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ABSTRACT

Youth in foster care are at high risk of internalizing problems. However, research is scarce regarding their experiences of mental

health treatment. This knowledge is important if mental health services are to meet their needs. Through qualitative interviews,

we explored the experiences of youth in foster care (N=9, aged 16-18years) having been treated for anxiety and depression.

Systematic text condensation was used to analyse the transcribed interviews. The youth reported different paths to accessing

treatment. They conveyed the need for therapists to build trust and demonstrate genuine care by advocating for them. They val-

ued learning strategies to manage their symptoms and reported that to adopt these strategies, introspection and psychoeducation

were necessary. Finally, they emphasized the importance of the treatment setting (e.g., outdoors versus in a traditional office

setting). Findings indicate that it was arbitrary as to who helped the youth access treatment. Moreover, for youth to feel they

benefitted from the treatment, certain features of the youth-therapist relationship and treatment content proved central. The

findings are relevant for clinicians and policymakers within child welfare and youth's mental health services.

1 | Introduction

Children and youth in foster care have high risk of men-
tal health disorders as well as high level of comorbidity (Ford
et al. 2007; Lehmann et al. 2013; McMillen et al. 2005; Turney and
Wildeman 2016). In general, internalizing disorders (e.g., depres-
sion and anxiety) are among the most commonly reported mental
health disorders in children and adolescents (Polanczyk et al. 2015).
Recent research has found higher levels of internalizing problems
among youth in foster care, compared to youth in the general popu-
lation (Bronsard et al. 2016; Moussavi, Wergeland, et al. 2021).

Mental health treatments specifically for youth in foster care are
lacking (Tarren-Sweeney 2021). Interventions are identified as

general programmes for the foster family (Bergstrom et al. 2020),
as well as interventions targeting externalizing disorders, such
as Treatment Foster Care Oregon (TFCO; Chamberlain 2003)
and multisystemic therapy (MST; Henggeler et al. 2009). To
our knowledge, no studies on the treatment of internalizing
disorders have been conducted among youth in foster care in
Europe (Leve et al. 2012; Luke et al. 2014). A systematic review
investigating mental health interventions for children in differ-
ent care contexts in the United States found five interventions
that prevented or reduced internalizing problems (Hambrick
et al. 2016). Another systematic review, also from the United
States, examined lifetime and past-year prevalence of internal-
izing problems in youth in foster care who were transitioning
to adulthood but did not specify types of disorders (Havlicek,
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Garcia, and Smith 2013). These US-based findings may have
limited generalizability to a Scandinavian setting, where the
child welfare services (CWS) and mental health services are
organized differently (Gilbert, Parton, and Skivenes 2011). To
better meet the needs of youth in foster care with internaliz-
ing problems, more knowledge on the mental health treatment
available to them is essential.

A starting point could be to explore the experiences of youth
who have received treatment for internalizing problems. They
may have unique treatment experiences, as they have a different
background than most youth in the general population receiving
treatment. User experiences have become more common qual-
ity indicators utilized as a part of health care research (Anhang
et al. 2014) and required for the evaluation of health systems
and the delivery of services (The Organisation for Economic
Co-operation and Development [OECD]| Health Ministers 2017).
The UN Convention on the Rights of the Child states the child's
right to participate, to express their opinions and to be listened
to in issues affecting them (General Assembly Resolution 1989).
Further, Norwegian law grants service users the right to influ-
ence their health care (Lovdata 2001). This is particularly rele-
vant for youth in foster care, who may have more complex mental
health profiles than their peers (Dubois-Comtois et al. 2021;
Turney and Wildeman 2016).

1.1 | The Norwegian Child Welfare and Youth's
Mental Health Services

The Norwegian mental health services are organized within
the municipal primary health care services (e.g., the general
practitioner and school/health services), for those with mild to
moderate symptoms, whereas the specialist health services (i.e.,
child and adolescent mental health services; CAMHS) offer ser-
vices to those with moderate to serious symptoms. Health care
services in Norway are publicly financed, with limited use of
private mental health care. Despite their increased risk, there is
no established routine as to where and when youth placed in fos-
ter homes should receive mental health assessments. To identify
service needs and provide timely access to mental health ser-
vices, attempts have been made to strengthen the service provi-
sion and cooperation between the mental health services and the
CWS for youth in alternate care (Helsedirektoratet/Barne- ung-
doms- og familiedirektoratet 2017). The Norwegian government
has recently approved a proposal for an interdisciplinary health
assessment of children in alternate care (Norwegian Directorate
for Children, Youth and Family Affairs 2022; Lovdata 2023, § 4-
3a). This proposal argues that children and youth in foster care
are at high risk of not receiving the mental health treatment
they need.

The Norwegian CWS is responsible for children where mea-
sures must be considered to ensure their safety and develop-
ment (Lovdata 2023, § 1-1). The focus of the Norwegian CWS
is family-service oriented, and thus, the primary emphasis is
home-based supervision and providing support for the family.
If the child is exposed to maltreatment or neglect, foster care
is the preferred and the most frequently used placement option
in Norway (Backe-Hansen et al. 2019; Kjelsaas et al. 2020).
Although youth in foster care have encountered adverse life

events, it is important to underline their strengths and resil-
ience in overcoming challenges and continuing developmental
growth.

