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Background. Client Satisfaction with services is an important predictor of health care seeking, treatment compliance and
health status outcome. Given that both parents and young people may have different views of services offered, this study
examines both perspectives with respect to Child and Adolescent Mental Health Services (CAMHS) in Ireland.

Method. Following ethical approval, the Client Satisfaction Questionnaire-8 (CSQ-8) were sent to all open cases attending
three urban CAMHS. Returned questionnaires were received from 426 (280 parents and 146 adolescents) giving a
response rate of 49%.

Results. No significant differences were observed between parents and adolescents regarding general satisfaction with
CAMHS (Mann–Whitney U-test; Z=−0.255; p = 0.799) with a range of good and excellent ratings between 77.1% (for the
extent that program met user’s needs) and 93.1% (for recommendation of program to a friend). Significant positive
associations were found between age of child (Spearman’s ρ = 0.159; p = 0.017), receiving a diagnosis (Mann–Whitney
U-test; Z = − 2.14; p = 0.032), frequent attendance (χ2 = 8.74; df = 3; p = 0.033) and living in close proximity to the
service (χ2 = 9.24; df = 3; p = 0.026). There was a strong negative correlation between reduction in impairment and levels
of satisfaction (ρ = − 0.44, n = 275, p< 0.000). Waiting time or duration in service were not associated with CSQ and 53%
(145) requested clinic opening hours outside of 09:00 a.m. to 17:00 p.m.

Conclusion. Regular user feedback, a robust and distinct measure of service quality, will ensure the development of
effective, accessible, client-centered and responsive services, which can evolve in partnership with families and young
people.
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Introduction

One in five young people experience psychological
problems associated with some distress, and estimates
are that by 2020 mental illness will be one of five most
common causes of morbidity, mortality and disability
in children (U.S. Department of Health and Human
Services, 1999). Many adult mental health (MH) dis-
orders start in childhood. In a very large cross sectional
study carried out in the United States, half of all MH
disorders had emerged by age 14with disorders such as
anxiety starting even younger (50% by age 11) (Kessler
et al. 2005). Longitudinal studies also suggest stability
over time and that children do not get better sponta-
neously (Meltzer et al. 2000), and childhood onset cases
are more costly than when mental illness onsets in

adulthood (Suhrcke et al. 2008). The importance there-
fore of timely, effective and appropriate intervention to
young people cannot be underestimated.

Specialist child and adolescent mental health services
(CAMHS) have been developed for the treatment of
children with mental illness, yet despite high prevalence
rates, known and prolonged personal and financial
adverse effects, many children in need of service do not
access them. In a large robustly conducted study in the
United Kingdom (n = 10 438) of the 10% found to have
MHproblems, 30%were not accessing any clinical service
(Meltzer et al. 2000). In Ireland, despite high prevalence
rates, (Martin et al. 2006), only 2%of all children aged 5–17
(n = 16 664) were attending any of the 58 community-
based CAMHS (Health Service Executive, 2014). Of those
enrolled, the non-attendance rate was also high (18.3%).

Dissatisfaction with services may be one reasonwhy,
despite the existence of specialist services, few attend or
when they do, disengage or drop out prematurely. In
fact service users’ satisfaction has become increasingly
recognized as important in the evaluation of clinical
services. It has been linked to health care seeking,
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adherence and health outcomes (Strasser et al. 1993;
Powell et al. 2004; Jha et al. 2008). In recent years, greater
emphasis has been placed on obtaining children’s
views, either proxy measures via parental perceptions
or directly (Hennessy, 1999).

Given the paucity of data available to help guide
Irish service development, the authors undertook
this systematic qualitative and quantitative study
of both parents and adolescent’s satisfaction levels
with CAMHS.

