was similar in all professions.

Treatment

Norwegian psychologists stated that “service users [are]
told they have a right to see their records” more often than
their UK colleagues in adult mental health (;(2 (6) = 33.65;
p < 0.001); and that their service “sponsor[s] events/for-
ums that educate service users about their rights and
entitlements” ()(2 (6) = 32.25; p < 0.001). However they
responded less often than the UK psychologists that the
users should “contribute to the writing of their notes and
records” (Xz (6) = 13.98; p = 0.022). Furthermore, Nor-
wegian psychologists stated that, in most cases, “the
responsibility for deciding the goals of treatment” should
usually lie with the user more often than the UK subjects
thought (%> (6) = 13.98; p = 0.022); and that users should
“be involved in the evaluation and diagnosis of their pre-
senting problem(s)” ()(2 (6) = 76.54; p < 0.001).

Evaluation

In common with the comparison with the New Zealand
sample, the UK psychologists stated that their service has
“a complaints procedure for the service users” and that
these procedures are “simple to use” substantially more
often than the Norwegian psychologists and they indicated
less often that they did know (item 1: 7> (6) = 65.72;
p < 0.001; item 2. aN: ¥* (6) = 12.74; p = 0.025).
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Planning

More Norwegian psychologists indicated that they had
“heard of or read anything about service user involve-
ment” than those from the UK (4> (6) = 15.34; p =
0.010). The assumed impact of service user involvement in
service “planning and/or delivery” are very much alike for
the psychologists from both countries except for the fact
that the UK psychologists believed “that service users
would only be regarded as tokens by the professionals”
substantially more often (36 vs. 8%).

Management

More psychologists from the UK thought that users were
involved in “hiring decisions of [their] service’s staff” than
Norwegian CAMHS psychologists (3> (6) = 18.24;
p = 0.004); and the Norwegian subjects believed there
would be less improvement in the CAMHS if users “were
employed by [their] service” than their UK colleagues (>
(12) = 44.57; p <0.001). On the level of the single
answer category, the UK psychologist more often believed
that “the main reasons service users might not choose to be
involved in mental health services” were “not wanting to
have any further contact after getting better” (65 vs. 21%);
“lacking in self-confidence” (52 vs. 17%), and “lacking in
motivation” (44 vs. 17%); whereas the Norwegian psy-
chologists believed that “lack of trust in the ability of the
services to provide help” would more often be the reason
for his/her decision (62 vs. 47%) (no substantial difference
in the distribution of answers).

Discussion

Our findings suggest that the majority of Norwegian
CAMHS employees have a positive attitude towards user
involvement in CAMHS; that they are better informed
about what user involvement could mean compared to
colleagues in other countries; and that they have heard or
read about this topic more often than colleagues from the
UK or New Zealand, although it should be noted that the
New Zealand investigation was carried out about 10 years
ago. The Norwegian CAMHS co-workers, particularly
doctors and psychologists, seem to meet their information
duties related to users’ rights, treatment goals and treat-
ment alternatives, including the use of treatment contracts,
to a higher degree than their colleagues in adult mental
health services abroad. However, CAMHS staff responses
suggest less enthusiasm, at least as reported for user
involvement in treatment decisions and writing their notes,
something that is practiced more often by their colleagues
in New Zealand and the UK in adult mental health services.
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This attitude is further expressed in the belief of the
majority of the surveyed Norwegian staff that user
involvement in planning and/or delivery would improve
the service just a little and that staff would not benefit from
such policies. Taken together these responses imply a
somewhat more skeptical and possibly negative attitude
towards some types of user involvement (Katan and Prager
1986).

Conversely, the Norwegian CAMHS employees seem to
have a more collaborative approach to evaluation and
diagnosis than their New Zealand and UK colleagues.
According to the those surveyed, it is highly important that
complaints procedures be established which are easy to
understand and accomplish both for parents and minors, a
mechanism that seems to be more developed in New
Zealand and the UK. Users are reported to rarely be invited
to staff training meetings and to adopt a teaching role in
staff training. The availability of user satisfaction surveys
seems to be less common in Norwegian CAMHS and they
are routinely used less often than in New Zealand and UK.

To the best of our knowledge, our investigation repre-
sents the first empirical study of CAMHS staff attitudes
towards user involvement. These data are not without
limitations. First, although the CPQ (Kent and Read 1998)
was developed in close collaboration with experienced
mental health services users, it should be critically evalu-
ated in the light of our findings of the high interrelatedness
of the items from the various topics. It remains unclear
whether the items really represent valid indicators for the
constructs in focus. Second, the selected study population
was selected to be representative for CAMHS employees in
Norway with respect to their work place and professions
with client contact. The 42% response rate is suboptimal
but similar to other studies on this topic However, it was
impossible to perform a drop-out analysis and adjust for
any non response bias because of the anonymous nature of
the investigation.