1.2 | Access and Utilization

Recent research on youth in foster care suggests that different
types of maltreatment (e.g., neglect or physical, emotional or
sexual abuse) have a cumulative effect and specific associations
with various internalizing symptoms (e.g., panic/agorapho-
bia, generalized anxiety and depression symptoms; Moussavi,
Breivik, et al. 2021). Given the increased risk of earlier maltreat-
ment among youth in foster care, it is important to assess each
youth's mental health status and to ensure the availability of
timely services. This is also relevant when aiming to understand
how youth in foster care access mental health services and how
they perceive the treatment they receive. Importantly, research
has found that the majority of youth in foster care who have
mental health problems is not in contact with CAMHS (Larsen
etal. 2018). Assessing access to and use of mental health services
among youth in foster care is important, as mental health prob-
lems in childhood often reoccur and may last into adulthood.

Prior research has identified facilitators of access to and utili-
zation of mental health services for youth. Based on the expe-
riences of former youth in care (N=60), one study found that
facilitators of mental health service use could be professionals
or family members who helped and motivated them to continue
or access services (Munson et al. 2011; Munson and Lox 2012).
Among the identified factors related to service use were the
youth's emotions, insight into their mental health needs and
mistrust of health care personnel. The researchers stress the im-
portance of fostering and maintaining trust to keep the youth
engaged in the services. Furthermore, other factors found to
influence the health care utilization of youth in foster care are
entry to care, stability and disruption of the foster care place-
ment (Beal et al. 2022). However, due to lack of or inaccurate
information, it is often unclear whether the health care utili-
zation is according to the needs of the youth (Beal et al. 2022;
Raghavan, Brown, and Allaire 2017).

Research has also examined barriers to access to and utiliza-
tion of mental health services. A review by Aguirre et al. (2020)
found that stigma and negative beliefs toward mental health ser-
vices and professionals impeded help-seeking behaviour among
youth (aged 10-19) with internalizing symptoms and general
symptoms of mental illness. Mental health stigma among ado-
lescents is complex, especially considering their developmental
phase. Stigma encompasses a range of aspect, such as percep-
tions of and knowledge about mental health and treatment;
identity development, including ethnicity, culture and gender;
and public and individual self-stigmas (DeLuca 2020; Kranke
et al. 2011). Research has also found that adolescents with more
internalizing symptoms are less likely to seek help (Sawyer
et al. 2012). Furthermore, research indicates that youth who
have experienced cumulative adverse childhood experiences are
less likely to access and receive quality mental health care ser-
vices (Schweer-Collins and Lanier 2021). We lack similar knowl-
edge about barriers to treatment among youth in foster care and
their caretakers.
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Adults function as ‘gatekeepers’ or ‘gateway providers’ in terms
of youth's access to health services, and thus, they can inhibit or
facilitate access to mental health services (Stiffman, Pescosolido,
and Cabassa 2004). A review identified parents' perceived barri-
ers and facilitators to accessing psychological treatment for their
youth (Reardon et al. 2017). Four themes were identified: par-
ents' perceptions of the services and treatments; parents’ men-
tal health literacy; parents’ knowledge about the help-seeking
process; and family circumstances (e.g., responsibility for and
commitment to following up with the child). These findings
highlight the complexity of factors that influence whether par-
ents seek mental health services for their children or adoles-
cents. However, the review did not focus on youth in foster care.

1.3 | Objectives

This study aimed to explore the experiences of youth in foster
care regarding their access to mental health treatment for inter-
nalizing symptoms, as well as their experiences of the treatment
they received.

2 | Methods
2.1 | Design and Procedure

This study had a qualitative design comprising interviews with
youth in foster care. Inclusion criteria were youth (a) of any sex,
(b) who had lived in a foster family for a minimum of 6 months,
(c) currently resided in Norway, (d) between 16 and 18years old,
(e) who had experienced symptoms of anxiety and/or depression
(i.e., internalizing symptoms) and (f) who had experienced in-
ternalizing symptoms between 0 and 3years prior to inclusion
in the study and having received treatment from primary health
care or CAMHS. Exclusion criteria included having been hospi-
talized for psychiatric problems within the previous year.

Youth who initiated interest in the study

(n=14)

Youth were recruited through extended network (n=2) and
user and private organizations (n=7) for children within CWS.
Information about the study was given to the organizations that
forwarded information to youth, who could either contact the
project leader themselves or make contact through the user or-
ganization. In addition, an information ad was shared on social
media, so that youth could reach out to the project leader (n=0).
A total of nine youth was included. See the flowchart in Figure 1
for additional information on the recruitment process. All youth
received a gift card of 300 NOK (approximately 35 USD) as com-
pensation for their time.