Methodology

Three CAMHS clinics from geographically distinct
urban regions in Ireland were involved in the study. All
clinic attendees in a given month were mailed out a
leaflet regarding the study and parents and children
over 12 were invited to participate. The Client
Satisfaction Questionnaire-8 (CSQ) was the main
outcome measure, having been previously used to
assess parental and adolescent satisfaction with mental
health services with good reliability (αs = 0.78–0.94)
and construct validity (Brannan et al. 1996). Respon-
dents were asked about their level of satisfaction to
eight different areas, using a 4 point Likert scale, from 1
(quite dissatisfied) to 4 (very satisfied), giving an over-
all range of 8–32.

The study specific postal questionnaire collected
demographic information: age/gender of child, pre-
ferred opening hours, and distance lived from the
clinic. Clinical details included waiting time, duration
and frequency of attendance, diagnosis, treatment, and
perceived impairment at referral and at time of
completing the questionnaire to allow a calculation of
symptom improvement to be calculated. Ethical
approval was the received from relevant ethics com-
mittees at all clinical sites.

Statistical analyses

Data was analysed using SPSS Statistics 21. In addition
to descriptive analyses, due to the nature of the data,
non-parametric tests such as χ2, Mann–Whitney U and
Kruskal–Wallis tests were used. A generalized linear
model was constructed to predict service satisfaction.
The significance level was set at α = 0.05 and all
statistical tests were two sided.

Results

Participation rate and sample demographics

Of the 871 families sent study information, returned
questionnaires were received from 426, giving a
response rate of 49%. A total of 270 responses came
from clinic 1 (158 parents, 112 adolescents), 129 came

from a second urban city (106 parents, 23 adolescents)
and 27 from clinic 3 (16 parents, 11 adolescents). Parents
(280) answered demographic questions and questions
regarding their children, of whom 70% were male with
a mean age of 11 (range 3–18 years) (see Table 1 for
details). The majority (90%) of the parents described
themselves as ‘White Irish’.

The majority (204, 72.7%) of children attending had
been given aMHdiagnosis by the service. Of those who
named the diagnosis (85, 42%), the most common was
ADHD (55, 65%), followed by an anxiety disorder
(12, 14%), PDD (8, 9%), with fewer numbers having an
eating disorder (4), depression (3), or a behavioral
disorder (3). Just over one third of respondents stated
their child was on medication (93, 34%). Of the 77 who

Table 1. Demographic characteristics of CAMHS service users
(parents)

Sample
size Distribution of key demographic factors

n = 280 CAMHS Centre
Centre 1: 56.4% (158); Centre 2: 37.9% (106);
Centre 3: 5.7% (16)

n = 271 Age
Median age: 11 years; IQR: 8–15; range: 3–18
years

n = 276 Gender
69.9% (193) boys; 30.1% (83) girls

n = 273 Ethnicity
89.7% (245) white (Irish)

n = 275 MH diagnosis
Professional diagnosis by MH service: 72.7%
(200)

n = 272 Medical diagnosis
Medical illness: 17.6% (48)

n = 261 Attendance (duration)
Duration of attendance: 23.0% (60) 6 months or
less, 6–12months: 24.1% (63), 1–2 years: 30.3%
(79), >2 years/long time: 22.6% (59)

n = 250 Attendance (frequency)
Frequency of being seen: constant weekly or
fortnightly: 42.0% (105), frequently/monthly:
47.2% (118), infrequently: 7.2% (18), once only:
3.6% (9)

n = 270 Distance
Distance from clinic: 0–5miles: 55.2% (149), 5–10
miles: 20.0% (54), 10–20 miles: 19.6% (53), over
20 miles: 5.2% (14)

n = 276 Medication
Currently on anymedication: 33.7% (93); of those
58.1% ADHDmed (54), 18.3% SSRIs (17),
neuroleptics 6.5% (6); no name given: 17.2% (16)

n = 264 Multi-service use
CAMHS only: 86.7% (229)
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gave the medication type, the majority of prescribed
medication was for ADHD (54, 70%) followed by anti-
depressants (17, 22%) and neuroleptics (6, 8%). 48 (18%)
of parents reported that their child had a co-morbid
medical illness, with a fewmentioning asthma. Of those
parents who responded to duration of attendance
(n = 263), more than half (138, 53%) were attending
for over 12 months, with 59 (28%) attending greater
than 2 years. For the majority, attendance was at least
monthly (135, 66.5%). There was a range in time spent
on a waiting list, from having been seen within
3 months of referral (116, 44.6%) to waiting over a year
(60, 23.1%). The majority of families (n = 149, 55%)
lived within a 5 miles radius of the clinic. The majority
of parents felt that the clinic opening hours were
satisfactory (147, 34.5%) or excellent (114, 26.8%),
however if given a choice, more than half (145, 53%)
would opt for clinic opening hours outside of
09:00 a.m. to 17:00 p.m.