It appears that leaders and specialists, together with
specialized CAMHS and more highly educated staff
members were overrepresented in the sample. It is possible
that this led to a positive response bias. For example, the
responding staff members may have subjectively experi-
enced pressure to present their services in a positive light
given the government’s strategic plan (2003). This inter-
pretation is supported by the number of ‘Don’t know’ and
missing answers especially relating to evaluation aims, that
may suggest that many staff members are unaware of these
issues, or that user involvement procedures are not sub-
jectively experienced by staff as meaningful or integrated
tasks. The high number of missing answers (two-thirds)
regarding the question about probable changes in CAMHS
if users were employed may indicate a clear negative
attitude towards such involvement. This assumption is

supported by undecided attitudes towards user involvement
in planning and/or delivery of CAMHS expressed by
members of the more highly educated professions and
those with clearly defined therapeutic duties.

Conclusion

Our findings suggest that it is necessary to develop a shared
understanding between policy makers, users and staff
members about what user involvement should and/or can
be. Some aspects of user involvement appear to be per-
ceived as an implicit element of their daily work by the
Norwegian CAMHS staff, particularly at the level of the
individual user-staff member interaction. Under the aus-
pices of developing a shared understanding of user
involvement future investigations need to explore in depth
the myriad of ways of involving users and possible out-
comes of user involvements for the users, the various staff
members, the service agency, and the service system.
Moreover, a thorough evaluation of newly implemented
user involvement actions should be undertaken to enable
policy makers to make evidence-based decisions. Current
evidence suggests only that user involvement, especially at
the management level, does not have a negative impact
upon services, without providing positive evidence of
benefits accruing from such involvement (Simpson and
House 2002).
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Appendix 1

Substantial relationships between CPQ items; Norwegian
CAMHS version; ;{2 scores; p.

— Item 1 with item 2.aN: Xz (4) = 58.61; p < 0.001/item
2bN: ¥ (4) =32.83; p<0.001/with item 8: y>
(4) = 15.81; p = 0.003/with item 9: xz 4) = 15.33;
p = 0.004/with item 12: 3> (4) = 14.96; p = 0.005.

— Ttem 2.aN: with item 2.bN: »* (4) = 95.80; p < 0.001/
with item 15: 5> (4) = 13.85; p = 0.008.

— Ttem 2.bN: with item 15: 4> (4) = 16.96; p = 0.002/
with item 19.1: y* (2) = 9.58; p = 0.008.

— Item 3: with item 4: ;(2 (4) = 52.03; p < 0.001/with
item 10: y* (4) = 18.57; p < 0.001/with item 12: »*
(4) = 14.56; p = 0.006.
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— Item 6N: with item 11: }52 (4) = 32.49; p < 0.001/with
item 16: % (4) = 17.23; p = 0.002.

— Item 7N: with item 6: ;{2 (20) = 70.27; p < 0.001/with
item 14: %> (16) = 33.29; p = 0.007/with item 16: 3
(8) = 29.88; p < 0.001/with item 19.3: 12 4) = 15.45;
p = 0.004 with item 20.6: y* (4) = 14.01; p = 0.007.

— Ttem 8N: with item 14: %> (16) = 41.14; p = 0.001.

— Item 6: with item 14: )(2 (20) = 37.53; p = 0.010/with
item 15: % (10) = 23.16; p = 0.010.

— Item 7: with item 13: 12 4) = 14.99; p = 0.005/with
item 16: % (4) = 13.70; p = 0.008.

— Item 8: with item 9: ;(2 (4) = 57.90; p < 0.001/with
item 10: % (4) = 15.20; p = 0.004/with item 12: »*
(4) = 18.62; p = 0.001/with item 20.1: > (2) = 9.46;
p = 0.009.

— Ttem 8: with item 20.6: > (2) = 12.41; p = 0.002.

— Item 9: with item 10: }52 (4) = 17.64; p = 0.001/with
item 11: y* (4) = 30.89; p < 0.001/with item 12: »*
(4) = 17.89; p = 0.001/with item 16: ¥* (4) = 14.45;
p = 0.006.

— Item 11: with item 16: ;(2 4) = 19.90; p = 0.001.

— Ttem 12: with item 20.1: %> (2) = 9.58; p = 0.008.

— Ttem 13: with item 20.1: %> (2) = 10.13; p = 0.006.

— Ttem 14: with item 16: 5> (4) = 67.44; p < 0.001.

— Ttem 15: with item 19.2: 3* (2) = 14.63; p = 0.001/
with item 20.2: %> (2) = 15.42; p < 0.001.

— Ttem 16: with item 20.6: 5> (2) = 13.96; p < 0.001.

— Item 17: with item 18: xz (24) = 45.95; p = 0.004/
with item 20.3: ;(2 (6) = 19.49; p = 0.003/with item
20.6: x* (6) = 19.48; p = 0.003/with item 20.7: »*
(6) = 19.52; p = 0.003/with item 20.8: #*
(6) = 32.74; p < 0.001.

— Ttem 18: with item 19.3: 3> (4) = 16.20; p = 0.003/
with item 19.4: ¥* (4) = 13.24; p = 0.010/with item
20.3: 4% (4) = 23.57; p < 0.001/with item 20.5: »*
(4) = 23.27; p < 0.001/with item 20.7: > (4) = 14.43;
p = 0.006/with item 20.8: %> (4) = 20.10; p < 0.001.
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