To plan and assess the number of informants, we employed a model
of information power as proposed by Malterud (2017). This model
suggests five factors to consider when planning the number of in-
formants in qualitative studies. The first factor is a narrow study
aim. The second is to have a specific sample. Both factors indicate
that we needed a limited sample (i.e., youth in foster care who had
received treatment for internalizing symptoms). The third factor
concerns theoretical framework, in which we used psychological
theories from developmental psychopathology. In this perspective,
the youth's development is shaped by an interaction of risk and
protective factors (often referred to as the socioecological trans-
action model; Bronfenbrenner 1986). The fourth factor is that the
dialogue is considered to be strong, which also indicates a need
for a more limited sample. A strong dialogue involves focused
and clear communication between the interviewer and the partic-
ipants, among others influenced by the interviewer's experience
and competence with the topic of interest (Malterud, Siersma, and
Guassora 2016). Finally, Malterud (2017) recommends having a
strategic sample representing both sex and geographical location.
Based on these factors, we decided that interviewing 10 youth in
foster care was sufficient to explore the research question.

The semistructured interviews were conducted individually
with five youth. A conjoint interview was carried out with two
youth. However, in this interview, the accounts of one participant

Youth screened and eligible

(n=10)

Ineligible (n = 4):

e No experience of internalizing problems (n = 1)
e No longer interested/dropped out (n = 2)
e  Not meeting age criteria (n = 1)

Initial information incorrect (n = 1)

R

Youth interviewed and included
in the analysis

(N=9)

FIGURE1 | Flowchart for information on the recruitment process.
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were not included in the study as s/he did not fulfil the inclusion
criteria. Lastly, one conjoint interview was conducted with three
youth, according to their own wishes. Responses from all three
were included in the study.

An interview guide was developed including the following
topics: a brief description of the problems for which the youth
had sought help and how the youth understood these problems;
how anxiety and depressive symptoms affected their everyday
life; how the youth accessed mental health services and what
type of help they received; their experience of a ‘typical’ treat-
ment session; helpful and nonhelpful experiences/tools during
treatment; and how this might have affected their coping. The
interview guide was used flexibly throughout the interview pro-
cess, to accommodate new topics that surfaced in relation to the
youth's treatment experiences. At the end of each interview, the
interviewer asked about the youth's experiences with the inter-
view process.

The interviews were conducted in person, at a place selected by
the youth: for example, in the foster home (n = 1), at the interview-
er's workplace (n=1), in a park (n=1) and in an activity facility
(e.g., arecreational cabin in the mountains or countryside; n =6).
All interviews were conducted, audio recorded and transcribed
verbatim by the first author. The youth met the interviewer once,
and this meeting consisted of two parts. The first part com-
prised a brief oral screening, developed for this study, examining
whether the youth were eligible for participation. The youth re-
ported their demographics, placement history and type of health
care (physical or psychological) they had received. They were
then asked to write in detail all mental health treatments they
had received, for any condition, as well as the treatment focus
and methods: This could be medical treatment, crisis interven-
tion or individual or group psychological therapy. Furthermore,
the youth were asked how they perceived the terms ‘anxiety’ and
‘depression’, to determine whether their understandings corre-
sponded with the clinical meaning of these terms. If a youth was
evaluated as not eligible for the study, the meeting would end. If
eligible, the youth gave their written informed consent to con-
tinue to the second part: the semistructured interview. All youth
but one were included after completing the screening.

The first author (YM), a clinical psychologist, conducted the
screenings and interviews from July to August 2020. Each in-
terview lasted between 60 and 90 min. The last author (SM), an
academic physiotherapist with extensive experience in quali-
tative methods, was involved throughout the analysis process.
The other authors (BSMH, GJW, and SL) are academics and
specialists in children and youth clinical psychology or psychia-
try. BSMH entered the analytical process during the creation of
the superior themes. GJW and SL were involved with the proj-
ect after the analysis was completed. The transcriptions were
imported to and organized in the software program NVivo 12
(NVivo 2020).

2.2 | Analysis—Systematic Text Condensation
(STC)

The analysis was conducted via STC, a thematic cross-case
analysis strategy developed by Malterud (2012). This process

entails four steps and aims to illustrate participants’ experi-
ences through their direct descriptions. In the first step, the
first and last authors acquired an overview of the youth's ex-
periences. After individually reading through the transcrip-
tions, they listed six to eight possible themes that had caught
their attention. These were discussed, merged and labelled
as five temporary themes. In the second step, meaning units
were extracted from these themes and categorized into codes.
Overlap between themes indicated imprecise themes, elimi-
nating two themes. Through an iterative process, three main
code groups were created. Meaning units were decontextual-
ized from their original context but still represented the con-
tent of their code group. In the third step, the first, second, and
last authors developed subcategories for the three code groups.
Within each subcategory, an artificial quote—a condensate—
was created to represent the collective opinions of the partic-
ipants regarding that specific theme. The second author was
involved in this step to ensure that other perspectives were
considered and to make any necessary modifications to the
code groups. In the fourth and last step, the condensates were
synthesized into final descriptions and themes capturing the
youth's experiences of treatment for internalizing problems.
These are presented as the results. To ensure that these final
themes were still aligned with the youth's initial expressions,
the first, second, and last authors read through the transcrip-
tions; in this way, they were able to assess whether the themes
stayed true to the original context they were taken from.

