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Remote and Digitally Delivered Mental Health Support for Care-Experienced Young

People: Some Practice-Based Reflections in Response to Cummings (2022)

In a recent contribution to this journal, Cummings (2022) reports findings from a preliminary
qualitative study of practitioner viewpoints regarding digitally delivered mental health
support to care-experienced young people. Cummings’ study highlights the need to engage
with professional experiences of using digital methods with this group, both during and
outside of the COVID-19 pandemic. A response to - and commentary on — Cummings’
contribution is provided, to advance discussion of issues identified by the research. We
reflect on our experience as practitioners and researchers working in and alongside specialist
child and adolescent mental health service teams serving care-experienced children and
young people. We focus on workspaces in remote working, therapeutic technique in online

and telephone-based care, and virtues and challenges of remote care delivery.
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Children and young people living in foster or residential care are recognised as vulnerable to
a high level of mental health need due to childhood adversity and the secondary challenges of
being in public care (Tarren-Sweeney 2019). This level of need has influenced the
development of dedicated provision in the UK, in the form of specialist child and adolescent
mental health service (CAMHS) teams for looked-after children within the National Health
Service (NHS) as well as tertiary therapeutic services (Callahan et al. 2004; Rao et al. 2010).

The delivery of mental health care and psychological therapy to these children and
young people who are care-experienced, i.e., living in out-of-home residential, foster or
kinship care, is therefore an important area of empirical investigation (Davies and Wright
2008; Fisher 2015). Within that research context, a particular area of concern is the
experiences of children, young people, professionals and other stakeholders.

Cummings’ (2022) recent contribution published in this journal relates findings from
a preliminary qualitative study of practitioner viewpoints regarding digitally delivered mental
health support to care-experienced children and young people. With a dearth of research on
this topic, the study importantly highlights the need to engage with professional experiences
of digital mediums and the use of these mediums during and outside of the COVID-19
pandemic. For the study, ten professionals were interviewed after being accessed primarily
via third sector organisations serving young people with mental health difficulties. Themes
arising from the interviews related to different aspects of the experience of providing care:
the shift to online working during the pandemic (and concomitant issues of ensuring privacy
and confidentiality when working online), accessibility of digitally delivered care, and
expectations around future service delivery. While the study participants expressed caution
about not providing in-person care, there was also optimism that the option of digital delivery

afforded a means to reach young people who were previously unable to access support.



We were interested to read Cummings’ contribution as practitioners and researchers
practicing in and working alongside CAMHS teams serving care-experienced children and
young people. What follows is a response to - and commentary on — Cummings’ contribution,
taking forward various issues identified in the research. This paper reflects a professional
commentary on the original article whereby we describe our own experiences but do not
report on new empirical research.

We are:

e amental health practitioner, clinical psychologist, trainee clinical psychologist, and
senior registrar in child and adolescent psychiatry who have all worked, during the
last two years, in a specialist CAMHS team in the East Midlands of England serving
care-experienced children and young people (aged 5-19), as well as other groups
considered vulnerable to mental health difficulties;

e aconsultant child psychiatrist practicing in a similar team in a different area of the
East Midlands;

e aforensic psychologist combining academic research and teaching with clinical
practice in the community, including work with children living in residential care;

e achartered psychologist in health who works in academic setting providing direct
support to NHS professionals with expertise in qualitative research and child and
adolescent mental health; and

e achild welfare researcher based in the United States who combines clinical practice

with research focussing on psychodynamic, mentalisation-based interventions.

Those of us who have worked in specialist CAMHS have been involved in providing
care and treatment that is primarily orientated to acute levels of mental health need, which
constitutes a different care context to that represented in the experience of the participants in

Cummings’ study. Partly to make sense of our own clinical experience during the pandemic



and lockdown periods in the UK, i.e. between March 2020 and June 2021, those of us
working clinically sought to reflect on our practice and undertake evaluation projects, with
the support of the colleagues based primarily in research. The reflections we share here arose
out of conversations (most often via videoconferencing and telephone) and email
correspondence we had with each other during this time. Evaluative work we carried out
informed service development at a local level, but we also sought to report the findings to a

wider audience (see Archard et al. 2021, 2022a, 2022b, 2022c, 2022d, 2023a, 2023b).