Parental and adolescent satisfaction with services

The CSQ showed good internal consistency, with a
Cronbach α coefficient for parents of 0.96 and adoles-
cents of 0.89. The general satisfaction level with

CAMHS was high with more than 3/4 of parents or
adolescents rating each area as ‘mostly’ or ‘very’
satisfied (Table 2). For both groups, the mean total CSQ
was 26.7 (S.D. = 4.7) with the proportion of ‘mostly’ or
‘very’ satisfied ratings ranged between 77.1% (extent
that program met user’s needs) and 93.1% (recom-
mendation of program to a friend if he/she were in
need of similar help) regarding specific areas of service
satisfaction.

No significant differences were observed between
parents and adolescents regarding their general satis-
faction with CAMHS services (Mann–Whitney U-test;
Z = −0.255; p = 0.799). However, despite adolescents
being significantly more likely than their parents to
state that they got the kind of help they wanted
(χ2 = 13.3; p = 0.004), and that the program met their
needs (χ2 = 9.1; p = 0.028), when asked if they would
come back to the program if they were to seek help
again, they were less likely than their parents to
endorse this ‘χ2 = 8.9; p = 0.030) (Table 2).

Factors associated with parental satisfaction

Age, gender and ethnicity

The age of the child was significantly correlated with a
higher CSQ score (Spearman’s ρ = 0.159; p = 0.017),
indicating that parents with older children had a higher
level of service satisfaction compared to parents
with younger children. Particularly, parents of older
children stated significantly more that the program had
met their needs often (Kruskal–Wallis test; χ2 = 11.3;
df = 3; p = 0.010). No significant differences regarding
parental level of satisfaction were observed with
respect to gender or ethnicity of children.

Diagnosis and medication

Satisfaction with services was significantly higher
when the child had been given a MH diagnosis by
professionals compared to those without (Mann–
Whitney U-test; Z = −2.14; p = 0.032), although the
specific diagnostic type did not predict satisfaction.
Similarly psychotropic medication, but not specific
type, was also associated with increased satisfaction
(Mann–Whitney U-test: Z = −2.31; p = 0.021). Parents
were asked to rate their child’s impairment level at time
of referral and at time of completing the questionnaire,
on a scale from 0 (no problems) to 10 (significant
impairment). There was a reduction in mean scores of
impairment from the time of referral (8.3, S.D. 1.9) to
current ratings (5.6, S.D. 2.5) and there was a strong
negative correlation between reduction in impairment
and CSQ levels of satisfaction (ρ = − 0.44, n = 275,
p< 0.000), suggesting that parents were more satisfied
if there was a greater reduction in impairment.

Table 2. Service satisfaction levels: differences between adolescents
and parents

Satisfaction levels

Areas of service satisfaction Poor Fair Good Excellent

Quality of service received ( χ2 = 6.9; p = 0.074)
Parents (%) 2.6 9.6 36.5 51.3
Adolescents (%) 0 8.9 46.6 44.5

Kind of help user wanted ( χ2 = 13.3; p = 0.004)
Parents (%) 1.7 12.2 44.3 41.7
Adolescents (%) 0 4.1 58.9 37.0

Program met user’s needs ( χ2 = 9.1; p = 0.028)
Parents (%) 6.1 20.9 40.0 33.0
Adolescents (%) 0.7 15.8 46.6 37.0