The interviewer (YM) and co-researcher (SM) documented
their preconceptions prior to the interviews. These precon-
ceptions were then utilized during the analysis to prevent bias
and ensure that the findings were not influenced by antici-
pated results.

2.3 | Ethical Considerations

The Regional Committee for Medical and Health Research
Ethics, Western Norway, approved the study (REK Vest ID,
no: 7225). In accordance with the Norwegian ethical require-
ments, only individuals capable of giving consent were included.
Youth aged 16 to 18years provided written informed consent on
their own behalf. The data were encrypted and saved on a safe
server, following the Norwegian Research Centre's (NORCE)
guidelines. Data were anonymized at the end of the project. To
ensure that the research questions, methods and procedures
were meaningful, we collaborated with the user organizations
Norwegian Foster Care Association (NFF) and the Norwegian
Organization for Children in Care (LFB) in the initial planning
of the study.

Interviewing about sensitive issues risks triggering difficult
emotions, thoughts and/or symptoms. To prevent potential harm
or a worsening of the youth's mental state, we considered this
risk for each of the youth when assessing eligibility for partici-
pation in the study. We also requested that each youth provide
the name and phone number of someone they trusted (i.e., their
CWS caseworker; their general practitioner; someone in the
school health services; or someone in their network, other than
their biological or foster parent[s]). A procedure was established
to provide assistance to any youth who required it following the
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interview. However, this did not prove necessary. Moreover, all
participants were invited to contact the interviewer after the in-
terviews, but none did.

It was essential to create a safe space, with sufficient time and
opportunity for the youth to express themselves. Semistructured
individual interviews were deemed a suitable way to achieve
this. It was also hoped that the interviewer's competence and
experience as a clinical psychologist would help create an atmo-
sphere of trust and safety.

No participants reported feeling emotionally upset during or
after the interview. Most participants expressed that they felt
unsure at the beginning of the interview but soon felt safe and
that the interview turned out to be a good experience. Most par-
ticipants reported that they had seldom been asked about their
treatment experiences and that they felt valued and taken seri-
ously throughout the interview.

3 | Results

First, we report on sample characteristics, and then we pres-
ent the three major themes: various paths to access treatment;
treatment experiences and the youth-therapist relationship; and
treatment context and conditions. Each theme is presented with
a concise analysis and relevant quotes.

3.1 | Sample

The mean age of the youth (N=09; 5 girls and 4 boys) was 17 years.
Most of the youth (n=6) reported having been in the care of the
CWS for more than 5years. The majority was in foster care at
the time of the interview. Most (n=6) were not currently in
treatment for anxiety or depression. Still, when asked whether
they had ongoing internalizing symptoms, most of them re-
ported persisting symptoms such as recurrent anxiousness and
rumination over their future and their living arrangements. All
youth had experiences with CAMHS at least once, from the age
of approximately 12years onwards. Half (n=5) reported having
been in contact with primary health care services at various
times during their teenage years, but not necessarily due to in-
ternalizing problems. None of the youth reported having experi-
ences from group therapy.

3.2 | Various Paths to Access Treatment

The youth reported various paths to accessing treatment for
their internalizing problems. It appeared to be arbitrary as to
who assisted them in accessing treatment. One youth described
how a teacher was his access to further treatment:

One of my teachers at school noticed that I wasn't
like I always used to be. She asked me what was
going on, and I told her about my fears and sadness.
We had a good talk and planned how I could get
further help.

[William, 18 years old]

Other individuals who helped them access treatment included
members of their biological family, foster parents, members of
the health care service and workers within the CWS. Some par-
ticipants also reported having accessed treatment through their
own initiative. Most reported that their problems were initially
observed by various adults in their lives. As one youth stated:

My grandparents took me in after my parents could
not take care of me. When I moved in, they told me
I should see a psychologist because of all the things I
had experienced. So, I started to go there to talk about
what happened to me and my family.

[Maya, 16 years old]

Access to treatment was often initiated once the problems had
grown severe, as we see with Maya, who had experienced increas-
ing difficulties over the years before being referred to treatment.
Several of the youth revealed experiencing years of problems be-
fore treatment was accessed. This was reported regardless of the
type of problems, for example, learning difficulties, untreated
post-traumatic symptoms after aversive experiences.

3.3 | Treatment Experiences and the Youth-
Therapist Relationship

3.3.1 | Caring and Building Trust

When a therapist assured confidentiality, particularly early on,
the youth expressed that this fostered trust—in the therapist and
the treatment setting. However, many of the youth reported being
unaware of their therapist's duty of confidentiality. Consequently,
this hindered them from being open and honest about different
situations in the past, such as experiences related to their foster
care placement. In the interviews, the youth mentioned having
been betrayed by adults in their biological family, their foster
family, the CWS and/or the health care system. Trusting others
was described as complicated, as illustrated by one of the youth:

I've felt betrayed by many, so I do not easily open up.
One time, however, I decided to trust a therapist who
seemed to be understanding, but when I later read
what she had written about me, I realized so much
was untrue and used against me in court.