Workspaces in remote working and practitioner vulnerability
One important theme identified in Cummings’ study concerned practitioner vulnerability in
remote and online working, reflecting the findings of other research addressing online mental
health care (Bentham et al. 2021). Some participants in Cummings’ study reported finding
the move from office- to home-based working during the pandemic a positive professional
experience: in allowing for a better work-life balance and increased opportunity for self-care
and regular breaks. However, this certainly was not the case for all professionals in the study.
There were participants who reported struggling to separate their home and work ‘selves’,
with appointments via videoconferencing being described as an ‘invasive’ experience by
some. Some participants were reported to resign from their posts due to not feeling free of
work at home.

Consistent with these reports, we found that space is an important consideration in
remote care delivery. In therapy appointments, distressing experiences are often related by
young people, as they are in consultations with carers and parents, and exposure to this
distress can be challenging when working from home, especially with limited opportunity to
take breaks from a demanding schedule and a continuous expectation to be online. In these

situations, it can become less a best-of-both-worlds situation, where one can work more



flexibly with a greater work-life balance. Instead, it is a situation where longer hours are
worked, greater productivity is expected, with limited ways of escaping the home-based
office. Regularly, practitioners can be called to attend safeguarding meetings and other
professional forums. Additionally, working online, there are more limited opportunities to
straightforwardly debrief following an emotionally demanding meeting or session. One
cannot have more casual conversations with colleagues which tend to occur when sharing a
physical office space, potentially placing practitioners at an increased risk of burnout and
vicarious traumatisation (Ireland et al. 2022).

For those of us practicing in specialist CAMHS teams during the pandemic, some in-
person care remained necessary where clinically warranted, for example, due to concerns
about the level of risk, the presence of severe mental health symptomology, and vulnerability.
Yet, a great deal more took place via telephone and videoconferencing, often via home-based
working. We found that such experiences change the way one experiences one’s home — it no
longer seeming able to offer the same protective shield to close off the world of work.
Working online also restricts how much one can realistically appreciate the efforts colleagues
and other professionals are engaged in, which can contribute to increased feelings of
isolation, frustration, and a sense of persecution from the systems within which one works —
as related research has found (Mendonca et al. 2022).

There are also inequities in the capacity to work from home. Just as some young
people face challenges to straightforwardly access private spaces for personal telephone
conversations with mental health professionals, so it is for professionals. The ideal of a
separate work office ‘consulting room’ is not possible for all practitioners. Some
practitioners, especially those in training, may live in shared accommodation, having access
to a single small room which functions as a study, living and sleeping space. A quote

Cummings (2022) included in her analysis relates specifically to one participant who left her



job because she ‘needed that separate space’ (p. 6). This being unfortunately the case,
whether in shared accommodation or not, work can intrude into the domestic sphere.

In our clinical experience, we also found that factors outside a practitioner’s control
can also seep into the clinical sphere, for instance, traffic noise or, in the case professionals
with dependent children, the unpredictable burden of one’s own children being off sick. We
know of mental health and social care professionals who have re-evaluated the impact their
work has on their wellbeing and their families and been led to move to a different post
seeking a better work-life balance. There can be a gendered nature to this in that it was most
often working mothers who were left burdened with domestic and caregiving responsibilities

alongside professional commitments.