Recommendation of program ( χ2 = 1.5; p = 0.689)
Parents (%) 1.3 6.1 37.4 55.2
Adolescents (%) 0.7 5.5 43.2 50.7

Satisfaction with help received ( χ2 = 0.8; p = 0.858)
Parents (%) 3.1 10.9 44.5 41.5
Adolescents (%) 3.4 8.2 45.2 43.2

Effectiveness of received services ( χ2 = 0.412; p = 0.938)
Parents (%) 1.3 9.6 46.1 43.0
Adolescents (%) 0.7 8.9 47.3 43.2

Overall satisfaction with service ( χ2 = 7.5; p = 0.058)
Parents (%) 1.8 12.7 41.2 44.3
Adolescents (%) 0 8.2 35.6 56.2

Coming back to program ( χ2 = 8.9; p = 0.030)
Parents (%) 2.2 3.9 33.3 60.5
Adolescents (%) 0 9.6 37.0 53.4
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Distance, duration and frequency of attendance, waiting
time before initial assessment

The distance to a service was significantly linked with
parental satisfaction; the shorter the distance the more
satisfied service users were (χ2 = 9.24; df = 3;
p = 0.026). Frequency of attendance predicted
satisfaction; the higher the frequency of being seen
the more satisfied service users were (χ2 = 8.74;
df = 3; p = 0.033). Interestingly waiting time for
initial assessment was not significantly associated
with parental satisfaction neither was duration in
service.

Generalized linear model

As the level of service satisfaction was generally high
among service users, a more conservative model for
service dissatisfaction was used. Service dissatisfaction
was defined as being dissatisfied in at least one of the
eight CSQ questions, scoring either a 1 or 2. Using this

model, with any service dissatisfaction, age (older)
of the child and frequency of attendance remained
significant factors (Table 3).

Discussion

Both parents and adolescents responding to this study
expressed a general high level of satisfaction with
services offered. They perceived CAMHS to be meeting
their needs, they would be likely to return and would
recommend the service to a friend, all of which are
strong endorsements for the service. This is very similar
to a recent study using very similar methodology
evaluating satisfaction levels among 162 adult MH
service users in the west of Ireland (mean CSQ score
26.7, S.D. 4.6) (Lally et al. 2013). There is the suggestion of
an improvement in satisfaction levels, at least with
adult services, in that the study by Lally et al. report
higher satisfaction levels than 2 earlier Irish studies (8%
in Hill et al. 2009, and 86% in Jabbar et al. 2011). There
has been one published study reporting on satisfaction
levels in a subsample of CAMHS attendees in Ireland
also using the CSQ. In all, 65 parents and 35 adolescents
responded, although details of how these were
recruitment are not outlined. The average overall item
rating was high, 3.6/4 (1.9–4) for parents and 3.2/4
(1.1–4) for adolescents. No tests of association or
comparison between groups were reported. There are
similar reports of high satisfaction levels with CAMHS
in the United Kingdom although children were less
satisfied than parents, especially if they had conduct
disorder. The link with disruptive disorder and lower
satisfaction levels was also found in a US study
(Turchik et al. 2010).

In this study, there were no statistically significant
differences between parents and adolescents on the
CSQ total scores; however subtle differences existed on
some of the subscales. Adolescents more often
endorsed that the program met their needs and they
had received the kind of help they needed. However
they were less likely than their parents to endorse
returning to the program following relapse, perhaps in
part explaining the 40–60% premature dropout rates
amongst adolescents (Wierzbicki & Pekarik, 1993). It is
understandable and documented that there would be
differences of opinion between adolescents and parents
in term of service evaluation (Turchik et al. 2010). For
example a child/adolescent may want appointments in
school times, they maywant to be seen alone, with little
reference to their parents, they may want to be
offered autonomy and be central to decision making
process. Research suggests that adolescent satisfaction
is affected by their attitude before the actual visit,
their perceptions of the provider’s performance, the

Table 3. Generalized linear model (GLM) for prediction of being
dissatisfied with service (at least one poor or fair rating in any of the
eight CSQ areas)

Likelihood of being dissatisfied with
service: OR with (5% CI)