[Katherine, 16 years old]

All nine youth expressed how their relationship with the ther-
apist had influenced their perception of the treatment sessions.
They emphasized the importance of the therapist's ability to tol-
erate diverse or negative emotions, like anger and sadness, or
even silence. Moreover, concrete actions or initiatives from the
therapist were helpful in establishing a safe relationship during
the sessions. Such actions included going for a walk, meeting in
another context than the office or playing a board game while
talking. Kind gestures and concrete signs of caring were empha-
sized as important and could take place at the beginning of or
throughout therapy. Examples included the therapist bringing
ice cream for a session or driving the youth back to school after
sessions. The youth underscored how these actions humanized
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the therapist and allowed them to get to know the therapist.
Through these actions and signs of caring, trust was steadily
built, enabling them to gradually open up:

The setting is so unnatural in the first place and I'm
so self-conscious about what to say and not. It felt
more natural with those who took me out for walks or
a drive like it was a more normal situation. It helped
to do something active rather than just sitting still and

talking.
[Jacob, 18years old]

This quote illustrates how the therapy setting made the youth
uncomfortable and that activities normalized the situation,
making the youth feel more secure.

3.3.2 | Psychoeducation

Psychoeducation, where the youth learned about their own symp-
toms or disorder, was described as helpful. This enhanced their
willingness to employ strategies like exposing themselves to their
fears or anxieties (i.e., exposure therapy) or doing activities that
were not always easy or tempting (i.e., behavioural activation):

I've learned about a triangle that helps me remember
that how I think affects how I feel and how I feel
affects how I behave, and again—how I behave affects
my thoughts and feelings. It also helped to learn that
for my body and brain to function in the first place, I
have to eat, sleep, and exercise—if I skip one of those

things, the rest will not work.
[Laura, 18years old]

This youth is describing how she learned about the cognitive
model to take care of her health. The quote also illustrates the
importance of how knowledge about the disorder affects well-
being and how to cope with the symptoms.

3.3.3 | Strategies to Manage Internalizing Symptoms

The youth learned to express themselves through creative
tasks and to take care of their own mental and physical health
through activities such as dancing, handball, football, jogging,
drawing or music. Their relationship with and the actions of the
therapist were crucial for the youth's ability to learn and apply
concrete tools and strategies to manage symptoms of anxiety
and depression. Strategies learned in treatment included how to
ask for help, or actions to reduce tension, as well as techniques
for distraction and relaxation. As illustrated by one youth:

I learned that when I had many chaotic thoughts,
it could help if I distracted myself with activities I
enjoy. For example, when I notice that I get all these
thoughts in my head, I draw colorful paintings or
listen to music to relax.

[Maya, 16years old]

For this youth, learning that there are healthy ways to cope with
difficult thoughts was helpful.

3.3.4 | Introspection

The therapist's ability to help the youth understand their inner
self and to relate this to past experiences was described as having
a significant impact on the youth's current life situation and well-
being. The youth highlighted the value of introspection, where
they sought to understand themselves better by analysing their
emotions, thoughts and motivations. Psychoeducation was an
important part of this introspection and entailed being educated
in understanding the function and dynamics of anxiety and de-
pression symptoms, PTSD, or other relevant mental illnesses.

I do not easily trust people, but the therapist seemed
so genuine and knowledgeable and helped me
understand what was going on with me. She told me I
was in a state of constant emergency, like a red alarm
going off all the time, and that is why I shut down
everything around me and I keep to myself. When I
finally understood this and managed to talk about it
all, she also helped me understand what I needed to
work on, and that was helpful.

[Katherine, 16 years old]

Here, Katherine is expressing her experience of personal and
mental health insight through sessions with her therapist.
Having a caring therapist who educated her about her men-
tal disorder and its implications played a crucial role in her
progress and willingness to take further steps in the treatment
process.

3.3.5 | The Therapist Advocating for the Youth

The youth reported feeling respected, seen and valued when the
therapist acted on their behalf, like an advocate, to solve prob-
lems in their everyday life outside of therapy. Examples include
therapists who referred them for treatment for other mental or
physical health problems, ensured that they received pedagogi-
cal support at school, intervened to solve problems in the foster
home or helped them move due to difficult living situations in
the foster home. Receiving this kind of support made the youth
feel like they were being taken seriously. This was a feeling that
was new to some of them, as they had grown up without adults
who would take the necessary steps to improve their living con-
ditions. One of the youth explained:

I've spent my whole life in the same foster care—
it's the only family I know. But bad things were
happening there, and I did not dare to tell anyone.
I even had the same social worker since I was three
years old who came for her mandatory visits, but my
foster parents were sitting in the same room. Finally,
when I was 15years old, I told a psychologist I had
begun to trust what was going on at home. He called
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the CWS, asked many questions on my behalf, and
stood up for me. They say we have a voice in the CWS,
but I never experienced that until I met him—he was
on my team. Eventually, I moved out and things have
gotten better.

[Jacob, 18years old]

This quote exemplifies the importance of therapists who trans-
late words into action and actively address the youth's concerns.
This is particularly meaningful for youth who have grown up
with caretakers who have failed to take responsibility or accu-
rately identify problems.