Therapeutic technique in online and telephone-based care

Technique in psychological therapy and consultation changes when working online. This is
not something dealt with in much depth in Cummings’ research (which does address issues of
engagement and training in digital delivery). However, it has been the focus of literature
published during the pandemic (see, e.g., Appel et al. 2020; Feijt et al. 2020; Greenhalgh and
Wherton 2022; O’Brien and McNicholas 2020; Racine et al. 2020; Reay et al. 2020). Simply
stated, working online as a mental health professional has been recognised as different from
working online during a pandemic. Cohen (2021) for instance, a practicing psychoanalyst,
recounts the disconcerting nature of the abrupt shift to online-based therapy prompted by the
pandemic. He cites the British psychoanalyst Wilfred Bion’s description of the
psychoanalytic session as the meeting of ‘two rather frightened people’:

The Zoom consulting room brought me a renewed awareness of my patient and me as

two rather frightened people. The vagaries of teleconferencing quickly undid the

consulting room’s atmosphere of quiet receptivity. It turns out the buffering icon isn’t

really a ‘waiting room’, that a meaningful silence can be difficult to distinguish from
a loss of signal, that the words I’d have spoken into a receptive pause of the here and



now in a shared room were liable, in the two second delay of Zoom, to cut clumsily

into the patient’s flow of speech. (ibid., p. 15)

Those of us who provided clinical care to care-experienced young people during the
pandemic were involved in a range of tasks: initial and more specialist assessments (for
example, for neurodevelopmental conditions), consultations to carers, group-based
intervention, and individual psychological therapy for a range of different problems. In
different respects, we found that, in this work, we became more orientated to external reality,
even the importance of practical help, in supporting young people therapeutically. For
example, we found a greater level of involvement in terms of advocating on their behalf and
providing input and consultation to educational settings to ensure that their emotional
wellbeing was prioritised there.

In interactions with young people, professionals and carers, there could also be a
greater degree of authenticity in encounters. Working on the telephone, it can be easy to
retreat into a more conversational exchange, avoiding the actual doing of therapy (Brockopp
1970). However, we found this was less the case during the pandemic — the therapy became
more conversational and beneficially so, for instance in the form of talk about everyday
activities, interests, and frustrations young people were experiencing with the lack of contact
with friends due to physical distancing requirements.

In relation to this, one issue we reflected on (and wrote about) was professional self-
disclosure, i.e., the act of the professional revealing information about their personal identity
or lived experience to those they are seeking to help (Archard et al. 2023a, 2023b). These
sorts of disclosures tended, we found, to occur with greater frequency working online during
the pandemic, such as when informing young people, parents, and carers about changes in
scheduling due to illness in one’s family or having to take leave for other personal

commitments. These disclosures could also help to avoid giving the misleading impression



that one was somehow unaffected by the challenges everyone was facing in a way that others
were not.

In making these observations about self-disclosure, we are not claiming that
disclosures were necessitated in this context but rather observing that more was revealed at
times. We also considered how, when working online, one makes choices about what to
reveal (and not reveal) in terms of one’s taste in decor, items that are left on show, whether a
digital wallpaper is opted for or not and so on, so it is approached in a different way (see
Morris, 2018). This type of stage management of the online therapeutic space and implicit
form of disclosure was, at the start of the pandemic, done on the fly, with little time to consult

with colleagues about appropriate personal and professional boundaries.

Virtues and challenges in remote care delivery
The perspectives of the participants in Cummings’ study spotlight accessibility as a virtue of
online working with care-experienced children and young people but also illustrate how
digital inequalities can be an issue, with some young people not having access to the requisite
technology for online sessions. They also highlight how issues with privacy and distraction
can be very complicated to navigate when practicing in improvised settings.

In our work in CAMHS teams and with care experienced children and young people,
our experience has been that remote working with telephone calls and videoconferencing has
enabled continuity in working relationships with young people who were also seen in-person,
i.e., as part of a blended or integrated delivery. Our experience has been that the greater sense
of anonymity with telephone-based intervention has helped with some disclosures in
individual therapy (Lester 1974), as well as to enable children and young people to become

familiar with a professional. These relationships can begin with some (online) distance before



meeting them in person; thus, offering an opportunity for rapport and trust to develop in what
the child/young person perceives to be a safe space.