Factors
Crude odds ratio

(OR)
OR in adjusted

model

Gender; reference category: female (OR = 1.0)
Male child or
adolescent

1.49 (1.54–3.05);
p = 0.217

1.79 (0.79–4.07);
p = 0.159

Ethnicity; reference category: Irish white background
(OR = 1.0)
Other ethnic
background

1.02 (0.40–2.60);
p = 0.963

0.55 (0.15–2.05);
p = 0.375

Age; OR increase per each year of age
OR increase per
age

1.14 (1.06–1.24);
p = 0.001

1.14 (1.01–1.27);
p = 0.032

Urban Centre; reference category: capital city (OR = 1.0)
urban centre 1 1.44 (0.22–9.62);

p = 0.705
urban centre 2 1.17 (0.19–7.06);

p = 0.867
Medical illness: reference category: diagnosed medical illness
(OR = 1.0)
yes 1.68 (0.61–4.63);

p = 0.314
Mental diagnosis: reference category: diagnosedmental illness
(OR = 1.0)
yes 1.45 (0.63–3.34);

p = 0.378
Medication: reference category: no medication (OR = 1.0)
Medication
prescribed

1.76 (0.71–4.33);
p = 0.221
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acceptance of the service to their peers, and may be as
much a reflection of their own psychosocial character-
istics as it is of the actual service received (Litt, 1998).
Parents’ satisfaction on the other hand may be linked to
certain structural or economic aspects of care,
such as cost, access and convenience, they may prefer
appointments after school or work to minimize
disruption. Their satisfaction may depend on their
child’s treatment progress and their own relationship
with the therapist. Parents attending due to behavioral
difficulties with their child may be nervous of any
change in parental hierarchy, at least at the start, and
believe that parental authority should be re-enforced,
that meetings should be either with parents alone or
family and they may not welcome any efforts by the
therapist to increase autonomy in their child. Fathers,
although infrequently surveyed, have been shown to
have less positive opinions than mothers (Brannan et al.
1996), perhaps associated with less frequent attendance
and therefore less likely to be involved in treatment
(Holmboe et al. 2011). All of these idiosyncratic reasons
may cloud some of the broader aspects of service user’s
evaluation of services being offered. As the responsi-
bility of many areas of health care shifts from parents to
adolescents, it is important to ensure that perspectives
of both parents and adolescents are included in service
evaluation. Supplementing quantitative measures with
more qualitative methods may throw light on the
differing perspectives held by various family members,
and explain the low correlations in the literature
between parents and adolescents, despite both groups
indicating general high satisfaction levels.

This study examined the associations between
various clinical and demographic factors and levels of
satisfaction. We found that living in close proximity to
CAMHS, and attending frequently were linked with
higher satisfaction levels. This is consistent with find-
ings from a very large Norwegian study (n = 7906)
which found that accessibility to the clinic, along with
parental involvement, explainedmost of the variance in
parent satisfaction (Holmboe et al. 2011). However, the
Irish study examining adult MH services users per-
spectives’ did not find this, unless mode of transport
was considered, whereby patients who travelled by car
preferred services to be based in a community setting
(Lally et al. 2013).

Parents in this study also rated higher satisfaction
levels if the child had received a diagnosis from the
clinician, irrespective of type, and if their child had been
prescribed medication. Given that CAMHS are
considered specialist services for those with severe and
enduringmental illness, in whichmedicationmay often
play a valuable and evidenced based role, it is perhaps
not surprising that parents of children meeting these
criteria were satisfied. Children, who had not received a

diagnosis, may have problems that did not fall within
this area and might be in need of alternative services
and interventions. A delay in giving a diagnosis might
also reflect atypicality or complexity of presentation,
with a reduced treatment effect, and for which there is
some supporting evidence in adults (Hasler et al. 2004;
Garland et al. 2007), and may explain the lower
levels reported if presenting with disruptive
disorders (Turchik et al. 2010). In this study, perceived
severity of problems at referral, and reduction in
problem severity over time, were highly correlated
with satisfaction levels. This is consistent with a few
studies (Steinhausen, 1983; Godley et al. 1998) but not
others which report a consistent lack of association
between satisfaction levels and other clinical
characteristics, including diagnosis type, severity, or
symptomatic change (Heflinger et al. 2004; Garland
et al. 2007; Turchik et al. 2010). Researchers have
suggested that satisfaction taps into unique and
differing domains of patient’s experience of
services offered and taken up, and should not be
considered equivalent to symptomatic change (Turchik
et al. 2008).