3.4 | Treatment Context and Conditions

Some of the youth experienced their foster home as unstable,
highlighting the necessity of having a stable, safe base in order
to benefit from psychological treatment. They emphasized that
having an unstable foster home could hinder access to health
care as well as recovery from symptoms. Examples of an un-
stable foster home were foster parents who frequently dis-
trusted them and not being believed when expressing a need
for help and treatment. It could also be that a complex situation
regarding the foster home (e.g., conflicts between family mem-
bers or uncertainty regarding the duration of stay) hindered
the youth from receiving (further) help until the context had
stabilized. Thus, instability, uncertainty and conflicts within
the foster home were perceived as obstacles to receiving treat-
ment or follow-up in CAMHS. The youth also described hav-
ing foster parents be present in their treatment sessions was
disturbing. This is exemplified by the following quote from
two girls who had extensive experience with CAMHS and liv-
ing in foster homes:

I had a foster mother who made CAMHS believe that
what was a problem to me wasn't a real problem.
She told everyone I wanted attention. Every time I
managed to get a psychologist or someone to listen
to me, she would tell them I was lying. Eventually
no one was listening to me. Because they were my
‘pretend parents’, I feel like CAMHS had to listen to
them over me. My foster parents stood in my way of

getting the help I needed.
[Sophie, 18 years old]

For a long time, my foster mother even joined all the
therapy sessions, which made it hard for me to open
up to the psychologist. Especially after I had been
honest with her about how ill I was, and she told
everyone that she could not continue to look after me.
I felt so betrayed by my foster mother and CAMHS.
[Laura, 17years old]

In these quotes, we see how the conditions in the foster home
and the relationship between the youth and the foster parents
are critical, both for enabling treatment and for the youth to ben-
efit from it.

The youth also emphasized several other aspects that are
important in treatment, such as the frequency of meetings,
prompt assistance and flexibility in the treatment context.
Frequent meetings were depicted as helpful in creating sta-
bility in their relationship with the therapist—and in their
overall life situation. However, flexibility in deciding how fre-
quent the sessions should be was also valued, as it gave the
youth a sense of involvement in and commitment to the ther-
apy that was unforced. Flexibility in the treatment condition
could manifest in various ways, such as allowing the youth to
determine the duration of the session or giving them the free-
dom to choose the topics to be discussed. The frequent change
of therapists was experienced as disruptive to the treatment
process. It made it difficult for the youth to open up and es-
tablish a new connection with each new therapist. The con-
stant turnover of therapists added to the existing instability
in their lives, stemming from various sources—including dis-
ruptions in their foster home or placements, as well as restric-
tions around meeting their biological family. Instability was
expressed as an especially important barrier for optimized
treatment and services for the youth in foster care. As one in-
formant articulated:

I've had nine different caseworkers in the CWS, and
too many different therapists. Once I start to trust and
learn to open up, I've been moved into a new foster
home, the therapists quit their jobs, or when I turned
18years old, I was immediately moved to the adult
psychiatric department.

[Sophie, 18 years old]

The youth depicted many sides to instability, both within and
outside the treatment context, and how this instability and in-
flexibility are not beneficial for their development in the treat-
ment process.

4 | Discussion

In this study, we explored how youth in foster care accessed
treatment for internalizing problems as well as their experi-
ences of the treatment they received. The first theme, paths
to accessing treatment, showed that there were many ways of
accessing treatment, suggesting that getting into treatment
may be somewhat arbitrary. In the second theme, the impor-
tance of experiencing the therapist as someone who is genu-
inely caring was necessary to build trust in the therapeutic
relationship. Psychoeducation focusing on their reactions,
emotions and thoughts, as well as learning strategies to deal
with their internalizing problems, were further emphasized in
the second theme. Certain youth expressed the importance of
introspection, indicated curiosity about their well-being and a
desire to comprehend their past. Therapists who stood up for
them and acted on their behalf were highly valued. The youth
also appreciated therapists who helped them solve practical
problems in their everyday life. This made them feel seen and
heard. In the third theme, referencing the impact of instability
in the foster home and the conditions surrounding the treat-
ment, the importance of having frequent (but flexible) therapy
sessions was highlighted.
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4.1 | Access to Treatment

Our finding that the youth's access to treatment seems to be
arbitrary indicates that there is no straightforward access to
mental health services for youth in foster care having internaliz-
ing problems. This arbitrariness may partly be due to the many
barriers to accessing mental health services for youth in general
(Gulliver, Griffiths, and Christensen 2010; Kazdin 2000), and
particularly for those with anxiety (Salloum et al. 2016) and de-
pression (Wisdom, Clarke, and Green 2006). This is concerning,
as evidence suggests that mental health problems among youth
in foster care may have harmful effects on the youth's devel-
opment and social well-being (Asselmann et al. 2018; Layard
et al. 2014).

Our findings are in line with previous research demonstrating
that, among other factors, disruptions of and instability in place-
ment of foster youth impact the youth's service utilization (Beal
et al. 2022). From our findings, it seems that many youth have
received mental health care after their internalizing problems
have grown more severe over time or at the time when they have
been moved from one home to another. Also, the treatment they
receive is not necessarily adjusted to their complex history or
current life situation.