This reflection can be related to the findings of an evaluation some of us undertook
which involved interviews with care-experienced young people (Archard et al. 2022c,
2022d). For most of the 16 young people who participated and were accessing specialist
CAMHS care at the time (of whom six were living in residential or foster care), remote and
digital delivery methods were viewed as acceptable in the context of a need to physically
distance to prevent the transmission of coronavirus and helpful in maintaining contact with a
case holding clinician. Nevertheless, digital delivery was not necessarily preferable outside of
a need for physical distancing, with four of the six care-experienced young people expressing
an explicit preference for face-to-face contact.

Conversely, gathering views from 38 foster and adoptive parents and other
professionals, including residential care staff, accessibility seemed more important than the
medium by which support was provided (Archard et al. 2022c). For these groups, following
the turn to remote delivery, satisfaction with care remained high, yet changes in the shift to
remote appeared more challenging for those already involved with the team prior to the
pandemic. Moreover, differences in experience that could be discerned between groups
appeared, in part, to be linked to the extent a parent or carer felt included as part of a
professional network and able to access certain lines of communication (notably email) with
clinical staff.

These findings, along with our clinical experience, reinforced for us a need to take
time to explore preferences regarding the medium of support. Carers may prefer a young
person to access therapy via remote and digital delivery methods and wish to limit time spent
travelling or have found working online easier themselves, but this may not concur with the

young person’s preference. Care-experienced children and young people are potentially



easily discouraged by any intimation they are somehow undeserving of support. Comments
from carers about obstacles to accessing support can potentially serve to reinforce deeply felt
anxieties children and young people have about whether or not they deserve the care of
others.

Along similar lines, it can be said that in the evaluation of care delivery it is
practically easier to arrange access to speak to adult carers and professionals and not children
and young people, with all the permissions and considerations required. However, this can
lead to their views being overlooked in planning the development of care pathways. We
found that directly involving a peer support worker in the service evaluation described was

beneficial in ensuring young people’s views were gathered (Archard et al. 2022d, 2023b).

Directions for research and implications for practice
The reflections provided here are based on clinical experience in specialist CAMHS teams
working specifically with children and young people with acute mental health needs. As care
experienced young people in the UK access metal health support not just via such teams, but
also third sector provision (as represented by the participants in Cummings’ study), caution is
warranted in considering the relevance of this learning across different service contexts.
Indeed, participants in Cummings’ research highlighted this in commenting on how digital
methods may better suit ‘lower levels of mental health needs’ as compared to ‘complex
demands’ (p.8).

This being acknowledged, Cummings’ analysis of the reflections of professionals
working in an adjacent care context provide food for thought on the prospects for ongoing
digital and remote delivery methods in mental healthcare. The issues the study addresses
remain important now that physical distancing restrictions to prevent coronavirus disease

transmission are lessened. The value of a hybrid model with some home working and some
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office working has been widely advocated and the issue of choice is an essential part of the
debate. Young people may prefer digital delivery methods at times, but not others, and
practitioners might also prefer aspects of online and in-person care, at different times, but for
different reasons. The obvious benefits around accessing care remotely for children, young
people and professionals are important to state as well, in terms of convenience of access.
Yet, the pandemic increased the stress level for both groups and working remotely has often
not been a choice for many. Lack of control and stresses in the wider environment added to
the pressures of working remotely.

The dearth of research examining remote and online delivery of mental health care to
care-experienced children and young people mean there is a need for further empirical
exploration, and Cummings should be commended for what was achieved in an exploratory
study. The voices of young people themselves are also vital for the development of
responsive approaches to care delivery and further research may take the form of longitudinal
qualitative studies, involving, for instance, clinician diaries and a practice-near approach that
seeks to get close to practice experience. To also help with developing professional practice
in this area, the findings of quality improvement work and individual case-based learning
should be shared amongst practitioner and research communities. In both research and quality
improvement endeavours, the consideration of the stress that practitioners are subject to and

opportunities to reflect on practice are important matters to address.
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