This loose and inconsistent association between
satisfaction levels and clinical outcome, or symptomatic
change, remind us of the need to ensure that measures
of clinical outcome are essential when evaluating
services. Robust psychometrically validated measures
of satisfaction for adolescents and parents, combined
with some qualitative enquiry, will help tease out why
someone may be satisfied with service, even in the
absence of any symptomatic improvement. Qualitative
work carried out by the authors and submitted for
publication highlight many interpersonal experiences
valued by both parents and adolescents, often with
little reference to symptom reduction (Coyne et al.
2015). In focus groups conducted with parents, they
placed a high value on parental support and the
provision of treatment and disorder specific informa-
tion, highlighting the distinction between symptom
improvement and knowledge (Coyne et al. 2015). Staff
turnover was also perceived very negatively, again
independent on clinical outcome. Adolescents
welcomed the respect and autonomy offered by the
therapists, even in the absence of any notable symptom
reduction. They repeatedly emphasized the importance
of, and need for, information, warmth, understanding,
supportive relationships, and continuity of care, all
factors which might not link to clinical outcome or
symptomatic improvement (Coyne et al. 2015).

Despite the service users high level of satisfaction,
there are still areas in which services could be improved.
More than half of respondents would opt for clinic
opening hours outside of 09:00 a.m. to 17:00 p.m. How-
ever there were a small group of parents whose
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responses indicated either ‘quite’ or ‘mild’ levels of
dissatisfaction on all items (n = 10). There were eight
boys, mean age 11 (S.D. 3.9), 6 who had received a diag-
nosis, and one on medication. On inspection, there was
no significant difference on any of the main variables.

Limitations

This was a cross-sectional study establishing the views
of parents and adolescents at one time during their
treatment. Repeatedmeasureswould bemore informative
in terms of service provision over time, given that families
attending CAMHS often do so for a long period of time.
Although all open cases were eligible for inclusion, we did
not establish thosewhowere frequent attendees and those
who attended sporadically, thus being unable to examine
satisfaction levels separately. The studymethodology also
did not allow us to collect any information from cases
referred but who never attended. We also omitted to
reach out and seek paternal responses, even if they are
infrequent attenders, thus ensuring that all family
members are considered when planning services.
Regrettably we did not link adolescents responses with
their parents to allow us compare their responses, or to
link the adolescent CSQ to clinical and demographic
details. Younger children were not included in the current
study and should be a focus of further research. However,
the high response rate (49%), the clinical profile reflecting
that in the national CAMHS annual reports (A Vision of
Change, 2013), and the inclusion of both parent and young
person add to the strength and validity of the study.

Summary

Patient (adult and child) satisfaction with services is
increasingly recognized as a ‘robust and distinctive
measure of health care quality’ (Manary et al. 2013).
A Vision for Change places the service user firmly at
the centre and recommends service user feedback on
services; this has not yet been part of the annual review
of CAMHS services (A Vision of Change, 2013).
Recognizing methodological limitations of measure-
ment, and lack of robust link with clinical outcomes,
given its link with subsequent service engagement and
treatment adherence, it remains an important and
distinct measure to evaluate services. Multi-stakeholder
perspectives, using mixed methods research, will allow
health care providers modify services to meet the
expectations of those intending to use them. Regular
user feedback will ensure the development of effective,
accessible, client-centred and responsive services,
which can evolve in partnership with families and
young people. This will be consistent with A Vision for
Change which argues for ‘service involvement at all
levels’ (A Vision of Change, 2013).
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