Youth in foster care have had a range of adults involved
throughout their childhood, including CWS caseworkers
and teachers, and do not necessarily have adults in their life
who know them well (e.g., their history and needs). Thus, it
may be more arbitrary as to who recognizes changes in the
youth or difficulties they may be experiencing and initiates
further help. In addition to this, they have had changes in
their primary caregivers, from biological to foster parents.
The role of primary caregiver may for some vary between
foster and biological parents, as foster parents do not possess
full legal rights toward the youth. Foster parents’ function as
gatekeepers for access to treatment is crucial (Schneiderman
and Villagrana 2010) but may be limited by the CWS where
the caseworker may also assess the need for treatments.
Consequently, youth in foster care have more complicated
paths toward receiving adequate health services. This may be
reflected in our finding that youth's access to mental health
treatment appeared to be arbitrary. Rather than relying on
the more arbitrary processes of accessing treatment, integrat-
ing screening procedures and referrals in to the CWS system
could be beneficial to identify those in need of mental health
care services in time (Cocker, Minnis, and Sweeting 2018;
Hayek et al. 2014; Pullmann et al. 2018).

4.2 | Youth-Therapist Alliance

Alliance refers to the agreement about goals and tasks in
therapy, in addition to the development of a bond between
therapist and patient (Bordin 1979). It is considered a crucial
aspect of therapy and plays a decisive role in overall progress
(McLeod 2011). Research shows that the patient-therapist alli-
ance is significant for predicting long-term outcomes in cogni-
tive behavioural therapy (CBT) for anxiety disorders in youth
(Fjermestad et al. 2016). A recent study of youth in foster care
who attended a support programme described the quality of the

relationship with the staff as impactful. The staff was experi-
enced as not only professionals offering their services but also as
carers with whom the youth developed authentic bonds (Wesley
et al. 2020). Furthermore, a study among youth in foster care
showed that distrust from past therapeutic relationships can
affect motivation concerning future therapeutic involvement
(Narendorf et al. 2021).

In the present study, the youth's relationship with the thera-
pist seemed to be especially important. Many of the youth ex-
pressed their uncertainty toward adults, independent of role
(e.g., foster parents and CWS caseworkers alike), perhaps rooted
in previous relational experiences. Given the youth's history of
severe family instability and/or maltreatment, it is crucial that
therapists establish a safe, secure relationship with them. This
foundation may be essential to allow for the utilization of more
targeted treatment strategies to alleviate symptoms of anxiety
and depression.

4.3 | Psychoeducation

All youth stressed their curiosity about and need to understand
their own mental health problems. Receiving psychoeducation
about their symptoms made them regard the therapist as com-
petent, trustworthy and attentive. Psychoeducation thus proved
important, both for building trust in the therapist and to test
strategies the therapist suggested for coping with their anxiety
and depression symptoms. This finding corresponds with pre-
vious research showing that even passive psychoeducational
interventions, such as information leaflets or feedback from
psychological screenings, may reduce symptoms of depression
and psychological distress (Donker et al. 2009). Another study
of youth in foster care highlighted that, among other things,
psychoeducative tasks could empower the youth (Narendorf
et al. 2021).

4.4 | Strategies to Cope With Anxiety
and Depression

Many of the youth found the CBT techniques they learned in
treatment to be helpful, which aligns with the robust evidence
supporting the efficacy of CBT in treating anxiety and de-
pression among youth (Higa-McMillan et al. 2016; Weersing
et al. 2017; Wergeland, Riise, and Ost 2021). CBT commonly in-
cludes various interventions such as psychoeducation, cognitive
restructuring, problem solving, exposure training, behavioural
activation, social skills training and relaxation techniques
(Gosch et al. 2006; Weersing and Brent 2006). However, the ex-
isting evidence supporting the effectiveness of CBT for internal-
izing disorders primarily focuses on youth who are not in foster
care. Therefore, further studies investigating CBT in this popu-
lation are needed.

Moreover, the youth expressed the usefulness of physically acti-
vating tasks, such as jogging or handball, as well as creative tasks
(e.g., drawing/painting or music), tension-reducing techniques
and breathing exercises (e.g., mindfulness). They also described
it as useful to focus on activities they had previously been inter-
ested in or mastered. The youth described distressing thoughts
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and emotions related to stressors in their past and present lives.
Concrete strategies that enabled them to refocus and experience
mastery were helpful. This is supported by a previous study of
youth in foster care, in which arts-based methods in mindful-
ness therapy were applied (Lougheed and Coholic 2018). The
youth in this study reported increased optimism, better emotion
regulation and improved sleep and found art to be an effective
learning strategy.

4.5 | Introspection

Youth in the present study seemed to need attention inward
to comprehend their thoughts and feelings. While established
treatments for internalizing problems, such as CBT, to a large
degree focus on concrete strategies to master anxiety or depres-
sive symptoms, the youth in this study tried to understand their
symptoms in the context of their life experiences. This might be
because youth in foster care have a more fragmented life story
and need to be more independent at an earlier developmental
stage. A previous study reports that leaving foster care in late
adolescence influenced youth's identity development, stimu-
lating their maturation process, sense of self and their need for
introspection (Mulkerns and Owen 2008). Thus, including in-
trospection and understanding the relationship between past
experiences and present symptoms might help youth come to
terms with a fragmented life history, to explore their feelings
and identity and to mentally prepare them for a life independent
of the foster family.

4.6 | Advocacy

The youth in the present study described problems that are
unique to youth in foster care, such as being taken seriously
by the CWS regarding their foster care situation, not being
allowed to contact their biological family without permission
or being present in court when custody decisions are made.
Therapists or caseworkers who supported the youth in these
situations, acting on their behalf and being their advocate,
were highly valued. This is in line with other research high-
lighting the importance of social workers' commitment, acces-
sibility and recognition when interacting with youth in foster
care (Kriz and Roundtree-Swain 2017). Although CWS case-
workers or others may have intervened to improve the youth's
life situation, the youth expressed that few adults had engaged
them in a way that made them feel like what mattered to them
was prioritized. These findings are supported by other studies
finding that the youth reported not feeling seen or heard by
CWS workers (Toros 2021).

4.7 | The Role of Foster Care

Our finding that factors in the youth's foster care (e.g., unsta-
ble or high-conflict foster homes) might hinder their access
to or ability to benefit from treatment is critical. The youth's
relationship to the foster parents is important, as previous re-
search finds that youth placed in foster care who report posi-
tive relationships with their foster family also have higher life
satisfaction (Mabille et al. 2021). The CWS has a crucial role

in providing follow up for youth in foster care and to ensure
a good life situation in their foster family. In that way, CWS
caseworkers may contribute to enabling the youth to benefit
from treatment.

4.8 | Flexibility

The youth in this study conveyed the importance of having flex-
ibility in treatment. While flexibility in treatment is generally
practiced in the health and child welfare services today, there
may be a need for even greater flexibility when engaging with
these youth in various clinical settings. More specifically, this
flexibility is desirable, especially when establishing the initial
relationship in therapy, with more time and effort to establish
a secure relationship. It may also be crucial to go beyond tra-
ditional therapy structures: For example, the therapy session
could take place outside of the office or the therapist could initi-
ate an activity during the session.

5 | Strengths and Limitations

Given the challenges of recruiting youth in child welfare, in-
cluding the experiences of nine participants is considered suf-
ficient to fulfil this study's objective. Nevertheless, the study
has some limitations. The plan was to conduct individual in-
terviews. However, three youth preferred to conduct the inter-
views together. Although this was based on their preference and
may have helped to spark insights and/or make the interview
setting feel safe, it may also have impacted the findings. The
youth might have withheld information and been influenced
by each other's presence. Also, one youth was interviewed al-
though the interviewer specified the participant's ineligibility.
Together, this may reflect the need for even more strict screen-
ing. Furthermore, the youth in this study were included only if
they were not seriously physically or mentally ill at the time of
the interview or had not been so during the past year. The main
reason was due to the endorsement of the Regional Committee
for Medical and Health Research Ethics, Western Norway. Their
position was that these youth may be considered even more vul-
nerable if recently hospitalized and should be protected from
potential harm or increased risk of suicidality following the in-
terview, potentially triggering strong emotions. This biased the
sample toward youth with mild to moderate symptoms of anxi-
ety and depression.

The participants represent a selected sample of youth in foster
care. It is likely that there are youth in foster care with inter-
nalizing problems but who do not identify with our findings.
Most of the participants expressed negative experiences from
being in foster care, but more positive experiences from being
in therapy. Other youth in foster care may have negative ex-
periences in both foster care and with therapists, or on the
contrary positive experiences both with foster care and ther-
apy. The present study does not reflect all these differences. In
hindsight, the interview guide should have included questions
concerning aspects of foster care that may have influenced
the youth's access to treatment and/or the youth's perceptions
of treatment. These topics could have added another layer
to the discussion of this study. Moreover, as the data in this
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study were based on self-reports and no health or foster care
records could verify the youth's information, we have no way
of validating the information gathered (e.g., at what time the
treatment was conducted or reasons for referral to treatment).
Despite these limitations, the results contribute valuable in-
sights, given the lack of studies focusing on treatment experi-
ences among youth in foster care.

6 | Conclusions

The finding of the current study emphasizes the importance of
using routine assessments to evaluate internalizing symptoms
among youth in foster care. Priority admissions’ guidelines for
children and youth in the protection of CWS to mental health
treatment may be worth considering. Together, this could en-
sure more reliable and less arbitrary referral procedures for
those requiring treatment. The results also point to the impor-
tance of adapting interventions for this group, as they have di-
verse, multifaceted needs that must be met when they are being
treated for internalizing problems. Therapists should focus on
maintaining relational stability toward youth in foster care
and ensuring flexibility in treatment. These youth also seem to
appreciate flexibility in treatment, for example, the frequency
and duration of meetings and the therapy setting, as well as
having adults who advocate for them. Further research on the
treatment experiences of youth in foster care is warranted. The
youth's context with the instability of adults and placements
(CWS workers, foster parent) seems to affect access to treatment
and have a negative impact on the youth's experiences with
mental health services and benefits of treatment. Thus, these
areas are important to consider when ensuring stability in the
treatment.
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